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Abstract

:

Social prescribing (SP) is an approach that promotes the use of local non-clinical activities by people. The referral is usually made by primary health-care professionals, in a process wherein local providers play a pivotal role. The main objective of this study was to identify domains of intervention and evidence about the effectiveness of SP programs regarding health-related outcomes. A systematic literature review was carried out following Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) guidelines. A literature search was conducted in PubMed, CINHAL, and SCOPUS. Inclusion criteria of the reviewed papers were as follows: (i) effectiveness studies of interventions designated as SP or interventions entailing SP conceptual components; (ii) interventions with adults. Quality assessment was performed with the Cochrane tool for assessing risk of bias in randomized trials; an assessment tool developed by the US National Heart, Lung and Blood Institute was applied to observational studies. Overall, 13 articles were included for analysis, with a total of 4603 patients. Although three studies comprised a control group, only two followed a randomized controlled trials (RCT) design. Nine principal domains of intervention within SP were identified, with three categories of outcome measures: Physical and psychological wellbeing; Health behaviors and self-efficacy; and Health care resources end economic evaluation. SP is an emergent and promising health-care intervention, and it has been used to promote different health behaviors. Evidence of SP effectiveness on patient’s health and wellbeing is not strong. Further research is needed for understanding how SP can be applied efficiently.
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1. Introduction


Gains in life expectancy increased dramatically within the last century, raising more and more attention on the wellbeing that needs to be ensured throughout the extra years of life expectancy [1]. These public health gains put additional pressure on the health-care system. Actions to promote a healthy and sustainable environmental health-care context are essential, alongside articulated and intersectoral responses and adequate health and social policies.



The aging processes raise several non-clinical needs of intervention, which are related to health and wellbeing [2]. Some of these needs are linked to a sedentary lifestyle, social isolation, low community cohesion and participation, poor cognitive stimulation, and loneliness, among other factors [3]. As these factors are typically considered out of the scope of clinical interventions, they are not met with a suitable response in the context of the services traditionally provided by existing health structures, which are mostly centered on the disease and its manifestations. Nevertheless, both clinical and non-clinical interventions targeting people’s real needs are depicted as pivotal actions in the 2030 Agenda for Sustainable Development [4]. Within this framework, there is a need for complex interventions in complex systems, which are adapted to the different contexts in which the health intervention is implemented [5,6].



Creating healthy environments can be complex and should rely on continuing research of the effects of exposure to environmental hazards on people’s health. These hazards can be of social nature, such as deprived socioeconomic conditions, and not inclusive and disruptive societies. Acting upon these ecological pathogenic and inequity-promoting factors and maintaining a healthy environment is crucial to efficiently promote public health and to increase the quality of life and more years of healthy life [7,8]. A key determinant for promoting mental and physical health is the stability of social connections (i.e., social cohesion), such as the existence of a stable and supportive local social environment [9].



Social prescribing (SP) is a relatively new approach in health-care. Shortly, SP can be described as the creation of referral pathways that enable connecting people with health, social, or practical needs with local (i.e., accessible) providers of non-clinical services [10]. The referral is mainly done by primary health care professionals (e.g., doctors, nurses, social service workers), who prescribe activities developed by the tertiary sector (councils, cultural and recreational associations, parishes, etc.) in the local services or the community [11]. By recognizing that people’s health is determined synergistically by several biological, social, economic, and environmental factors, SP seeks to respond to health needs in a holistic way, also aiming to help people assume a greater control and self-management ability over their health. There are different models of SP referral pathways, including (1) direct referral from primary care or (2) referral mediated through link-worker-based models [12]. In this last type of SP model, the link-worker supports patients to establish their personal needs, sets goals, and attempts to keep patients’ motivation high. The link-worker may be located within a GP practice, in the local community, or a mix of these alternatives, depending on how the SP scheme has been developed [13]. Some examples of SP-promoted activities include volunteering, artistic activities, group learning, gardening, cooking, advice on healthy eating, or involvement in physical or sports activities. The SP approach offers the population a greater possibility of community participation, social inclusion and social cohesion, and the possibility to enhance, by the community itself, individuals’ health and wellbeing [14]. SP is also proposed as a contribution for increasing the efficiency and utilization of already existent resources, in the community, reducing pressure on health-care services [15].



Social prescribing has been developed mostly in the United Kingdom (UK), having been considered by the National Health Service (NHS) as an innovative approach to support the sustainability of the health system [16]. It also has the potential to promote partnerships between community structures, thus contributing to link health and social sectors [17], forming a local SP system [18,19]. As SP is rapidly growing in the UK, it is also attracting international interest. Yet outside the United Kingdom (UK), SP is still not a common practice. So, it is important to learn from what has been done in the UK in order to understand what type of programs and SP interventions are most effective. Indeed, a current challenge is to systematically collate information about how SP is conceptualized, operationalized, and assessed in terms of its effectiveness regarding health and wellbeing indicators, and health services productivity [20]. SP has been associated with patient’s reduced anxiety and depression, better social relationships, and increased optimism and hope [20], with reduction of depletion of services and products (medicines, medical appointments, etc.) [21] and with revitalizing the link between the social and health sectors (i.e., promoting the emergence of new community partners) [17]. However, there is still limited evidence on which activities are more suitable to each population group and culture, and about SP’s real impact in terms of the health and wellbeing of patients.



The finality of this study was to contribute to the understanding of how SP interventions may be effectively applied in different population and cultural contexts, taking into consideration the cumulative evidence about this health-care approach. The main objective was to locate and summarize evidence regarding the effectiveness of SP targeting the adult population assisted in primary health-care settings. Secondary objectives were to identify domains of SP interventions and outcomes most frequently used to assess its effectiveness.




2. Materials and Methods


2.1. Study Design


A systematic literature review (SLR) was carried out following the reporting guidelines of Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) [22]. First, a scoping review was undertaken to ascertain which were the most frequently used study designs for evaluating the effectiveness of SP interventions. Since we found a diversity of study designs, we decided to include in this SLR all papers reporting SP interventions with any kind of assessment of effectiveness outcomes.




2.2. Search Methods


The literature search was conducted in three electronic databases: PubMed, CINHAL, and SCOPUS. To obtain the most current up-to-date evidence, a set of keywords divided into two main word-blocks was selected: equivalent or proxy terms regarding SP and equivalent or proxy terms about effectiveness. Each word of each block was combined pairwise with the words of the other block (see Appendix A). The selection of terms was based on the scoping review (taking into account the keywords of papers’ abstracts) and was defined with the consensus of the research team. For PubMed, keywords were, whenever possible, Medical Subject Headings (MeSH) terms. There was not a temporal limit imposed for the search as well as there was no restriction of languages of the papers. The search was conducted on 21 May 2020 in PubMed, on 25th 2020 in CINHAL, and on 1 June 2020 in SCOPUS. All located titles were exported into an excel file and then gathered into a single file. Then, duplicated entries were removed.




2.3. Selection of Articles and Inclusion and Exclusion Criteria


To identify relevant articles that could meet the objectives of this SLR, an initial selection by title and abstract was completed by two members of the research team. Then, the selected articles were triaged by reading the full text of the articles. In addition, a manual search was used to identify additional papers from the references of the studies initially selected, and from other SLR about SP. These SLRs were not included in the RSL analysis but were used for locating additional papers not retrieved by the keyword-based search. Papers were included if they met the following inclusion (cumulative) criteria: (i) any methodological design evaluating an SP intervention; (ii) addressing interventions designated as “Social Prescribing” or interventions entailing SP principles (namely, mentioning a referral from the primary care sector, activity agents/facilitators/link-worker within the community, or with a continuity and accessibility’s perspective within the community); (iii) assessing the impact of interventions; and (iv) including the adult population. Exclusion criteria included study protocols, narrative reviews, systematic reviews, and gray literature (e.g., reports, dissertations, thesis).




2.4. Data Extraction, Quality Appraisal, and Data Synthesis


Two investigators assessed independently the full text of the articles. A third reviewer was required to achieve consensus about studies to be included when the first two investigators were not in agreement.



Data were extracted, by the same two investigators, using a synoptic table with predefined variables (regarding identification of the paper, study design, SP pathway, participants, outcomes, materials, main results, limitations, and future recommendations).



The ROB2.0 tool [23] was used to assess the quality of articles describing randomized controlled trials (RCT), by two researchers. To assess the quality of articles describing observational longitudinal designs (with pre- and post-assessment of outcomes, with or without a control group), or articles describing mixed-methods designs, a quality assessment tool developed by US National Heart, Lung, and Blood Institute was applied [24].



Finally, a narrative synthesis of the evidence was performed, summarizing the intervention domains (i.e., activities proposed, through SP), models, selected outcomes, and conclusions about SP effectiveness.





3. Results


Overall, 13 articles were considered eligible for data extraction and narrative synthesis (Figure 1).



These selected articles include two RCT, five non-controlled before and after studies (one of them with a longer-term follow-up), and six with mixed-methods (quantitative and qualitative) approach, one of them using a matched control group (Table 1).



A total of 4603 participants were involved in the papers. The sample size, age, and gender of participants are presented in Table 2. In every included paper, more women than men were involved as participants, and two papers report exclusively participants above 60 years old.



Three of the papers [26,36,37] refer patients to art-related activities as SP, while another study refers to physical activities [27]. All of the other remaining studies use several resources of the third sector, which are based on voluntary and community services, without specified activities prescribed [20,25,28,29,30,32,33,34,35].



In all articles, referrals to SP programs are mostly made by health-care professionals, namely by a General Practitioner (GP). In nine articles, a link-worker (LW) is involved to make the bridge between GP, patients, and the third sector [20,25,27,28,29,30,32,34,35]. The characteristics of the LW were not always specifically referenced [20,25,30,35,36,37]. In one of the articles, LWs are known as physical exercise professionals [27], in another, they are known as mental health workers [34], and in another paper, the LW is described as an individual with community-development work experience [28,29].



Articles report an adherence to SP interventions rates ranging from 30% to 78%. Most of the included papers report only two moments for data collection, before and after the intervention. The period of data collection varies between 9 and 84 months. The length of interventions is not reported in a well-defined manner, in the majority of papers, taking place between 6 and 12 sessions or between 8 to 24 weeks. In six papers, this information is not reported at all [20,28,29,30,33,34]. The follow-up questionnaire was administrated at different moments: in some cases [25,36], this was done immediately at the end of the intervention; other articles [28,29,30,32] report that the second moment of observations was done up to 12 months later. One of the studies [27] has three points of data collection, being the only one that has a long-term follow-up post-intervention (52 weeks, 1 year).



Ten of the included papers describe changes in wellbeing [20,26,27,29,30,33,34,35,36,37], two [25,27] focused on changes in physical activity, six [20,29,30,32,34,35] highlight the usage of primary health-care services and the economic impact of SP. Four papers [20,27,30,34] report studies focusing on the impact of SP on general health, and five [27,28,29,34,36] measured the impact on the quality of life or patients’ self-efficacy or adoption of health behaviors. Finally, one article described attendance and engagement with the SP program [26], and another focused on the improvement of health outcomes and in the social network [36].



Nine domains of interventions were identified (Table 2). The most frequently reported domain of interventions in SP programs is art-related activities (used in eight of thirteen studies [20,25,26,28,32,33,36,37], followed by physical activities [20,25,27,28,29,32] and personal development (used in six studies) [20,25,28,29,32,33]. Social interaction activities were reported in five studies [20,25,28,29,32] and cultural, religious [29], and technological/technical activities [32] were used in only one study each. Three articles do not specify the domains of interventions within SP programs.



3.1. Quality of the Evidence


The assessment of the quality of the included articles is presented in Figure 2 and Table 2 (for the two papers describing randomized controlled trials), and in Table 3 (for the observational observational and quasi-experimental study) and in Table 4 (for observational studies). Some of the articles do not provide detailed information on recruitment and sampling strategies [37] or answer or attrition rate [36]. Furthermore, most of the studies reported in the selected articles lacked detailed information regarding the duration and specificities of interventions and details of results. This lack of information resulted in a lower appreciation of methodological reporting quality, according to the tools that have been used for this purpose.



None of the described studies obtained a representative sample of the studied population. All studies have a relevant percentage of study dropouts.




3.2. SP Domains and Results of the Effectiveness Assessment


Outcomes assessed in the selected articles can be grouped into three categories: (1) Physical and psychological wellbeing; (2) Health behaviors and self-efficacy; and (3) Health care resources used end health-related economic evaluation.



Ten studies [20,26,27,28,29,30,32,33,36,37] assessed physical or psychological wellbeing. Eight of these studies [20,26,27,30,32,33,36,37] show a positive impact of SP; the remaining two studies [28,29] were unable to prove any improvement on wellbeing after SP.



In the two studies that include specific populations with mental health problems such as anxiety, stress, or depression, Grant et al., 2000 [35] and Morton et al., 2015 [33] found an improvement in quality of life and show a positive impact of SP or similar programs in the measures of self-efficacy.



Finally, six of the articles assess the impact of SP within primary health-care resources, in terms of prescribed medications, the number of appointments with professionals, and economic impact of SP on the health services budget [20,29,30,32,34,35]. Kellezi et al., 2019 [30] is the only article showing that SP can reduce primary care usage through increasing social connectedness.



The qualitative study presented in this article shows that both providers and patients report negative effects of social isolation on health and health-care usage as well as positive benefits of social inclusion/belonging [30].





4. Discussion


This review aimed to identify SP domains of intervention and summarize the scientific evidence about the effectiveness of SP interventions among adults in primary health-care, regarding health and wellbeing outcomes. Overall, we identified and examined thirteen papers describing thirteen SP interventions, all of them conducted in the UK.



4.1. SP: Definition, Boundaries, and Key Elements


A universal definition of SP was not found, as each article adopted different conceptualizations. For this reason, we decided to include studies referenced as SP and/or studies that used its conceptual components and characteristics, namely interventions conducted in a primary health context, with primary health professionals, attending no clinical direct needs, and promoting access to community activity. The definition of SP as presented in the reviewed papers has slight differences in terms of prescription, prescriptors, providers, and users. For example, in the studies where arts were prescribed (e.g., Sumner et al., 2020 [26]), the activities were not pre-existent within the community setting; instead, those activities took place in the GP’s office, which differs with regard to the continuum-perspective concept of community-based activities. Therefore, it is important to note that the definition and concept of SP may influence the obtained results, as this may change the perspective and the approach of interventions.



Another important point to consider when assessing the effectiveness of an intervention is whether all the interventions are similar or not. If not, it is important to understand which pathway leads to better results. For example, it is relevant to consider if the pathway is using or not a LW as a mediator within the prescribing process. Summer et al., 2020 does not use a LW or a therapist, simply referring patients to artists in the community. Although that study shows good results regarding the improvement of psychological wellbeing. The use of an LW appears to be a key feature of SP [12], although the LW role varied significantly between projects [39].



Moreover, it is important to consider the differences between workforce models and how they are organized, i.e., including volunteers or paid staff as LW, the number of sessions with LW, duration of the intervention, and type of support (face-to-face, telephone, text) of SP programs. The length of the intervention was also different between studies, oscillating between 8 and 24 weeks. Moreover, in several papers, this was not even reported. As a result, this difference can also be a bias of obtained results.



A theme that seems to be relevant to SP interventions emerged from this SLR: local infrastructure and population characteristics. Indeed, the characteristics of the population and local community may also be relevant to the role of SP. Given that SP interventions usually include service providers of the third sector to deliver care to the users, the existence of resources and dynamics of local infrastructure was identified as a factor influencing, facilitating, or hindering the implementation process of SP interventions [40]. A range of methods can be used to address SP as a complex intervention [41]. Therefore, they can be used successively or combined at various steps of the evaluation approach [42]. These specificities make systematic reviews difficult to execute, harshening the exercises of summarizing, comparing results, and finding robust evidence. The growing interest in alternative methods for evidence-based research must be accompanied by an in-depth conceptual reflection in order to clearly define their principles of use [42].




4.2. Main Findings Regarding Domains of Interventions


The nine domains of intervention that were identified in this SLR can be seen as priority areas for health promotion. The more frequent domain in the SP programs was “Art activities” (used in eight out of thirteen studies). In fact, over the last few years, this domain has been associated with an improvement of mental health and wellbeing [43]. “Physical activities” was another identified domain, not surprisingly as this is a recognized area of health promotion. Several articles concluded that the prescription of physical activity with local community providers is associated to health positive outcomes, which is in line with the evidence that this activity has benefits on mental health-related issues [44]. Personal development activities have also been suggested, and self-care education can be effective in improving the patient condition to face a variety of chronic diseases [45]. Social interaction activities were in the third place, although this component is at the essence of SP [13]. Religious, cultural, touristic, and technological-related activities were less used in the studies reported by the included studies.




4.3. Main Findings Regarding Outcomes


The outcomes can be placed in three groups: (1) Physical and mental wellbeing; (2) Health behaviors and self-efficacy; and (3) Investment of health care resources and economic evaluation.



With regard to physical and mental wellbeing, outcomes were put together concerning psychological wellbeing, general mental health, anxiety or depression, as well as physical clinical outcomes.



Summer et al. (2019) show that younger participants had greater improvements in their wellbeing scores. They also revealed that people who started with a lower psychological wellbeing score benefited from the SP intervention [26]. A finding by Van de Venter et al. [37] identified that female participants and participants from ethnic minority backgrounds appeared to have had greater improvements in wellbeing score. This can be relevant in areas of mixed ethnic cultures, suggesting that SP promotes social inclusion and health equity.



In all studies included in this SRL, more women were getting involved in SP programs than men. In some studies, the difference was very high, as in Sumner et al. [26], which shows an engaged group composed of 82.5% of females, although Van de Venter et al. [37] found that participants from minority ethnicities and females appeared to show greater improvement in wellbeing scores. In another study [20], men had a greater benefit than women from SP intervention, although no significant difference was found between genders in terms of improvement in psychological wellbeing.



Furthermore, several factors were considered regarding health behaviors and self-efficacy outcomes, such as improvement in quality of life, active living, reduced social isolation, as well as improvements in social networks, self-value, and self-confidence. Best health outcomes are effectively related to the sense of self-efficacy [33] as generally pointed in the literature as very useful to symptoms of self-management [46].



A study highlighted the importance of maintaining physical activity in older people [47]. Older people tend to be less active; thus, the predispositions to have other health-related problems results in a reduction in activity levels; hence, it is important to intervene [48].



Few of the included studies have a long term follow-up, but an encouraging fact in the studies that had a longer-term follow-up is that they evidenced an increase in the maintenance of health behavior alterations and positive outcomes gained with SP, even though there are a lack of data available with the type of follow-up received.



Finally, regarding health-care resources used and economic evaluation, the number of consultations, impact in polypharmacy, and costs of interventions were considered. The concept of delivering social interventions on the theoretical assumption that building social self-efficacy can relieve congestion in the GP office, may be misguided cost improved [35].As in another community public interventions, SP interventions can improve costs in the first development phase [49].




4.4. Strengths and Limitations


Our review is distinct to other reviews of this nature already undertaken, in view of the fact that we analyzed different interventions of SP as we pretend to assess the effectiveness of SP as a concept and to identify domains of interventions. The focus of our review was to identify and analyze interventions of SP, with different research designs, with the aim of assessing the effectiveness of SP to better characterize the SP interventions that have been developed elsewhere.



Notwithstanding, this review has some limitations that have to be taken into consideration. Firstly, we did not include gray literature. The lack of consensus regarding the definition of SP may have had implications for both the identification of studies and interpretation of reported findings. There was also a possibility that relevant studies may not have been identified if authors did not use terms that we included; nevertheless, this is not so probable because we used a comprehensive search strategy (Appendix A).



Our decision to jointly present findings of all studies included, independently of which design or quality, may also be considered a limitation. However as we aimed to summarize the scientific evidence regarding SP, we wanted to include all published studies to facilitate the overview of the type of SP and related outcomes.




4.5. Future Recommendations


Further work would need to be done to obtain more robust evidence regarding the effectiveness of SP. More robust qualitative and quantitative research, addressing the identified methodological shortcomings is needed to understand the real potential of SP [17].



More studies are needed to establish the adequate and more standardized outcome measurement tools and the appropriate timescale for data collection. In addition, well-designed studies are required to conduct health economic analyses [50]. It will be helpful to conduct more studies with similar designs to address similar people needs. Particularly gender and age-sensitive studies can be important to achieve supported effectiveness.



In addition, there is a heterogeneity of intervention models, as there is still a lack of clarity about which components of SP are more effective; thus, a complex intervention mapping approach would be suitable. Further studies with appropriate intervention designs and more randomized control trials would be useful. Furthermore, adequate statistical models of analysis are required, using a more generalized linear model, which allows for the adjustment/control of confounding variables.



More work is also necessary to ensure optimal pathways of SP and to understand their potential effects. As other authors also refer, data such as type of services and activities referred, number of sessions attended, adherence to the service, and dropout rates may be of interest in future studies to assess who received which services, the duration, and with what effect [12]. To achieve these aims, future studies should have built-in SP schemes and be planned from the beginning. The evidence about effectiveness requires more long-term evaluations to confirm these findings. Another important recommendation for the assessment of effectiveness in this initial phase of implementation of SP is to operationalize reasons for referral in a more clinically meaningful manner. Furthermore, it is imperative to evaluate more diverse populations, so, it is necessary to conduct studies in different countries and different health systems.



As to LW, as they appear to be a key feature of SP, future studies should also be able to identify the set of skills and level of training that this SP figure should have for this role to be effectively fulfilled. These recommendations may provide more robust evidence for policymakers and commissioners with regard to SP, such as a useful service provision for community services, health care, and patients.





5. Conclusions


Our systematic review has identified the need for well-conducted studies to improve the evidence base regarding the effectiveness of SP. We also conclude that the concept of SP is still under development, certainly more advanced in the UK, and that the implementation in other countries, if it exists, has not yet been translated into scientific production.



Consistent with the findings of other reviews of SP, currently, there is little evidence for the effectiveness of SP. The principal domains of interventions that we found were art activities, physical activities, social interaction activities, technological and technical activities, personal development, and cultural and or tourist activities. The pathway of application of SP can differ, but a robust local infrastructure and a link worker seem to contribute to higher effectiveness. SP initiatives that focus on the location of their patients within their communities create more sustainable community environments and appear to be more effective.



Our SLR shows that SP may be a promissory health procedure that may contribute to health promotion and improvements of health-care systems in the face of the challenge that the evolution of society brings upon us. The existent evidence is enough, but more studies are needed; SP appears to have potential in improving wellbeing, reducing anxiety and depression levels, reducing isolation, and promoting health behaviors. Certainly, SP is not a “miracle drug”, it will always depend on a complex interaction of many factors, between health services, community, and patients. In the future, stakeholders must collaborate to address the identified evidence gaps.



The evidence regarding the effectiveness of SP continues to be unclear, but this synthesis of evidence can be useful to inform practice, policy, and future research in this field.
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Appendix A. Comprehensive Search Strategy of SRL




	Search
	Query
	PubMed Items Found
	CINHAL

Found
	Scopus



	#1
	“social prescribing” [Title/Abstract]
	125
	133
	159



	#2
	“social prescription” [Title/Abstract]
	23
	16
	85



	#3
	“community referral” [Title/Abstract]
	97
	60
	211



	#4
	“wellbeing program” OR “well being program” OR “well-being program” [Title/Abstract]
	131
	42
	236



	#5
	“Community prescribing” [Title/Abstract] OR “community prescription” [Title/Abstract]
	54
	32
	89



	#6
	“social referral” [Title/Abstract]
	4
	2
	31



	#7
	“non-medical referral” [Title/Abstract]
	0
	4
	5



	#8
	#1 OR #2 OR #3 OR #4 OR #5 OR #6 OR #7
	415
	274
	781



	#9
	“link worker” [Title/Abstract]
	34
	33
	114



	#10
	“care navigators” [Title/Abstract]
	29
	43
	57



	#11
	#9 OR #10
	63
	76
	169



	#12
	#8 OR #11
	466
	345
	931



	#13
	“community care” [Title/Abstract]
	4677
	3709
	65,644



	#14
	“primary care” [Title/Abstract] OR “primary-care” [Title/Abstract]
	114,652
	73,391
	135,678



	#15
	“primary health services” [Title/Abstract]
	340
	173
	631



	#16
	general practice [Title/Abstract]
	37,966
	16,537
	110,772



	#17
	primary health care [Title/Abstract] OR “primary healthcare” [Title/Abstract]
	32,179
	15,804
	110,713



	#18
	“community activities” [Title/Abstract]
	672
	506
	2,173



	#19
	#13 OR #14 OR #15 OR #16 OR #17 OR #18
	174,316
	101,311
	345,138



	#20
	#12 AND #19
	98
	90
	215



	#21
	#20 AND trial [Title/Abstract]
	11
	10
	19



	#22
	#20 AND RCT [Title/Abstract]
	1
	1
	3



	#23
	#20 AND controlled [Title/Abstract]
	8
	7
	41



	#24
	#20 AND effectiveness [Title/Abstract]
	18
	10
	31



	#25
	#20 AND efficacy [Title/Abstract]
	2
	1
	4



	#26
	#20 AND evaluation [Title/Abstract]
	26
	23
	52



	#27
	#20 AND (# 21 OR #22 OR #23 OR #24 OR #25 OR #26)
	41
	37
	101
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Figure 1. Preferred Reporting Items for Systematic Reviews and Meta-Analyses (PRISMA) flow diagram. 
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Figure 2. Quality assessment for randomized controlled trials (RoB 2.0) [38]. 
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Table 1. Social prescribing studies characteristics.
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	Author, Year
	Study Design
	Country, Region
	Target Population
	Social Context
	Social Prescribing Approaches





	Pescheny et al., 2019 [25]
	Observational non-controlled before-and-after study
	UK, Luton
	Patients who health professionals thought would benefit from the program
	A deprived area with a large ethnic minority population
	“Enabling healthcare professionals to refer patients to a link worker, to co-design a non-clinical social prescription to improve their health and wellbeing” (p. 2)



	Sumner et al., 2019 [26]
	Observational non-controlled before-and-after study
	UK, South West of England
	Patients experiencing anxiety, depression, or stress; low self-esteem and/or confidence, or overall reduced wellbeing; stress from chronic illness or pain; in need of distraction from behavior-related health issues; or who had experienced a recent major life change or loss
	Community mostly with caucasian people, with variable level of deprivation, between medium and very low quintile of Indice of Multiple Deprivation
	“Arts on prescription (AoP) is a type of social prescription that refers patients to participate in courses of art” (p. 2)



	Prior et al., 2019 [27]
	Observational non-controlled before-and-after study, with a longer follow up
	UK, borough of

Tameside
	Users aged ≥18 years, identified as inactive with a chronic health condition or significant health risk factors
	Region with health inequalities and high levels of chronic health conditions and physical inactivity
	“One approach to Physical Activity promotion has been exercise referral schemes, a form of nonmedical intervention or ‘social prescription’.” (p. 1)



	Mercer et al., 2019 [28]
	Quasi-experimental cluster-randomized controlled trial
	UK, Glasgow, Scotland
	Users > 18 years old
	Area of high socioeconomic

deprivation
	“… aims to link patients to non-medical sources of support within a community, thus expanding options and resources beyond those traditionally provided in primary health care” (p. 1)



	Carnes et al., 2017 [29]
	Mixed-methods study, with a matched control group
	UK, London

Borough of City and Hackney
	Users in general practices who were frequent attenders and/or socially isolated
	Area with extreme range of socio-economic deprivation and affluence and a considerable ethnic mix
	“a non-medical referral, or linking service, to help people identify their social needs and develop ‘well-being’ action plans to promote, establish or re-establish integration and support in their communities, with the aim of improving personal well-being” (p. 2)



	Kellezi et al., 2019 [30]
	Mixed-methods study
	UK, English East Midlands
	Above 18 years and that were managing one or more long-term health conditions and feel isolated, lonely, or anxious
	Relatively affluent suburban area that experienced much lower levels of crime/deprivation than nearby urban areas
	“A non-clinical approach designed to support individuals experiencing chronic mental/physical health problems exacerbated by loneliness, often leading to increased health-care appointment attendance (…) As the name would suggest, SP also has a strong social element: it involves health professionals encouraging patients to join voluntary, community and social enterprise groups within the third-sector” (p. 2 of study protocol [31])



	Woodall et al., 2018 [20]
	Mixed-methods study
	UK, Northern England
	Above 14 years old
	Area with a strong third sector infrastructure which enabled service users to be supported
	“To harness assets within the voluntary and

community sectors to improve and encourage

self-care and facilitate health-creating communities” (p. 2)



	Loftus et al., 2017 [32]
	Observational non-controlled before-and-after study
	UK, Northern Ireland
	Patients over 65 years of age with a chronic condition who attended their GP frequently or had multiple medications
	Not reported
	“…clear, coherent and collaborative process in

which health-care practitioners work with patients and service users to select and make referrals to community based services” (p. 97)



	Morton et al., 2015 [33]
	Mixed-methods study
	UK, not specified
	Patients who experienced mild to moderate mental health difficulties such as anxiety/stress, depression, and low self-esteem
	Not reported
	“… involves GP’s and other health professionals ‘prescribing’ supportive activities such as: arts and crafts, leisure, stress management, cultural, educational or environmental activities within the patients’ community.” (p. 286)



	Grayer et al., 2008 [34]
	Observational non-controlled before-and-after study
	UK, not specified
	Patients with psychosocial problems (anxiety, depression, social problems, isolation, housing, financial difficulties)
	Not reported
	Not defined as SP interventions



	Grant et al., 2000 [35]
	Randomized controlled trial
	UK, Avon
	Patients (16+ years old) with varied socioeconomic characteristics with psychosocial problems (mostly with mental health problems)
	Not reported
	Authors do not refer to SP specifically, although the intervention used matches specifications of SP by definition (patients are randomly referred to a voluntary sector organization with the mediation of the Amalthea Project)



	Vogelpoel et al., 2014 [36]
	Mixed-methods study
	UK, not specified
	Older patients experiencing social isolation and associated health problems who have single or multi-sensory impairment
	Not reported
	Authors do not provide a clear definition for SP as they refer to social prescribing: “Integrated care approaches (…) can function as a preventative and health-promoting service where practical implications of current and emerging policy guidelines can come to fruition. (…) linking patients accessing primary care with non-medical support services in the community, are an example of integration across sectors and a more holistic alternative to prescription medication.” (p. 41)



	Van de Venter et al., 2014 [37]
	Mixed-methods study
	UK, not specified
	People with mild-to-moderate mental health problems
	Not reported
	Instead of SP, the authors use the expression Arts-on-referral (AoR) schemes







Abbreviations: UK—United Kingdom; GP—general practitioner; SP—social prescribing.
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Table 2. Overview of participants, domains of social prescribing (SP) activities, duration of SP interventions, and principal outcomes.
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	Authors, Year
	Sample Size
	Mean Age

(Years)
	Gender (% Female)
	SP Activity (Domains)
	SP Intervention
	Outcomes (Instruments)
	Main Findings





	Pescheny et al., 2019 [25]
	146
	51.2
	70.4
	Art, physical activity, social interaction, and personal development
	Intervention: 12 sessions

Post-intervention assessment: after 12 sessions

Follow up: no
	IPAQ
	Positive and significant improvement in physical activity



	Sumner et al., 2019 [26]
	1297
	51.1
	77.3
	Arts
	Intervention: 8–10 weeks

Post-intervention assessment: last day of intervention

Follow up: no
	WEMWBS
	Attendance and engagement, resulted in increased wellbeing for those that engaged and completed the intervention. A lower rate of attendance was found when wellbeing score was lower at baseline



	Prior et al., 2019 [27]
	273
	57.7
	56.0
	Physical activity
	Intervention: 24 weeks

Post-intervention assessment: 24 weeks

Follow up: 52 weeks after the beginning
	IPAQ; EQ-5D-3L; EQ-5D VAS; WMWBS; BMI, BP, alcohol and tobacco consumption
	Improvements in physical activity over the first 6 months; maintained in the long term (≥12 months).

Significant improvements in body composition, systolic blood pressure, quality of life, and mental wellbeing



	Mercer et al., 2019 [28]
	900 (Intervention Group: 288; Control Group: 612)
	Intervention Group: 49.0; Control Group: 56.0
	Intervention Group: 59.2; Control Group: 61.1
	Art, physical activity, social interaction, and personal development
	Intervention: flexible

Post-intervention assessment: 9 months after the beginning

Follow up: no
	WEMWBS; EQ-5D-3L; HADS; Work and Social Adjustment Scale, burden of multi-morbidity, and self-reported lifestyle activities
	Unable to prove the effectiveness of referral to LW



	Carnes et al., 2017 [29]
	486 (Intervention Group:184 Control Group:302)
	Intervention Group: 56.0; Control Group: 58.0
	Intervention Group: 46.0; Control Group: 54.0
	Physical activities, social interaction activities; personal development, cultural activities, religious activities
	Intervention: not reported

Post-intervention assessment: 8 months after the beginning of the program

Follow up: no
	General health score; HADS; Active engagement in life score; Number of regular activities Accident and Emergency visits.
	No differences between patients referred (SP) and controls, for depression, anxiety or positive and active engagement in life.

No effects in prescribed medical drugs. Number of prescribed medical drugs significantly higher for those referred into SP (before and after the intervention).



	Kellezi et al., 2019 [30]
	630
	52.7
	53.5
	Not specified
	Intervention: up to 8 weeks

Post-intervention assessment: 4 month after initial referral assessment

Follow up: no
	Community belonging; ULS-8; number of times they have used primary care
	Methodological triangulation offered conclusions that ‘social cure’ processes explained the efficacy of SP. Social prescription was found to reduce primary care usage through increasing social connectedness and reducing loneliness.



	Woodall et al., 2018 [20]
	342
	53.1
	63.9
	Art activities, physical activities, social interaction activities, and personal development
	Intervention: On average, 6 sessions

Post-intervention assessment: not reported

Follow up: no
	WMWBS; EQ-5D-3L; Campaign to End Loneliness Measurement Tool
	Improvements in wellbeing, perceived health and social connectedness, and reduction of anxiety.



	Loftus et al., 2017 [32]
	68
	72.9
	70.6
	Art activities, physical activities, social interaction activities, technological and technical activities; and personal development
	Intervention: 12 weeks

Post-intervention assessment: after 12 weeks (6–12 months after the end of the activity)

Follow up: no
	Routinely collected health data, according to RECORD guidelines
	Improvement of patients’ self-esteem and wellbeing.

Small effect on GP workload



	Morton et al., 2015 [33]
	136
	52.0
	72.8
	Art activities, and personal development
	Intervention: not reported

Post-intervention assessment: not specified

Follow up: no
	HADS; GSE; WEMWBS
	Positive improvements in all scales



	Grayer et al., 2008 [34]
	108
	43.1
	62.0
	Educational, recreational and voluntary sector resources
	Intervention: not reported

Post-intervention assessment: 3 months after the initial appointment in community services

Follow up: no
	GHQ12; COREOM; WSAS; CSQ; Community Link Evaluation; Measurement of Primary care resources uses
	Reduction of percentage of patients with mental health problem.Improvement in social adjustmentReduction of number of primary health-care consultations and of psychotropic medication

Clinical changes accompanied by improvements in work and social adjustment scores.



	Grant et al., 2000 [35]
	161

(Intervention Group:90; Control Group: 71)
	Intervention Group: 40.8; Control Group: 45.6
	Intervention Group: 72.0; Control Group: 79.0
	Different areas of intervention (according to the voluntary sector association)
	Intervention: not reported

Post-intervention assessment: 1 month after the end of the intervention

Follow up: 4 months after the end of the intervention
	HADS; DUKE-UNC functional social support scale; COOP/WONCA functional health assessment charts; Delighted-terrible faces scale; Health-economic and process measures
	Improvements in anxiety, other emotional feelings, ability to carry out everyday activities, feelings about general health, and quality of life.

No difference for depression or perceived social support.

Costs to NHS were greater in intervention arm



	Vogelpoel et al., 2014 [36]
	12
	80.0
	75.0
	Arts
	Intervention: 12 weeks

Post-intervention assessment: In last session

Follow up: no
	WEMWBS; Thiele and Marsden’s. Dynamic Observation scale; Semi-structured interviews
	Benefits for wellbeing.

Increased self-confidence, development of new friendships, increased mental wellbeing and reduced social isolation,



	van de Venter et al., 2014 [37]
	44
	43.0
	82.0
	Arts
	Intervention: 20 weeks

Post-intervention assessment: not reported

Follow up: no
	WEMWBS
	Improvements in wellbeing







Abbreviations: IPAQ: International Physical Activity Questionnaire; WEMWBS: Warwick Edinburgh Mental Well-being Scale; EQ-5D-3L: health-related quality of life EuroQol 5 dimensions, 3 level questionnaire; EQ-5D VAS: EuroQol 5 dimensions visual analog scale (EQ-5D VAS); BMI: Body Mass Index; BP: Blood pressure; HADS: Hospital Anxiety and Depression Scale; ULS-8: eight-item UCLA Loneliness Scale; GSE: The General Self-Efficacy Scale; GHQ-12: General Health Questionnaire-12; COREOM: Core Outcome Measure; WSAS: Work and Social Adjustment Scale; CSQ: Client Satisfaction Questionnaire.
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Table 3. Quality assessment of papers describing observational and quasi-experimental study [29].
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	Criteria
	Yes
	No
	NR/NA a





	1. Was the study described as randomized, a randomized trial, a randomized clinical trial, or an RCT?
	
	x
	



	2. Was the method of randomization adequate (i.e., use of randomly generated assignment)?
	
	x
	



	3. Was the treatment allocation concealed (so that assignments could not be predicted)?
	
	x
	



	4. Were study participants and providers blinded to treatment group assignment?
	
	x
	



	5. Were the people assessing the outcomes blinded to the participants’ group assignments?
	
	x
	



	6. Were the groups similar at baseline on important characteristics that could affect outcomes (e.g., demographics, risk factors, co-morbid conditions)?
	
	x
	



	7. Was the overall drop-out rate from the study at endpoint 20% or lower than the number allocated to treatment?
	
	x
	



	8. Was the differential drop-out rate (between treatment groups) at endpoint 15 percentage points or lower?
	
	x
	



	9. Was there high adherence to the intervention protocols for each treatment group?
	
	x
	



	10. Were other interventions avoided or similar in the groups (e.g., similar background treatments)?
	x
	
	



	11. Were outcomes assessed using valid and reliable measures that were implemented consistently across all study participants?
	x
	
	



	12. Did the authors report that the sample size was sufficiently large to be able to detect a difference in the main outcome between groups with at least 80% power?
	
	x
	



	13. Were outcomes reported or subgroups analyzed prespecified (i.e., identified before analyses were conducted)?
	
	
	x



	14. Were all randomized participants analyzed in the group to which they were originally assigned, i.e., did they use an intention-to-treat analysis?
	
	x
	







a NA: not applicable; NR, not reported.
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Table 4. Quality assessment of before–after studies with no control group, included in systematic review.
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Study Question or Objective Clearly Stated

	
Eligibility/Selection Criteria for the Study Population Prespecified and Clearly Described

	
Participants in the Study Were Representative of Those Who Would Be Eligible for the SP Intervention

	
Eligible Participants Were All Enrolled

	
The Sample Size Was Sufficiently Large

	
The SP Intervention Was Clearly Described and Delivered Consistently

	
The Outcome Measures Were Pre-Specified, Clearly Defined, Valid, Reliable, and Assessed Consistently

	
Outcomes Were Assessed Blindly

	
The Loss to Follow-Up after Baseline Was 20% or Less

	
Were Those Lost to Follow-Up Accounted for in the Analysis?

	
The Statistical Methods Examine Changes in Outcome Measures from before to after the Intervention AND Statistical Tests Provided p Values for the Pre-To-Post Changes

	
Outcome Measures Were Taken Multiple Times Before the Intervention and Multiple Times after the Intervention

	
If the Intervention Was Conducted at a Group Level (e.g., a Health Unit, a Community, Etc.), the Statistical Analysis Took into Account the Use of Individual-Level Data to Determine Effects at the Group Level






	
Pescheny et al., 2019

	
yes

	
NR

	
no

	
NR

	
yes

	
no

	
yes

	
no

	
no

	
no

	
yes

	
no

	
NA




	
Notes

	
Eligibility/selection criteria were not clearly described




	
Sumner et al., 2019

	
yes

	
no

	
no

	
NR

	
yes

	
yes

	
yes

	
no

	
no

	
no

	
yes

	
no

	
NA




	
Notes

	
Eligibility/selection criteria were not clearly described. Sample was large, providing a strong statistical power




	
Prior et al., 2019

	
yes

	
yes

	
no

	
no

	
yes

	
yes

	
yes

	
no

	
no

	
no

	
yes

	
yes

	
NA




	
Notes

	
The study reported in this paper has a follow up at week 52




	
Kellezi et al., 2019

	
yes

	
yes

	
no

	
no

	
yes

	
no

	
yes

	
no

	
no

	
no

	
yes

	
no

	
NA




	
Woodall et al., 2018

	
yes

	
no

	
no

	
no

	
yes

	
no

	
yes

	
no

	
no

	
no

	
yes

	
no

	
NA




	
Loftus et al., 2017

	
yes

	
yes

	
no

	
no

	
no

	
yes

	
yes

	
no

	
yes

	
yes

	
yes

	
no

	
NA




	
Morton et al., 2015

	
no

	
no

	
no

	
no

	
yes

	
no

	
yes

	
no

	
no

	
no

	
yes

	
no

	
NA




	
Grayer et al., 2008

	
yes

	
yes

	
no

	
no

	
no

	
no

	
yes

	
no

	
yes

	
no

	
yes

	
no

	
NA




	
Vogelpoel et al., 2014

	
yes

	
yes

	
no

	
no

	
no

	
yes

	
yes

	
no

	
yes

	
no

	
yes

	
no

	
NA




	
van de Venter et al., 2014

	
yes

	
no

	
no

	
no

	
no

	
yes

	
yes

	
no

	
yes

	
no

	
yes

	
no

	
NA








Adapted from: National Heart, Lung, and Blood Institute. (2019). Study Quality Assessment Tools [24]. NR—not reported; NA—not applicable.
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