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  Abstract

An increasing number of people are experiencing social 
isolation and loneliness and this trend is becoming cause 
for concern around the world. Considering that isolation 
and loneliness give rise to a number of health problems, 
it is essential to find innovative ways to address this is-
sue. One such approach is to enhance experiences of 
belonging within communities. Social prescribing (SP) 
is a method that can promote belonging by connecting 
people to the social support they need. The purpose of 
this paper is to explore the potential relationship that 
can exist between therapeutic recreation (TR) and SP. As 
we explain, TR can complement SP efforts by ensuring 
people have access to inclusive, social leisure and recre-
ation opportunities. In this sense, TR professionals are 
well positioned to be key players in SP processes. We 
contend that TR practice is best positioned to work in 
tangent with SP to nurture socially connected commu-
nities when it focuses on building community capacity, 
facilitates welcoming and inclusive leisure and recreation 
experiences that foster regular social interaction, and 
adopts principles of community development as part of a 
social justice model of practice. 
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Introduction
The need to connect with others and experience belonging has important implica-

tions for our health and well-being (Baumeister & Leary, 1995). Conversely, a lack of 
belonging contributes to numerous negative health outcomes such as a reduced ability 
to cope with daily challenges (Walton et al., 2012). Lack of belonging and associated 
loneliness is considered as dangerous to our health as high blood pressure, obesity, 
inactivity and smoking (Cacioppo & Patrick, 2008; Holt-Lunstad et al., 2010; Holt-
Lunstad et al., 2015).

An increasing number of people are reporting higher levels of loneliness and 
social isolation (Alliance for Healthier Communities, 2020; Reininghaus & Morgan, 
2014; Tang et al., 2019). Given the negative health outcomes associated with loneliness 
(Reininghaus et al., 2018), it is essential to find new and innovative ways to combat 
loneliness and enhance people’s sense of belonging within their communities. Social 
prescribing (SP), a process of linking individuals who use primary care to non-medical 
supports within their community in order to improve their health and well-being, is 
one way to address loneliness and enhance belonging (Husk et al., 2019; Wildman et 
al., 2019; Woodall et al., 2018). 

In this paper, we explore the potential relationship that can exist between SP and 
therapeutic recreation (TR). SP and TR both aim to support individuals who experi-
ence marginalization and have limited opportunities for social participation (Mobily & 
Dieser, 2018; Pescheny et al., 2019; Sylvester, 2011; Woodall et al., 2018). While SP ap-
pears to be more diversified than TR in terms of its reach within communities, we be-
lieve the aims of SP can be supported by TR practice because of the connection that ex-
ists between leisure, inclusion, sense of belonging, and improved well-being (Fortune 
& Yuen, 2015; Whyte & Sharpe, 2016). Leisure experiences set the stage for recurring 
social interactions and caring relationships, which support inclusion and belonging 
(Anderson & Heyne, 2016; Baumeister & Leary, 1995; Mobily & Dieser, 2018). 

We first provide an overview of SP, highlighting its components, objectives, and 
reasons for its emergence. We then discuss opportunities and challenges TR practitio-
ners may encounter in the SP process. We conclude by suggesting TR practitioners can 
join the SP movement by supporting individuals and communities to become more 
socially connected, thereby enhancing experiences of belonging and overall health and 
well-being of individuals most at risk for loneliness and social isolation. 

Loneliness and Social Isolation
Loneliness is defined as the negative emotional state resulting from a discrepancy 

between the patterns of social interactions individuals want and what they actually 
experience (Wang et al., 2018). Unmet needs, both social and intimate, and states of 
emotional distress characterize the subjective experience of loneliness (Bruce at al., 
2019; Courtin & Knapp, 2017). The incongruence that can exist between the availabil-
ity and quality of social relationships that people have and want means that one can 
feel lonely despite having a large social network and be socially isolated without being 
lonely (Menec et al., 2020). 

Certain factors contribute to an increased susceptibility to loneliness. These fac-
tors include age and gender (advanced age and being female); ethnicity (being an im-
migrant), geography (living in rural or isolated places), health (living with chronic or 
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mental illness), barriers to knowledge (lacking access to technology and information 
regarding programs and services), life transitions, poverty, sexual/gender identity, and 
social relationships (lack of quality relationships) (National Seniors Council, 2017). 
Loneliness is also more prevalent among individuals who experience marginalization 
and exclusion (Wang et al., 2018). Thus, some of the most marginalized individuals in 
our society, including members of visible minorities, Indigenous persons, individuals 
with disabilities, older adults with mobility or transportation barriers, and individuals 
belonging to the LGBTQ2+ community, tend to experience higher levels of social iso-
lation and loneliness (Angus Reid Institute, 2019).

 Social isolation is an independent but related construct defined in objective, rath-
er than subjective terms (Menec et al., 2020; Williams & Braun, 2019). It describes a 
lack of social relationships determined by measuring contact frequency with family 
and friends (Courtin & Knapp, 2017), as well as a tangible deficit in an individual’s 
social networks and access to information and resources (Williams & Braun, 2019). 

Loneliness and social isolation both have negative implications for mental and 
physical health and are significant and pressing social issues. The prevalence of loneli-
ness in the United States (U.S.) impelled the U.S. Surgeon General to declare a loneli-
ness epidemic (Bruce et al., 2019). The Chief Medical Officer of Health in Ontario, 
Canada observed that individuals who experience social isolation and loneliness are 
more likely to be among the top 5% of health care services users and account for more 
than fifty percent of health care spending in the province (Williams, 2017). In the Unit-
ed Kingdom (U.K.), where a Minister for Loneliness has been appointed, loneliness 
is recognized as a major social issue and SP programs have been incorporated into 
national health policies (Alderwick et al., 2018; Husk et al., 2019; Menec et al., 2019; 
Woodall et al., 2018).

Social Prescribing
SP, an approach to health care originating in the U.K., connects individuals receiv-

ing primary care with community partners providing non-medical support (Husk et 
al., 2019; Wildman et al., 2019; Woodall et al., 2018). SP aims to address issues arising 
from disparities in education, income, housing and other social determinants of health 
(Pescheny et al., 2019). The process generally involves identifying an individual’s so-
cial needs, referring them to community services, and providing support for accessing 
services that support social connection and overall well-being (Alderwick et al., 2018).  

SP emerged as a response to the increased pressure placed on primary health care 
systems (Woodall et al., 2018). Often the reasons for visiting one’s general practitio-
ner (GP) or primary care physician are not medical issues; rather they are psychoso-
cial in nature and include issues related to income, welfare, nutrition, relationships, 
self-confidence, social isolation, loneliness and a lack of perceived belonging—all of 
which impact physical and mental health (Alliance for Healthier Communities, 2020). 
Known as “upstream” factors, these systemic issues result from social structures that 
influence how individuals participate in society and contribute to social inequalities 
(Freudenberg et al., 2015; Reid & Alonso, 2018). In other words, access to the social 
determinants of health (SDOH), or lack thereof, affects access to vital social resources 
and influences an individual’s use of the health care system.

Access to SDOH is essential since our living conditions and social circumstances 
often affect our quality of life more than medical systems and treatments (Mikkonen & 
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Raphael, 2010). From a social perspective, a major issue with health care interventions 
today is their focus on individual behavioral change rather than on the structural bar-
riers, shaped by inequitable access to SDOH, that contribute to poor health in the first 
place (Freudenberg et al., 2015). Addressing SDOH, rather than individual behavior, 
also brings financial incentives such as reductions in health care spending (Williams 
et al., 2008). 

By focusing SP initiatives on SDOH, the responsibility for health moves beyond 
the individual level to a societal level, which is where structural change must occur 
for environments to facilitate inclusion as well as positive health and social outcomes 
(Wildman et al., 2019). Central to the success of SP is the link worker (Husk et al., 
2019).

The Role of the Link Worker in Social Prescribing    
The main objective of the link worker (also referred to as a navigator) is to bridge 

the gap between primary care and community sector support services by providing 
personalized support to connect individuals with community resources (Pescheny et 
al., 2019). While the process may vary depending on the circumstance, generally a link 
worker listens to an individual’s self-identified needs and interests and connects them 
with community resources that can help fulfill these needs and interests. As part of this 
process, a link worker may accompany an individual to a new leisure program in order 
to help minimize any initial fear and support them in connecting with other program 
participants (Alliance for Healthier Communities, 2020). Currently, link workers come 
from a variety of professional backgrounds including mental health, family, youth, and 
addictions support work, health promotion, financial and debt counselling (Wildman 
et al., 2019).

Navigating community resources and services can be extremely challenging. A 
link worker supports personal growth by helping individuals build the confidence they 
need to participate in their communities and draw upon a wide range of services to 
help facilitate social referrals from GPs (Woodall et al., 2018; Wildman et al., 2019). 
Social referrals are diverse and can include things like befriending services, nature-
based activities, volunteering experiences, financial advice, grief groups and prescribed 
hobbies (Woodall et al., 2018). Referrals of this nature aim to facilitate a sense of social 
connectedness, inclusion, and access to the SDOH necessary to support an individual’s 
well-being. 

Ultimately, the goal of SP is that individuals become “linked” into their communi-
ties. Through support from the link worker, individuals develop and enhance their so-
cial networks, increasing the likelihood that they will experience a sense of belonging 
and thereby reducing social isolation (Wildman et al., 2019). 

Social Prescribing in Action: Findings from a Pilot Project
While SP is a relatively new practice and research on its effectiveness is limited 

(Alderwick et al., 2018; Husk et al., 2019; Pescheny et al., 2019), findings from research 
projects conducted thus far are encouraging. One such project is Rx: Community- So-
cial Prescribing in Ontario, which aims to address issues of social isolation, loneliness 
and the accompanying detriments these issues pose to physical and mental health. Spe-
cifically, the project promotes access to the SDOH and provides sustainable, commu-
nity-based solutions to support individuals who are consistently using medical health 
care services to address their social needs (Alliance for Healthier Communities, 2020). 
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The SP process in the Ontario project describes five components. First, an indi-
vidual experiences social and health barriers. Second, a health care worker recognizes 
the impact of SDOH on the individual’s health and refers them using SP. Third, a link 
worker/navigator receives the referral and works with the individual to connect them 
with community-based supports. Fourth, supports in the community are co-created. 
Fifth, data are collected to ensure quality outcomes. At the time data collection oc-
curred, nearly half of all individuals who received social prescriptions were older 
adults, predominantly female, and living on a low income. Mental health, specifically 
anxiety and depression, was often the reason behind the social prescription (Alliance 
for Healthier Communities, 2020).

Qualitative data gathered from recipients and providers to understand the impact 
of SP revealed three main themes: 

1. Individuals who received social prescriptions reported improved mental well-be-
ing, decreased loneliness and an increased sense of belonging

2. Health care providers found that with navigator support, SP was useful for im-
proving well-being and decreasing repeat health care visits

3. Deeper integration between clinical care, interprofessional teams and social sup-
ports increased community capacity

Recipients of SP reported elevated mood because they were spending time with 
others while doing things they enjoyed. Facilitated social connections contributed to 
a richer sense of community belonging. Health care providers observed that while in-
dividuals were visiting their health centers more frequently, these visits were often to 
attend social programs and meet others rather than for clinical appointments. Consis-
tent linkages between medical and community supports made it easier for link work-
ers to determine which programs and supports were best suited to address individual 
and community needs (Alliance for Healthier Communities, 2020). Findings from this 
pilot project suggest SP has affected individuals in meaningful ways and brought com-
munities closer together, resulting in collective feelings of empowerment and social 
engagement.  

While this pilot project documented the process of SP in a Canadian province, 
social prescribing-like pilots are also gaining momentum in the U.S. (Alderwick et al. 
2018). For example, Gottlieb et al. (2017) conducted a systematic review of interven-
tions that bridge social and medical care in the U.S. and found health care systems 
are increasingly incorporating programs to address individuals’ social and economic 
needs within the context of care. There is also an increase in scholarly articles making 
the case for social prescribing initiatives. Leavell et al. (2019) determined that opportu-
nities exist for SP to address the loneliness epidemic in the U.S. by supporting connect-
edness and belonging through nature-based activities. Finally, Martino et al. (2017) 
highlighted the value of social connection as a preventative and treatment strategy and 
argued for such connection prescriptions to become part of U.S. health care systems.

Therapeutic Recreation and Social Prescribing
We believe similarities exist between SP and TR. However, we are not aware of 

SP initiatives that explicitly incorporate TR and we see this as a missed opportunity. 
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As such, we identified three main ways TR practitioners can align their practices with 
SP initiatives. First, TR practitioners can assume roles as link workers. Second, TR 
practitioners can serve as points of referral as facilitators of inclusive recreation and 
leisure services in the community. Third, TR practitioners can be agents of change who 
advocate for social justice and work to address structural issues negatively affecting the 
lives of individuals with whom they work. We consider strengths-based and ecologi-
cal approaches to TR (Anderson & Heyne, 2012; Hood & Carruthers, 2007; Mobily & 
Dieser, 2018) most suitable for aligning TR with SP. We also contend that if TR applies 
social models of practice and adopts a social justice orientation, the profession will 
more closely align with SP.

TR Practitioners as Link Workers
TR practice models that incorporate strengths-based and ecological approaches 

aim to help individuals develop both internal and environmental assets and resources 
(Anderson & Heyne, 2012, 2016; Carruthers & Hood, 2007). The Flourishing through 
Leisure Model, for example, builds on an individual’s strengths, goals, and aspirations. 
It also incorporates an ecological perspective to introduce resources into an individ-
ual’s environment that are sources of support for leisure participation and well-being 
(Anderson & Heyne, 2016). The Leisure and Well-being Model also considers the im-
portance of environmental resources, such as access to leisure opportunities and sup-
ports, to an individual’s wellbeing (Carruthers & Hood, 2007). With the introduction 
of the Social/Recreation Community Model, Mobily and Dieser (2018) argued that we 
are in need of a TR model that puts more emphasis on environmental change in order 
to support belonging. Specifically, Mobily and Dieser urged TR practitioners to work 
with individuals and help change environmental circumstances that limit individuals 
from accessing opportunities to enhance their lives.

SP similarly adopts a strengths-based and ecological perspective (Alliance for 
Healthier Communities, 2020). A major component of the SP process involves “link-
ing” service users with environmental resources in the community so they can experi-
ence a sense of belonging, quality of life, and improved health and well-being (Husk et 
al., 2019). From a strengths-based perspective, recipients of SP may eventually become 
volunteer “health champions” and use their skills and assets to co-create SP solutions 
by leading programs and initiatives for their peers (Alliance for Healthier Communi-
ties).  

Within a strengths-based approach to TR, the overall goal is to help people move 
toward their own understanding of well-being, often achieved by developing strengths 
and resources in leisure experiences that translate to other domains of life (Anderson 
& Heyne, 2012). This approach would complement a SP process aimed at enhancing 
well-being and supporting belonging. For example, since leisure is an ideal context 
to develop social and relationship skills (Hood & Carruthers, 2007), participating in 
regular meaningful leisure activities can promote emotionally significant relationships, 
lead to pleasurable and enjoyable experiences, increase independence, and improve 
confidence (Wise, 2018). Chen et al. (2018) also provided guidance on how TR practi-
tioners can work with older adults to develop internal strengths such as practicing for-
giveness, acting courageously, and being friendly, in order to combat social challenges 
related to loneliness and ageism that may prevent them from living well. Chen et al.’s 
example illustrates how TR practitioners could be effective link workers when address-
ing loneliness and social isolation for older adults involved in SP. 
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The ecological model is instructive if TR practitioners serve as link workers sup-
porting well-being and belonging throughout the SP process. The ecological model 
recognizes that individuals exist as part of larger systems rather than as isolated com-
ponents (Norton, 2012) and focuses on how the relationship between people and their 
environment influences their ability to thrive (Anderson & Heyne, 2016). When indi-
viduals visit their GPs for social issues and receive a SP referral, TR practitioners can 
help connect them with community leisure and recreation programs designed to offer 
opportunities for social connectedness, community belonging, improved mental and 
physical health and confidence (Hanlan et al., 2019; Hood & Carruthers, 2007; Whyte 
& Sharpe, 2016). In addition to assisting individuals in pursuing their leisure interests, 
TR practitioners who assume roles as link workers can also assist community orga-
nizations in becoming more accessible and inclusive in order to more fully support 
experiences of belonging (Anderson & Heyne, 2016; Scholl et al., 2005). Scholl et al., 
for example, described a TR practitioner’s efforts to support inclusion within commu-
nity organizations by providing services such as inclusion training for staff, scheduling 
leisure companions, and locating inclusion resources within the community. 

Developing a keen understanding of the supports and barriers present in an in-
dividual’s environment that facilitate or impede meaningful social engagement is an 
important component of the SP process (Alderwick et al., 2018; Alliance for Healthier 
Communities, 2020). The ecological model can help develop and activate a TR practi-
tioner’s knowledge of community systems and resources (Anderson & Heyne, 2012), 
which contributes to the success of SP (Woodall et al., 2018). Thus, when TR practitio-
ners’ practices incorporate both strengths-based and ecological approaches and they 
draw upon their knowledge of the social benefits associated with leisure and recre-
ation, we believe they are set to make a unique contribution in the role of a link worker. 

TR Practitioners as Community Referral Points
Although TR practitioners often work in clinical settings, we believe there is a 

need for more TR services in the community to assist individuals to benefit from in-
clusive social leisure opportunities. Scholl et al. (2005) described a community-based 
model of TR in which the TR practitioner does not deliver community recreation and 
leisure programs, but instead serves as a resource to support community organizations 
(similar to the role of link worker). Mobily and Dieser (2018), however, argued that 
community recreation workers without training in TR may lack the skillset to work 
with individuals who have disabilities. Mobily and Dieser’s argument could apply to 
working more generally with individuals who face marginalization and exclusion. As 
such, there is arguably a need for community-based TR to address barriers to leisure 
participation related to experiences of marginalization and exclusion. Reid and Alonso 
(2018) recommended TR practitioners develop partnerships with community recre-
ation centers to provide programming that creates a bridge to mainstream community 
services for individuals experiencing mental illness. Their recommendation also dem-
onstrates the need for more TR services in the community.

Many of the services provided through SP referrals include leisure and recreation 
opportunities, such as prescribed social programs and activities to foster social con-
nectedness (Woodall et al., 2018). We believe an alliance between SP initiatives and TR 
practitioners would help to ensure that individuals receiving SP referrals are participat-
ing in recreation and leisure programs best able to support their inclusion. 
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A focus on social activities is important in the SP process because participation in 
such activities helps to develop social skills and promote connectedness which can in 
turn help individuals thrive in other areas of their lives (Hood & Carruthers, 2007). If 
TR practitioners facilitate programs and initiatives that support social inclusion and 
connectedness, they can also ensure these programs are achieving their intended out-
comes by documenting and evaluating participant experiences—something that may 
not always happen in community recreation programs. Thus, by expanding practice 
beyond clinical settings, TR can join SP efforts to address issues related to marginaliza-
tion, exclusion, stigma, isolation and loneliness by helping to facilitate social connect-
edness and belonging.

The social stigma surrounding ill health and disability often contributes to experi-
ences of marginalization and exclusion (Mobily & Dieser, 2018; Reid & Alonso, 2018). 
Given that TR practitioners often work with individuals with disabilities, they regu-
larly confront these issues. Sylvester (2011) suggested that TR practice is not success-
ful unless individuals who receive TR services are able to participate fully in society. 
Furthermore, Mobily and Dieser (2018) note that engaging in recreation and leisure 
can address issues of loneliness by creating spaces where being around other people is 
desirable, demonstrating the importance of supporting socialization during recreation 
and leisure experiences. 

If TR practitioners serve as points of referral in the community, it could help ex-
tend the reach of TR services to more individuals who could benefit. Individuals most 
susceptible to social isolation and loneliness are many of the same individuals who 
receive TR services (Anderson & Heyne, 2012; Angus Reid Institute, 2019; Mobily & 
Dieser, 2018; Sylvester, 2011; Wang et al., 2018). For example, TR practitioners com-
monly work with older adults, persons with disabilities and individuals experiencing 
mental illness—all who tend to be at greater risk for increased social isolation and 
loneliness (Angus Reid Institute, 2019). However, there are many more individuals 
who experience social isolation and loneliness at high rates and who could benefit from 
TR services but typically do not receive them. O’Keefe (2005), for example, urged TR 
to broaden its service settings to include individuals living in poverty. De Vries and 
Feenstra (2019) also made a case for offering TR services to individuals experienc-
ing homelessness. While TR practitioners often work with older adults in hospitals 
and long-term care homes (Richeson, 2015), we are not familiar with examples of TR 
practice involving older adults living in poverty in their communities. In other words, 
TR practitioners are not currently supporting older adults who are receiving social 
prescriptions.

Given that TR services do not always reach individuals susceptible to social isola-
tion and loneliness, TR practitioners ought to expand their services beyond traditional 
settings so a greater number of individuals can benefit from engagement in meaning-
ful leisure and recreation. Moreover, when the focus of TR interventions moves from 
correcting functional deficits to include holistic well-being and social connectedness, 
there is greater opportunity to apply the TR process in a wider variety of contexts (Reid 
& Alonso, 2018). An expanded and flexible approach to TR would enable creative TR 
design and further the potential for recreation and leisure experiences to help achieve 
the aims of the SP process in innovative ways. Some may see this as a role for commu-
nity recreation workers rather than TR practitioners, however TR practice explicitly 
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incorporates a more purposeful use of leisure and a more intentional focus on inclu-
sion than may be found in community recreation programs. 

TR, Social Justice and Social Change
Models of practice that move beyond individual interventions are imperative for 

enacting social change. We need such change to alleviate pressing social issues such as 
widespread loneliness and social isolation. The push to move TR practice beyond its 
traditional conceptions in order to support social justice and advance social change 
is not new (cf. Fortune & Yuen, 2015; Mobily & Dieser, 2018; Reid & Alonso, 2018; 
Sylvester, 2011; Wise, 2018). Observing that there is far more discussion in TR texts 
about evidence-based practices related to medical outcomes than discussion about so-
cial change, Reid and Alonso argued that TR underemphasizes social justice. Sylvester 
also urged TR to become serious about social justice because access to SDOH shapes 
individuals’ opportunities to participate in society. TR, he stated, must “conceptual-
ize its work more broadly than individual interventions alone, including sociopoliti-
cal functions, such as advocacy and activism” (p. 97). Wise (2015) argued that justice 
requires people to have access to goods for human flourishing and because leisure is 
essential for individuals to flourish, it should be the moral imperative of TR to ensure 
all people enjoy the right to leisure. One of our aims with this paper is to highlight an 
opportunity for TR to work collaboratively across sectors to promote social justice and 
advance social change.

For TR practitioners to be agents of social change, a shift to a social model of 
practice is required. Rather than focusing on therapeutic outcomes, as per traditional 
models of TR practice (Mobily & Dieser, 2018; Sylvester, 2011), social models concen-
trate on facilitating connections among people through experiences that are enjoyable, 
inclusive, meaningful and foster a sense of belonging (Mobily & Dieser, 2018). Such 
models emphasize changing physical and socio-emotional environments, thereby sup-
porting access to SDOH, instead of changing or correcting the individuals who are 
experiencing challenges (Mobily & Dieser, 2018).

Community development (CD) principles can inform and more closely align 
TR practice with SP because these principles promote collectivism and community 
well-being (Pedlar, 2006; Reid & Alonso, 2018). Asset-based community development 
(ABCD) becomes especially useful for integrating TR practice into SP initiatives (Alli-
ance for Healthier Communities, 2020; Mathie & Cunningham, 2003). ABCD focuses 
on the assets, capabilities and strengths of a community to enhance well-being of com-
munity members (Alliance for Healthier Communities, 2020; Mathie & Cunningham, 
2003; McKnight & Kretzmann, 1993). Leisure is a core component of a community’s 
strengths or assets since leisure practices facilitate social connections and help create 
community in which members contribute to the flourishing of all (Wise, 2015). Social 
relationships are at the core of ABCD and community members are empowered to 
address the challenges they face in a collaborative, action-oriented way that promotes 
social connectedness and community cohesion (Mathie & Cunningham, 2003; McK-
night & Kretzmann, 1993). We see this happening in the SP process when community 
members become health champions and help facilitate social connections within their 
communities (Alliance for Healthier Communities, 2020).

Using CD principles to bridge the gap between traditional TR and SP would be 
an optimal way to maximize the benefits of TR while achieving the social change aims 
of SP. While strengths-based and ecological approaches to TR focus on the assets and 
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capacities of an individual and the changes needed to their environment (Anderson & 
Heyne, 2012), these approaches do not necessarily push for community-level change 
by challenging social structures that affect access to SDOH. In other words, these ap-
proaches focus less on improving inequitable social structures (upstream factors) than 
they do on the negative consequences of such structures. CD-informed practice would 
help support collaborative, community level change. Informed by social justice, ap-
proaches to TR that address structural and systemic issues would encourage a sense 
of collective responsibility aimed at tackling injustices present in our communities 
that impede social participation (Fortune, 2016; Mathie & Cunningham, 2003; Pedlar, 
2006). 

Cross-sectoral and interprofessional collaborative methods are key to success of 
the SP process (Freudenberg et al., 2015; Williams & Braun, 2019). Collaborating with 
community organizations is also vital in CD and since it is an inherently political pro-
cess, knowledge of participatory processes that engage communities and governments 
to work collaboratively is crucial (Pedlar, 2006). Indeed, governments have a responsi-
bility to contribute the resources necessary to help improve social and economic con-
ditions for individuals affected by social injustices. Therefore, it is important for TR 
practitioners working on SP initiatives to prepare to not only work with governmental 
agencies, but also hold government accountable for social justice by advocating for fair 
resource allocation and equitable policy development (Pedlar, 2006). 

Embedding CD principles in TR practice would require training to ensure practi-
tioners develop competencies in activism, negotiation, systems thinking, diversity and 
community capacity building (Wise, 2018). Further, as TR practitioners embrace alter-
native views of TR based on social models aimed at enhancing community belonging, 
professional preparation ought to include learning about social justice, inclusive rec-
reation, cultural competence and community development (Mobily & Dieser, 2018). 

Implications and Recommendations for Practice
As we consider the potential for TR practitioners to be key players in supporting 

the goals SP processes aim to achieve, we offer the following recommendations as ini-
tial steps to help facilitate a partnership between TR and SP:

• Initiate TR-SP pilot projects and conduct evaluation research in order to test the 
effectiveness of a TR-SP alliance 

• Increase TR research and practice that focuses on SDOH and social justice to 
demonstrate the need for policy attention

• Engage in cross-sectoral collaboration aimed at addresing issues of social exclu-
sion and enhancing experiences of belonging using social community models 

• Support the development of competencies related to social justice, social change 
and community development within TR education and practice

Conclusion
SP asks the question, “What if, along with medication, doctors and nurse practi-

tioners prescribed art and dance classes, volunteer roles, caregiver supports, and sup-
portive peer networks?” (Alliance for Healthier Communities, 2020, p. 5). We have 
some unease about the term “prescribed” because it may come across as sounding 
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authoritative and directive. However, we consider the process involving individuals 
gaining access to meaningful leisure pursuits through social support to be laudable. 
In TR, we understand the health implications of such leisure pursuits and social sup-
ports; however, we have not yet embedded TR services in community organizations 
and initiatives that are addressing health-related issues arising from social issues such 
as isolation and loneliness. 

In this paper, we introduced and provided an overview of SP, a process that is 
gaining momentum among health care providers, community partners, researchers, 
funders and policy makers for its potential to address marginalization, exclusion, stig-
ma, isolation and loneliness by recognizing and prioritizing social connectedness as 
a SDOH (Alliance for Healthier Communities, 2020). We described an example of a 
SP pilot project and highlighted its promising findings. We also conceptually demon-
strated how TR could make meaningful contributions to the SP process, emphasizing 
how aspects of TR practice could shift and expand in innovative ways to support the 
intended aims of SP. We suggest that TR-SP requires a social justice orientation and 
commitment to addressing issues stemming from social inequities and unequal access 
to SDOH.  

Drawing on TR practitioners’ knowledge of the benefits of leisure, a TR-SP alli-
ance could help communities thrive by promoting more inclusive, social leisure oppor-
tunities. Individuals who benefit from SP often experience marginalization resulting 
from social issues, economic issues, health and disability (Skivington et al., 2018). TR 
practitioners also work with individuals who also experience marginalization and have 
limited opportunities to participate in society (Mobily & Dieser, 2018; Sylvester, 2011), 
yet we see a discrepancy between the settings within which TR and SP occur and the 
individuals receiving services. 

To the best of our knowledge, there are currently no SP initiatives working in col-
laboration with TR practitioners and we clearly see a role for TR in the SP process. To 
maximize the benefits of TR practice within communities, we contend that TR practice 
should focus on building community capacity and facilitating welcoming and inclusive 
leisure experiences that foster regular social interaction and enhance belonging. Es-
tablishing an alliance with SP would enable TR to expand and shift in ways that would 
make a difference in addressing pertinent social issues and reaching a wider range of 
individuals who would surely benefit from TR services.  
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