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Loneliness and Social isolation in Canada

• “The Cherished” are most likely to be 
married, have children, and higher 
incomes.

• Older adults with incomes <$50,000 2x 
more likely to be “The Desolate” than 
those with incomes of $100,000 or more.

• Racialized people, Indigenous, disabled and 
LGBTQ2 individuals are all noticeably more 
likely to deal with social isolation and 
loneliness than the general population 
average.



Social isolation and loneliness are determinants 
of health

• 50 per cent greater risk of dying early

• Negative impact on health equivalent to 
smoking 15 cigarettes a day

• Twice as deadly as obesity and as big a 
killer as diabetes

• Increases the risk of dementia by 64 
times

• Likely to be in top 5% of users of the 
healthcare system

Holt-Lunstad et al., 2010; Ontario’s Chief Medical Officer of Health Annual Report, 
2019; Social Isolation and Loneliness in Older Adults: Opportunities for the Health 
Care System, National Academies of Sciences, Engineering, and Medicine, 2020





Ontario’s Chief Medical Officer of Health Annual Report, 2019



Social prescribing:
Connecting social care (‘social’) and 
medical care (‘prescribing’)



Rx: Community –
Social prescribing pilot in Ontario



Social prescribing: 
A pathway to address needs in a holistic way



Key components: Identification and Referral

Individual
 Have social and medical needs

 Have interests and gifts to contribute

Health Provider
 A trusted relationship with people facing 

higher barriers

 Can identify those who are in need of 
support

 A ‘door’ to supporting individual’s non-
medical needs

Having the primary care provider 
suggest something else that will 
help instead of a prescription –

I think that validity from a 
primary care provider has been 
the biggest reason that people 

will come and take it more 
seriously, with the sense that 

‘participating in this group will 
help me get out of the house or 

become more healthy.’”
Health Promoter, NorWest CHC



Key components: Navigator / Link Worker

“What matters to you?” instead of “What’s the matter with you?” 

 Provides intentional support for clients to access non-medical services 

that may include goal-setting, referral, accompaniment, follow up.

 Listens deeply and is guided by the client to co-produce local solutions.

 Recognizes people’s abilities and works from an empowering 

perspective.

 Has fulsome knowledge of internal and external non-medical 

resources. 

“We would go to a program with clients to introduce that program to them, 
because there is a fear of the unknown… It’s getting them into the room to 
understand what it was like and to see what a vast range of people were 

there, and that they did fit in.”
System Navigator, West Elgin CHC



Key components: Social Prescriptions

• Organizational resources: Group activities and programs…

• Cross-sector partnerships: Arts and culture, parks, Active 

Living Centres, community organizations…

• Co-creating with volunteers: Clients are invited and 

supported to work alongside clinical staff to identify needs 

and co-create solutions. 

“The whole idea of eliminating the pressure on the professional team, and say, ‘what are the needs of society 
and how can we address it?’ was what spoke to me as a volunteer. This program said, ‘In fact, you identify 
the different needs in your local community, and then create the solutions they need.’ There’s no prescribed 
solution, it was a philosophy that we are creating the solution for each other. That really spoke to me. It’s 

given back to me so much.” 
Health Champion, South Georgian Bay CHC



Key components: Data & evaluation

The pilot has helped us standardize the 
way we do our referrals and track the 

work that we’re actually doing. Before, 
we may have an informal conversation. 
Now it’s a process and it doesn’t really 
take away from having a conversation 
about a client, but it’s more consistent. 
When you don’t have a process in place 

there’s nothing to look back on or to 
reflect on how you’re doing.” 

Nurse & System Navigator, South 
Georgian Bay CHC

• Who do you serve?
• How do people know about your 

services? Is the ‘clinical door’ being 
leveraged?

• What activities, programs and 
supports are people engaged in or 
utilizing? 

• How are you following and 
measuring impact?



Indoor Walking Group in partnership with 

the National Gallery of Canada in Ottawa 

Before… I wasn’t very good at accepting myself and looking after myself, and what I was 

taught here helped me realize that I could do something to look after myself, to improve my 

health, that there was something I could do.”

Partnership with Older Adult Centres 

in Windsor; co-located in Rexdale CHC



Soup and Crochet with 
Grandma Penny

Friendly Visitor Program in 
Collingwood

“We are convinced that the effort to combat loneliness among the members of our community 

made us… CHAMPIONS! We want to help people as much as we

want to help ourselves not to sink into the throes of loneliness.”



Key Findings

1. Clients reported improvements to mental 
health, greater capacity to self-manage their 
health, decreased loneliness and increased 
sense of connectedness and belonging.

2. Healthcare providers found social prescribing 
useful for improving client wellbeing and 
decreasing repeat visits. 

3. Deeper integration between clinical care, 
interprofessional teams, and social support; 
Enhanced capacity of the community through 
co-creation.

Read the Rx: Community – Social Prescribing in Ontario - Final Report

https://aohc.site-ym.com/resource/group/e0802d2e-298a-4d86-8af5-21156f9c057f/rxcommunity_final_report_mar.pdf


Key Findings: Demographics



Key Findings: Improvement to client health 

Client outcomes % Change

Self-reported mental health ↑ 12.1%

Sense of loneliness
(Campaign to End Loneliness 
Tool)

 48.5%

Social support: Involvement in 
social activities 

↑ 19.3%

Self-reported sense of 
community belonging

↑ 15.9%

Health provider survey
At 3 
months 

At 9 
months 

SP has improved client’s health and 
wellbeing 

57.1% 83.9%

SP has decreased number of repeat 
visits by clients

4.8% 41.9%

Sufficient resources are available to 
support SP

47.6% 61.3%



Social prescribing deepened existing work

A common 
language to 

visualize and 
share

An intentional 
pathway 

Deepening 
integration 

between clinical 
and community 

care

Working in 
new co-

creative ways 
with clients

Following client 
journey –

tracking data 
and impact –

holistically



What’s next & 
what does this mean for you?



Moving towards integrated social+health care

• UK – 1000+ NHS social prescribing link 
workers, National Academy for Social 
Prescribing

• Singapore – SingHealth Community 
Hospital rehabilitation program

• Australia – Royal College of Physicians 
and Surgeons + Consumer Health 
Forum SP stimulus paper

• USA – statewide health-social database 
integrations (NCC360)

• Social Prescribing for Older Adults 
at Risk of Frailty grant stream with 
United Way of Lower Mainland in 
B.C.

• Social prescribing and older adults 
with Seniors Association of 
Greater Edmonton

• Connection health authorities and 
community centres in Nova Scotia



Social Prescribing in a virtual world

• Check-in calls on health and social wellbeing

• Delivery of groceries, food hampers, wellness 
boxes

• Virtual “walk-in” mental health counselling

• Virtual education, therapeutic, exercise, social 
connecting programs 

• Consideration:
• Digital equity
• Are services and information reaching those facing 

highest barriers?
• How can sectors work together to coordinate support?



What does this mean for you?

Policy influencers, funders, and Ontario Health Teams:

Advance social prescribing initiatives with direct financial, material, and/or 
policy support.

Health care, cross-sectoral, and social support providers:

Build and strengthen local partnerships; adapt social prescribing to the needs 
and assets of your communities; embrace culture change; and develop 
strategies for common data collection and use.

Researchers and academic institutions:

Contribute screening and evaluation tools, conduct data analysis, and 
provide research support to health care and social support organizations.



Where are the strengths and gaps in your work? 
Where can you partner? 



Thank You
Merci
Miigwech

Sonia Hsiung, Social Prescribing Lead: Sonia.Hsiung@alliaceon.org

Website: allianceon.org/Rx-Community-Social-Prescribing-Ontario

mailto:Sonia.Hsiung@alliaceon.org
http://www.allianceon.org/Rx-Community-Social-Prescribing-Ontario


Resources to learn more…

Social Determinants of Health 
• Social Determinants of Health – The Canadian Facts 

Social Isolation & Loneliness and Health outcomes
• Connected to Communities: Healthier Together – CMOH Report 
• A Portrait of Social Isolation and Loneliness in Canada today - Angus Reid Report
• National Academies of Sciences, Engineering, and Medicine. 2020. Social Isolation and Loneliness in Older 

Adults: Opportunities for the Health Care System. Washington, DC: The National Academies Press. 
https://doi.org/10.17226/25663

How to Co-design 
• An Asset Based Approach to Health - the 3 things you should know about social prescribing

Social Prescribing in Ontario 
• Rx: Community – Social Prescribing in Ontario - Final Report
• Alliance Website:  www.allianceon.org/Rx-Community-Social-Prescribing-Ontario

https://thecanadianfacts.org/The_Canadian_Facts.pdf
http://www.health.gov.on.ca/en/common/ministry/publications/reports/cmoh_19/default.aspx
http://angusreid.org/social-isolation-loneliness-canada/
https://beckymalby.wordpress.com/2019/10/09/an-asset-based-approach-to-health-the-3-things-you-should-know-about-social-prescribing/amp/?__twitter_impression=true
https://aohc.site-ym.com/resource/group/e0802d2e-298a-4d86-8af5-21156f9c057f/rxcommunity_final_report_mar.pdf
https://www.allianceon.org/Rx-Community-Social-Prescribing-Ontario


Resources 

Systematic Reviews:
• Chatterjee, H. J., Camic, P. M., Lockyer, B., & Thomson, L. J. (2018). Non-clinical community interventions: a systematised review of social 

prescribing schemes. Arts & Health, 10(2), 97-123.
• Polley, M. J., & Pilkington, K. (2017). A review of the evidence assessing impact of social prescribing on healthcare demand and cost 

implications. University of Westminster.

Health Impact:
• Woodall, J., Trigwell, J., Bunyan, A. M., Raine, G., Eaton, V., Davis, J., ... & Wilkinson, S. (2018). Understanding the effectiveness and mechanisms 

of a social prescribing service: a mixed method analysis. BMC health services research, 18(1), 604.
• Moffatt, S., Steer, M., Lawson, S., Penn, L., & O’Brien, N. (2017). Link Worker social prescribing to improve health and well-being for people with 

long-term conditions: qualitative study of service user perceptions. BMJ open, 7(7), e015203.
• Fancourt, D., & Tymoszuk, U. (2019). Cultural engagement and incident depression in older adults: evidence from the English Longitudinal 

Study of Ageing. The British Journal of Psychiatry, 214(4), 225-229.
• Fancourt, D., Opher, S., & de Oliveira, C. (2019). Fixed-Effects Analyses of Time-Varying Associations between Hobbies and Depression in a 

Longitudinal Cohort Study: Support for Social Prescribing?. Psychotherapy and psychosomatics, 1-3.

Healthcare System Impact:
• Kellezi, B., Wakefield, J. R. H., Stevenson, C., McNamara, N., Mair, E., Bowe, M., ... & Halder, M. M. (2019). The social cure of social prescribing: a 

mixed-methods study on the benefits of social connectedness on quality and effectiveness of care provision. BMJ open, 9(11).
• Abel, J., Kingston, H., Scally, A., Hartnoll, J., Hannam, G., Thomson-Moore, A., & Kellehear, A. (2018). Reducing emergency hospital admissions: 

a population health complex intervention of an enhanced model of primary care and compassionate communities. Br J Gen Pract, 68(676), 
e803-e810.


