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Perspective

Financing Approaches to Social Prescribing
Programs in England and the United States

SAHIL SANDHU, ∗,† HUGH ALDERWICK, ‡

and LAURA M. GOTTLIEB§

∗Harvard Medical School, Boston, Massachusetts; †Population Health Sciences
Institute, Newcastle University, Newcastle Upon Tyne; ‡The Health
Foundation, London; §University of California, San Francisco

Policy Points:

� The number of social prescribing practices, which aim to link pa-
tients with nonmedical services and supports to address patients’
social needs, is increasing in both England and the United States.

� Traditional health care financing mechanisms were not designed
to support social prescribing practices, and flexible payment ap-
proaches may not support their widespread adoption.

� Policymakers in both countries are shifting toward developing ex-
plicit financing streams for social prescribing programs. Conse-
quently, we need an evaluation of them to assess their success
in supporting both the acceptance of these programs and their
impacts.

� Investment in community-based organizations and wider public
services will likely be crucial to both the long-term effectiveness
and the sustainability of social prescribing.

Both England and the United States have long
recognized that social determinants of health play a major role
in shaping population health and health equity.1,2 The World
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Health Organization (WHO) defines the social determinants of health
as “the conditions in which people are born, grow, live, and age,” which
are “shaped by the distribution of money, power and resources.”3 So-
cial determinants include income, employment, education, neighbor-
hood conditions, social and community context, and other social and
economic factors.4 In fact, research suggests that social determinants and
related health behaviors may have a bigger impact on health outcomes
than clinical care does.5-10 This research has also contributed to new ini-
tiatives in the health care sector that involve assessing and addressing
patients’ social needs, such as food insecurity, housing instability, and
social isolation, alongside the delivery of medical services.11

Forms of “social prescribing” have emerged as a common strategy for
weaving attention to social conditions into the delivery of health care
in both England and the United States. Broadly speaking, social pre-
scribing refers to identifying patients’ social needs and connecting pa-
tients with relevant nonmedical services to improve their health and
well-being.12 In England, social prescribing is typically used to de-
scribe efforts by general practitioners (GPs) to identify and refer pa-
tients who may benefit from nonmedical supports to a social prescribing
“link worker.” Link workers assess patients’ needs and develop a “so-
cial prescription” to relevant services in the community.13 Social pre-
scriptions may include referrals to exercise programs, nature activities,
employment assistance, and a range of social services (e.g., welfare sup-
port and debt advice).14 Although little robust evidence exists regarding
the effectiveness of social prescribing in England,15 recent reviews de-
scribe existing gaps in knowledge and factors that may influence the
implementation16 and impact of interventions.17,18

Social prescribing programs in the United States are more commonly
called “social needs” or “social care” interventions. These programs usu-
ally involve a social risk assessment or screening followed by efforts to
connect patients with relevant social services or other resources. These
resources may be on or off site and include health care–sponsored (e.g.,
on-site food pantries), government-sponsored (e.g., Medicaid-covered
meal delivery programs), or community-based programs (e.g., Meals on
Wheels).19 The staff for these types of activities varies across settings and
may include traditional health care staff (e.g., physicians, nurses, and
medical assistants) or nonmedical staff (e.g., social workers, community
health workers, and volunteer navigators).20 Although the majority of
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Figure 1. Comparing Common Types of Referrals in Social Prescribing
Programs in England and the United States

studies evaluating social prescribing in the United States have focused
on process measures and do not include comparison groups, a handful
of randomized, controlled trials and strong quasi-experimental studies
suggest that some social prescribing interventions can help reduce so-
cial needs, improve some health indicators, and, in some cases, reduce
hospital utilization.21-24

The available evidence shows that the scope of services offered to pa-
tients in social prescribing schemes in the two countries have some sim-
ilarities but also some notable differences (Figure 1).14,25-27 Programs
in the United States typically concentrate on connecting patients to re-
sources that help meet basic material needs, such as food insecurity and
housing instability.28 Services in England also help address patients’ ba-
sic social needs, as well as enabling social prescribing practitioners to
refer patients to other types of services, such as arts and crafts and vol-
unteering programs, whose purpose is to improve the patient’s overall
well-being and quality of life. The processes for identifying social needs
and relevant services for community linkages also vary. Whereas inter-
ventions in theUnited States often use social risk screening tools, in Eng-
land, interventions place less emphasis on standardized screening.29,30
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As more social prescribing interventions are integrated into clinical
care, policymakers in England and the United States are developing and
testing a mix of policies to support adoption and scaling. Both countries
are exploring how policy supports should be used tomaximize programs’
uptake and effectiveness, by asking about which intervention compo-
nents are most likely to affect health outcomes, core training and de-
ployment strategies for the social prescribing workforce, the appropriate
use of data and technology, sustainable financing models, and more.31

In this paper, we describe how public-financing approaches have pro-
gressed in both countries to support social prescribing. We highlight
three models: (1) traditional health care and social service funding,
which provides limited or no dedicated financial support for social pre-
scribing activities; (2) flexible funding models that may encourage, but
rarely directly finance, social prescribing; and (3) direct financing mech-
anisms for social prescribing (Table 1). Understanding the evolution of
these governmental approaches to financing and ongoing challenges in
England and the United States may advance the adoption of social pre-
scribing in both countries and globally.

Traditional Health Care and Social
Services Financing in England and the
United States

Health care and social services in both England and the United States
have traditionally been financed and organized separately, although the
amount of spending, including contributions from the public and pri-
vate sectors, varies between the two countries. In 2015, the United States
spent nearly double the percentage of its gross domestic product (GDP)
on health care services compared to the UK (16.8% vs. 9.8%). In the
same year, the UK spent 17.7% of its GDP on social programs, while
the United States spent 14.9%.32 The context for the organization and
delivery of health care also varies widely. England has a comprehensive,
publicly funded health care system, with services free at the point of
use, whereas the United States has a market-based health care system
with mixed public and private insurance and high out-of-pocket costs
for individuals.
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Table 1. Financing Models of Social Prescribing in England and the
United States

Financing
Model England United States

Traditional
health care
and social
service
funding

Health and social services were financed and
delivered in silos despite some policy initiatives
to encourage closer integration.

Flexible funding
models

The development of
new models of
integrated health and
social care sometimes
included pooling
funds for health and
social services to
deliver a range of
local services. Such
models could include
social prescribing.

The shift from
volume-based to
value-based payment
incentivized new
models of care
delivery to improve
population health
and reduce costs.
Such models could
include social
prescribing.

Direct financing
mechanisms
for social
prescribing

The NHS committed
to a national rollout
of social prescribing
by funding a new
“link worker” role
for newly formed
primary care
networks. Funding
was supplemented
with some
government support
and guidance on
training,
implementation, and
measurement.

The Centers for
Medicare and
Medicaid Services
supported an
Accountable Health
Communities model
to systematically test
social prescribing
across 28 sites
nationally, and state
governments used
Medicaid dollars and
contracts with
managed care
organizations to
explicitly fund or
require social
prescribing.
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Health Care Services

Health care services in England are mainly organized and delivered
through the National Health Service (NHS), which is primarily funded
through general taxation.33 The central government allocates overall
funding for health care, andNHS England—the national agency respon-
sible for most of the NHS’s day-to-day operations—allocates funds to
around 100 clinical commissioning groups (CCGs) using a formula that
accounts for differences in health care needs, deprivation, and other fac-
tors and that pay for most local NHS services. For example, CCGs con-
tract with hospital and community services to provide care for patients in
the region. Reforms of the English NHS being considered would replace
CCGs with 42 regional agencies, called integrated care systems, responsi-
ble for controlling most NHS resources.34,35 These reforms will likely be
implemented in April 2022 and will focus on changes in health system
governance and decision making. Integrated care systems will coordi-
nate local agencies’ measures to improve health and reduce inequalities,
improve and coordinate services, and make the best use of existing re-
sources. These systems must also help with broader social and economic
development in their community.

Around half of all GPs are self-employed private contractors; the oth-
ers are salaried employees of GP partnerships or GP trainees.36 Gen-
eral practices are paid through a complex mix of income streams, with
about half the funds received through capitated, global sum payments
for essential services and the rest through other payments, such as fee-for-
service reimbursements for additional services (e.g., travel vaccinations),
premise payments, and performance-related payments.37 Capitated pay-
ments are adjusted for the patient population’s sociodemographic and
health characteristics, as well as market factors. Nearly all outpatient
specialty care providers are salaried employees of NHS hospitals, which
are reimbursed through diagnosis-related group rates and other local
arrangements, such as block contracts. Hospital and other provider pay-
ment systems are evolving after major changes to the payment systems
during the pandemic.38

Unlike the English health care system’s primarily public financing,
US health care services rely on a mix of private and public financing.
The majority of Americans receive health coverage from private insur-
ance companies through their employers. Beyond employer-sponsored
coverage, the federal government, via the Centers for Medicare and
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Medicaid Services (CMS), provides health coverage for more than 61mil-
lion older adults and Americans with disabilities through the Medicare
program, and partners with states to provide health coverage for an ad-
ditional 71 million low-income adults and children through Medicaid
and the Children’s Health Insurance Program (CHIP).39(p12) The federal
government also finances health coverage for active members of the mil-
itary, veterans, and Native Americans and Alaska Natives. Despite these
coverage options, 9% of Americans still are uninsured.40 In contrast to
the capitation model in England, the majority of primary care revenue in
the United States comes from fee-for-service payments, although there
has been a recent push toward alternative payment models (e.g., risk-
based payments and population-based payments linked to quality).41

Social Services

England’s social services addressing nonmedical needs are financed
through a combination of public and private funding. Public social
spending includes income and employment support, housing and other
benefits, children’s services, education, and other public services. Adult
social care services in England—similar to long-term services and sup-
ports in the United States—are funded through a mix of public and
private spending, with publicly funded care available only to people
with the lowest means and highest needs. Other social supports can be
delivered through nongovernmental organizations, often known as the
voluntary community and social enterprise (VCSE) sector. Examples of
services delivered by the VCSE sector are debt counseling, legal advice,
and peer support. The VCSE sector is funded through a combination of
individual, foundation, and government funding, including some local
NHS spending.

Social services in the United States also are financed through both
public and private funding. Both the federal government and individ-
ual states provide a variety of social services and public benefits for
Americans, such as food benefits, temporary financial assistance, housing
vouchers, disability benefits, job and training programs, and early child-
hood development programs. The amount of spending on health care and
social supports varies widely between states.42 Many social services are
also delivered by community-based organizations (CBOs), such as food
pantries, homeless shelters, legal assistance agencies, vocational services,
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and senior centers. CBOs are often funded through philanthropy; some
receive additional funding through government grants or contracts with
health care organizations.43,44

Flexible Funding for New Care
Delivery Models

Both England and the United States have revised their funding and or-
ganizing of services over the past decade toward more integrated models
of care.

English Models

England has a long history of policy initiatives to encourage the closer
integration of health and social services.45 Many of these policies are
meant to improve the coordination of health care and long-term services
and supports.46 Other policies encourage the development of broader
models of community-based support to improve population health and
reduce inequalities, including through flexible funding models and na-
tional pilot programs.

Several policies have concentrated on coordinating the planning and
spending by the NHS, local governments—responsible for funding and
delivering a range of public services, including long-term services and
supports, children’s services, and public health—and others. Since 2015,
local health and social services agencies in England have been required
by national policymakers to develop cross-sector plans for improving
health and care in their area.47 The first round of these sustainability
and transformation partnership (STP) plans was completed in 2016. All
of the submitted plans focused on better coordination of health and so-
cial services, and around a third mentioned developing or expanding
social prescribing programs.45 The experience of developing STPs was
mixed.47 But current reforms of the English NHS seek to formalize these
regional partnerships, now called integrated care systems, and to give
them greater responsibility for NHS’s planning and spending.34

Pooled financing initiatives have often been used to help fund more
integrated service models in England. For example, the Better Care
Fund was introduced by the government in 2013 as a mandatory
budget-pooling local initiative between the NHS and local
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governments.48 Local agencies were required to pool a proportion
of their spending to fund local initiatives to coordinate care for older
people with disabilities (and others depending on the local context)
and had to meet a mix of national objectives, such as targets to reduce
hospital utilization. Some areas reported using the Better Care Fund
to finance social prescribing initiatives.49-53 The evidence suggests
that the scheme helped reduce delayed transfers of care but had no
effect on emergency admissions.54,55 The Better Care Fund builds on
a long history of budget-pooling programs between the NHS and
local government in England, including “total place” and “commu-
nity budget” programs.56,57 At a lower level, various forms of “personal
budgets”—which bring together health, long-term care, and sometimes
education funding for an individual to control directly—have also been
used to offer patients with complex needs the flexibility to purchase
nonmedical care (e.g., home-based supports) in place of traditional
health care services.58

A series of national pilot programs—such as integrated care pilots
(2009-2011),59 integrated care “pioneers” (2013-2018),60 and new care
model “vanguards” (2015-2018)61—also provided direct funding and
support for testing integrated care models. These programs supported
a range of approaches to coordinating local services—including within
the NHS (e.g., between primary care and hospitals) and between health
and social supports (e.g., through community-based multidisciplinary
teams). Evaluations and descriptions of the most recent programs sug-
gest that social prescribing interventions formed a core component of
most initiatives, though we have few details about how social pre-
scribing initiatives were developed and funded under these different
models.60,62,63 Some of the local areas involved in these programs also
tested new flexible payment models for providers, to incentivize better
coordination of services and investment in disease prevention, and some
adopted the American language of “accountable care” to describe their
efforts to do so.64-66 But the development of these models has often been
slow and challenging to implement.65

In sum, over the past decade the English NHS has pursued a mix of
policy initiatives to promote a closer integration of health and care ser-
vices in the community. But these initiatives have typically had broad
and ambiguous aims, contained a high degree of heterogeneity, and de-
livered mixed results overall.67 Generalizable lessons have been hard to
distill and apply. Yet the current national policy continues to rely on
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closer integration of services and collaboration between public sector
agencies as major drivers of health system reform.34,68

US Models

Largely spurred by the Affordable Care Act in 2010, new payment mod-
els in the United States pushed health care payers and delivery systems to
shift from volume-based, fee-for-service payment models toward value-
based payment models by holding stakeholders accountable for popu-
lation health, quality of care, and costs. Such models include account-
able care organizations (ACOs), bundled payments, and global budgets.
In the ACO model, health care delivery organizations group together
to take responsibility for the care of a defined population. If the ACO
keeps the costs of care below a predefined benchmark and meets cer-
tain quality measures, the ACO shares the savings with the payer. If a
risk-bearing ACO exceeds the cost benchmark, the group also shares the
financial losses with the payer. Although the ACO model started as part
of the Medicare program, similar approaches have also been adopted by
Medicaid programs and commercial insurers.69

Researchers and policymakers in the United States anticipated that
value-based payment models would provide financial flexibility and in-
centives to adopt these interventions to address patients’ social needs.70

Although ACOs were early adopters of such integrated care efforts, in-
cluding social prescribing,71 the actual impact of value-based programs
on social prescribing is unclear.72 ACOs report that they lack data on
their patients’ social needs and the capacity of local CBOs, struggle to
form partnerships with CBOs, and face financial constraints given short
funding cycles and the time it takes to see returns on investments from
social prescribing.72 This suggests that value-based payment approaches
may be a helpful but insufficient lever to increase the adoption of social
prescribing. Indeed, a recent study showed that exposure to value-based
payments for physician practices was not associated with the implemen-
tation of social risk screening, a common component of US social pre-
scribing programs.73

Similarly, state governments hoped that transitioning from fee-
for-service to risk-based Medicaid managed care organizations (pri-
vate insurance companies that receive capitated payments from state
Medicaid agencies to provide care for covered members) would also
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encourage investments in social prescribing initiatives.31 But limited
data are available to evaluate the uptake of social prescribing in Med-
icaid managed care plans. Previous qualitative research has suggested
challenges to uptake include lack of designated funding streams for so-
cial care programs and regulatory barriers.74

In addition to value-based payment structures, newer policies now
clarify how health plans can take advantage of the new financial flexibil-
ities to address social needs. For example, the CHRONIC Care Act in
2018 enabled Medicare Advantage plans (i.e., private health care plans
that manage Medicare benefits for a group of beneficiaries) to provide
supplemental benefits that are not covered by traditional Medicare, such
as meal delivery, pest control, and indoor air quality equipment. The
adoption of social needs–related supplemental benefits has been slow,
however, with fewer than 5% of plans offering such benefits for chron-
ically ill patients in 2019 and just over 10% in 2021.75,76 The lack of
additional funding from CMS, the optional nature of adoption by plans,
and uncertainty around the parameters about these new benefits were
proposed as possible reasons for the slow adoption.77

Dedicated Funding for Social
Prescribing

Although both countries increased funding flexibility that in theory
could be used to support social prescribing practices, in recent years,
agencies in England and the United States have also introducedmore tar-
geted financing mechanisms that specifically require and/or pay for so-
cial prescribing activities. Some efforts in the United States also include
financing approaches that directly reimburse the social service agencies
to which patients are referred for assistance.

English Models

In 2019, national NHS agencies announced a new national strategy for
the NHS in England—the Long Term Plan—to focus on developing
more integrated models of health and social care and improving dis-
ease prevention.78 To help achieve this, the Long Term Plan proposed an
additional £4.5 billion investment in primary care and community
health services.79
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The plan devised new contracts to incentivize general practices to
form primary care networks (PCN)—groups of practices covering popu-
lations of around 30,000 to 50,000 people. Although GPs’ involvement
was voluntary, the financial incentives to form PCNs were powerful, as
most of the additional funding available for primary care promised in
the Long Term Plan was available only through PCNs.80 The result was
widespread adoption: nearly all GP practices in England have formed
around 1,250 PCNs.81,82 PCNs are required to deliver defined national
service specifications, ranging from structured medication reviews to
improving early cancer diagnosis. PCNs are also expected to improve co-
ordination between primary care and wider community services. PCNs
receive annual core funding to support operations (∼£1.50 per registered
patient), payment for a clinical director, and payments for extended ser-
vice hours.83 Additional funding has also been made available to PCNs
to pay for more staff in general practices, including social prescribing
link workers, clinical pharmacists, and paramedics. Individual practices
also receive a weighted participation payment per patient.

The funding of PCNs is the main financing mechanism for the na-
tional expansion of social prescribing. NHS England reimburses the
salary, pension, and national insurance contribution of one link worker
per PCN (maximum £34,113).84 NHS England anticipated that this
would support more than 1,000 link workers by the end of 2020 (and
“significantly more” after that) and that 900,000 patients would be re-
ferred to social prescribing schemes by the end of 2024.85 NHS data
show that 852 link workers had been hired by the end of 2020, though
only 60% of PCNs had reported data.86 The number of link workers had
increased to around 1,200 by June 2021.86 The logic behind the exact
targets for the number of link workers is unclear. In addition to new
link workers, GP practices in some areas already had developed social
prescribing schemes before the arrival of PCNs and link worker roles,
with a mix of staff delivering them. Additional financial incentives also
were introduced to encourage practices to increase the number of social
prescribing referrals.87

The PCN network contract defines the responsibilities of the link
worker (see Table 2).84 PCNs are responsible for identifying the first
point of contact to advise the link workers and a GP for supervi-
sion. Referrals to link workers must be documented in the GP’s elec-
tronic health record using new national SNOMED codes. PCNs also are
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Table 2.Key Responsibilities for Social Prescribing LinkWorkers Reim-
bursed in PCN Contract

Link Workers’ Patient-Level Responsibilities
Assess patients’ health and well-being needs
Coproduce personalized care and support plans to connect patients
with community resources

Evaluate whether actions described in personalized plan meet patients’
needs

Provide personalized support to individuals, their families, and carers
Develop trusting relationships with patients, focus on “what matters
to them,” and take a holistic approach based on patient’s priorities

Link Workers’ Broader Responsibilities
Manage and prioritize their own caseload
Take referrals from both PCN members and a wide range of health and
social service agencies

Work with community organizations to receive social-prescribing
referrals

Share intelligence with commissioners and local authorities about any
gaps or problems in community services

Educate clinical and nonclinical staff on available community services

allowed to subcontract with community-based organizations to train and
manage link workers.

Despite providing funding for social prescribing activities carried out
by link workers, PCNs and policies related to the Long Term Plan do
not offer funds to pay for the community resources to which link workers
refer patients. Instead, NHS England recommends that local CCGs and
PCNs explore innovative funding models to support community ser-
vices (e.g., small grant-making, micro-commissioning, and shared in-
vestment funds to support local priorities).88 In some areas, NHS and
local government funding have been used to support VCSE organiza-
tions involved in social prescribing initiatives, with close coordination
between NHS and VCSE agencies.89 But the VCSE sector is concerned
that social prescribing initiatives have led to increases in referrals to
community organizations that are not sustainable without additional
funding.89
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US Models

New government funding mechanisms and pilot demonstrations that
target social prescribing were developed at both the federal and state
levels in the United States.90 Three examples are the AccountableHealth
Communities model, Section 1115Waivers for state Medicaid agencies,
and state-level Medicaid managed care contracts.31

In 2017, the federal government, through the Center for Medicaid
and Medicare Innovation (CMMI), launched a new Accountable Health
Communities demonstration model to test whether social prescribing
could improve health outcomes and reduce costs. Under this model,
CMMI funded 28 organizations across 21 states to provide social risk
screening and navigation services until April 2022. The demonstra-
tion funded organizations on two tracks, Assistance and Alignment.
In the Assistance track, organizations universally screen Medicaid and
Medicare beneficiaries in their area for social needs using a standardized
ten-item tool created with input from a technical expert panel. Ben-
eficiaries who reported both social needs and two or more emergency
department visits in the past year are randomized into an intervention or
control group. Beneficiaries in the control group are given a summary of
community resources; beneficiaries in the treatment group are offered
support from navigators who provide a detailed assessment, planning, a
referral to community services, and follow-up.91 In the Alignment track,
participating organizations receive additional funding for supporting
community-level quality improvement efforts (e.g., community advi-
sory board, gap analysis, and multisector partnerships). Organizations
in both tracks receive $86 per beneficiary per year, and organizations in
the alignment track receive an additional $350,000 lump-sum payment
per year. A comprehensive evaluation is now determining whether the
model affects costs, utilization, and health benefits and whether CMS
should incorporate program elements into new and existing payment
models.91

At the state level, many Medicaid agencies used Section 1115 waivers
to experiment with models of care that specify social prescribing–related
initiatives. For example, the North Carolina Department of Health and
Human Services received a waiver to use $650 million from the state
Medicaid agency to implement a new social prescribing pilot called
Healthy Opportunities.92 Three health care organizations were funded
to build capacity in their respective regions, contract with local managed
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care organizations to manage a network of CBOs, and lead the pilot. In
this model, individuals with Medicaid coverage are screened for needs
related to food, housing, transportation, and interpersonal violence us-
ing a standardized tool. Individuals with identified needs are referred to
community resources using a statewide technology platform that enables
health care and social services providers to exchange referral information.
The funded organizations use a predefined fee schedule to pay CBOs to
deliver services to their beneficiaries (e.g., paying a food pantry to de-
liver food to patients).93 Other state Medicaid agencies have developed
their own financial models to invest in social needs. For example, Cali-
fornia received a Section 1115 waiver to create per-member, per-month
bundled payments that can support defined social interventions.94 One
county even created an incentive payment structure to reward successful
transitions to community settings (e.g., connections to social supports)
for patients leaving jails and mental health institutions.

State Medicaid agencies also can require or otherwise incentivize con-
tracted managed care organizations (MCOs) to implement social pre-
scribing activities.95 That is, states can require social prescribing–related
activities as part of broader care coordination and case management ac-
tivities. For example, some states require MCOs to screen all Medicaid
beneficiaries for social needs and/or to coordinate with community-based
organizations. Other states require that social determinants–related
activities be included in quality assessment and performance improve-
ment (QAPY) plans; others provide MCOs incentive payments or
bonuses for meeting social determinants–related target measures. The
MCOs can then pass on these incentives to their contracted health care
delivery systems (e.g., by adding annual social needs screenings as a de-
livery system quality measure).96,97

Cross-Country Comparison

Public funding mechanisms in both England and the United States
evolved to support social prescribing care models. Traditional health care
funding approaches were not designed to support these practices.12 In
the United States, the fee-for-service payment architecture does not of-
fer financial motivation for health care providers to address upstream
drivers of health. In England, GPs historically operated as small busi-
nesses receiving mostly capitated payments from the NHS. While GPs
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report spending a significant amount of time discussing nonmedical is-
sues, such as welfare benefits, with patients, they received limited ded-
icated resources to coordinate with nonmedical services.98

Over the past decade, both countries experimented with new finan-
cial models and policy initiatives that created flexibility for health care
providers to redesign care delivery (e.g., value-based payment models
in the United States and integrated care initiatives in England). But
it is unclear how much these approaches facilitated or will contribute
to a more widespread adoption of social prescribing. In England, about
one-third of NHS-mandated local STP plans from 2016 mentioned de-
veloping or strengthening social prescribing initiatives,45 although ex-
actly what this means in practice or how far these initiatives were imple-
mented is also not clear. In the United States, one study found that only
about a fifth of physicians’ practices participating in alternative payment
models (e.g., bundled payment models or Medicaid ACOs) screened for
five social needs recommended by the CMS through their Accountable
Health Communities model.71

More recently, governments in both countries implemented new
financing models that more explicitly fund social prescribing in-
terventions. Financial flexibility was combined with more targeted
funding and other nonfinancial supports (e.g., guidance on standard-
ized approaches, workforce development, implementation supports).99

England committed nationally to supporting link workers, as the work-
force needed to implement social prescribing, alongside other finan-
cial incentives for social prescribing activities. National policy also has
continued to encourage a broader collaboration of the NHS, local gov-
ernment, and wider community-based services. In the United States,
policies that provide additional support for social prescribing have
been more heterogeneous, differing across states. Examples are lump-
sum payments to pilot social prescribing, contractual requirements to
screen patients for social needs, and bonus payments for meeting social
prescribing–related quality measures.31

Little is currently known about the impact of these newer, more tar-
geted financing approaches, or the combination of increased funding
flexibility and more targeted approaches. The NHS’s explicit reimburse-
ment of link worker roles is likely to drive uptake of social prescribing
in England. Yet the additional NHS investment may not be sufficient to
cover other costs associated with social prescribing, including GPs’ over-
sight of link workers, technology infrastructure to facilitate referrals, and
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time and energy to design handoff processes between GPs and link work-
ers. It is also unclear whether the ratio of one funded link worker to every
30,000 to 50,000 patients will enable social prescribing initiatives to
reach sufficient numbers of patients to be meaningful at the population
level, or whether the investment in link workers could have delivered
greater benefits if instead it had been invested directly in community-
based supports. The approach also risks widening inequities, as there are
no mechanisms to ensure that additional staff are targeted at those areas
with the greatest needs.100

A rigorous evaluation will be critical to understanding the effective-
ness and any unintended consequences of each approach. The new Social
Prescribing Observatory, launched by the Royal College of General Prac-
titioners and the University of Oxford, may be a useful tool to support
such efforts. Using electronic health record data, it provides weekly up-
dates on the volume of social prescribing referrals. Between January and
September 2020, observatory researchers estimated that 250,000 social
prescribing referrals were recorded using the SNOMED codes specified
in the guidance to primary care networks.101 In the United States, a
broad array of federal and state-level financing approaches may inform
financing approaches that can support the national adoption of social
prescribing. An evaluation is thus needed to learn from the geographic
and payer-level heterogeneity in paymentmodels to inform national pol-
icy decisions.

Although evaluation efforts are continuing, comparing differences in
the structure and development of financing approaches between the two
countries can help find questions for policymakers in both contexts. For
example, American policymakers might consider lessons from the En-
glish investment in a workforce that provides navigation to social ser-
vices, including a mix of financial support and guidance for staff train-
ing and development.102,103 The United States has no national workforce
strategy for social prescribing activities; instead, staffing approaches vary
across settings. Models include adding social prescribing activities to
existing staffs’ responsibilities (e.g., asking doctors, nurses, and med-
ical assistants to screen patients for social needs), repurposing exist-
ing staff into new social prescribing roles (e.g., redeploying case man-
agers as community resource specialists), and, in some cases, creating
new roles (e.g., training student volunteers as resource navigators or re-
cruiting community health workers).20 The community health worker
model is the closest to the English link worker, with some US models
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demonstrating impressive clinical and cost effectiveness.104,105 As the
Biden administration considers deploying 150,000 community health
workers to underserved communities,106 policymakers and practition-
ers should consider combining the financial and nonfinancial supports
needed to ensure their successful implementation.

Likewise, English policymakers might learn from US efforts to tie
rigorous evaluation to the implementation of novel payment and de-
livery models for social prescribing. In the Accountable Health Com-
munities model, for instance, CMMI developed a standardized social
risk screening tool and a set of process and outcome evaluation met-
rics across sites. It also required sites in the Assistance track to random-
ize beneficiaries to control or intervention groups. This approach ide-
ally would enable CMMI to find out which components of the model
(including financial supports) influence outcomes (and for which pa-
tient populations) before the government commits to a national pay-
ment model to support this type of programming. English policymak-
ers should consider how social prescribing interventions could be more
systematically tested and evaluated before they are implemented more
widely in order to ensure that policy rhetoric regarding the benefits of so-
cial prescribing matches the reality for patients and to avoid unintended
consequences of interventions leading to more inequities.15 Evaluations
of England’s integrated care initiatives often center on learning from
broad national programs with vague goals rather than testing more nar-
rowly defined service innovations.67 Evaluations could also illuminate
where additional investment in addressing patients’ nonmedical needs
would deliver the greatest benefits.

Policymakers in both countries must consider more seriously the fi-
nancial supports needed for the nonmedical services to which patients
are referred under social prescribing schemes. Both countries’ financing
models predominantly focus on assessing patients’ social needs and/or
connecting them to relevant social services. But social services agencies
and CBOs, which often operate at a deficit, may lack the capacity to serve
newly referred patients—creating a “road to nowhere” for vulnerable
patients.12,43,107,108 In addition, the COVID-19 pandemic has strained
the financial support of already underfunded community assets.109-111

Increasing payments from government or health care organizations to
community-based services might improve the long-term effectiveness
and sustainability of social prescribing approaches. For example, with
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federal approval and clearly defined fee schedules, North Carolina’s
Medicaid program is testing directly paying for social services rather
than only referring patients to community resources.92 Current reforms
of the NHS in England are creating new regional partnerships between
the NHS, local government, and other community partners to plan and
coordinate local services,34 which may create opportunities to reallocate
resources to community-based services. But the challenges of doing this
should not be underestimated: NHS resources have often gravitated to-
ward acute hospital services, and new community-based partnerships
risk being dominated by powerful NHS providers.34,112

Ultimately, financing social prescribing interventions through the
health care sector alone will be insufficient to improve population
health.11 Even though social prescribing programs have already bene-
fited some individual patients, other investments at the state and coun-
try levels—such as increased spending on housing, income support, and
other social services—will be needed to influence the structural social
and economic conditions that shape health and health inequities. A
health care–centered financing approach risks medicalizing social prob-
lems and viewing systemic and institutional drivers of inequalities as
something that can be diagnosed and treated.89 In England, greater
health care funding for social prescribing may inadvertently result in
decommissioning similar schemes funded by local governments.89 In
the United States, CBOs are concerned that becoming dependent on
new income streams from health care organizations may result in unfa-
vorable contracts, loss of flexibility, and a commodification of work into
discrete, billable products.44 Proponents for social prescribing should
test multipronged financing approaches that couple health system funds
for individual-level social prescribing programs with other community-
level investments. They also must continue to advocate for increased
government spending on social services outside the health care sector.113

Evaluations of social prescribing programs should seek to understand
which health care investments can deliver the greatest impacts for pa-
tients and populations.

While our analysis focuses on comparing financing approaches for
individual-level social needs interventions in the United States and Eng-
land, future research may consider a cross-country comparison of pay-
ment approaches that facilitate or incentivize community-level efforts
to address upstream social determinants of health.
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Conclusions

In England and the United States, social prescribing has emerged as a
popular intervention to improve population health by linking patients
with services and supports to help address nonmedical needs. Policy-
makers in each country tested flexible funding models and, more re-
cently, targeted financial supports to influence uptake. Approaches vary
given the differences in health system and country contexts, and evalua-
tion is needed to assess the impacts of different funding models. In both
countries, greater investments in community-based organizations and
broader public services will likely be crucial to affect population health.
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