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Overall Summary 
Utilisation: 

• Total number of referrals across the service: 8029

• 13% of increase from last year's referrals. 

• Females was the most common gender referred.

• Most common age groups referred were 35-44 year 
olds. 

Service Activity: 

• Total number of appointments made: 36, 225

• 15% increase from previous years appointment total. 

• Most common appointment duration was 0-15 mins, 
followed by 16-30 mins. 

• Most common appointment type was telephone. 

• Most common referrals reasons were for Anxiety and 
Depression, Emotional Wellbeing and Housing 
information.

• Most common referrals made by the SP team was to 
Barnet Adult Social Care and IAPT. 

• Most common signposting by the SP team was to Age 
UK Barnet and Mind in Barnet. 

Outcomes: 
Patient feedback reveals that 97% would recommend this service to a 
friend.
• 79% of participants stated their wellbeing improved after using this 

service.
• ONS4 reveals anxiety levels significantly decreased and the sense of 

happiness, worthwhile and satisfaction increased after the SP 
intervention. 

• GP attendance reduced by 70% for patients once referred. 

“My SP really helped me see the 
challenges I was facing in a new 

light, encouraged me to be 
kinder to myself, recognising the 

strain illness had put on me 
physically and mentally. ”

Patient quote from this year



Referrals Per Month Comparison (22-23 to 23-24)
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Total Referrals 22-23: 7117

Total Referrals 23-24: 8029
There has been a 13% increase in referrals from 
the previous year.  



Referrals 
by 

Practices

Total number of Referrals and percentage of total referrals made
DATA REMOVED DUE TO PRACTICE IDENTIFICATION 



Referral Total: Gender and Age Demographics 
Gender Referral Total Percentage

Male 2902 36%

Female 4964 62%

Trangender 2 0%

Other 4 0%

Non-binary 3 0%

Prefer not to say 3 0%

5%

13%

18%

17%

16%

10%

12%

8%

Age Groups Percentage of Total Referrals Made

18-24 25-34 35-44 45-54 55-64 65-74 74-85 85+

Females were more commonly referred than any other gender demographic.
The highest referring age was for 35- to 44-year-olds, with 1475 patients, followed by 45- to 54-year-olds (1325 patients) and 
55- to 64-year-olds (1247 patients).



Ethnicity Recorded for 23-24

Ethnicity is a new recording process on Elemental 
since June 23. 

Data on the left has been captured during Q1-Q4 
for the whole SP service.

The highest client ethnicity is ‘White-British’, 
followed by ‘Other Ethnic Background’.

Our SPs are continuing to capture this data going 
forward which will support us in noticing any 
trends.



Appointment Total vs Referral Total Per Month 
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Total Appointments: 36 225
15% increase from last year's total 



Increase Shown for Referrals /Appointments / 
SPLW Total Per Year 

20-21 21-22 22-23 23-24 Percentag
e Increase

Referral Total 3224 5689 7122 8029 149% 

Appointments 11,316 23,895 31,527 36,225 220% 

SPLW Total 
start of Year

8 14 18 22 175%

SPLW Total 
End of Year

14 18 22 25 79%

Current 
Planned SPLW 
Total Increase 
over the years.

18 22 24.5 
(Planned 
for 23-24)

25 39%

At the start of the service this year there were 22 
SPLWS which has increased and maintained at 25 
SPLWs. There are no plans of recruitment as of 
yet.

Since the beginning of the service comparing the 
first financial year to this last financial year, there 
has been a total increase of 149% for referrals 
made. 



Appointments and Contacts Types Overall 

The most frequent contact 
type is via the telephone, 
83% of contacts made.

There was a total of 614 
face to face appointments 
across the SP service for 
the full year. Which is a 
225% increase compared 
to last year's total.

59% of all appointments 
that were made were 
attended. 
29% were DNA’s and 6% 
were rescheduled.



Contact Times of Patient Consultations 
Appointment times often vary on the 
complexity of the patients needs.

Therefore there is no set time spent 
with patients outlined. However, social 
prescribers are encouraged to keep 
between 30-45 minutes for the initial 
consultations to ensure all areas of their 
needs and concerns are addressed.

Initial consultations admin then usually 
falls within 15 minutes which includes 
referrals and follow up emails with 
signposting, service research and service 
enquiries on patient's behalf. 

Follows ups usually fall within 15 
minutes to check in on the progress 
made. 

0-15 mins is the most frequent time frame which would more 
often be associated for follow ups. 
A patient is offered on average between 4-6 follow up 
appointments per case. 



Most Common Referral Reasons 

23-24 - Top 5 reasons for referrals were:
• Anxiety and Depression 
• Emotional Wellbeing
• Housing information
• Benefit support
• Carers Support

22-23 - Top 5 reasons for referrals were:
• Anxiety and Depression 
• Emotional Wellbeing
• Housing information
• Benefit support
• Other Free Text



Referral Reasons and Demographics
Gender and Referral Reasons Trends:

Men

23% of men were referred for Anxiety and Depression.

19% were referred for Emotional Wellbeing.

20% were referred for Housing information.

17% for Benefit Support.

11% for Carers Support.

Women

25% of women were referred for Anxiety and Depression.

23% were referred for Emotional Wellbeing.

17% were referred for Housing information.

12% for Benefit Support.

14% for Carers Support.

Age and referral reasons trends:

Most common age groups referred: (Between 35-44 year olds):

34% of referrals were made for Anxiety and Depression.

24% Housing Information

23% Emotional Wellbeing

18% Benefit Support

6% Carers Support

Younger Age Group Trends: (18-24 year olds)

41% of referrals were for Anxiety and Depression.

27% Emotional Wellbeing.

21% Housing Information.

14% Benefit Support

4% Carers Support

Older Adult Age Groups (65+)

25% Carers Support

16% Emotional Wellbeing

12% Anxiety and Depression

8% Benefit support

7% Housing Information



Most Common Onward Referrals (23-24) 



Most Common Onwards Signposting (23-24) 



Continued Signposting



Continued 
Signposting



Outcome Measures ONS4: Comparison 22-23 and 23-24

Satisfaction Percentage from 
Pre to Post 22-
23

Percentage from 
Pre to Post 23-24

Increased 73% 76%

Decreased 4.7% 5%

No Change 22% 19%

Worthwhile Percentage from 
Pre to Post 22-23

Percentage from 
Pre to Post 23-24

Increased 67% 68%

Decreased 6% 8%

No Change 28% 24%

Anxiety Percentage from 
Pre to Post 22-23

Percentage from 
Pre to Post 23-24

Increased 9% 9%

Decreased 78% 76%

No Change 14% 16%

Happiness Percentage from 
Pre to Post 22-
23

Percentage from 
Pre to Post 23-24

Increased 77% 79%

Decreased 6% 5%

No Change 18% 16%



Outcomes 23-24
937 cases completed GP attendance review

Overall reduction by 70% for GP Attendances post SP shown
 
GP Attendance is recorded through Elemental:
The pre-measure is taken in the initial consult with the Social Prescriber asking the patient how often they have had 
a GP appointment.
The post is then taken on their final consultation (point of discharge) asking the question since our first appointment 
have you been to a GP appointment.

GP Attendance Percentage from Pre to 
Post 22-23

Percentage from Pre to 
Post 23- 24

Increased 12% 12%

Decreased 65% 70%

No Change 23% 18%



Patient Survey Feedback 
Total number of responses: 149

Service Intro Questions

99% of responders stated 
their SP introduced 

themselves well. 

97% of responders stated 
their SP outlined the 

expectations of the service 
well. 

SP Competency + Listening Skills 

95% of responders rated their Social Prescribers 
competency to signpost to appropriate services an 

8 or above out of 10 (1 being poor, 10 being 
excellent).

95% of responders rated their Social Prescribers 
listening skills an 8 or above out of 10 (1 being very 

poor to 10 being excellent) 
 

Patients Personal Outcomes

79% of participants stated their wellbeing 
improved after using this service.

71% of responders stated they felt more 
connected to their community post SP. 

87% of responders scored a 8/10 and above 
for feeling they could better self manage their 
concerns post SP input. 

Would Patients Recommend the Service? 

97% said they would recommend this service to a friend or family member.
 



Comments or Suggestions made from Participants 
to improve the service:

Positive feedback:

‘My SP has been incredible throughout my journey with dealing with anxiety/stress since July 2022. I didn’t even know what a social prescriber was until I started speaking to her and she 
exceeded my expectations. I would recommend her to anyone dealing with stress, anxiety or needing help with their emotional well being. I can honestly say she has helped me so much 
mentally and been an incredible support system. She was very attentive and caring from the first day I spoke to her till the very end. I felt like she really cared about me and wanted to help 
me. She’s helped me build a stronger mindset and pushed me when I needed to be. I learnt to build boundaries and put my needs  first. She always took the time to listen and support me 
whenever I needed and I felt so comfortable in speaking to her. I couldn’t thank her enough for everything she has done for me and I appreciate how she helped me.’

‘It was absolutely brilliant to have this service.  It made a huge difference to me at a point when I was coping with stopping work and trying to get back to good health. I felt I was held, 
supported and heard.  My SP really helped me see the challenges I was facing in a new light, encouraged me to be kinder to my self, recognising the strain illness had put on me physically 
and mentally.  She suggested really helpful links and organisations to help me manage symptoms, and for further down the line  for help getting back into work.  Speaking to  her really 
helped me so much. I would recommend this service to everyone and wish it was available for everyone.’

‘I was so out of order, I couldn’t think how to sort out my life.  My SP was kind and a nice person to talk to.  She kept giv ing me ideas how to reach out.  My moods were different and extra 
problems happened during the time, but she gave me other ideas and the resources each time.  She gave me sparks and brought me back happy feelings.  Just talking to her were really 
enjoyable each time.  Now, I feel I will be able to find new life or back to original life in good way.    Thank you very much ,  I am very luck to find my SP!’

Constructive feedback:

‘Make patients aware that this service exists‘ – We are continuing to strive to improve patient knowledge of service and hold a presence at community events to raise awareness.

‘Introduce the service to more people by distributing flyers in clinics & libraries.’ – flyers have been shared with Practices and have also been placed in waiting areas and have given out at 
Community Events where we have had stalls.

‘Maybe make the meetings once every month.’ – Our SPs are flexible around the patient however due to the demand in the service, we are only a short-term service and thus cannot offer 
appointments every couple of months.

‘Face to face  communication’ – Face to face appointment options are available but limited due to available space at the Practices. Our SPs organise f2f appointments to those that request 
them.

‘It would be helpful for the NHS and local authority to provide exercising and sports activities for the elderly and slightly  impaired mobility.’ – These activities already exist within the 
community via different organisations such as Age UK Barnet and Better Gym Leisure Centre.



Additional Information for the Service 
over the last year



Gaps in Barnet Services Detected by SP (23-24)
Social Prescribing Reporting and insight has shown to be 
hugely valuable to help identify needs in the community, as 
well as gaps in provision.
One of our reporting developments has included being able 
to capture how many clients from SP are needing services 
that are not on offer, or in short supply of within Barnet’s 
resources. 

This is an example of a very simple gap report we are able 
to capture across our SP reporting. We have been sharing 
the insights of this with various PCN colleagues, PCN 
stakeholders and those across the community and local 
authority to help improve the offer in Barnet. We hope as 
our data sets grow more of our community and those 
leading on developments, and change will be able to use 
this insight to support the resident's needs.  

Top three community service Gaps identified in the borough are:
Free or Low cost longer term counselling sessions, Housing 
Advocacy, and form filling support. 

Additional Cohorts Identified



SP Success and Service Developments
DATA REMOVED DUE TO PCN IDENTIFICATION 

1. Access to Service Developments
• Two PCNs now have live Self-referral websites for clients, a successful initiative from the pilot project. Other PCNs are encouraged 

to adopt this development.

2. Neighbourhoods Pilot Funds
• The Social Prescribing (SP) team is engaged in two pilot projects: one for DATA and another for a collaboration of PCNs (DATA). 

Projects aim to enhance support for housebound and frailty patients and to create Digital-Friendly PCNs for improved online 
health services access.

3. Management Update
• Caitlin Bays is going on maternity leave from May 17th, with Bianca Ilii successfully recruited as her maternity cover for the 

Manager role. Lamarra Alo has been successfully recruited for Bianca’s Deputy Manager position.

4. Elemental Integration and DOS
• Elemental Integration of Case Notes to Emis is available, with efforts to integrate it across all surgeries in Barnet ongoing.
• Development of the Directory of Services (DOS) public-facing webpage is nearing completion, aimed at enhancing community 

engagement and service updates.

5. Projects and Events
• Proactive projects include employment events, Frequent Attenders Project, Wellbeing Coffee morning events, menopause and 

anxiety management group, gardening project, digital healthcare access workshop.
• Successful events such as the Social Prescribing Coffee Network Event and the PCN Digital NHS Services Event demonstrate 

community engagement and service impact.

7. Patient Engagement and Diversity Initiatives
• Patient feedback sessions and translated surveys in common languages (Farsi, Romanian, Arabic) aim to improve service 

accessibility and responsiveness.
• Ethnicity capture initiatives enable better understanding and catering to the diverse needs of the patient population.



SP Networking and Partnership Successes

• Barnet SP Coffee Networking Session – The SP Team have held another coffee networking session on the 13th of March 2024, this is 
their 5th networking event held since the service started. 

• All of our PCNs teams have worked on Proactive Social Prescribing Services which has involved working with a wide range of 
Community Providers to offer events, or workshops delivering specific topical support to reach in need patients. 

• The SP service has been asked to attend and speak at multiple Barnet local events, steering groups and at the VCS forum to raise 
awareness of SP and of the opportunities of the DOS.

• We have continued working with the Local authority, Public Health and Barnet Together to build the DOS and have created this with 
Elemental which is ready to launch to the community in May 2024. 

• The SP service has been involved in several MDTs including NCL Neuro MDT, Wellbeing Hub Joint Case Meeting, and we have recently 
developed our own housing MDT with Barnet Homes which operates every 8 weeks to create support for our most complex housing 
cases. 

• The SP Manager is on the Children’s and Young People SP Pilot Work Force which is ongoing, as well as the MECC steering group, MH 
Community Steering Group, Healthy Hearts Steering Group and meets with the Training hub in Barnet Faculty Lead Groups. 

• SP Manager is on the NCL Personalisation Group and is involved in supporting a business case for Elemental to be commissioned 
wide across NCL SP services for potentially 24-25. 

• SP Manager is part of the London Network for SP Evaluation and spoke at a London wide webinar on best reporting examples for SP. 

• SP Manager has presented at a National outcome measure and reporting webinar with Elemental customers with the Elemental 
team in January 2024 to showcase Barnet’s success for SP impact. 

• We have been successful to work with two different Neighbourhood Pilots this year with DATA to support Frailty and Housebound 
support, and Digital Inclusion for patients using NHS online services. Both of these Pilots include VCSE support from Age UK Barnet. 
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