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Social Prescribing Newsletter
In this special edition newsletter, we aim to let you know how social
prescribing is helping the Covid-19 response in Ipswich and east
Suffolk, to highlight the work that has been done already and
continues but also consider the future effects that the pandemic will
have on communities and additional demand particularly on social,
clinical and financial vulnerabilities.

The New Ventilators and Vaccines
Dr Dean Dorsett (pictured) is a GP at Burlington Primary
Care in central Ipswich and the RCGP East of England
Regional Clinical Lead for Person Centred Care. He is a
member of the IESCCG Governing Body and our
Clinical Lead for Social Prescribing.
Here, Dr Dorsett explains what future effect the
pandemic will have on our communities.
Social Prescribing and mental health are the new
ventilators and vaccines of our families and our
communities.
The Covid 19 pandemic has exposed socioeconomic and health
fault lines in communities across the UK. The effects on physical
health, wellbeing, social health and financial health are a current
emergency.
As it relates specifically to the social determinants of physical
health, the population pain and harm will be felt in 4 major ways:
1.

Acute and Direct mortality and morbidity associated with
emergent Covid 19 pandemic

2.

Subacute and medium-term mortality and morbidity
associated with the social, psychological effects of the
current Covid 19 pandemic

3.

Chronic mortality and morbidity extrapolated from other
smaller disasters.

4.

Multiple and seasonal peak mortality and morbidity

Social determinants are a force multiplier to all 4 areas of concern.
Continued on next page.

The New Ventilators and Vaccines continued
1. Acute and Direct mortality and morbidity
At no time since the founding of the NHS and
Tudor Hart's missive have the social and economic
determinants of health been so acutely visible.
Data and infographics by Assistant
professor Dr Victor Tseng points to the hidden
social emergency.

3. Long-term mortality and morbidity brought
on by other smaller disasters
Judging by studies into the effects of smaller
disasters like the 2008 economic crash, the
Asian Tsunami and the effects of Hurricane
Katrina, the impacts may last over a decade.
Multiple compounding variables will sustain a
varying need of peaks, troughs and overwhelms
of various parts of the system:
• A flatter prolonged curve with multiple peaks
• A possibly decade-long financial impact
(Cadena and Ferrari-Haines;- McKinsey
4/2020)
• Brexit and legacy effect of austerity
• Stepped releases after shielding, lockdown
and furlough
• Geographic variance within UK reflected by
those within our CCG/ICS

Acknowledgement: Victor Tseng, Emory University

Early social prescribing interventions to cost
effectively address the social determinants of
acute and chronic health, have become an
emergent need

"Even if I do everything perfectly in the ICU,
patients' fates may be sealed by their social
determinants of health. The social
determinants of health are possibly more
important than all of our medical tools
combined." Dr Victor Tseng 04/2020

2. Subacute and medium-term mortality and
morbidity
The bigger problem is represented by the 4
waves.
Patients, communities, social prescribers,
volunteers and carers need to be empowered to
help the system with the multiple waves of need
that will come.
Integration of social prescribing will target
especially vulnerable groups who have and will
bear the brunt of the impact

4. Multiple and seasonal peak mortality and
morbidity
The above graph is simplified and a flat prolonged
jagged graph (lasting years) is more likely with
socio-economic effects which have
disproportionately hit the UK with its particular
macro-economic mix.

Acknowledgement: Victor Tseng, Emory University

Social Prescribing and mental health are the new
ventilators and vaccines of our families and our
communities.
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Acknowledgement: Victor Tseng, Emory University 2020

Why social prescribing?
One in five GP appointments focus on wider social needs, rather than acute medical issues. In areas
of high deprivation, many GPs report that they spend significant amounts of time dealing with the
consequences of poor housing, debt, stress and loneliness. Social prescribing and community-based
support is part of the NHS Long Term Plan’s commitment to make personalised care business as
usual across the health and care system and to bring additional capacity into the multi-disciplinary
team. This approach aims to reduce pressure on clinicians, improve people’s lives through improved
and timely access to health services and strengthen community resilience, meeting the needs of our
diverse and multi-cultural communities. The community response to the Covid-19 pandemic has
brought into focus the need for social and community support more than ever.
Link workers - known locally as Community Connectors - give a
person time and focus on what matters to them. They connect
people to local community groups and agencies for practical and
emotional support. During Covid-19 we have all seen and heard
about the amazing community spirit that has mobilised and what a
difference it has made to so many people.
There is emerging evidence that social prescribing can lead to
a range of positive health and wellbeing outcomes for people,
such as improved quality of life and emotional wellbeing and 59%
of GPs think social prescribing can help reduce their workload.
Reference: https://www.england.nhs.uk/wp-content/uploads/2019/07/pcn-reference-guidesocial-prescribing.pdf

How community connectors
are supporting the Covid-19 response
The graphic below gives a snapshot of the support offer and the array of different organisations,
services and volunteers who have been an integral part of the support offer.
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How Practices have worked with Social Prescribers
Both locally and nationally, social prescribing has been on the front line of support for people in
need, working alongside general practice to support both the practice and their patients.
Bildeston Health Centre and Ravenswood Medical Centre in Ipswich share their experience of
how community connectors have helped them.
Connect for Health Community Connector
Sophie, has been calling shielding patients
registered at Bildeston Health Centre,
along with their own Nursing team.
Practice Manager Louise Bissett explains, “I
did a search for shielded patients and sent
the list to Sophie who then makes the calls
and she sends me updates on what
happened in the call.
“I am then coding and journaling how the call
went and sorting any clinical issues that may
arise, for example arranging medication
delivery, liaising with GPs over patient
concerns around blood tests and hospital
follow up.”
Louise has been recording and cascading
feedback to the health centre staff, all
positive, to give the staff a boost.
Ravenswood Medical Practice have used the
social prescribers offer of contacting patients
from their vulnerable patient list. Kirsty Gibbs
says the practice experience has been a
positive one and explains how it works for
them:
“The practice provided the contact details for
patients on the list and the community advisors
have contacted the patients to check they are
ok and if they have any support needs or
issues.
“We received a Client At Risk call log sheet for
patients where additional help was required,
detailing the action the social prescriber took.
i.e. signposting, Home But Not Alone,
arranging food parcels etc. which we as a
practice then scanned to the patients records.
“Once they had completed the list, they send it
back to us with details of date of contact,
advisor that made contact and response,
highlighting any patients they have been
unable to get hold off for us to try and contact
as appropriate.
“The social prescribing link worker have since
completed second calls to patients where it
was appropriate.”

I simply listen to their situation and allow them
to talk for as long as it appears they need to; to
tell their own story of the lock-down. I just
listen. I try to avoid platitudes, or positive reframing because I don’t find it useful, though I do
often find myself talking about nature, if they
have a garden, or comedy on TV if they don’t – in
an attempt to draw the focus on to something
they enjoy or which lightens their mood.

Some participants are still having
appointments where they have a goal they
want to achieve, and we can start the
process. I am currently working with someone
who is extremely anxious after her mother’s
death 10 years ago and didn’t step out of the
house on her own, this included her back
garden. Having to go grocery shopping on her
own due to the pandemic added significantly
to her anxiety. We have found support for
her to get her groceries delivered. We are
now setting micro goals to help her get out
of the house - our first one is to put her shoes
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on ready to go for a walk.

Connect for Health in Action:
Felixstowe and North East Suffolk

Connect for Health in
Action: Ipswich

Hayley Stearn, Community Connector and lead for
Felixstowe and North East Suffolk

Nelleke van Helfteren, Citizens
Advice Ipswich

Our Community connectors have all be working very
hard, working initially from their current client list,
phoning them to ensure that they are ok and have
everything they need. In addition, we've been looking at
previously closed cases and calling to check in on
them too as the clients will be familiar with us.

Through the great partnership working
with all the 13 surgeries within Ipswich,
we have helped 785 people with their
problems. Each person had on average
7 different issues that they needed help
with. The top two issues were 29% of
people needing help with benefits and
26% of people needing help with health
and community work (e.g. social
isolation, wellbeing, mental health
etc.). The next two top issues were
people in financial difficulty and housing
issues.

Through these phone calls, the connectors are
identifying those that would benefit from a regular
call back. Like a traffic light system, if the person is ok,
coping well with the lockdown and has a good network of
support around them, then they will be called a lot less
frequently than those who are not coping that well and
would appreciate a regular call, perhaps weekly (maybe
more); the connectors may even consider drafting in
additional support for that person.
The connectors are also working closely and building
on relationships with GP practices and community
partners to ensure that all needs are met.
In Felixstowe, the 3 GP practices sent letters to
vulnerable elderly people sharing the Connectors
‘phone number along with Helping Hands, a local
community group, offering both emotional and practical
support. From that, we received over 100 calls and can
identify those who require further support.
The teams have been communicating with the local
surgeries on lists of identified vulnerable
patients that may benefit from a phone call. In
Saxmundham the team were tasked with calling 107
patients that were aged 90+.
Our work includes referring to other services and
volunteers either via the local Tribe app or the
national GoodSamApp, liaising with community
provisions to provide shopping, prescription pick-ups
and anything else that the person needs.
We are finding that boredom is starting to set in for
some so we are looking into suggestions of activities
to fill their time. Through conversation, we can establish
what their interests are, and tailor our conversations
around them to help them come up with the ideas. This
is also useful in establishing a picture of their life
currently from which we can find other ways of support
for them, either self-support, or outside.
Equally as important, we are checking in with each
other regularly via video and phone calls. As well as a
general welfare check, this is a great way to share
ideas, service experiences and useful resources.

During the lockdown we’ve worked with
several of the GP surgeries to contact
their vulnerable patients. This equated
to an initial call to 1,173 people. 71
(6%) people required further action of
referrals or intervention from surgery or
another organisations. 165 (14%)
people asked for follow-up calls who
have all now been called for a second
time. There are a small number who
have asked for regular contacts and we
are providing these as led by the client.

785 people helped with issues
In Ipswich 60% of referrals are
people of working age
The participants that I am supporting
at this time are aged from 20 to 90
years, each with a different story, set
of circumstances and requirements
ranging from; housing and
homelessness, bereavement, low
motivation, social isolation,
unemployment, weightmanagement through to concerns
and anxiety due to Covid-19 and
the lockdown arrangements.
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The impact of Covid-19 on society
Sally Oakley, Citizens Advice Ipswich
In Ipswich, 60% of the referrals into Connect for Health are people of working age, who will be facing
many challenges in the coming months and years. Based on Citizens Advice statistics these will most
likely be:
Debt – many households are currently living on food parcels and government help. Many of the 60%
will have been furloughed and will be receiving less income than before. Some will have lost jobs and
will be trying to get benefits to cover their outgoings, however the time delay in this can result in people
getting into debt.
Benefits – many households will be claiming benefits for the first time in their lives. They will find the
process daunting and will be unaware of their entitlement. There is also the mental health element
where people will be embarrassed, ashamed or angry that they need to claim and many will not begin
the process and therefore get into debt.
Employment – Many people will be furloughed during this time. They will be unaware of their statutory
entitlements. Some business will be using this time to ‘lay-off’ staff.
Scams – Online scams have escalated
during the pandemic. There are many
people who would not normally access the
internet for shopping etc who may not be
computer savvy and will be easy prey
for scammers. The fall-out will affect
finances, mental health and relationships.
Mental Health – the impact on people’s
mental health we all know is going to be
huge. This alone is going to be a drain on
the NHS and much will be linked to the
issues outlined above; increased
anxiety resulting in the inability to work,
resulting in reduced income, resulting in the
need for benefits, resulting in falling into
debt, resulting in further anxiety.
On a practical level I have been
able to email resources with ideas
about keeping busy, help with
techniques to get to sleep and
signposting to a variety of
organisations from pharmacies to
mental health helplines.

I am also sometimes being a
telephone befriender to participants
because even though they were
already quite isolated their social
contact has reduced even further.
Many of the participants are enjoying
the continuity of having someone
to talk to.

Connect for Health in Action:
Woodbridge
Dominique Dale, Community Connector in
Woodbridge area
As at the end of April, since the lockdown began, just
over 400 calls have been made to the registered
participants on our books and an additional 12 calls
for people who are not registered already but referred
to connect or health by the GP for a call during
lockdown.
Each participant that is registered has been asked
how often they would like a call – some have a call
every day, some every few days, most once a week
or every two weeks. A selective few and asked for
once a month. I then call them based on what they
have asked for and provide a friendly chat over the
phone and help arrange any additional support
that they need. This has been through asking them
what they have been doing - mostly gardening,
puzzles or sorting through house - then speaking
about medication and food to make sure they have
enough and then putting them in touch with
volunteers who can support deliveries for them.
I was collecting medication and food for the first three
weeks of lockdown, but found I needed more time to
do the calls, so I now direct clients to volunteers.
Common themes have included support in getting
medication and food, and just having someone to talk
too while being in lockdown each week.
We have found calls have started becoming more
complex so more time is needed, but we are able to
provide more time where a clinician with just a
6
10minute slot, perhaps could not.

Connect for Health and Voluntary Community Support in Action
Sophie Cummins, Community connector in the South Rural region

Hadleigh Cares
Hadleigh has a very proactive and thriving
community, with all sorts of local community
groups which cater for just about anything that you
can think of, so it was of no surprise that they were
proactive with regards supporting the community
during COVID-19.
Hadleigh Assist is a new website, which works
closely with the Hadleigh Foodbank. Another
voluntary group called Hadleigh Cares was
created just before the lockdown by Liz Wilson
who wanted to support the vulnerable who might
not have access to technology and therefore
unable to order food online. In order to reduce
exposure in supermarkets not only for the
vulnerable but also for the volunteers, she hit upon
the idea of creating and delivering hot meals for
those who wish for them. Prescriptions are also
delivered by another group of volunteers.
I was put in touch with Liz by the chair of the
Hadleigh PPG not long before the Easter holidays
and started off delivering prescriptions. Once
back from my Easter break I became a dinner lady
on Tuesdays and Wednesdays, delivering
meals. The meals on Tuesday are created by
Mark, chef for the Cooking Experience. For £3
customers get a hot meal and then he throws in
for free a selection of freebies of their choice, such
as cooked vegetables, mash potato, or even a
slice or two of cake, so that a customer can end
up with quite a substantial meal.

On Wednesdays, I pick
up the meals from the
Kings Head, cooked
by Mike. The meals
costing £5 are delivered
in pizza style boxes, and
I can also deliver eggs
and milk.

Delivery of a few meals
from The Kings Head pub

I love the contact with the community, as people
like to have a little chat. I hear about why they are
shielding, perhaps they have cancer, or are
disabled and some folk don’t have family living
nearby to help them. I have found that people are
so happy and thankful for the service. Regardless
of where they have ordered their meals from, I am
told that they are very good. Some people have
insisted on giving me more money to pass on as
they feel it is such good value. One man even
gave me an NHS style clap, which made me smile
but I did feel such a fraud as really it is not me
who deserves the clap but Liz and the chefs.
To date “Hadleigh Cares” have delivered 455
prescriptions and 1000 hot meals (roughly 250
meals a week).
This has kept up
the community
morale and
supported Babergh
District Council
support in the
Hadleigh area.

Sudbury Storehouse

Delivery of some meals from
the Cooking Experience

Sophie with food parcels from the Storehouse

On Fridays I deliver food parcels in Sudbury from the Storehouse, the local
foodbank. Prior to COVID-19 they delivered on a Tuesday afternoon but
since the pandemic they also deliver on Fridays. The Storehouse, run by
Vicky Leonard, support people living with in a 14-mile radius of Sudbury
which includes the outlying villages. As part of this support, deliveries of food
parcels are made to those who unable to afford food and who have no
transport; are isolated at home or have large families. Without these muchneeded deliveries, these vulnerable families have no alternative and would
not have access to food.
Food parcels contain, food, some fresh, tinned and packets, toiletries and
pet food. To ensure that the food meets requirement, questions are asked
around dietary requirements, what are their cooking facilities like, as perhaps
they are in emergency housing and may only have a microwave.
As with my involvement with Hadleigh Cares, I am just a very small cog in a
much-needed volunteer organisation, but one that I enjoy. Without the
support from Hadleigh Cares and from the Storehouse there would be many
more people struggling.
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Collaborative Communities:
Home, But Not Alone
Home But Not Alone is a Suffolk-focused community
service that was set up to support people who need
help during the COVID-19 pandemic, helping connect
people who want to volunteer in their communities with
neighbours who are most in need.
Social Prescribing Link Workers and Community
Connectors can also refer people to the service to help
with the support they need. This could include
delivering groceries, medication or essential household
goods in line with Government social distancing
guidelines.
The Home, But Not Alone service was created by
partners from Suffolk’s councils, police, health bodies
and charitable organisations which come together as
the Collaborative Communities Board. Another great
example of communities working together, with social
prescribing a central element. See snapshot below.

It remains a privilege to be able to support
participants through the route of Social
Prescribing, which continues to compliment
the other services offered by partner
agencies across both the statutory and
voluntary sector. In addition it has been a
tangible joy to see the range of interventions
considered and adopted from my colleagues
within the service, of the motivation to do so
and to hear of how these have made a
noticeable difference in the lives of those
citizens living within our community.

Connect for Health in
Action: Mid-Suffolk
Dominic Nasmyth Miller Community Connector in MidSuffolk
I am currently working with a
participant who several months ago
was made redundant and who
consequently had lost motivation and
her self-worth. Through several
telephone appointments, shortand medium-term goal setting and
the adoption of support
techniques, she kindly informed
me recently of the following:

“Thank you for taking the time
to talk with me and for the
conversations that we have had
in the past few weeks and thank
you for listening. Thank you for
helping me with re-focusing my
thoughts and helping me to set
targets, which I have been able
to complete.
“As you know I have had a
difficult time with losing my job
- and talking things through
with you has restored my faith
in humanity. You have
encouraged me to believe that I
can get another job and I know
now because of this, that there
are nice people in this world
and am ready to start looking
for a new opportunity.”
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