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Abstract 

The positive outcomes of engaging in the arts are increasingly reported in the research literature, supporting the use of the arts to enhance individual and community health and wellbeing. However, little attention is given to the less positive aspects of arts engagement. 
In some countries, healthcare practitioners and link workers can refer service-users experiencing mental health issues to social interventions such as Arts on Prescription (AoP) programmes. This critical review identifies problematic issues across such social prescriptions and AoP, including failures in arts and health projects, participants’ negative experiences, and an absence of ethical guidelines for arts and health practice. Furthermore, it is evident that there is a lack of awareness and knowledge within healthcare systems, leading to inappropriate referrals, failure to take account of individual preferences, and a lack of communication between the third sector and healthcare services. Significantly, it is also unclear who holds the health responsibility for AoP participants.
This article raises more questions than it answers, but for AoP to be effectively embedded in healthcare practice, the issues highlighted need to be addressed in order to safeguard participants and support the effective implementation of programmes more widely. 
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Critical perspectives on Arts on Prescription and referrals  

Introduction 

In the arts and health field, we have for the past two decades been busy gathering and presenting data supporting positive outcomes of arts participation for health and wellbeing (1). However, little attention has been given to the less encouraging aspects of the field, including failures in arts and health projects, the negative experiences of some participants, or difficulties embedding arts for health within healthcare systems (2). Since Arts on Prescription (AoP) programmes are increasingly recommended by research and policy (3,4,5,6,7), this review presents a much-needed critical perspective on the current evidence base and practice.
Our focus is on AoP, which falls under the umbrella of social prescribing (SP) (8,9,10). SP is a way for primary healthcare professionals, such as General Practitioners (GPs) and allied health professionals, to refer service-users to community-led activities (including gardening, cooking, walking, creative activity, or other groups), with the expectation that this will improve psychosocial wellbeing (8.9). AoP involves referral to a programme of arts activities, primarily offered to service-users experiencing stress, anxiety, mild to moderate depression and social isolation (3,6,10). AoP programmes can consist of participating in different arts activities (e.g., painting, sculpting, visiting museums) in small groups, facilitated by an artist or an arts educator. Sessions are typically held once or twice weekly and last for two-hours, while programmes vary in length, from six to twelve weeks (6,7,8,10). AoP differs from art therapy since art is not being used to facilitate psychotherapy or emotional expression. The focus is on process and play, rather than skill development, and the facilitator works to create a ‘safe space’ where this can occur (4,5).  There is wide diversity in the structure and delivery of AoP programmes, including different names and models of operation, referral processes, target populations and funding methods (7,8,10). 
While participation in art activities can promote mental health and wellbeing, alleviate symptoms of stress, anxiety, and depression, and improve outcomes for those diagnosed with serious mental health illness, when provided as a supplement to other interventions (1,3,6,7,8), we are also aware that arts participation can have little impact on wellbeing, or even negative outcomes (11,12,13,14,15,16). Further, while it has been argued that AoP, and social prescribing more widely, have the potential to alleviate pressures on the healthcare system (e.g., by reducing GP visits) (9) they have also created problems of a structural and ethical nature (2).We want to challenge the assumption that AoP is always without negative effect, in order to better recognise, acknowledge, and learn from practice and critical observations in the existing literature. In this article we will focus on what we understand as pertinent issues, drawing on research and on our own experiences as researchers in the arts and health field, considering both the structures through which service users are referred, and the roles of individual facilitators and organisations delivering arts programmes.

Literature review

We conducted a search of the literature using the terms ‘art on prescription’, ‘arts on prescription’, ‘art on referral’, ‘arts on referral’, ‘social prescribing’, ‘art and health’ in the research databases; Science Direct, Psych Info, Primo, Ebscohost, Web of Science, PubMed, Design and Applied Arts Index, and the Cochrane Library. We limited our search dates from 1994 (when the first art on prescription programme was delivered) to 2021 and included an internet search for grey literature. We reviewed papers and reports for limitations, weaknesses and critical commentary. Through notes, annotated bibliographies and discussions, this led to the identification of practical and structural challenges with the delivery of AoP as well as gaps in the existing evidence base. Through this process we identified specific topics and in this paper will explore: 1) structural problems with embedding AoP within health systems, including: referrer’s knowledge about AoP; health responsibility (how this is managed across the stages of the referral process and beyond); and how feedback is given to referrers; 2) Challenges and barriers for participants and artist facilitators, including: next-step opportunities for participants; group dynamics in AoP workshops; and training opportunities for artists facilitators. 

Referrer’s knowledge about AoP

[bookmark: _Hlk120348157][bookmark: _Hlk104974594]There is little published research specifically about healthcare practitioners’ knowledge and understanding of AoP (17,18) Yet, the research literature on SP is rapidly expanding and the issues experienced in SP are similar to AoP, as they both provide adjunct social activities for service-users, usually provided by third sector organisations, with the potential to remove pressure from statutory services. However, to be effective, referrals to different services and activities need to meet the needs of those referred. Variations in services can be problematic, with a lack of knowledge and understanding of a service leading to inappropriate referrals (19). It can be difficult for primary healthcare providers (such as GPs, Link Workers and others who play a ‘navigating role’ in social prescribing, connecting people with community activities) to be aware of services provided by the voluntary sector and to remain up to date with activities available in a particular area (2,19). Primary healthcare providers may refer service-users to AoP programmes because they want to offer them ‘something’ rather than nothing (17), but there is also the potential for GPs to ‘offload’ service-users who are seen to be difficult or who require more intensive support than AoP is designed to provide (18,20,21). Indeed, a study of SP link workers’ experiences reported concern about referrals of service-users with severe mental health problems, including psychosis and suicidal ideation (20), which link workers and community partners did not have sufficient training to work with confidently, and for whom aspects of the intervention (such as completing evaluation forms) led to distress, and to distress of other group members (e.g., concern over disclosure of suicidal thoughts). It is therefore important that referrers not only understand both benefits and potential harms of the activities offered but also their suitability for the person being referred (21).

Inappropriate referrals are not a benign issue, staff delivering the activities may lack capacity and the necessary expertise to support people with complex mental and physical health needs (21). In such situations, it is not just the staff and the service-users who may suffer, but the experience of the whole group may be compromised. This is not to say that programmes for such groups could not be devised, however, it becomes problematic if AoP programmes are used without sustainable plans for the service-users, including careful consideration of the appropriateness of programmes. This requires collaboration between those who make referrals and activity providers, which also raises the question about health responsibility. 

Who holds health responsibility? 

There are a variety of different stakeholders promoting and delivering AoP activities. Service-users can progress along a ‘referral pathway’, for example, from a GP to a link worker, to a community group led by an artist facilitator (8,9). If activities are delivered within a framework promoting mental health and wellbeing – or are offered as a prescription from a healthcare provider – then there is a health responsibility and duty of care to consider (22,23). This has been emphasised by cultural institutions delivering AoP activities who appreciated the presence of an AoP-coordinator to hold the health responsibility for the group so they could concentrate on facilitating arts activities (24). Yet, this is an area within arts and health practice that remains unclear (23). The commitment given by the referrer to work with a service-user varies across programmes, meaning that not all individuals referred are monitored by the primary care network across AoP programmes (19). This issue is especially pressing, since, while there is promising evidence of the positive value of arts engagement (3,4,5,6,7,8), there are also examples where participation has led to harm, such as re-living traumatic experiences (25), and the end of a programme can trigger feelings of loss and despair (14). 

In medical practice, an essential principle is to ´do no harm´ (23). This principle should likewise apply to arts for health activities, and stakeholders have a responsibility to ensure no harm for participants (23,23). This is not to say that arts participation should be without challenge; certain levels of stimulating and thought-provoking engagement are positive and acknowledged as reasons for why the arts can contribute to a healing process. However, it is crucial that someone holds the health responsibility for the referred individual, monitoring wellbeing during a programme.

Feedback on service-users/follow up

Lack of information about referral schemes, uncertainty about service-user’s eligibility for a programme or the nature of the activity, combined with a lack of feedback about the service-users’ progress, have been perceived to be major barriers for GPs to engage with an Exercise on Referral Scheme (26). Similarly, recent unpublished research by the authors found evidence that referring practitioners rarely received feedback on the people they had referred to AoP programmes. This was further identified as an issue for SP, with link workers not receiving feedback from organisations where they had referred people (27). It can be difficult for primary care practitioners to keep track of people referred to activities under the umbrella of SP because many of the activities are provided by the voluntary sector with no formal mechanisms in place for follow up and lack of infrastructure for tracking. Yet GPs have been reported to perceive regular feedback about how service-users were doing in a SP programme to be important (2) and wanted to see more evidence for the effectiveness of the specific SP programmes they referred service-users to.  

Next step opportunities 

In line with absence of follow-up by practitioners, we are also aware that often there are no next-step opportunities for participants (17,18) which can create fear and distress for the participants at the end of a programme (14). Lack of new pathways leaves some participants facing a void when activities come to an end and can create anxiety for participants who can no longer attend the group (4,14). Participants who have experienced mental health benefits and gained motivation are often left without prospects of next step opportunities and no real options for further progression (7). To retain the motivation and level of wellbeing associated with participation in AoP, being able to provide follow-up after the group sessions and transitions to other initiatives, is required (3). AoP can act as catalysts or as stepping stones for participants (5). However, to further self-development and provide progression pathways, necessitates a platform with continuous opportunities as well as an overarching coordinated plan, which demands collaboration between different health and social sector stakeholders (and the third sector). 
Group dynamics

Beyond considering the challenges related to structures and health responsibility it is necessary to also reflect on the nature of the AoP sessions themselves. Participants in AoP programmes consistently emphasise the importance of the ‘group’ for individual wellbeing, both in terms of the support found from peers and the care and understanding provided by the facilitator (4,5,14,28). This occurs through the creation of a ‘safe space’ by the facilitator, where play and exploration are enabled and stigma and judgement withheld (4,5). One potential mechanism by which AoP improves wellbeing, in this space, is through social bonding, where people make meaningful, supportive connections with each other, as part of a ‘social cure approach’ (14,30).
Given the importance of social bonding, inadequate attention has been given to the converse: what happens when social bonding does not occur; or when the group space is not perceived as safe? (30,31). In a systematic review of participatory arts for wellbeing it was found that some participants experienced not being part of the group, and stigmas of exclusion were consequently reinforced, increasing feelings of isolation and negatively impacting self-worth (14). Wellbeing interventions that seek to develop social bonding should be aware of the ’dark side’ of social capital, seeking to reduce the risk of adverse outcomes (31). For example, being aware that some individuals may find engaging in shared practices difficult (e.g., experiencing distress or embarrassment), pressure to complete tasks stressful or the emotional labour of supporting others burdensome (14,30,31). Some communities may need longer to build trust, some practices might reinforce social divisions (based on class, ethnicity of gender), and some group norms may be ‘unhealthy’ (e.g., identifying as depressed) (1,14, 30,31).
Research in this area is limited since the voices of those who have not formed social relationships with the group may not be captured in research, due to selection biases with data collection and attrition rates, where these individuals may be less likely to reach the end of a programme, when such data is typically collected. For example, Crone et al (32) noted that about one third of participants drop out of AoP programmes (and these were most likely to be referrals with the lowest wellbeing scores, who may need additional support to engage with programmes).

Inconsistent practice
The work of facilitators and the safe space that they help to create in art sessions has been described as critical to the success of AoP groups (33). However, there is little research as to how artist facilitators create this safe space, and little training for practitioners, new and experienced, to help learn and develop these skills (18,34). There is a long-standing yet growing awareness of the need for more support and training for AoP artists and generally for arts practitioners working in health (33). Furthermore, there is an identified need for staff at cultural institutions to be equipped with skills to support inclusive ways for working with vulnerable people (18). As AoP expands, it is imperative that artists (and cultural staff) are adequately prepared to work with vulnerable people in different settings. Currently, there is no consistent training for practitioners in essential areas such as safeguarding, ethics, evaluation, equal opportunities, data protection, health and safety, confidentiality policy, communication in healthcare settings, or the health needs of specific groups (34). 

Future directions 

Based on the issues identified above there are numerous implications for policy makers, service providers, and practitioners to consider when including AoP and other similar social initiatives in care pathways. This is especially pertinent since there is no statutory regulation of AoP services. These include the provision of training for referring practitioners, clarification of where health responsibilities are placed once service-users are referred to an intervention or activity outside of the statutory services, the establishment of networks of communication and feedback between stakeholders, and training and guidelines for those who facilitate the activities. 
Implications for Primary Care

Those working in healthcare require training in how to engage community groups to support SP and obtain knowledge of the evidence for such activities (2). However, achieving this may be difficult, particularly considering findings that, although GPs admitted to a lack of awareness of non-medical sources of support, they did not see it as their responsibility to identify such sources of support for their service-users (35). There are different requirements of professionals who are involved in SP and AoP models, for example, link workers who need awareness and sensitivity to the specific context, communities, and characteristics of participants (36). Researchers have recommended that GP practices provide information and training for all employees about the remit and role of SP processes (22). This is particularly relevant in the UK as increasing numbers of GP practices are employing link workers whose effectiveness could be limited by a lack of training and knowledge of local social activity opportunities for service users (2,8). 
One way to provide continuity and transparency for healthcare providers and the individual service user would be by establishing  networks between partners in the delivery of AoP (to include health, social care, and third sector organisations such as community arts) that could share information and coordinate good practice (37). Such networks could co-produce and design services to meet local need, (e.g., groups for specific health needs or demographics), streamline evaluation, adapt delivery design, as well as provide feedback to health practitioners, about the success (or otherwise) of AoP programmes for individual service-users. Collaborations and feedback between health and community-based art organisations that provide activities for health and wellbeing have the potential to decrease cross-cultural differences, for example, in language use and values, and increase effective engagement across different sectors, such as involvement in commissioning negotiations (38).

Responding to the Duty of Care

The question of health responsibility raises many more questions, including that of service-user individual responsibility and the wider aspect of society’s obligation for health of its citizens. Assuming that society is partly responsible for the health of its members does not answer the question as to how this responsibility can be met. 
Duty of care includes acknowledging and safeguarding against potential risks of AoP participation (23,31). For example, referrers’ sensitivity to the specific context, communities, and characteristics of participants, considering individual identities and vulnerabilities is essential for appropriate referrals (19,30). Facilitators could be supported to develop group identification, considering optimal group sizes, whether to embed socialising opportunities into the programme, working out how to best identify those who appear to feel excluded and how to manage this and extend in-group support to all members (e.g., by reinforcing inter‐group commonalities, such as a shared identity of artist) (14,30). Providing resources to train staff and enable the monitoring of service-users across programmes is essential to maintain the duty of care.

Ethics and guidelines for artists and practitioners   

While individual styles are a necessary part of complex interventions, and artistic freedom an important aspect of participatory arts activities, there is nevertheless a problematic lack of consistency with approaches across different AoP programmes, in part brought about by a lack of training and sharing of good practice, but also because evaluation and research is primarily focused on participants rather than facilitators and delivery (18,39). There is a lack of transparency and documentation regarding the role of art facilitators in AoP practice and an absence of both good practice guidelines and an ethical code of practice, which go hand-in-hand and are essential for professional practice (24,39). Over the years, there have been several attempts in the English-speaking countries to develop guidelines for arts and health (39) and most recently by the National Organization for the Arts in Health in the USA (NOAH) (40). Codes of practice for artists and facilitators could include guidance on the maintenance of personal boundaries, personal disclosures, management of interpersonal issues in the groups, and sensitivity and responsivity to individual needs, as well as embedding peer supervision that sustains practitioner wellbeing and professional practice. Such guidelines would contribute to improving standards, critical thinking and strategic planning, not only for AoP programmes but also in the wider arts and health field. 
Conclusion

[bookmark: _Hlk100682887]This article has perhaps raised more questions than it has answered. As practitioners and researchers, we encounter a variety of different ethical dilemmas. For example: when to intervene if we do not know the group of participants well? When should healthcare professionals be included as a function of support? How can conflicts that may arise in a group dynamic be managed? Is it acceptable not to have any 'next step' options to offer participants? These are some of the questions that we can regularly ask ourselves, and the answers may be ambiguous. However, training and ethics and good practice guidelines would be able to assist in difficult situations. The larger question of who holds the health responsibility in a healthcare system, with different (and new) stakeholders delivering arts for health initiatives and interventions, remains unanswered.
However, consideration of implications for AoP as a healthcare practice is required at different stages of the AoP-model: primary healthcare practitioners have essential functions in identifying the need for referral, the link worker/coordinator in identifying the appropriate group and preferences of the individual, the artist facilitator/coordinator in managing the AoP group, and the link worker/healthcare practitioner  in supporting transitions when groups are coming to an end, through re-referrals, referral to move-on groups, or peer-led groups. It is necessary to better understand the structures and the gaps in connecting all stakeholders. Therefore, to provide a solid foundation for policy it is necessary to encourage more extensive research so policymakers can reach relevant decisions.  Furthermore, it is appropriate to develop guidelines and codes of conduct to support and professionalize art and health practices. Whilst it is over a decade since White (39 ) first introduced the concept of ethical and practice guidelines, we highlight the continued need for such guidelines to protect both participants, practitioners, and researchers, and we suggest that the task of developing these is done in consultation with all stakeholders. If AoP and other art and health practice are to become an integral part of health promotion, treatment, and rehabilitation, some level of formalization of the field of practice is undoubtedly necessary. Therefore, we conclude that the development of guidelines should be considered a priority. 
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