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Abstract

Introduction: Older adults with higher needs are ideal candidates for social prescribing @ @
interventions, given the complex and intersectoral nature of their needs. This article
describes findings from a developmental evaluation of 19 social prescribing programs
for older adults at risk of frailty.

Methods: An evaluation of the programs was conducted from 2020 to 2023. We used Highlights
data from three components of the evaluation: (1) initial evaluation data collected in
2020 and 2021; (2) program profiles developed in 2022; and (3) co-creation sessions

conducted in 2023.

e From a developmental evaluation
of 19 social prescribing programs
for older adults, we report on
essential social prescribing pro-
gram components, and facilitators
and challenges of program imple-
mentation and delivery.

¢ The key challenge reported by pro-
grams was engaging with family
physicians, suggesting that pro-
grams can benefit from having
physician champions and engaging
with a broad range of health and
social care providers to make
referrals.

e The community connector position

emerged as essential to the success

of the social prescribing interventions.

A strong nonprofit and voluntary

sector is required to leverage the

full potential of social prescribing.

Results: From startup until March 2023, the programs served a total of 2544 older
adults. The community connectors identified factors at the individual, interpersonal,
institutional, community and policy levels that contributed to the successful implemen-
tation and delivery of their programs (e.g. physician champions, communities of prac-
tice, strong pre-existing relationships with the health care system), as well as challenges
(e.g. limited capacity of family physicians, lack of community resources). There was
strong agreement among community connectors that successful social prescribing pro-
grams should include the following core elements: (1) making connections to needed
community resources; (2) co-creation of a wellness plan with long-term clients or cli-
ents who require intensive supports; (3) ongoing follow-up and check-ins for clients
with wellness plans; and (4) an assessment and triaging process for the prioritization of
clients.

Conclusion: To leverage the full potential of social prescribing interventions, it is essen-
tial that programs engage with a range of health and social care providers, that com- o
munity connectors are skilled and well supported, and that adequate investments are
made in the nonprofit and voluntary sector.

Keywords: social prescribing, seniors, evaluation, healthy aging

prescribing builds on current global health

Introduction their nonmedical needs. The intervention trends and priorities, including integrated
is considered to have originated in the care and care coordination, person-cen-

Social prescribing is a health promotion United Kingdom, and examples of pro- tred care, co-design and co-production,
intervention designed to connect individu- grams can be found across Europe, Asia, strengths-based approaches, asset-based
als with community resources to address North America and Australia.! Social community development, health promotion,
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self-determination theory and quadruple
aim.!

There are two common pathways through
which social prescribing interventions
may take place: (1) direct referrals by a
primary care provider to needed commu-
nity resources (e.g. arts programs, exer-
cise, nature) or (2) a referral to a
community connector who works with
the individual to identify and address
unmet needs.? We use the term “commu-
nity connector” throughout this article
because it is the terminology used in
British Columbia (BC), but these individu-
als are also commonly known as “link
workers” or “navigators.”

Social prescribing interventions using a
community connector usually consists of
three stages: (1) a primary care provider
refers the individual to a community con-
nector; (2) the community connector
works with the individual to identify their
needs and refer them to appropriate com-
munity resources; and (3) the individual
engages with new community resources
or activities.> Traditionally in social pre-
scribing models, primary care providers
are the source of referrals to community
connectors; however, some models now
target a wide range of health and social
care providers for referrals.>*

Older adults with higher care needs—such
as those experiencing frailty, multiple
chronic conditions, loneliness or poor
nutrition—are ideal candidates for social
prescribing interventions, given the often
complex and intersectoral nature of their
needs. In Canada, it has been estimated
that over half of older adults are either
frail (22%) or pre-frail (32%).> About one
in five older adults also lacks social sup-
port.® Furthermore, between 17% and 33 %
of older Canadians are lonely at least some
of the time, depending on age and gender
(the prevalence of loneliness increased to
26%-42% during the pandemic).’

Two recent systematic reviews illustrate
the current state of knowledge about
social prescribing programs for older
adults.>® In the systematic review by
Percival et al.,® seven articles were identi-
fied that met their inclusion criteria (i.e. a
social prescribing intervention for older
adults with quantitative outcome data).
The social prescribing programs described
in the articles relied on a range of health
and social care providers for referrals, and
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community connectors referred clients to
a variety of community resources (e.g. art
programs, health promotion classes, social
activities). The studies in the review most
commonly reported on psychosocial out-
comes, and consistently found improve-
ments on mental well-being measures.
Positive impacts were also observed for
physical health outcomes in two studies.
However, the findings on health care utili-
zation were mixed.

A second, complementary systematic review
was conducted by Grover et al.® and iden-
tified eight qualitative studies that met
their inclusion criteria (i.e. studies of the
experience, outcomes or processes of
social prescribing programs from the per-
spective of older adults or service provid-
ers). Using a meta-aggregation approach,
the authors synthesized the results into
five findings: (1) personalized experiences
(i.e. the need for person-centred approaches
to support older adults living with chronic
conditions); (2) providers and connectors
(i.e. role of the general practitioners and
community connectors in making older
adults feel supported); (3) behaviour change
(i.e. studies reported on successful moti-
vators and behaviour change techniques
such as increased self-confidence and
building skills for long-term self-manage-
ment); (4) environment (i.e. familiar and
well-chosen places for activities contrib-
uted to the positive engagement of partici-
pants); and (5) outcomes (i.e. most of the
articles reported on positive outcomes for
older adults related to health, lifestyle
and/or socialization).

To help build our knowledge on social
prescribing programs for older adults
within the Canadian context, in this arti-
cle we describe findings from a develop-
mental evaluation of 19 social prescribing
programs for older adults at risk of frailty.
These social prescribing programs were
being implemented as a part of a series of
demonstration projects called “Integrated
Community-Based Programs for Older
Adults with Higher Needs” that were funded
by the Province of British Columbia.
United Way British Columbia (United Way
BC) was the backbone organization for
the social prescribing programs, which
were being implemented in 19 communi-
ties across BC by local community-based
seniors’ services. Since the completion of
the successful demonstration project,
United Way BC has been undertaking a
phased approach to roll out social pre-
scribing programs across the province,

funded by the Province of BC, with the
goal of having a community connector in
place in each local health area by 2025/26.

Methods

This article reports on the findings of a
developmental evaluation of the social
prescribing programs conducted over the
period 2020 to 2023 by an externally con-
tracted group (Howegroup). As this was a
program evaluation, it did not fall under
the scope of research ethics board review.

Overview of social prescribing
interventions

Using the Template for Intervention
Description and Replication (TIDieR)
checklist as a guide,’ Table 1 describes key
characteristics of the social prescribing
interventions.

Evaluation methods

Originally, the intention was to conduct
both developmental and summative eval-
uations of the programs using a mixed
methods approach. However, the COVID-
19 pandemic resulted in significant dis-
ruptions to the implementation of the
social prescribing programs and the
planned collection of longitudinal out-
come data from program clients (i.e.
delays in program start-up, challenges
engaging with older adults, alteration of
intended program activities, insufficient
time for follow-up). While baseline out-
come data were collected from an initial
504 clients, the evaluation was only able
to obtain follow-up responses from 34 cli-
ents at the six-month follow-up. This resulted
in significant data validity concerns. Fur-
ther time and evaluation are required to
determine the outcomes for individual
older adults participating. As a result, this
article focusses on the findings from the
developmental evaluation components.

We draw on data that were collected from
the programs’ community connectors via
three components of the evaluation:
(1) initial evaluation data collected from
community connectors in 2020 and 2021;
(2) programs profiles developed in 2022;
and (3) co-creation sessions conducted in
2023. Invitations were sent out by United
Way BC asking the community connectors
(n = 19) to participate in the various
evaluation components. Each of these
components are described in greater detail
below.
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TABLE 1
Description of 19 social prescribing programs for frail older adults, British Columbia, 2020 to 2023

Why

The purpose of the intervention was to support older adults at risk of frailty to play an active role in the management of their well-being and stay in their own
home for longer.

What

Older adults accessed the social prescribing programs through referral from a health or social care provider, nonprofit or community organization or self-referral.
Older adults were generally considered eligible for the intervention if they were experiencing poor physical/mental health, socially vulnerable or frequent users of
acute or primary care. Social prescribing programs developed their own paper or online referral forms and referrals also occurred directly via the telephone, email,
internal referrals and/or self-referral by older adults. The top referral sources identified by social prescribing programs were (1) primary care providers, (2) home
and community care services, (3) hospital discharge planning, and (4) their own organization. Intake and meetings with clients took place either over the
telephone or in person. The community connector listened to the older adult’s needs and worked with them to develop a strengths-based wellness plan and make
referrals to needed community resources. The most common types of resources community connectors made referrals to were physical activity, information and
referral, and food security. The pathways for referrals to community resources varied based on the needs of the older adult and the organization or type of
program the older adult was being referred to. For example, if referring the older adult to mental health services, a warm referral process would usually be
required in which the community connector would connect directly with the service and possibly arrange an appointment for the older adult. However, in other
cases, signposting referrals, in which the community connector provided the older adult with the contact information of an organization or program, was
appropriate. Additional check-ins and follow-up were conducted as required.

Who provided

The social prescribing programs were delivered locally by a nonprofit, community-based seniors’ service. These organizations included multiservice nonprofit
organizations or neighbourhood houses (n = 11), immigrant and ethnocultural serving organizations (n = 3), senior-specific agencies (n = 3), a volunteer centre
(n = 1), and a seniors’ campus of care (n = 1). Approximately half (n = 8) of the organizations delivering the programs identified as large or extra-large nonprofit
organizations. Most social prescribing programs had a full-time equivalent community connector. Most community connectors (74%) had five or more years of
work experience and an undergraduate or graduate degree (79%). Community connectors had a range of backgrounds, including social work, nursing, public
health, communications, etc. Some programs reported using volunteers or practicum students to augment their capacity.

How

The social prescribing intervention was provided to older adults one-on-one, though some community connectors also organized group activities. As the
intervention was initially being implemented during the pandemic, intake and meetings with older adults needed to be conducted over telephone. Eventually,
community connectors were able to conduct face-to-face meetings (usually either at their organization or the older adult’s home); however, some community
connectors continued to offer the option of telephone meetings.

Where

The social prescribing programs were implemented by community-based seniors’ services located in 19 communities across British Columbia. The communities
were diverse in terms of their geography and size. Fourteen of the communities identified as urban, while five identified as rural communities.

When and how much

The intensity of service delivery was dependent on the needs of the older adult. In some cases, the older adult only required signposting (i.e. providing an answer
to a question; making a single referral) in which case programs usually did not conduct intake or record the older adult as a client. For older adults requiring the
full social prescribing intervention, community connectors estimated that 60% were long-term clients who required three or more months of support.

Tailoring

As providing personalized services and referrals is a core element of social prescribing programs, interventions were tailored to meet the needs of individual older
adults. The social prescribing programs were also tailored to meet the specific needs of their community and target audiences of older adults (e.g. immigrant older
adults, rural residents), and to leverage organizational relationships and community resources. For example, some programs were able to provide interpretation
services or services in multiple languages in order to support older adults who had limited English skills. Another example is within the Fraser Health region,
where the programs were designed to be implemented in tandem with the health authority’s CARES (Community Action and Resources Empowering Seniors)
model.”®

Modifications

The COVID-19 pandemic necessitated modifications to the intervention, particularly during the early stages of the pandemic, due to social distancing restrictions,
the closure of many community spaces and pressing community needs. The most significant change that occurred was the implementation of the “Safe Seniors,
Strong Communities” initiative that required the social prescribing programs to temporarily shift their activities to focus on providing urgently needed pandemic
supports. The pandemic also made it necessary to offer social prescribing intake and meetings over the telephone instead of face-to-face, a practice that is
continued by some programs today.

How well

During the early stages of the pandemic, it was not possible to implement and deliver the intervention as originally planned. Later, when it was possible for
organizations to properly establish their social prescribing programs, it was apparent that variations had emerged due to the pandemic as well as the different
contexts of organizations and communities. Three co-creation sessions were held in early 2023 to identify core features of the social prescribing programs and
provide guidance for a future program operating manual.
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After the pandemic began, an online
COVID-19 check-in survey (n = 19) was
conducted with program staff to deter-
mine how the social prescribing programs
were being impacted. The survey included
closed-ended questions about the extent
to which the programs had shifted or been
offered as planned due to the pandemic
and whether the intake process had
started. Participants also could provide
additional written feedback via the sur-
vey. A focus group was also held with the
community connectors in 2021 (n = 10)
to explore the program implementation in
more detail. Discussion questions were
posed by the evaluators on program shifts
due to the pandemic, service delivery
strategies, and feedback on available sup-
port and suggestions for program
improvements.

In 2022, after the social prescribing pro-
grams had been able to fully resume their
regular activities, data were collected on
each program from telephone interviews
(n = 19) and an online survey (n = 18).
The survey was used to collect basic infor-
mation on the programs, including char-
acteristics of the organization delivering
the program (e.g. size, location), staffing
information (e.g. education and experi-
ence of community connector) and refer-
ral sources (e.g. main sources of referrals
to and from programs). The semistruc-
tured interviews were used to collect
information on approaches to social pre-
scribing, facilitators and limiting factors,
areas requiring further support, successes
and challenges, partnerships, and lessons
learned.

The data from the interview and survey
for each individual program were then
combined into a program profile to pro-
vide a fulsome picture of the organization’s
social prescribing program characteristics,
approach, and successes and challenges.
The program profiles were collectively
analyzed to identify program challenges
and successes and potential program
guidelines and best practices. Key findings
from the program profiles were presented
back to the community connectors at a
community of practice meeting for valida-
tion and refinement. Due to staff turnover,
one social prescribing program was able
to provide only limited program profile
data. A second program was unable to
complete the online survey.

Vol 44, N° 9, September 2024

Finally, three co-creation focus group ses-
sions were conducted with the commu-
nity connectors in early 2023. Two of the
sessions were conducted in person (with a
virtual option for those unable to attend
in person) and one was conducted fully
online. The sessions built on the data col-
lected via the program profiles and were
held to develop consensus on social pre-
scribing program design and delivery
components, as well as to identify areas
for future support. Feedback was collected
from the community connectors via group
discussions and supplemental polls, and
the notes from the sessions were exam-
ined to identify key findings. The co-cre-
ation sessions were semistructured, with
discussion prompts and questions posed
by the facilitators (e.g. what are core vs.
optional program elements; share exam-
ples of successful relationship-building in
your community; possible community of
practice formats and topics for meetings,
etc.), but also provided flexibility for the
discussions to evolve organically. Feed-
back was also collected from the commu-
nity connectors via close-ended polls. The
notes from the sessions were compiled
into summaries for each session.

Discussions at co-creation session 1 focussed
on the characteristics of program clients
who benefit most, core program elements
and desired training opportunities. Dis-
cussions at co-creation session 2 included
further discussion and polls on the char-
acteristics of program clients who benefit
most and core program elements, as well
as discussion of strategies to support pro-
gram referrals. Discussions at co-creation
session 3 focussed on the role of net-
works, communities of practice and strat-
egies to support program referrals.

In this paper, we use the evaluation data
from 2020 and 2021 to provide brief back-
ground context for the implementation
process and challenges that occurred due
to the pandemic. The primary focus of the
paper is the program profile and co-cre-
ation session data that provide insights
into the social prescribing program imple-
mentation and delivery when normal
operations began to resume. Thematic
analysis was used to identify themes and
key findings from the program profiles
and co-creation session. We use the social-
ecological model (described in the next
section) to structure these findings in the

paper.

Social-ecological model

The social-ecological model has its origin
in the work of Bronfenbrenner on human
development." Concern about individual-
istic approaches to health promotion inter-
ventions led researchers to examine the
general ecological model as a model for
health promotion. McLeroy et al.!? devel-
oped a variation of Bronfenbrenner’s
model; theirs is referred to as the social-
ecological model. The social-ecological
model proposes a nested model consisting
of five levels: intrapersonal (i.e. character-
istics of the individual); interpersonal (i.e.
formal and informal social support net-
works and systems); institutional (i.e. pro-
cesses, norms, rules and regulations of
institutions); community (i.e. relationships
among organizations, institutions and net-
works); and public policy (i.e. laws and
policies).> Compared to earlier ecological
models, the social-ecological model more
explicitly acknowledges the social envi-
ronment, institutions and cultural con-
texts that influence the implementation of
health promotion interventions and shape
the health and well-being of individuals.*®

Results

In the first section of the results, we pro-
vide an overview of the implementation of
the social prescribing programs, including
the impacts of the COVID-19 pandemic. In
the second section of the results, based on
the program profile and co-creation ses-
sion data, we describe key factors at the
five levels of the social-ecological model
that influenced the implementation and
delivery of the intervention. The “Who
provided” section of Table 1 shows basic
information on the community connectors
who participated in the evaluation and
their organizations.

Implementation of the social prescribing
programs

The social prescribing programs were
slated to be implemented on a rolling
basis between summer 2019 and summer
2020. However, the COVID-19 pandemic
caused significant disruption to the start-
up of the programs due to closure of orga-
nizational locations, inability to meet
face-to-face with older adults, reduced
referral opportunities and changing sup-
port needs of older adults. In a check-in
survey of the social prescribing programs
conducted in fall 2020, only three pro-
grams reported they were offering services
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as planned or more effectively than origi-
nally planned; five programs reported
they had not even been able to start offer-
ing social prescribing services.

While the programs had very limited suc-
cess offering actual social prescribing ser-
vices during their first year of operation,
they played an important role in offering
COVID-19 supports to vulnerable older
adults. In partnership with the BC Ministry
of Health, the Office of the Seniors
Advocate and 211 British Columbia (a
province-wide information and referral
service), United Way BC coordinated a
province-wide response to the pandemic
called “Safe Seniors, Strong Communities.”
Beginning in March 2020, the social pre-
scribing programs, as well as other United
Way BC Healthy Aging-funded initiatives,
shifted their programming to focus on pro-
viding pandemic supports. As of March
2023, Safe Seniors, Strong Communities
has provided 1294248 services (i.e. check-
ins, grocery shopping and delivery, pre-
pared meal delivery, prescription pick-up
and drop-off, etc.) to 39 220 older adults.

Most of the social prescribing programs
did not resume their intended social pre-
scribing operations until 2021. During the
first phase of the demonstration project
(from the time the programs initially
started up until March 2022), when the
impacts of the COVID-19 pandemic were
the most intense and programs were in
the process of establishing themselves or
resuming regular activities, the programs
served a total of 1110 unique clients (aver-
age of 58 per program). Most of these cli-
ents were served in 2021/22 due to
pandemic disruptions. In the second
phase of the demonstration project (April
2022 to March 2023), when the pro-
grams were fully established, a total of
1434 unique clients were served (average
of 75 per program).

Table 1 describes the approaches and
implementation of the social prescribing
programs. During the co-creation sessions,
the core elements of social prescribing
programs for frail older adults were dis-
cussed. In polls conducted at the session,
there was consensus among most of the
community connectors that the following
four activities should be core program ele-
ments: (1) making connections to needed
community resources for the older adult
(100% agreement); (2) co-creating a wellness
plan for clients requiring more intensive
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supports (i.e. long-term support lasting
more than three months or intensive one-
on-one short-term support; 74% agree-
ment); (3) providing ongoing follow-up
and check-ins for clients with wellness
plans (74 % agreement); and (4) establish-
ing an assessment and triaging process for
prioritizing clients if referrals exceed pro-
gram capacity (68% agreement). Community
connectors were ambivalent as to whether
two additional activities should be core
program elements: (1) assistance with
health system navigation (58% agree-
ment); and (2) reporting back to referring
health care providers (32% agreement).

Facilitators and challenges of program
implementation and delivery

Based on the data from the program pro-
files and co-creation sessions, we describe
in the sections below key facilitators and
challenges that influenced program imple-
mentation and delivery at the five levels
of the social-ecological model. It is impor-
tant to note that many of these factors are
cross-cutting and span multiple levels of
the model; therefore, while we have cho-
sen to discuss them at a specific social-
ecological level, most intersect with
additional levels of the model. While there
were a number of challenges that occurred
specifically due to the pandemic, we have
focussed on those challenges that would
be relevant for a wide range of contexts.

Individual level

During the co-creation session discussions
and polls, there was unanimous (100%)
agreement among the community connec-
tors that individuals with limited family
and social support benefit the most from
social prescribing. Additionally, the inter-
vention was also deemed to be most ben-
eficial for older adults who desire support
and are motivated to participate (84%
agreement) and older adults who are able
to set goals and engage over time (84%
agreement).

Interpersonal level

At the interpersonal level, relationships
between the community connector and
the older adults, health care system and
other community resources emerged as
essential. From the program profiles it was
apparent that the experience, community
knowledge and relationships of commu-
nity connectors were key to the success of
the programs. Community connectors
reported leveraging their knowledge and
pre-existing relationships with other

nonprofit and health care organizations in
their community in order to (1) offer their
clients referrals to needed community
resources; (2) address service gaps and
develop new activities and services to
meet the needs of older adults (e.g. educa-
tional talks, digital technology training,
interpretation services); and (3) share
information and resources to better sup-
port clients. A common challenge for the
programs that struggled with getting their
social prescribing service off the ground
was inexperienced community connectors
or staff turnover. In the co-creation ses-
sions, the most recommended training
topics to enhance community connector
skills were trainings on how the health
care system works, available health care
and community resources, identifying
mental health crises, motivational inter-
viewing and boundary setting.

Institutional level

At the institutional level, the community
connectors identified current and desired
supports from United Way BC to support
the social prescribing programs. Most
community connectors identified in the
program profiles the value of having a
community of practice so they could con-
nect with and learn from the challenges
and successes of the other social prescrib-
ing programs. A formal community of
practice exists for all programs and Fraser
Health also operates a community of prac-
tice for the programs in their region (indi-
viduals from programs outside of the
region are also able to attend some of their
sessions that are not specific to Fraser
Health). In the co-creation sessions, most
community connectors voiced their prefer-
ence that community of practice meetings
occur monthly or bi-monthly, be chaired
by a content expert and include regular
open discussion time in addition to struc-
tured presentations and activities.

During the program profile interviews and
co-creation sessions, community connec-
tors also identified improved marketing
and communication supports from United
Way BC as potential facilitators for
increasing referrals and strengthening pro-
grams’ credibility. In the co-creation ses-
sions, community connectors emphasized
the importance of communicating to
potential clients that social prescribing
programs offer services that are person-
centred and strengths-based, and can help
to enhance the independence and social
connections of older adults. Furthermore,
it is important to clearly explain the role
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of the community connector and types of
support that can be offered.

When communicating with health care
providers, community connectors empha-
sized clearly explaining what the program
is (e.g. connects older adults to needed
community resources), who the target
audience is (e.g. older adults who need
social connections and supports, under-
served older adults) and the benefits of
the program to older adults (e.g. alleviat-
ing loneliness, increasing quality of life
and well-being, improving skills and con-
fidence). The importance of establishing
the credibility of social prescribing pro-
grams was emphasized by, for example,
stating that these programs are funded by
the Ministry of Health and affiliated with
United Way BC. Community connectors
also suggested developing a brochure that
health care providers can give to an older
adult during their appointment.

Community level

The main challenge for programs that
emerged from the program profile data
was building relationships with and get-
ting referrals from the health care system
(specifically family physicians). Often
there was a lack of understanding among
health care providers of what social pre-
scribing was and who would be appropri-
ate to refer to the programs. Some
community connectors reported feeling
they were not taken seriously when they
tried to conduct outreach to family physi-
cians’ offices. While originally it was
intended that the social prescribing pro-
grams would primarily target family phy-
sicians for referrals, in response to the
challenges that were encountered, most
programs pivoted to outreach to a wider
range of health care providers. Often pro-
grams reported having more success con-
ducting outreach to home health teams,
community health centres, older adult
mental health teams and hospital dis-
charge teams.

From the program profile data, it was also
apparent that the strength of social pre-
scribing programs’ relationships with the
health care system varied significantly.
Having a physician champion or a pre-
existing, close working relationship with
the health care system assisted some pro-
grams in getting buy-in and referrals from
health care providers.
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Generally, social prescribing programs
within the Fraser Health region were the
most successful at building relationships
with health care providers, as they were
implemented with the support of a physi-
cian champion as a part of the health
authority’s Community Action and Resources
Empowering Seniors (CARES) model.
Community connectors from this region
commented on how the physician cham-
pion was able to provide them with credi-
bility and open doors for them (some
community connectors from outside of
this health region even commented on
how the physician champion was able to
offer advice or help make connections for
them).

Several Fraser Health programs were also
working with health care partners to pilot
social prescribing in assisted living facili-
ties or acute care settings. Outside of the
Fraser Health region, programs generally
reported making progress building rela-
tionships with health care providers, but
this was often slow, and it took more time
to build relationships.

Policy level

Family physician shortages acted as a bar-
rier to the intervention, as several commu-
nity connectors observed that family
physicians were overworked and lacked
the capacity to engage with the social pre-
scribing programs. It was also highlighted,
particularly in the rural context, that a
notable number of older adults do not
have a family physician. For example, in a
small rural community it was reported
that one in five individuals did not have a
family physician and for those with a fam-
ily physician wait times were six or more
weeks.

Despite the significant efforts of commu-
nity connectors to make referrals for their
clients, lack of community resources to
which to refer clients emerged as a com-
monly reported challenge. This was par-
ticularly a concern in rural communities,
with some community connectors sug-
gesting social prescribing programs need
the flexibility to create activities and ser-
vices to fill gaps, in addition to pushing
referrals. During the pandemic, the issue
of the availability of community resources
was intensified by the closure of many
organizations and community spaces.
While there were opportunities to refer
older adults to online activities, not every-
one has access to digital technology or
sufficient digital literacy to make use of

these opportunities. Furthermore, commu-
nity connectors identified that even after
more organizations and locations began to
open up and offer in-person activities,
some older adults remained hesitant to
engage in person.

Some vulnerable older adults require sig-
nificant social and emotional support to
help them engage with community
resources (e.g. providing transportation,
accompanying them on outings into the
community, interpretation), which can
challenge the capacity of social prescrib-
ing programs. Several community connec-
tors commented on the need to maintain
boundaries and resist trying to fix prob-
lems that are outside of the scope of their
program. Community connectors also
identified that some clients have complex
needs and require referrals for services
that are not available or are at capacity in
their community (e.g. social housing, men-
tal health services, food security). While
community connectors recognize they
cannot solve all the problems of their cli-
ents, it is troubling to them when their
clients have serious health-, housing- or
poverty-related concerns they are unable
to address.

Discussion

The findings from our developmental
evaluation highlight the importance of
planning for the implementation and
delivery of social prescribing interventions
at all levels of the social-ecological model.
In particular, our study highlights the
impact that higher level institutional-,
community- and policy-level factors can
have on the implementation of social pre-
scribing programs.

The key challenge reported by community
connectors was building relationships
with family physicians to facilitate refer-
rals, a challenge that spans the interper-
sonal, institutional, community and policy
levels of the social-ecological model. Chal-
lenges receiving referrals from family phy-
sicians have similarly been reported in
other studies due to lack of understanding
of social prescribing programs and the
lack of family physicians’ time.®!* Indeed,
gaining buy-in from family physicians and
legitimizing social prescribing programs in
the eyes of the health care system has
been identified as a key step in successful
social prescribing program implementa-
tion.”> The most impactful strategy that
emerged from our study for addressing
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this issue was cultivating a physician
champion, a strategy that has also been
identified in other research." Additional
recommended strategies from the litera-
ture to encourage the engagement of fam-
ily physicians include regular education
and information sessions, providing feed-
back letters on referrals, embedding social
prescribers in physicians’ offices and
ensuring the referral process is brief and
easy. 1415

Contrary to the literature, in our study
when community connectors were polled,
the majority did not identify reporting
back to the referrer as a core program ele-
ment. This perhaps is reflective of the
context in BC and the perception that fam-
ily physicians are overburdened and lack
the capacity or interest to review such
documents. A 2022 poll conducted by
Angus Reid reported that 59% of British
Columbians lack access to or find it diffi-
cult to access a family physician,® sup-
porting that there is a need for social
prescribing programs to engage with a
broader range of health care providers.
Many social prescribing programs reported
greater success connecting with other
health care providers (e.g. home and com-
munity care, mental health teams, hospi-
tal discharge teams) who may have a
greater capacity for engagement due to
the presence of team members such as
case managers to facilitate referrals.

At the other end of the social prescribing
process, some community connectors
reported a lack of appropriate organiza-
tions and services to refer older adults to,
representing a key community- and pol-
icy-level challenge. The need for a strong
nonprofit and voluntary service sector to
support social prescribing programs has
previously been reported in the litera-
ture.'*”1 Hamilton-West et al.'” caution
there is the potential that social prescrib-
ing will increase the strain on nonprofit
and voluntary services that are already
struggling with capacity and downloading
of responsibility from the health and
social care systems.

As the social prescribing programs in BC
were implemented during the COVID-19
pandemic, it is unclear to what extent
gaps in community resources may have
been due to pandemic closures versus
inadequate capacity and investment in the
nonprofit and voluntary sector. The agree-
ment (68%) among community connectors
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that an assessment and triaging process
for referrals should be a core program ele-
ment indicates there are capacity concerns
beyond the context of the pandemic.
Furthermore, some community connec-
tors reported older adults having signifi-
cant unmet needs beyond the capacity of
community resources to address, suggest-
ing that gaps in capacity exist more
broadly in major sectors such as health
and housing. In rural communities, these
gaps were observed to be especially acute.

At the interpersonal and community lev-
els, the community connector role emerged
as essential to the success of the social
prescribing interventions. Programs with
experienced community connectors who
were knowledgeable about community
assets and had pre-existing relationships
with other organizations and providers in
the community generally reported more
success receiving and making referrals.

Furthermore, some community connectors
reported going beyond just making refer-
rals to offering additional supports for
accessing resources (e.g. arranging trans-
portation, accompanying on outings) and
organizing or developing new community
resources or activities to meet the needs of
older adults in their community. This find-
ing suggests that there is the potential for
community connectors to play a broader
role in supporting vulnerable older adults
and contributing to capacity-building
within their community. However, it also
raises the possibility that community con-
nectors might become overburdened if
they are not adequately resourced and
supported. In the United Kingdom, social
prescribing approaches that incorporate
community-asset building are being devel-
oped.**? For example, in Rotherham, grant
funding is available for both the social
prescribing referral processes and the
activities and programs to which the cli-
ents are being referred.*

At the institutional level, an important
finding in our evaluation was the value of
communities of practice and how commu-
nity connectors benefit from the opportu-
nity to share and engage in discussions
with other community connectors. Com-
munity connectors in the United Kingdom
have reported the benefits of shadowing
others,? suggesting that one-on-one men-
torship or support may also be beneficial
for less experienced community connec-
tors. Furthermore, previous research has

warned about the potential stress and
burnout that can occur when dealing with
high-needs and complex clients;!*?2
therefore it is important that community
connectors receive effective training and
emotional supports. Tierney et al.’® also
note that when staff turnover occurs in
the community connector position, it can
take time to rebuild the community
knowledge and relationships that were
held by the previous individual.

Strengths and limitations

A key strength of this evaluation was the
large number of social prescribing pro-
grams involved (n = 19), including pro-
grams implemented in rural communities.
A second strength of the research was the
multiple data collection points that spanned
2020 to 2023, which allowed for a more
fulsome picture of the intervention to be
developed. Furthermore, the evaluation
adds to our knowledge on social prescrib-
ing programs for frail older adults, a vul-
nerable target population on which there
has been only limited Canadian social pre-
scribing research to-date.

There are several limitations of the research
that should also be noted. First, due to the
disruptions caused by the COVID-19 pan-
demic, it was not possible to evaluate the
impacts of the social prescribing interven-
tions on individual older adults. Second,
due to staffing challenges, data collection
from two programs for the program pro-
files were incomplete or limited. Third, as
our data were collected in the province of
BC primarily during the COVID-19 pan-
demic, some of the findings may not be
generalizable to other contexts.

Conclusion

As populations around the globe age,
there will be increased interest in inter-
ventions to support the nonmedical needs
of frail older adults and older adults who
are isolated or lack social supports. The
developmental evaluation findings reported
on in this article contribute to our under-
standing of social prescribing programs
for older adults at multiple levels of the
social-ecological model, including essen-
tial program components and facilitators,
and challenges of program implementa-
tion and delivery. Key lessons that have
emerged from this research include the
benefits of social prescribing programs
engaging with a broad range of health and
social care providers who can make
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referrals, beyond just family physicians;
the value of physician champions and
communities of practice; the essential
knowledge mobilization, capacity-build-
ing and relationship-building role of the
community connector; and the impor-
tance of adequately investing in nonprofit
and voluntary sectors in order to leverage
the full potential of social prescribing.
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