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Social Prescribing is a person-centred, holistic
approach to health and wellbeing that connects
individuals to non-clinical sources of support

within their community.
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This photograph is from one of the
groups supporting the Social
Prescribing Programme, Anne’s Crafty
Crop - the beautiful cards and
bookmarks they made at one of their
sessions.

What Is Social Prescribing?

Social prescribing offers a way to access non-medical support within the wider community. It connects people with local services,
groups, and activities that help address emotional, social, and practical challenges recognising that issues like loneliness, housing
problems, or financial stress can all affect our health and wellbeing.

Referrals are open to everyone and can come from schools, councils, health and care professionals or you can refer yourself.
Social prescribing can help people to:

e Build confidence and reduce feelings of isolation
Manage mild to moderate mental health needs
Access community services and peer support
Take part in volunteering, training, or employment
Improve quality of life and regain independence

By addressing the broader factors that influence health, social prescribing works alongside traditional medical care. It reduces pressure
on NHS services, provides early intervention, and empowers individuals to take greater control of their wellbeing.

In East Lancashire, BPRCVS and HRVCVS deliver high-quality social prescribing in partnership with Primary Care Networks (PCNs), the

voluntary sector, and other local partners. This work is supported by Integrated Care Board (ICB) and Lancashire County Council Adult
Social Care LCC ASC) funding, and relies on the strength and diversity of our local community groups.

21,527

Total number of referrals since commencement.
Includes HRVCVS figures from Jan 2020 to March 2020 and again from March 2022 excluding May 2022.

. £8,287,895

Apprommate saving m GP appointment costs

Average GP = £64 per patient per 10-minute face to face appointment.
Average 6 visits per patient = £385 x 21,527 patients.

NB: this is GP time only taken from https://www.pssru.ac.uk/pub/uc/uc2020/2-communityhcstaff.pdf and does not take into

account all other NHS services, other statutory services, etc.

258,324

Hours of SP Support

(Average of 2 hours per session x 6 sessions x21,527
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Meet The Team!
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Programme Manager Manager

Burnley Pendle

Louise Howorth Vicky Ogretmen Lois Metcalfe James Smith Amy Whitham Zoe Bell Ummul Fayyaz Julie Holden
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Support Co-Ordinator Community Hub Project Support
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924

Referrals So Far
This Year

48

New Linkworker
Referrals

25

New Connector
Referrals

o1

Closed Linkworker
Cases

Burnley

35

Closed Connector
Cases

99

Current/Active
Linkworker Cases

28

Current/Active
Connector Cases




Burnley Supporting

Referrals From People With

@ Social Isolation @ Medical Issues Mental Health Issues
Depression/Anxiet Self Esteem/Confidence iendi
GP @ OtherHealth @ LCC @ VCFSE @ Self S J - | ) e ) CElEehe
Volunteering/Work @ Training/Education @ Housing @® Abuse
® \WAS @ Others @ Financial Issues @® Veterans @ Bereavemnet
; : Substance Misuse/
@ Children & Young Other @ Hoarding : ;
Others People Service Housing 15% Smoking Cessation
Self 41%
9.7% Social Isolation

2.7%

24%

Financial Issues

8.2%
LCC
9.9% Training/Education
GP 2.6%
43.8%
Self
Esteem/Confid
ence
11.2%
Depression/Anxiety
18.9%
Mental
Other Health Health Medical Issues

34.2% Issues 6.6%
14.8%




Burniley
Group &

Volunteer

Burnley

Supported

54

Group Support

Unique Groups

Support Given

945

Hours of Group Support

SP Team Attended

675

Hours of Meetings

SP Team Attended

15.5

Hours of Training

SP Teams Referred into

45

VCFS Organizations

SP Teams Referred into

20

Statutory Organisations

Burnley
Enquiries Recieved 25 Individuals
Attended Forum 3 Organisations
Currently Volunteering 38 Individuals

East Lancashire is very
lucky to have ICB

funding for small
‘ community
organisations — without
which our SP Team
would not have any

destinations for the
people we help.

As well as supporting
individuals the SP
locality teams work
closely with the wider
BPRCVS & HRVCVS
Teams to support vital
community groups who
provide the valuable
services that support
the people we support.
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Burniley

“I've got my confidence and independence back.”

Reason For referral

Client referred to Social Prescribing service by GP surgery. Recently
registered as partially sighted, felt lost confidence and independence.
Feeling much more socially isolated, which is impacting mood.

Initial Assessment and Support
Provided

Currently volunteers at a charity shop usually once a week but sometimes
twice a week.

Used to attend Crafty Minds card making group at Burnley Library but
didn't feel like she connected with the people.

Signposted to Park Social, info given for seated exercise at Prairie, St

Catherines’ craft group and BFC Extra Time. Client is keen to try Park
Social to begin with.

Supported in accompanying to Park Social group.

Background of Client

Unable to participate in hobbies which she used to enjoy such as
crafts.

Volunteers in a local charity shop but finding this more difficult.

Client Comment

“Been really good , enjoying
meeting hew people, enjoyed board
games”

Client Outcomes

Regularly attends Park Social group on a weekly basis.




513

Referrals So Far
This Year

99

New Linkworker
Referrals

N

Pendle

5

Current/Active
Connector Cases

96

8 8 Current/Active
Linkworker Cases

Closed Linkworker
Cases

Reporting on behalf of Pendle East PCN

16 7

New Linkworker Closed Linkworker
Referrals Cases




Pendle
Referrals From

GP @ OtherHealth @ LCC @ VCFSE @ Self

® LFRS @ Others

LFRS
9%

Self

o 1.
VCFSE 3-8%
3.8%

Other Health
7.5%

GP
79.2%

Supportin
People With

@ Social Isolation () Medical Issues Mental Health Issues

( Depression/Anxiety Self Esteem/Confidence @ Othgr . Substance Misues/
Volunteering/Work @ Housing @ Befriending Smoking Cessation

@ Abuse

@ Training/Education @ Veterans

@ Financial Issues Bereavement
Children & Young : 1.7%

o People Service Housing

10.3%
Social Isolation
28.2%

Financial Issues
10.3%

Training/Education

3.4%
Self
Esteem/Confid

ence

4.3%
Mental
Health
Issues Depression/Anxiet
10.3% g / g

Medical Issues 22.2%
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Pendle

Group &
Volunteer
Support
Team eg

Pendle Group Support
Supported 22 Unique Groups
Given 31 Hours of Group Support
SP Teams Also Attended 10.5 Hours of Meeetings
SP Teams Also Attended 17 Hours of Training
Sp Teams Referred Into 43 VCFS Organisations
SP Teams Referred into 18 Statutory Organisations

Pendle

Volunteering

Enquiries Received

Individuals

Attended Forum

Organisations

Currently Volunteering

Individual

East Lancashire is very
lucky to have ICB
funding for small
community
organisations — without
which our SP Team
would not have any
destinations for the
people we help.

As well as supporting
individuals the SP
locality teams work
closely with the wider
BPRCVS & HRVCVS
Teams to support vital
community groups who
provide the valuable
services that support
the people we support.
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Pendle

“You have saved my life.”

Reasons Indicated on Initial Referral Client Outcomes

‘The client successfully moved into more appropriate, manageable
accommodation, improving his safety, independence and day-to-day
quality of life.

A 70-year-old gentleman was referred to the Social Prescribing service following a significant decline in his mental and
physical wellbeing. He was experiencing high levels of anxiety, largely driven by deteriorating physical health, financial
uncertainty and concerns about his housing. Living alone in a private rented property that had become increasingly unsuitable

for his needs, he felt overwhelmed and unable to cope with his circumstances. Following guidance from Pension Wise, he successfully applied for his

private pension and received his entitlement as a lump sum, providing

The client had also been struggling to access his private pension. The complexity of the process, combined with his anxiety, much-needed financial security

left him feeling unable to take the necessary steps independently. As a result, his financial insecurity continued to grow,

further affecting his confidence, independence and overall wellbeing. ‘Reduced financial pressure and improved housing stability had a

positive impact on his mental wellbeing, with the client reporting a

Initial Assessment and Support Provided noticeable reduction in anxiety.

Using a person-centred approach, | worked alongside the client to identify his priorities and develop a tailored
support plan. Regular appointments provided a safe space for him to discuss his concerns while receiving
practical guidance and reassurance.

‘The client became more confident in managing his circumstances and
felt more hopeful about the future.

Support included: Client Comments
‘Providing emotional support and wellbeing coaching to help reduce anxiety and improve confidence. Case Study Summary

‘Exploring housing options and supporting the client to access more suitable accommodation that better met his

: _ This case highlights the value of early, "You have saved
changing physical needs.

holistic intervention and the important role
Social Prescribing plays in helping people
navigate complex life challenges. By working
collaboratively across housing, financial enough.”
advice and wellbeing services, the client

achieved outcomes that have significantly

. : , , improved his quality of life, independence
‘Maintaining regular contact to monitor progress, address barriers and encourage independence throughout the and long-term resilience. 1 0

my life. | cannot

‘Referring the client to Pension Wise for independent guidance regarding his private pension. thank you

‘Explaining the pension application process in an accessible way and supporting him to understand the
information needed to successfully apply.

process.



Rossendale

113 45

Referrals So Far 24

This Year Current/Active

Connector Cases
New Connector

Referrals

N
17

Closed Connector
Referrals

11




Rossendale
Referrals From

Supporting

People With

GP @ OtherHealth @ LCC @ VCFSE @ Self @ NWAS

@ Others

Others GP
12.5% 12.5%

NWAS
8.3%

Self

42% Other Health

25%

33.3%

@ Social Isolation @ Medical Issues Mental Health Issues

( Depression/Anxiety © Self Esteem/Confidence @ Other @ Abuse
Volunteering/Work @ Training/Education @ Telephone Befriending

@ Financial Issues @ Housing g

@ Substance Misuse/
Abuse Smoking Sessation

Other 11%
2.2%

@ Children & Young @ Veterans
People Service

Social Isolation
20.9%

Housing
5.5%

Financial Issues
6.6%

Training/Education

1.1%
Self : :
Esteem/Confid Depression/Anxiety
ence 16.5%
13.2%

Mental Medical Issues
Health 55% 1 2
Issues

A £ SN ™ N/7




Rossendale

Group &
Volunteer

Support
Team

rossenaale -

Group Support
Support 26 Unique Groups
Given 25.5 Hours of Group Support
SP Teams Also Attended 4.5 Hours of Meetings
SP Teams Referred into 19 VCFS Organisations
SP Teams Referred into 9 Statutoty Organisations

Rossendale Volunteering

Volunteer Enquiries 4 Individuals

East Lancashire is very
lucky to have ICB
funding for small

‘ community
organisations — without
which our SP Team
would not have an
destinations for t
people we he

As well a

S & HRVCV
to support vital
' oups who




Rossendale

“] feel less alone and : . . .

things feel possible
now.”

Reasons Indicated on Initial Referral

Client (D) was referred following discharge from a mental health
inpatient unit after a suicide attempt. She wanted support to aid her
recovery, reduce isolation, establish a positive routine, and become
involved in her local community. She was also facing uncertainty
regarding her employment.

Initial Assessment and
Support Provided

Following our initial discussion, we explored opportunities that reflected (D)'s interests
and recovery goals. As she enjoyed being outdoors and wanted to remain active, |
provided information about local walking groups and community gardening
opportunities.

| referred (D) to Lancashire Women, recognising that access to peer support, wellbeing
groups and practical advice could provide valuable longer-term support during her
recovery.

Following confirmation that she had lost her job, | continued to offer support and
signposted her to Citizens Advice for assistance with Housing Benefit and Council Tax
claims, ensuring she was connected with specialist welfare advice.

Throughout the intervention | maintained regular contact, offering encouragement and
opportunities to discuss any barriers she encountered while engaging with services.

Satisfaction Worthwhile Happiness Anxiety

Final 7 8 8 1

Background of Client

Client (D) had recently been discharged from inpatient mental health care and was preparing to return to the community.
Alongside her recovery, she was concerned about the possibility of losing her job, which later occurred, creating
additional financial uncertainty.

She recognised that keeping occupied and maintaining structure would be important for her wellbeing and had already
arranged a three-month gym membership. She expressed a willingness to try a range of community activities that could
support her recovery and help her build new connections.

Client Outcomes

(D) engaged well with the support offered and successfully connected with several community resources. She
became a regular visitor to Stubby Lee, making use of the facilities there and arranging to begin volunteering in the
café, providing structure and meaningful occupation.

She also engaged with Inspire and commenced therapy through Lancashire Women, ensuring she had ongoing
emotional support beyond the social prescribing intervention.

By the end of support, (D) had developed a stronger routine, increased her community involvement, and was
accessing appropriate therapeutic and practical support to continue her recovery.

14



BPRCVS Trust h had t — — — —
emeananaions SOCIAI Prescribing for Children
pause referrals for all areas for

this service apart from Pendle G‘ Yo u ng Peo p I e Pendle West

West. Trustees have funded this
service for a number of years out

of reserves - this could not

continue. Pendle West PCN is at 5 3 6
the vanguard of providing a

social prescribing service for Referrals So Far This Year Closed

children & young people by
funding 2 x 30 hours linkworkers.

Please contact

tracey.noon@bprcvs.co.uk 8 2 1
should you have any questions ;
/ V4 New Referrals Current Active

o7

Accessing Activities

Pendle East Although numbers of referrals are relatively low in comparison with the adult
2 SPLWs, the complexity of issues being experienced by the young people (and

their families) referred into our service is increasing. This means more time is

being spent keeping young people safe and ensuring they have all they need

New Referrals to lead happy, healthy, empowered lives. 15



Background

Young person lives with single parent and sibling. Child isolated
and in need of some wellbeing support.

Needs

Wellbeing support and activities within the community as well as
the BPRCVS activities to support social interactions.

Actions Taken

Action plan offered to the child and invited to all CVS activities.
Wellbeing support offered through PCN counsellor.

[ |
o u r I v e s ] t h an k o ' ” AChild has shared positive feedback on all activities and parent has seen a
I y u - positive impact on their homelife.

‘I love the activities. I've made new friends and | feel happier’.

Comments

Parent has spoken highly about the support and impact on the whole family.
‘It has had a huge impact on all of us as a family.’

Outcomes

Child engaged in many activities making friends and gaining
confidence. Parent and siblings have also attended the family
activities and have enjoyed coming to the activities together.

Child is more open regarding their needs and seeks support from
their parent more readily.

Parent has started volunteering following a discussion at one of the
family activities and we shared with them some opportunities and
sent them a link to engage in volunteering. Parent went on to do
this independently and has started volunteering.




Hyndburn

390 122

Referrals So Far _
This Year Current/Active

Linkworker
Referrals

New Linkworker

Referrals Closed

Linkworker Cases

17



Hyndburn
Referrals From

GP @ OtherHealth @ LCC @ VCFSE @ Self

® LFRS @ NWAS @ Others

Others
11.9%

LFRS
1.7%
GP
Sl 40.7%
8.5%
VCFSE
15.3%

1.7%

Other Health
16.9%

Supporting
People With

@ Social Isolation () Medical Issues  Mental Health Issues
( Depression/Anxiety Self Esteem/Confidence @ Other ¢ Young Carer
¢ Volunteering/Work @ Training/Education @ Befriending ¢ Abuse
@ Financial Issues @ Housing @ Breavement
@ Children & Young @ Veterans @ Substsance Misues/Smoking Cessation
People Service . . A EE
Befriending gy

6.7%

Social Isolation
31.7%

Other
18.3%

Housing
6.7%

Depression/Anxiety
8.3%

Mental Medical Issues 18
Health 4.2%

| PP

Financial Issues
4.2%



Hyndburn
Group &
Volunteer

Hyndburn
Supported 14 Unique Groups
Given 14 Hours of Support
SP Teams also Attended 2b.b Hours of Meetings
SP Teams Also Attended 24 Hour of Training
SP Teams Referred into 45 VCFS Organisations
SP Teams Referred into 14 Statutory Organisations

Hyndburn
Volunteers 23 Seen or Supported
Volunteer Hours 17 Completed

East Lancashire is very
lucky to have ICB
funding for small

community
organisations — without
which our SP Team
would not have any
destinations for the
people we help.

v




Hyndburn
“] feel more confident now.”

Reason For referral Background of Client

He lives in Great Harwood in an HMO. He was previously from Burnley and was housed
here after a significant time with substance misuse issues that meant he became
homeless. He came into our office and discussed his needs. The only people he knows in
the area are the other tenants in his HMO who have also had periods of homelessnhess and
drug and alcohol issues. He has had long term issues with his mental health as well. He
feels he doesn’t need support for his alcohol; that is under control and he hasn’t taken any

|nitia| Assesment and Support Provided drugs for a significant length of time. He has done NA and AA in the past. He does want

some social inclusion as feels like he doesn’t know the area and does feel isolated.

Male client — 53 years old — referral has come from a self-referral into
our service after seeing us at an event

We agreed a plan to start with going to the food pantry based at Trinity Church Great Harwood
to introduce him to this service as he said his eating is all over the place depending on what food
he can afford. He met again at our office and we walked there together as it is only a few
minutes walk away. The volunteers were really patient and compassionate and explained the
service to him. He appreciated me walking with him as he said he will remember how to get
there if he has been with somebody else.

We made arrangements to meet at the SIS mental health peer support group as from the list of Client outcomes
groups | gave him, that is the one he would like to start with. He wasn'’t there when | got there, |
called him which had woken him up, he had slept in after a bad night of sleep. He answered and
was apologetic and was keen to come. He arrived at the group within 15 minutes. He enjoyed the
group and engaged with the conversations and was encouraged to attend again by Beck who
runs the group. He said it felt nice to talk to other people who got it and didn’t judge him.

We will continue to support him to attend more groups. He has appreciated the
support face to face in his community and will build on things gradually to
expand his weekly activities. He said that he was glad somebody was able to go
with him as he does not feel confident enough to do this the first time he goes to
a new place. Our links with the groups and organisations on his doorstep have
helped this person to start to build the connections to help ease his isolation and
improve his mental health and wellbeing.




Ribble Valley

242 72

Referrals So Far Current/Active
This Year Linkworker
Referrals

44 46

New Linkworker Closed
Referrals Linkworker Cases

21




Ribble Valley
Referrals From

GP @ OtherHealth @ LCC @ Self @ NWAS

@ Others

Others
Self 4.5%

2.3%

LCC

Other Health
6.8%

GP
79.5%

Supporting
People With

@ Social Isolation @ Medical Issues ¢ Mental Health Issues
( Depression/Anxiety Self Esteem/Confidence @ Other @® Abuse
Volunteering/Work @ Training/Education @ Telephone Befriending
@ Financial Issues @ Housing @ Substance Misues/Smoking Sessation
@ Children & Young @ Veterans
People Service Abuse

4.9% Social Isolation

Telephone Befreinding 16.5%

7.8%

Depression/Anxiety
10.7%

Other
21.4%

Medical Issues
4.9%

Mental
. Health
Housing Issues

5.8% ) ) 10.7%
Financial Issues 22
1.7%




Ribble Valley
Group &
Volunteer
Support
Team

Ribble Valley - Group Support

Supported 18 Unique Groups
Given 20.5 Hours of Group Support
SP Teams also Attended 17.5 Hours of Meetings
SP Teams also Attended 1.5 Hours of Training
SP Teams Referred into 30 VCFS Organisations
SP Teams Referred into 6 Statutory Organisations

Ribble Valley - Volunteering

Volunteers supported

17

Individuals

VVolunteers
Opportunities

Individuals

East Lancashire is very
lucky to have ICB
funding for small

community
organisations — without
which our SP Team
would not have any
destinations for the
people we help.

o\




Ribble Valley

“Thank you for listening to me.”

Reasons Indicated on Initial Referral

Female — 54 year old, referred in by GP for exercise classes to help with

weight l0ss. Background of Client

Met with the social prescriber in a local café and discussed the issues she is having with weight
management. She has tried lots of things herself and altered her diet but is still struggling which has
Initial Assessment and massively impacted her confidence and wellbeing. She talked about different health conditions
which impact her being able to get out to socialise or engage with exercise classes and how she
Support Provided feels too intimidated by local leisure centre and feels it would be too advanced for her. She also
discussed their family and carer circumstances that have impacted the family, she is supporting
different family members with caring responsibilities.

She was given information about the Citizens advice drops in at libraries

and Olive Branch café where she could access other agencies to

support them with financial applications and carer advice. They also .

discussed the Ryan Cook classes that are held at Clitheroe Rugby club Cllent OUtcomes
and arranged to meet there. On the day the social prescriber was

unable to attend and contacted the client. She had already got there
and was grateful for the call and said it gave her the boost she needed She contacted the social prescriber afterwards to thank her for giving

to be able to have the confidence to go into the group on her own. her the encouragement to go. She had been welcomed into the Ryan
Cook class and felt really supported there to work at her own level and

feels like she is confident to go again on her own. She was appreciative
and grateful that she had been able to see somebody who had listened
to all the issues in her life that were impacting her health and wellbeing
and give her advice for who to contact for those issues as well as being
introduced to the class. She felt for the first time that she had found an
exercise class that would suit her and help her reach her goals.




Working in partnership using the Je
whole system approach. -

Strong links to all partners

« Strong links with VCFSE offer & knowledge of
challenges & opportunities.

« Knowledge & experience of flow in/out of community
needs & community offer.

« Representation at all levels.

« Resources to deliver the support needed by VCFSE

Needs:

o Strong links to all partners

« Strong links with VCFSE
VCFSE offer & knowledge of
Infrastructure challenges & opportunities.
support & :
E ppd' « Knowledge & experience of
unding. flow in/out of community

Needs: needs & community offer.

Access to funding & other resources to deliver.
- Statutory

Services

Support from infrastructure around capacity building,
resources, etc to adapt, develop and sustain Knowledge of
demand/need flowing from local priorities.

Representation at all levels.

VCFSE
Groups/Sector

SP Linkworkers/ Needs:

Community

Connectors & « Appropriate management,
Host | training & supervision

resource.

Strong links to all partners
including the wider VCFSE

Knowledge of flow in/out of
community needs and
challenges.

Local Integrated
Implementation
Plan/Town Plan
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