
Connector programs as a promising means of
addressing social isolation and loneliness among

older adults: a review of the evidence. 

2022

Lyne Ouellet, Research Coordinator, St. Thomas University, PhD Student, University of New Brunswick 

Rachel deMolitor, BA (Sociology) St. Thomas University, MA student (Sociology) University of Victoria

Dr. Linda Kealey, Professor Emerita, University of New Brunswick 

Dr. Albert Banerjee, NBHRF Research Chair in Community Health & Aging
Assistant Professor in Gerontology, St. Thomas University 
Research Associate, Trent Centre for Aging Studies (TCAS) 

Rachel Derrah, Visual Facilitator

We gratefully acknowledge funding from the Government of New Brunswick, the Healthy Senior's
Pilot Project, the NBHRF Research Chair in Community Health and Aging and the Social Sciences
and Humanities Research Council which enabled the research and writing of this report.



Executive summary p 03

p 05

p 13 

p 14 

p 29 

p 32 

01

Table of Contents

Introduction 02

Methods03

Results 04

Conclusion and policy recommendations           05

Appendices 06

2022 SSHRC Knowledge Synthesis Report 02

References 07 p 35 



Executive Summary
About the project
There are many reasons an older adult may become
socially isolated or lonely (Ouellet, 2021).
Experiencing either is the result of complex
interactions between individual (micro), community
(meso) and systemic (macro) factors. Not recognizing
the impact that both meso- and macro-level factors
have can result in over-emphasizing individual
factors. Consequently, the responsibility for
addressing social isolation and loneliness should not
be left to the individual but should be understood as
a social challenge that requires a multi-level
approach.

One promising approach to alleviate social isolation
and loneliness is the use of community connector
programs. Community connector programs are over-
arching strategies that aim to provide support to
those experiencing social isolation and loneliness by
connecting them to existing interventions and
community support services. Community connectors
are individuals, involved in such programs, who
enable the flow of information, resources and
relationships across cultural, social and organization
boundaries. In the case of social isolation and
loneliness, community connectors facilitate
connections between individuals and existing
community supports and interventions.  

This project sought to understand how community
connectors are defined in academic literature, the
types of connector programs that exist and their
implications for older adults experiencing social
isolation and loneliness. An ecological framework was
identified as a promising means of understanding the
individual, community and systemic structures that
can both facilitate and create challenges in ensuring
one remains connected to the supports and
relationships that exist around them. 

Key Findings

Following a review of the literature and analysis of
international case studies of community connector
programs, this project found that: 
     -There are a wide variety of community connector
programs (e.g., door knocking initiatives, phone
wellness check ins, public library navigators). 

     -Various terms have been used to label community
connectors. They may be known as health champions,
peer support workers, navigators, community health
workers and more. Connector programs reach,
understand and support older adults who are
experiencing social isolation and loneliness in
numerous ways.

     -Not only are there a range of terms, but
community connectors can occupy various positions
on a spectrum, ranging from being embedded in an
organization (e.g., health institution or public library)
to being situated within the community (e.g., taxi
driver). Depending on their position, their reach and
role may differ.

Goal: understand
Community Connector

programs as defined by the
academic literature and

how they might assist older
adults who are socially
isolated and/or lonely. 
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Executive Summary cont'd
Key findings continued: 

-By far, social prescribing (SP) has received the most
research attention. A defining characteristic of SP is
its close orientation to health institutions. SP works
from a social determinants of health perspective. SP
originated as a means of enabling health providers,
such as physicians, to address these broader
determinants (e.g., financial planning, capacity to
cook healthy foods, etc.). SP enables health
providers to ‘prescribe’ a cooking class or dance
class to address health needs. The connector in this
case may be the health care provider. Or they may
refer the ‘patient’ to someone whose role is to
determine needs and connect them to appropriate
resources. 

-Our research identified several useful typologies of
SP programs. For instance: Signposting, SP Light, SP
Medium, and SP Holistic. This typology, created by
Kimberlee (2013; 2015) differentiates SP programs by
the type of needs assessment performed. Signposting
typically involves pointing the patient to a service
that targets an identified medical need whereas SP
holistic involves an extended discussion with the
person to identify needs and ensure they are
connected to relevant organizations within the
community. These needs may or may not be medically
oriented. 
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Policy implications
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Community connector programs are beneficial as
they use already existing resources to help address
isolation. Indeed, they may benefit existing programs
by providing new members. While social prescribing
is the most studied form of connector program,
community connector programs need not be located
within health care institutions. They, therefore, may
relieve some of the burden on health care institutions
while providing an avenue for community groups
(e.g., churches, private businesses) and public
organizations (e.g., libraries) to address social
isolation and loneliness. 

Public policies should identify existing connector
programs, create knowledge hubs allowing promising
practices to serve as sources of inspiration and
guidance, and develop funding mechanisms to
enable organizations to build or incorporate
connector programs into their activities.

As a relatively new strategy, more research is
required to understand the various dimensions of
connector programs. For instance, they rely on
conversations to identify needs. What sorts of
support or training is helpful to enable connectors to
facilitate productive conversations in these often
sensitive areas? Another challenge we identified is
the development of an up-to-date list of resources,
organizations and supports that connectors may
direct socially isolated or lonely individuals to. This is
an area that could be supported through policy. And
of course, means of access (e.g., transportation or
communication technologies) is heavily dependent on
policy supports.



Introduction
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     There are many reasons an older adult might
come to be socially isolated and/or lonely. The
arrival of the pandemic gave those who have never
been isolated or lonely a glimpse into the reality
many had lived with for years. Indeed, in 2017
several years before the COVID pandemic arrived,
the US Surgeon General referred to the levels of
social isolation and loneliness as a “global epidemic,”
(Murthy, 2017). In Canada alone, it has been
estimated up to 24% of older adults have
experienced social isolation, up to 30% are at risk of
isolation and up to 50% of Canadians report feeling
lonely (Freedman & Nicolle, 2020; Government of
Canada, 2016; Keefe, J et al., 2006).

Social isolation:
related to quantity

 
Loneliness: related

to quality

Defining Social Isolation and
Loneliness
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     The issue of social isolation and loneliness has
received considerable attention for many
decades, with much of the focus on older adults
(Cumming, Henry & Henry, 1961; Fromm-
Reichmann, 1959; Weiss, 1974). Despite the terms
being used interchangeably, they do have
different meanings. Social isolation tends to be
used more objectively, for example to quantify the
number of people one has in their social network
(Holt-Lunstad et al., 2015), whereas loneliness is a
term to describe the subjective feelings one has in
regards to the quality of the relationships within
that network (Courtin & Knapp, 2017; Poscia et al.,
2018). Loneliness has been described as the
discrepancy between the actual and desired
relationships one has (Peplau & Perlman, 1982).

 Mrs. Tremblay has had visual disturbances for the
last 30 years as a side effect of her diabetes. She is
social, enjoys the company of a select few, but
equally has come to value and enjoy her solitude.
She was in a challenging marriage for most of her
life. She would retreat physically and emotionally
out of self-preservation. This is a coping mechanism
she continues to adopt to this day. Being alone and
not speaking to anyone for weeks is not seen as
abnormal by her. With the arrival of COVID-19, she
was well adapted to deal with isolation and did not
feel as lonely as others who were experiencing
isolation for the first time of their lives. However,
because of where she lives, just on the outskirts of
town, she is having difficulty getting to her regular
medical appointments and has been experiencing
food insecurity. When she does get lonely, her first
inclination is to access her family physician in the
hopes of making a connection to others.



     Risk factors and interventions for social isolation
and loneliness have been studied both separately
and together. Different outcome measures are
generally used to detect changes in social isolation
and loneliness if they are discussed within the same
paper (Courtin & Knapp, 2017; Czaja et al., 2018;
Dickens et al., 2011). Some definitions have sought
to incorporate both concepts into one term, such as
defining social isolation as: “a state in which the
individual lacks a sense of belonging socially, lacks
engagement with others, has a minimal number of
social contacts and they are deficient in fulfilling
and quality relationships” (Nicholson, 2009, p.
1346). This definition is useful in integrating both but
trades the mental imagery of the aspects of
loneliness over the acknowledgement of the
quantity of relationships. Also, loneliness has been
defined as: “a subjective, unwelcome feeling of lack
or loss of companionship. It happens when we have
a mismatch between the quantity and quality of
social relationships that we have, and those that we
want.” (HM Government, 2018). Again, the
subjective supersedes the objective dimensions.
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     In tackling this definitional issue, Newall &
Menec (2019) highlight the importance of preserving
the separate concepts, as well as considering them
in tandem. For instance, it is important to note that
someone might be socially isolated but not lonely
and these people differ from those who are both
socially isolated and lonely. The latter group could
be seen as most vulnerable, as they will be at an
increased risk of consequences related to both
conditions and both are associated with stigma
(Jopling, 2020; Kerr & Stanley, 2021; Weldrick &
Grenier, 2018; Newell & Menec, 2019).
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    Within this document, in order to preserve the
elements of each concept, but to incorporate
brevity, the acronym SILo will be used. This allows
for the terms “social isolation and loneliness” to be
both represented, yet respects that components
of each term are being considered. The visual
analogy to a silo helps illustrate the impact these
have on the individual, leaving them “siloed” and
disconnected. When necessary, the terms will be
used separately if the discussion relates to a
singular concept. 

    It is worth noting that in Europe, and
particularly in European welfare states, the
concept of “social exclusion” is sometimes
favoured over social isolation. The conventional
distinction between the terms, according to
Huisjman and van Tilburg (2021), “is that social
isolation is conceptualized and operationalized as
an individual-level characteristic of being
detached from social contacts, whereas social
exclusion emphasizes broader and multifaceted or
multidimensional societal conditions that produce
poverty and inequality which reduce people’s
abilities to participate in society” [p.99].  However,
in practice research on social exclusion tends to
emphasise material conditions (e.g., poverty,
workforce participation, civic engagement,
welfare policy) while neglecting isolation and
loneliness, in particular its psycho-emotional
dimensions. We do not use the terms social
exclusion in this report, nor review research on
this concept. The research on isolation and
loneliness as we note in the next section
understands its causes to be multidimensional,
both individual and social, and often in complex
interactions.

SILo: abbreviation for
 "social isolation and

loneliness"



     The risks for SILo occur at the micro
(individual), meso (community) and macro
(societal) level (Victor & Pikhartova, 2020;
Keefe, et al., 2006; Weldrick & Grenier, 2018).
Risk factors for becoming socially isolated or
lonely at the micro level are numerous and can
occur simultaneously, or singularly. These
include physical factors, such as poor body
image as might be present with obesity,
chronic illnesses and urinary incontinence.
Impaired vision and hearing loss have also
been associated with the potential to become
socially isolated or lonely as communication
becomes difficult. Psychological factors may
play a role as with depression or cognitive
decline (Nicholson, 2012). Living alone has
been associated with an increased risk of SILo
(Cohen-Mansfield et al., 2016; Greenfield &
Russell, 2011; Havens et al., 2004). Change in
family and work roles, such as the loss of a
close family member can also place one at
risk, as can changes in mobility (Nicholson,
2012). Life course transitions also place
individuals at a greater risk of SILo
(Government of Canada, 2016; Hawkley &
Kocherginsky, 2018; Newall et al., 2014;
Weldrick & Grenier, 2018).
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     Meso-level risk factors address factors at
the level of community, such as the status of
one’s neighborhood, including safety or
availability of affordable transportation.
These can impact one’s ability to engage
meaningfully in the community (Weldrick &
Grenier, 2018). Macro-level risks are more
structural, such as policies that impact one’s
socio-economic status, or availability of
education or healthcare (Government of
Canada, 2016; Keefe, J et al., 2006; Menec et
al., 2019; Weldrick & Grenier, 2018). Minority
status can also contribute to isolation, with
studies finding sexual orientation, race and
language being associated with increased risk
of social isolation (Fredriksen-Goldsen et al.,
2014; Government of Canada, 2016; Mulligan,
K et al., 2020; Na & Hample, 2016; Weldrick &
Grenier, 2018).

     Not recognizing the impact that both meso-
and macro-level factors have can result in
overemphasizing individual factors or
conflating social with individual factors, such
as marginalization resulting from identity
status and income inequality (Weldrick &
Grenier, 2018). Consequently, the
responsibility for addressing social isolation
should not be left to solely to the individual
but should be understood as a social
challenge that requires a multi-level approach
(Tadaka et al., 2016).

Risk factors for SILo
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SILo risk factors have
been observed at

many levels:
individual, community

and systemic 



     Many negative health consequences are
associated with SILo. There is an increased
risk of mental health challenges as a result of 
 SILo (Fratiglioni et al., 2000; Hawkley &
Cacioppo, 2010, O'Luanaigh et al., 2012), as
well as of cardiovascular disease (Friedmann
et al., 2006; Valtorta et al., 2016, 2018). Social
isolation has been associated with an
increased risk of diabetes (Brinkhues et al.,
2017) and loneliness has been associated with
an increased predisposition to depression in
older adults (Jaremka et al., 2013; Taylor et al.,
2018).

     Perhaps most striking is the impact on
mortality. Oft quoted, Holt-Lundstad’s
research found social relationship changes
are as strong a risk factor for increased
mortality as is smoking or alcoholism, and
surpasses the risks associated with obesity
(Holt-Lunstad et al., 2010). They followed this
analysis with another meta-analytic review
which revealed that loneliness increased the
likelihood of death by 26% and social isolation
increased this risk by 29% (Holt-Lunstad et al.,
2015).  Conversely, they found those with
stronger social relationships had a 50%
increase in odds of survival. This jumped to
91% when it included having a sense of
communality and active engagement in a
variety of social activities or relationships
(Holt-Lunstad et al., 2010).
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     Given the health consequences SILo can
have on the individual, it should not be
surprising this translates into having an impact
on the healthcare system at large. It has been
found that SILo is associated with an increase
in spending on healthcare services, however
for different reasons (Fulton & Jupp, 2015;
Meisters et al., 2021; Mihalopoulos et al., 2019;
Shaw et al., 2017). Loneliness has been
associated with an increased rate of spending
on mental health (Meisters et al., 2021) and
residential care (Fulton & Jupp, 2015). Social
isolation has been associated with increased
inpatient costs (Shaw et al., 2017).
Interestingly, Shaw (2017) found a decrease in
overall healthcare spending after adjusting
for socioeconomic and health status for
loneliness. They suggested this decrease was
the result of the lonely individual delaying
access to healthcare services. Thus feeling
lonely acted as a barrier to accessing services
in a timely manner.

Consequences of social isolation and
loneliness on the individual

Stresses on the healthcare system
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     Much focus has been placed on
interventions aimed at alleviating SILo, and
clearly they need to be in place as a means of
incorporating a holistic approach to one’s
health and well-being and strengthening
social integration. They are broad, diverse
and can be delivered in a group format, or as
one-to-one interventions. Results are mixed in
terms of their effectiveness, likely due to the
multi-factorial nature of SILo (Bagnasco et al.,
2020; Cattan et al., 2005; Cohen-Mansfield et
al., 2009; Dickens et al., 2011; Holt-Lunstad et
al., 2015; Masi et al., 2011; Poscia et al., 2018;
Stojanovic et al., 2017). Among the most
studied interventions are leisure activities
(Cohen-Mansfield et al., 2009; Toepoel, 2013),
technological interventions (Baker et al., 2018;
Choi, 2011; Poscia et al., 2018),
intergenerational strategies (Bagnasco et al.,
2020; Cerruti & Shepley, 2016; Nicholson &
Shellman, 2013; Sakurai et al., 2016), animal
therapy (Carver et al., 2018; Krause-Parello,
2012) and physical activity programs (Masi et
al., 2011; Robins et al., 2018; Shvedko et al.,
2018).
      An additional challenge for researchers is
that interventions that assist in alleviating
SILo are not always defined as such. Many
community support services (CSSs) employ a
variety of strategies that target the medical,
financial, social and psychological needs of
individuals. They are delivered by private,
public, non-profit/community organizations
(Denton et al., 2010; Gallagher & Truglio-
Londrigan, 2004; Tindale et al., 2011). These
CSSs may also decrease SILo, however this
may not be explicitly stated as their goal
(Jopling, 2020).
     Many CSSs are underutilized due to a
variety of barriers, including lack of
awareness (Strain & Blandford, 2016) or
challenges in accessibility, such as 
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availability, affordability or transportation
(Montoro-Rodriguez et al., 2003). Improving
access to CSSs can therefore contribute to
addressing SILo.  For example, transportation
is an oft cited barrier to accessing appropriate
interventions (Government of Canada, 2016;
Marr, 2015; Weldrick & Grenier, 2018).
Improving transportation access for older
adults will support connection, even though
these improvements may not be framed as a
strategy to address isolation (Hanson &
Hildebrand, 2011).
     Developing appropriate interventions for
any given community has been found to be
more effective when adapted to local context
(Cohen-Mansfield et al., 2016; Gardiner et al.,
2018). Communities are well poised to
understand the needs of their residents and
what resources they have and are able to
develop, as well as address barriers.

Trying to make a difference: interventions
for SILo
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Example of CSS which address Silo in
Fredericton, New Brunswick:
-Meals on Wheels: a not-for-profit whose
mandate is to provide nutritious meals and
social support with the goal of maintaining
healthy and independent lifestyles. They offer
a Wheels to Meals event bringing together
many isolated clients (Meals on Wheels, 2022)

-Adopt a Grandparent/Elder: an
intergenerational support system targeted at
creating a caring community through
interactions in the form of sharing (Adopt a
Grandparent/Elder Fredericton, 2022). 

-Urban/rural rides: a registered charity
powered by volunteers who assist those in
need to have access to safe, affordable and
reliable transportation to a variety of
community support services (Urban/Rural
rides, 2022).  



     Given the complexity of the issue of SILo and
the range of CSSs and interventions that can
address them, it is most useful to envision the
components that are necessary to address SILo
as an ecosystem that works together. The concept
of ecohealth has been spearheaded by Canadian
researchers since the 1980s and understands that
health is a combination of biophysical, social,
economic and political environments. It recognises
that a more comprehensive approach to health is
needed, grounded in the determinants of health,
where environmental, social, lifestyle and genetic
factors must be taken into consideration (Lalonde,
1974; Webb et al., 2010). It sees health not as the
absence of illness, but as ‘harmonious
participation in the resources of the environment,
which allows the individual the full play of their
functions and aptitudes” (Lebel, 2003, p. viii)
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Addressing SILo needs an all-encompassing
approach
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     Ecohealth approaches have proven to be
especially useful in addressing issues strongly
experienced by the most vulnerable (Webb et
al., 2010). Understanding the processes and
structures that impact the individual, and are
impacted by that individual, can bring in a
multi-level, multi-faceted and multi-
disciplinary strategy to understand how all of
these components influence the ‘pattern of
connection’. This is important as it understands
that one singular solution or effort will not
address these complex issues, and that a
variety of strategies can be brought in at
various times and places (Hancock, 1993).

SILo and its position in the ecosystem 
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     The Mandala of Health is a model that has been developed within ecohealth to illustrate the holistic
nature of health and has been recently updated to address gaps in the original iteration (See figure 1;
Hancock, 1985; Langmaid et al., 2020). It situates individual health within a broader health field that
includes not only the social determinants of health but our relationship to the natural environment. The
circular motif highlights interconnection and the inseparability of parts within the whole. The newest
version uses broken lines to illustrate the interactive nature that exists between any of the identified
layers (Langmaid et al., 2020). The original model labeled the healthcare system the ‘medical care
system’, later naming it the ‘sick care system’, while the newer model has assigned the label ‘health
prevention services’ (Hancock, 1985; Langmaid et al., 2020). It is worth noting that the mandala situates
health care organizations further from the individual than social relationships, community and psycho-
social environments. This is to represent how the latter have more influence on the individual health
outcomes due to proximity (Hancock, 1985; Langmaid et al., 2020). This is echoed in other research. For
instance, Hood et al. (2016) have estimated that up to 80% of health outcomes in general are related to
the social determinants of health. Thus, strategies that target supports that exist outside of the
healthcare sector could lead to better health outcomes than those that simply increase health services
(Hancock, 1993; Hood et al., 2016; Langmaid et al., 2020; World Health Organization, 2021).
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Figure 1. Mandala of health, used to represent the universe as a whole, the individual at the centre,
and all the components that impact one's health around them. From Langmaid et al., 2020.



12

Community Connectors: those who move
between boundaries to improve SILo

     Community connector programs (CCPs) are over-arching strategies that aim to
support those experiencing SILo by connecting them to existing interventions and
CSSs that are already in place (labeled as ‘ecosystem services’ in the Mandala of
Health) by helping span any barriers, or boundaries, that might otherwise prevent
older adults from accessing them (Jopling, 2020; Wallace at al., 2018).

     The Mandala of Health will be used as a model to explore where CCPs can assist
the individual when they are experiencing SILo.  The interplay between social
relationships, the place of the community, psycho-social environments and more can
be targeted by a variety of community connectors with the overall goal of improving
social connection and harmony between the individual and the ecosystem. How
community connectors might support increasing connection and address SILo will be
examined. The role of connectors, their ability to reach those who experience SILo,
how they understand them and connect and support them to the appropriate sector
in the ecosystem will be the focus of this analysis. Community connectors programs
come in many different forms and we will explore some of this diversity.  

2022 SSHRC Knowledge Synthesis Report 



Methods
     This literature review employed an iterative
approach consisting of two phases. The first phase
included a search of research literature with the
assistance of a research librarian. Search terms
included: community connector, community
supports, social prescribing, social isolation,
loneliness and older adults. Both peer reviewed and
grey literature were included. Databases searched
included PubMed, Medline, CINAHL, EBSCO,
Google, Google Scholar, Web of Science, ProQuest
Nursing and Allied Health Database and Joanna
Briggs Institute EBD. A total of 64 articles were
identified using search terms health access,
community connector, boundary spanning,
community health worker, navigator, and
community support services. A total of 16 were
included in the analysis of English articles published
after 2010. Articles included those related to
individuals carrying out actions to improve
awareness and/or access to community and health
services for older adults. Of interest were how
individuals were trained, their activities and roles,
and whether aligned with healthcare institutions or
community services.
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     Case studies of established community
connector programs were conducted between April
2022 and June 2022. Semi-structured interviews
were completed with five programs, two in Canada,
two in the United Kingdom and one in Australia.
Questions focused on the development of
Community connector programs, local supports
needed for success, barriers in continued
development and sustainability of the program,
challenges and successes in recruiting Community
connectors, the role of their community connector,
among other topics.
       

Goal: Understanding
the position of the

Community
Connector in the

ecosystem for SILo
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     Data was analyzed into themes to both inform
the second phase of the literature review, as well
as to inform the case study briefs included in this
report. The second phase of the literature review
included a re-examination of research literature,
with the aforementioned databases being
included in the search, resulting in an additional 10
articles being identified and an additional 5
articles were included in the final analysis.  



Results

Community Connectors defined

     The first phase of the literature review revealed the breadth of the topic and the challenges this
posed in understanding all that is involved. As a relatively new area, there are definitional
challenges. Community connectors and their programs are not always identified under this specific
term, although they have the same roles and carry out the same activities. Additionally, community
connectors and their programs may be labelled as such, but then have differences in their roles and
activities.

     Upon completion of the case studies, it became clear that there were similarities with all
programs. Documenting their scopes would prove useful. As such, this literature review was able to
clarify what community connectors and their programs are, identify a range of terms in the literature
used to label them, and outline their roles and activities.  The Mandala of Health was incorporated
as the framework to understand how community connectors and their programs can assist an older
adult who is experiencing SILo.

     Community connector programs are those that
support hard to reach individuals to access and
engage in CSSs and interventions. The term
“hardly reached” rather than “hard to reach” will
be used following Wallace et al. (2019; 2020) to
shift the responsibility of inclusion away from the
individual and onto the system, its services and
resources (Sokol & Fisher, 2016; Wallace et al.,
2019; 2020). 

     The individuals who carry out the actions of
connection within community connector programs
are referred to in this report as community
connectors (Figure 2). Community connectors are
“members of the community who enable the flow
of information, resources and relationships across
cultural, social and organisational boundaries”
(Wallace et al., 2019,p. 366). In the case of SILo,  

2022 SSHRC Knowledge Synthesis Report 

Community
connectors are

socially engaged
individuals who can

cross boundaries

community connectors bring together the
individual who is typically hardly reached by the
various layers within the ecosystem to the CSSs
and interventions that could assist them in
achieving balanced health and well-being. 
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     Boundaries may be physical, social or
cultural in nature. They may confine
individuals into marginalized areas in the
ecosystem for long periods of time, even
generations, impacting their ability to
participate in community life or access
community services (Pedersen et al., 2017;
Wallace et al., 2018). The work of boundary
spanning, according to Wallace and
colleagues (2019) means community
connectors need to have the capacity to
function across a range of environments,
having the interpersonal skills to navigate
both sides of the boundaries they span. 
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     Community connectors act as a bridge
between the individual and the CSS and/or
intervention that benefits the individual
through the work of boundary spanning
(Wallace et al., 2018; 2019; 2020). The concept
of “boundary spanning” has been used in
business literature and increasingly in
healthcare research. It refers to the work that
is required to cross boundaries, whether the
boundaries be organizational, social or
cultural in nature, by an individual who is able
to reach across these unrelated and
traditionally disconnected spheres and bring
them in closer proximity to each other (Long et
al., 2013; Pedersen et al., 2017).

Figure 2. Mandala of Health with individual experiencing SILo at centre. 

Note:  Mandala of Health, with position of Community Connector programs and Community Connectors. The individual
at the centre of the Mandala is experiencing SILo.  Adapted from Langmaid et al., 2020. 

(Community connectors  defined) 



162022 SSHRC Knowledge Synthesis Report 

Community connectors and their many
names

     Community connectors exist in the
ecosystem at any point and carry out a range
of activities, under a variety of titles. A wide
variety of terms have been used to label
community connectors. They have been
known as health champions, peer support
workers, navigators, community health
workers, gatekeepers and more (May et al.,
2007; Giebel et al., 2020; Valaitis et al., 2017;
Schneider et al., 2016; Wallace et al., 2018).
Depending on how these positions are
structured, they reach, understand and
support older adults who are experiencing
SILo in a range of ways. 

Figure 3. Adapted from Wallace et al, 2018, indicating a range of roles used for community
connectors  and their alignment ranging from  public organization to community based. 

     Wallace and colleagues (2018) suggest
understanding community connectors as being
on a continuum. This would mean a community  
connector is aligned and embedded in the
community, such as being a taxi driver or
originating from a church or they can be
within a public organization, such as a
community health centre, hospital or library.
Depending on their location, their reach and
role may differ.
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Community connectors and how they span
boundaries. 

     Community connectors, in whichever form
they take, have been noted to be able to link
those who are experiencing SILo with
structures in the ecosystem using a range of
activities. They do so by first noticing and
responding to those who are disconnected
from the larger system. This is the “eyes and
ears” concept, where any and all can identify
the disconnected individual, which in this
analysis is the older adult who is experiencing
SILo (Freedman & Nicolle, 2020; Wallace et
al., 2019). 
     As is noted in the Mandala of Health, the
layer that is positioned most closely to the
individual is the social relationships and close
connections they might have (Langmaid et al.,
2020). For those experiencing SILo, this
network might be very small. Furthermore,
those they are in contact with, whether a
large or small network, may not be equipped
with knowledge of the broader layers of the
ecosystem. As such, the concept of ‘weak ties’
to act as the 'eyes and ears' is useful to
employ in community connector programming.
'Weak ties' are those individuls who do not
necessarily have deep relationships with one
another. They may be acquaintances or even
complete strangers, but they are people that
may still interact together. "Weak ties' are
useful in broadening one's network to obtain
information from otherwise distant parts of
the ecosystem (Granovetter, 1983).  
     Among the many risk factors that places 
 an  older adult at risk of SILo in Canada is
lack of awareness of existing community
resources (Government of Canada, 2016). This
creates a feedback loop, where those who
are socially isolated or lonely will have
decreasing amounts of relevant and useful
community information that then further
increases their risk of SILo. 

Indeed, loneliness has been defined by the
subjective quality of relationships being
important to the individual, and social isolation
as the objective number in one’s network.  The
definition of social isolation would benefit from
noting the quality of that relationships as well  
to denote that close and weak ties are
important. If one is to have only close ties as
being defined as important, this restricts the
individual to a low-density network, placing
them at risk of deprivation of information and
resources from distant parts of the ecosystem
(Granovetter, 1983; Newall & Menec, 2019).
Employing any and all members of the
community, all people who might come into
contact with the older adult who is socially
isolated or lonely, will better serve that
individual and thus broadens their ability to
remain connected. 

     Jopling (2020) has also developed a
framework to make visible the work of
community connection. In a 2020 report
reviewing promising practices to address
social isolation, she explains that connector
programs must reach lonely individuals,
understand their unique perspecti;ve and
support them to access appropriate services.
The concepts of reaching, understanding and
supporting provides a useful framework to
identify the various facets of connector
programs. They also may be used to
understand key differences between
programs. For instance, a door knocking
program may use a database to identify and 
 reach lonely individuals which is a very
different means of reaching people than a
public library, which typically requires SILo’d
individuals to come to them. 
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(Community connectors and how they span
boundaries) 

     There are also a variety of means to
support individuals in connecting with CSSs
and interventions. One may simply provide
information, what is referred to as
signposting, or a connector may drive them to
the event itself. Jopling notes that the level of
support distinguishes connector services from
other services. Befriending services, for
instance, not only take an individual to an
event but they may attend the event as well.

     In its most basic format, community
connectors can be absolutely any member of
the community who has decided to assist even
one individual to remain connected. This
organic form of a community connector
requires no training, it just takes someone who
is internally motivated to make a difference
for an individual they have encountered and
identified as needing support. As described in
one project in the UK, “the extent to which
champions (their word for community
connector) become involved and the intensity
of the role depends on individual motivations”
(Woodall et al., 2013). 

     Appendix A describes a series of case
studies which illustrate some of the variety in
the way the community connector might be
positioned in the ecosystem, how they reach
the individual, understand them and then
support them in connecting with their
community and its CSSs and interventions.
Below we turn to an exploration of social
prescribing, as it is a form of community
connector program that has received much
research attention. Social prescribing too
contains much diversity but has a stronger
organizational orientation than those which
are more organic. It will serve to outline the
many activities community connectors can
carry out in an effort to address SILo as
experienced by older adults. 



     Social prescribing (SP) is a type of
community connector program that has been
identified as a promising practice to address
SILo in older adults (Jopling, 2020). SP
emerged as a response to the growing
recognition of the importance of the social
determinants of health (Drinkwater, et al.,
2019). While definitions vary, simply put:

     Husk, et al. (2020) uses the term
“pathway,” to describe SP because this
connector program is intended to support the
needs and overall well-being of the patient by
establishing links, or pathways, from an
isolated individual who has made contact with
a health care provider, to community-based
supports, services, and activities. Therefore,
this work will anchor investigations of SP as a
promising practice to address issues of SILo
to Husk, et al.’s (2020) conceptualization of
SP as “not a single intervention but a pathway
and series of relationships, all of which need
to function to meet patient need” (p. 319).

“Social prescribing empowers
clinicians to connect people to
community supports that have
been shown to improve health 

and well-being.” 
(Nowak & Mulligan, 2021, p. 88).
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Social Prescribing

     A defining characteristic of SP is its’ close
proximity to medical structures. Whether the
specific SP scheme was developed out of a
medical centre or alongside the medical
system, SP aims to strengthen integration
between health and social care (Dixon and
Polley, 2016). SP can enable health care
providers to be more “proactive and
preventative” in their approach (Kimberlee,
2015, p. 103). 

    Nowak and Mulligan (2021) note that despite
many primary care providers’ awareness of
the social dimensions affecting their patient’s
health, their ability to address health concerns
arising from social isolation or loneliness is
greatly restricted. “Limiting primary care to
medical needs for medical illnesses,” according
to Nowak and Mulligan, “represents a missed
opportunity for addressing the fundamental 

In this section...

What is SP?
 
 
 
 
 
 
 
 

Models of SP

Benefits & 
limitations

From Consult to community



cause of illness” (p. 88). In identifying this
common shortcoming within healthcare
provision, SP takes advantage of the power
medical institutions hold, being that they are
cultural symbols of health, and as such, are
understood as acceptable sites for health
promotion initiatives to occur. A recent report
indicates: 
   

A consultation, therefore may mark the
beginning of a pathway to meaningful
community support.

primary care practitioners
spend at least a third of time on
social issues that can be better
addressed by others. Through a
prescription to collaborate with  

another support, medical and
social needs can be adequately
addressed by the appropriate

resource. 
(Alliance for Healthier Communities, p. 10).
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     It is important to note that the benefit of
SP extends beyond the clients to also aid
health service providers (Dixon and Polley,
2016). One  general practitioner described
their experience with a SP scheme as an
“extra pair of arms” wherein the connections
between their practice and a community
partner enabled them to provide quality care
which addressed complex social issues
through social means (Kimberlee, 2015, p.
108). So, in a nutshell, a SP approach “widens
the scope of what is possible to do as a
community of health practitioners” (Dixon and
Polley, 2016, p. 4). SP schemes achieve this
by transforming a simple interaction into a
pathway.



     Connection with the community is
supported through the creation of a “social
prescription” which is a referral or pathway
designed to connect a SILoed individual, who
has made contact with a health care provider
to beneficial supports already available in
their community (Drinkwater et al., 2019). This
connection is reliant on integrating and
maintaining necessary infrastructures within
and around the existing health system. For
example, to be effective, SP interventions
depend on a community having robust
services and activities. SP programs also
require reliable knowledge of this availability
(Kimberlee, 2015). In some cases, the health
care provider first contacted acts as social
prescriber and thus connector or they may
refer the individual to a person whose job it is
to assist with community/health care
navigation. Given this variety, a typology of
SP practices is useful. We consider this next.
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Maximizing existing community resources

Utilizing Existing Supports
SP is understood as linking clinical practice
with services already available within the
community, therefore, SP is not intended to
facilitate the development of new services
or supports. 

Abel et al., (2018) emphasizes that efforts
must “build on what is already there.
Elements of good practice already exist, 
 building on these means that some of the
infrastructure work is done and proper
respect is given to the efforts already
made.” (p. 809). 

However, an advantage of SP’s location
with relatively powerful health care
institutions (as compared to other
community agencies) is that the
prescription process may illuminate gaps in
support networks and inform to the
development of new programs. in response
to patients’ needs (Abel et al., 2018). 



222022 SSHRC Knowledge Synthesis Report 

Social prescribing: 4-Model Structure 

Note: This figure is derived from Husk, et al,
(2019) and depicts a simplified illustration of 4
types of pathways through which patients are
connected to support. This is by no means a
quintessential framework as SP schemes may be
transitioning between models or not align with a
specific characterization.

Figure 4. Models of Social Prescribing.

     Kimberlee (2015) delineates between 4 models of social prescribing which are as follows:
Signposting, SP Light, SP Medium, and SP Holistic. Husk et al., (2020) provides an illustration of
a similar set of models to visually represent the 4-pathways through which patients are
connected to support (Figure 4). The development of these pathways, including the
infrastructures necessary for their development and consequently the differences and
similarities present between them, has a significant impact on how SP, as a connector program,
can reach, understand, and support SILoed older adults. The following descriptions of the
pathways synthesizes information from across the literature, mainly Kimberlee (2013, 2015),
whilst utilizing the illustration from Husk, et al. (2020). Our intention for using this framework is
to demonstrate variation between what constitutes SP and how additional components
integrated into the program can affect the functionality and outcome of the connector program. 

     Kimberlee (2015) notes that all of the
proposed models of SP have elements of
signposting, but the simplest approach,
referred to as ‘signposting,’ is, in essence, a
simple “brokerage approach” with the initial
SP intervention “highlighting gateways to
other services” (p. 106). This pathway relies on
very simple directing of a patient, from a
health care provider to relevant information
about community supports and activities. The
benefit of this model is its simplicity; however,
it can also be a limitation because it offers
minimal opportunity for follow-up, feedback,
or personalised support (Mulligan et al., 2020).
Moreover, its success is contingent on
overcoming the significant structural barrier
of mapping local assets. 
     Mapping is an integral step in community
connection. It can lead to the development of
a formal directory that supports signposting
efforts. However, mapping local assets can be
a tedious and time-consuming process
requiring constant updating. A Scotland-
based SP project found that “only 20 per cent
of staff thought they had adequate links with
community resources,” (Mulligan et al. 2020,
p. 15). Ensuring adequate support directories is
therefore a key component in effective
signposting. 

1. Signposting
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     The second pathway is referred to as SP
Light or direct referral and is identified by
Kimberlee (2015) as the most common form of
SP, involving “interventions which refer at risk
or vulnerable patients to a specific
programme to address a specific need or to
encourage a patient to reach a specific
objective” (p. 106). Once again, this approach
to SP is quite simple but is reliant on a
physician’s knowledge of supports existing in
the community sector. It is also objective or
outcome-driven which is indicative of current
biomedical responses to illness wherein
support, mainly medical treatment, is offered
as a reaction to a problem or risk behavior. 

2. Social prescribing light

3. Social prescribing medium 
     SP Medium, also referred to as the “link
worker model,” (Husk et al., 2020, p. 310),
involves the use of a link worker, health
facilitator, or community connector who is
dedicated to providing advice, promoting self-
care, and signposting patients to various
supports. 
     Drinkwater et al. (2019) emphasizes that
the link-worker model for SP has the
advantage of being able to offer a moderate
to high level of support to assist beneficiaries
in identifying their personal needs and goals.
This contrasts with lower level of support
available in the previous pathways. The link
worker is in a position where they can foster a
meaningful and constructive relationship that
can then be used to tailor the activities or
services for the individual. 
     The link worker role can be an employed or
volunteer position and there is often variation
in the position title, training, experience, and
specific responsibilities. Still, the link worker
role is recognized across the literature as an
integral component in successful SP schemes
(Bickerdike et al., 2017). 

     Due to SPs close orientation within health
institutions, biomedical understandings of
when and how to offer support to patients
often informs SP. We identify this as a
significant limitation of SP as a connector
program because, while the medical setting
empowers the program, it can also constrain
the type of support offered. The following
approaches to SP strive for more holistic
responses and understandings.



     However, as Kimberlee (2015) notes about
this model, while it does enhance the
program’s ability to attend to individualized
interests, it does not inherently seek to
engage with the individual in a holistic way. It
“aims to address specific needs or behaviours
identified by the GP” (p. 107). This model is
objective driven and reactive to health
concerns. As noted, this is common with SP as
it is intertwined with health institutions. This
inadequacy paves the way for an adaptation
of the link worker model that Husk et al.
(2020) refers to as 3+ or Holistic.

242022 SSHRC Knowledge Synthesis Report 

The Link Worker Role

     Husk, et al. (2020) assert: “link workers are
necessary, they have the potential to
contribute to multiple elements of successful
uptake, but not sufficient to the smooth
running of the pathway. Whether referred to
as a community navigator, health champions or
so on, our analysis indicates that well‐trained
and knowledgeable link workers are beneficial
for accessing, developing knowledge of
activities and assisting transitions between
services.” (p. 319). 
     Key aspects of the link worker role vary
greatly but may include: “working with patients
to identify meaningful goals; co-producing an
action plan with the patient; enabling access to
activities and sources of support in the
community, and providing ongoing motivational
support to help patients achieve their goals.”
(Drinkwater et al., 2019, p. 3).

4. Social prescribing holistic 

     Kimberlee (2015) notes that interventions
conforming to a Holistic model of SP have
evolved over a period of time and have often
emerged from organic partnerships between
primary care and community organizations.
Holistic interventions have distinct features
including a direct primary care referral to a
knowledgeable SP worker through clear and
formalized communication avenues. The
patient’s needs are addressed in a holistic
manner wherein a GP’s referral on, the basis
of poor diet for example, may lead to broader
supports on budgeting, loneliness, or access
to employment through conversation with the
link worker. 
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     CCPs are over-arching programs that aim
to provide support to those who are SILoed
by connecting them to programs existing in
their communities. To do so, connector
programs, particularly of the holistic variety,
need to work to “understand” the person,
their needs, proclivities, idiosyncrasies if the
goal is to successfully connect them with
resources that will make a difference (Jopling,
2020). This typically occurs through
conversation, and thus how this conversation
occurs may determine how robust and
effective the CCP will be.  Given the possible
emotional complexities that such
conversations may broach, there is a role for
training, boundary setting, and ensuring that
the connector approach matches the skill of
the connector (Jopling, 2020). One would
expect that signposting would not require the
time or quality of conversation that a more
holistic approach would require.

Conversation: a key tool for understanding.

     This highlights the necessity of
communication in efforts to connect
individuals to their communities and is why
below we have chosen to pay close attention
to how conversations occur and function
within various CCPs, including SP. We have
identified these conversations as an
‘infrastructure’ that enables pathways of
connection. Additionally, Husk and colleagues
(2020) argue that follow-up is an essential
component in improving the SP pathway and
adapting the initiative to local contexts,
strengths, and capacities.

 Community connectors who are involved in
organized schemes often receive some form
of training or guidance to assist in their ability
to facilitate connections. Training varies based
on the intention of the scheme, education,
experience, and the availability of resources
(Bickerdike, et al., 2017). Unfortunately,
empirical evaluations regarding training are
lacking significantly, however, using the
framework provided by Jopling (2020), we
can consider the potential for training to
influence how connectors come to reach,
understand, and support individuals within the
context of SILo.
      Connector training may recommend the
use of a formal checklist or risk behaviours
indicating when someone could benefit from
links within their community (Jopling, 2020).
Consequently, this will influence how the
connector comes to understand SILo and
when it is appropriate to offer support. A
systematic review of social prescribing
schemes found that a volunteer-based
scheme provided connectors with 3 days of
training that included basic counselling skills
and team-building strategies, thus, intentions
were set through training on the range of
support they could offer and how they were
to work collaboratively (Bickerdike, et al.,
2017). This reflects a principle of successful
connector schemes as identified by Abel, et
al. (2018) which suggests that “working
relationships across teams and organisational
silos come first. Building relationships is seen
as the key starting point for change” (p. 809).
Therefore, training affected boundary
spanning practices that can expand the reach
of the connector.

Connector Training



Note: The common action community connectors carry out is a conversation with the older
adult experiencing SILo. This conversation can vary, can be more in depth, or brief, but it
provides the connection that could assist in removing barriers within the ecosystem. 
 Adapted from Langmaid et al., 2020. 

Figure 5. Mandala of Health: conversation binds the layers. 
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     -May & Contreras (2007) found that community workers in connector roles were trained
with skills and knowledge on how to engage families. The CCs in this program were from the
same underserved neighborhoods and thus shared the same cultural experiences as though
they aimed to reach. Despite this, trust is built slowly, over time, generally with repeated visits
and numerous conversations. 
     -In a scheme evaluated by Abel, et al. (2018), CCs were “trained to help people by
signposting to services” using a directory (Abel et al., 2018, p. 805). 
     -Bickerdike, et al. (2017) found that some paid connectors received brief training about
local services, others relied on their existing knowledge of local services, and some volunteer
connectors had training that involved visits from community services they might refer people
to (Bickerdike, et al., 2017). In these instances, the connectors received information on how
they were expected to link people to support.  
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     In addition to conversations, other
infrastructures contribute to, and enable,
SILoed individuals’ access to community
services (Husk, et al., 2020). We
conceptualize infrastructures as physical or
theoretical components incorporated into SP
schemes that affect the context in which the
initial conversation occurs and/or will
influence the individual’s access and uptake of
community services. 
     As discussed previously, an online
directory of community services can play an
essential role in one’s ability to become
connected. Additionally, the presence of a link
worker can enhance community connection
initiatives by enabling increased levels of
support to the beneficiary with a human touch
(Jopling, 2020) and strengthening the
pathway between a GP’s practice and the
community. These are perhaps the most
pronounced infrastructures, but other
features of connection programs will also
affect the outcome including staff or
volunteer training, and funding or supporting
policy.
     As noted, considerable effort is required to
maintain directories up-to-date. Sending a
vulnerable individual to an event that is full,
waitlisted or not on the date specified may
cause frustration and do more harm.  

Supportive infrastructures: Directories

     Research on the effectiveness of CCPs is
still in its infancy and made more challenging
by the diversity of types of programs and
their adaptive nature. For instance, a recent
attempt at a meta-analysis was hampered by
heterogeneity of study designs, populations,
interventions and outcome measures (Cooper
et al, 2022). 
     Some examples of the effectiveness of
CCPs have been documented, however. For
instance, it has been found that the
development of a CCP employing lay persons
acting as an ‘eyes on the ground’ to signpost
individuals to a community hub, supported by
social prescribing, found a decrease in
unplanned hospital admissions of 14%,
resulting in a 20.8% reduction in hospital
expenditures (Abel et al., 2018). Social
prescribing has received the most attention to
date; we consider some of the evidence
below. 

Evaluation



Evaluation cont'd
      One systematic review of UK based social prescribing interventions, which most-commonly
used a link worker model or direct referral from community services, found a statistically
significant improvement in outcomes (mental well-being, mental health, loneliness and/or
general health/ quality of life outcomes) (Cooper et al., 2022). Two of the reviewed studies
reported reductions in primary healthcare use (consultation rates and medication prescribed).
However, we note that the patient population for these studies was not working age older
adults and the authors suggest these conclusions need to be taken with caution, as the majority
of these studies were uncontrolled before and after studies, often had high attrition rates, and
there was no long term follow up. 
     In another UK focused knowledge synthesis report reviewing eight studies (Mason et al.,
2019) also struggled with methodological quality, noting “the studies were mostly of low
methodological quality (small sample sizes, mostly with no control groups, often no statistical
analysis and considerable loss to follow up)” (p. 4). The review found considerable variety in the
delivery and clients, rendering comparisons across studies difficult to conduct. Additionally,
there was considerable variation in the type of link worker support, ranging from only
signposting events to actually attending activities with clients. These studies identified several
infrastructure issues, including ensuring link workers have appropriate skills and resources,
encouraging greater GP referrals, and tailoring services according to the needs of patients.
“Despite widespread national support for social prescribing,” the authors concluded, that the
“synthesis found no clear evidence for effectiveness” (p. 4). 
     The role of the CC is to assist an individual to be able to access a CSS. This can be through 
 the creation of awareness of such a resource. How CCs themselves become aware of
resources in their community is yet to be evaluated. As CCs may be supported by directories,
insights into directory effectiveness, evaluation of the components of the directory and
requirements to maintain accurate and up to date information would be useful.  Wallace et al.
(2021) has examined how CCs use social media to communicate with others to spread
information of community supports and resources. It will become useful to add to this important
finding by understanding  how CCs access the information that they pass on to those who are
hardly reached. Indeed, in one analysis of the sustainabilty of community websites, it was noted
that awareness of the website among residents and organizations in the community were
among the top 5 considerations in developing a successful community directory (Norris &
Freeman, 2006).
         Our case study participants noted the importance of maintaining an accurate, up to date
directory in their own local community. For the organizations that were in the UK, they noted it
was important to keep this ground level information in an online, accessible format for their
residents, despite the presence of over-arching, national websites that house information. They
noted their community website should provide links to these national repositories. One case
study participant noted community websites should house information about activities that
occur daily. They also indicated a directory should house information on supports that are
provided by organizations, as well as supports that can be carried out by the individual (such as
how to meditate, or tips on how to create healthy meals). Future studies understanding what
should be contained in directories will further support CCPs and their CCs.  
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Conclusion and policy recommendations

    People become socially isolated for many reasons. These may include personal proclivities such as
fear of rejection, community challenges such as racism or ageism, and larger societal factors such as
unequal distribution of resources. Expecting one solution to be able to address all of these for such a
range of individuals is unrealistic. However, acknowledging a variety of infrastructures that are
aligned with the common goal of addressing social isolation and/or loneliness could prove useful in
moving forward. The Mandala of Health is therefore a framework within which one can begin to
consider how these various components exist, interact and adapt. 
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     Community connectors are individuals who can link these various components together, spanning the
organizational, social, or cultural boundaries that might prevent the individual from being integrated into
the ecosystem and able to benefit from its resources. Whether community connectors are formal, with a
strong organizational orientation, or informal, being more closely aligned with the community, can vary
(Wallace et al., 2018). They may carry different titles, including navigator, peer support worker,
community health worker, link worker and more, but the underlying commonality is they are socially
engaged individuals who facilitate the connection of disconnected parts of the ecosystem by facilitating
the flow of information, relationships and resources across boundaries (Wallace et al., 2020). When
zooming into older adults who are SILo’d, community connectors can play a pivotal role in facilitating
connection to already existing resources supporting both the individual and these community services.
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  This review identified several areas that would be supported through policy development
and resource allocation:
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1)    By creating a broad network of individuals through ‘weak ties’, as is proposed by
employing comunity connectors at all levels of the ecosystem, the individual's network and
subsequent access to information is broadened.

2).  The creation of up to date and ongoing documentation of community activities and
resources. This will ensure accurate mapping of existing services. Ongoing evaluation of
their effectiveness and responsiveness to the needs of the community can then be
completed. 

3)    SP programs have developed within health care institutions because they can build on
the existing capacity, steady funding, and prestige of health care organizations. Policy and
funding is required to develop CCPs within other host organizations particularly those that
do not have the same type of resources or steady funding that health care organizations
do. 

4)    Continued evaluation of training and outcomes of community connector programs.
Given the complexity contained within conversations the CCs may have with a range of
individuals, it is important to make every effort to evaluate their effectiveness with the
perspective of those who are hardly reached incorporated. It is understood they have
been underrepresented to date and working in collaboration with CCs could remedy this.
Given the adaptability of good connector programs, qualitative evaluations may be more
insightful than attempts to demonstrate effectiveness through controlled studies.

5)    This report recognises that CCPs are in their infancy. It also identified considerable
diversity as well as the importance of local adaptation. It would therefore be useful to
support the creation of a network for community connector programs to share resources,
learnings, promising practices and be a source of expertise for those interested in
developing CCPs.



Let’s look back on Mrs. Tremblay 
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 Mrs. Tremblay continues to enjoy her solitude, however she is also functioning better
as aspects of her well-being have been addressed. After attending a visit with her
family physician who put her in touch with a link worker, as they have a fully
functioning social prescribing program in her area, she now has taken advantage of
government income benefits that she did not know she was eligible for. As such, she
can afford doing her groceries on a regular basis, as well as being supplemented by
Meals on Wheels (Fredericton Meals on Wheels, 2021) deliveries twice a week to offset
some of those costs. She is able to get regular rides to her appointments through the
assistance of Urban/Rural rides, a reliable transportation service powered by a
dedicated group of volunteers (Urban/Rural rides, 2022). Her visits are fewer, she has
better adherence to medical regimes and is not accessing her family physician in
moments of crisis.
     She has also benefited from a local non-profit, Adopt a Grandparent/Elder, where
she speaks regularly with her companion (Adopt a grandparent/elder Fredericton,
2022). They have discovered they have a mutual interest in traveling to exotic places
and have taken to cooking an exotic dish from a new country every month. Because
there has been increased visibility in media in Canada addressing the issue of social
isolation and loneliness, both Urban/Rural Rides and Adopt a Grandparent/Elder has a
wide range of volunteers who are interested in connecting with older adults. The
volunteers can stay up to date on their community’s weekly activities with the
implementation of a local, community run website that informs residents of activities
ranging from local teas, gardening groups and more. Mrs. Tremblay is now well
supported should a negative event occur, she will have more people to reach out to
who are able to make sure she maneuvers the various levels of the health ecosystem,
should she need to access them.



CCs that can act at any level of the ecosystem 

Location: UK

Term used to describe CC:  Community
Connectors. 

Reach: widest form of CC. Can train many CCs,
and can act at any level of the ecosystem, thus
able to reach many. 

Understand: can have conversations in any
setting. This allows for the older adult
experiencing SILo to feel at ease, greater chance
for building trust.  

Support: This conversation leads to signposting to
central knowledge hub. 

Position: unpaid; volunteer; anyone in the
community can become 

Training: 1 hour by central organization
responsible for community outreach programs

Limitations: as its function is quite broad, it does
not provide in depth connection with the older
adult experiencing SILo. There is also no follow
up.
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This community actually has several layers of
community connectors. They have Health
Connectors, who work within social prescribing
parameters (to be discussed below), Green
Connectors, Digital Connectors and more. Each
Connector is trained by staff within their primary
organization.  The original, and still functioning,
Community Connector program provides 1 hour
training to anyone in the community who wishes
to participate. Within that hour, CCs are
provided with education on how to identify
someone who might be experiencing SILo. After
idenitifying someone who is SILo, or at risk of the
same, the CC will signpost the individual to
contact a central location. They can contact this
central location either through a phone number, a
website or a location, which in this community is
a talking cafe. Any of these platforms will then
re-direct the older adult with SILo to community
resources that are meaningful. This can be as
simple as joining a gardening group, or a more
individualized, one-on-one  intervention to
identify their needs, develop a plan and provide
follow up to ensure they are well supported.  

Appendix A: Case Studies



CCs as intermediaries between the individual with
SILo and organizations 

Location: UK
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Term used to describe CC:  Community
Connectors. 

Reach: These CCs act as intermediaries between
other forms of CCs and organizations. They also
have contact with individuals with SILo, having
up to 25 people on their caseload at any time. 

Understand: their conversations are more in
depth. They will sit one-on-one with the
individual, identify their needs and will co-
develop a plan with that individual. 

Support: Depending on the individual's needs,
they may accompany them to an activity until
that individual is comfortable. Theses CCs also
intersect with community champions. Finally, their
role allows them to develop programs they deem
needed by the community.  

Position: paid; no need for prior professional
training; CC needs to be enthusiastic, self-
motivated, good listener
 
Training: several components-modules aimed at
providing education on various issues, including
SILo, support behaviour change and more

Limitations: individuals experiencing SILo must
reach out and contact this CC for assistance.
More difficult to "meet them where they
are"/build trust 

This community also has several layers of CCs, 
 including social prescribing. The Community
connector role is filled by one individual who has
several activities. They oversee community
champions, who are volunteers that carry out
activities directly in the community. Community
connectors can work directly with individuals
experiencing SILo. The individual can be referred
or self-refer. The community connector will then
meet with the individual and a plan is co-created
to help them reconnect with meaningful
community resources. This may be further
facilitated by the community connector who
might attend activities with the SILo’d individual.
This interaction takes place over a 12 week
period. CCs may have up to 25 individuals on
their caseload at any time. Furthermore, CCs
have the ability to develop programs according
to feedback they get from community champions
as well as from the in-depth conversations they
are having with individuals experiencing SILo.
They then liase with appropriate organizations to
create these programs, ensuring relevant,
interesting and continuous community
development occurs.  



Case Study: CCs as working one-on-
one with the individual 

Location: Canada
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Term used to describe CC:  Library social worker 

Reach: This form of CC can assist people who
present to their location. It has benefits by being
in a central, easily accessible location.  

Understand: their conversations can be more in
depth, understanding the person's unique needs in
a more individualized way.  

Support: This CC has a deep understanding of
resources and supports available in the
community. They not only assist those
experiencing SILo, but individuals with other
needs. They also provide a pivotal role in
supporting other library staff including security
officers and librarians.

Position: paid
 
Training: training as a social worker in an
accredited program. Training to perform duties
specific to the library location are mostly self-
motivated. 

Limitations: individuals experiencing SILo must
reach out and contact this CC for assistance.
More difficult to "meet them where they
are"/build trust. 

A Canadian library hired a social worker to
support citizens who might need assistance
finding or accessing community resources. This
type of connector program typically requires that
individuals come to them but does not necessarily
require citizens to directly ask for help. Its reach
is enabled by the library’s Coffee Corner
program that encourages people to come and
congregate. Sometimes up to 100 people attend
the event. This then becomes an opportunity for
staff to reach out to citizens, check in, and see if
they need assistance or a referral. The social
worker trains staff to understand users’ needs
and work with individuals dealing with mental
illness challenges. The training includes attention
to the staff’s personal and professional
boundaries as well as emotional challenges of this
work. Staff also maintain a directory of events
and services, striving to ensure that it is up to
date. As librarians describe, for some users, they
have become an important part of their circle of
care.  
Source: Skultety, A. 2020, The Signal, For
Halifax’ only library social worker, a ‘circle of
care extends to all. https://signalhfx.ca/for-
halifaxs-only-library-social-worker-a-circle-of-
care-extends-to-all/ 

https://signalhfx.ca/for-halifaxs-only-library-social-worker-a-circle-of-care-extends-to-all/


References

2022 SSHRC Knowledge Synthesis Report 35

Abel, J., Kingston, H., Scally, A., Hartnoll, J., Hannam, G., Thomson-Moore, A., & Kellehear, A. (2018). Reducing emergency
hospital admissions: A population health complex intervention of an enhanced model of primary care and compassionate
communities.

Adopt a Grandparent/Elder Fredericton (2022). Adopt a grandparent/elder is a not-for-profit community volunteer service
pairing different generations. Accessed September, 2022. https://www.facebook.com/profile.php?id=100034760006844. 

Alliance for Healthier Communities (2019). Rx: Community – Social Prescribing in Ontario, Progress Report.

Bagnasco, A., Hayter, M., Rossi, S., Zanini, M. P., Pellegrini, R., Aleo, G., Catania, G., & Sasso, L. (2020). Experiences of
participating in intergenerational interventions in older people’s care settings: A systematic review and meta-synthesis of
qualitative literature. Journal of Advanced Nursing, 76(1), 22–33. https://doi.org/10.1111/jan.14214

Baker, S., Warburton, J., Waycott, J., Batchelor, F., Hoang, T., Dow, B., Ozanne, E., & Vetere, F. (2018). Combatting social
isolation and increasing social participation of older adults through the use of technology: A systematic review of existing
evidence. Australasian Journal on Ageing, 37(3), 184–193. https://doi.org/10.1111/ajag.12572

Bickerdike, L., Booth, A., Wilson, P. M., Farley, K., & Wright, K. (2017). Social prescribing: Less rhetoric and more reality. A
systematic review of the evidence. BMJ Open, 7(4). https://doi.org/10.1136/bmjopen-2016-013384

Brinkhues, S., Dukers-Muijrers, N. H. T. M., Hoebe, C. J. P. A., van der Kallen, C. J. H., Dagnelie, P. C., Koster, A., Henry, R. M.
A., Sep, S. J. S., Schaper, N. C., Stehouwer, C. D. A., Bosma, H., Savelkoul, P. H. M., & Schram, M. T. (2017). Socially isolated
individuals are more prone to have newly diagnosed and prevalent type 2 diabetes mellitus—The Maastricht study. BMC Public
Health, 17(1), 955. https://doi.org/10.1186/s12889-017-4948-6

Campaign to end Loneliness. (2020). The psychololgy of loneliness: Why it matters and what can we do. (pp. 1–66). Campaign to
End Loneliness. https://www.campaigntoendloneliness.org/wp-
content/uploads/Psychology_of_Loneliness_FINAL_REPORT.pdf

Carver, L. F., Beamish, R., Phillips, S. P., & Villeneuve, M. (2018). A Scoping Review: Social Participation as a Cornerstone of
Successful Aging in Place among Rural Older Adults. Geriatrics, 3(4), 75. https://doi.org/10.3390/geriatrics3040075

Cattan, M., White, M., Bond, J., & Learmouth, A. (2005). Preventing social isolation and loneliness among older people: A
systematic review of health promotion interventions. Ageing and Society, 25(01), 41–67.
https://doi.org/10.1017/S0144686X04002594

Cerruti, M. S., & Shepley, M. M. (2016). The Effects of Spatial Enclosure on Social Interaction Between Older Adults With
Dementia and Young Children. HERD : Health Environments Research & Design Journal; London, 9(3), 63–81.
http://dx.doi.org/10.1177/1937586715615348

Choi, N. (2011). Relationship between health service use and health information technology use among older adults: Analysis of
the US National Health Interview Survey. Journal of Medical Internet Research, 13(2), e33. https://doi.org/10.2196/jmir.1753

https://www.facebook.com/profile.php?id=100034760006844


References

2022 SSHRC Knowledge Synthesis Report 36

Cohen-Mansfield, J., Hazan, H., Lerman, Y., & Shalom, V. (2016). Correlates and predictors of loneliness in older-adults: A review of
quantitative results informed by qualitative insights. International Psychogeriatrics, 28(4), 557–576.
https://doi.org/10.1017/S1041610215001532

Cohen-Mansfield, J., Shmotkin, D., & Goldberg, S. (2009). Loneliness in old age: Longitudinal changes and their determinants in an
Israeli sample. International Psychogeriatrics, 21(6), 1160–1170. https://doi.org/10.1017/S1041610209990974

Cooper, M., Avery, L., Scott, J., Ashley, K., Jordan, C., Errington, L., & Flynn, D. (2022). Effectiveness and active ingredients of
social prescribing interventions targeting mental health: a systematic review. Bmj Open, 12(7)https://doi.org/10.1136/bmjopen-2021-
060214

Courtin, E., & Knapp, M. (2017). Social isolation, loneliness and health in old age: A scoping review. Health & Social Care in the
Community, 25(3), 799–812. https://doi.org/10.1111/hsc.12311

Cumming, E., Henry, W. E., & Henry, W. E. (1961). Growing old, the process of disengagement. Basic Books.

Czaja, S. J., Boot, W. R., Charness, N., Rogers, W. A., & Sharit, J. (2018). Improving Social Support for Older Adults Through
Technology: Findings From the PRISM Randomized Controlled Trial. The Gerontologist, 58(3), 467–477.
https://doi.org/10.1093/geront/gnw249

Denton, M., Ploeg, J., Tindale, J., Hutchison, B., Brazil, K., Akhtar-Danesh, N., Lillie, J., & Millen Plenderleith, J. (2010). Would Older
Adults Turn to Community Support Services for Help to Maintain Their Independence? Journal of Applied Gerontology, 29(5), 554–
578. https://doi.org/10.1177/073346480934549

Dickens, A. P., Richards, S. H., Greaves, C. J., & Campbell, J. L. (2011). Interventions targeting social isolation in older people: A
systematic review. BMC Public Health, 11(1), 647. https://doi.org/10.1186/1471-2458-11-647

Dixon, M., & Polley, M. (2016). Report of the annual social prescribing network conference. Social Prescribing Network Conference.
https://www.artshealthresources.org.uk/docs/report-of-the-inaugural-social-prescribing-network-conference/

Drinkwater, C., Wildman, J., & Moffatt, S. (2019). Social prescribing. BMJ : British Medical Journal (Online), 364. doi:
10.1136/bmj.l1285

Fratiglioni, L., Wang, H.-X., Ericsson, K., Maytan, M., & Winblad, B. (2000). Influence of social network on occurrence of dementia:
A community-based longitudinal study. The Lancet, 355(9212), 1315–1319. https://doi.org/10.1016/S0140-6736(00)02113-9

Fredericton Meals on Wheels (2021). Mission Statement. Accessed September, 2022. https://frederictonmealsonwheels.ca

Fredriksen-Goldsen, K. I., Simoni, J. M., Kim, H.-J., Lehavot, K., Walters, K. L., Yang, J., & Hoy-Ellis, C. P. (2014). The Health Equity
Promotion Model: Reconceptualization of Lesbian, Gay, Bisexual, and Transgender (LGBT) Health Disparities. The American Journal
of Orthopsychiatry, 84(6), 653–663. https://doi.org/10.1037/ort0000030

Freedman, A., & Nicolle, J. (2020). Social isolation and loneliness: The new geriatric giants: Approach for primary care. Canadian
Family Physician, 66(3), 176–182.

Friedmann, E., Thomas, S. A., Liu, F., Morton, P. G., Chapa, D., & Gottlieb, S. S. (2006). Relationship of depression, anxiety, and
social isolation to chronic heart failure outpatient mortality. American Heart Journal, 152(5), 940.e1-940.e8.
https://doi.org/10.1016/j.ahj.2006.05.009

Fromm-Reichmann, F. (1959). Loneliness. Psychiatry, 22(1), 1–15. (Smith, 2012)

https://doi.org/10.1080/00332747.1959.11023153


References

2022 SSHRC Knowledge Synthesis Report 37

Fulton, L., & Jupp, B. (2015). Investing to tackle loneliness: A discussion paper (pp. 1–36). https://gulbenkian.pt/uk-
branch/wp-content/uploads/sites/18/2015/06/25-06-15-Investing-to-tackle-loneliness_Social-Finance_0615-1.pdf

Gallagher, L. P., & Truglio-Londrigan, M. (2004). Community Support: Older Adults’ Perceptions. Clinical Nursing Research,
13(1), 3–23. https://doi.org/10.1177/1054773803259466

Gardiner, C., Geldenhuys, G., & Gott, M. (2018). Interventions to reduce social isolation and loneliness among older people:
An integrative review. Health & Social Care in the Community, 26(2), 147–157. https://doi.org/10.1111/hsc.12367

Giebel, C., Hassan, S., Harvey, G., Devitt, C., Harper, L., & Simmill-Binning, C. (2020). Enabling middle-aged and older adults
accessing community services to reduce social isolation: Community Connectors. Health & Social Care in the Community,
00(n/a), 1–8. https://doi.org/10.1111/hsc.13228

Government of Canada. (2016). National Seniors Council – Report on the Social Isolation of Seniors, 2013-2014. Report of
Social Isolation of Seniors. https://www.canada.ca/en/national-seniors-council/programs/publications-reports/2014/social-
isolation-seniors.html

Granovetter, M. (1983). The Strength of Weak Ties: A Network Theory Revisited. Sociological Theory, 201.
https://doi.org/10.2307/202051

Greenfield, E. A., & Russell, D. (2011). Identifying Living Arrangements That Heighten Risk for Loneliness in Later Life:
Evidence From the U.S. National Social Life, Health, and Aging Project. Journal of Applied Gerontology, 30(4), 524–534.
https://doi.org/10.1177/0733464810364985

Hancock, T. (1985). The Mandala of Health: A Model of the Human Ecosystem. Family & Community Health, 8, 1–10.
https://doi.org/10.1097/00003727-198511000-00002

Hancock, T. (1993). Health, human development and the community ecosystem: Three ecological models. Health Promotion
International, 8(1), 41–47. https://doi.org/10.1093/heapro/8.1.41

Hanson, T., & Hildebrand, E. (2011). Revealed Choice of a New Generation: Travel Behavior of Older Drivers in Rural New
Brunswick, Canada (No. 11–0768). Article 11–0768. Transportation Research Board 90th Annual MeetingTransportation
Research Board. https://trid.trb.org/view/1091579

Havens, B., Hall, M., Sylvestre, G., & Jivan, T. (2004). Social Isolation and Loneliness: Differences between Older Rural and
Urban Manitobans. Canadian Journal on Aging / La Revue Canadienne Du Vieillissement, 23(2), 129–140.
https://doi.org/10.1353/cja.2004.0022

Hawkley, L. C., & Cacioppo, J. T. (2010). Loneliness Matters: A Theoretical and Empirical Review of Consequences and
Mechanisms. Annals of Behavioral Medicine : A Publication of the Society of Behavioral Medicine, 40(2), 10.1007/s12160-010-
9210–9218. https://doi.org/10.1007/s12160-010-9210-8

Hawkley, L. C., & Kocherginsky, M. (2018). Transitions in Loneliness Among Older Adults: A 5-Year Follow-Up in the National
Social Life, Health, and Aging Project. Research on Aging, 40(4), 365–387. https://doi.org/10.1177/0164027517698965

HM Government. (2018). A connected society: A strategy for tackling loneliness-laying the foundations for change. (pp. 1–81).
Department of Digital, Culture, Media and Sport.
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/936725/6.4882_DCM
S_Loneliness_Strategy_web_Update_V2.pdf



References

2022 SSHRC Knowledge Synthesis Report 38

Holt-Lunstad, J., Baker, M., Harris, T., Stephenson, D., & Smith, T. B. (2015). Loneliness and Social Isolation as Risk Factors for
Mortality: A Meta-Analytic Review. Perspectives on Psychological Science, 10(2), 227–237.
https://doi.org/10.1177/1745691614568352

Holt-Lunstad, J., Smith, T. B., & Layton, J. B. (2010). Social Relationships and Mortality Risk: A Meta-analytic Review. PLoS Medicine,
7(7), 1–20. https://doi.org/10.1371/journal.pmed.1000316

Hood, C. M., Gennuso, K. P., Swain, G. R., & Catlin, B. B. (2016). County Health Rankings: Relationships Between Determinant Factors
and Health Outcomes. American Journal of Preventive Medicine, 50(2), 129–135. https://doi.org/10.1016/j.amepre.2015.08.024

Huisman, M. & vanTilburg, T. G. (2021). Social exclusion and social isolation in later life. In: Ferraro, K. F. & Carr, D. (editors).
Handbook of Aging and Social Sciences, Ninth edition. Academic Press, 99-114.  

Husk, K., Blockley, K., Lovell, R., Bethel, A., Lang, I., Byng, R., & Garside, R. (2020). What approaches to social prescribing work, for
whom, and in what circumstances? A realist review. Health & Social Care in the Community, 28(2), 309–324.
https://doi.org/10.1111/hsc.12839

Jaremka, L. M., Fagundes, C. P., Glaser, R., Bennett, J. M., Malarkey, W. B., & Kiecolt-Glaser, J. K. (2013). Loneliness predicts pain,
depression, and fatigue: Understanding the role of immune dysregulation. Psychoneuroendocrinology,38(8), 1310–1317.
https://doi.org/10.1016/j.psyneuen.2012.11.016

Jopling, K. (2020). Promising Approaches Revisited: Effective action on loneliness in later life (p. 104). What Works Centre For
Wellbeing. https://www.campaigntoendloneliness.org/wp-content/uploads/Promising_Approaches_Revisited_FULL_REPORT.pdf

Keefe, J, Andrew, M, Fancey, P, & Hall, M. (2006). Final Report—A profile of Social Isolation in Canada. 42.

Kerr, N. A., & Stanley, T. B. (2021). Revisiting the social stigma of loneliness. Personality and Individual Differences, 171, 110482.
https://doi.org/10.1016/j.paid.2020.110482

Kimberlee, R. (2013). Developing a social prescribing approach for Bristol. University of the West of England. https://uwe-
repository.worktribe.com/output/927254 

Kimberlee, R. (2015). What is social prescribing? Advances in Social Sciences Research Journal, 2(1), Article 1.
https://doi.org/10.14738/assrj.21.808

Krause-Parello, C. A. (2012). Pet Ownership and Older Women: The Relationships Among Loneliness, Pet Attachment Support,
Human Social Support, and Depressed Mood. Geriatric Nursing, 33(3), 194–203. https://doi.org/10.1016/j.gerinurse.2011.12.005

Lalonde, M. (1974). A new perspective on the health of Canadians | National Collaborating Centre for Determinants of Health.
National Collaborating Center on Determinants of Health. https://nccdh.ca/resources/entry/new-perspective-on-the-health-of-
canadians

Langmaid, G., Patrick, R., Kingsley, J., & Lawson, J. (2020). Applying the Mandala of Health in the Anthropocene. Health Promotion
Journal of Australia, 32, 8–21. https://doi.org/10.1002/hpja.434

Lebel, J. (2003). Health: An ecosystem approach. International Development Research Centre.

Long, J. C., Cunningham, F. C., & Braithwaite, J. (2013). Bridges, brokers and boundary spanners in collaborative networks: A
systematic review. BMC Health Services Research, 13(1), 158. https://doi.org/10.1186/1472-6963-13-158



References

2022 SSHRC Knowledge Synthesis Report 39

Marr, E. (2015). Assessing transportation disadvantage in rural Ontario, Canada: A case study of Huron County. Journal of Rural and
Community Development, 10(2), 100–120.

Masi, C. M., Chen, H.-Y., Hawkley, L. C., & Cacioppo, J. T. (2011). A Meta-Analysis of Interventions to Reduce Loneliness. Personality
and Social Psychology Review : An Official Journal of the Society for Personality and Social Psychology, Inc, 15(3).
https://doi.org/10.1177/1088868310377394

Mason, J., Gatineau, M., Bannon, C., Gledhill, R., Clark, R., & Baker, A. (2019). Effectiveness of social prescribing: an evidence
synthesis. Public Health England, London, UK. https://www.scie-socialcareonline.org.uk/effectiveness-of-social-prescribing-an-
evidence-synthesis/r/a116f00000Uhql9AAB 

May, M. L., & Contreras, R. B. (2007). Promotor(a)s, the organizations in which they work, and an emerging paradox: How
organizational structure and scope impact promotor(a)s’ work. Health Policy, 82(2), 153–166.
https://doi.org/10.1016/j.healthpol.2006.09.002

Meisters, R., Westra, D., Putrik, P., Bosma, H., Ruwaard, D., & Jansen, M. (2021). Does Loneliness Have a Cost? A Population-Wide
Study of the Association Between Loneliness and Healthcare Expenditure. International Journal of Public Health, 66, 581286.
https://doi.org/10.3389/ijph.2021.581286

Mihalopoulos, C., Le, L. K.-D., Chatterton, M. L., Bucholc, J., Holt-Lunstad, J., Lim, M. H., & Engel, L. (2019). The economic costs of
loneliness: A review of cost-of-illness and economic evaluation studies. Social Psychiatry and Psychiatric Epidemiology.
https://doi.org/10.1007/s00127-019-01733-7

Montoro-Rodriguez, J., Kosloski, K., & Montgomery, R. J. V. (2003). Evaluating a Practice-Oriented Service Model to Increase the
Use of Respite Services Among Minorities and Rural Caregivers. The Gerontologist, 43(6), 916–924.
https://doi.org/10.1093/geront/43.6.916

Mulligan, K, Hsiung, S, Bhatti, S, Rehel, J, & Rayner, J. (2020). Rx: Community—Social Prescribing in Ontario | Alliance for Healthier
Communities. https://www.allianceon.org/Social-Prescribing

Murthy, V. (2017). Work and the loneliness epidemic. Harvard Business Review. Accessed April, 2022.
https://hbr.org/2017/09/work-and-the-loneliness-epidemic

Na, L., & Hample, D. (2016). Psychological pathways from social integration to health: An examination of different demographic
groups in Canada. Social Science & Medicine, 151, 196–205. https://doi.org/10.1016/j.socscimed.2016.01.007

Newall, N. E. G., Chipperfield, J. G., & Bailis, D. S. (2014). Predicting stability and change in loneliness in later life. Journal of Social
and Personal Relationships, 31(3), 335–351. https://doi.org/10.1177/0265407513494951

Newall, N. E. G., & Menec, V. H. (2019). Loneliness and social isolation of older adults: Why it is important to examine these social
aspects together. Journal of Social and Personal Relationships, 36(3), 925–939. https://doi.org/10.1177/0265407517749045

Nicholson, R. (2009). Social isolation in older adults: An evolutionary concept analysis. Journal of Advanced Nursing, 65(6), 1342–
1352. https://doi.org/10.1111/j.1365-2648.2008.04959.x

Nicholson, N. R. (2012). A review of social isolation: an important but underassessed condition in older adults. The Journal of Primary
Prevention, 33(2-3), 137–152. https://doi.org/10.1007/s10935-012-0271-2

Nicholson, N. R., & Shellman, J. (2013). Decreasing social isolation in older adults: effects of an empowerment intervention offered
through the carelink program. Research in Gerontological Nursing, 6(2), 89–97. https://doi.org/10.3928/19404921-20130110-011



References

2022 SSHRC Knowledge Synthesis Report 40

Norris, A., & Freeman, M. (2006). Community websites and what makes them sustainable: evidence from Australia. Research online,
University of Wollongong. https://ro.uow.edu.au/infopapers/2949/

Nowak, D, D. & Mulligan, K. (2021). Social prescribing: A call to action. Canadian Family Physician, 67, 4.
https://doi.org/doi.org/10.46747/cfp.670288

O’Luanaigh, C., O’Connell, H., Chin, A.-V., Hamilton, F., Coen, R., Walsh, C., Walsh, J. B., Caokley, D., Cunningham, C., & Lawlor, B.
A. (2012). Loneliness and cognition in older people: The Dublin Healthy Ageing study. Aging & Mental Health, 16(3), 347–352.
https://doi.org/10.1080/13607863.2011.628977

Pedersen, P. V., Hjelmar, U., Høybye, M. T., & Rod, M. H. (2017). Can inequality be tamed through boundary work? A qualitative
study of health promotion aimed at reducing health inequalities. Social Science & Medicine, 185, 1–8.
https://doi.org/10.1016/j.socscimed.2017.05.025

Peplau, L. A., & Perlman, D. (Eds.). (1982). Loneliness: A sourcebook of current theory, research, and therapy. New York, NY: Wiley.

Poscia, A., Stojanovic, J., La Milia, D. I., Duplaga, M., Grysztar, M., Moscato, U., Onder, G., Collamati, A., Ricciardi, W., &
Magnavita, N. (2018). Interventions targeting loneliness and social isolation among the older people: An update systematic review.
Experimental Gerontology, 102, 133–144. https://doi.org/10.1016/j.exger.2017.11.017

Qualter, Vanhalst, J., Harris, R., VanRoekel, E., Lodder, G., Bangee, M., Maes, M., & Verhagen, M. (2015). Loneliness Across the Life
Span. Perspectives on Psychological Science. http://journals.sagepub.com/doi/full/10.1177/1745691615568999

Robins, L. M., Hill, K. D., Finch, C. F., Clemson, L., & Haines, T. (2018). The association between physical activity and social isolation in
community-dwelling older adults. Aging & Mental Health, 22(2), 175–182. https://doi.org/10.1080/13607863.2016.1242116

Sakurai, R., Yasunaga, M., Murayama, Y., Ohba, H., Nonaka, K., Suzuki, H., Sakuma, N., Nishi, M., Uchida, H., Shinkai, S., Rebok, G.
W., & Fujiwara, Y. (2016). Long-term effects of an intergenerational program on functional capacity in older adults: Results from a
seven-year follow-up of the REPRINTS study. Archives of Gerontology and Geriatrics, 64, 13–20.
https://doi.org/10.1016/j.archger.2015.12.005

Schneider, H., Okello, D., & Lehmann, U. (2016). The global pendulum swing towards community health workers in low- and middle-
income countries: A scoping review of trends, geographical distribution and programmatic orientations, 2005 to 2014. Human
Resources for Health, 14(1), 65. https://doi.org/10.1186/s12960-016-0163-2

Shaw, Jonathan, Farid, M, Noel-Miller, C, Joseph, N, Houser, A, Asch, S, Bhattacharya, J, & Flowers, L. (2017). Social Isolation and
Medicare Spending: Among Older Adults, Objective Isolation Increases Expenditures While Loneliness Does Not. Journal of Aging
and Health. http://journals.sagepub.com/doi/10.1177/0898264317703559

Shvedko, A., Whittaker, A. C., Thompson, J. L., & Greig, C. A. (2018). Physical activity interventions for treatment of social isolation,
loneliness or low social support in older adults: A systematic review and meta-analysis of randomised controlled trials. Psychology of
Sport and Exercise, 34, 128–137. https://doi.org/10.1016/j.psychsport.2017.10.003

Sokol, R., & Fisher, E. (2016). Peer Support for the Hardly Reached: A Systematic Review. American Journal of Public Health, 106(7),
e1–e8. https://doi.org/10.2105/AJPH.2016.303180
Stojanovic, J., Collamati, A., Mariusz, D., Onder, G., Milia, D. I. L., Ricciardi, W., Moscato, U., Magnavita, N., & Poscia, A. (2017).
Decreasing loneliness and social isolation among the older people: Systematic search and narrative review. Epidemiology,
Biostatistics and Public Health, 14(2), Article 2. https://doi.org/10.2427/12408



References

2022 SSHRC Knowledge Synthesis Report 41

Stojanovic, J., Collamati, A., Mariusz, D., Onder, G., Milia, D. I. L., Ricciardi, W., Moscato, U., Magnavita, N., & Poscia, A. (2017).
Decreasing loneliness and social isolation among the older people: Systematic search and narrative review. Epidemiology,
Biostatistics and Public Health, 14(2), Article 2. https://doi.org/10.2427/12408

Strain, L. A., & Blandford, A. A. (2002). Community-based services for the taking but few takers: reasons for nonuse. Journal of
Applied Gerontology, 21(2), 220–235.

Tadaka, E., Kono, A., Ito, E., Kanaya, Y., Dai, Y., Imamatsu, Y., & Itoi, W. (2016). Development of a community’s self-efficacy scale
for preventing social isolation among community-dwelling older people (Mimamori Scale). BMC Public Health, 16.
https://doi.org/10.1186/s12889-016-3857-4

Taylor, H. O., Taylor, R. J., Nguyen, A. W., & Chatters, L. (2018). Social Isolation, Depression, and Psychological Distress Among
Older Adults. Journal of Aging and Health, 30(2), 229–246. https://doi.org/10.1177/0898264316673511

Tindale, J., Denton, M., Ploeg, J., Lillie, J., Hutchison, B., Brazil, K., Akhtar-Danesh, N., & Plenderleith, J. (2011). Social determinants
of older adults’ awareness of community support services in Hamilton, Ontario. Health & Social Care in the Community, 19(6), 661–
672. https://doi.org/10.1111/j.1365-2524.2011.01013.x

Toepoel, V. (2013). Ageing, Leisure, and Social Connectedness: How could Leisure Help Reduce Social Isolation of Older People?
Social Indicators Research, 113(1), 355–372. https://doi.org/10.1007/s11205-012-0097-6

Urban/Rural rides (2022). Making our community a better place by helping you get where you need to go! Accessed September,
2022. https://urbanruralrides.ca/

Valaitis, R. K., Carter, N., Lam, A., Nicholl, J., Feather, J., & Cleghorn, L. (2017). Implementation and maintenance of patient
navigation programs linking primary care with community-based health and social services: A scoping literature review. BMC
Health Services Research, 17(1), 116. https://doi.org/10.1186/s12913-017-2046-1

Valtorta, N. K., Kanaan, M., Gilbody, S., & Hanratty, B. (2018). Loneliness, social isolation and risk of cardiovascular disease in the
English Longitudinal Study of Ageing. European Journal of Preventive Cardiology, 25(13), 1387–1396.
https://doi.org/10.1177/2047487318792696

Valtorta, N. K., Kanaan, M., Gilbody, S., Ronzi, S., & Hanratty, B. (2016). Loneliness and social isolation as risk factors for coronary
heart disease and stroke: Systematic review and meta-analysis of longitudinal observational studies. Heart, 102(13), 1009–1016.
https://doi.org/10.1136/heartjnl-2015-308790

Victor, C. R., & Pikhartova, J. (2020). Lonely places or lonely people? Investigating the relationship between loneliness and place
of residence. BMC Public Health, 20(1), 778. https://doi.org/10.1186/s12889-020-08703-8

Wallace, C., Farmer, J., & McCosker, A. (2018). Community boundary spanners as an addition to the health workforce to reach
marginalised people: A scoping review of the literature. Human Resources for Health, 16(1), 46. https://doi.org/10.1186/s12960-
018-0310-z

Wallace, C., Farmer, J., & McCosker, A. (2019). Boundary spanning practices of community connectors for engaging ‘hardly
reached’ people in health services. Social Science & Medicine, 232, 366–373. https://doi.org/10.1016/j.socscimed.2019.05.034

Wallace, C., Farmer, J., White, C., & McCosker, A. (2020). Collaboration with community connectors to improve primary care
access for hardly reached people: A case comparison of rural Ireland and Australia. BMC Health Services Research, 20(1), 172.
https://doi.org/10.1186/s12913-020-4984-2



References

2022 SSHRC Knowledge Synthesis Report 42

Wallace, C., McCosker, A., Farmer, J., & White, C. (2021). Spanning communication boundaries to address health inequalities:
the role of community connectors and social media. Journal of Applied Communication Research, 49(6), 632–650.
https://doi.org/10.1080/00909882.2021.1934513

Webb, J. C., Mergler, D., Parkes, M. W., Saint-Charles, J., Spiegel, J., Waltner-Toews, D., Yassi, A., & Woollard, R. F. (2010).
Tools for Thoughtful Action: The Role of Ecosystem Approaches to Health in Enhancing Public Health. Canadian Journal of
Public Health, 101(6), 439–441.
Weiss, R. S. (1974). Loneliness: the experience of emotional and social isolation. MIT Press.

Weldrick, R., & Grenier, A. (2018). Social Isolation in Later Life: Extending the Conversation. Canadian Journal on Aging,
37(1), 76–83. https://doi.org/10.1017/S07149808170005X

Woodall, J., White, J., & South, J. (2013). Improving health and well-being through community health champions: A thematic
evaluation of a programme in Yorkshire and Humber. Perspectives in Public Health, 133(2), 96–103.
https://doi.org/10.1177/1757913912453669

World Health Organization. (2021). Social determinants of health. Social Determinants of Health.
https://www.who.int/westernpacific/health-topics/social-determinants-of-health

https://doi.org/10.1080/00909882.2021.1934513


Acknowledgements

432022 SSHRC Knowledge Synthesis Report 


