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Editorial

Social prescribing in Canada: health promotion in action,  
50 years after the Lalonde report
Kate Mulligan, PhD (1); Kiffer G. Card, PhD (2); Sandra Allison, MD (3)

Highlights

• Social prescribing connects patients 
with nonmedical resources, shift-
ing the focus from deficits to a 
strengths-based approach in health.

• Growing initiatives target diverse 
populations including caregivers, 
youth, racialized peoples and 
Indigenous communities.

• Case studies demonstrate social pre-
scribing’s benefits in health equity 
and expanding access to essential 
services.

Abstract

The Lalonde report, published in 1974 by the Canadian Minister of National Health and 
Welfare, broke ground for public health in Canada by acknowledging that the determi-
nants of health are much broader than health care services. Fifty years later, this special 
issue of Health Promotion and Chronic Disease Prevention in Canada charts a clear path 
towards addressing upstream determinants of health through an emerging intervention 
called “social prescribing.” Social prescribing connects patients with community 
resources tailored to their individual priorities, fostering a paradigm shift from a deficit-
based to a strengths-based approach in health promotion. Part 1 of this issue covers the 
rapid growth and diverse applications of social prescribing across Canada, with targeted 
initiatives for various populations and interventions ranging from nature and arts to 
physical activity and social connectivity. Contributions from a wide range of partners, 
including researchers, health professionals and community members, explore the adapt-
ability of social prescribing for different groups, underscore the role of community and 
lived experiences in research, and call for more studies on social prescribing’s effective-
ness and outcomes. Highlighted case studies demonstrate tangible benefits in health 
equity and access to social services. This issue not only reflects the current scope and 
impact of social prescribing in Canada but also sets the stage for its future development 
and integration into broader health practices.

Keywords: social prescribing, health promotion, health systems, population health 

Social prescribing offers a new approach. 
It connects patients with nonmedical 
resources in their communities, focussing 
on their individual priorities and measur-
ing the impact on overall health and well-
being.2 Critically, social prescribing embeds 
health promotion—the increased capacity 
for individuals and communities to take 
control over their health and its determi-
nants3—into health systems by providing 
both social supports and a paradigm shift 
away from a deficit-based focus (i.e. “What’s 
the matter with us?”) to a holistic, strengths- 
based focus (i.e. “What matters to us?”).4 
While these principles have always been 
important, they are particularly needed in 
the wake of the COVID-19 pandemic, which 
has significantly taxed health systems and 
health care providers.

Introduction

This special issue of Health Promotion 
and Chronic Disease Prevention in Canada 
marks a national first—the first journal 
issue entirely dedicated to social prescrib-
ing, a rapidly growing field in Canada. 
The issue arrives 50 years after the 1974 
Lalonde report highlighted the impact of 
social factors such as poverty and social 
isolation on health.1 Over the past half 
century, health care professionals and com-
munities have increasingly recognized the 
limitations of purely clinical approaches 
to health, although systematic, practical 
solutions to address these social determi-
nants of health have continued to lag far 
behind—until recently. 

Inspired in part by the growth of social 
prescribing in the United Kingdom and 
other countries,5 the practice of social pre-
scribing is experiencing significant growth 
across Canada, with initiatives underway 
in every province.6 Some are focussed on 
particular populations, such as caregiv-
ers,7 older adults,8 Black communities,9 
Indigenous populations,10 children and 
youth,11 and those living with mental health 
conditions.12 Some are focussed on spe-
cific interventions, such as food,13 nature,10 
arts and culture,14 physical activity15 and 
social connection,16 or support mechanisms, 
such as community service databases and 
technologically enabled referrals.16-18

The papers in Part 1 of this special issue 
demonstrate that research and evaluation 

https://twitter.com/share?text=%23HPCDP Journal – %23SocialPrescribing in Canada: health promotion in action, 50 years after the Lalonde report&hashtags=PHAC,SocialPrescribing&url=https://doi.org/10.24095/hpcdp.44.6.01
https://doi.org/10.24095/hpcdp.44.6.01
http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
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of social prescribing in Canada are grow-
ing alongside, and not far behind, this 
expansion in practice. Here, authors from 
across Canada—students, health profes-
sionals, researchers, community members, 
social services workers and more—explore 
the versatility and adaptability of social 
prescribing of different interventions by 
and for different populations, highlight 
the need for next- generation leadership by 
young people and those with community-
based and lived expertise, and set out vital 
areas in need of further study.

Part 1 of this special issue includes several 
examples of social prescribing in action. 
Vaillancourt et al. explore how relation-
ships with nature and connecting with the 
land are culturally based and can be ben-
eficial for health for both Indigenous and 
non-Indigenous communities.10 Their reflex-
ive practice highlights the importance of 
decolonization and incorporating Indigenous 
healing practices into social prescribing 
initiatives. Ramirez et al. explore how social 
prescribing can be adapted to build health 
equity for Black communities, focussing 
on how to create culturally safe programs 
built on trust and Afrocentric values.19 
Finally, Brubacher et al. analyze a food-
based social prescribing program in Guelph, 
Ontario.20 Their findings show the pro-
gram not only improved key outcomes but 
also expanded access to social services, 
allowing participants to spend their lim-
ited resources on other essentials.

This issue also explores the need for fur-
ther research on social prescribing. Ashe 
et al. review existing studies to identify 
how researchers currently measure social 
prescribing’s effectiveness and outcomes.21 
While they find that mental and emotional 
well-being are well studied areas, more 
research is needed to understand the 
impact on physical health, thinking skills 
and memory. Additionally, the review 
emphasizes the importance of considering 
sociodemographic factors such as income, 
education and ethnicity when evaluating 
the program’s fairness and effectiveness 
for everyone. Little et al. focus their com-
mentary on food prescribing in particular, 
exploring research needs and opportuni-
ties related to food at the intersections 
between health and social services, and 
individual and population-level actions for 
health.22

Because what matters to people and com-
munities is at the heart of social prescribing, 

the expertise of participants with lived 
and living experience must also be at the 
heart of social prescribing research. We 
are fortunate to be able to include three 
powerful letters to the Editor in this issue. 
Norman,23 Barre24 and Paquette25 all share 
their lived experiences, highlighting the 
impact of social prescribing interventions 
and emphasizing the importance of par-
ticipant expertise in both program devel-
opment and health care professional 
training.

Highlighting the potential for social pre-
scribing to become widely adopted by 
future health professionals, community 
leaders and researchers, Muhl et al. report 
on a surge in postsecondary student inter-
est in social prescribing across the coun-
try.26 The authors call for students, health 
care systems and universities to work 
together to build partnerships and inte-
grate social prescribing into teaching, 
research and everyday practice.

Social prescribing is a burgeoning field in 
Canada, and we received many excellent 
submissions for this issue. As a result, we 
plan to issue a second part to this issue in 
September 2024. We further encourage 
researchers, practitioners and funders to 
pursue research into social prescribing to 
ensure the growing practice is effective, 
equitable, meaningful, measurable and 
health promoting. Fifty years after the 
release of the Lalonde report on health 
promotion, social prescribing has become 
a potential cornerstone of health promo-
tion and chronic disease prevention in 
Canada—perhaps for the next 50 years, or 
even more.
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Highlights

• We synthesized and categorized 
outcomes and instruments identi-
fied in 10 reviews and 33 primary 
studies for social prescribing.

• We highlight a range in the types 
and number of outcomes used in 
published studies.

• Many studies focussed on well-
being and mental health outcomes.

• We noted less emphasis on use of 
outcomes for cognition, physical 
activity, and caregivers and 
volunteers.

• The field would benefit from com-
prehensive reporting of participants’ 
demographic information.

Abstract

Introduction: Previous social prescribing work highlights a range in the types and num-
ber of outcomes used in published studies. We aimed to describe social prescribing 
outcome core areas and instruments to build capacity for future research and program 
evaluation.

Methods: This was a modified umbrella review following standard guidelines. We regis-
tered the study and searched multiple databases (all languages and years); inclusion 
criteria were peer-reviewed publications containing outcomes for self-described social 
prescribing for adults aged 18 years and older. The last search date was 9 July 2023. 
From the included systematic reviews, we identified primary studies using the same 
inclusion criteria. For primary studies, we sorted extracted outcomes and instruments 
into six core areas using a published taxonomy. We located information on instruments’ 
description and measurement properties and conducted two rating rounds for (1) the 
quality of systematic reviews and (2) reporting of instruments in primary studies. We 
conducted a narrative synthesis of reviews, primary studies and outcomes (PROSPERO 
2023 CRD42023434061).

Results: We identified 10 systematic reviews and 33 primary studies for inclusion in our 
review. Outcomes covered most core taxonomy areas, with an emphasis on psycho-
social factors (e.g. well-being) and less emphasis on cognition, physical activity, and 
caregivers and volunteers. We noted few studies provided detailed information on 
demographic data of participants or measurement properties of instruments.

Conclusion: This synthesis provides an overview and identifies knowledge gaps for 
outcomes and instruments used in social prescribing interventions. This work forms the 
basis of our next step of identifying social prescribing–related outcomes that matter 
most across interested parties, such as individuals providers and decision makers.

Keywords: determinants of health, healthy aging, outcomes research, social prescribing
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referral to a community navigator, some-
times called a “community link worker.” 
Together, within a strengths-based approach, 
the person and link worker identify “what 
matters most” and the link worker will 
connect, or even in some cases accom-
pany, people to community assets such as 
a service, greenspace or network (depend-
ing on needs).2,3

Social prescribing is informed by other 
evidence-based work, for example, com-
munity referrals, navigator systems,4 and 
the benefits associated with engaging in 
activities such as physical activity5 and 

Introduction

Social prescribing is a health and social 
model of care with origins in the United 
Kingdom (UK) and is quickly spreading to 
many other locations around the globe, 
including Canada. It has been well described 
elsewhere,1,2 but a key feature of social 

prescribing is the addressing of people’s 
unmet nonmedical social needs by con-
necting them to resources within the com-
munity. The most current comprehensive 
pathway for social prescribing2 involves 
health and social providers, or community 
organizations working with people to iden-
tify social needs and making a nonmedical 

https://twitter.com/share?text=%23HPCDP Journal – Outcomes and instruments used in %23SocialPrescribing: a modified umbrella review&hashtags=PHAC, SocialPrescribing&url=https://doi.org/10.24095/hpcdp.44.6.02
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arts-6 or museum-based programs.7 How ever, 
we8,9 and others10 have noted definitive 
evidence is lacking on the effectiveness of 
social prescribing. One challenge to syn-
thesizing evidence may be due to the pre-
vious lack of an accepted definition of 
social prescribing; however, a new defini-
tion is available, co-created through an 
international modified-Delphi approach.3 
In Canada, social prescribing is in the 
early stages of development, but is well 
supported by clinicians’ use of commu-
nity referrals in practice and the large 
community-based sector of nonprofit, vol-
unteer and other organizations that sup-
port people. The “new” definition and 
pathways of social prescribing are comple-
mented by the integration of the health 
and social sectors and the strengths-based 
and person-centred approaches.2

Developing an evidence base for a com-
plex intervention such as social prescrib-
ing requires considering many factors. 
One area we identified from our previous 
reviews,8,9 which may be useful in advanc-
ing the science and practice of social pre-
scribing, is related to the outcomes measured 
within research and program evaluations. 
Inconsistencies in using and reporting 
outcomes within trials and programs pres-
ent challenges when determining the effec-
tiveness of an intervention (such as social 
prescribing), ensuring person- centred, 
mean ingful and important outcomes are 
included, and, later, when combining data 
for evidence syntheses. 

Two previous studies used mapping review 
methods to identify and categorize out-
comes in social prescribing.11,12 While both 
reviews provide important knowledge and 
perspectives, we proposed to go further 
and identify outcomes used in social pre-
scribing studies and compare them against 
a recently published taxonomy of out-
comes for health and social interventions 
from Dodd and colleagues.13 Reviewing 
currently used outcomes provides the 
opportunity to determine if any core areas 
or domains are missing from data collec-
tion and to describe current reporting 
practices.

Therefore, in this modified umbrella 
review, we aimed to describe outcomes, 
domains and instruments used in previ-
ous social prescribing studies for adults 
and older adults. The United Kingdom 
(UK) National Health Service (NHS) 
developed a Social Prescribing Common 

Outcomes Framework,14 but to our knowl-
edge there is not a core outcome set for 
social prescribing research. We proposed 
to address this knowledge gap,15 and 
describe outcomes used in previous social 
prescribing research in advance of devel-
oping a core set.16 Taken together, we 
approached this work to provide practical 
guidance for choosing outcome measures, 
with the overall aim of contributing to the 
science that underpins social prescribing.

Methods

We conducted a modified umbrella review 
following the guidelines outlined by the 
Preferred Reporting Items for Systematic 
Reviews and Meta-Analyses (PRISMA) 
statement17 and the Joanna Briggs Institute 
(JBI) standards for conducting an umbrella 
review, or review of reviews.18 We modi-
fied the review process by screening (via 
two authors, independently) each primary 
study within included reviews to confirm 
it met our inclusion criteria. We made the 
changes for two main reasons: (1) there 
was a wide age range and grey literature 
within the identified systematic reviews, 
and some of the primary studies did not 
meet our inclusion criteria; and (2) there 
was an overlap of primary studies across 
included reviews.

We registered the protocol with the inter-
national Prospective Register of Systematic 
Reviews (PROSPERO; 2023 CRD42023434 
061)19 before conducting searches with 
our final strategy. Our two exploratory 
research questions were: (1) What out-
comes have been used in social prescrib-
ing research for community- dwelling adults 
aged 18 years and older? and (2) How do 
the identified instruments map onto the 
taxonomy of outcome core areas and 
domains?

Eligibility criteria

We included peer-reviewed systematic 
reviews and primary studies from all lan-
guages and all years that synthesized 
quantitative data for self-described social 
prescribing interventions for adults aged 
18 years and older, and across the contin-
uum of settings, such as hospitals primary 
care, community settings, etc. We included 
programs that have been described as 
“social prescribing,” such as arts-based or 
museum-based programs (known as “arts-
on-prescription” or “museum-on-prescrip-
tion”). We included evidence for adults 
and older adults for this synthesis, as this 

was our focus for developing a core set of 
outcomes. Further, younger and older 
populations have distinct needs and ser-
vices, and therefore we did not include 
outcomes from younger age groups in this 
synthesis. 

We excluded publications that did not pro-
vide any outcome measures. We made the 
decision to include only peer-reviewed lit-
erature, because we wanted to compare 
reporting in the primary studies, which 
may be more likely to follow research 
reporting guidelines. 

The following were our criteria based on 
the population, intervention, comparator 
and outcome (PICO) framework. Popu-
lation: we focussed on peer-reviewed evi-
dence that included adults aged 18 years 
and older receiving social prescribing. 
Intervention: we included reviews and pri-
mary studies that self-identified as social 
prescribing. Comparator: studies included 
in the reviews could have any or no com-
parator. Outcomes: as our aim was to 
identify all possible outcomes, we did not 
place any limits on this component. 

Information sources and search strategy

We searched the databases listed below; 
the date of our last search was 9 July 
2023. One author (MCA) ran all of the 
searches and uploaded identified citations 
into Covidence systematic review software 
(Veritas Health Innovation, Melbourne, 
AU). We also conducted a forward and 
backward (reference list) search for peer-
reviewed publications from all included 
reviews based on citations downloaded 
from Web of Science or Google Scholar. 
The databases, along with keywords, 
were:

• Ovid MEDLINE® and Epub Ahead of 
Print, In-Process, In-Data-Review & 
Other Non-Indexed Citations, Daily 
and Versions and Embase. Keywords: 
("social prescribing" or "social prescrip-
tion"). ab,ti. AND "systematic review".
ab,ti.

• EBM Reviews - Cochrane Database of 
Systematic Reviews. Keywords: "social 
prescribing" OR "social prescription" 
AND "systematic review"

• EBSCO (APA PsycArticles, APA PsycInfo, 
CINAHL Complete, Social Work Abstracts, 
SPORTDiscus) social prescribing or 
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social prescription (title) AND system-
atic review

• Epistemonikos "social prescribing" OR 
"social prescription" AND "systematic 
review" title and abstract

• Google Scholar "social prescribing" OR 
"social prescription" AND "systematic 
review" title

Selection process

All systematic reviews identified through 
search strategies were independently 
screened at Level 1 (titles and abstracts) 
and Level 2 (full text) by two authors 
(IKS, MCA) based on the inclusion criteria 
described above. We reviewed the primary 
studies from each included review and 
categorized them as peer-reviewed or 
unpublished studies/evaluations. We then 
reviewed the primary studies (e.g. a sepa-
rate round of Level 1 and 2 screening) to 
decide if they met our inclusion criteria.

Data collection process

We extracted the following information 
for each review: author, publication year, 
systematic review question(s) and aims, 
population, setting, demographic informa-
tion, summary of findings, and outcome 
measures or instruments. We also com-
pared across reviews to look for overlap of 
primary studies to better understand data 
contributing to findings. For each included 
peer-reviewed primary study, we extracted 
the following information: author, publi-
cation year, population, setting, social pre-
scribing intervention, and descriptive and 
outcome data collected. For this phase, 
one author (IKS or MCA) extracted infor-
mation from studies in Covidence and 
Excel, and two other authors (EE and HA) 
reviewed and confirmed extracted find-
ings. In the case of discrepancies between 
reviewers, a third review author (AC) 
made the final decision.

Sorting process

For each primary study, we extracted data 
on quantitative outcomes and sorted them 
based on a published taxonomy;13 we 
chose this taxonomy because it was devel-
oped to use in determining core outcome 
sets. The original taxonomy has five core 
areas: death, physiological and clinical, 
life impact, resource use, and adverse 
events. Within the core areas there are 38 
categories or domains. Two authors (IKS, 
MCA) independently sorted outcomes into 

core areas and domains following the 
guidelines provided by the taxonomy,13 
with two modifications: (1) we changed 
the domain “psychiatric outcomes” to “men-
tal health” in the physiological/clinical 
core area; and (2) we moved the domain 
“delivery of care” to its own core area. 

One author (MCA) created the first table 
of sorted outcomes from the previous 
step, and then all other authors (IKS, EE, 
HA, AC) reviewed the table. We also 
reviewed and compared the extracted out-
comes with the NHS Social Prescribing 
Common Outcomes Framework,14 which 
has four main areas: impact on the person 
(control and well-being, physical activity, 
management of daily life activities, con-
nection); impact on community groups 
(confidence, impact of taking referrals, 
impact of social prescribing, changes in 
number of volunteers, capacity of the 
volunteer sector, and support needed); 
impact on the health and social care sys-
tem (provider visits, medications, “morale 
of staff in general practice and other refer-
ral agencies”14,p.30); and other data collec-
tion (referrals, “equality monitoring,”14,p.31 
contacts with link workers, satisfaction).14 
Finally, for extracted instruments, we 
located information on measurement 
properties for a similar population (com-
munity-dwelling adults), when possible.

Assessment of systematic reviews and 
primary studies

We used the JBI critical appraisal tool18 to 
analyze systematic reviews included in 
this synthesis. For each primary study, we 
compared the outcome reporting against 
one criterion proposed by the Consolidated 
Standards of Reporting Trials (CONSORT) 
2020 Extension for Outcomes:20 “Item 6a.8. 
Provide a description of the study instru-
ments used to assess the outcome (e.g. 
questionnaires, laboratory tests) along 
with reliability, validity and responsive-
ness in a population similar to the study 
sample.”20,p.2254 We reviewed each study to 
locate the term within the publication; 
this could include either  stating an instru-
ment was valid, reliable and/or responsive, 
or providing a reference or measurement 
statistic. We also compared extracted 
demographic information for each pri-
mary study with the criteria proposed by 
PROGRESS-Plus21: age, gender/sex, ethnicity/ 
culture/language/race, education, occupa-
tion, place of residence, religion, social 
capital and socioeconomic status.

Synthesis methods

We conducted a narrative synthesis, includ-
ing compiling and sorting a list of out-
comes and instruments contained within 
reviews and primary studies.

Potential review biases

We considered bias throughout our review 
process. A priori, we tried to address 
potential bias by following standard pro-
cedures and registering and updating our 
protocol. We planned for conflicts of inter-
est, such as if an author on this synthesis 
were also to be an author on an included 
review or primary study. In this case, 
another author, not in conflict of interest, 
would provide a rating of the review. 

Team membership consisted of trainees 
and researchers, and two of the co-authors 
had clinical training. Our team also 
spanned the age range from young adult 
to older adult; team members had experi-
ence with multiple research methods, and 
authors with experience in systematic 
reviews mentored less experienced team 
members. However, none of the authors 
had direct, lived experience with social 
prescribing as defined in this work. 

We acknowledge that we only included 
peer-reviewed studies, and that this may 
create a publication bias, but this was 
intentional in order to identify and evalu-
ate the reporting for outcome measures 
for studies that usually follow standard 
reporting guidelines (e.g. CONSORT 2020, 
or similar statements based on different 
study designs). However, by not including 
unpublished literature, we may have 
missed some outcomes, in particular as 
they may relate to implementation of a 
program (e.g. via a process evaluation).

Results

Study selection

After two rounds of Level 1 and 2 screen-
ing, we included 10 systematic reviews 
(Figure 1A) and 33 primary studies 
(Figure 1B).

Systematic review characteristics (n = 10)

There were six systematic reviews with 
authors located in the UK,10,22-26 and one 
study each from Canada,8 Germany,27 
Ireland28 and Portugal.29 Table 1 provides a 
summary of the systematic reviews, 
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between 2008 and 2022, with 19 (58%) 
studies published from 2019 onwards, but 
before the publication of the social pre-
scribing definition by Muhl and colleagues 
in 2023.3 Four studies34-37 were based on 
arts-on-prescription, “… part of main-
stream social prescribing provision in pri-
mary health care.”37,p.1 Two studies were 
based on museums-on-prescription.7,38 Two 
studies39,40 were based on the social cure 
approach, which “suggests that social 
identities can enhance health/well-being 
through psychological resource provi-
sion.”40,p.387 We noted overlap for studies 
included in the 10 systematic reviews. 
Over half of the primary studies 19 (58%) 
appeared in more than one review, with a 
range in the number of times they were 
included: two;7,30,35,36,40-43 three;7,44-47 four;48-

50 five;39,51 and six.52

Assessment of systematic review methods 
and instrument reporting

Most systematic reviews were in agree-
ment with the JBI critical appraisal crite-
ria,18 with all but two reviews24,26 scoring 
eight or higher (out of 11 possible points). 
The question (from the JBI tool) rated 
with the most “no” or “unclear” responses 
was related to reporting the research 
question based on PICO format. Of pri-
mary studies, most publications did not 
provide detailed information on instru-
ments’ basic measurement properties. 
Validity was most often mentioned or ref-
erenced,7,30-34,36,37,41-44,47,48,50,51,53-59 followed by 
reliability33,36,38,42,43,48,53,54,57 and responsive-
ness.37,42,45,60 Few studies provided specific 
information, such as a measurement sta-
tistic (e.g. Cronbach alpha or kappa).

Results of synthesis

Categorization of outcomes
Many extracted instruments were patient-
reported outcomes measures (PROM) 
focussed on well-being, with variability in 
the number and types of outcomes used; 
there were some patient-reported experi-
ence measures (PREM; e.g. satisfaction). 
Figure 2 and Table 3 provide an overview 
of outcomes and information from pri-
mary studies. Overall, almost all taxon-
omy core areas were represented, except 
death, but most domains contained instru-
ments from only a few studies (e.g. physi-
cal functioning such as physical activity), 
with some exceptions. 

Specifically, over half of primary studies 
used at least one of six different well-being 

FIGURE 1 
PRISMA flow diagram for umbrella review (A) and individual studies (B)

A. Umbrella review

Studies from databases/registers 
(n = 156)

MEDLINE (n = 60)
Epistemonikos (n = 48)
MEDLINE and Embase (n = 17)
EBSCO (n = 16)
Google Scholar (n = 14)
Embase (n = 1)

Citation searching (n = 762)

Duplicates removed (n = 313)

Systematic reviews included (n = 10)

Studies excluded (n = 575)

Studies sought for retrieval (n = 30) Studies not retrieved (n = 0)

Studies assessed for eligibility (n = 30) Studies excluded (n = 20)
Not defined social prescribing (n = 7)
Not a systematic review (n = 6)
No outcomes (n = 5)
Wrong study aims (n = 2)
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including the study aims and the number 
of included primary studies. Overall, par-
ticipants’ descriptive information was miss-
ing from several systematic reviews;10,25,26 
however, this may be because the infor-
mation was missing from some of the pri-
mary studies. 

Almost all of the reviews aimed to look at 
the general effect or impact of social pre-
scribing, with some reviews reporting 
more specific criteria such as social pre-
scribing from one location (UK),10,23 or 
focussed on loneliness,24,26 mental health,23 
primary care8,22,29 or older adults.8 One 
review focussed on social prescribing 
interventions that used a co-design or co-
production approach.25 The review by 

Vidovic and colleagues26 provides an over-
view of outcomes used in social prescrib-
ing for four key measures: loneliness, 
social isolation, well-being and connect-
edness. Systematic reviews consistently 
noted positive outcomes but with limited 
evidence due to small sample sizes and 
methodological challenges with primary 
studies (Table 1). Most systematic reviews 
commented on the variability in the out-
come measures.10,22,23,25,26,28,29

Primary study characteristics (n = 33)

Table 2 provides an overview of the 33 pri-
mary studies. Overall, 29 (88%) studies 
were conducted in the UK; three studies 
were from Australia,30-32 and one was from 
South Korea.33 Studies were published 

Continued on the following page
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system in the UK. Therefore, not all 
included primary studies may have fol-
lowed the framework (as a guideline) 
because of where the study was located 
(e.g. outside of the UK) and when it was 
published, as only 13 (39%) studies were 
published in 2020 or later. 

Demographic information
Reporting varied for information provided 
in primary studies (n = 33). All primary 
studies but two59,61 reported participants’ 
age and gender/sex. Thirteen primary stud-
ies collected information on ethnicity/ 
culture/language/race;7,30,39,41-43,47,48,52-54,57,58 
12 primary studies reported on occupation/ 
employment;30,35-37,39,42,46,48,50,52,58,60 seven 
primary studies reported on socioeco-
nomic status (based on place of resi-
dence);34-37,50,53,54 four primary studies 
reported on education;33,40,52,58 and four 
primary studies mentioned disability.30,51,57,58

Discussion

We provide an overview of the outcomes 
and instruments used in peer-reviewed lit-
erature for social prescribing with adults 
aged 18 years and older, and highlight 
variability in the type and number of 
instruments used within studies. Our find-
ings support and extend previous work11,12 
by comparing identified outcomes with a 
published taxonomy.13 Many instruments 
were PROMs, alongside some PREMs, 
with less emphasis on physical activity, 
cognition or people providing unpaid care, 
such as family members and volunteers; 
only one study reported on unintended 
outcomes (e.g. harms). We further identi-
fied, similar to the recent mapping review,12 
missing information related to equity: 
most studies only provided basic partici-
pant descriptive information, yet these 
data inform the development of equity 
within program development and deliv-
ery. Further, this evidence synthesis is a 
reminder for more comprehensive report-
ing of outcomes, given the recent develop-
ment of reporting guidelines.20 Overall, 
this synthesis could be used to guide 
future research studies and program eval-
uations. It will be used to support our 
next phase—to conduct a modified Delphi 
study to determine outcomes important 
for people who impact or are impacted by 
social prescribing.15

General interpretation

Almost all taxonomy core areas and domains 
were included across social prescribing 

B. Individual studies

Primary studies from included reviews 
(n = 110)

Duplicates removed (n = 32)

Primary studies included in review (n = 33)

Studies excluded (n = 29)

Studies sought for retrieval (n = 49) Studies not retrieved (n = 0)

Studies assessed for eligibility (n = 49)
Studies excluded (n = 16)

Social prescribing not stated (n = 9)
Wrong study design (n = 6)
Conference abstract (n = 1)
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Note: PRISMA template from Page MJ, McKenzie JE, Bossuyt PM, et al. The PRISMA 2020 statement: an updated guideline 
for reporting systematic reviews. Int J Surgery. 2021;88:105906. https://doi.org/10.1016/j.ijsu.2021.105906

instruments, although most studies used 
one of two outcome instruments: Warwick- 
Edinburgh Mental Well-being Scale 
(WEMWBS)32,34-37,42-45,47,51,53 and Short 
Warwick-Edinburgh Mental Well-being 
Scale.41,54,55,60,61 Many studies had a specific 
level of cognition as an inclusion crite-
rion, but only two studies56,62 reported a 
related instrument; however, the WEMWBS 
aims to “capture a wide conception of well- 
being, including … cognitive- evaluative 
dimensions.”63,p.2 Only one study reported 
on adverse events (unintended outcomes).56 
Table 4 lists identified instruments within 
primary studies, alongside a description 
and some measurement properties. 

When comparing extracted outcomes 
(Table 3) with the NHS Social Prescribing 

Common Outcomes Framework,14 most 
categories were included by one or more 
primary studies. We observed that family 
caregivers, volunteers and voluntary groups 
were mentioned in many primary stud-
ies.32,33,38,41,52,54,56,57,61 Two primary studies54,56 
included family caregivers within data 
collection, but we did not locate specific 
measures to evaluate volunteers’ experi-
ence or information related to societal or 
cost outcomes, despite the inclusion in 
the NHS framework. It is notable only six 
primary studies46,50,52,53,57,58 reported on phys-
ical activity (also mentioned in the NHS 
framework), and these studies were all 
published before 2020. However, the NHS 
Social Prescribing Common Outcomes 
Framework14 was dated June 2020 and 
pertains to the health and social care 

FIGURE 1 (continued) 
PRISMA flow diagram for umbrella review (A) and individual studies (B)

https://doi.org/10.1016/j.ijsu.2021.105906
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TABLE 1 
Summary of information for the 10 included systematic reviews

First author 
Location 

Year

Number of 
information 

sources

Number of peer-reviewed 
studies

Total and included in outcome 
synthesis

What systematic review aimed 
to determine

Findings

Bickerdike10 
UK 

2016

16 reports 
15 studies

5 
248,59 

“… effectiveness of social 
prescribing programs relevant to 
the UK NHS setting” (p. 2)

• Most studies had positive findings
• Included studies had methodological limitations including possible confounding factors
• “[A] lack of standardized and validated measuring tools” (p. 15)

Cooper23 
UK 

2022

17 reports 
13 studies 

13 
147,34-41,43,45,46,52,57

“… effectiveness, and active 
ingredients of UK-based social 
prescribing interventions 
targeting mental health” (p. 2)

• Positive outcomes in 12/13 studies
• Methodological limitations with high attrition rates 
• “[S]ubstantial variability in outcome measures” (p. 11)

Costa29 
Portugal 

2021

13 studies 13 
1136,39,43,45-52

“[T]o locate and summarize 
evidence regarding the 
effectiveness of SP targeting 
the adult population assisted in 
primary health-care settings.” 
(p. 3)

• 8/10 studies reported positive physical or psychological well-being outcomes
• Evidence regarding the effectiveness of SP continues to be unclear
• “More studies are needed to establish the adequate and more standardized outcome measurement 

tools” (p.14)

Kiely28  
Ireland 
2022

9 reports 
8 studies

9 
250,52

“… effects on health outcomes 
and costs of social prescribing 
link workers … for people in 
community settings focussing on 
people experiencing multimor-
bidity and social deprivation” 
(p. 1)

• Only identified social prescribing may improve self-rated health
• “[O]verall certainty of the evidence for our selected outcomes, which was low or very low for most 

outcomes.” (p. 11)
• “… there was a lot of variation in outcomes included and how they were measured ...” (p. 11)

Napierala27 
Germany 

2022 

68 reports 
53 studies 

33 
1830,31,35,38,39,41,42,44,45,47-52,55,58,60

“… effectiveness of SP for 
facilitating psychosocial 
support with an international 
focus” (p. 2)

• Uncontrolled trials had positive findings
• Limitations of evidence due to confounding and other possible sources of bias
• “Most frequently studied outcomes represent the domains of mental health and well-being, 

loneliness, quality of life, general health, self-efficacy, and health care utilization.” (p. 8)

Percival8 
Canada 

2022

7 studies 7 
77,33,44,49,51,54,56

“… effect of social prescribing 
for older adults within primary 
care” (p. 2)

• “There were some positive effects of social prescribing on physical and psychosocial outcomes (e.g. 
social participation, well-being)” (p. 1)

• Limitations noted in methodology (study design, small sample sizes, missing data)
• Outcome measures reported included: physical and psychosocial outcomes and health resource use

Pescheny46 
UK 

2019

16 studies 7 
448,49,51,52

“… outcomes of social 
prescribing programs based on 
primary care and involving 
navigators” (p. 664)

• “The existing evidence for improvements in health and well-being, health-related behaviours, 
self-concepts and daily functioning is mixed.” (p. 670)

• “… the quality of the majority of included studies was poor … sparse data on numbers of 
participants and loss of follow-up, a non-comprehensive sampling strategy, and a lack of informa-
tion on data collection and analysis methods.” (p. 670)

• “Although we found that studies are interested in similar outcome areas, the tools to measure these 
outcomes varied between studies.” (p. 670)

Continued on the following page
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First author 
Location 

Year

Number of 
information 

sources

Number of peer-reviewed 
studies

Total and included in outcome 
synthesis

What systematic review aimed 
to determine

Findings

Reinhardt24 
UK 

2021

9 studies 2 
139

“… impact of social prescribing 
(SP) programs on loneliness 
among participants and the 
population” (p. 204)

• “[S]ocial prescribing models designed to address loneliness have been largely viewed as helpful by 
both participants and service providers” (p. 211)

• “[V]ariability and paucity of evidence and lack of control group comparisons make it difficult to 
draw conclusions” (p. 211)

• “We demonstrate a gap between social prescribing design and social prescribing evaluation and 
illuminate a lack of impact assessment in relation to social care. We also note a lack of consensus on 
what the impact of a person-centred approach such as social prescribing should be.” (p. 12)

Thomas25 
UK 

2021

8 studies 8 
161

“… SP that engage communities 
in co-design and co-production 
leading to improvements in 
well-being as well as examine 
barriers and facilitators to SP 
intervention development” (p. 3)

• “Well-being outcomes across the included studies were reported to have been an increase in 
confidence, empowerment, and self-sufficiency as well as reduction in social isolation.” (p. 10)

• “[A]ll included studies were of a low-quality standard.” (p. 11)
• Missing data (e.g. study duration and participant numbers)
• “[V]arious data collecting methods were used within each study” (p. 11)

Vidovic26 
UK 

2021

51 studies 33 
1330,32,38-40,42,44,46,47,50-53

“…impact of SP on addressing 
loneliness, social isolation, 
well-being, and connected-
ness… at the individual, system, 
and community levels.” p. 1

• “[A] majority of studies in this report find change following a social prescribing intervention, but 
not necessarily change due to a social prescribing intervention.” (p. 14)

• “Given this small number of studies that establish causality, conclusions regarding the impact of 
social prescribing are tentative, at best.” (p. 14)

• “[V]ariability in the types of measures used in regard to the four outcomes …” (p. 11). “[W]e 
recommend standardizing measurement and data collection to help deliver stronger, more reliable, 
and more rigorous evidence.” (p. 14)

Abbreviations: NHS, National Health Service; SP, social prescribing; UK, United Kingdom.

TABLE 1 (continued) 
Summary of information for the 10 included systematic reviews
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TABLE 2 
Summary of information for the 33 primary studies

First author 
Location 

Year
Study characteristics

Target population 
Age

N Program description

Aggar30 
Australia 

2020

Retrospective analysis of 
pre- and post-intervention 
design

Adults and older adults

18–65 years

175 • 12-week social prescribing program with link workers
• Social services; enrolment in social and therapeutic activities included arts and crafts, yoga 

and relaxation, equine therapy and social groups

Aggar31 
Australia 

2021

Exploratory, quantitative, 
longitudinal design 

Adults and older adults

18–65 years

13 • 10-week; facilitated by mental health social worker
• Arts and crafts group led by practising artist/instructor 

Bird53 
UK 

2019

Mixed methods design Adults with long-term conditions [type 2 
diabetes, pre-diabetes and/or hypertension] 
and who were inactive

18–70 years or older

602 • 12-week program that included a GP, activity program manager and exercise specialists 
who delivered the program

• Physical activity intervention 

Carnes52 
UK 

2017

Mixed methods design with 
a matched control group

People from general practices who were 
frequent attenders and/or socially isolated

486 • Up to 6 sessions
• GP referral to social prescribing coordinator who co-created an action plan with  

well-being goals
• Sometimes community referrals were initiated
• Support via social prescribing volunteers

Crone34 
UK 

2013

Prospective longitudinal 
follow-up design (observa-
tional)

Adults

Mean (SD) age:  
54 (16) years

157 • 10-week art program (e.g. poetry, ceramics, drawing, mosaic, painting)
• GP or provider referral
• Within a GP clinic or community location

Crone35 
UK 

2018 

Prospective longitudinal 
follow-up design (observa-
tional)

Adults

Mean (SD) age:  
51.2 (15.9) years

818 • 10-week art program (e.g. poetry, ceramics, drawing, mosaic, painting)
• GP or provider referral
• Within a GP clinic or community location

Elston44 
UK 

2019 

Pre- and post-intervention 
design

Adults and older adults with two or more 
long-term conditions

> 50 years

Pre-intervention: 
1046

Post-intervention: 82

• 12-week, strengths-based, with coordinators (link workers)
• GP or other people/services who make the referral
• Coaching, advocacy and navigation of and access to local health, social and economic 

services

Foster41 
UK 

2021

Concurrent mixed methods  
design

People who were experiencing, or at risk of, 
loneliness

Mean (SD) age:  
65.5 (19.3) years

2250 • 12-week social prescribing service with referrals from any source and link worker support
• Navigated access to community activities and resources

Giebel54 
UK 

2021

Pre- and post-intervention 
design

People with a diagnosis of dementia (any 
subtype and age) and their family carer

Mean (SD) age: 
74.0 (8.0) years

25 • Referred by psychiatrist or GP
• Collaboration with local NHS Trust, clinics, council, clinical commissioning group, other 

organizations, unpaid dementia carers and dementia care navigators
• Classes were ongoing, 60-minute sessions at local community centres
• Variety of activities such as low-impact exercises, local walks, tai chi, relaxation techniques, 

mindfulness and games, etc.
• Assessment at 3 and 6 months

Continued on the following page
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First author 
Location 

Year
Study characteristics

Target population 
Age

N Program description

Grayer48 
UK 

2008

Pre- and post-intervention 
design

Adults with a psychosocial problem

Mean (SD) age:  
43.1 (14.6) years

75 • Referrals from primary health care team
• Graduate primary care mental health workers met with people to identify needs and make 

referrals to community resources
• Assessment at 3 months

Holt42 
UK 

2020

Multi-level, repeated 
measures design

Adults with anxiety and depression

Mean age: 47 years

66 • 12-week arts-on-prescription workshops 
• Led by artist and health provider

Howarth55 
UK 

2020

Case study Adults and older adults

Between 30 and 85 years 
Age range: most people above 60 years

9 • 12-week, nature-based social prescription
• Referrals to gardening
• Provides a space to grow, reflect, and meet

Jones57 
UK 

2013

Pre- and post-intervention 
design

Adults and older adults with low-level 
mental, long-term health conditions, low 
levels of physical activity, diet-related health, 
low income and/or social isolation

Age range: 18–70 years or older

687 • Group of 10 (out of 15) community organizations delivering activities such as leisure, 
exercise, cooking, befriending, arts and crafts activities

• Group activities in 10-week blocks of 2-hour sessions
• Self-referral, health care agency or another agency
• Baseline assessment occurred months 1–3, with follow-up between months 4–6

Jones56 
UK 

2020

Pre- and post-intervention 
design

Participants aged 55+, their families, staff, 
the NHS and local government

Mean (SD) age: 
73.8 (8.9) years

66 • Health Precinct, a partnership with a health board and public health
• 16 weeks in duration, with a focus on exercise goals, with allied health or nursing
• Common referral path via an exercise referral scheme or cardiac rehab
• Activities to encourage social participation and physical activity

Kellezi39 
UK 

2019

Mixed methods approach 
with longitudinal survey

GPs, health care providers, service users

> 29 years 

630 • Used a “social cure” approach, e.g. group membership’s effect on social life, health and 
well-being

• Referrals from GP practices and person meets with health coach; link workers connect 
people to social groups

• Assessments completed 4 months apart

Kim33 
South Korea 

2021

Pre- and post-intervention 
design

Older adults aged > 65 years 

Mean (SD) age: 
82.0 (5.9) years

10 • Once weekly for 10-week program: music storytelling, a self-help group and gardening
• Review by public health doctor
• Two program coordinators attended sessions

Kimberlee58 
UK 

2016

Pre- and post-intervention 
design

Adults

36–40 years

70 • People referred from local GPs
• Person collaborates with staff to co-produce goals
• Can also access community resources
• Program was ongoing, but assessments occurred at baseline and at least 3 months later

Loftus49 
UK 

2017

Quality improvement design Older adults (65 years+) with a chronic 
condition with frequent GP visits or multiple 
medications

Mean (SD) age: 
72.1 (6.8) years

28 • 12-week program
• Referrals from GP to social prescribing coordinator
• Variety of activities such as social clubs, counselling, arts program, falls prevention, 

exercises classes, etc.

TABLE 2 (continued) 
Summary of information for the 33 primary studies
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First author 
Location 

Year
Study characteristics

Target population 
Age

N Program description

Maughan59 
UK 

2016

Observational study Adults with a mental health condition 55 • Aimed to connect primary care and community services
• Program duration between 6 and 18 months (maximum 20 times)
• Asset map exercise to identify resources with a focus on mental health awareness and 

lifestyle change

Mercer50 
UK 

2019

Quasi-experimental 
cluster-randomized 
controlled trial

Adults aged > 18 years

Mean (SD) age: 
49.0 (16.0) years 
56.0 (15.0) years

214 • Community link worker/coordinator connected practices (referring GPs and nurses) and 
local community organizations

• Intervention was needs-dependent
• Baseline and follow-up questionnaire 9 months later

Morton45 
UK 

2015

Pre- and post-intervention 
design

Adults

Mean (SD) age: 
52.0 (11.0) years

136 • Most people referred by health providers, but some referrals from charitable organizations 
or others

• Provided series of free activities such as meditation, arts and crafts, etc. 

Pescheny46 
UK 

2019

Pre- and post-intervention 
design

Adults from primary care

Mean (SD) age: 
51.2 (15.7) years

56 • 12 sessions to free programs usually organized by third sector organizations
• GP referral to navigator
• Services include advice, physical activity, gardening, social activities, stress management 

and creative activities

Pescheny60 
UK 

2021

Pre- and post-intervention 
design

Adults from primary care

Mean (SD) age: 
50.3 (16.8) years

68 • 12 sessions to free programs usually organized by third sector organizations
• GP referral to navigator
• Services include advice, physical activity, gardening, social activities, stress management 

and creative activities

Poulos32 
Australia 

2019

Pre- and post-intervention 
design

Older adults (65 years+)

Mean (SD) age: 
78.1 (8.0) years

127 • Arts-on-prescription classes (6–8 participants per class) were held weekly for 8–10 weeks
• Health provider referral
• Community care worker or volunteer was available during each class to assist participants 

and artists 
• Courses available: visual arts, photography, dance and movement, drama, singing and music

Sumner36 
UK 

2020

Cohort study Adults

Mean (SD) age: 
51.1 (15.9) years

1297 • 8–10-week arts-on-prescription intervention
• Referrals from GPs and other providers
• Courses available: creative arts such as painting, ceramics, playwriting and mosaics

Sumner37 
UK 

2021

Cohort study Adults

Mean (SD) age: 
50.5 (15.7) years

245 • Two 8-week arts-on-prescription interventions
• Referrals from GPs and other providers
• Courses available: creative arts such as painting, ceramics, playwriting and mosaics

Swift61 
UK 

2017

Case study Primary care patients > 5000 • Community Wellbeing Practices program
• GP referrals
• Community navigators with up to 12 months of contact
• Provides access to educational courses, hobby and interest groups and volunteering 

opportunities

TABLE 2 (continued) 
Summary of information for the 33 primary studies
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First author 
Location 

Year
Study characteristics

Target population 
Age

N Program description

Thomson7 
UK 

2018

Repeated measures design Older adults at risk of loneliness and social 
isolation

65–94 years 

115 • 10 weekly sessions of museum-based programs 
• Referrals from health and social care, and third sector organizations 

Thomson38 
UK 

2020

Exploratory sequential 
mixed methods design

Adult mental health service users

44–70 years 
Mean age: 53 years

46 • 10 weekly sessions
• Referred via community partners (mental health nurse)
• Outdoor horticultural activities and indoor nature-based creative activities
• Delivered by a horticultural specialist, an arts tutor and a museum volunteer 

van de Venter43 
UK 

2015

Pre- and post-intervention 
mixed methods design 

People with mild-to-moderate mental health 
problems

27–73 years 
Mean age: 43 years

44 • 20-week arts-on-referral program
• 4 artist-facilitated groups, held at GP practices or community centres
• Included: painting, textiles, music, photography and film

Vogelpoel51 
UK 

2014

Mixed methods design Older people with sensory impairments

61–95 years 
Average age: over 80 years

12 • 12-week program for people with sensory impairments
• GP referral
• Practical arts workshop program
• Visual and tactile arts facilitator
• Travel support via transport options including community transport, taxis, buses and 

service transport

Wakefield40 
UK 

2022

Multimethod longitudinal 
design 

Adults with long-term health conditions or 
who reported being isolated/lonely/anxious

17–85 years 
Mean (SD) age: 
52.7 (14.8) years

63 • Used a “social cure” approach, e.g. group membership’s effect on social life, health and 
well-being

• Referrals from GP practices and person meets with health coach; link workers connect 
people to social groups

• Baseline and follow-up assessment at 6–9 months

Woodall47 
UK 

2018

Mixed methods design Adults and older adults

16–94 years 
Mean age (SD): 53.1 (18.0) years

342 • 6-session program, although most people completed it at 16 weeks (mean: 10 weeks)
• Self-referral or via referrals from GPs, health, social care and other relevant providers
• Coordinators provided information on local groups and services

Abbreviations: GP, general practitioner; NHS, National Health Service; SD, standard deviation; UK, United Kingdom.

TABLE 2 (continued) 
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Source of published taxonomy: Dodd S, Clarke M, Becker L, Mavergames C, Fish R, Williamson PR. A taxonomy has been developed for outcomes in medical research to help improve 
knowledge discovery. J Clin Epidemiol. 2018;96:84-92. https://doi.org/10.1016/j.jclinepi.2017.12.020

Abbreviations: ED, emergency department; GP, general practitioner.

FIGURE 2 
Overview of outcomes and information from primary studies based on the published taxonomy
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TABLE 3 
Outcomes extracted from primary studies, categorized using the published taxonomy, by core area and domain, showing instrument and citing primary study

Core Domains

Ph
ys

io
lo

gi
ca

l/
cl

in
ic

al

General outcomes 
(n = 4)

Mental health 
(n = 9)

Metabolism and nutrition 
(n = 2)

Musculoskeletal and connective tissue 
(n = 1)

• Burden of multimorbidity50

• General health52

• Number/presence of chronic condi-
tions33,35,37,52

• Pain scale30

• Center for Epidemiological Studies Depression scale 
(CES-D-7)57

• General Anxiety Disorder-7 (GAD-7)37,58

• Geriatric Depression Scale Korean Version (GDS-K)33

• General Health Questionnaire-12 (GHQ-12)48

• Hospital Anxiety and Depression Scale (HADS)45,50,52

• Kessler Psychological Distress Scale (K10)30,31

• Patient Health Questionnaire-9 items (PHQ-9)58,61

• Patient Health Questionnaire-8 items (PHQ-8)37

• Short Mood Scale42

• BMI53,57

• Energy expenditure46

• Muscle strength53

Li
fe

 im
pa

ct

Physical functioning 
(n = 6)

Social functioning 
(n = 4)

Role functioning 
(n = 3)

Emotional functioning/well-being 
(n = 18)

• Frailty32

• General Practitioner Physical Activity 
Questionnaire (GPPAC)57

• International Physical Activity Question-
naire (IPAQ)46,53,58

• Number of creative, lifestyle or regular 
activities32,50,52

• Participation in sport53

• Rockwood Clinical Frailty Scale (RCFS)44

• Community belonging39,40

• Friendship Scale58

• Number of social groups39,40

• Social Participation Scale33

• Capacity to work30

• Paid employment31

• Work and Social Adjustment 
Scale (WSAS)48,50

• Campaign to End Loneliness Measurement 
Tool47,56

• Clinical Outcomes in Routine Evaluation- 
Outcome Measure (CORE-OM)48

• General Self-Efficacy Scale (GSE)45

• General Self-Efficacy Scale (GSE) Korean 
Version33

• Life satisfaction57

• Museum Well-being Measure for Older Adults 
(MWM-OA)7,38

• ONS Well-being58

• Patient Activation Measure (PAM)44

• Perceived creativity32

• Rosenberg Self-Esteem Scale56

• Rosenberg Self-Esteem Scale Korean Version33

• Self-efficacy31

• Southwest Well-being Questionnaire57

• UCLA Loneliness Scale30,31,33,41

• Short-form UCLA Loneliness Scale (ULS-8)39,40

• Warwick–Edinburgh Mental Well-being Scale 
(WEMWBS)32,34-37,42-45,47,51,53

• Short Warwick–Edinburgh Mental Well-being 
Scale (SWEMWBS)41,54,55,60,61

• Well-being Star44

Continued on the following page
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Core Domains

Li
fe

 im
pa

ct
 (c

on
ti

nu
ed

)

Cognitive functioning 
(n = 2)

Global quality of life 
(n = 1)

Perceived health status 
(n = 4)

Personal circumstances 
(n = 2)

• 6 Item Cognitive Impairment Test 
(6CIT)56 

• Korean Mini-Mental State Examination 
(K-MMSE)33

• World Health Organization Quality of Life–abbreviated 26 
item (WHOQOL-BREF)30,31

• EuroQol-5 Dimensions 
(EQ-5D)30,31,40,47,50,56,61

• General Health Score (GHS)52

• Investigating Choice Experiments 
for the Preferences of Older 
People Capability Measure 
(ICE-CAP A)50

• Measure Yourself Medical 
Outcome Profile 2 (MYMOP2)52

• Index of Multiple Deprivation (IMD)34-37,46,50,52,54,60 
• Camberwell Assessment of Need Short Appraisal 

Schedule (CANSAS-P)30,31

D
el

iv
er

y 
of

 c
ar

e

Adherence/compliance 
(n = 2)

Patient/carer satisfaction 
(n = 5)

Process, implementation and service outcomes 
(n = 12)

• Attendance32-36,38,43,46,53,54,56,58

• Completion34,35,55

• Client Satisfaction Questionnaire (CSQ)48

• Expectations30

• Perceived benefits32

• Program satisfaction30,33,35,47,52,57,61

• Satisfaction with social support30

• Acceptability48

• Adoption53

• Community link evaluation48

• Implementation53

• Goal achievement44

• Program maintenance53

• Reach53

• Referral source (i.e. who made the referral)30,32,34,35,39,41,44,45,52,57

• Referral reason34-37,42,43,49,53,55,56,60

• Referral type (new or re-referral)34,35,37

• Program engagement34,35,50,52,57

• Uptake of referral34,35,49,50,56

R
es

ou
rc

e 
us

e

Economic 
(n = 6)

Hospital 
(n = 2)

Need for further intervention 
 (n = 7)

Societal/carer burden 
(n = 1)

• Environmental impact59

• GP consultations39,47-49,52,58,59

• GP home visits49

• GP phone calls39,49

• Health care utilization30

• Social return on investment41,56,58

• Emergency department visits44,52

• Hospitalizations31

• Community physiotherapy, occupa-
tional therapy, nursing44

• Community referrals44,48

• Complex referrals44

• GP referrals52,59

• Health and social care services56

• Medication prescriptions48,49,52,59

• Mental health referral48

• Social support40

A
dv

er
se

 
ev

en
ts

Adverse events 
(n = 1)

Unintended outcomes56

Source of published taxonomy: Dodd S, Clarke M, Becker L, Mavergames C, Fish R, Williamson PR. A taxonomy has been developed for outcomes in medical research to help improve knowledge discovery. J Clin Epidemiol. 2018;96:84-92. https://doi.
org/10.1016/j.jclinepi.2017.12.020

Abbreviations: BMI, body mass index; GP, general practitioner; ONS, Office for National Statistics (UK); UCLA, University of California, Los Angeles.
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TABLE 4 
List of instruments used in the primary studies with a description of the instrument and measurement properties, when available,  

for a general adult population

Instrument Description Measurement properties

6 Item Cognitive Impairment Test (6CIT)78 Brief cognitive screening tool “[C]orrelates well with the [Mini-Mental State Examina-
tion] MMSE and is thus a valid measure of cognitive 
impairment. The 6CIT is especially useful in the 
identification of milder dementia; although its sensitivity 
is only approximately 80%, this is considerably better 
than that of the MMSE, whose sensitivity ranges from 
50% to 65%, depending on cutoff.”78,p.938-9

Burden of Multimorbidity79 Measures disease burden based on self-reported 
chronic conditions79

“… respondents selected from a list of 21 common 
chronic diseases and additionally were allowed to 
add medical conditions not already on the list. They 
rated each condition on a five-point scale from 1 
(interferes with daily activities “not at all”) to 5 
(interferes with daily activities “a lot”). The total 
score representing level of morbidity was thus the 
sum of conditions weighted by the level of 
interference assigned to each.”79,p.2-3

“[V]alidation against medical records revealed that 
median sensitivity relative to a ‘gold standard’ of chart 
review was 75% (range 35%–100%) and median specificity 
was 92% (range 61%–100%) …”79,p.3

Camberwell Assessment of Need Short 
Appraisal Schedule Patient-rated (CANSAS-P)80

“[I]nstrument for the assessment of needs in people 
with severe mental health problems”80,p.114 

“The CANSAS-P exhibited comparable detection of needs 
with its predecessor, better identification of domains that 
are problematic for patients to respond to, good 
test–retest reliability, especially for unmet needs, and 
generally positive evaluations by patients.”80,p.113

Campaign to End Loneliness Measurement 
Tool81

Consists of three questions framed from a positive 
perspective, focussed on friendships and relation-
ships

“A reliability analysis indicated excellent internal 
consistency of the scale with a Cronbach’s 
alpha = 0.901.” 81,p.3;82

Center for Epidemiological Studies Depression 
Scale (CES-D-7)83

This 20-item instrument asks questions to rate 
symptoms of depression (related to sleep, appetite, 
loneliness) experienced in the past week84

“The internal consistency, test–retest reliability and 
validity were high for all sex and age groups…”84,p.283

Client Satisfaction Questionnaire85 An 8-item questionnaire on people’s satisfaction 
with program/service received

“It possesses a high degree of internal consistency and 
correlates with therapists’ estimates of client 
satisfaction.”85,p.204

“In that study, the scale’s coefficient alpha was 90 when 
used with clients after their first service contact 
(n = 213), and 94 when used in a 90-day follow-up with 
the same clients (n = 113). On the other hand, the CSQ 
has been found to bear only moderate to low relation-
ships with measures of outcome after a very brief or 
short-term follow-up interval.”85,p.205

Clinical Outcomes in Routine Evaluation-Out-
come Measure (CORE-OM)86

This is a 34-item instrument of subjective well-being, 
symptoms, function and risk86

“Internal and test–retest reliability were good (0.75–
0.95), as was convergent validity with seven other 
instruments, with large differences between clinical and 
nonclinical samples and good sensitivity to change.”86,p.51

EuroQol-5 Dimensions (EQ-5D)87 This instrument consists of two components: (1) 
participants are asked to rate (scale 1–5) five 
domains of health (mobility, self-care, usual 
activities, pain/discomfort and anxiety/depression); 
and (2) a visual analogue scale: 0 (worst)–100 (best) 
for self-rated health

“The EQ-5D-5L is a reliable and valid generic instrument 
that describes health status which can be applied to a 
broad range of populations and settings. The assessment 
of responsiveness, in particular, needs further and more 
rigorous exploration. Rather large ceilings persist in 
general population samples, reflecting the conceptualiza-
tion of the EQ-5D instrument, which focusses on 
limitations in function and symptoms, and does not 
include positive aspects of health such as energy or 
well-being.”88,p.668

Continued on the following page
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Instrument Description Measurement properties

General Anxiety Disorder-7 (GAD-7)89 A 7-item self-report scale to identify general 
anxiety89

“The internal consistency of the GAD-7 was excellent 
(Cronbach α = .92). Test–retest reliability was also good 
(intraclass correlation = 0.83)”89,p.1094; “There was a strong 
association between increasing GAD-7 severity scores and 
worsening function on all 6 SF-20 scales.”89,p.1094

“The GAD-7 may be particularly useful in assessing 
symptom severity and monitoring change across time, 
although its responsiveness to change remains to be 
tested in treatment studies.”89,p.1095

General Health Questionnaire-12 (GHQ-12)90 The 12-item GHQ-12 screens for general (nonpsy-
chotic) mental health problems among primary care 
patients90

“Reliability: The Cronbach’s alpha of the GHQ-12 for 
bimodal scoring (0-0-1-1) was 0.76, indicating satisfactory 
internal consistency.”91,p.7

“Validity coefficients for the GHQ-12 … were generally 
high, with the mean area under the ROC curves being 
0 ± 88, with a fairly narrow range …”90,p.194

General Practitioner Physical Activity 
Questionnaire (GPPAQ)92

Four questions about weekly physical activity 
completed in the previous year related to work, 
exercise and vigorous exercise, and number of stairs 
climbed

“The repeatability of the physical activity index was high 
(weighted kappa = 0.6, p < 0.0001). There were positive 
associations between the physical activity index from the 
questionnaire and the objective measures of the ratio of 
daytime energy expenditure to resting metabolic rate 
(p  = 0.003) and cardiorespiratory fitness 
(p = 0.001).”92,p.407

General Self-Efficacy Scale (GSE)93 A 10-item scale to measure “the strength of an 
individual’s belief in his or her own ability to 
respond to novel or difficult situations and to deal 
with any associated obstacles or setback”93,p.35

“High internal consistency ratings … ranged from .82 to 
.93”93,p.35; “concurrent validity … [was] found with 
self-esteem (.52).”93,p.36

General Self-Efficacy Scale–Korean Version94 “Cronbach’s alpha for the entire GSE scale Korean version 
is 0.81.”94,p.844

“Significantly, the EFA revealed two factors, coping and 
confidence; however, Cronbach’s alpha for the confidence 
subscale was 0.54, indicating that it was not reliable. 
Therefore, it is advised to use either the full GSE 
scale–Korean version or the subscale coping alone.”94,p.851

Geriatric Depression Scale Korean Version 
(GDS-K)62

A 30-item screening test for depression for older 
people in community and clinical settings

“Cronbach’s coefficient alpha for the GDS-KR was 0.90 
and the test–retest reliability was 0.91 (p < 0.01).”62,p.232

Hospital Anxiety and Depression Scale 
(HADS)95

A 16-item (8 items for anxiety and 8 items for 
depression) self-assessment scale for medical 
outpatient clinics

“Cronbach’s alpha for HADS-A varied from .68 to .93 
(mean .83) and for HADS-D from .67 to .90 (mean 
.82).”96,p.69 “Correlations between HADS and other 
commonly used questionnaires were in the range .49 to 
.83.”96,p.69

Investigating Choice Experiments for the 
Preferences of Older People Capability Measure 
(ICE-CAP A)97

Measures capability that “is primarily concerned 
with the evaluation of individual advantage based 
on a person’s ability to achieve ‘functionings’ in life 
that are valuable to them.”98,p.2 

Measures five areas: “stability (‘settled and secure’), 
attachment (‘love, friendship and support’), 
autonomy (‘independent’), achievement (‘achieve 
and progress’) and enjoyment (‘enjoyment and 
pleasure’)”98,p.3

“The reliability of the capability questions, which takes 
into account higher level of inherent variability, is in the 
range of 0.52 (autonomy) to 0.61 (stability). The 
reliability of the health status questions is somewhat 
higher, in the range of 0.60 (usual activities) to 0.79 
(mobility).”99,p.627

“We found that the reliability of a simple measure of 
adult capability (the ICECAP-A) was slightly lower than 
that for a commonly used health functioning measure 
(the EQ-5D-3L) but not obviously affected by age, sex or 
education”99,p.628

TABLE 4 (continued) 
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International Physical Activity Questionnaire 
(IPAQ)100

Self-report measure of physical activity; “The 
objective was to develop a self-reported measure of 
physical activity suitable for assessing population 
levels of physical activity across countries.”100,p.1381

“Overall, the IPAQ questionnaires produced repeatable 
data (Spearman’s rho clustered around 0.8), with 
comparable data from short and long forms. Criterion 
validity had a median rho of about 0.30, which was 
comparable to most other self-report validation 
studies.”100,p.1381

Kessler Psychological Distress Scale (K10)101 A 10-item screening instrument for nonspecific 
psychological distress

“There is a significant association between scores on the 
K10 and scores on the GHQ and SF-12, measures of 
symptoms and disability respectively, and between the 
K10 and the number of consultations for a mental 
problem in the previous 12 months. These findings 
support the validity of the K10 as a measure of 
psychological distress.”101,p.496-7

Korean Mini-Mental State Examination 
(K-MMSE)102

Translation of the Mini-Mental State Examination, a 
30-item screening tool for cognitive impairment

“The sensitivity of the K-MMSE was 48.7%, with a 
specificity of 89.9%. The incidence of false positive and 
negative results totalled 10.1% and 51.2%, respectively. In 
addition, the positive predictive value of the K-MMSE was 
87.1%, while the negative predictive value was 
55.6%.”102,p.177

Measure Yourself Medical Outcome Profile 2 
(MYMOP2)103

A short, generic, patient-specific measure of health. 
People are asked to state and rate one or two 
symptoms and “one activity of daily living, which 
they have come for help with, and which they 
consider to be the most important in affecting their 
lives.”103,p.28 

“The responsiveness index relating to minimal clinically 
important change was greater, for all MYMOP scales 
except well-being, than the level of 0.8 nominated as 
‘high’ by previous work … [the] well-being scale was less 
responsive, but practitioners reported that it was 
clinically useful, especially in chronic disease.103,p.1018

“MYMOP’s validity was supported by its ability to detect 
different degrees of change in relation to change scores 
and in acute and chronic conditions, and by its 
correlations with SF-36 scores. Although the issue of 
clinical usefulness was clouded by follow-up being postal 
and not related to clinical follow-up, interviews provided 
important information on the effect of using the 
instrument in the consultation.”103,p.1018

Museum Well-being Measure for Older Adults 
(MWM-OA)104,105

“[M]useum-focussed measure to evaluate the 
well-being benefits of museum and gallery events 
and activities”104,p.44

Internal consistency reliability was constructed for 
positive (α = 0.81) and negative emotion (α = 0.82). 
“Comparison of pretest-posttest differences showed 
highly significant increases in positive scores and 
decreases in negative scores with medium to large effect 
sizes.”105,p.29

Patient Activation Measure (PAM)106 A 13- or 22-item measure of activation, focussed on 
a person’s knowledge, skills and belief in their 
ability to self-manage health/health care

“Assessments of the 22-item PAM using national sample 
data show a high level of reliability with infit values 
ranging from .71 to 1.44. All but one of the outfit 
statistics are between .80 and 1.34.”106,p.1020

“The results indicate considerable evidence for the 
construct validity of the PAM. Those with higher 
activation report significantly better health as measured 
by the SF 8 (r = .38, p < 0.001), and have significantly 
lower rates of doctor office visits, emergency room visits 
and hospital nights (r = −.07, p < 0.01).”106,p.1021

Patient Health Questionnaire-9 items 
(PHQ-9)107

A 9-item depression questionnaire from the full 
PHQ for “making criteria-based diagnoses of 
depressive and other mental disorders commonly 
encountered in primary care”107,p.606

“The internal reliability of the PHQ-9 was excellent, with 
a Cronbach’s α of 0.89 in the PHQ Primary Care Study 
and 0.86 in the PHQ OB-GYN Study.”107,p.608

Test–retest reliability of the PHQ-9 was also excellent. 
“PHQ-9 score ≥10 had a sensitivity of 88% and a 
specificity of 88% for major depression.”107,p.606
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Patient Health Questionnaire-8 items 
(PHQ-8)108

This is the PHQ-9 questionnaire without the last 
question.

“Correlation between PHQ-9 and PHQ-8 scores was r = 
0.997. Sensitivity and specificity for the PHQ-9 (54%, 
90%) and PHQ-8 (50%, 91%) to detect major depression 
were similar.”109,p.163

Rockwood Clinical Frailty Scale (CFS)110 Instrument for clinicians to observe patients (using 
clinical judgment) “that evaluates specific domains 
including comorbidity, function and cognition to 
generate a frailty score ranging from 1 (very fit) to 9 
(terminally ill).”110,p.1

“Reliability of retrospective with prospective CFS scores 
was high (κ [kappa] = 0.89).”111,p.1009 “Precision and 
interrater reliability of the comparison of retrospective 
CFS scores were high with narrow interquartile ranges 
and κ = 0.85.”111,p.1009

Rosenberg Self-Esteem Scale (RSES)112 A 10-item scale to measure two facets of self-esteem, 
self-competence and self-liking (using both positive 
and negative statements).112

“Internal consistency reliability: Cronbach coefficient a 
was .91 for the overall sample and ranged from .84 (66+ 
age group) to .95 (unemployed working group), with an 
average of .90.112,p.72

Rosenberg Self-Esteem Scale–Korean Version113 “The analysis showed that item eight was a misfit, and 
items three, nine, and ten were challenging to answer. It 
was found that, as the response range, a 4-point Likert 
scale was appropriate, and most of the items between the 
old and young adults functioned differently. As a result, 
RSES is not suitable for use for the older Korean adults 
because it did not satisfy the construct validity.”113,p28984 

Short Mood Scale114 A 6-item scale that measures changes in mood over 
the day, with a specific focus on calmness, valence 
and energetic arousal

“The results suggest that the proposed three factors 
calmness, valence, and energetic arousal are appropriate 
to assess fluctuations within persons over time. However, 
calmness and valence are not distinguishable at the 
between-person level. Furthermore, the analyses showed 
that two-item scales provide measures that are reliable at 
the different levels and highly sensitive to change.”114,p.258

Social Participation Scale115 “… eight items evaluated on a five-point scale to 
measure the level of older adults’ social participa-
tion in a variety of interpersonal relationships”33,p.5 

The Cronbach alpha of the instrument was 0.85.33

Social Support116 A 10-item questionnaire to assess perceived social 
support116

The Cronbach alpha of the instrument was 0.81.116

South West Well-being Questionnaire 
(SWWBQ)57

“Designed to be used for before-and-after 
evaluation, the South West Well-being Question-
naire … consisted of sets of validated and original 
measures that covered general health, social 
well-being, personal well-being, mental ill health, 
healthy eating and physical activity.”56,p.1952

“Post analysis of the study data indicated acceptable 
internal consistency for the scales: 1. CES-D-7 baseline 
Cronbach’s α 0.853; follow-up Cronbach’s α 0.715 2. 
WEMWBS-7 baseline Cronbach’s α 0.885; follow-up 
Cronbach’s α 0.849 3. SWB-6 baseline Cronbach’s α of 
0.714; follow-up Cronbach’s α of 0.708.”56,p.1953

UCLA Loneliness Scale (ULS-20)117 A 20-item measure of subjective loneliness and 
isolation

“The measure has high internal consistency (coefficient 
alpha = .96) and a test–retest correlation over a 
two-month period of .73. Concurrent and preliminary 
construct validity are indicated by correlations with 
self-reports of current loneliness and related emotional 
states, and by volunteering for a ‘loneliness clinic.’”117,p.290

ULS-8 (Short-form UCLA Loneliness Scale)118 An 8-item version of the UCLA Loneliness Scale “Internal consistency reliability was high … Cronbach’s 
(1951) alpha = 0.84”118,p.74 

“An eight-item short-form of loneliness, ULS-8, was 
selected on the basis of results from exploratory factor 
analysis, and it was found to be highly correlated with 
the ULS-20 (r = .91).”118,p.77

Warwick–Edinburgh Mental Well-being Scale 
(WEMWBS)63

A 14-item measure of well-being in the general 
population “capturing affective-emotional aspects, 
cognitive-evaluative dimensions, and psychological 
functioning” of well-being63,p.2

“A Cronbach’s alpha score of 0.89 (student sample) and 
0.91 (population sample) suggests some item redundancy 
in the scale. WEMWBS showed high correlations with 
other mental health and well-being scales and lower 
correlations with scales measuring overall health… Test–
retest reliability at one week was high (0.83).”63,p.1
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Short Warwick–Edinburgh Mental Well-being 
Scale (SWEMWBS)119

A 7-item version of the WEMWBS, to measure 
mental well-being with the focus on function119

“In this exploratory analysis, SWEMWBS demonstrates 
construct validity and sensitivity to change as a clinical 
outcome measure for patients with common mental 
disorders (CMDs) in primary care, demonstrating inverse 
correlation and comparable sensitivity to change over a 
course of clinical treatment when compared to two widely 
used clinical outcome measures.”119,p.7

Well-being Star120 A 7-domain scale, each scoring 1–10, “with a 
long-term health condition, to support and measure 
their progress in living as well as they can”121,p.1

“Internal consistency: internal consistency was good 
(Cronbach’s α = .82).”121,p.1

“Responsiveness to change: Wilcoxen Signed Rank Test 
revealed a statistically significant increase in all outcome 
areas …  A large effect size was found for the Lifestyle 
area, medium effect sizes for Looking after yourself, 
Managing symptoms, Work, volunteering and other 
activities and Feeling positive. The effect sizes for the 
other three areas were small–medium.”122,p.2

World Health Organization Quality of 
Life– abbreviated (WHOQOL-BREF)123

A quality-of-life and general health measure, 
contains 26 questions, designed to be used 
cross-culturally

“Domain scores produced by the WHOQOL-BREF 
correlate highly (0.89 or above) with WHOQOL-100 
domain scores (calculated on a four-domain structure). 
WHOQOL-BREF domain scores demonstrated good 
discriminant validity, content validity, internal consis-
tency and test–retest reliability.”123,p.551

Work and Social Adjustment Scale (WSAS)124 A 5-item self-report scale of ability to function 
(work, home, etc.) related to an identified problem 
(like the impact of mental health).

“Cronbach’s α measure of internal scale consistency 
ranged from 0.70 to 0.94. Test–retest correlation was 
0.73. Interactive voice response administrations of the 
WSAS gave correlations of 0.81 and 0.86 with clinician 
interviews. Correlations of WSAS with severity of 
depression and obsessive-compulsive disorder symptoms 
were 0.76 and 0.61, respectively. The scores were sensitive 
to patient differences in disorder severity and treatment-
related change.”124,p.461

TABLE 4 (continued) 
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primary studies, but there was a strong 
emphasis on well-being and mental health. 
Noteworthy is the lack of studies measur-
ing physical and daily activity to quantify 
any behaviour change associated with 
participation resulting from the prescrip-
tion. However, it is possible, based on our 
inclusion criteria, that we excluded stud-
ies focussed on exercise and physical 
activity but that did not call their program 
“social prescribing.” There were included 
studies that focussed on other activities 
(e.g. arts, museum, connection) which 
could result in incidental physical activity. 
However, the studies did not routinely 
capture “what” people are doing within 
programs (e.g. incidental physical activ-
ity). Arts- or museum-based programs are 
not necessarily promoted as physical 
activity, but they are opportunities to add 
movement into everyday life.

Another identified gap was the measurement 
or collection of information on people’s 

cognition. Although more than 20 of the 
primary studies reported populations as 
middle-aged or older (40+ years), includ-
ing nine studies of people aged over 
60 years, only two studies reported using 
an instrument to directly evaluate the 
effect or impact of social prescribing on 
cognition.33,56 There is an interplay between 
mental health (e.g. depression, anxiety), 
physical health and cognition. Depression 
in later life can increase the risk of demen-
tia64 or frailty.65 Conversely, life satisfaction 
may prevent a decline in some measures 
of cognition.66 In 2019, there were approx-
imately 57 million people (all ages) living 
with dementia globally;67 this number is 
projected to rise to 152.8 million people 
by 2050.67 Cognitive function and unmet 
social needs may be related, possibly due 
to the consequences of negative environ-
mental factors, such as food insecurity or 
fewer neighbourhood resources.68 Further, 
a decline in cognition can challenge 

functional independence and completion 
of simple daily tasks. 

These factors, at a minimum, should be 
considered when co-creating an action 
plan to address unmet needs. In an ideal 
situation, it would be beneficial to see if 
social participation (as an aim of social 
prescribing) could mitigate the risks for 
cognitive decline. Some social prescribing 
activities, such as arts- and museum-
based programs, may encourage concur-
rent cognitive and physical activities, 
which when combined in other research 
has been effective at promoting cognitive 
health.69 Taken together, better under-
standing a person’s cognition could assist 
when connecting them with a link worker, 
introducing community resources and ser-
vices, and determining the effectiveness 
of the social prescription. 

The NHS Social Prescribing Common 
Outcomes Framework highlights collecting 
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information on volunteers,14 but there were 
fewer evaluations of the impact or effect 
of family caregivers, volunteers and vol-
unteer organizations,41,54,56 despite their 
being mentioned in many primary stud-
ies.32,38,41,52,54,56,57,61 Despite the important 
contribution of volunteers personally and 
economically,70 there are fewer published 
studies for volunteering and social prescrib-
ing; when they are available, they are focussed 
on volunteering as a “prescription.”71,72 

There were also few mentions of family 
caregivers in primary studies,54,56 who play 
an essential role in providing supportive 
care. At a personal and societal level, the 
costs of family caregiving are high. There 
is the likelihood of caregivers experienc-
ing high risk of physical and mental health 
challenges resulting in reduced quality of 
life.73 Further, in 2017, a report from the 
Canadian Imperial Bank of Commerce 
(CIBC) estimated caregiving costs Canadians 
CAD 33 billion annually for direct and 
indirect costs, such as out of pocket 
expenses (including paying for other pro-
viders) and time away from work; most 
affected are women and people with lower 
income.74 Given the benefits of volunteers 
and family caregivers at a personal and 
societal level, it is important to support, 
tailor, track and evaluate this important 
contribution to health and social models 
of care.

Social prescribing has a central theme of 
connection, for people with unmet social 
needs, family members, volunteers, pro-
viders and community organizations. The 
creation and sustainment of relationships 
between and across interested parties 
depends on effective communication and 
trust,22 among other factors. There are 
relational strategies and techniques to 
build intra- and interpersonal trust of peo-
ple, providers and implementation teams,75 
which can be used to generate effective 
changes in the adoption and sustainability 
of programs or clinical practices.76 We did 
not locate outcomes on relationships, but 
may have missed these data because the 
information is available in the unpub-
lished literature or in studies using differ-
ent methods. Future research could consider 
measurement of the development, strength 
and sustainability of relationships for peo-
ple receiving social prescribing, and for 
people who deliver, manage and make 
decisions for its delivery across the con-
tinuum of care and sectors.

Strengths and limitations

This work has many strengths to contrib-
ute to the science and practice of social 
prescribing. Despite the comprehensive 
approach in this synthesis, we recognize 
several limitations. First, we made the 
decision to include only peer-reviewed 
studies that described their program as 
“social prescribing.” Social prescribing is 
a relatively new care model, but similar 
programs have existed for decades. How-
ever, using this criterion means we excluded 
studies that align with this model but do 
not call themselves social prescribing. Con-
versely, it could also mean we included 
studies that called their program social 
prescribing when it may not have been as 
closely aligned to the definition that is 
now published.3 In the recent social pre-
scribing mapping review, the authors 
noted the challenges with screening stud-
ies to determine if the intervention was 
social prescribing.12 In our previous 
reviews8,9 we had a similar experience, 
and thus decided to only include studies 
described as social prescribing. 

Second, we only included peer-reviewed 
studies when searching for outcomes. We 
made this decision because many system-
atic reviews noted data were missing 
across studies (Table 1), and we wanted 
to compare reporting in the peer-reviewed 
primary studies, which may be more likely 
to follow research reporting guidelines. 
We acknowledge this means we may have 
missed other outcomes, especially as there 
are many social prescribing studies pub-
lished in the grey literature. 

Third, we only included outcomes that 
were captured using quantitative strate-
gies, and we may have missed informa-
tion that was obtained via interviews and 
focus groups. Despite the important and 
rich data obtained through these methods, 
our findings may not have changed sub-
stantially, as studies in the current review 
included outcomes from almost all taxon-
omy domains. Nonetheless, concepts such 
as social connectedness may be better 
explored through qualitative methods, to 
better understand the effect of a complex 
intervention such as social prescribing. 
Our work highlights what is or could be 
measured—it does not limit how the out-
come or domain should be measured. 

Fourth, our work is only descriptive and 
does not provide any information as to 
which outcomes should or should not be 
included in evaluating social prescribing 

interventions. This was intentional, because 
determining the scope and priorities of 
future evaluation should be a collabora-
tive process based on needs, preferences 
and supporting information, which together 
with interested parties (such as people, 
families, providers and decision makers) 
can be used to advance the science and 
practice of social prescribing.

Conclusion 

We recognize it is impossible to measure 
everything in one study, but a core set of 
outcomes would benefit the field. Although 
the NHS has already provided outcomes 
to include in social prescribing evalua-
tions,14 there remains the need to expand 
the list, standardize what and how we 
measure outcomes, and provide more 
information when describing people and 
processes for social prescribing. Specifi-
cally, consideration should be given to 
equity-considered guidelines such as 
PROGRESS-Plus21 to describe communities 
and people receiving and delivering social 
prescribing. It is also important to provide 
more information on unintended outcomes 
and the rationale and instrument mea-
surement properties (reliability, responsive-
ness and validity, at a minimum).77 As 
there is now an international definition of 
social prescribing,3 it is important to use it 
to guide interventions and how they align 
(or do not). The current work is intended 
to prompt interest and action in the con-
tinued development of the science and 
practice underpinning social prescribing.
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Highlights

• This study examined how a food 
prescription program interacts with 
pre-existing services.

• Participants shared experiences with 
the program as related to other 
income-based supports and food 
assistance programs. 

• For income-based supports: the Fresh 
Food Prescription (FFRx) program 
enabled participants to extend 
income further, divert it to other 
necessities and reduce income-
related sacrifices.

• For food assistance programs: FFRx 
reduced frequency of accessing 
other food programs and was the 
preferred choice due to the pro-
gram’s design (e.g. accessibility, 
food quality, delivery).

• As food and social prescribing ini-
tiatives expand, evaluations must 
consider how these programs inter-
act with and influence the broader 
social service landscape.
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Abstract

Introduction: Food prescription programs are part of the broader social prescribing 
movement as an approach to address food insecurity and suboptimal diet in health care 
settings. These programs exist amid other social services, including income-based sup-
ports and food assistance programs; however, evaluations of the interactions between 
these programs and pre-existing services and supports are limited. This study was 
embedded within a larger evaluation of the 52-week Fresh Food Prescription (FFRx) 
program (April 2021–October 2022); the objective of this study was to examine how 
program participation influenced individuals’ interactions with existing income-based 
supports and food assistance programs.

Methods: This study was conducted in Guelph, Ontario, Canada. One-to-one (n = 23) 
and follow-up (n = 10) interviews were conducted to explore participants’ experiences 
with the program. Qualitative data were analyzed thematically using a constant com-
parative analysis. 

Results: Participants described their experience with FFRx in relation to existing income- 
based supports and food assistance programs. FFRx reportedly extended income sup-
port further to cover living expenses, allowed participants to divert income to other 
necessities, and reduced the sacrifices required to meet basic needs. FFRx lessened the 
frequency of accessing other food assistance programs. Aspects of FFRx’s design (e.g. 
food delivery) shaped participant preferences in favour of FFRx over other food supports. 

Conclusion: As food prescribing and other social prescribing programs continue to 
expand, there is a need to evaluate how these initiatives interact with pre-existing ser-
vices and supports and shape the broader social service landscape. 

Keywords: food prescribing, social services, food insecurity, food access programs, qualitative 
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access to a nutritionist or dietitian and sup-
port surrounding food literacy.4 Previous 
evaluations of food prescription programs 
have shown that program participation is 
associated with improved fruit and vege-
table consumption, in addition to reduc-
tions in household food insecurity.5-8

Introduction

Food prescription programs have emerged 
within the broader social prescribing 
movement as one approach to address 
food insecurity and suboptimal diet by 
leveraging patient–provider interactions in 
health care settings.1,2 Through food pre-
scription programs, primary care provid-
ers often identify eligible patients, and 

then prescribe healthy foods that are sub-
sidized or no-cost. Eligibility in food pre-
scription programs is typically dependent 
on individual patients concurrently expe-
riencing food insecurity and diet-related 
chronic disease.3 In many cases, healthy 
food is made available through credit or 
vouchers that are redeemable for various 
food items. Many food prescription programs 
offer complementary supports including 
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There is broad recognition that low income 
is a primary driver of food insecurity, and 
that without addressing inadequate income 
among participants of food prescription 
programs, the long-term benefits of these 
programs may be limited.9 Despite these 
criticisms, food prescription programs are 
receiving increasing public and political 
support, contributing to interest and enthu-
siasm in initiating new programs across 
communities in North America.3 In many 
communities, food prescription programs 
represent a new food support program 
amid a broader social welfare land scape 
that includes a mix of existing social ser-
vices, which includes both income-based 
supports and food assistance programs. 
Due to the eligibility criteria associated 
with many food prescription programs, 
individuals who access them may also 
access or be eligible for a range of other 
social and food assistance programs and 
services in their community. 

While previous evaluations of food pre-
scribing programs have focussed on par-
ticipant experiences and outcomes associated 
with the programs themselves,4 few evalu-
ations have considered how food prescrib-
ing programs interact with other (and 
often pre-existing) income-based supports 
and food assistance programs. More spe-
cifically, and in light of the criticisms of 
food prescription programs, it is important 
to consider whether, and if so, how, par-
ticipation in a food prescription program 
may influence relationships with and use 
of other income-based supports and food 
assistance programs.

This study was embedded within an eval-
uation of the 52-week Fresh Food Prescription 
program in Guelph, Ontario, Canada. The 
objective of the current study was to 
examine how participation in a food pre-
scription program influenced relationships, 
attitudes and use of existing income-based 
supports and food assistance programs 
among participants. Overall, our aim was 
to highlight how participation in a new 
food prescription program may have impli-
cations for how participants interact with 
other social services. Insights from this study 
may be relevant to other social prescribing 
initiatives, as it is important to assess the 
growth and expansion of these initiatives 
within their broader social welfare landscape.

Methods

Ethics approval

This study received ethics approval through 
the University of Waterloo (Certificate #: 

44233), University of Guelph (Certificate #: 
19-06-040) and University of Victoria (Cer-
tificate #: 21-0060) research ethics boards.

Study context

This study was conducted in Guelph, 
Ontario, Canada. Data from 2017 to 2018 
indicate that 13.9% of households in 
Guelph were food-insecure, which was 
higher than provincial (13.3%) and national 
(12.7%) averages during that same period.10 
Numerous food assistance programs exist 
in Guelph, including a food bank, com-
munity food pantries and nonprofit orga-
nizations that provide emergency food 
access (e.g. Hope House, The Salvation 
Army).11-13 Food-insecure households are 
sometimes eligible for provincial social 
assistance, including the Ontario Disability 
Support Program (ODSP) and Ontario Works 
(OW).14,15 Both programs provide monthly 
income support payments to residents of 
Ontario who are experiencing financial 
insecurity. Payment amount is determined 
by living situation (e.g. family size, medi-
cal needs) and includes a shelter allow-
ance and money for basic needs such as 
food. 

This study was part of a larger evaluation 
of the 52-week Fresh Food Prescription 
(FFRx) program, conducted in partnership 
with The SEED (https://theseedguelph.ca/). 
The SEED is a food access program of the 
Guelph Community Health Centre (CHC) 
that is dedicated to addressing food inse-
curity and creating food systems change 
in Wellington County. Participants were 
referred to the FFRx program by their 
health care provider at the CHC, then 
screened for eligibility. To be eligible, par-
ticipants had to be classified as food- 
insecure (as per a one-item food security 
screener derived from the Household Food 
Security Survey Module16) and have one 
or more diet-related health outcomes. 

Participants who were then enrolled in the 
program received a food “prescription” in 
the form of a voucher, which was redeem-
able through The SEED’s online grocery 
store. The voucher amount was deter-
mined by household size ($10 per person 
per household—to a maximum of $50—
per week for 52 weeks). Vouchers could 
be redeemed for fresh fruits and vegeta-
bles as well as other grocery items (e.g. 
dairy products, pantry items) available 
from the online store. Food options were 
largely consistent from week to week, 
though some specialty items were added 

on a weekly basis. Participants also had 
the option to phone-in orders to The SEED 
customer service team, available through-
out the program period (interpretation 
services were also available), or to order 
in-person at Guelph CHC. 

Rolling enrolment into the program began 
in April 2021, with the last participants 
completing the 52-week program in October 
2022. A total of 62 individuals agreed to 
participate in the FFRx program over this 
time period, five of whom dropped out 
over the course of the program (two 
moved away from the area; one felt they 
no longer required the food support; two 
felt the program did not meet their needs). 
Over 88% of the value of the vouchers 
was redeemed by the remaining 57 partic-
ipants. Following October 2022, the pro-
gram was briefly “paused” until March 
2023, when additional funding was avail-
able. During the time period of the pro-
gram (2021–2022), COVID-19 pandemic 
restrictions, combined with rising infla-
tion and an increasingly severe housing 
crisis, were the backdrop to the financial 
and food access challenges participants 
experienced. 

Data collection

Between July and September 2022, and as 
each FFRx participant was nearing the 
end of their participation in the program, 
all participants remaining in the program 
at endline (n = 57) were invited to com-
plete a one-to-one, semistructured interview. 
In total, 23 participants were successfully 
recruited for this study in-person or by 
phone. Reasons for nonparticipation in an 
interview included time constraints, lack 
of interest and the presence of complex 
mental health needs. For convenience, 
most interviews were conducted on the 
telephone (n = 18), with the exception of 
a few interviews that were conducted in-
person (n  =  5). Interviews focussed 
broadly on participants’ experiences with 
FFRx. 

Additionally, follow-up interviews were 
conducted from May to July 2023 with 
information-rich participants (e.g. those 
who combined FFRx with other social ser-
vices and food assistance programs; 
n = 10). These participants were identi-
fied and recruited by those who conducted 
the initial interviews and thus had insight 
as to which participants accessed multiple 
services or programs. Follow-up inter-
views were conducted at the Guelph CHC, 

https://theseedguelph.ca/
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at participants’ homes, or on the tele-
phone, based on participant preference 
and convenience. These interviews focussed 
on how participants used FFRx in combi-
nation with other social services and food 
assistance programs and their perception 
of the food prescribing program in relation 
to these other programs (interview guides 
are available on request from the authors). 

For all interviews, participants more com-
fortable in a language other than English 
were provided with interpretation. To 
complement the qualitative data, select 
data on participants’ sociodemographic 
characteristics and social services use 
were extracted from baseline surveys that 
were part of broader evaluation activities.

Participants provided informed, verbal 
consent to participate. All interviews were 
audio-recorded and manually transcribed 
verbatim. Upon completion of interviews, 
participants received a $30 gift card to The 
SEED’s online grocery store. 

Data analysis

Basic descriptive statistics were calculated 
from survey responses to summarize inter-
view participants’ sociodemographic data 
and use of social services. Qualitative data 
were analyzed thematically using a con-
stant comparative analysis.17 Initial open 
coding was conducted, followed by induc-
tive line-by-line coding. Analyses inte-
grated both initial and follow-up data 
from interview transcripts. NVivo soft-
ware Release 1.7.1 (QSR International, 
Burlington, MA, US) was used for organi-
zation and retrieval of codes and coded 
excerpts. Codes were expanded, merged, 
consolidated iteratively and developed 
into a parsimonious codebook that fit the 
data.18 In some instances, individual quo-
tations have been attributed to specific 
respondents coded as P01, P02 … P23.

Results

Participant characteristics

Participants were aged 34 to 74 years. 
Among those interviewed, seven partici-
pants (30.4%) were receiving ODSP 
(Table 1). Just over a third of participants 
(39.3%) used both ODSP and other food 
assistance programs (i.e. food bank) in 
the past year.

TABLE 1 
Descriptive characteristics of interview participants (n = 23)

Characteristic No. (%), proportion, or mean (95% CI)

Gender

Man

Woman

7 (30.4)

16 (69.6)

Mean age at enrolment (years) 53 (47.3, 58.7)

Age group at enrolment (years)

20–39 

40–59 

60+ 

5 (21.7)

10 (43.5)

8 (34.8)

Ethnicity

White

Black

Indigenous to Turtle Island

Asian (including Arabic, East Asian, South Asian 
and Southeast Asian)

Latin American

Chose not to respond

10 (43.5)

2 (8.7)

1 (4.3)

7 (30.4)

1 (4.3)

2 (8.7)

Mean household size (number of individuals) 3.7 (2.6, 4.7)

Household size group (number of individuals)

1–2

3–4

5–6

7+

9 (39.1)

8 (34.8)

3 (13.0)

3 (13.0)

Household income group (CAD)

0–19 999

20 000–39 999

40 000+

Don’t know/prefer not to answer

13 (56.5)

7 (30.4)

2 (8.7)

1 (4.3)

Receiving Ontario Disability Support Program

Yes

No

7 (30.4)

16 (69.6)

Place where most foods are purchased

Grocery store

Farmer’s market

Food bank

The SEED

19 (82.6)

0 (0)

3 (13.0)

1 (4.3)

Mean value of vouchers redeemed (CAD) 1549 (1187, 1912)

Proportion of vouchers redeemed 93.8%

Abbreviations: CAD, Canadian dollars; CI, confidence interval.
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The Fresh Food Prescription program in 
relation to income-based supports 

Extending government-funded, income-based 
supports: “A bit of relief”
In the context of rising food and rental 
costs, participants shared that govern-
ment-funded, income-based supports (e.g. 
OW and ODSP) were often insufficient to 
meet their needs (P03, P08, P09, P10, P12, 
P16, P17). The Fresh Food Prescription 
program was reported, in broad terms, to 
extend the money participants have for 
expenses and provide “a bit of relief” 
(P17). As one participant shared, “We 
don’t get very much for ODSP ... FFRx 
gives me a little bit more money. I don’t 
have to pay for veggies and that, so I can 
support me and [my daughters]” (P03).

Another participant echoed, “[FFRx] has 
helped our grocery bill a lot, especially 
now with prices going so high” (P13). 
Common among participants was the 
need to prioritize which expenses to cover 
first with government-funded income sup-
port. Typically, this support was used to 
first pay rent and utility bills, with a small 
amount left for purchasing food: “[I use 
ODSP for] bills and rent and whatnot. So, 
all the things that have to be taken care 
of, [then] the leftovers is food” (P17). Two 
other participants also reported that FFRx 
helped them augment their income sup-
port: “[FFRx helped] to stretch a bit more 
... I was able to extend everything” (P08); 
and “[It helped me] catch up on bills and 
stuff that I’ve been behind on” (P09). As 
one participant noted, the savings from 
FFRx were a helpful “supplement” when 
unexpected bills emerged (P16).

Furthermore, two participants noted the 
usefulness of FFRx in facilitating the abil-
ity to plan meals and budget expenses. As 
stated by one participant in relation to 
meal planning, “I knew, ‘I can take this 
$50 and spend it on this to get more meat 
from the grocery store, and get whatever 
vegetables I can grab from The SEED’” 
(P08). In the words of another participant: 
“[FFRx] helps to stay on target with your 
money. And you can plan your meals bet-
ter knowing that you’re going to have 
money for that food and you can get the 
right nutrients at the right times” (P16). 
Most participants emphasized the finan-
cial challenges they experienced when 
FFRx was briefly paused, as funding ended, 
especially because they were accustomed 
to budgeting for expenses differently when 
receiving food from FFRx.

Diverting government-funded income 
support elsewhere: “I’m saving that money 
for something else I needed”
Similarly, participants reported that using 
FFRx to purchase healthy food enabled 
them to divert income from other sources 
(e.g. OW, ODSP) elsewhere. For many par-
ticipants, income was diverted toward 
other necessities: “The money I [was] 
supposed to spend for groceries, it’s in my 
pockets. I’m saving that money for some-
thing else I needed” (P19). For example, 
by redeeming FFRx vouchers for fresh 
produce, participants could use other 
income to purchase meat (P04, P08, P20), 
or shoes or other clothing (P16, P19, P20). 
One participant was using the income 
FFRx freed up to pay for medical-related 
expenses, including her daughter’s trans-
portation (via Uber) to school—as she had 
a serious injury and was unable to walk—
as well as diabetes-related medication and 
supplies (metformin, needles) that were 
previously covered by her husband’s 
insurance before he was laid off (P20).

Others were able to divert income to lei-
sure otherwise beyond their financial 
means, which may be important to other 
aspects of well-being: 

I have a little bit [of] extra money. 
Not a whole lot, but that little bit 
extra. We can spend time together, 
maybe go to Timmy’s [Tim Horton’s 
restaurant chain] or something. We 
couldn’t do that before because it’s 
pretty strapped on ODSP (P03). 

Similarly, another participant was emo-
tional when sharing that she was able to 
take her son to a trampoline park with the 
extra savings, “and it was a good feeling 
that he doesn’t have to miss out on stuff 
... he deserves that. You know, he hasn’t 
had a whole lot growing up” (P17).

Reducing income-related compromises, 
trade-offs and sacrifices: “I was limiting my 
stuff. At least I can afford it now”
With the financial savings created by FFRx, 
participants explained that they reduced 
some of the compromises, trade-offs and 
sacrifices they were accustomed to mak-
ing, even while accessing other income 
support programs: 

I’m under the ODSP program. This 
program helps me to eat more healthy 
and is actually very helpful so I can 
buy the fruits I want. And everything 
is [getting] expensive. I was limiting 
my stuff. At least I can afford it now 
(P10).

Prior to FFRx or during the program 
“pause,” one participant stated, “I bought 
[fresh food] for my son, but I didn’t buy 
for myself. There was enough for one, but 
not for two” (P17); another said, “I was 
skipping meals or skipping my fruits for 
the day” (P10). Moreover, a few partici-
pants’ responses suggested that expecta-
tions related to food, and experiences of 
compromise, changed with FFRx. For 
example, in reference to the pause in the 
FFRx program, one participant shared:

Because I didn’t have any access to 
the vegetables [prior to FFRx], I 
didn’t realize how much I missed 
them. When I had to introduce it into 
my weekly budget [when FFRx was 
paused], I’m thinking, “Oh my gosh, 
it’s either I buy this or buy this” (P03).

It was clear from the discussion among 
some participants with children that 
expectations around food are distinct from 
other types of expenses, and particularly 
challenging to navigate with children’s 
needs when income is stretched:

Kids don’t understand the prices 
either, up [or] down. They don’t care 
[if] you can afford it or not. As par-
ents, you have to provide for their 
needs, right? They start crying, “Give 
me food.” And I think they have a 
right to ask. But it’s hard ... without 
clothes, you can manage. If you [can-
not] go on vacation, you can tell them 
like, “No, we cannot afford it. Just be 
patient.” But for the food, you cannot 
say, “Okay, stay hungry. Maybe tomor-
row we can give you something” (P04).

Overall, amid the landscape of govern-
ment-funded income supports, food pre-
scribing enabled participants to extend 
income support to cover basic expenses 
more adequately; divert income to other 
necessities beyond rent and bills; and 
reduce the trade-offs and sacrifices they 
were accustomed to making, given the 
insufficiency of government income sup-
port and a rising cost of living.

The Fresh Food Prescription program in 
relation to other food assistance programs 

Using food assistance programs in 
combination: “I use them in conjunction, 
but I don’t use them as often”
In interviews, 13 people stated they did 
not access any other food assistance pro-
grams, such as the food bank, community 
food pantries or food assistance programs 
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offered by nonprofit organizations, irre-
spective of FFRx (two were ineligible due 
to household income; two were unaware 
of other supports; two previously used 
supports and stopped; and seven were 
aware of supports but had never used 
them). Among interviewees, two men-
tioned using the food bank with the same 
frequency as they did prior to FFRx to 
access food items not available through 
FFRx, such as pantry products (P09, P20). 
Six interviewees said their frequency of 
accessing these other food assistance pro-
grams had changed since participating in 
FFRx, including two who had not used 
other supports at all since FFRx participa-
tion (P18, P22). 

For most participants, FFRx did not fully 
replace other food assistance programs, 
but it did shift the frequency with which 
users accessed them and how they priori-
tized these programs (P03, P08, P10, P16). 
The food bank was described as supple-
mentary in relation to FFRx: “I still use 
them in conjunction, but I don’t use them 
as often ... instead of [other programs] 
being the main source, FFRx is my main 
source now” (P16). Food banks were used 
“more so just to put extras in the house” 
(P08). One participant noted, “I used to 
go [to the food bank] a few times a year. 
But since this program started, I’ve maybe 
used it one or two times. That’s it. For 
extra stuff” (P10). 

Similarly, other participants used food 
assistance programs in combination with 
FFRx to fill gaps in the program. For 
instance, other supports provided hygiene 
products or pet food not accessible 
through FFRx (P08) and more variety of 
canned food and pantry items (P03, P08, 
P09, P10). As one participant described, 
they use “the combination of everything 
... different places offer different things” 
(P03). They went on to share what com-
bining supports looks like in practice:

First I figure out with [FFRx]. I see 
what I have in my fridge. I kind of 
plan out what I need ... then I just 
sort of do it week by week. If I’m 
short and I can maybe get it at the 
food bank, then I go there. Because 
most of the places, you can use once 
a month. So I kind of stagger it so 
there’s always food in the house for 
everybody, which sometimes, with-
out those services, I wouldn’t be able 
to do that (P03).

For those participants previously access-
ing other food assistance programs, enrol-
ment in FFRx shifted their interactions 
with those services, typically toward reduced 
usage. Many participants made decisions 
to engage first with FFRx and considered 
other supports as supplementary, while a 
few participants used them equally in 
combination to meet diverse food needs.

Facilitating access to fresh fruits and 
vegetables: “It allows me to get fruit”
Participants described why FFRx was largely 
considered their first choice within the 
landscape of food assistance programs, 
prompting them to engage differently with 
other services. For many participants, the 
FFRx program facilitated access to fresh 
produce they would not otherwise be able 
to afford amid other expenses (P03, P04, 
P08, P09, P10, P12, P21). As one partici-
pant shared, “It allows me to get fruit.... 
[Before FFRx] I’d just eat fast food or 
something of that nature. Processed food. 
So [FFRx] really was beneficial and it was 
much healthier” (P21). Similarly, a partici-
pant using ODSP income support explained, 
“You have to stretch your budget, so 
you’re not going to buy fresh vegetables 
and that. You’re going to [buy] the 
cheaper stuff, which is not good for you” 
(P03). FFRx therefore enabled participants 
to access healthier foods. 

In comparison to other food assistance 
programs, FFRx was appreciated by many 
participants for the higher overall quality 
and freshness of food they could access 
(P01, P15, P16, P20). For example, one 
participant characterized the food they 
receive at the food bank this way:

[The food bank provides] more than 
enough to keep you alive for the 
month, and there is a lot of frozen 
things ... the food bank gives you 
staples that have a longer shelf life 
and you won’t starve. But FFRx is 
offering you all of the fresh fruits and 
vegetables (P17). 

Two participants with particular health 
challenges (e.g. kidney issues, digestive 
problems) specifically noted the high salt 
and sugar content of boxed and canned 
food typically offered by other food assis-
tance programs and expressed their appre-
ciation for fresh produce from FFRx (P01, 
P20). Others noted receiving expired food 
(P18, P20) and produce of lesser quality 
(P03, P08, P09) at the food bank. 

Additionally, the FFRx program facilitated 
physical access to food (via home deliv-
ery). This was reportedly a significant 
convenience that saved participants trans-
portation money and time (P03, P05, P08, 
P10, P15), especially—as one participant 
noted—when living in an area without 
nearby grocery stores (P15). Two partici-
pants specifically mentioned they do not 
drive a car, so transportation was a nota-
ble barrier to other food assistance pro-
grams (P10, P16). Moreover, in response 
to the question of how FFRx helped finan-
cially, a participant stated: 

I knew the food was there guaran-
teed. I didn’t have to drive around to 
different grocery stores shopping for 
deals. There was no waste of time, no 
wasted mental energy, no anxiety 
building in between—“who’s going 
to have a sale and who’s not?”—the 
food was always there ... [if] you 
can’t take the bus and you can’t 
afford a taxi, [delivery] takes a lot of 
stress off my head (P17).

Accessibility vis-à-vis delivery had impli-
cations for mental and physical wellness. 
For example, participants with agorapho-
bia and other complex mental health chal-
lenges echoed the benefits of home delivery, 
especially in comparison to the triggering 
social environment of some food assis-
tance locations (P09, P16). As well, par-
ticipants with complex physical health 
challenges also noted the significant ben-
efit of delivery (P08, P12, P20).

Finally, participants spoke to the accessi-
bility of FFRx (e.g. no proof of income 
required) as distinct from other food assis-
tance programs. Some participants described 
feeling ineligible for food bank support 
(P04, P17, P18) or being deterred by need-
ing to show documentation of income 
(P10, P16). In one participant’s words, “If 
you’re hungry, it should never be a ‘no’ 
[from a food program]” (P21). 

As participants illustrated, aspects of the 
FFRx program design (i.e. quality of food, 
delivery), as well as the program’s provi-
sion of fresh produce, which was otherwise 
less accessible when reliant on government 
income support, influenced participants’ 
perceptions of FFRx as the first choice amid 
the broader food assistance landscape.

Communicating dignity and care: “It just 
makes you feel that you are treated as human” 
The FFRx program was perceived as a 
food assistance program amid the broader 
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landscape that implicitly communicates 
dignity through the structure and opera-
tions of the program. In part, the experi-
ence of dignity for participants was linked 
to the flexibility of the program and the 
way it allowed for choice (P10, P12). 
Other programs were noted to have lim-
ited options that “[are] prepared for your 
family” (P20)—where “you sort of have to 
take whatever they have” (P03), “it’s 
whatever they have on hand” (P16), and 
“they’re just throwing a box at you, saying 
‘there you go’” (P08). As expressed by 
one participant in relation to other food 
programs and making decisions about ser-
vice use, “I don’t find things that I need, 
so I just rather prefer not going” (P05).

The ability to choose one’s food basket 
with FFRx was described as particularly 
important by participants who were new-
comers to Canada. In reference to canned 
food from other programs, participants 
shared, “In our culture, we are not using 
that much. So that’s why I don’t want to 
use [those programs] because I don’t want 
to waste the food I’m receiving” (P20). 
Similarly, referring to the choice of fresh 
produce from FFRx, one participant said, 
“I know what to cook or what not. I’m not 
forced to do this or that ... it’s not chang-
ing my cultural way of eating or cooking” 
(P04).  The fact that they were allowed 
this kind of choice was an important fac-
tor in individuals’ decision-making regard-
ing food assistance program use.

Food delivery also communicated dignity 
to participants and was emphasized as a 
key distinction of FFRx among the broader 
service landscape: “It just makes you feel 
that you are treated as human, because 
they take the extra step to deliver all that 
to your home, to your doorstep ... I just 
feel with The SEED program, there’s so 
much dignity and self-esteem” (P15). This 
was in contrast to other food assistance 
programs that required being present in a 
physical or social environment that was 
uncomfortable for some participants and 
associated with negative experiences (P08, 
P09, P15). 

Moreover, the fact “… that you’re actually 
buying [food]” (P08; i.e. with a voucher), 
“you’re purchasing, you don’t feel like 
you’re receiving for free” (P10) was another 
operational feature of the FFRx program 
that communicated dignity in relation to 
other food assistance programs in which 
an individual is only a recipient. Finally, it 

was noted that FFRx communicated care 
for individuals receiving food, particularly 
through the caring demeanour of program 
staff and the personal connection and lack 
of judgment participants felt from staff 
(P03, P16). As one participant expressed:

The [staff are] so friendly. They don’t 
make you feel like you’re beneath 
them. And I think that’s why a lot of 
people don’t seek out the help, because 
they feel that people are going to 
judge them, but [FFRx staff] don’t, 
and that’s what makes it feel okay 
about using the services (P03).

Decision-making and engagement with food 
assistance programs was notably complex 
and, as illustrated, informed by partici-
pants’ experiences of dignity and care 
through the program’s design and staffing, 
as well as participants’ reflections on how 
they were perceived by others within a 
given service or support.

Overall, participation in the FFRx program 
did not explicitly change attitudes towards 
or ability to access other food assistance 
programs so much as it enabled partici-
pants to change their relationship to other 
programs (i.e. reduce frequency of access 
or prioritize certain food items when 
accessing other programs). Their attitudes 
towards FFRx were expressly positive in 
relation to other food assistance programs, 
with the exception of challenges related to 
the program’s long-term sustainability, the 
shelf-life of fruits and vegetables at times, 
and the desire for continued expansion of 
the types of products offered beyond fresh 
produce. Aspects of the program’s design 
and implementation (e.g. accessibility, 
degree of choice of products, delivery, 
quality of staff interactions) made FFRx 
the preferred choice among all inter-
viewed participants in relation to other 
food assistance programs, and consequently 
shifted their engagement with those ser-
vices (Figure 1).

Discussion

With growing interest in social prescrib-
ing, and food prescribing more specifi-
cally, a need exists for ongoing evaluation 
of these programs within the broader 
social service landscape. Few studies to 
date have examined the impact of food 
prescribing with this broader lens,19 a gap 
which our study aimed to address. 

Our findings add to the growing evidence 
that food prescribing can facilitate increased 
access to fresh fruits and vegetables for 
income-insecure individuals,2,7 allow for 
autonomy over food choices, and provide 
a sense of dignity and care that can differ 
from other food assistance programs.20-22 
Many study participants exchanged one 
form of “go-to” support in favour of FFRx 
and reduced usage of other food assis-
tance programs. Food prescribing was not 
simply another support to layer on, but an 
initiative that also shaped participants’ 
decisions regarding other services. Impor-
tantly, these findings underscore that the 
introduction of a food prescribing program 
can affect the level of interaction with 
other supports—that when creating a new 
program within a complex web of existing 
income-based supports and food assis-
tance programs, individuals may make 
choices to engage differently with pre-
existing programs. As has been discussed 
elsewhere,23,24 decision- making regarding 
social service usage is complex, informed 
by individuals’ experiences with and atti-
tudes toward a given service, among 
many other motivations, priorities and 
considerations. 

These findings also have wider implica-
tions for social prescribing. New social 
prescribing initiatives do not emerge in 
isolation, but within a complex landscape 
of social services inclusive of income-
based supports and food assistance pro-
grams. Thus, there is a need to evaluate 
how these new initiatives will shape indi-
viduals’ decision-making, behaviours, and 
interaction with other services and sup-
ports, and more fundamentally influence 
the broader social service landscape. 

One of the pressing critiques of food pre-
scription programs is their inability to 
address the root cause of food insecu-
rity—financial insecurity—and the asser-
tion that resources would be more aptly 
directed towards income support, a living 
wage and broader systems-level change.9,25 
We add to this discourse evidence of the 
benefits of these programs beyond the 
financial, such as the time-saving value of 
the FFRx program, as well as the experi-
ence of dignity and care in the provision 
of support. These findings relate to pro-
gram design and highlight opportunities 
for future food prescription programs to 
critically assess the ways in which their 
programs can enhance nonmonetary ben-
efits to participants. It may also compli-
cate the “cash versus food” debate within 
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Abbreviations: FFRx, Fresh Food Prescription; ODSP, Ontario Disability Support Program; OW, Ontario Works.
Note: The Fresh Food Prescription (FFRx) program interacts with the broader social service landscape of both food assistance programs and income-based supports. FFRx is used in combina-
tion with other food assistance programs and is perceived as a service within the broader landscape that is accessible and communicates dignity and care. FFRx extends government-funded 
income further to cover living expenses; enables participants to divert income to other needs; and allows participants to reduce the trade-offs and compromises they make with respect to  
basic needs.

FIGURE 1 
Visual synthesis of qualitative findings

food prescribing26 by pointing to the more 
nuanced benefits of these programs that 
factor into individuals’ engagement with 
and experiences of alternative services and 
supports.

Moreover, in relation to income security, 
FFRx participants reported being able to 
extend income support towards expenses 
such as rent and utility bills, divert income 
to other necessities such as clothing and 
uninsured medications, and more ade-
quately cover basic needs rather than 
making difficult sacrifices and trade-offs. 
These findings align with that of other 
food prescription initiatives7,23 and also 
point to the ability of a food prescribing 
program to provide more space in a 
household’s discretionary budget.27,28 

Thus, despite not squarely addressing the 
underlying determinants of food insecu-
rity,9 participation in FFRx enabled a range 
of benefits related to income supports and 

financial security. Further research is needed 
to examine the longer-term impacts of 
participation in a food prescription pro-
gram on financial security and in relation-
ship to other income-based supports and 
services. Additionally, research is also needed 
to examine cost-effectiveness of food pre-
scribing programs, recognizing the admin-
istrative costs associated with the high 
degree of support required (e.g. food deliv-
ery, in the case of FFRx; program staffing; 
and health care provider [“prescriber”] 
time).26 A recent review did not highlight 
delivery as a common feature of food pre-
scribing programs.2 More research is required 
to evaluate the sustainability implications 
of delivery, specifically, while also consid-
ering the value of this program feature to 
participants, as outlined in our findings. 

Strengths and limitations

This study provides an in-depth examina-
tion of participant experiences with fresh 

food prescribing; however, it is limited to 
the perspectives of participants within one 
food prescribing program in Ontario, 
Canada, with access to particular income-
based supports and food assistance pro-
grams. Further evaluations are needed 
that consider the interactions among food 
prescribing programs and their broader 
social services context. Indeed, the FFRx 
program was a pilot intervention within 
this broader social services landscape and 
was intended to contribute to a growing 
number of initiatives that aim to address 
food insecurity using different means. 

Additionally, there is the possibility of 
selection bias among our study partici-
pants. Those willing to participate may 
already have been more engaged with 
FFRx and, therefore, more likely to speak 
positively about the program. Moreover, the 
majority of study participants identified as 
women (n = 16; 69.6%). While this may 
reflect to some degree the often-gendered 
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role of women in food provision, this high 
proportion of women in our study limited 
the breadth of perspectives we may have 
heard from men or gender-diverse indi-
viduals. It is possible that gender could 
influence people’s decision-making as to 
what services to use and in what combi-
nation, as well as awareness of food pre-
scribing in relation to other services and 
supports. Similarly, identifying as a per-
son of a racialized group may also shape 
decision-making and awareness related to 
service use and food prescription program 
experience, though we did not specifically 
examine this within our study. These are 
areas for future research that would expand 
the current scope of available food pre-
scribing evaluations.

Conclusion

This study provides insight into how par-
ticipation in a food prescribing program 
(FFRx) influenced individuals’ interactions 
with other income-based supports and 
food assistance programs. FFRx enabled 
participants using income-based supports 
to more adequately cover living expenses, 
afford other necessities and reduce finan-
cial sacrifices. Utilizing FFRx shifted par-
ticipants’ frequency of using other food 
assistance programs, as food prescribing 
was the preferred choice due to the pro-
gram’s design and participants’ experi-
ence of dignity with the support. Overall, 
findings from this study may be useful for 
other social prescribing initiatives by 
highlighting the value of particular pro-
gram characteristics (e.g. delivery, quality 
of products, customizability, choice) and 
the need to consider the broader social 
services landscape, and the interaction 
between services, in the evaluation of new 
social prescribing initiatives. 
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Highlights

• Food prescribing is one of several 
“food is medicine” approaches that 
leverage health care interactions to 
address food insecurity and improve 
nutrition among patients.

• Food prescribing has been shown 
to improve fruit and vegetable intake 
and household food insecurity.

• There is a need to critically evaluate 
the effectiveness and cost- efficiency 
of food prescribing relative to other 
health care, public health and social 
welfare programs.
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Abstract

Introduction: There is growing interest in food prescriptions, which leverage health 
care settings to provide patients access to healthy foods through vouchers or food boxes. 
In this commentary, we draw on our experiences and interest in food prescribing to 
provide a summary of the current evidence on this intervention model and critically 
assess its limitations and opportunities.

Rationale: Food insecurity is an important determinant of health and is associated with 
compromised dietary adequacy, higher rates of chronic diseases, and higher health ser-
vice utilization and costs. Aligning with recent discourse on social prescribing and 
“food is medicine” approaches, food prescribing can empower health care providers to 
link patients with supports to improve food access and limit barriers to healthy diets. 
Food prescribing has been shown to improve fruit and vegetable intake and household 
food insecurity, although impacts on health outcomes are inconclusive. Research on 
food prescribing in the Canadian context is limited and there is a need to establish evi-
dence of effectiveness and best practices.

Conclusion: As food prescribing continues to gain traction in Canada, there is a need to 
assess the effectiveness, cost-efficiency, limitations and potential paternalism of this 
intervention model. Further, it is necessary to assess how food prescribing fits into 
broader social welfare systems that aim to address the underlying determinants of food 
insecurity. 

Keywords: food prescribing, food insecurity, dietary adequacy, chronic disease prevention, 
chronic disease management, food is medicine, social prescribing

Introduction

Food insecurity is a public health crisis in 
Canada. A wide body of literature links 
household food insecurity, defined as 
inadequate or insecure access to food due 
to financial constraints,1 to compromised 
dietary adequacy,2 higher rates of chronic 
diseases and infections,3 poorer mental 
health4 and premature mortality.5 Further, 
household food insecurity is associated 
with higher health service utilization and 
costs.1 Food insecurity is therefore an 

important social determinant of health that 
must be urgently addressed through pov-
erty alleviation and public health measures. 

There is growing interest in leveraging pri-
mary health care settings to provide 
patients with better access to healthy 
foods to simultaneously address food 
insecurity and improve nutritional ade-
quacy and health. “Food prescriptions” 
are an area of innovation and exploration, 
whereby health care practitioners identify 
patients who are food insecure or at risk 

of diet-related chronic diseases and pro-
vide them access to subsidized or free 
healthy foods.6 Food prescriptions align 
with recent calls for social prescribing, in 
which health care providers connect 
patients directly to nonclinical services to 
address social determinants of health and 
improve health and well-being.7 Food pre-
scribing is one of several “food is medi-
cine” approaches, alongside medically 
tailored meals and groceries.8 

Food prescribing programs and research 
have rapidly gained popularity in the 
United States, driven by the 2018 Farm 
Bill, a federal bill that included USD 25 
million of funding to implement and eval-
uate fruit and vegetable prescribing in 
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health care.9 While the volume of food 
prescribing programs and research in the 
Canadian context is substantially lower, 
food prescribing models have been adopted 
and evaluated in several settings in Alberta10 
and Ontario.11-13 Such models have been 
the subject of much discourse in media, 
academia and not-for-profits, underscoring 
the mounting interest in food prescribing. 

Our research team has collaborated with 
the Guelph Community Health Centre (CHC) 
since 2019 to implement and evaluate 
multiple phases of a fruit and vegetable 
prescription program called Fresh Food 
Prescription (FFRx).11 Drawing on our 
direct experience and keen interest in this 
intervention model, our aim is to provide 
a critical assessment of food prescribing in 
Canada.

What is the current evidence on 
food prescribing?

Food prescribing interventions rely on health 
care practitioners (e.g. physicians, nurse 
practitioners and allied health profession-
als) to identify eligible patients and pro-
vide a food prescription, which often 
includes vouchers redeemable for fruits 
and vegetables, access to a nutritionist or 
dietitian, and/or food literacy program-
ming (e.g. nutrition education, pamphlets, 
cooking classes, etc.).14 While there have 
been dozens of recent evaluations of food 
prescribing programs in the United States, 
there remains little consensus on impacts 
and best practices, and evidence in the 
Canadian context is limited. Many pre-
post intervention studies (including ours) 
report improved fruit and vegetable con-
sumption and reduced household food 
insecurity among recipients of food pre-
scriptions.6,14 In one meta-analysis, pooled 
estimates revealed a 22% increase in fruit 
and vegetable consumption among recipi-
ents.14 However, evidence for the impacts 
of food prescribing on patient health out-
comes is far less conclusive, with some 
studies reporting improvements in pre-
post blood pressure,15,16 BMI17 and HbA1c 
(among people with diabetes),18 but many 
others reporting no measurable health 
improvements.19 

Simulation studies suggest that implement-
ing produce prescriptions may generate 
substantial health gains and be highly 
cost effective,20 but no studies have yet 
examined impacts on real-world health 
care utilization and spending. Further more, 
the evidence base on food prescribing is 

plagued by severe methodological limita-
tions, including small sample sizes; limited 
intervention duration (usually < 23 weeks); 
incomplete outcome data; nonvalidated 
measurement tools; and nonrandomized 
study designs without a control or com-
parison group.6

What is the state of food 
prescribing in Canada?

Despite limited evidence, interest in food 
prescribing is rapidly growing in Canada. 
Reasons for this sudden attention are mul-
tiple. Expansion of food prescribing dis-
course has paralleled the emergence of 
social prescribing more broadly. Examples 
of such initiatives include the Rx: Community 
pilot project of the Alliance for Healthier 
Communities (which supported 11 health 
centres across Ontario in initiating social 
prescribing projects) and the newly estab-
lished Canadian Institute for Social 
Prescribing (CISP), which is anchored by 
the Canadian Red Cross and acts as a 
national knowledge-sharing hub. 

It is likely that Canadian health care 
providers, community organizations and 
researchers have gained inspiration from 
those in the United States, where an 
explosion of food prescribing has followed 
federal government investment since 2018.9 
One can also see the attractiveness of food 
prescribing as a concept, which proposes 
a relatively simple solution—grounded in 
the familiarity and persuasiveness of 
“doctor’s orders”—to multiple crises, 
including food insecurity, dietary ade-
quacy, nutrition-related chronic diseases 
and even planetary health.21 Support for 
food prescribing has also been driven by 
several not-for-profit agencies, including 
the Maple Leaf Centre for Food Security 
and Community Food Centres Canada. 
Despite this momentum, however, action 
on food prescribing in Canada remains 
nascent, with only a handful of (often 
temporary pilot) programs established 
and very few published research arti-
cles11,13 evaluating the impacts of programs. 

A critical examination of food 
prescribing in Canada

It is likely that food prescribing will con-
tinue to gain traction in the Canadian con-
text as funding initiatives and health 
care–community partnerships emerge from 
ongoing animated public discourse. As 
interest builds, it is important to critically 
examine this intervention strategy and 

caution against the too-rapid widespread 
adoption until evidence of effectiveness 
and best practices can be established. 

First, there is a need for further research 
on food prescribing in the Canadian con-
text that incorporates large sample sizes, 
control groups and validated assessments 
of dietary intake, food security and health.6,14 
Evaluations should also discern which 
program models (retail grocery vouchers 
vs. market vouchers vs. food boxes, deliv-
ery vs. local pick-up, and co-pay models 
vs. no-pay models) and which interven-
tion components (subsidized food, nutri-
tion education or dietetic counselling) have 
the greatest impact on patient outcomes.22 
Researchers should also consider incorpo-
rating age and comorbidity subgroups. 

Meanwhile, process evaluations should 
identify how intervention models can be 
successfully integrated into existing pri-
mary care practice across multiple settings 
(including community health centres, 
family health teams, hospital and long-
term care settings, and student health 
clinics). Given the administrative burden 
of food prescribing, it is unclear if this 
intervention model is more cost-efficient 
than others in addressing nutrition-related 
health outcomes. Health economics research 
is therefore needed to determine the rela-
tive efficiencies of various food security 
and public health nutrition program mod-
els, including food prescribing, to reduce 
health care utilization and spending. 

Access to health services, household food 
insecurity and nutrition-related chronic 
disease(s) are usually inclusion criteria for 
enrolment in food prescribing programs.6,14 
It is unsurprising that, when provided 
with free or subsidized produce, individu-
als experiencing food insecurity at base-
line consume more fruits and vegetables 
and experience improved food security 
over the course of a food prescription pro-
gram.14 Yet, there is no evidence to sug-
gest that benefits extend beyond the 
intervention period, as food prescriptions 
do little to address the underlying causes 
of food insecurity and dietary adequacy. 
As stated by Tarasuk and McIntyre, “Unlike 
policy interventions that reduce … food 
insecurity in the population by improving 
vulnerable households’ abilities to afford 
food … food prescription programs cir-
cumvent households’ financial constraints 
with respect to the purchase of food.”22,p.2315 
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Further, such programs may exclude indi-
viduals who do not access primary health 
care, those who are food insecure but not 
(yet) managing a chronic health condi-
tion, and those who are managing dis-
eases that may be associated with food 
insecurity but not enforced as an inclu-
sion criterion (e.g. mental health condi-
tions). Food prescriptions that provide 
raw produce may also alienate potential 
participants with limited access to food 
preparation space and equipment. Such 
limitations threaten to exacerbate health 
inequities faced by populations experienc-
ing food insecurity. Food prescribing 
therefore does not serve as a population-
level solution to food insecurity and 
should not replace advocacy and policy 
initiatives that aim to address poverty and 
other structural determinants of food 
insecurity. 

There is also the question of paternalism. 
Food prescriptions usually provide food 
boxes or vouchers that can be spent on 
eligible healthy foods, serving as a condi-
tional cash transfer but without the free-
dom of choice to spend funds on whatever 
is deemed necessary by the recipient 
(such as housing and other non-food 
basic necessities). If the health care sys-
tem can provide food, would it be more 
dignified to prescribe cash? The “cash ver-
sus food” debate has played out in other 
disciplines,23 but with the advent of social 
prescribing, we must assess whether 
health care interactions are opportunities 
to provide targeted income support to 
address the social determinants of health. 
Preliminary evidence from FFRx suggests 
that most food prescription recipients pre-
ferred food prescriptions to cash, largely 
due to the quality of the food and the 
delivery service, which saved participants 
time and transportation costs. There may 
be additional benefits of food prescribing 
compared to income-based supports, includ-
ing improved food literacy and inter-
household food sharing; however, the 
cash-versus-food question should be 
investigated further.

A pressing question that has seen little 
attention is how food prescribing fits into 
the various income and social support 
mechanisms that make up current social 
welfare systems. The failure of income 
support programs to eliminate poverty in 
Canada has resulted in a patchwork of 
programs designed to alleviate the con-
stellation of challenges—from housing 
vulnerability to food insecurity—faced by 

low-income households.24 Food banks, which 
are independent, not-for-profit organiza-
tions relying on private donations and 
grants, are the most common model of 
food assistance in Canada.25 Food pre-
scribing may address some of the limita-
tions of food banks by leveraging health 
care interactions to provide targeted food 
assistance. Preliminary findings from our 
FFRx study suggest that users preferred 
food prescribing over food banks due to 
the convenience, overall food quality and 
experience of food prescribing as a less 
stigmatizing form of support.26 

Moreover, FFRx users accessing income 
assistance (e.g. Ontario Works or Ontario 
Disability Support Program) reported that 
FFRx allowed them to spend cash previ-
ously allocated to food on other necessi-
ties.26 However, it remains to be seen if 
food prescribing is more effective than 
food banks at addressing longer-term food 
insecurity and nutrition among recipients 
and whether food prescribing is preferred 
to food banks by users more broadly (i.e. 
beyond our FFRx model that included the 
convenience of free delivery and online 
ordering). Further, without a source of 
sustainable (government) funding, food 
prescribing risks becoming yet another 
grant-funded model that is implemented 
by small networks of providers in an ad 
hoc and time-limited manner.24 In line 
with asset-based approaches to integrated 
care, there is a need to identify leverage 
points to build more robust practitioner–
community partnerships and promote sus-
tainable resource allocation to ensure the 
success of food prescribing programs. 

An additional finding to emerge from our 
research is the crucial importance of food 
prescription program design, including 
aspects of referral management, accessi-
bility and de-stigmatization. Team-based 
care approaches and charting for food 
insecurity in electronic medical records 
can simplify the process of identifying and 
referring patients for food prescription 
programs. Once a food prescription has 
been provided, the way people use it can 
vary dramatically depending on the pro-
gram model. We reported very high voucher 
redemption rates in the most recent phase 
of FFRx (participants redeemed over 88% 
of vouchers, in comparison to 34.5%–59% 
in most other studies), likely due to the 
program’s convenience (it included online 
ordering and free delivery); regular contact 
with Guelph CHC staff and researchers; 
and routine efforts to contact disengaged 

participants and address accessibility bar-
riers.6,27 Such findings suggest that food 
prescribing requires concerted efforts to 
improve accessibility and provide robust 
support mechanisms and regular engage-
ment between staff, health care providers 
and participants to maximize program uti-
lization. These efforts clearly necessitate a 
high administrative burden and under-
score the need to ensure primary care pro-
viders and community partners are 
equipped and adequately resourced before 
implementing large-scale, sustainable and 
effective food prescribing interventions in 
Canada. 

Conclusion

Food prescribing is an innovative inter-
vention model that shows promise for 
empowering health care providers to 
simultaneously address food insecurity, 
dietary adequacy and chronic disease 
management. As food prescribing gains 
momentum in Canada, it will be crucial to 
continue to gather and synthesize emerg-
ing evidence. While such programs may 
have a place in the Canadian health care 
and social welfare landscape, there is a 
need to critically evaluate their effective-
ness and cost-efficiency relative to other 
health care, public health and social wel-
fare programs. 

Acknowledgements

Funding for the FFRx research project was 
received from the Sprott Foundation, the 
McConnell Foundation, Kindred Credit 
Union, The City of Guelph Community 
Fund, MAZON Canada, a Mitacs Accelerate 
Grant (no. IT26188) and a Canadian 
Institutes of Health Research Planning and 
Dissemination Grant (no. 478709). Matthew 
Little receives funding from a Michael 
Smith Health Research BC Scholar Award.

Conflicts of interest

The authors declare no conflicts of interest.

Authors’ contributions and 
statement

ML—conceptualization, funding acquisi-
tion, writing—original draft; writing—review 
and editing.

WD—conceptualization, writing—review 
and editing.



282Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and Practice Vol 44, N° 6, June 2024

LJB—conceptualization, writing—review 
and editing.

AR—conceptualization, project adminis-
tration, writing—review and editing. 

The content and views expressed in this 
article are those of the authors and do not 
necessarily reflect those of the Government 
of Canada.

References

1. Tarasuk V, Cheng J, de Oliveira C, 
Dachner N, Gundersen C, Kurdyak P. 
Association between household food 
insecurity and annual health care 
costs. CMAJ. 2015;187(14):E429-E436. 
https://doi.org/10.1503/cmaj.150234 

2. Hutchinson J, Tarasuk V. The rela-
tionship between diet quality and the 
severity of household food insecurity 
in Canada. Public Health Nutr. 2022; 
25(4):1013-26. https://doi.org/10.1017 
/S1368980021004031 

3. Vozoris NT, Tarasuk VS. Household 
food insufficiency is associated with 
poorer health. J. Nutr. 2003;133(1): 
120-26. https://doi.org/10.1093/jn/133 
.1.120 

4. Gregory CA, Coleman-Jensen A. Food 
insecurity, chronic disease, and health 
among working-age adults. Washington 
(DC): US Department of Agriculture; 
2017. 2 p.

5. Men F, Gundersen C, Urquia ML, 
Tarasuk V. Association between house-
hold food insecurity and mortality in 
Canada: a population-based retrospec-
tive cohort study. CMAJ. 2020:192(3): 
E53-E60. https://doi.org/10.1503 
/cmaj.190385 

6. Little M, Rosa E, Heasley C, Asif A, 
Dodd W, Richter A. Promoting healthy 
food access and nutrition in primary 
care: a systematic scoping review of 
food prescription programs. Am J 
Health Promot. 2022;36(3):518-36. 
https://doi.org/10.1177/089011712 
11056584 

7. Nowak DA, Mulligan K. Social pres-
cribing: a call to action. Can Fam 
Physician. 2021;67(2):88-91. https://
doi.org/10.46747/cfp.670288

8. Mozaffarian D, Mande J, Micha R. 
Food is medicine—the promise and 
challenges of integrating food and 
nutrition into health care. JAMA Intern 
Med. 2019;179(6):793-5. https://doi 
.org/10.1001/jamainternmed.2019 
.0184 

9. United States Department of Agriculture 
(USDA). Gus Schumacher Nutrition 
Incentive Program (GusNIP). Washington 
(DC): USDA; 2023 [cited 2023 Apr 14]. 
Available from: https://www.nifa.usda 
.gov/grants/programs/hunger-food 
-security-programs/gus-schumacher 
-nutrition-incentive-program

10. Olstad D, Beall R, Spackman E, et al. 
Healthy food prescription incentive 
programme for adults with type 2 dia-
betes who are experiencing food inse-
curity: protocol for a randomised 
controlled trial, modelling and imple-
mentation studies. BMJ Open. 2022; 
12(2):e050006. https://doi.org/10.1136 
/bmjopen-2021-050006 

11. Heasley C, Clayton B, Muileboom J, 
et al. “I was eating more fruits and 
veggies than I have in years”: a mixed 
methods evaluation of a fresh food 
prescription intervention. Arch Public 
Health. 2021;79:135. https://doi.org 
/10.1186/s13690-021-00657-6 

12. Foodshare Toronto. Food Rx progress 
report. Toronto (ON): Foodshare Toronto; 
2021. 6 p. Available from: https://
foodshare.net/custom/uploads/2021 
/08/Food-RX-Progress-Report.pdf

13. Johnson JK, Vingilis E, Terry AL. 
Patients’ experiences with a commu-
nity fruit and vegetable box program 
prescribed by their health provider. 
BMC Public Health. 2023;23(1):869. 
https://doi.org/10.1186/s12889-023 
-15685-w 

14. Bhat S, Coyle DH, Trieu K, et al. 
Healthy food prescription programs 
and their impact on dietary behavior 
and cardiometabolic risk factors: a 
systematic review and meta-analysis. 
Adv Nutr. 2021;12(5):1944-56. https:// 
doi.org/10.1093/advances/nmab039 

15. Wetherill MS, Chancellor McIntosh 
H, Beachy C, Shadid O. Design and 
implementation of a clinic-based food 

pharmacy for food insecure, uninsured 
patients to support chronic disease 
self-management. J Nutr Educ Behav. 
2018;50(9):947-9. https://doi.org/10 
.1016/j.jneb.2018.05.014 

16. York B, Kujan M, Conneely C, Glantz 
N, Kerr D. Farming for Life: pilot 
assessment of the impact of medical 
prescriptions for vegetables on health 
and food security among Latino adults 
with type 2 diabetes. Nutr Health. 
2020;26(1):9-12. https://doi.org/10 
.1177/0260106019898995 

17. Cavanagh M, Jurkowski J, Bozlak C, 
Hastings J, Klein A. Veggie Rx: an 
outcome evaluation of a healthy food 
incentive programme. Public Health 
Nutr. 2017;20(14):2636-41. https://doi 
.org/10.1017/S1368980016002081 

18. Bryce R, Guajardo C, Ilarraza D, et al. 
Participation in a farmers’ market 
fruit and vegetable prescription pro-
gram at a federally qualified health 
center improves hemoglobin A1C in 
low income uncontrolled diabetics. 
Prev Med. 2017;7:176-9. https://doi 
.org/10.1016/j.pmedr.2017.06.006 

19. Hager K, Shi P, Li Z, et al. Evaluation 
of a produce prescription program for 
patients with diabetes: a longitudinal 
analysis of glycemic control. Diabetes 
Care. 2023;46(6):1169-76. https://doi 
.org/10.2337/dc22-1645 

20. Wang L, Lauren BN, Hager K, et al. 
Health and economic impacts of 
implementing produce prescription 
programs for diabetes in the United 
States: a microsimulation study. J 
Am Heart Assoc. 2023;12(15):e029215. 
https://doi.org/10.1161/JAHA.122 
.029215 

21. Adams EL, Figueroa R, White KE, et 
al. Prioritize “food is medicine” initia-
tives in the 2023 Farm Bill for Human 
and Planetary Health. Milwaukee (WI): 
Society of Behavioral Medicine; 2023. 
3 p.

22. Tarasuk V, McIntyre L. Reconsidering 
food prescription programs in relation 
to household food insecurity. J Nutr. 
2022;152(11):2315-16. https://doi.org 
/10.1093/jn/nxac175 

https://doi.org/10.1503/cmaj.150234
https://doi.org/10.1017/S1368980021004031
https://doi.org/10.1017/S1368980021004031
https://doi.org/10.1093/jn/133.1.120
https://doi.org/10.1093/jn/133.1.120
https://doi.org/10.1503/cmaj.190385
https://doi.org/10.1503/cmaj.190385
https://doi.org/10.1177/08901171211056584
https://doi.org/10.1177/08901171211056584
https://doi.org/10.46747/cfp.670288
https://doi.org/10.46747/cfp.670288
https://doi.org/10.1001/jamainternmed.2019.0184
https://doi.org/10.1001/jamainternmed.2019.0184
https://doi.org/10.1001/jamainternmed.2019.0184
https://www.nifa.usda.gov/grants/programs/hunger-food-security-programs/gus-schumacher-nutrition-incentive-program
https://www.nifa.usda.gov/grants/programs/hunger-food-security-programs/gus-schumacher-nutrition-incentive-program
https://www.nifa.usda.gov/grants/programs/hunger-food-security-programs/gus-schumacher-nutrition-incentive-program
https://www.nifa.usda.gov/grants/programs/hunger-food-security-programs/gus-schumacher-nutrition-incentive-program
https://doi.org/10.1136/bmjopen-2021-050006
https://doi.org/10.1136/bmjopen-2021-050006
https://doi.org/10.1186/s13690-021-00657-6
https://doi.org/10.1186/s13690-021-00657-6
https://foodshare.net/custom/uploads/2021/08/Food-RX-Progress-Report.pdf
https://foodshare.net/custom/uploads/2021/08/Food-RX-Progress-Report.pdf
https://foodshare.net/custom/uploads/2021/08/Food-RX-Progress-Report.pdf
https://doi.org/10.1186/s12889-023-15685-w
https://doi.org/10.1186/s12889-023-15685-w
https://doi.org/10.1093/advances/nmab039
https://doi.org/10.1093/advances/nmab039
https://doi.org/10.1016/j.jneb.2018.05.014
https://doi.org/10.1016/j.jneb.2018.05.014
https://doi.org/10.1177/0260106019898995
https://doi.org/10.1177/0260106019898995
https://doi.org/10.1017/S1368980016002081
https://doi.org/10.1017/S1368980016002081
https://doi.org/10.1016/j.pmedr.2017.06.006
https://doi.org/10.1016/j.pmedr.2017.06.006
https://doi.org/10.2337/dc22-1645
https://doi.org/10.2337/dc22-1645
https://doi.org/10.1161/JAHA.122.029215
https://doi.org/10.1161/JAHA.122.029215
https://doi.org/10.1093/jn/nxac175
https://doi.org/10.1093/jn/nxac175


283 Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and PracticeVol 44, N° 6, June 2024

23. Gentilini U. The revival of the “cash 
versus food” debate: new evidence 
for an old quandary? [Policy research 
working paper no. 7584.] Washington 
(DC): World Bank; 2016. Available 
from: https://doi.org/10.1596/1813 
-9450-7584 

24. Tarasuk V, Davis B. Responses to food 
insecurity in the changing Canadian 
welfare state. J Nutr Educ. 1996;28(2): 
71-5. https://doi.org/10.1016/S0022 
-3182(96)70029-8 

25. Tarasuk V, Dachner N, Loopstra R. 
Food banks, welfare, and food insecu-
rity in Canada. Br Food J. 2014; 
116(9):1405-17. https://doi.org/10.1108 
/BFJ-02-2014-0077 

26. Brubacher LJ, Little M, Richter A, et 
al. How does fresh food prescribing 
fit into the social service landscape? 
A qualitative study in Ontario, Canada. 
Health Promot Chronic Dis Prev Can. 
2024;44(6):270-8. https://doi.org/10 
.24095/hpcdp.44.6.03

27. Little M, Dodd W, Grewal A, Stringer 
E, Richter A. A 52-week fresh food 
prescribing program reduces food 
insecurity and improves fruit and 
vegetable consumption in Ontario, 
Canada. Research Square [Preprint]. 
2023 [cited 2024 Apr 24]. Available 
from: https://doi.org/10.21203/rs.3.rs 
-3084278/v1

https://doi.org/10.1596/1813-9450-7584
https://doi.org/10.1596/1813-9450-7584
https://doi.org/10.1016/S0022-3182(96)70029-8
https://doi.org/10.1016/S0022-3182(96)70029-8
https://doi.org/10.1108/BFJ-02-2014-0077
https://doi.org/10.1108/BFJ-02-2014-0077
https://doi.org/10.24095/hpcdp.44.6.03
https://doi.org/10.24095/hpcdp.44.6.03
https://doi.org/10.21203/rs.3.rs-3084278/v1
https://doi.org/10.21203/rs.3.rs-3084278/v1


284Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and Practice Vol 44, N° 6, June 2024

Author references:

1. School of Social Work, Faculty of Health and Behavioural Sciences, Lakehead University, Orillia, Ontario, Canada
2. Community Programs and Engagement, Chigamik Community Health Centre, Midland, Ontario, Canada
3. School of Interdisciplinary Science, McMaster University, Hamilton, Ontario, Canada
4. School of Nursing Nipissing University, North Bay, Ontario, Canada

Correspondence: Anita Vaillancourt, School of Social Work, Faculty of Health and Behavioural Sciences, Lakehead University, 500 University Avenue, Orillia, ON  L3V 0B9;  
Tel: (705) 330-4008 ext. 2620; Email: anita.vaillancourt@lakeheadu.ca

https://doi.org/10.24095/hpcdp.44.6.05

Commentary by Vaillancourt A et al.  
in the HPCDP Journal  

 licensed under a Creative Commons 
Attribution 4.0 International License

Highlights

• Nature prescribing is an increas-
ingly recognized aspect of social 
prescribing that acknowledges and 
promotes enhanced health benefits 
associated with natural settings to 
address illness and promote health 
and wellness.

• The Western worldview maintains 
a narrow view of human relations 
with nature, consisting of human-
centric needs and interests. The 
limited priority that the Western 
worldview places on the relation-
ship with nature and the impor-
tance of establishing and maintaining 
nature connection, may limit the 
potential reach and benefits of 
nature prescribing.  

• Nature prescribing efforts should 
recognize pre-existing, nature-based 
approaches such as land-based 
healing practised by Indigenous 
people and ensure culturally inclu-
sive design and practices.

Commentary

Nature prescribing: emerging insights about  
reconciliation-based and culturally inclusive approaches 
from a tricultural community health centre
Anita Vaillancourt, PhD (1); Rebecca Barnstaple, PhD (2); Natalie Robitaille (2,3); Taylor Williams (2,4)

Abstract

This commentary highlights the importance of social and nature prescribing programs 
reflecting culturally diverse perspectives and practices. Creating and holding space for 
Indigenous and other worldviews should be a key priority of nature prescribing, a rela-
tively recent practice in Canada that recognizes and promotes health benefits associated 
with engaging in a variety of activities in natural settings. Central to designing and 
delivering nature prescribing that is culturally inclusive and grounded in fulfilling obli-
gations of reconciliation is recognizing the ongoing dominance of Western worldviews 
and their associated implications for decolonizing and Indigenizing nature-based pro-
gramming. Consciously working to expand Western values, with the aim of extending 
nature prescribing practices beyond mere nature exposure to fostering emotional con-
nections to nature, is a critically important part of the ongoing development of nature-
based interventions and nature prescribing.

Keywords: nature prescribing, nature connection, culturally inclusive, decolonization

Introduction

The benefits of nature exposure are widely 
recognized1 and include a range of posi-
tive physical and mental health outcomes 
such as reductions in stress responses, 
lowered blood pressure, reduced symp-
toms of anxiety and depression, and 
increases in physical activity such as 
walking.2,3 Nature prescribing is gaining 
momentum as a treatment modality for a 
range of chronic conditions including vari-
ous mental health issues. Like social pre-
scribing, nature prescription maintains 
similar objectives, such as reducing chronic 
disease burdens1 and redirecting nonmed-
ical issues away from the primary health 
care system by leveraging social care 
resources and supports to address non-
medical, nonclinical health.1 

Nature prescriptions are generally pro-
vided by a health care or social service 
provider who recommends a specific 
period of time for the individual to spend 
in a natural setting.4 Following the lead of 
other nations such as the United Kingdom 
and, more recently, the United States in 
their creation of social and nature pre-
scribing programs, Canada has very recently 
engaged in developing nature prescribing, 
with most provinces offering programs in 
various stages of development. Ontario 
established formal social prescribing ini-
tiatives as early as 2018, and nature pre-
scribing in British Columbia commenced 
in 2020 with the “PaRx” initiative of the 
BC Parks Foundation, with other prov-
inces following suit; for example, Quebec 
with Prescri-Nature in 2023. 

Despite the utility of drawing upon estab-
lished practice and programming from 
other nations, factors specific to Canada 
must be recognized in order to appropri-
ately respond to the diverse cultural issues 
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and needs related to social and nature pre-
scribing. Historical and contemporary 
colonialism that continues to impact and 
disadvantage Indigenous and other racial-
ized groups manifests in ways that are 
unique to Canada. 

A key issue is the legacy of settler colo-
nialism, a system of colonization in which 
the colonizers not only settle on the 
invaded territory permanently, but work 
to establish themselves as naturalized and 
the legitimate occupants of the land.5 This 
type of colonialism is unique to Turtle 
Island (North America) and has been deeply 
damaging to Indigenous Peoples by dis-
possessing them of their land base and, by 
extension, disrupting their cultural identi-
ties, traditions, languages and spiritual 
connection to their traditional territories.5 
Assimilation strategies and the resulting 
dominance of Western worldviews and 
colonial logics continue to reinforce eco-
nomic, political, social and health inequi-
ties and disadvantages experienced by 
Indigenous Peoples. These challenges are 
widely attributed to the disconnection of 
Indigenous people from their ancestral 
lands6 and the ongoing marginalization of 
Indigenous worldviews within the Western 
context.7,8 Acknowledging the historical 
and ongoing impacts of settler coloniza-
tion is therefore critical to developing cul-
turally relevant and appropriate nature 
prescribing programming and practices.

This commentary draws on insights gained 
from the social and nature prescribing 
program developed (and practised) at 
Chigamik Community Health Centre (CHC) 
alongside a research partnership with 
Lakehead University. In particular, this dis-
cussion identifies several important issues 
and considerations surrounding design 
and practice implications for Indigenous 
people and inclusive nature prescribing. 
As this program is informed by a unique 
local context that includes Indigenous 
participants, practitioners and partners, it 
has led to the consideration that while 
Western models of “nature” and “green” 
prescribing contain elements that may 
reflect some aspects of Indigenous prac-
tices, such as land-based healing, impor-
tant distinctions remain in terms of 
terminology, purpose, scope, framing and 
intent.

Chigamik CHC is a tricultural organization 
that provides primary and allied health 
care to Indigenous, Francophone and other 

historically marginalized community mem-
bers of North Simcoe Muskoka, Ontario. 
In the spring of 2023, Chigamik CHC 
implemented a novel social prescribing 
program aimed at supporting better men-
tal health through client-centred co-design 
and strengthened community supports. 
Thus far, the focus of nature prescribing at 
Chigamik has been the facilitation of 
access to locally identified natural areas 
through reducing barriers such as mem-
bership costs and transportation. Concur-
rently, Chigamik has expanded land-based 
healing programs designed for and by 
First Nation and Métis community mem-
bers, enhancing capacity through an 
increase in opportunities, resources and 
dedicated support staff. The overlap in 
intent to support holistic health and well-
being through client-centred program design 
has led to considering similarities and dif-
ferences in these programs and world-
views, and the role a land-based or nature 
context plays in social prescribing. Sit-
uating nature prescribing programs to 
reflect diverse community voices, we pro-
pose that cultural conceptions of “nature” 
be considered and accounted for in both 
the language and the type of social pre-
scription, the expected outcomes, and the 
mechanism of action. Beyond “green and 
blue [water]” prescribing, much of which 
has focussed on physical activity and stress 
reduction, being in nature or with the 
land also embodies the capacity to func-
tion relationally. This occurs as an aspect 
of identity, and as a profound locus for 
meaning making and support that may 
mirror or transcend Western concepts of 
social connection. These aspects may also 
foster other benefits such as reductions in 
isolation and loneliness, elements that are 
notably the primary outcome measures 
for Chigamik CHC’s current initiative, 
which aims to improve mental health 
through social prescribing. Connectedness 
to nature has been shown to promote 
well-being and pro-environmental behav-
iours that can foster engagement and 
responsible relations with nature.9

What is nature prescribing?

Nature prescribing is emerging as a signif-
icant aspect of social prescribing, with a 
range of terms and concepts associated 
with these practices. However, there is not 
a universal definition,1 with the result that 
nature prescribing is often used inter-
changeably with other terms, such as “green 
prescribing,” “green social prescribing” 
and “nature-based social prescribing,” 
and described as time spent in green 

spaces such as parks, grasslands, forests 
or gardens.10 Stanhope and Weinstein11 
point out that the lack of specificity and 
conflation of green prescriptions with 
nature-based prescribing has led to confu-
sion surrounding meaning, and mistaken 
attribution of study results in which life-
style changes such as increased physical 
activity have been used to support the 
effectiveness of nature-based activities. In 
their systematic analysis of human health 
benefits associated with forest activities, 
Park et al.12 identified four types of activi-
ties: staying, walking, exercise and indi-
rect exposure. They also specified that 
forest-based interventions differ from “mere 
experiences,” as they are intentionally 
designed by experts to achieve direct health 
benefits.

Much of the research reported on nature 
prescribing tends to focus on physical 
activity and stress reduction occurring in 
a natural setting, rather than relational 
aspects or meaning making, reducing 
nature to a setting for activities that could 
happen elsewhere, while suggesting that 
effects may be enhanced by their occur-
ring in an outdoor environment. In their 
narrative review, Jiminez et al.13 suggest 
that potential pathways through which 
nature may influence health include 
increased opportunities for social engage-
ment and space for physical activity, 
removed from harmful effects of air pollu-
tion, noise and heat. 

Note that the emphasis here is on social 
engagement between people and does not 
extend to relations with nature itself. The 
limited focus on nature connection or 
relationality reflects constraints within the 
dominant Western paradigm that may 
limit the effectiveness of interventions for 
diverse populations. Congruence of the 
worldviews underlying nature prescribing 
program goals, objectives and practices 
with those of program participants is 
important to ensure inclusion, but also to 
ensure respect for other worldviews and 
as a means to inform and expand Western 
conceptualizations about nature and asso-
ciated stewardship responsibilities.

Land-based healing

In contrast with the Western conceptions 
of nature and the practice of nature or 
green prescribing, which focusses on 
holding wellness activities in natural 
spaces, with little to no attention to rela-
tionality to nature or nature connection, 
“land-based healing” is widely practised 
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in Indigenous communities. Land-based 
healing combines Indigenous knowledge 
and cultural traditions to help people heal. 
Land is crucial for cultural preservation 
and as a place of self-expression and tradi-
tional survival. Accordingly, land-based 
healing programs have become effective 
therapies for mental health, addiction 
treatment and complex trauma recovery 
by reconnecting Indigenous people with 
their ancestral lands, identities and tradi-
tions.14 In recognition of the impacts of 
colonization on Indigenous people, steps 
are taken in land-based healing to identify 
how an individual’s or a community’s 
relationship with the land, self and others 
has been disrupted and how best to help 
renew this relationship.

In contrast with green prescriptions that 
appear to frame nature as an objective site 
or location for a physical activity that is 
considered to be the active factor in sup-
porting health, land-based healing takes 
place on intentionally spiritually culti-
vated, honoured and respected land.14 Land- 
based practices are defined as the profound 
interconnection between Indigenous epis-
temology and pedagogy, where the land 
assumes a pivotal role.14 

For Indigenous peoples, aspects of the land 
are seen as fundamental parts of their 
identity and health.15-19 The land has a 
multitude of meanings that incorporate 
the interconnected physical, symbolic, 
spiritual and social aspects of their cul-
tures.19,20 This concept surrounds all ele-
ments of the natural realm, encompassing 
plants, animals, ancestors and spirits, as 
well as various environmental components 
such as air, water, earth and minerals.21 
Fostering a reconnection with ancestral 
territories holds significant relevance in 
advancing the promotion and intervention 
efforts aimed at enhancing the mental 
well-being of Indigenous populations.22,23 
Intrinsic to land-based healing and all 
relations Indigenous Peoples have with 
the land is the principle of relational 
accountability, which acknowledges human 
beings as part of nature, interdependent 
with it rather than existing outside of it, 
with the responsibility to care for all 
aspects of nature to which we are related.24

What is needed to ensure 
culturally inclusive, responsive 
and appropriate nature 
prescribing?

As a tricultural organization serving com-
munity members with diverse and often 

intersecting identities, Chigamik CHC aims 
to adopt and implement a Two-Eyed see-
ing approach,25 building on the strengths 
and perspectives of Indigenous and Western 
world views. Specific to growing acknowl-
edgement by medical professionals that 
healing can be facilitated and enhanced 
through engagement with nature or land, 
it is imperative that we develop adequate 
and appropriate terms for what this means 
from a cultural perspective. Because rela-
tionships with nature can take many 
forms, both named and unspoken, space 
for discussions that promote nature con-
nections to occur on an individualized 
basis is required. The ideal form for some-
one may be related to cultural identity, 
but it cannot be presumed that this is the 
sole determining factor.

Fostering a decolonized and Indigenized 
health equity approach to social and nature 
prescribing requires an ongoing aware-
ness of the factors that contribute to ineq-
uities, including cultural determinants of 
health that influence engagement in 
meaningful activities. These factors also 
impact the likelihood of someone follow-
ing a social or nature prescription or 
undertaking a change in behaviour. If the 
activity proposed is not within an appro-
priate framework, it is less appealing rele-
vant and will potentially have less impact 
as a prescription or recommendation. 
Ensuring nature prescribing is reflective of 
worldviews is also critical to ensuring 
congruence between values, intentions 
and behaviours, which can further play a 
key role in influencing successful inter-
vention outcomes.26

In addition, a commitment to reconcilia-
tion as demonstrated through concrete 
actions toward decolonizing nature pre-
scribing in health care and addressing 
social determinants of health inequities 
should be a priority for Canadian organi-
zations. This includes acknowledging fac-
tors that can constrain or facilitate access 
to nature. For example, Chigamik’s partner 
organization in social prescribing, Wye 
Marsh Wildlife Centre, recently announced 
free trail access for First Nations, Métis 
and Inuit people to promote land access.

Conclusion

The rapidly growing field of social and 
nature prescribing in Canada requires 
attention to diverse cultural perspectives 
as well as a firm commitment to health 
equity, social justice and reconciliation to 

ensure program design and practices 
reflect diverse local perspectives and 
needs. Recognizing historical and contem-
porary colonial relations and incorporat-
ing decolonizing and Indigenizing strategies 
within the terminology, program design, 
implementation and evaluation are also 
paramount to ensuring nature prescribing 
practices foster health and wellness bene-
fits across Indigenous and non-Indigenous 
populations.
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Highlights

• A global network of student cham-
pions has emerged to build the 
social prescribing student move-
ment, with student groups in seven 
countries, including Canada.

• The Canadian Social Prescribing 
Student Collective was established 
in 2022.

• Much progress has been made in 
building the social prescribing stu-
dent movement in Canada, but 
there is a lot of work to be done, 
which calls for action by students, 
staff in health care and community 
organizations, and faculty and admin-
istration at postsecondary institutions.

• Collective efforts to build the social 
prescribing student movement in 
this country will not only shape 
the wider social prescribing move-
ment, but also the future of our 
health system.
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Introduction

Social prescribing is defined as “a means 
for trusted individuals in clinical and com-
munity settings to identify that a person 
has nonmedical, health-related social needs 
and to subsequently connect them to non-
clinical supports and services within the 
community by co-producing a social pre-
scription—a nonmedical prescription, to 
improve health and well-being and to 
strengthen community connections.”1,p.9 
Globally, there is growing interest in social 
prescribing as a holistic approach to health 
and well-being, with almost 30 countries 
involved in the social prescribing move-
ment.2 In Canada, great strides are being 
made in social prescribing research, policy 
and practice, with all of this work being 
supported by the Canadian Institute for 
Social Prescribing.3

Alongside the rapid expansion of the 
social prescribing movement around the 
world, a global network of student cham-
pions has emerged to build the social pre-
scribing student movement. In the United 
Kingdom (UK), where the social prescrib-
ing movement began, students have been 
heavily involved right from the start. In 
2017, the UK National Social Prescribing 
Student Champion Scheme was estab-
lished by Dr. Bogdan Chiva Giurca—a 
medical student at the time—to enable 
students to get involved in learning about, 
teaching and promoting social prescrib-
ing.4 Since then, more than 350 student 
champions have engaged with over 20 000 
learners across the UK.5 

Over the past few years, the social pre-
scribing student movement has expanded 
to several other countries, including 

Australia, Japan, Portugal, Singapore and 
the United States (US).6 In 2021, these stu-
dent groups came together to develop the 
Social Prescribing International Student 
Movement Framework, which served as a 
call to action and a guidebook for student 
champions across the globe.6 This frame-
work caught the attention of students in 
Canada who shared a passion for social 
prescribing and a desire to bring the social 
prescribing student movement to this 
country, which led to the establishment of 
the Canadian Social Prescribing Student 
Collective.

In this commentary, we outline the impor-
tance of building the social prescribing 
student movement in Canada, give an 
overview of the Canadian Social Prescribing 
Student Collective, provide examples of 
ways in which students are contributing 
to social prescribing efforts across the 
nation, and put out a call to action to 
advance the social prescribing student 
movement in this country.

The importance of building  
the social prescribing student 
movement in Canada

Throughout history, students have been a 
driving force behind social movements.7 A 
recent example of this is the critical role 
that student activists have played in shap-
ing the Black Lives Matter movement.8 It 
follows that the social prescribing move-
ment stands to benefit from the power of 
students to foster social change. Looking 
at the Canadian context, anecdotal evi-
dence suggests that students are eager to 
support the movement, and members of 
the social prescribing community agree 

that student involvement in the move-
ment is fundamental to its success. 

But this is not only about the impact of 
students on the movement—this is also 
about the impact of the movement on stu-
dents. This is about empowering today’s 
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learners, who will become tomorrow’s 
leaders. With evidence to suggest that up 
to 50% of primary care visits are for non-
medical issues,9 we must move beyond 
the biomedical model by shifting care 
upstream to address the nonmedical fac-
tors that determine 80% to 90% of health 
and well-being.10-12 The case for this shift 
has never been clearer given the perfect 
storm of a pandemic,13 an aging global 
population14 and an estimated global 
shortage of 18 million health workers 
(20% of the global workforce) by 2030.15 
In the wise words of Hamaad Khan, a 
medical student and social prescribing 
champion in the UK, “We must ask our-
selves, where is the health in our health 
system, and where is the care in our 
health care?”16 We are at a crisis point, but 
there is hope for the future; by instilling 
the values of social prescribing in our stu-
dents, we will empower them to create 
health in our health system and deliver 
care in our health care. This is what we 
hope to achieve by building the social pre-
scribing student movement in Canada.

The Canadian Social Prescribing 
Student Collective

The Canadian Social Prescribing Student 
Collective was launched in March 2022. 
Our mission is to build the social prescrib-
ing student movement across Canada. We 
are guided by our four values: (1) collabo-
rate, (2) educate, (3) advocate and (4) inno-
vate. We have over 350 members, who 
represent more than 35 postsecondary 
institutions in British Columbia, Alberta, 
Saskatchewan, Ontario, Quebec, New 
Brunswick, Nova Scotia, Prince Edward 
Island and Newfoundland and Labrador. 
Our members include undergraduate stu-
dents, graduate students and college stu-
dents, with representation from a variety 
of different programs (i.e. health sciences, 
kinesiology, medicine, nursing, pharmacy, 
psychology, public health, social work, 
etc.). 

In addition to our members, we have over 
20 academic and community partners. As 
an online community, we communicate 
with our members and partners through 
email, newsletter, Slack, and Zoom meet-
ings, and we engage with the wider social 
prescribing community through our web-
page, our social media accounts, webi-
nars, presentations and conference sessions. 
We are affiliated with the Canadian 
Institute for Social Prescribing, which 
ensures alignment between the social 

prescribing student movement and the 
wider social prescribing movement in 
Canada.

Our efforts to build the social prescribing 
student movement span local, national 
and international levels. Locally, we have 
chapters at postsecondary institutions. 
Nationally, we convene through general 
meetings, as well as through five working 
groups with specific focus areas: (1) research, 
(2) policy, (3) practice, (4) knowledge trans-
lation and (5) medicine. Internationally, 
we represent Canada on the Global Social 
Prescribing Student Council, which brings 
together the leaders of social prescribing 
student groups around the world to 
advance the global social prescribing stu-
dent movement.

We recently conducted a member experi-
ence survey, which revealed that students 
are benefiting from being involved in our 
group. When asked about their participa-
tion, 82.3% of our members agreed that 
this group has improved their knowledge 
of social prescribing, and 88.2% agreed 
that this group has helped them to con-
nect with other students who are inter-
ested in social prescribing. Looking to the 
future, we hope to expand our efforts, 
grow our membership, develop a better 
understanding of the effectiveness of our 
efforts, and contribute to the social pre-
scribing evidence base by examining rele-
vant areas that have yet to be explored, 
such as what motivates students to 
become involved in the social prescribing 
student movement.

Student contributions to social 
prescribing efforts in Canada

Students first became involved in social 
prescribing efforts in Canada several years 
before the launch of the Canadian Social 
Prescribing Student Collective. For exam-
ple, Canada’s first social prescribing pilot 
(2018–2020) benefited from the support of 
practicum students.17 We note that social 
prescribing programs have been harness-
ing the potential of students to act as con-
nectors for more than a decade.18,19 In 
British Columbia, Basics for Health 
Society was established in 2012 as a way 
for health care and community organiza-
tions to address patients’ social needs 
through the use of trained student volun-
teers, who connect patients to commu-
nity resources.18 In Ontario, the NORTH 
(Navigating Ottawa Resources To Improve 
Health) Clinic, run by medical and law 

students at the University of Ottawa, was 
founded in 2018.19 Patients with social 
needs are referred from health care  set-
tings to the NORTH Clinic, where trained 
student volunteers connect the patients to 
community resources. These programs 
not only serve to address patients’ social 
needs and improve health equity for under-
served communities, but also to enrich 
the educational experiences of students 
through experiential learning opportunities.

Since the launch of the Canadian Social 
Prescribing Student Collective, several 
student-led initiatives have emerged as a 
direct result of the student community 
that has been cultivated. Locally, our 
Brock University Chapter is collaborating 
with student health services to implement 
social prescribing on campus. Elsewhere 
in Ontario, our University of Toronto Chapter 
hosted the first social prescribing student 
conference in the country. Nationally, our 
research working group is conducting a 
scoping review on social prescribing and 
students,20 and our policy working group 
recently developed a policy brief to advo-
cate for the importance of social prescrib-
ing in supporting student mental health 
on campus.

Apart from the work that is happening 
through the Canadian Social Prescribing 
Student Collective, students are contribut-
ing to social prescribing research, policy 
and practice through various academic 
pursuits, including thesis work, practi-
cums, traineeships, internships, research 
assistantships and co-op placements. 

For example, practicum students in Ontario 
at the University of Guelph are working 
with the social prescribing program at 
Guelph Community Health Centre; train-
ees in Quebec at McGill University are 
supporting efforts to implement social 
prescribing in primary care clinics; and 
students across the country are supporting 
the work that is happening at the Canadian 
Institute for Social Prescribing through 
internships and research assistantships. 

Additionally, students are supporting the 
social prescribing movement through paid 
and unpaid roles that are distinct from, 
but complementary to, their academic 
activities. For example, students are co or-
dinating social prescribing programs at 
organizations such as Fraser Health in 
British Columbia and the Vanier Social 
Pediatric Hub in Ontario, and students 
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across the country are volunteering for 
programs such as the Canadian Red Cross 
Friendly Calls Program and the Student–
Senior Isolation Prevention Partnership to 
fulfill social prescriptions for people who 
are feeling socially isolated and lonely. 

All of these experiences allow students to 
apply what they have learned in the class-
room about health promotion, upstream 
thinking and the power of community.

A call to action

While it is important to celebrate the prog-
ress that has been made in building the 
social prescribing student movement thus 
far, there is a lot of work to be done. This 
is a call to action for students, staff in 
health care and community organizations, 
and faculty and administration at postsec-
ondary institutions to support the advance-
ment of the social prescribing student 
movement in Canada.

1. We call on students to join the 
Canadian Social Prescribing Student 
Collective and to support social prescrib
ing research, policy and practice through 
academic (i.e. thesis work, practicums, 
traineeships, internships, research assis
tantships, coop placements, etc.) and 
nonacademic avenues (i.e. paid and 
unpaid roles).

You can sign up here: www.socialprescribing 
.ca/student-collective.

2. We call on staff in health care and 
community organizations and faculty 
and administration at postsecondary insti
tutions to connect with us and to 
increase the level and type of student 
involvement in social prescribing efforts 
(e.g. connector role, program development, 
program evaluation, research) through 
academic and nonacademic avenues.

Whether you simply wish to receive our 
newsletter, or want to explore opportuni-
ties for student engagement, you can sign 
up here: www.socialprescribing.ca/student 
-collective.

3. We call on faculty and administration 
at postsecondary institutions to comple
ment our efforts to educate students 
about social prescribing by integrating 
this concept into the curriculum for health 
professional programs (i.e. medicine, 
nursing, occupational therapy, pharmacy, 

physiotherapy, social work, etc.) through 
a combination of didactic teaching and 
experiential learning opportunities.

Experiences in other countries reveal that 
student-led efforts to educate peers about 
social prescribing need to be supple-
mented with formal education through a 
combination of didactic teaching and 
experiential learning opportunities.4,21-25 

Together, these actions will help to build 
the social prescribing student movement, 
which will not only shape the wider social 
prescribing movement, but also the future 
of our health system.
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Highlights

• Social prescribing is a health care 
approach that connects social and 
clinical aspects of health.

• Ensuring access to services with-
out discrimination is crucial for 
improving the health of Black peo-
ple in Ontario.

• Tailored interventions are increas-
ingly recognized as necessary to 
address challenges faced by diverse 
ethnic and cultural groups.

• Black-focused social prescribing, 
particularly the Afrocentric approach, 
aims to enhance the health out-
comes of Black individuals.

• Evaluating a Black-focused social 
prescribing program requires time 
to create a framework and to con-
sider its nuanced aspects.
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Abstract

The Black-Focused Social Prescribing (BFSP) project is a unique initiative by the 
Alliance for Healthier Communities that intertwines Afrocentric principles with social 
prescribing. Going beyond conventional social prescribing models, BFSP addresses spe-
cific health needs within Black communities. It is rooted in the Alliance Black Health 
Strategy, advocates for Black health, and is guided by Afrocentric principles. The evalu-
ation framework prioritizes client voices, ensuring cultural safety and, by taking time 
for trust-building, underscores the importance of an inclusive approach. BFSP holds the 
potential to foster community trust and engagement, and enhance health outcomes in 
the Black community.

Keywords: Black-focused social prescribing, Afrocentricity, holistic health, anti-Black racism

Introduction 

Social prescribing integrates social and 
clinical aspects of health, and recognizes 
the interconnectedness of physical, men-
tal and social well-being. Through social 
prescribing, a formal referral pathway doc-
umented in the client’s electronic medical 
record links them to local, nonclinical ser-
vices to address issues such as social con-
nectedness, mild depression or anxiety. 
Social prescribing emphasizes a strengths-
based approach to co-creating solutions 
with clients, as well as regular collection 
of client self-reported experience mea-
sures as meaningful data. While social 
prescribing is effective in various commu-
nities, there is a growing acknowledgement 
of the necessity for tailored interventions 
addressing the unique experiences of eth-
nic and cultural populations.1 In this arti-
cle, we delve into the importance of an 
Afrocentric approach within Black-focused 
social prescribing (BFSP), emphasizing 
cultural context and community focus in 

improving the health outcomes of Black 
individuals.

Rx: Community—Social 
Prescribing pilot project

The Alliance for Healthier Communities, a 
network of community-governed, team-
based primary health care organizations 
in Ontario, conducted Rx: Community—
Social Prescribing,2 Canada’s first social 
prescribing research project, from 2018 to 
2020. Over 1100 adult clients participated 
in the pilot at 11 community health centres. 
Nearly half were aged 61 to 80 years old 
and over a third identified as non-White. 
A mixed-methods evaluation was imple-
mented using pre- and post-intervention 
surveys and focus groups to assess key 
themes and changes in self-reported health 
outcomes. Participants reported reduced 
stress and anxiety, increased self-confi-
dence and purpose, and improved health 
management skills. The pilot demon-
strated improvements in client well-being, 

including perceived decreases in loneli-
ness and mental health, and an increase 
in participation in social activities. Repeat 
visits to clinicians also decreased.2

The Black Health Committee and 
Black Health Strategy

In 2018, Ontario’s Black health leaders 
established the Black Health Committee to 
leverage their roles in community health 
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organizations for enhancing health out-
comes among Black communities in 
Ontario. The Black Health Committee cre-
ated the Black Health Strategy, an 
evidence- informed policy framework inte-
gral to the vision of advancing Black 
health. It outlines foundational processes 
to ensure equitable health standards for 
Black individuals accessing care in Ontario.

The Black Health Strategy’s work informed 
the BFSP project, recognizing that social 
prescribing could be a valuable tool to 
address the unique needs of the Black 
population by incorporating cultural com-
petence and targeted interventions that 
consider the historical and systemic fac-
tors influencing health and well-being in 
the Black community.3 

Black-focused social prescribing 
project

Building on the learnings from the pilot 
and using the Black Health Strategy, the 
Alliance created the BFSP project. Com-
munity health centres (CHCs) with a 
proven record of supporting Black clients 
were selected to develop a social prescrib-
ing model for clients of all ages grounded 
in Afrocentric values and principles to 
provide a framework to spread this work. 
These CHCs are Black Creek, Rexdale and 
TAIBU in Toronto, and Somerset West in 
Ottawa.

Goals of the project: 

The Black-Focused Social Prescribing proj-
ect charter lists the three main goals of the 
project:4

(1) to develop a BFSP model based on cul-
turally safe values and principles with 
data collection and evaluation, in order to 
understand the processes and impacts;

(2) to foster multisectoral conversations 
and innovative partnerships on culturally 
specific social prescribing; and 

(3) to widen and deepen learning net-
works and public awareness. This project 
offers unique insights and deepens the 
conversation on considerations for cul-
tural safety within social prescribing.

The Afrocentric perspective

Afrocentricity emphasizes the importance 
of cultural context and recognizes the val-
ues and historical experiences of people of 
African descent. It acknowledges that these 

experiences shape Black communities’  
unique health needs and concerns.

An Afrocentric approach aims to celebrate 
and reinforce cultural identity within the 
Black communities by connecting individ-
uals with culturally relevant resources, 
activities and support networks. An 
Afrocentric approach can be used to pro-
vide holistic, culturally appropriate health 
care.5

Traditional knowledge

When creating programming for BFSP in a 
local community served by a CHC, taking 
into account the values of the different 
communities ensures that participants feel 
and share a sense of belonging. To ensure 
that programming reflects the local com-
munity’s cultural values, staff from the 
CHCs held a peer-led session to learn 
about Afrocentric perspectives, including 
the seven principles of Kwanzaa, which 
are derived from the Swahili language:6 

(1) Umoja (unity): to strive for unity 
within family, community, nation and 
race;

(2) Kujichagulia (self-determination): to 
define, name, create and speak for ourselves;

(3) Ujima (collective work and responsi-
bility): to build our community together, 
take on its problems as our own and solve 
them collectively;

(4) Ujamaa (cooperative economics): to 
establish and maintain joint businesses, 
stores and shops for shared prosperity;

(5) Nia (purpose): to make our collective 
mission the development and restoration 
of our community’s traditional greatness;

(6) Kuumba (creativity): to constantly 
enhance our community, leaving it more 
beautiful and beneficial for future genera-
tions; and

(7) Imani (faith): to wholeheartedly believe 
in our people.

Four guiding principles were selected by 
the BFSP Steering Committee, through 
peer discussion, to guide the work; there-
fore unity, purpose, self-determination 
and creativity are infused in all BFSP 
work.

Culture as a social prescription

Culture as a social prescription aims to con-
nect people to the vibrancy and strengths 

of their culture and, in doing so, enhance 
their overall health.

The following are examples of cultural 
pre scriptions:

• Forty-five clients attended the play Da 
Kink in My Hair to foster social con-
nection. The event, including a meal at 
a Black-owned restaurant, prompted 
discussions on content and coping 
strategies. Post-event feedback high-
lighted the value of Black representa-
tion and emphasized the need for 
more shared Black stories to contrib-
ute to community healing.

• TAIBU CHC introduced Kemetic yoga, 
an African-based movement system 
designed from African dance and 
ancestral teachings from the Kemetic 
people of ancient Egypt.7 This thera-
peutic practice was added to their 
social prescribing programs for Black 
seniors to provide an Afrocentric 
option rooted in the mind-body-spirit 
connection, holistic values and histori-
cal experiences of people of African 
descent. The program manager noted: 
“This not only nurtures physical health 
but also fosters a sense of cultural con-
nection and self-awareness. Through 
social prescribing we have been able 
to offer our seniors a sense of belong-
ing, enhancing their overall quality of 
life.”8

Working collectively—thinking 
as a village

Meetings were organized to discuss the 
evaluation framework and to support 
implementing the projects. LogicalOutcomes, 
an evaluation consultancy with a back-
ground in community development, also 
hosted meetings. These discussions cen-
tred around Afrocentric principles and the 
limitations of the Westernized view in 
capturing spirituality as a determinant of 
health. Rather than making decisions as 
individuals, members of the group “think 
as a village,” consulting and collaborating 
with their colleagues.

Several tools have emerged, including the 
Wheel of Life,9 a tailored BFSP version of 
the client referral form from the pilot that 
includes eight life domains: spiritual, fam-
ily, health, finance, career, friends, growth, 
and social life, plus “other” (if a category 
needs to be replaced). This tool aids in 
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identifying and prioritizing relevant client 
concerns, as well as creating meaningful 
and affirming social prescriptions. More-
over, Black patients, who have often faced 
harm in the health care system, find addi-
tional benefits in working with Black health 
care staff with shared lived experiences.

Evaluation framework

The evaluation framework is rooted in the 
Afrocentric principles and designed to 
ensure that client voices and experiences 
are brought into the centre of the evalua-
tion, data collection, analysis and report-
ing. The framework, adapted from Hood 
et al.,10 is structured using the following 
criteria:

(1) History—place, people, program and 
evaluation’s role; traditions, cultural heritage;

(2) Location—evaluation recognizes inter-
sections (individual, organizational, sys-
tem levels and cultural context);

(3) Power—understanding privilege, atten-
tion to equity, social justice, disparities;

(4) Voice—addresses amplified and silenced 
voices; maps inclusion, exclusion;

(5) Connection—emphasizes relationships, 
time, place, universe; considers trust, 
accountability, responsibility; 

(6) Time—design emphasizes rhythm, pace, 
scheduling (before, during and after eval-
uation activities);

(7) Return—activities, findings that bene-
fit the community;

(8) Flexibility—openness to change, new 
information, cultural perspectives; applies 
to evaluation design, process and prod-
ucts; and

(9) Reflection—apply evaluation principles, 
including self-scrutiny.

Theory of change

A Theory of Change was developed through 
an extensive consultative process that 
included representatives from each CHC, 
Alliance staff and the consulting team. 
Working from the short-, medium- and 
long-term outcomes, the Theory of Change 
(“the Theory”) captures the activities, 
inputs and outputs that lead to better 
health outcomes for Black patients (avail-
able upon request).

Over the medium term (1–2 years), the 
aim is to enhance patient well-being by 

actions such as strengthening connections 
to community  and traditional knowledge, 
reducing loneliness and fostering increased 
self-efficacy; these aims are achieved by 
improving mental health, trust and spiri-
tual well-being, and by removing barriers 
to participation. An additional objective is 
to elevate the role of link workers by 
building a sense of belonging and ulti-
mately decreasing turnover. The Theory 
also envisions improved health and well-
being for the community  and positive 
reports of health and well-being from 
clinicians. 

In the long term (3–5 years), the Theory 
anticipates improvements in patient health 
outcomes, as well as a deepened under-
standing of Afrocentric  service provision. 
It envisions the embedding of Black-
focused social prescribing into the prac-
tice at the four participating community 
health centres. 

Challenges

Committing to an Afrocentric approach, 
BFSP brings about unique challenges that 
must be considered in order to build a 
shared sense of purpose and direction. 
With extensive participatory processes 
and consensus-building, significant time 
and effort were needed to ensure the proj-
ect was consistent with shared principles. 
The following challenges were experi-
enced during the early implementation:

(1) slow decision-making processes;

(2) challenges reaching an agreement regard-
ing evaluation tools and processes;

(3) challenges in achieving trust-building 
and confidence among all key stakeholders;

(4) understanding local contexts and needs; 
and

(5) revising project approaches, documents 
and plans.

Conclusion

To develop and deliver effective BFSP, it is 
crucial to consider carefully the context in 
which activities take place. This involves 
dedicating ample time for consultation 
and consensus-building, and a willingness 
to adapt to meet the  community’s specific 
needs. The consultation and consensus-
building process facilitates building evalu-
ation tools rooted in Afrocentric principles, 
and considers individual and community 
perspectives.

The success of BFSP hinges on practi-
tioners who deeply understand patient 
needs, interests, backgrounds and aspira-
tions for improved health. By gaining 
insights into the Black community’s val-
ues and beliefs, we can foster trust, pro-
mote engagement and maximize overall 
effectiveness. Clients then feel a greater 
sense of belonging and are more likely to 
follow through with the social prescrip-
tion referral. 

In conclusion, an inclusive and culturally 
sensitive approach to BFSP is vital for its 
success. By deeply understanding the  
community’s needs and incorporating 
Afrocentric principles, we can establish a 
meaningful connection with individuals, 
promote well-being and positively impact 
health outcomes.
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Highlights

• A diagnosis of dementia led me to 
wallow in self-pity and fall into a 
deep chasm of depression. 

• My diagnosis meant I face various 
challenges with day-to-day activi-
ties, including difficulties with word 
finding, lack of focus to read; I 
cannot follow or remember recipes.

• The biggest light bulb moment was 
when I discovered hope.

• Participating in and contributing to 
supports in my community through 
social prescribing was key to my 
health and to lengthening my 
journey.

• I am living my best life, with hope, 
and everyone can too. We just need 
a little help from the doctors and 
our communities.

Letter to the Editor by Norman M et al.  
in the HPCDP Journal  
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Letter to the Editor

Nonclinical prescriptions gave me light of hope:  
perspectives from people with lived experiences
Myrna Norman, member of the Canadian Institute for Social Prescribing (CISP) Participant Advisory Council

Dear Editors,

I was diagnosed with frontal temporal dementia (FTD) in 2008. It was such a frighten-
ing diagnosis. My doctor said 5 to 8 years was when my “best-before date” was up. I 
wallowed in self-pity and just falling into a deep chasm of depression. Then came more 
doctors and more diagnoses: Lewy body dementia; the doctor revoking my driver’s 
license; then Alzheimer’s; vascular dementia after my stroke; and, most recently, mild 
cognitive impairment.

My diagnosis meant I face various challenges with day-to-day activities, including diffi-
culties with word finding, lack of focus to read, inability to follow or remember recipes. 
I have flooded our kitchen floor twice, which required installing new flooring and more. 
Short-term memory loss was aggravating. 

But I did not want to give up. The biggest lightbulb moment was when I discovered 
hope. After almost two years of struggling to come to terms with my diagnosis, I finally 
discovered that participating in and contributing to supports in my community was key 
to my health and to lengthening my journey.  

No doctor ever said to me, “Be happy,” or “Be hopeful,” or “Live your best life.” But 
that is exactly what I needed. I believe that I would have been able to find my way out 
of self-pity and depression much sooner if my doctors had given me the tools and 
opportunity and I didn’t have to navigate it on my own. And I am aware of many per-
sons diagnosed with FTD who need the extra push now.

That is why I am now an active champion for social prescribing, and I am so delighted 
for the attention and focus that this is receiving now. We can all use a helping hand to 
find a purpose and a reason to do better every day. I am living my best life, with hope, 
and everyone can too. We just need a little help from the doctors and our communities.

Yours sincerely,

Myrna Norman

Keywords: social prescribing, self-resilience, 
hope, community support, dementia
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Highlights

• I believe that creating space to lis-
ten deeply to patient voices and 
keeping this at the core of social 
prescribing practice is the key to 
successful social prescriptions.

• Social prescribing is a path of self-
discovery, healing and empower-
ment that goes beyond traditional 
medical care. 

• Social prescribing focusses on “what 
matters to you.” 

• For social prescribing to truly be a 
person-centred practice, it is import-
ant that the voices of people with 
firsthand experiences continue to 
be a core part of the design, imple-
mentation and evaluation, as the 
number of social prescribing prac-
tices grow in Canada.

Letter to the Editor by Barre S et al.  
in the HPCDP Journal  
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Letter to the Editor

Patient voice at the core of social prescribing:  
perspectives from people with lived experiences
Sudi Barre, member of the Canadian Institute for Social Prescribing (CISP) Participant Advisory Council

Dear Editors,

As a strong advocate for more equitable patient inclusion in research and the health 
care ecosystem, I believe that creating space to listen deeply to patient voices and keep-
ing this at the core of social prescribing practice is the key to successful social 
prescriptions. 

Recently, I attended the third annual World Non-Communicable Disease (WNCD) con-
ference, where I was given the opportunity to speak as a person who has personal 
experience with a noncommunicable disease. The majority of the attendees were doc-
tors, researchers and academics. I was the only patient representative there. To me, 
social prescribing is a path of self-discovery, healing and empowerment that goes 
beyond traditional medical care. It makes space for what is critically important to me, 
which is to allow me and other patient populations to have a shared space in health 
care, rather than merely being treated as passive recipients of care. 

For social prescribing to truly be a person-centred practice that asks, “What matters to 
you?”, it is critical that our voice, the voice of people with firsthand experiences, contin-
ues to be a core part of the design, implementation and evaluation of the social pre-
scribing initiative as the number of social prescribing practices grows in Canada.

I want to urge every social prescribing practitioner and champion to create space that 
encourages and enables patients to lead in their own care. If we do it in this way, as 
social prescribing becomes more prevalent and a solid treatment option, it is sure to 
offer all of us a better and more compassionate future. 

Sincerely,

Sudi Barre 
Keywords: social prescribing, patient voice, 
person-centred practice, advocacy
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Highlights

• To move social prescribing for-
ward, doctors need to know the 
value of this practice and where to 
prescribe in an easy way.

• Upon a visit to my physician, I 
learned that family doctors some-
times lack knowledge of the vari-
ous agencies and organizations 
that can provide social prescribing, 
which is why they are unable to 
find appropriate social prescrip-
tions for patients.

• My explorations made me realize 
that medical schools in Ontario 
might not be teaching social pre-
scribing as a form of patient care 
in the way we define it.

• If we are to move social prescrib-
ing forward in Canada, we need to 
start at the beginning by having 
medical schools and relevant min-
istries of postsecondary education 
incorporate social prescribing into 
the curriculum.

• If medical schools would act as 
torch bearers for social prescribing, 
perhaps, as they do in other coun-
tries, our doctors would learn the 
value of providing and connecting 
patients to social support, in terms 
of both superior health care to 
patients and decreasing costs.

Letter to the Editor by Paquette H et al.  
in the HPCDP Journal  
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Letter to the Editor
Social prescribing training for doctors:  
perspectives from people with lived experiences
Herb Paquette, member of the Canadian Institute for Social Prescribing (CISP) Participant Advisory Council

https://doi.org/10.24095/hpcdp.44.6.10

Dear Editors,

As someone with firsthand experience of how much social prescribing can improve 
health, I think it is of the utmost importance to move social prescribing forward. To 
achieve that, doctors need to know the value of this practice, where to direct patients, 
and how to do it in the easiest, most efficient way. Along the same lines, I believe that 
education in universities and medical schools is critical, because if students are not 
aware of social prescribing, they will not practise it or advocate for it. 

I was recently visiting my family doctor, as I frequently do. I asked her if the term was 
familiar. She acknowledged it was, but not part of her practice, because she lacked 
knowledge of the various agencies and organizations that she might find appropriate to 
prescribe for her patients. I then asked my hematology doctor if he had ever heard the 
term. He replied “No,” and volunteered to do some research into it, but made “no 
promises.”

All this made me wonder if social prescribing was something taught in our medical 
schools. I did some rudimentary exploration on social prescribing training in medical 
schools. What my explorations seem to indicate is, it appears that there is not a lot of 
information on how much medical schools in Ontario might be teaching social prescrib-
ing as a form of patient care in the way we define it. As a disabled person, I have first-
hand experience with being involved in a not-for-profit and the recipient of social 
prescribing dedicated to my health issue and my well-being, and there is no question in 
my mind they kept patients out of hospital beds with their (much) lower-cost service.

If we are to move social prescribing forward in Canada, we need to start at the begin-
ning by having medical schools and relevant ministries of education incorporate social 
prescribing into the curriculum. The leading medical schools are highly influential, and 
if they lead by example by incorporating social prescribing into the curriculum, others 
will follow suit. 

If the medical schools would serve as torch bearers for social prescribing, as they do in 
other countries, perhaps our doctors would learn the value of providing and connecting 
patients to social support, in terms of both superior health care to patients and decreas-
ing costs. 

I wholeheartedly believe that social prescribing is an important aspect of our health 
care that deserves more attention in family doctors’ and specialists’ offices, in medical 
school curriculums, in hospitals and in community, so that we can all work together 
towards building a healthy nation. 

Thank you.

Herb Paquette

Keywords: social prescribing, physician 
training, medical school, advocacy, health 
care cost reduction, superior health care
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