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Doctors are slammed with non-medical cases.
Some say social prescribing could ease the burden

Suggestion of non-medical treatment shifts focus from, 'What's the matter with you?"
to 'What matters to you?'

'!;E" Stephanie Hogan - CBC News - Posted: Apr 22, 2023 1:00 AM PDT | Last Updated: April 22
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Just gave this Rx ...for real.
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Regional social prescribing schemes developed and
begin to spread.

British Red Cross study shows that over 9 million
people across all adult ages were either always or
often lonely.

NHS General Practice Forward Review named social
prescribing as one of ten high impact actions.

British MPs launch the Jo Cox Commission on Loneliness.

MNational Strategy Against Loneliness released. UK Health
Secretary commits £4.5 million to enable all GPs access
to social prescribing by 2023.

59% of family doctors believe social prescribing can help

reduce workload.
25% of GPs say they are now using social prescribing.

NHS England Long Term Plan released, with focus on
personalized care and social prescribing. Commits to recruit
1,000 additional Social Prescribing Link Workers by 2021, and

embed one in every Primary Care Network.

Social prescribing gains traction around the world:
« US - Kaiser Permanente launches Social Health Network to

connect healthcare and social services providers
« Canada - Alliance for Healthier Communities social

prescribing pilot underway
« Finland, Singapore, Australia, and more...

Figure 1: History of Social Prescribing in the UK
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Figure 1

Examples of 17 countries which have developed and/or implemented social prescribing programmes: China, South
Korea, Germany, Denmark, Australia, Finland, Sweden, Spain, Singapore, Ireland, the Netherlands, Portugal, Canada,

New Zealand, UK, USA and Japan.
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Regional

Provincial

v

Initiative, resource or service
available across Canada

Parks Prescriptions (PaRx)*

v

Initiative, resource or service
at a Provincial level

Alliance for Healthier
Communities +
Links2Wellbeing Project
[ON)

United Way British
Columbia'’s Social
Prescribing Program (BC)

Initiative, resource or service
that covers one region

Fraser Health Authority & BC
United Way: Seniors
Community Connectors
(BC)**

211 Community Connection
in Collingwood [ON])

v

Initiative, resource or service
that serves a city or town

Seniors Community Services
Partnership and Community
Connect (Lethbridge, AB)
Whistler 340 Health
Collaborative (Whistler, BC)
Country Roads CHC
(Portland, ONJ)

Legacy Project (Markham,
ON)

v

Initiative, resource or service
that serves a community or
neighbourhood

Askennonia Senior Centre -
Links2Wellbeing + Reach
Out and Touch Someone
(Midland, ON)

People for a Healthy
Community (Gabriola
Island, BC)

Centretown Community
Health Centre (Ottawa, ON)
Temiskaming CSC
(Temiskaming, ON)
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Social Prescribing Pathway
Current State of Social Prescribing in Canada

This map illustrates a high-level view of the current social prescribing pathway
across a wide range of social prescribing initiatives in Canada. This pathway is
divided into five distinct stages: Enter, Connect, Attend, Follow-up and Discharge, and
indicates the key actors and various stakeholders involved at each stage. This map is
supplemental to the Current State of Social Prescribing in Canada Summary Report.

) Community Organization
) Online Search
) signposting

nformal
) Newsletter

D, 21 S ) Private support staff

Friends & Family

L Tradespersons /-

() Outreach
%, worker

Physiotherapist ()

) Nurse L

S e Paramedics ()

() Pharmacist Psychiatrist
Doctor

() Dietitian

The Social Prescribing pathway starts with an
individual who has unique needs, strengths and
interests, and who requires support to improve their
wellbeing.

Individuals may discover social prescribing in various
ways, including primary care, social & community
services, and self-referral.

hip 2022: loping a i k for Social Prescribii

CONNECT

Health
Care
Provider
) Physicians

() Paramedics

Connect

An individual will work with an initial point of
contact to identify their needs, strengths and
interests. This may take place as a combination
of assessments and informal conversations. Af
this point, the individual may be referred, or
"prescribed’, directly to a service or support that
will improve their wellbeing.

An individual may also be referred to another
source of social prescribing. For example, a
health care provider may connect them with a
community connector, social worker, or a Link
Worker
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4  Distinct Social %
: Prescribing

Team
1

O Link Worker

Q Link Worker Lead

e

L4 A Link Worker is a formal or ‘

& informal community connector.
\‘Q rs The role of Link Worker is performed
{‘0 ’ by a dedicated individual with the
‘é\ ya capacity to build relationships,
Q° ¢ «assess client needs, and provide
warm hand-offs and support.

This role may also be referred to as

¥
and link

Social &
Community
Services

Dietitian

Helpline Staff

Resource

() Social Workers Coordinator

() Outreach Workers

() Community Connectors

(] Volunteers

) Community Support
Adminitrative Staff

Link Worker Pathway:
Continuous Support

In some initiatives, the link worker will support an
individual from the Attend stage through to Discharge.
The Link Worker will work with an individual to further
understand iti social, ¢, or

needs that may be impacting their wellbeing.

A personalised Care Plan may be created fo enable o
longer-term spectrum of support that can be modified as
needed.
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An individual may choose to connect with a
prescribed support or service that meets their
unique strengths, needs, or interests. This can
include a wide variety of activites that address
different factors of wellbeing.

1&‘ Social Inclusion @
'S‘ Fitness I"
" Mental Health l{'p

Financial Support
Food Security

Community

ATTEND

These may be singular visits, or they may be a
catalyst for more permanent community
connections that continue beyond the social
prescription.

Some individuals may also require guided
support, such as transportation or advocacy, to
overcome barriers that may exist in accessing
supports.
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Social &
Community
Services

() Link Workers

() Program Coordinators

(Q Patient Champions

() Volunteers

O, social Workers

Attend

Health
Care
Provider
() Patient Care Networks

Physicians

O

Stakehalders Fathway

Possible Pothway

Exit procedures vary depending
on the program and the
individual, and occur when:

V' The individual has received the
support they need, and no
longer require follow-up.

Social &
Community
Services

EXIT

Community Connectors () Vv An individual decides to

discontinue participation, and
receives a "warm hand-off" or
open-ended exit that leaves
the door open for future re-
entry.

Systems Navigators

Social Workers (4

Link Workers (Y

LN
LS
%
\-oo
‘s
‘e
\ B
‘o
=
o
=
Cu_re G, =
Provider 1 -
- 13
Physicians 5 2
I
]

The individual may receive check-
ins and encouragement from a
Link Worker or other referring staff,
such as a health care provider. The
purpose of Follow-Up is to assess fit
of the prescription, redefine goals,
and identify any barriers to access.

Social &
Community
Services
Community Connectors ()
Social Workers ()
Link Workers.

Outcomes may be tracked in
@ order fo evaluate individual

and initiative-wide success.
Tracking may be integrated with
Electronic Medical Records to
facilitate further check-ins by a
physician.

cisp ﬁ?ﬁ;fré:eﬁiﬁgﬁg bridgeable
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The “Link Worker”

~Y o N \ ~Y N A
The “link worker” role takes on many shapes but is ® N a U £ eN £ OO
ultimately a formal or informal community connector. S X~ N a
Having a dedicated individual with the capacity to o Uqﬂ\@£ <0 UO
>

build relationships, assess client needs and

provide warm hand-offs and support is at the core of O E < N O_ /C)Y£ é £ OY£ C)TI\£
these initiatives! 5 5 5

N N

Note: Other than a link worker, these roles might also be o B O_ O UN N l_\] O 6
5 5 5

referred to as community connectors, community
navigators and link ambassadors.
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