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This summary represents our headlines from October 2017 to September 2018. 

  

Summary 

1,922 
onward referrals to 

groups, services 
and activities 

 

17% 

complex 
cases 

28% 

people with 
additional 

support needs 

3 

average 
sessions per 

person 

1,825 

sessions 

549 

people 
supported 

516 
new 

referrals 

7.5 

average hours 
support given 
(not including 

travel) 

44% 

people aged 
over 65 

12 
weeks average 

case length 2,644 
volunteer 

hours given 
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The Community Navigation model 

1. The person is referred either by a primary care health professional (via SystmOne / EMIS) or via 

Adult Social Care. 

2. An initial telephone assessment takes place (for home visits) with triage as needed. 

3. A Community Navigator meets the person in a confidential space, either in the surgery, a 

community location or at home. A ‘guided conversation’ asks a range of questions designed to 

gain a clear overview of the person’s life and give them the opportunity to tell their story. This 

initial assessment takes around an hour. 

4. The Community Navigator offers a range of options that can meet the person’s needs, as 

identified by them. 

5. Onward referrals are facilitated by finding up-to-date, relevant information about services and 

making any arrangements as necessary, e.g. supporting people to make appointments or making 

appointments on their behalf, filling in forms, liaising with agency staff, planning journeys, 

accompanying them to try an activity, etc. 

6. Follow up after an agreed amount of time. In most cases, follow up sessions and other support is 

carried out by trained volunteer Community Navigators who are supported and supervised by 

Community Navigation Coordinators (staff). 

7. Occasional visits to services or groups when needed. 

8. The case is closed once the person tells us they have accessed the services and groups they need 

for ongoing support. 

9. A record of onward referrals and outcomes is sent to the referrer. 

 

Key benefits of Community Navigation: 

» Promotes appropriate use of health services 

» Prevents loneliness and isolation 

» Prevents decline of mental health conditions 

» Promotes and improves wellbeing 

» Provides access to the right services at the 

right time 

» Promotes resilience and independence  

“Before seeing the 

Navigator I felt 

really low. She 

helped me to 

focus outwards on 

what I can do 

rather than 

inwards on what I 

can’t do.” 
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Headlines 
 516 new referrals to Community Navigation 

 549 people supported by Community Navigation 0F

1 

 1,825 sessions 

 3 sessions per person on average 

 1,922 onward referrals to groups, activities and services 

 7.5 average hours of support time given (not including travel) 

 2,644 volunteer hours given by 10-15 volunteers  

 3 full time equivalent staff coordinators supported clients and volunteers 

 12 weeks average case length  

 44% of people referred to CN were aged over 65, 60% aged over 55 

 17% of cases were complex 1F

2 

 28% of people referred presented with at least one additional support need, e.g. mobility needs, 

learning disabilities. 

Achievements 
 89% of people said their first session with Community Navigation was helpful/very helpful 

 88% of people said that the Community Navigation service was useful/very useful to them 

 30% average increase in satisfaction with social contact 

 34% average increase in ability to access activities 

 54% average increase in access to information 

 41% average increase in ability to access services 

 20% average increase in ability to cope 

 20% average increase in wellbeing 

The Impetus Community Navigation (CN) service continues to grow in Brighton and Hove. 549 people 

were supported during this reporting period, a 12.5% increase on last year.   

The Impetus CN service is one of 23 UK schemes to secure funding from the Department of Health 

and Social Care via its Voluntary & Community Sector Wellbeing Fund (see National Context).  The 

service presented at the first National Social Prescribing Research Conference held in June 2018 at 

the University of Salford and ran workshop sessions on link worker development at the Kings Fund 

national social prescribing conference and the South East regional conference. 

  

                                                           
1 The number of people supported is higher than the number of referrals because some people who were 
referred before October 2017 continued to be supported in this reporting period – for example, people 
referred at the end of September 2017 may have been contacted in early October. 
2 A complex case lasts for more than six sessions and more than three months. 
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Comparison with previous year 

 
Oct 17 – Sep 18 
annual report 

(n) 

Ave. per 
month 

Apr–Sep 17 
interim 

evaluation 
annualised 
figure (n) 

Ave. per 
month 

% change 

People supported 549 46 4882F

3 41 +12.5% 

Sessions 1,825 152 1,2663F

4 105 +44% 

Onward referrals 1,922 160 1,530 127 +25.6% 

Complex cases2 91 8 102 8.5 -10.8% 

People with additional 
support needs 

147 12 84 7 +75% 

 

 

Where referrals came from 
The below table shows the sources from which we accept referrals and how many new referrals (of 

the total 516) came from each. The 13 ‘Unknown’ are from incomplete referral forms. 

Referrers to 
Community Navigation 

No. referrals made % of total referrals 

Doctor 413 80% 

Practice Nurse 26 5% 

Non-clinical staff 19 4% 

Impetus Service 19 4% 

Self-re-referral 17 3% 

Other clinical staff 7 1% 

Practice Manager 2 0% 

Unknown 13 3% 
 

 

 

 

                                                           
3 The number reported in the service update April-Sept 2017 was 568. This was the number of referrals, not 
people supported, which is corrected in this report.  
4 The number reported in the service update April-Sept 2017 was 1,896. This was the number of sessions 
people had since being referred, not the sessions within the date range, which is corrected in this report. 

The slight decrease in complex cases reflects service changes rather than indicating any reduction 

in need. During this period, there was an enhancement of phone support, where needed, as well 

as triage processes for people that did not meet social prescribing criteria. Onward referral 

support and case closure processes were also improved to ensure short-term intervention was 

maintained. After case closure, people are able to re-refer at a future date if required. 
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Key learning 
 Successfully establishing the core service across the city has provided a strong, robust base for 

scaling up with relatively minimal additional investment. 

 CN represents value for money by continuing to utilise volunteer support within its delivery 

model. We closely observed how much time staff (coordinators) give to volunteer recruitment, 

training and support, which totalled 27% of their working hours. We also calculated that 2,644 

volunteer hours were given. Removing volunteer time spent in training and meetings and staff 

time spent supporting volunteers gave 1,654 additional client support hours that would not have 

been possible without volunteers. This equates to 222 clients in 2017-18. 

 Our volunteers tell us that the CN service offers excellent training and support. Volunteers have 

gone on to paid roles within the health and social care sector, and service users have become CN 

volunteers, which further demonstrates the social value of volunteering. 

 CharityLog, the database we use, is a useful case management tool but is limited for reporting. 

E.g. it does not easily show the difference between referrals and numbers of people supported, 

hence the misreporting in our previous report (see footnotes 3 and 4). CharityLog requires 

extensive cleaning of data in order to report accurately, which increases data burden and 

presents challenges for robust reporting. 
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69%

15%

7%
5%

2% 1% 1%
Sessions

Telephone 69% (n=1264)

Home Visit 15% (n=275)

GP Surgery Appointment 7% (n=123)

Email 6% (n=101)

Outreach 2% (n=33)

Letter 1% (n=19)

Other 1% (n=10)

Support Given 

The above shows how many sessions for each type of contact; a ‘session’ is a contact where 

support was given. Face-to-face sessions are always offered when we start working with a person. 

Home visits are available for those who are unable to leave their home or whose surgery does not 

have a room available for a Navigator.  

Following the first face-to-face appointment for a guided conversation/assessment, follow up 

calls are made to check how things are going, so the majority of sessions happen over the phone. 

Emails and letters are sometimes the only way to reach people, so we send information and 

guidance that way if necessary. Outreach means a Community Navigator accompanied someone 

to a group, service or activity. 
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18%

10%

7%

7%

6%5%
5%

5%

4%

3%
3%

3%
2%

2%

2%
2%

17%

Categories of onward referrals

Social groups 18% (n=351)

Benefits and debt advice 10% (n=186)

Mental health services 7% (n=140)

Exercise, weight, healthy living 7% (n=130)

Older people's services 6% (n=118)

Befriending 5% (n=96)

Counselling 5% (n=92)

Carer responsibilities 5% (n=87)

Advocacy 4% (n=72)

Mobility 3% (n=59)

Adult learning 3% (n=54)

Housing 3% (n=53)

Care services 2% (n=39)

Employment 2% (n=39)

Volunteering 2% (n=37)

General information 2% (n=30)

Other 17% (n=329)

‘Other’ refers to unique services like the Expert Patients Programme, HealthLink, and the Library 

Home Delivery Service, as well as categories which each equal 1% or less (Social Services, 

Disability, Home food delivery, Arts, Cancer, Autism, LGBT services, Drug & alcohol recovery, Food 

bank, Social prescribing, Form filling, Learning disability, Outings). 

The table on the following page separately lists all of the categories recorded. 
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Categories of onward referrals comparison with previous year 

The table below compares categories of onward referral as this demonstrates changes in the types 

of groups and services that people need. 

 
Oct 17 – Sep 18 annual 

report (n) 

Apr–Sep 17 interim 
evaluation annualised 

figure (n) 
% change 

Social groups 351 240 +46% 

Benefits and debt advice 186 146 +27% 

Mental health services 140 100 +40% 

Exercise, weight, healthy living 130 104 +25% 

Older people’s services 118 100 +18% 

Befriending 96 112 -14% 

Counselling 92 72 +28% 

Carer responsibilities 87 60 +45% 

Advocacy 72 82 -12% 

Mobility 59 46 +28% 

Adult learning 54 66 -18% 

Housing 53 52 +1% 

Care services 39 14 +178% 

Employment 39 12 +225% 

Volunteering 37 32 +15% 

General information 30 18 +66% 

Social Services 28 14 +100% 

Disability 26 46 -43% 

Home food delivery 20 10 +100% 

Arts 15 12 +25% 

Cancer 12 8 +50% 

Autism 11 2 +450% 

LGBT services 10 6 +66% 

Drug & alcohol recovery 8 12 -33% 

Food bank 8 6 +33% 

Social prescribing 8 4 +100% 

Form filling 2 8 -75% 

Learning disability 2 0 n/a 

Outings 1 8 -87.5% 

Unique services 178 138 +29% 
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Female
64%

Male
34%

Unknown
2%

Gender identity

18-25
4%

26-35
9%

36-45
10%

46-55
14%

56-65
16%

66-75
14%

76-85
17%

86+
13%

Unknown
3%

Age range

57%

41% 40%

28%
25%

19% 18% 16% 15%
7%

2% 4%

Reasons people used the CN service

The People We Work With 

 ‘Unknown’ categories are from incomplete referral forms. 

This chart shows the needs of people referred. The total is more than 100% as most people have 

more than one identified need. 'Other' includes: Form Filling, Confidence, Home Care, Cancer, 

Employment, Volunteering, Adult Learning. 
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13%

4%

3% 3% 2%
1%

8%

Additional support needs

This chart shows how many people were referred to CN who had additional support needs.  

‘Other support needs’ include: Agoraphobia, Apraxia, Arthritis, Asperger’s, Autism, Back pains, 

COPD, Diabetes, Epilepsy, Fibromyalgia, Hard of hearing, High blood pressure, Housebound, 

Incontinence, Memory and confusion, Mild cognitive impairment, Overweight, Walking frame. 

28% (n=147) of people referred to CN had additional support needs. Averaged per month, this 

shows a 14% decrease since the Apr-Sep 2017 interim evaluation. The total in the chart is more 

than 28% as some people had multiple additional support needs. 
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To show progress, we use a bespoke distance travelled monitoring tool that asks six open questions. 

This allows us to provide person centred support by tailouring our recommendations to the person’s 

situation. It also enables the person to recognise and celebrate their achievements. 

The charts below show the questions asked, the percentage of people who scored 1-5 in their first 

session (“Start”) and the last session (“End”). These charts all show that people make significant 

progress after being supported by a Community Navigator. 

 

 

 

16%

33%

20%

12%
8%6%

12%

24%
21%

29%

1 2 3 4 5

How satisfied are you with how much you socialise with 
others?

Start End

45%

23%

13%
5% 4%

18% 21%
27%

13% 11%

1 2 3 4 5

What activities do you do or local facilities do you use 
regularly?

Start End

Evidence of Progress 

           Not at all              Somewhat          Very 

 

I don’t do activities        I do some activities      I do enough activities 

30% average increase in satisfaction with social contact 

34% average increase in ability to access activities 
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19%

33% 32%

11%

2%3%
7%

20%

45%

24%

1 2 3 4 5

How well informed are you about services and activities 
available to you? 

Start End

28% 26%

17%
13%

9%
5%

10%

22% 24%

36%

1 2 3 4 5

Do you get the support you need from more formal 
services?

Start End

          Not at all               Somewhat           Very 

          Not at all     Somewhat     Completely 

 

54% average increase in access to information 

41% average increase in ability to access services 
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7%

22%
28%

33%

8%
2%

8%

19%

45%

19%

1 2 3 4 5

(First session) What level of support do you feel you need 
to link you in to groups or services within the 

community?
(Last session) If the issue(s) came up again, would you be 

able to deal with it on your own or would you need 
support?

Start End

22%

29% 28%

15%

3%3%

18% 18%

31%

24%

1 2 3 4 5

How would you describe your wellbeing in relation to the 
issue(s)?

Start End

Someone else needs to do it all                 I’m not sure            I can do it myself 

I feel overwhelmed             I can cope some of the time           I feel optimistic 

20% average increase in ability to cope 

20% average increase in wellbeing 
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Derek was referred by his GP as he was experiencing a lot of stress. A cancer survivor, he is a carer 

for his partner and felt that he had little time or space for himself. 

Derek met the Community Navigator at his GP surgery and had three separate support sessions.  

During the sessions, they were able to discuss his life, his interests and what next steps he would 

take.  He was referred by the Navigator to Albion in the Community - Speak Up Against Cancer, The 

Bridge Community Education Centre, and local church volunteering activities. 

He is now engaged with community volunteering roles he enjoys. He goes to Speak Up Against Cancer 

monthly, travelling in the service minibus to local communities to build awareness and speak with 

people about cancer, encouraging them to be aware of symptoms and reduce their own risk of the 

disease. He also is involved as a ‘meet and greet’ volunteer at his local church. 

Derek reports increased confidence, an enhanced sense of wellbeing and decreased stress levels. 

Derek concludes: 

“If I had been given a number I guess I could maybe have done it myself, but it was really helpful to 

meet with the Community Navigator.  The first meeting was tough because I didn’t want to change 

at first but at the end of the session my attitude had changed and I was open to trying things out.” 

 

 

 

 

Derek’s Story 

“I’ve created a bit of space for myself – 

I feel more confident and less stressed.” 
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Denise felt she had lost her sense of usefulness due to her health problems.  She was recently retired 

and her children had left home. Her husband was still working so this added to a sense of isolation 

affecting her confidence and her sense of purpose in life. 

Denise met the Community Navigator face-to-face three times in her GP surgery over a three-month 

period. Together they discussed ideas and researched local support groups. She knew about Breathe 

Easy support group prior to meeting the Navigator but had not followed this up herself. The group 

links people living with a lung condition. With support, Denise felt confident to contact the group 

herself knowing that the Navigator was there to give her more support and to go with her to the first 

session if she felt she needed it.   

Three months after joining the group, Denise reported significant improvement in her wellbeing. A 

year later, she reports maintained levels of wellbeing, resilience and the ability to cope with 

challenges she previously felt she wouldn’t have dealt with. She continues to attend the Breathe Easy 

group regularly, and through her increased confidence has recently gained employment working 

from home. 

Denise concludes: 

“The Community Navigator helped me see things differently; reflecting on what I can do, rather than 

what I can’t. Knowing she was supporting me gave me confidence to take the next steps. 

“I would definitely recommend the service to others.  If the doctor had just given me a leaflet I would 

have looked at it and it would have gone in the recycling – seeing someone face to face makes all the 

difference.” 

  

Denise’s Story 

“I feel much stronger now and I’m 

really pleased with myself.” 
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Community Navigation or social prescribing (SP) continues to grow nationally and internationally, 

both in numbers of schemes and in awareness of its potential to help address the social determinants 

of ill health.   

2017-18 saw the first national funding through the Department of Health and Social Care’s Health 

and Wellbeing Fund.  23 schemes were successful and Brighton and Hove’s social prescribing service, 

Community Navigation, was one of these, securing three year funding for ‘Community Navigation 

Plus’, which has been mobilising since Autumn 2018.  See below for further information. 

The Secretary of State for Health and Social Care has stated that social prescribing forms a core part 

of his thinking around prevention and has pledged to support further expansion of SP.  The NHS long-

term plan as launched at the time of writing (Jan 2019) states:  

 

 The Prime Minister launched the Government’s loneliness strategy in October 2018.  This also has 

social prescribing at its heart with GPs referring to community services and groups central to the 

thinking about combating loneliness at a local level. 

Impact evidence has also developed in the last year, both in terms of impact on the person and the 

potential of social prescribing to effect cost savings in the health sector. National evidence was 

summarised in the Social Prescribing Network’s evidence review and brought together at the first SP 

research conference in June 2018.4F

5 

The London Mayor, Sadiq Khan, and his health advisor, Dr Tom Coffey, are consulting widely on the 

roll out of social prescribing across London, with its core aim for SP to be made available to every 

Londoner. 

  

                                                           
5 www.westminster.ac.uk/patient-outcomes-in-health-research-group/projects/social-prescribing-network 

National Context 

“Through social prescribing, the range of support available to people will widen, diversify and 

become accessible across the country. Link workers within primary care networks will work with 

people to develop tailored plans and connect them to local groups and support services. Over 1,000 

trained social prescribing link workers will be in place by the end of 2020/21 rising further by 

2023/24, with the aim that over 900,000 people are able to be referred to social prescribing 

schemes by then” 

http://www.westminster.ac.uk/patient-outcomes-in-health-research-group/projects/social-prescribing-network
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Community Navigation continues to see people experiencing difficult and complex lives; social 

isolation is a big problem in the city.  There is increasing job insecurity, growing financial hardship 

and housing issues.  Claimants are facing difficulties being accepted for, and receiving, benefits and 

there are many uncertainties and insecurities created by the economic outlook and political 

landscape. 

Many people are living with multiple long-term health conditions.  This can drastically affect their 

ability to lead connected and fulfilling lives without support to access the right services.  

Person-centred sessions with Community Navigators are uncovering more substantial underlying 

mental health issues than ever, including some people who are unable to engage with the CN service 

or with on-going community services.  

The lack of good and timely statutory mental health support in the city affects the CN service with 

significantly reduced onward support services available for this cohort.  At the time of writing, 

Brighton & Sussex University Hospitals NHS Trust was the lowest ranked CCG in the country for access 

to talking therapies within six weeks of referral.5F

6 

                                                           
6 www.bbc.co.uk/news/health-41483322 

Local Context  

http://www.bbc.co.uk/news/health-41483322
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The three-year grant from The Department of Health and Social Care mentioned previously has 

facilitated an expansion of the CN scheme to support more patients experiencing health inequalities 

in Brighton and Hove. 

The expanded service is called ‘Community Navigation Plus’ and empowers experienced CN 

Coordinators to work more intensively with the increasing number of existing complex cases being 

referred.6F

7 It also enables the service to take referrals from Adult Social Care and via library outreach 

in neighbourhoods. 

The new funding is also facilitating social prescribing work with specialist delivery partners. The work 

engages people from harder to reach communities who experience some of the worst predicted 

health outcomes, locally and nationally. The partners are all deploying dedicated Community 

Navigators who employ the core CN model and tools and a variety of engagement approaches, 

including assertive outreach, before linking people with appropriate support services: 

Transgender Community Navigation service (Trans Link) - working alongside our partner LGBT 

Switchboard who have employed a dedicated Trans Community Navigator. 

Community Navigation service for BME people with or without language needs alongside partners 

Trust for Developing Communities who employ a specialist BME Community Navigator and Sussex 

Interpreting Service who support BME people with language needs through their trained sessional 

workers.  

A Community Navigation service for Gypsies and Travellers with a specialist Community Navigator 

employed by our partner Friends, Families and Travellers (FFT) to work with this community. 

Mobilisation of the project is complete and all partners are delivering the service. Reporting and 

outcomes will be included in subsequent reports. 

  

                                                           
7 A complex case lasts for more than six sessions and more than three months. Complex cases by definition 
need more intensive support and time. 

Community Navigation Plus 
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During this period, the CN service was expanded and now covers all Brighton and Hove GP surgeries 

(except Brighton Homeless Healthcare, as they already provide specialist support and access to 

services).  

Community Navigation is flexible so that people can be seen in surgeries, at home and in community 

venues – wherever there is the best chance of engagement with the service for an individual.  

We continue to utilise our volunteer navigator model. There were between 10-15 volunteers during 

this period giving 2,644 hours of their time to Community Navigation.  

There were 3 full time equivalent staff supporting clients and volunteers during the reporting period. 

The service is broadening its access by piloting referrals from Adult Social Care (from December 2018) 

and collaborating with Brighton and Hove Libraries to expand the range of community delivery 

venues and carry out effective outreach. 

The Impetus CN service is one of 23 UK schemes to secure funding from the Department of Health 

and Social Care via its Voluntary & Community Sector Wellbeing Fund (see National Context).   

The service presented at the first National Social Prescribing Research Conference held in June 2018 

at the University of Salford and ran workshop sessions on link worker development at the Kings Fund 

national social prescribing conference and the South East regional conference in November 2018. 

As one of the most established of the 23 DHSC funded schemes, having developed a monitoring and 

evaluation framework over four years, we continue to inform the development of the national 

Common Measurement Framework for social prescribing. 

 

  

Citywide event 

The Community Navigation service is hosting a citywide event in March 2019 that will bring together 

clinicians and community practitioners to share knowledge and discuss the future of social 

prescribing, nationally and locally. The aim is to increase engagement between primary care and the 

voluntary and community sector and to promote awareness of social prescribing to improve the 

social determinants of ill health.  

 

Service Update 

Future Plans 
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Public Health evaluation  

Brighton and Hove City Council Public Health team recently carried out a ‘Rapid Evaluation of the 

Social Prescribing Service in Primary Care in Brighton and Hove’ which includes some helpful key 

recommendations on engagement between the CN service and Primary Care and on improving data 

collection and management systems.  

Monitoring and reporting 

The CN Team is currently in the process of investigating options for a more suitable data collection 

and reporting system going forward. The intention is to provide even more robust evidence as well 

as decrease data burden on the team by reducing the amount of staff and volunteer time spent 

inputting and retrieving client and service data.  

In addition, the CN team intends to continue monitoring and reporting on gaps in services and feeding 

this to commissioners to inform future planning. Evidence collected so far was shared with Brighton 

and Hove City Council to inform their recent report on Adults with Multiple Long Term Conditions in 

Brighton and Hove. 

Engaging with Primary Care 

The CN team has been attending cluster meetings and more recently is taking part in a pilot 

multidisciplinary team that aims to ensure patients receive the right care and support at the right 

time, including referring to Community Navigation where needed. As local GP clusters become 

Primary Care Networks (PCNs), the CN team aims to further develop these relationships to increase 

primary care engagement in social prescribing. 

We also have plans to develop our service model to reduce the amount of travel time staff and 

volunteers need to spend offering home visits by: increasing the number of surgeries that can 

accommodate a Navigator, and having each Coordinator focus on a specific geographic area. These 

developments will also align with the upcoming PCNs wherever possible. 

Brighton and Hove SP Providers network  

Funding for the Brighton and Hove SP Providers network, previously supported by Community Works, 

ends in March 2019. This is a useful group for providers to share good practice, identify gaps, avoid 

duplication and share knowledge of the broader national and regional context. Going forward, 

Brighton and Hove Impetus will take on the support of the local SP network and lead its development 

in partnership with members and stakeholders.
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Clair Rowe  
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Brighton & Hove Impetus  
1st Floor Intergen House  
65-67 Western Road  
Hove  
BN3 2JQ  
 
01273 229385  
clair.rowe@bh-impetus.org  
 
 
 
www.bh-impetus.org  
 

@BHImpetus 

 
Impetus is an award-winning Brighton charity helping people who feel lonely or socially isolated 

because of age, disability or poor mental or physical health. Our team of staff and volunteers help 

people make connections in their community to improve health and wellbeing. We offer a range of 

community support including befriending, advocacy and social prescribing. 

Contact 


