Wellbeing Exeter Report
June 2017
This document describes the Wellbeing Exeter project developed by the Integrated Care Exeter
alliance, and sets out a case for continued investment and expansion.
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Integrated Care for Exeter (ICE) is a strategic alliance of public, voluntary and community
sector organisations, working together to provide the infrastructure and architecture for
designing and delivering new and better ways of providing public services. ICE was
established in 2014, by Devon County Council, Royal Devon & Exeter NHS FT, New Devon
CCG and Exeter City Council, as a 3 year learning site for designing and testing new ways of
working.
For more information contact ICE Director Jo Yelland@ jyelland@nhs.net or Simon Kitchen
ICE Programme C Lead @Simon.Kitchen@devon.gov.uk
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1. Background
The health and social care system is under unprecedented demographic, financial and capacity
pressures. With an ageing population, and an increasing proportion living with multiple long term
conditions, demands on the system are rising. Even within a generally healthy area like Exeter, we
have significant inequalities in health and the life expectancy gap between the richest and poorest is
growing. This has led to an increasing recognition that we need to get serious about early
intervention and the prevention of ill-health to improve individual health and well-being and to
reduce demand on public services.
International studies suggest healthcare
contributes only about 10% to preventing
premature deaths, whilst changes in
behavioural patterns are estimated to
contribute 40%. In England only 4% of
the total health budget is spent on
prevention, yet it is estimated that if the
public were fully involved in managing
their health and engaged in prevention
activities, £30billion could be saved.
The ICE model for population health and wellbeing sets out a model with a greater emphasis on
early intervention and prevention. A population based approach is critical if we are serious about
transforming the health and care system because across the country we see:





Large, avoidable (and in our case widening) differences in health outcomes between social
groups and within local populations.
Development of long term conditions clearly linked to lifestyle: yet 7/10 adults do not
follow guidelines relating to smoking, alcohol, diet and exercise.
Unhealthy lifestyles increasingly clustering and polarising within the population with multi
morbidity increasing with deprivation.
Early life experiences in the womb, home and school are critical to health and wellbeing over
the life course yet child health and well-being may have worsened in recent years.

2. Introduction: ICE Programme C: Diverting Demand: Community Resilience & Social Prescribing
Models for social prescribing and community prevention activity to reduce whole system costs
This programme, under the leadership of Devon County Council, has focussed on developing a better
and shared understanding of what we mean by “prevention” in the context of what people can do
for themselves to reduce dependency on statutory services. By working alongside different types of
community and voluntary sector groups we have developed a conceptual framework, based on the
currently available evidence (ICE Architecture for Community Resilience and Prevention 2015), that
describes a particular approach to social prescribing1 , in combination with asset based community
1

“Social prescribing involves empowering individuals to improve their health and wellbeing and social welfare by
connecting them to non-medical and community support services. It is an innovative and growing movement, with the
potential to reduce the financial burden on the NHS and particularly on primary care”. (Kings Fund 2017)
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development (ABCD)2 to provide firm foundations to enable individuals and communities to
improve and promote their own health and well-being.
As with other place based approaches to building community resilience, (London, Leeds, Glasgow)
ICE has recognised the need to generate a locally-defined architecture that mobilises people, maps
existing assets, identifies development opportunities and incorporates mechanisms to respond to
those opportunities into its design. This has been recognised as a powerful means of supporting
health protection and promotion behaviours as part of an integrated whole-system effort. (Glasgow
Centre for Population Health, 2012)
The ICE Programme C aim is to develop a community resilience architecture that addresses issues of
system demand by enabling and supporting people and communities to flourish. The assumption is
that “confident and connected communities provide the social fabric necessary for people to
flourish, and the systems behind that need to move increasingly toward individual and community
empowerment to improve population health and reduce inequalities.” What comparable initiatives
have discovered is that this shift in how services are delivered requires new networks and structures
at the community level, and new relationships within the system and between community members
to truly achieve its ambitious goals.

3. Evidence Base for Community Approaches
The NHS Five Year Forward View (2014)i makes clear that “harnessing the renewable energy” of
patients and communities is no longer a “discretionary extra” but instead is vital to the sustainability
of health and care services. In the current period of austerity, the Wanlessii review’s conclusion that
high levels of public engagement are needed in order to keep people well and manage rising
demand, is even more relevant.
There is a strong evidence base, despite an incomplete picture, that community-centred approaches,
including community capacity building and volunteering, potentially offer a significant return on
investment. Building on the assets within communities will lead to a more equitable and sustainable
use of resources. However it is essential to recognise that community involvement and volunteering
are not free. Training, volunteer coordination, project management and set-up costs, meeting out–
of-pocket expenses and on-going support are all legitimate costs. The challenge is unlocking funding
used to respond to crisis and multiple and complex level needs which can be easily measured, but
are expensive, and move this to funding less expensive, community based interventions that are
harder to measure and define.
There are important roles for Local Government, the NHS, and their partners in fostering community
resilience and enabling individuals and communities to take more control over their health and lives
as part of efforts to improve health and reduce inequalities. The Chief Medical Officer for England
has argued, with others, that we need a new wave of public health based on “the active
participation of the population as a whole” and a renewed focus on working togetheriii . Community
life, social interactions and having a say in local decisions are all factors that underpin good health,
however inequalities exist and too many people face social isolation and support. The assets within
communities, such as skills and knowledge, social networks and community organisations, are
building blocks for good health. Many people in Exeter already contribute to community life through

2

Asset-based approaches have been shown to recognise and build on a combination of the human, social and physical
capital that exists within local communities as a means of generating resilience and creating optimum conditions for human
flourishing. They offer a means of identifying and enhancing the protective factors which help individuals and communities
maintain and enhance their health even when faced with adverse life circumstances (Glasgow Centre for Population Health,
2012). Asset-based approaches can complement public services and traditional methods for improving population health
and tackling health inequalities. It is also argued that, in certain circumstances, asset-based approaches should replace
conventional service delivery methods (SCDC, 2011)
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volunteering, representation, community leadership and activism, the recently established Exeter
Community Forum and Active Exeter are great examples, and Wellbeing Exeter builds on these
foundations.
Existing provision and resources are largely directed to those with “multiple and complex needs” and
professionalised relationships, which means there is minimal activity directed at prevention. We
know that social isolation, low level persistent mental health and lifestyle choices constitute an
overwhelming proportion of the demand on public services. We are therefore constantly responding
to failure demand in our communities and society. Existing support and health care workers have a
good knowledge of services, but they are less aware of community groups, resources and
capabilities. This means the value of mutual aid and support that is achievable through community
capacity building is almost entirely neglected.
National Institute for Health and Care Excellence (NICE)iv endorses community engagement as a
strategy for health improvement. There is a substantial and growing body of evidence on community
participation and empowerment in addressing the social determinants of health and removing
barriers for marginalised and vulnerable groups and on the health benefits of volunteering. Public
Health England provides a robust round up of evidence, in their guide to community centred
approaches, which can be summarised as:





Overall community engagement interventions are effective in improving health behaviours,
health consequences, self-determination of participants and perceived social support for
disadvantaged groups.
There is strong evidence on the positive impact of volunteering and community engagement
including better physical and mental health, increased wellbeing, self-esteem and social
relationships.
There can be some negative effects including burn out for some volunteers, stress from
responsibilities and consultation fatigue when ideas are not followed through.
Groups already at risk of social exclusions may face barriers to taking part and volunteering
does not guarantee social inclusion

Whilst the current evidence base does not fully reflect the diverse range of community practice and
cost effectiveness evidence is still limited, research does indicate that community capacity building
and volunteering bring a positive return on investmentv. Public Health England reports that
evaluations can fail to capture the wider benefits of involvement and unanticipated outcomes. For
example, many volunteer and peer health programmes will see a proportion of volunteers gain
employment, which generates savings to the public purse but may not be picked up in an evaluation
about health behaviours. Using 2011 figures, the Cabinet Office calculated the monetary value of
volunteering to the wellbeing of the volunteers as £13,500 per person per year. The London School
of Economics undertook an economic analysis of community capacity building using three
interventions: time banking, community navigators and befriending. All were found to deliver a net
economic benefit when costs and value were calculated. For example, time banking had an
estimated net value of £667 per person per year, extending to £1,312 if improvements in quality of
life were included in the analysisvi.
Public Health England reports that, using social return on investment (SROI) methodology, a specific
methodology for assessing value, an analysis of community development in local authorities
reported a return of £2.16 for each pound invested, and the value of volunteers running activities
was almost £6 to a pound invested to employ a community development workervii. Using SORI
methodology Westbank’s Living Well Take Control lifestyle programme for people with long term
conditions showed a return of £5.80 for every pound investedviii. York Economics consortium carried
out an SROI on individual case studies from ‘Altogether Better’ health champion projects and found
that overall, and based a number of assumptions; there was a positive return on investment but
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with large variability from £0.78 to £111 per pound invested. Similar results about the positive
return on investment have been found in other volunteer prevention programmesix
Community centred approaches are about mobilising assets within communities, promoting equity
and increasing people’s control over their health and lives. There are variations in the effectiveness
of different community activities suggesting that effective community engagement in public health
requires a “pick and mix” approach based on local needs and circumstances which should include:





Collaborations and partnerships –involving communities and local services working together
at any stage of the planning cycle, from identifying needs through to implementation and
evaluation
Access to community resources –connecting people to community resources, practical help,
group activities and volunteering opportunities to meet health needs and increase social
participation
Strengthening communities –building on community capacities to take action together on
health and the social determinants of health
Volunteer and peer roles –focus on enhancing individuals’ capabilities to provide advice,
information and support or organise activities around health and wellbeing in their or other
communities.

4. Evidence Base for Social Prescribing (this section is courtesy of the Kings Fund)
Social prescribing and similar approaches have been used in the NHS for many years, with several
schemes dating back to the 1990s, and some even earlier (the Bromley by Bow Centre was
established in 1984). However, interest in the model has expanded in the past decade or so. More
than 100 schemes are currently running in the UK, more than 25 of which are in London.
Social prescribing was highlighted in 2006 in the White Paper “Our health Our Care Our Say” as a
mechanism for promoting health, independence and access to local services. The objectives of social
prescribing also support the principles set out in subsequent NHS policy documents, including the
NHS Five Year Forward View (2014), which encourages a focus on prevention and wellbeing, patientcentred care, and better integration of services, as well as highlighting the role of the third sector in
delivering services that promote wellbeing. More recently, the General Practice Forward View (2016)
has also emphasised the role of voluntary sector organisations – including through social prescribing
specifically – in efforts to reduce pressure on GP services. In addition, social prescribing contributes
to a range of broader government objectives, for example in relation to employment, volunteering
and learning.
There is emerging evidence that social prescribing can lead to a range of positive health and wellbeing outcomes. Studies have pointed to improvements in areas such as quality of life and emotional
wellbeing, mental and general wellbeing, and levels of depression and anxiety. For example, a study
into a social prescribing project in Bristol found improvements in anxiety levels and in feelings about
general health and quality of life. In general, social prescribing schemes appear to result in high
levels of satisfaction from participants, primary care professionals and commissioners.
Social prescribing schemes may also lead to a reduction in the use of NHS services. A study of a
scheme in Rotherham (a liaison service helping patients access support from more than 20 voluntary
and community sector organisations), showed that for more than 8 in 10 patients referred to the
scheme who were followed up three to four months later, there were reductions in NHS use in
terms of accident and emergency (A&E) attendance, outpatient appointments and inpatient
admissions. A study in Bristol also showed reductions in general practice attendance rates for most
people who had received the social prescription.
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However, robust and systematic evidence on the effectiveness of social prescribing is very limited.
Many studies are small scale, do not have a control group, focus on progress rather than outcomes,
or relate to individual interventions rather than the social prescribing model. Much of the evidence
available is qualitative, and relies on self-reported outcomes. Researchers have also highlighted the
challenges of measuring the outcomes of complex interventions, or making meaningful comparisons
between very different schemes.
Determining the cost, resource implications and cost effectiveness of social prescribing is particularly
difficult. The Bristol study found that positive health and wellbeing outcomes came at a higher cost
than routine GP care over the period of a year, but other research has highlighted the importance of
looking at cost effectiveness over a longer period of time. Exploratory economic analysis of the
Rotherham scheme, for example, suggested that the scheme could pay for itself over 18–24 months
in terms of reduced NHS use.
Several studies highlight the importance of measuring the wider social value generated through
social prescribing, for example through reducing welfare benefit claims. Again, this can be difficult to
measure, and may require a longer- term approach.
Although the National Institute for Health and Care Excellence does not provide guidance on social
prescribing specifically, some of its guidelines relating to mental health include initiatives that could
be described as social prescribing activities. There is also an increasing amount of guidance on social
prescribing available for commissioners and others in the NHS and local government, as well as a
new Social Prescribing Network set up to provide support and share practice on social prescribing at
a local and national level. In June 2016, NHS England appointed a national clinical champion for
social prescribing to advocate for schemes and share lessons from successful social prescribing
projects.

5. Wellbeing Exeter Early Pilot Work
During 2015/6 we undertook work to build the foundations for a test of change through a serious of
informal conversations with stakeholders across the City. This was a time intensive but critical stage
of the process as it allowed ideas for pilot work to emerge by consensus and allowed for genuine
collaboration from the outset. Some conflicts were uncovered through this listening exercise
particularly in relation to competition and rivalry between different VCSE groups and organisations.
There were perceptions of preferred provider status that mitigated against partnership working
which in itself was compounded by disconnected commissioning. It was important that the process
revealed these tensions as we were able to build in support and external facilitation as an integral
part of the overall programme.
Initially we started with making links and building on what was already in place: Exeter City Council
already had a Community Organiser post in Wonford and a Get Active Organiser for the City. We
heard positive stories about the connections and activities both post holders were generating in the
City but we also heard how difficult these individuals and VCSE providers in general found it to
engage primary care in referring people to the support that they felt they could offer.
We decided to build on “the good” and invited Dr John Fox from St Thomas Medical Centre to work
with VCSE organisations to design and test a social prescribing approach. Simultaneously Exeter
Primary Care Limited agreed to design and test alternative models in 3 other Exeter practices under
the same pilot to test out different approaches. The pilots came on line at different times in the year
with St Thomas starting first and a rapid evaluation methodology was designed by Plymouth
University with support from the South West Academic Health Science Network (SWAHSN). This
framework used a mixed evaluation methodology including: interviews with patients, delivery staff
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and referring professionals alongside service from St Thomas and VCSE organisations using the NHS
number to track service use before and after intervention.
The ICE Social Prescribing Pilot aimed to demonstrate how the VCSE sector could operate as part of
integrated health and social care teams and assist in helping people to stay well and independent
living at home; and reduce the use of statutory health and social care services whilst improving
overall health and well-being for the individuals concerned. The pilots started to get going in 2015
and the rapid evaluation was published in early 2016.
The key findings were that the pilots enabled people to do more to help themselves. The people
referred were high users of primary and hospital services and there were early indications of
reduced hospital admissions but potential increase in GP appointments…but this may be a good
thing and temporary: we were advised that at least 12 months data is needed to provide firm
evidence for identifying system cost benefits.
People referred to the scheme were very positive about the support they received; they particularly
appreciated being listened to, the flexible approach and having a say in the support they received.
People reported positive outcomes using validated tools and in particular from practical support to
reduce social isolation. The “open door” approach was highly valued by GPs and patients responded
to the referral as it was from a source they trusted: their GP. It is highly likely that, whilst these
individuals were those we wanted to reach, they were unlikely to have self-referred.
GPs found it really easy to refer through a single, trusted gateway into the VCSE sector and in
particular the speed, accessibility, flexibility of response and feedback loop was valued and regarded
as a genuine alternative to traditional services. GPs and VCSE reported that being equal partners
from the outset was critical to breaking down traditional and entrenched barriers and overall the
VCSE saw the pilot as resulting in better access to people they can help.
Critical Success Factors from a comparison of the 4 different models in the pilot were identified as:
 GP Champion involved in co-design right from the outset was critical in getting the process
right so GPs would use it and developed genuine partnership, ownership and promotion of
the service.
 VCSE as equal partner
 Single point of referral with robust feedback loops connecting quickly to a wide range of
VCSE supports and integrated within the patient record
 Flexible and quick response including same day
 Open access criteria
 Wide range of support available from across the VCSE sector
 Systematic use of NHS number and primary care read codes for tracing and evaluation
 Embedded evaluation to enable prospective examination of patient experience and
outcomes
As a result of the rapid evaluation the ICE Executive agreed to extend the pilot recognising that,
whilst people were clearly reporting positive outcomes, more time was needed to test the
hypothesis that social prescribing reduces statutory system demand and cost through enabling selfresilience. From our links with national networks, we understand that our locally designed
evaluation methodology is unusually robust. The ICE leadership were keen to capitalise on this and
extend the scope of the pilot to extract maximum learning to inform future investments (or disinvestments).
In parallel work has been on-going in the City about the potential of building more sustainable
communities using ABCD approaches. The ICE grant has funded support from Cormac Russell, (an
international leader in ABCD), to challenge and support community and public sector leaders in the
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City. Exeter City Council in partnership with Exeter Community Forum agreed a Community
Development Strategy for the City and funding was found to continue the work of the existing
Community Organisers.
In September 2016 a 12 month extension of the original pilot commenced allowing for the expansion
of the social prescribing pilot, from January 2017 into 9 Exeter GP practices covering a registered
population of over 105,000 with a target of @ 1,500 – 2,000 people taking up a social prescribing
offer during this time. This was to stress test the emerging model in other GP Practices and to
provide further data to enable a robust evaluation of the hypothesis that social prescribing improves
individual’s health and wellbeing outcomes and has the potential to reduce statutory system
demand and cost through enabling self-resilience.
A critical part of this stage of the project was system leadership role given to Devon Community
Foundation (DCF)3 in recognition of two things: firstly the need for “the state” to step back and allow
the sector to lead, and secondly acknowledging that, (just like other parts of the system), work was
needed to develop trust and alignment between different voluntary and community organisations
and stakeholders. In areas where this approach of signposting and brokering community-based
interventions has been tried (to improve health and wellbeing outcomes), projects have had to
wrestle with the issue of where community connectors and builders are employed, and how to
ensure that the community navigation offered is impartial, without favouring particular
organisations . In effect DCF have become the system leader, facilitator and micro commissioner,
sub-contracting with a number of providers in what has developed into an agile and cost effective
collaborative model.

6. The Wellbeing Exeter Model
The Wellbeing Exeter model builds on all we have learnt and on the good that already exists in the
city, and stakeholder enthusiasm to pool resources. Wellbeing Exeter establishes a single structure
for encouraging preventative behaviours by individuals and promoting “resilience” within
communities and across the system. In practical terms this means offering a range of communitybased options to individuals, who can access what they want to maintain health and wellbeing,
reducing the need for statutory care services now and into the future. There are three main
ingredients to the approach:
1. Resilient People
People are at the heart of this model, increasingly aware of what exists in their local community to
support them, as-and-when they need it. In a healthy, resilient, community people are living healthy
lives, connected, interdependent and meaningfully occupied. And when they are not, each person is
aware and able to access a range of facilities, positive activities or services that exist to help them
recover, maintain health and wellbeing encourage social connections, and develop new skills and
capacities. In a resilient community, local resources are being harnessed to help people help
themselves, resulting in improved satisfaction rates, as their sense of wellbeing and quality of life is
good.
2. Resilient Communities
In order to deliver these opportunities to individuals, there is a network of independent individuals
and organisations that connect people to the services they need to help them identify what they can
do for themselves, and what professional support or guidance may be needed when the time comes
3

Established in 1996, Devon Community Foundation is a unique organisation, working with philanthropists and
communities in Devon to manage high impact distribution of funds designed to achieve sustainable outcomes, awarding
financial support on behalf of our Fund holders and donors, which enable local people to achieve inspiring change in their
communities. The Foundation is quality assured through UK Community Foundations and endorsed by the Charity
Commission
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(Community Connectors and Builders.) These roles have a holistic view of the network of support
to ensure it is responsive to the needs of the individuals and direct resources into community based
organisations, thereby increasing the resilience and capacity of both. The ambition is to generate a
long-term solution to addressing some of the most pressing current and predicted needs and
challenges by investing in the development of a resilient community. To achieve this, and to achieve
system change, the aim is to build community capacity, promote connectivity and generate evidence
of impact from the outset. This is an opportunity to fully implement ABCD (for the first time) as the
overall strategy to improving health and wellbeing outcomes.
3. A Resilient System
Civil Society Support: (formally community infrastructure support function, in this case Exeter CVS
and DCF) offering brokerage, development and facilitation within the system to ensure that the
needs and aspirations of individuals are being responded to effectively. That ‘Connectors’ and
‘Builders’ are receiving the training, supervision and support they need. Communities and healthcare
work together effectively, and evidence of impact is being collected and reviewed to drive
continuous improvement.
System
Leadership
Resilient
System

(Civil Society
Support)

Community
Connectors

Resilient
People

(Social
Prescribing)

Resilient
Community
Community
Builders
(ABCD)

Key is the creation of a number of “Community Connector” and “Community Builder” roles to
facilitate flow between local primary care and communities embeds this approach directly into what
already exists but is now often unseen as an option for individuals. The roles guide people to identify
and access “what matters to them” for wellbeing and participation within their community,
supporting positive lifestyle choices and preventative behaviours.
At a practical level this is how Wellbeing Exeter works:
1. Exeter GP’s refer patients they believe would benefit from increased social activity to their
trusted Community Connector. This is done electronically within the GP system which
reduces the admin burden and provides an auditable trail within the patient record.
2. The Connector works with the individual to identify what matters to them, and plan a way
forward. Together, they start to engage with their local community. The Connector might
introduce people to activities and organisations within their neighbourhoods, and may
accompany them initially. On average individuals work for around 6 weeks with their
Connectors. The Connectors provide regular updates to the GP which gets logged within the
patient record.
3. Simultaneously, Community Builders are working within communities, identifying social
resources, stimulating activity, and helping those communities to thrive and develop. This
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builds communities’ capacity to offer opportunities to residents for connection and
interdependence. Community Builders are a great resource for Community Connectors to
help discover what might be on offer for participating individuals.
There is a single workforce development strategy and a network approach to developing common
competencies across the workforce (every contact matters) which not only includes those employed
directly as Community Connectors and Builders but open to other community and voluntary
organisations. DCF have been supported in this with input from experts in Community Development
and an Exeter GP with a special interest in this area of work.
The table below provides a sample of the breadth of the programme.
Achieving Outcomes in the
Community
Conscious Collaboration
Market Place- Organisations
offers

Safe Working
Mental Health First Aid
Suicide First Aid
Benefits Advice and Eligibility
Housing Advice

5 Ways to Wellbeing
Motivational Interviewing
Innate Mental Health Resilience
Mental Health Pathway
Alcohol Dependency

As part of ICE Wellbeing Exeter is able to draw on our innovative risk stratification tool, uniquely
linking data from primary care, hospitals, social care and local authorities, which identifies frailty and
pre-frailty at Local Super Output level. We are able to map this ‘top-down’ data onto ‘bottom-up’
insight into grassroots activity and community assets from Community Builders, literally overlaying
one with another. In this way, we can accurately target community engagement work to those areas
most in need and predict and monitor population impacts over time.

Wellbeing Exeter is different from other social prescribing projects because of the:







placed-based whole system approach with a parallel focus on support for individuals (Social
Prescribing through Community Connectors) alongside support for communities (ABCD
through Community Building);
system leadership and facilitation role (Civil Society Support) provided by DCF;
collaborative delivery model with multiple providers employing staff working within a single
operating model bringing a range of added value benefits including flexibility, local
determination and resilience;
single competency and workforce development framework with network training and
development for delivery partners plus wider VCSE stakeholders;
clinical leadership and co-production with GPs resulting in an electronic referral and
feedback process embedded with the patient record and workflow system ensuring robust
communication with primary care and facilitating evaluation and monitoring;
single monitoring and outcome framework across all delivery partners;
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place in a wider eco-system of integration enabling tracking of use of statutory resources
over time using the NHS number and ability to target community and individual
interventions using the ICE risk stratification tool, and
the ABCD approach supported by Exeter City Council and Exeter Community Forum and the
commitment to supporting Community Builder roles through Neighbourhood Community
Infrastructure Levy (CIL) funds.

7. Wellbeing Exeter Outcomes and Impacts
By May 2017 a total of 887 individuals have been referred to Wellbeing Exeter. 511 of these referrals
were made in the 15 months of the phase 1 averaging 9 referrals a week and a further 376 referrals
have taken place since December 2016 averaging average 22 referrals a week. To date over 70
individual GPs have made referrals across 9 practices. Each practice has a referral target based on its
registered population and the number of contact hours available through the Community
Connectors.
Snap shot of referrals by GP practice as at end of April 2017

Practice
St Thomas
Pinhoe
Mount Pleasant

List
35640
11170
15796

% of
total
34
11
15

Open
Referral
Target
68
21
30

Foxhayes
Wonford Green
Ide Lane
Barnfield Hill
St Leonards
Topsham

3407
5283
7595
7248
8831
10117

3
5
7
7
8
10

7
10
15
14
17
19

105087

100

201

Totals

Phase 1
Referrals
01/07/15
and
31/10/16
380

66
65
511
872

Cumulative
referrals
From
01/11/2016
118
31
49

Closed
Referrals
74
17
26

Open
Referrals
44
14
23

28
25
34
3
25
48

13
16
10
2
6
30

15
9
24
1
19
18

361

194

167

A theme throughout the pilot has been the relatively young age of referrals from people under the
age of 60 (47%) with the age range distributed across the 18 to 80’s. 62% of referrals were for
females and around 20% had multiple and high level needs.
The chart shows the main reasons GP’s referred people to Wellbeing Exeter
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Over half of all referrals were for people who were single and over 86% of all referrals were from
people who had no current occupational role (i.e. were unemployed, not caring for someone, unable
to work or retired). The patient completed questionnaires reviewed by the researchers suggest that
Wellbeing Exeter clients typically entered the service with a low mental wellbeing score. The average
mental wellbeing score was 16.83, nearly 7 points lower than the national average of 23.61 (CORC,
2011). The cohort also had a medium to high score of loneliness; a low score for social inclusion and
a medium to high score of patient activation. This suggests that for this cohort, mental wellbeing,
loneliness and social inclusion were all identifiable areas requiring improvement and therefore, that
GPs are referring patients with the types of problems that Wellbeing Exeter aims to address and
improve.
The research team concluded that there are clear indicates that people referred to Wellbeing Exeter
are likely to be those in greater need of an additional form of support (other than family) and may
be more prone to loneliness and in greater need of community engagement, where they have an
opportunity to take on a role within a group or work towards a shared objective e.g. developing a
community garden. This re-enforces the use of open and non-medical referral criteria allowing the
GPs to refer people that they feel are most likely to benefit from social connections.
“I just refer anyone who it occurs to me that they might benefit with some things that I don't know
about in the community. And if they're interested in engaging with something out there in the
community that I can't directly deal with, then I refer them, and I've had no negative feedback about
that” (Focus Group, GP 1).
“I think it’s given me a lot more I can offer patients and it’s made it a lot easier with those who I
probably can’t actually help that well anyway but try to” (Interview: GP 2).
Throughout the pilot we have had feedback from some of the delivery partners employing the
Community Connectors that the open referral criteria was a worry for them as they were used to
working with more defined groups (e.g. over 75’s) and found the transition to working with a wider
citizen group challenging. This is being resolved through the training and development network and
the developing of common a competency framework to support future recruitment. Interestingly
despite the vocalisation of these concerns, only 2 referrals have been rejected as inappropriate for
social prescribing.
Within the focus group work GPs reported that patients were sometimes hesitant to accept the
referral.
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“I’ve given them a leaflet, talked about it, said it's there. I also sort of say, it's only for a limited time,
so if you do think it's something you would like to do, then best come back. So, yeah, but I think, I
don't know how you would tackle those, I think, sometimes, it's a bit of drip-feeding, really”
(Focus Group, GP 2).
However, GPs added that whilst patients may not initially be as enthusiastic as hoped about the
service, the act of making the referral in itself had value, as it demonstrated support and interest in
their patients’ needs.
“It makes them feel that you're trying to think about them beyond what they've come to the practice
for. So it can, indirectly, also just enhance your relationship with your patient, even if they don't
directly take up a referral, they know that you would like to think that they could improve their lives
better and we would love to be able to help them, even though they don't want that help at the
moment, that would potentially improve your relationship with your patient, long term”
(Focus Group, GP 2).
Not all practices recorded the number of patients who rejected referrals but anecdotally we
understand this to be relatively rare.
Feedback from clients has been overwhelming positive and this has been reflected in the health,
wellbeing and activation outcome score recorded within the evaluation cohort. Clients typically
enter with a low mental wellbeing score (7 points lower than the national average). In terms of the
evaluation cohort:








85% showed improvement in at least 1 of these measures (only 2 did not)
54% showed improvement in at least 2
15% showed improvement across all 4
54% showed improved mental wellbeing
54% showed decreased loneliness
54% showed increased levels of social inclusion
46% showed increased levels of motivation
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However, in five cases clients scores for social inclusion and loneliness worsened and in six cases
patient activation scores and mental wellbeing worsened. It is important to note that there were no
themes relating to symptom deterioration in the clients’ qualitative data. The research team have
commented that due to the length of time between the questionnaire completion and the shortage
of second questionnaire data we cannot as yet draw inferences from this data in relation to the
efficacy or otherwise of the scheme and continued evaluation using validated tools over time is
critical.
The evaluation examined in detail the “offer” to clients and concluded the following:
•

In house champions and continued reminding from the GP lead about the service helped
improve referrals
Community Connectors effectively connected clients to a range of diverse community support
groups.
In addition to connecting clients to the community groups, the Community Connectors
provided additional support to help maintain attendance and maximise the benefit of the
organisation’s support for the clients.
Community Connectors’ strategies for helping clients to self-manage isolation and anxiety
took into consideration clients’ readiness for change. Clients appreciated this approach.
The way in which the Connectors listened to the clients demonstrated a range of skills that
clients may not have benefited from in everyday conversations with friends and family.
Collectively, the opportunity to talk, reflect and the application of the Connectors’ listening
skills led to the development of a therapeutic relationship between the Connectors and the
clients. It also enabled clients to reach a necessary realisation about when, what and how they
needed to start making changes to their lives in order for their anxiety, isolation and general
health to improve.
Once clients were ready for change Connectors supported them through the first steps
towards a pathway towards self-management, creating a sense of partnership and
camaraderie. These pathways involved engagement with community groups and support from
external services.
The Connectors’ support left clients feeling more motivated and equipped to deal with issues
that they had previously seen as unresolvable and encouraged them to make new goals for
the future.
Limited third sector capacity delayed clients’ attendance to some opportunities. In such cases,
the Connectors felt a moral responsibility to maintain support for these clients until these
services could address their needs.

•
•

•
•
•

•

•

•

In summary the qualitative evaluation data suggests that Wellbeing Exeter is successfully delivering
the type of support that is highly needed, yet unavailable for patients within primary care. Through
signposting and one-on-work, Wellbeing Exeter is helping people to improve their mental wellbeing,
reduce loneliness, re-engage with their community and manage their own health.




Community Connectors’ connect clients to a range of services within the community tailored
to their individual needs.
Community Connectors’ approach to supporting clients and the continuity of care they offer
helps clients to feel ready and make the first steps towards positive change.
Clients’ narratives exhibits improvements to their mental wellbeing being, social
engagement and displays a growing sense of empowerment to begin to self-manage their
own health and wellbeing.

The process enables clients to decide when it is the right time for them to take initial steps with new
community contacts. “At the moment it's giving me ideas and whether it can meet my needs and
how to get myself introduced into these areas I think the service could do me well” (Client 2001).
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Wellbeing Exeter offers an additional layer of support external to the usual statutory agencies, which
offers different things and delivers their service in a new way. “That’s what really pleased me and
why I think it’s essential in the country, is that people are more likely to want an approach,
something that’s away from the health service, whether it’s the mental or the physical’ (Client7003).
The Community Connectors are highly valued. “The connector was ‘really friendly, really nice, and
supportive” (Client 2006). “The connector came round and she was just lovely, she was really nice,
she helped me out so much that day” (Client 7002).
GPs are very appreciative of the scheme as a linking service; enabling people to access to the correct
support. “I think for a lot of patients [the connector] is going to be able to navigate through some
potentially difficult agencies, often patients will end up ringing a couple of wrong numbers or they’ll
be floundering about who it is they need to talk to, and actually, to a certain extent. I know her role
isn’t necessarily navigating the journey but she should be able to help with that. So, I think she will
make it better for patients. Make it much smoother for them” (GP1).
GPs stated that they thought the service delivered many benefits for them. It was envisaged that,
given time, the service would decrease GP workload. It has also helped to support people whom
they have struggled to help in the past. “So the value for the Practice is being connected with
voluntary sector organisations, I think they were a massively untapped resource for us, so it’s having
the connection which in itself is a good thing ‘cause that develops relationships locally. And I think
probably in terms of other stuff it’s just reducing workload and giving GPs and others a useful way to
help people who we previously have not really been able to help so much” (GP1))
The quantitative data is much more problematic to collect and evaluate which is reflected in the 100
social prescribing schemes around the country. We have been collecting data on GP activity and
hospital usage for referrals to the service since its inception. A rapid evaluation at the end of phase
one showed that the pilot was reaching a client group of high service users, a potential increase in
GP appointments (but this maybe a good thing and temporary) and also showing early indications of
reduced hospital admissions as shown in the tables below. However we have to be careful in
drawing conclusions without a larger cohort and potentially a control group.
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At the point of the interim evaluation the data had not been linked and the numbers of referrals
used (117) were too small to extrapolate so it is not possible to draw conclusions from the interim
longitudinal referral data. However, by July 2017 further data will be available for analysis,
(including social care activity data) for the larger referral cohort which will give us greater confidence
in the methodology being able to reliably test the hypothesis that our approach to social prescribing
has the potential can reduce statutory service use over time.
This is familiar theme in evaluations for the other more advanced schemes around the country. For
Example in Rotherham, a scheme that started in 2012 and has had over 6,000 referrals
commissioners are only able to use modelling that estimates a reduction in demand for services of
6% -11% in non-elective inpatient stays and 13% -17% reduction in use of A&E services for some of
their clients. They have used the modelling to convert estimated utilisation (rather than actual) into
definitive cost avoidance savings for the NHS. Our approach is to use our embedded evaluation over
time to determine the actual manifestation of reductions in service utilisation through trend analysis
using NHS number to track patient service utilisations over time.

8. The investment now required for Wellbeing Exeter
The short term outcomes we set out to achieve during 2016/7 have now been, in the most part
achieved:
 Community network of Builders and Connectors delivering across the City.
 People reporting engagement with positive activities, health protection behaviours and selfmanagement
 Communities informed, supported and mobilised and therefore, demonstrably more
resilient and engaged in civic life
 Evaluation methodology designed and tested
 Initial indications in reductions in use of primary health care.
 Increased levels of frontline practitioners utilising and recognising community activity.
 New federated, lead provider delivery models emerging from the V&C sector
 Improved capacity and capability within the V&C sector to successfully engage with social
investors
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Some impact on commissioning intentions and service design.

We are now well placed to embed the scheme and expand it across Exeter with the aim of achieving
the following:
Medium term outcomes and deliverables (2 to 5 years)
 Reductions in demand for statutory primary and social care services and potentially reducing
prescribing, out-patient and care and support costs.
 Significant increase in community wellbeing measures.
 Significant system change impacting on commissioning intentions and service design.
 Increases in social investment funding
Long term outcomes and deliverables (6+ years)
 Reduction in health inequalities.
 Cashable savings to health and social care.
Added Value of this proposal
This proposal is based on the hypothesis that if ICE partners across the City invest together into an
integrated model of community development and resilience this will enable better use of public
resources in a number of ways:






Single pooled budget of statutory and social investment funds
Development of outcome based commissioning and opportunities for payment by results
incentives
Savings in back office functions through single commissioning and federated models of
delivery as well as access to community networks for wider, involvement, engagement and
consultation activity
Reduced duplication and improved targeting to areas of greatest need
Ability to expand across Devon at marginal costs

Initial Investment Required
£215,000 is required to fund the current model between September 2017 and 31 st March 2018.
During this time the model will be refined so that the annual costs of expanding social prescribing
across all 16 Exeter practices and employing 5 full time equivalent Community Builders, using the
refined Wellbeing Exeter model will cost £535,000 per year and we are asking for funding to keep
the service going until 31st March 2020. Therefore the investment required for 2 1/2 years is
£1,285,544. Exeter City Council has allocated £600,000 through Community Infrastructure Levy (CIL)
and New Homes Bonus) for Community Building over the next 5 years from September 2017.
Therefore as there are already resources in place to expand community building, through Wellbeing
Exeter across the city the costs of the social prescribing elements only will be £1,005,544.
What will we get for the money?
As described above evaluating system impacts and therefore reductions in statutory service use is
notoriously difficult. We have used the research undertaken by the National Social Prescribing
Network to learn about how more mature schemes are being funded and evaluated. In Halton,
where their social prescribing scheme has been operating since 2012 with over 5,500 individual
referrals, the funders have invested based on Social Return On Investment (SORI) methodology
estimating for every £1 being spend bring a return of £8 on other system costs and the value placed
on the service by GPs and customers. In South West Yorkshire there have been a number of social
prescribing services since 2009 and a particular focus in recent years has been on a specific mental
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health service targeted at people currently using high levels of statutory services and they are
reporting up to 63% reduction in costs at individual client level.
The National Social Prescribing Network reports that there is compelling feasibility data on meeting
needs for patients who use social prescribing with over 90 published reports covering a wide range
of possible outcomes including:





General health and wellbeing, physical activity, physiological improvements
Social isolation, mental health and wellbeing, confidence, self-esteem,
Patients gain control and confidence, self-esteem, sense of purpose
Housing, welfare advice, employment, volunteering

The economic data based on SROI methodology shows an average £2.3 per £1 in first year alongside:
 GP attendance: average 28% reduction within a range of 2%-70%
 A&E attendance: average 24% fall within a range of 8%-26%
 Emergency hospital admissions with reductions in the range of 6%-33%
 Overall reductions in referral to secondary care
Based on the pilot work we expect to have an open caseload capacity for 400 clients at any one time
and estimate 2,800 referrals per year: average cost £141.00 per referral. Costs for Social Prescribing
roll out across all 16 Exeter Practices (population @150,000) £395,000 per year = £2.63 per capita.
Using SROI methodology and the National Social Prescribing Network analysis we could expect a rate
of return of £2.3 for every £1 spent which would be minimum cost avoidance/saving of £908,500 in
one year alone. The embedded evaluation framework will provide the evidence for which parts of
the system the cost avoidance/reductions occur.

9. What will we lose if we don’t continue to invest?
It has taken the best part of 2 years to get to the point where we have a viable scheme with buy-in
and collaboration from across the system. The engagement of GPs in the scheme is high and
practices currently not in the scheme are asking to join as soon as possible. Right across the ICE
experiment we have learnt that the foundation for integration of this depth and complexity takes
time to build and we have achieved a highly functional collaboration based on international best
practice that is now ready to be rolled out at pace and scale. Social prescribing is part of main
stream national policy with STP’s around the country developing schemes as part of their new
models of care. We now have the partnership, the model and the ability to measure outcomes and
impacts and a unique collaboration that is likely to be attractive to social investors.

10. How could Wellbeing Exeter be rolled out across Devon?
The flexibility of the model with a range of delivery partners working within a single network and
with a shared outcome framework under single system leader is a cost effective model. Back office
costs are minimal yet the model offers maximum flexibility in delivery on the ground. Wellbeing
Exeter “brand” could be readily rolled out across a wider geographical area at marginal costs. There
are 32 Eastern Devon GP practices (49 including Exeter) and the full costs of rolling out Wellbeing
Exeter to all 32 would be £874,000 per year. This includes both the social prescribing and the
community building elements of the model: the social prescribing elements would cost £614,000
and the community building £260,000
The model is in effective “an accountable care system” for community resilience and prevention. It
has the potential to bring together a wide range of community building and social prescribing
initiatives and collaborators into a coherent and measureable network with joint funding in a single
budget from statutory and social partners.

19

Appendix
Wellbeing Exeter Network and Delivery Partners
Role
Delivery Leadership
Devon Community Foundation
Exeter Community Development
Strategy, Exeter Community Forum
Coordination & Training: Exeter CVS

Lead GP
Community Builders Exeter
Community Initiatives

Referrers St Thomas/Exwick
Mount Pleasant
Foxhayes
Pinhoe
Wonford Green
Ide Lane
Barnfield Hill
St Leonards
Topsham/Glasshouse
Westbank Surgery
Community Connectors
Westbank
Age UK
Estuary League of Friends
Westbank GP Practice PPG

Community Connectors Delivery
Partners: Westbank/
Age UK /Estuary League of Friends/
Westbank Surgery

Single Point of Access
Westbank
Programme Leadership

Key People
Sarah Yelland – Programme Lead
Martha Wilkinson – Chief Executive
Nicola Frost – Research & Evaluation
Diana Moore- Chair
Dawn Rivers Programme Manager – Communities Exeter City Council
Ella Huffman WE Coordinator
Amanda Kilroy - Operations
Fiona Carden – Learning & Development
Simon Bowkett – Chief Executive
Dr Emma Hoerning, Wonford Green Surgery
Carole Pilley – Operations and Steve Chown – Chief Executive
Builders: (8)
Ebbie Peters (Pinhoe, Clyst St George/Mary)
Chloe Pooley (St Thomas)
Suzanne Frost (Countesswear, Newcourt, Southbrook)
Marilyn Spencer (Topsham)
Ebbie Peters (Mount Pleasant/Polsloe)
Jayne Leaver (Newtown/St Leonards)
Rachel Gilmore (Exwick)
Sue Bulled (Wonford/Exwick)
Dr John Fox/Dr Emma Green
Dr Paul Hynam
Ms Gillie Champion
Dr Jayne Govier
Dr Emma Hoerning
Dr Sam Hilton
Dr Juliet Campling
Dr Laura Bethune
Dr Andy Wood
Dr Alex Wood
Hope Stone (St Thomas/ Foxhayes) Age UK
Claire Cooper (St Thomas) WB
Debbie Crispen (Pinhoe) Age UK
Anette Grahns (Pinhoe& Ide Lane) WB
Lucy Hoskin (Mount Pleasant)WB
Julie Phillips (Wonford Green)WB
Chloe Reed (Topsham Surgery) ELOF
Kim Tubb (Westbank Surgery) WS
Jane Perkins (Westbank Surgery) WS
Penny Unitt (St Thomas) Age UK
Lucy DeGaris – Operations
Mary Nisbett – Chief Executive
Lisa Shrimpton – Senior Manager
Martyn Rogers - Director
Rachel Gilpin – Chief Exec
Micky Turner – PPG Chair
Stephanie George – Practise Manager
Nina Parnell
Jo Yelland, Director ICE
Simon Kitchen, Head of Communities Devon County Council
Dawn Rivers ,Programme Manager – Communities Exeter City Council
Ms Gillie Champion, Deputy Chair, Eastern Locality New Devon CCG

20

References
i

NHS England. NHS Five Year Forward View. London: NHS England; 2014.
Securing good health for the whole population: Derek Wanless HM Treasury 2018
iii
Davies SC, Winpenny E, Ball S, Fowler T, Rubin J, Nolte E. For debate: a new wave in public health
improvement. The Lancet. 2014 vol 384, 1889-95.
iv
National Institute for Health and Care Excellence, Community engagement to improve health: NICE local
government briefings 2014 and Community engagement to improve health 2008
v
Public health England, A guide to community –centred approaches for health and wellbeing 2015
vi
Knapp M, Bauer A, Perkins M, Snell T. Building community capital in social care: is there an economic case?
Community Development Journal 2013; 48(2):313-31.
vii
Nef Consulting: Catalysts for community action and investment: A Social Return on Investment analysis of
community development work, based on a common outcomes framework; executive summary. Community
Development Foundation, 2010
viii
SROI Southwest Wellbeing Programme2 Jones, Aubrey +UWE SROI Research Group July2015
ix
British Red Cross: Taking Stock: assessing the value of preventative support. London: British Red Cross, 2012.
ii

21

