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Leila Heela is a Consultant Physiotherapist in the Optimise Pain Rehabilitation Unit in Oxford and also contributes to the Physiotherapy Research Unit at the Nuffield Orthopaedic Centre.  The Optimise service offers a number of group programmes including, a pain management programme and a Compassion-Focused group for persistent pain.  Psychologically-informed physiotherapy is used across the service.
    She holds an MSc in Pain Management; post graduate qualifications in management and professional practice She is interested in how to promote the benefits of pain management as a specialism and as such is the Research Officer of the Physiotherapy Pain Association. Leila is a part-time MPhil / PhD researcher with the UCL Social Biobehavioural group.  

The first part of my PhD is a realist review and I am going to explain the methodology and a little about the results so far. Then I would love some feedback from you all.
   I shall be looking at social prescribing and participating in community assets for people living with chronic pain

[bookmark: _Hlk161060043][bookmark: _Hlk161060167]Realist social science is situated between empiricist and constructivist perspectives of science. Empiricism is defined as ‘A conclusion or piece of evidence derived from observation, investigation, or experiment; an empirical result or generalisation and experience of the world through our senses.  The realist worldview is based on the premise that the physical world exists beyond human’s awareness of it, processes are consistent and stable and thus, prediction based on this knowledge is possible. Positivist (empirical) sciences such as physicals and chemistry are considered as objective and to transcend opinion and bias.4A positivist world view is that there is an existence of a ‘real’ reality. Scientific knowledge of this reality is gained by undertaking rational testing, whilst minimising bias, through empirical observation or experience of the world via the senses. Constructivists do not accept that there are universal truths are known, knowledge takes shape through the relationship of stakeholders, where there may be negotiations about what is regarded as truth. Realism is situated somewhere in the middle  as a post-positivist perspective. Post-positivism can be interpreted as a critical realist perspective, whereby there is a single reality, but it   cannot be fully understood due to hidden variables,  and   even within the laws of physics and nature, there is a lack of absolutes.  Realism can be seen as either scientific realism which provides knowledge about aspects of the world including those which we cannot observe with our senses  For example we may not see gases but we can see them igniting. There is no one definition of realism. The sort we are talking about is not critical realism even though it is a postpositive paradigm. The other  part of realist philosophy is in the context of empiricism and might be expressed as a formula and a mind-independent reality. Another aspect is called generative causation which is about trying to understand mechanisms that link  cause and effect.  A lot of the research is concerned with investigating why outposts occur, to create a better understanding of social phenomena which can be used to form policy about  health,  education etc  Realist reviews are within a realist paradigm of social sciences which has been developed as an empirical method. Its basis is within evaluative methodology in social policy. 
   Mechanisms in social sciences are similar to those in natural sciences; however in social sciences mechanism may relate to social norms, sequences of events across time – often historic events my shape as  may social structures such as class and culture. Within realist evaluations the mechanism of change is not the intervention or programme itself but the response it generates within participants. So mechanisms which  attempt to explain why an intervention has an impact. There is a nice paper which expands on this: it says that mechanisms that underly structures or processes generate outcomes of interest link. And this is the methodology I shall be using. 

Mechanisms  are usually hidden but interpreted from objective data, are context sensitive and result in outcomes. So intervention delivered in one part of the country might have a different outcome if delivered elsewhere, or in a different political or economic  context . Part of my  purpose is to see what does context do to trigger the outcome. The realists would criticise this as ‘black box thinking’  and putting an intervention x in place will always lead to outcome y.  Realism attempts to do a ‘white box’  evaluation where the inner components are inspected and this should be the theory behind developments of programmes. The purpose of this is to target interventions towards certain interventions. 

 
 Mechanisms are descriptions of causal relationships, patterns of behaviour can be understood as being within a system, the mechanism explains the uniformity of the system and explores how a programme (intervention) works. The evidence synthesis is designed to build explanation. A programme theory is devised and primary research is analysed for its contribution to the developing or emerging theory. This forms a basis of how and why interventions work, this understanding can be used to inform intervention design and targeting of any modified interventions. There will of course be variations but it may tailor a guide.  
[bookmark: _Hlk163469802]   These mechanisms are context sensitive, so may not bring about the desired outcome if the context is wrong. For example the Return to Work programme: men were taking this up nut not women because they had already found ways of earning additional income.    In another context, if people were marginalised and they found the Return to Work programme didn’t speak to them  or their experiences, or if people with back pain couldn’t find a job tailored to their needs, there night not be the expected outcome

Middle range theory

Another part of realist methodology is the concept of middle range theory, which comes from sociologist   Robert Merton and which suggests that an empirical phenomenon can be verified. Part of the concept of realism, in the way that I am looking at it,  is that although we may be looking at context sensitive mechanisms we must also be able to test them empirically. An example of this might be that gunpowder which has an explosive ability but needs the right conditions. This is where post-positivism comes in; that even things we understand as laws sometimes contain irregularities. Programmes will only work  if you choose to make them under the right conditions. For example with community activity and exercise programmes; people may have constraints about their choices like not having money for transport or child care problems 

Before you start a realist evaluation or review you develop  a ?prism? theory. This is a model of how an intervention is expected to work. which is usually represented as a diagram so that stakeholders can see it and have an understanding of what is expected. Then they can give feedback and might help to modify the intervention. Stakeholders could be people with lived experience or clinicians; one of the aims is to view the matter from as many perspectives as you can. There are two elements in the programme theory, one the theory of change and the other the theory of action. If you look at the logic. Often the theory of change is  a linear process: this is the short term, this the medium and this the long-term outcome.   The theory of change is how one part of the pathway leads into the next. If we are thinking about quantitative research we might think  about mediators and moderators but even those can be quite fixed and defined but if you are doing a realist evaluation you might not know what leads to these changes, and often it is a circuitous route to get to the outcome. 
  . As we know, things don’t always go in a nice logical flow as we might want.

Complexity

Complex interventions are designed to address challenges such as lifestyle changes and multimorbidity. With long-term pain we know that things like loss of physical activity may lead to increased morbidity (and even life expectancy) and consequent ability to participate in work and things that you enjoy. Public health interventions are complex when there is flexibility in the way they are delivered or a range of behaviours are targeted. To take the example of rehabilitation research most of that is about complex intervention; but even if we have a manual - which often there isn’t  -  it’s not well defined, and even if we did have one there are still likely to be variations in the way it is delivered. Or there may be differences in compliance and differences in the character of the facilitator – all sorts of things that may impact. So realist syntheses are useful for analysis of research literature and providing explanations to account for complexity. They can provide explanations for generative causation as to how and why outcomes occur or not. The questions often relate to  why, when and how,  which may help with targeting them.

[image: ]
   
In the NHS  at the moment talking about fostering personalised care for all. This slide    shows how this might change according to complexity. So that at a universal level they are suggesting that everybody should be entitled to shared decision making in personalised care (and the training of clinicians on that)  to enable people to have greater choice and power over their healthcare. Social prescribing is a key part of personalised care. In this model  it should be available to the whole population but it is really designed to look at social factors that might be impacting on health. 

Targeted care  

 Next up the line is targeted care for  people with long-term mental and physical health conditions. Interestingly, NHS frameworks are suggesting that people with chronic pain should have access to social prescribing, but  its definition  implies that it is for  people who don’t have complex needs or complex mental health backgrounds and  it’s for people that maybe don’t have a lot of other complexities to their healthcare. Most people with chronic pain  who are highly complex are treated in multidisciplinary teams within secondary or tertiary care pain clinics. However if the NHS is suggesting that social prescribing should be for  people with chronic pain there is bound to be a level of complexity in there and where targeting might be helpful.


Social prescribing

[image: ]

It is operated by  a person who is usually called a link worker, a social prescriber  or a community connector – there are a lot of different terms – who are usually situated within GP practices but could be within charitable or voluntary organisations or social services. The NHS us trying to get 900,000 people to have access to it in 2024 – in theory there should be more -within GP practices.  A person will be referred from a healthcare professional  to the social prescriber. It is for people who may present in primary care with needs that are considered non-medical: for example loneliness or related to housing or employment or training or a whole number of things. They will have a detailed discussion with the person looking at their needs, preferences and values and make tailored recommendations with this person and often refer them on to a community asset., which are often run by voluntary organisations,   such as green gyms [outdoor exercise], community gardening teams. The five pillars of social prescribing are :the natural environment, providing information, creative activities, physical activities and culture and heritage. 
   For example  Oxford   University has a department which looks at libraries, museums and gardens and run events that social prescribers can refer  into , for instance Men's Sheds* for men with behavioural problems due to unhealthy lifestyles associated  with loneliness. Again in Oxford there is something called Move Together where trained activity co-ordinators work with people either in their own homes  or with others, and things like health works. Some of these cost money and some are free. 


*Men's Sheds are places where men can make, repair and repurpose, and connect with others
https://menssheds.org.uk/ 



My research project

I am doing this research with  the UCL Social Biobehavioural group, and they do a lot of work on social prescribing. One project is looking at children and young people on  waiting lists for child and adolescent mental health services to see if social prescribing can help their mental wellbeing. Another one is singing for people with cancer and they have found that there has been alteration in the balance of pro- and anti- inflammatory cytokines. They have also looked at community activities in older people and find that people who engage with these have better mental and physical health, fewer hospital admissions and lower blood pressure, after controlling for socioeconomic factors. 

A realist review 

A realist review is a bit like a systematic review but with these particular aims in mind. The difference was  that at the beginning we set up a steering group and a stakeholder group to gain some feedback . I talked about middle range theory and some of this will be from our own experience of what we do in practice and that can inform the theory as well as research evidence. From this we can make an initial programme theory to search for evidence and I have already done that part. Then we can start to extract the data and start to develop what is called complex mechanism and outcome configuration. You then synthetise all this data and start to build and modify your programme theory. You may have to go back to the literature and look for more evidence if you find that you have an imbalance of stakeholder views. You can look at charitable documents and policy documents  as well as research data. You may get much more from policy makers that from people with lived experience. You may have to go back and extrapolate from  related research
 In reality initial programme theory may be messy and non-linear. But to make it a bit easier I am doing it as a more linear pathway. You don’t publish your initial  programme theory you just use it to help researchers to  guide you.  

 My  grand plan is to overcome the social determinants of health. 2924 

What knowledge, skills and training regarding chronic pain do social prescribers and the providers of community efforts have? If there are lifestyle changes how does participation lead to them? do people adhere to them?  Are there characteristics associated with  adherence? 
  We know that  at the moment there isn’t much follow-up and this  has been very under- researched. 
   Do interventions evolve and change following interactions with stakeholders? There might be threats to this such as economic factors and costs; unequal engagement – there might be a social gradient within a group -  there might be participation without goals; participants might not be aware of why they are doing it or that it is unsuited to their needs




Substantive theories

The other part of programme theory within realism is that you look at substantive theories that are already in place 


[image: ]
 
These are some of the theories that might be relevant.  For example Prof Michie, the  head of the department where  I am doing my PhD has developed one called Theoretical  Domaines Framework which can be used to identify cognitive, social, environmental and other influences on professional and health behaviours and barriers to behavioural change. It is suggested that there may be more than one mechanism and it is going to be complicated 


So, over to you.
Are there any other sociological theories that I should consider.?
Back in the 1990’s and early 2000’s there was a model being used called IAG (Information Advice and Guidance) which was very  similar to  social prescribing. And in Somerset  we had Men’s Sheds.  So what I am interested in is what you think Social Prescribers add to that model?

Social Prescribers is not one thing. But one possibility is that more people will have access engaging with these community assets via a social prescriber whereas before people would have had to do it on their own. And part of what we often see in our practice is that we often refer people to community assts where people are not confident enough to do it themselves. So after having had more time and perhaps some psychological   treatment people do feel more confident, and part of the Social Prescriber’s role is to encourage that kind of capability. Another role of Social Prescribers is to actually visit these community asset  themselves which might be in consultation with a voluntary organisation which may create greater opportunity. The other thing is that people may have learned to mistrust medical professionals can be helped  to access better health care as well as  to community organisations. 

[bookmark: _Hlk165924672]As the only sociologist here I thought you did the middle range theory very well. I have published a paper https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8961709/pdf/yjbm_95_1_153.pdf


Betsan – you have published the outcome measures for your knitting groups?

What you said about preparing people for social prescribing is very important for people who have been in chronic pain for 20 years I don’t know if you have come across John ?’s    book on loneliness? He says that loneliness drives people into survival mode and we start to behave differently towards other people and our body language changes; we may start to be more aggressive without meaning to and put people off visiting and become even more isolated. He found he had to train people to become more social again.  I found that with the knitting groups and the first stages they  needed to be in that hospitable environment or to be with someone  to learn to feel safe and comfortable in the presence of others and to talk to other people and how to come up with subjects other than pain or medication. The hospital ran a social group for patients run by patients which I once attended and they only talked about how much pain they were in or how much medication they were in. In the end they had to wind it up because  they hadn’t a leader who would lead the group under the radar: part of the group  but not taking over and making sure that everybody could join in. It would be interesting to learn how many  people actually go to the groups they have been prescribed. It’s difficult enough for anybody to join a new group but if you have been socially isolated by pain  it’s even more so.

In response to what you said about hearing -there are some ideas which may not be sociological but they have been used in the social sciences. The first is Epistemic injustice as proposed by Miranda Fricker in  which knowledges and practices are considered within the social prescribing window;  Enactivism*  – one of the 4 E’s   -  which  also feels relevant as it pertains to environments and is gaining traction, and in the same field,  Assemblage Theory from philosophy or Actor Network Theory from law
  There are some great theories proposed in this realist review of social prescribing in primary care in the British Journal of General Practice:   https://bjgpopen.org/content/5/3/BJGPO.2021.0017

*Enactivism is a position in cognitive science that argues that cognition arises through a dynamic interaction between an acting organism and its environment.[1] It claims that the environment of an organism is brought about, or enacted, by the active exercise of that organism's sensorimotor processes . Wikipedea 

It seems to me that a lot will depend on the personality of the prescriber [?provider] People will want to please the prescriber and make it successful because they feel they owe them something. When I was a GP we had a gym that we could prescribe for anyone – type 2 diabetes, bad back, depression or whatever. There was an inspirational gym guy that everybody loved and if he hadn’t been that kind of character the gym wouldn’t have worked. So I think these things will only work if you have the right personalities.

Yes – there is certainly something about the character of the prescriber and the facilitator of the community groups but there may be certain things that come out; for example how to be inclusive, how to reach out to people , how to greet people so that this can become shared knowledge and more universal.

This is something  I am working with the social prescribers with at the moment. One of the interesting things is that in supporting people with chronic pain through a pain café or a pain social group. One of the things that we have come across is that they might have all of the  the knowledge from having done a course like the Ten Footsteps or the Pain Toolkit, the skills they need: the people skills, the soft skills, in order to help people engage with them. We have found that a lot of them are lacking the interpersonal skills… They may be OK on a one-to-one but if they are talking to more than one person they are really struggling. But I think you are saying that it needs to be recognised that it’s more than  having all of the information so they can signpost and encourage people and even run their own groups; social prescribers  need a bit more training -  like training the trainers.

I was thinking along the lines of what you were saying,  about Bandura’s  social learning theory: he talks about the qualities of role models – who makes an effective role model and who doesn’t; who engages or inspires people – people like us who are just a bit further up the hierarchy. I used to teach about his back in Princess Diana’s days: people loved the Queen, they thought she was wonderful,  but not many related to her as a role model, because she was too rich, too old and remote. And then Princess Diana comes along and she drives a mini metro and goes to the gym like me and though she was probably equally remote she appeared to be a more effective role model and people were cutting their hair like her – as nobody copied the Queen – so Bandura’s  social learning theory might be useful when you are thinking about inspiring people to join into these things.

Thank you – that fits with a lot of the feedback I am getting from stakeholders.

Thank you Leila – as a semi-trained sociologist that brings back some pleasant memories and some not so pleasant. I wanted to ask you about the whole concept of prescribing. My perspective as a pain patient is that whenever anyone else tells us that something is going to be good for us we lose a vital element of agency in the process and we become passive recipients of somebody else’s expert advice just as we have been passive recipients of the doctor’s advice for so long. I am involved in several practical projects myself and as soon as it becomes something formalized and institutionalised my personal hackles rise and from what I know of the psychology of pain self - management , I wonder if there is an aspect of it that could be almost counterproductive.
 
Firstly – I’m not invested in saying it’s the right thing to do -  I’m just exploring it. Theoretically the consultation is about shared process. The idea of personalised healthcare is that there will be shared decision and the person going to the consolation will be in a level playing field in terms of power. It won’t be the expert telling you what to do; it will be a discussion about the best way of meeting your needs.  That sort of addresses your problem but you are still being referred within the healthcare system and some people have said ‘you could just find that out for yourself and that is a more motivating way to do it. I’m sure that it would work for some people but what we  are getting at here is to see how it could be targeted to certain individuals; not  necessarily the whole population, but it might be a way of helping these individuals in these situations to get more socially connected which we know improves health.

Absolutely  – it’s that shared process that’s vital. But we patients know that that is the language that’s spoken in the very unequal and unshared consultation in a traditional medical setting. Although the language of healthcare is very much ‘patients as partners’          etc the reality is still that somebody else assumes they know best; they will ask for your consent and even on your views on alternative healthcare pathways but you are still in a position where you have to accept expert advice. That’s my only reservation but on that can be utterly overcome with the right approach and sympathetic understanding.

 I absolutely hear what you are saying and that is where the hidden mechanisms come in. It’s making these explicit and saying ‘these are important’ because they can have a radical effect on outcome. They are being increasingly discussed.

I want to echo Tim’s concern with three others: one is that social prescribing is  often used as a deflection from  ‘ we can’t do much on the biomedical model’  - not what patients are there for. Secondly it can be a kind of way of  trivialising  the social and not really asking what is happening to people and not asking if they are coming to the GP for something different. It’s not a level playing field. Thirdly, I dislike the notion that it is ‘prescribing’ because that is medicalising the intervention. You could say ‘social engineering’ but you still have to be mindful of what it rests on; such as a few  active, outgoing, eccentric, charismatic individuals, and that can be amazing, but how long can it last? – what happens if this person is no longer funded or falls ill?   As a clinician I love the idea but it is again biopsychosocial – first psycho and then social – and as much as I like it is overinflated.

This has come up in some of the research

 People have raised some of these concerns and realist research has found that there are champions within social prescribing  who have inside knowledge and when they go it flat so things that are going really well because the knowledge is missing and it no longer works so well. 
   I think the term prescribing is interesting and part of the NHS model is that social prescribing  can be used for tapering off addictive medication. It can be quite a challenging concept on multiple levels and that requires some skill on the part of the person who is referring into a link. They may not be called a social prescriber; there are other names like link workers or community connecters. It does require skill; it’s like we as physio’s have patients tell us ‘We have tried physio and I still have pain – how is physio going to help?’ And part of that skill in the consultation is developing rapport, listening to their needs, addressing their concerns, and trying to indicate how it might be helpful; and then you are likely to get buy-in. So it does require skill if it is not to provoke resentment. I think that you are saying that the bio things might get missed if you get too quickly sidelined. A lot of the research about social prescribing is about unintended consequences: in the consultation people talk about their medical problems and end up being referred back to the GP. That could be a good thing, for instance in an area where there is a large incidence of diabetes and people don’t trust clinicians this may have a beneficial outcome in  terms of  better access to medical care if it develops better rapport and trust in in the GP practice. I don’t know – these are just ideas but it is very helpful to have your input

Has anybody been to Disneyland? The people they hire to dress up as characters like Mickey Mouse  and serve the coffee are very carefully selected. I don’t know what their system is but they are all easy-going extroverts, laid back and patient. Those are the people you need to do this kind of making suggestions as to what might help; you don’t want people who are going to say you’ve got to do this or that from on high.  You need a fun person who will say what do you think of this?...kind of thing  in a light way. I don’t know how you define that? You can  fluff it around instead of being too dictatorial.

An invitation is always nicer

Then they want to please you so they go to it.

Who oversees wellbeing? It’s important that after they have been  referred someone still needs to keep in contact with these  people,  and I have seen the darker side of that when the knitting group that I had been running for 15 years was suddenly transferred to the new management group  at the hospital so I was left with about 40 people with complex health and mental health issues who were distraught because their weekly lifeline had been  suddenly cut. I was told it was not my responsibility. I had to personally support them until I found a charity in the city.  But there was nobody overseeing … they didn’t seem to care about these people who didn’t fit into an acute hospital  any more. There was one lady who didn’t get out of bed for three weeks…. 

…Who made that decision? …

….A new manager in the pain clinic. So that kind of thing can happen. If I hadn’t kept in touch with those people and supported them on a voluntary basis there may have been more than one catastrophic outcome. 

 There are questions on chat about whether I should focus on  certain elements . I can’t include  them all but would welcome advice about which are the most important ones

In terms of interpersonal skills especially between prescribers and patients is recognition  of distress; how distress is communicated varies enormously, especially across the social  strata. Many people will hide pain because to admit  to it shows weakness. My father- in-law would never even tell his wife what the doctor had said to him as he wasn’t going to be weak in front of his wife. People who say they are in pain but don’t look like it is a major problem. 

Shame is a great thing. Patients of mine who went to the gym included  one very posh gentleman whose wife,  a clergyman, was referred to the gym. She was very depressed. She found herself on an exercise bike next to a bloke from the council estate -  with gold chains and a string vest  and they go on like a house on fire. So there was this mixing of social groups which would never have occurred otherwise. And I thought:  this was very powerful; it was reduced down,  they were there to do this activity, nobody had any status… and I thought: this is very powerful. And this lady was thrilled and it changed her life.

My wife is very involved in a voluntary  organisation called Care , or Care in the Community which has autonomous local branches in a national organisation . It exists to  give all sorts of practical help including help with shopping and lifts to doctors and hospital appointments etc. It is entirely dependent on volunteers and has to be selective on how it chooses clients. It seems that recently some local GP practices are employing people they call social prescribers who are  prescribing Care; They were telling people with GP appointments and no transport ‘ just ring Care and they  will provide it’. The result is that they have been inundated with requests from people asking for transport at short notice who have not been through the assessment and selection process. It seems to me that this is a misuse of the concept of social prescribing and I wonder how common this is.

That is something I will probably discover in the next phase of my research. I don’t know but I cans say that like all policy decisions it doesn’t necessarily play out as it is supposed to. Some practices are using social prescribers to do health checks, for example. So many social prescribers are getting burnt out because they are finding it hard to cope with so many people with mental health issues. There has been a high turnover of staff because people take on the job – for instance a psychology graduate before going on to training - without proper understanding of all the possible unintended consequences

I have a question about the therapeutic alliance we have been talking about and the charismatic group leader. I don’t know how you can decompose the effect of the charismatic group leader on the group. I am not aware of any study, for example looking at the outcomes of surgery for back pain in this way. For instance John Loeser who is a very charismatic guy compared with a ‘normal’ back surgeon who is not very socially adept. I saw in China that the charismatic acupuncturists had much better outcomes than the others.. I am not aware of any studies about this ? 

There has been a bit of research about surgeons who get sued compared with those who never are. The insurance companies who were paying out loads of money for the latter commissioned a study and found that all the surgeons were equally  good technically but the way they  behaved in the consultation room. The ones who didn’t get sued spent a bit more time with the patients and listened to them. The difference seemed minimal but if the patients liked them they would never get sued even if they cut the wrong leg off! 

I think there are characteristics and qualities of prescribers and community facilitators that could be defined but  it has to be testable and implementable, so it probably wouldn’t be charisma per se but that would probably come into it, but from what I have read there are  things that people say help them …

…personality types? ….

… basic things  like making comment that make people feel included or giving them a rest …

…they can be very subtle things. I remember a patient commenting that when she came in to see me I put my pen down! so I was going to listen.   There are these tiny symbolic things we may not be aware of.  But you can teach them.

 Like as with the charismatic gym teacher you don’t know whether it is the interventions or him…

… that’s the art of medical practice which you  can’t always reduce to a numerical value …

The weakness that I have seen clinically is that the patient really wants to have a biomedical diagnosis and can’t find one.    How do you make that position to the … how do you make transition to the exercise class etc without the patient’s permission? I don’t think the literature is very strong on that .

I guess the thing is that you’re not going to get a whole population doing that. It would be targeting the people most likely to benefit and hope there will be something for the others ….

… you can also do it in parallel with the biomedical stuff…

Ann (Livingstone) was talking in her session about as a facilitator  you might slip something into the conversation about medication (‘how do you feel about xyz?)

 You’re not telling anybody to do anything,, you’re just suggesting they might go and see their GP if they’re not feeling that great.

I did want to add something about charisma …. It’s not just charisma – there are different ways of being with a person; personal trainers for example. There is a kind of energy that is effective like emotion contagion and that can lead to people liking something -  like seeing someone eating something with gusto makes you want to eat it. There is a long history in psychology about ‘activating the other’ on a kind of mental level being able to transmit information to the other:  It’s not necessary to be the same kind of person and there are different levels of transmissivity of ideas and emotions between people. That is something that would normally come under the placebo effect. You can call it interpersonal skills of social prescribers [?...?] There is something that can be helpful like positive regard: ‘I really believe in you -  you can do it’ . Sometimes charisma can make people feel small. Mostly charisma means  that you are drawn to a person. There are a variety of things to be considered depending on different kinds of actions, different situations and so on
    Some people think it important that groups should be autonomous  so when you send people there it’s not just an intervention; it is something that helps them to structure their day and daily habits that will be helpful for them. If for instance there is an artist they can spend hours and bours and really get into it. These people may be socially shy perhaps because of trauma and it is helpful for them to have a place where they can  feel safe and even if they quit after a few moths it kind of stays inside them.

That is really interesting and it makes me think that a facilitator that might be quite quiet or introspective could be just as powerful  as the charismatic person. There is something about safety in the structure of a group 

One of the things that came across from the stories I heard  from my knitting groups was that when people are lonely they  never  have  the opportunity to tell  people their  stories, or just be with poeple. It was actually my mother who raised my awareness of this and when I visited her one day she said ‘it is very nice just to sit and be with somebody else’; and when someone visits like a health practitioner they have someone talking at them so just sitting and being with somebody else, but not necessarily participating, is really powerful. One of the ways in which we found that the knitting was beneficial that it enabled both  eye contact and avoiding it. You could do this with any other activity.  People with social anxiety will often not attend a group if they feel they have to participate.

Thank you so much for all your input. I would love to come back and speak to you , or if any of you would like to be interviewed,  at a later stage in my PHD, I would be very grateful. 
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