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Abstract

Background Child mental health needs are rising in Canada, with over half a million young people requiring access
to mental health care. Social determinants, including poverty and limited social support, contribute significantly to
these difficulties. Social prescribing (SP), a non-medical intervention connecting individuals to community resources,
is gaining traction in child and youth wellbeing research, though empirical evidence remains limited.

Objectives The overarching goal of the Social Prescriptions for Advancing Resilience in Kids (SPARK) study is to
establish the preliminary feasibility of implementing social prescribing for children and youth on an outpatient MH
waitlist. The study objectives are to determine feasibility and evaluate effectiveness.

Methods This study will recruit 170 children and youth between the ages of 11 and 17 on the waitlist for outpatient
mental health support at the Children’s Hospital of Eastern Ontario (CHEO) in Ottawa, Ontario, Canada. Participants
will be randomly assigned to either the intervention group or educational control group. Youth in the intervention
group will receive a social prescription connecting them to community-based activities of their choice, while those
in the control group will receive an educational booklet on social connections. Caregivers will also be invited to take
part in the study. Children, youth, and their caregivers in the control group will complete online questionnaires at
baseline and again 12 weeks later, while those in the intervention group will complete them at baseline and 12 weeks
after beginning the social prescribing activities. The questionnaires will address demographic information, youths'
symptoms of anxiety and depression, overall wellbeing, emotional and behavioural difficulties, social connectedness,
and protective factors. Additionally, children and youth, caregivers, and staff (i.e,, clinicians, medical practitioners) will
participate in qualitative interviews about their experiences with SP.

Discussion The findings from this study will add important knowledge about the impact of social prescribing as

an approach to support the wellbeing of children and youth experiencing mental health challenges. In addition,

this study will offer valuable insights into the barriers encountered and the strategies used to facilitate effective
implementation of child and youth social prescribing.

Trial registration The study was registered with ClinicalTrials.gov on June 6, 2025 (NCT07022561).
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Background

Child and youth mental illness is on the rise in Canada,
as 1 in 5 young people under the age of 17 years meet the
criteria for a mental health (MH) disorder, costing the
Canadian economy approximately $4 billion annually [1].
Currently, over half a million children and youth in Can-
ada need mental healthcare services [1] and this number
increased during the COVID-19 pandemic [2]. Despite
growing need, less than one-third of children and youth
in Canada receive the MH care they need, with wait times
being as high as 2.5 years [3]. Additionally, access to care
is often influenced by numerous social determinants,
including geographic location, age, and family resources,
leading to significant inequities in who receives care and
when. For example, in Canada, racialized children wait
twice as long for MH support compared to white chil-
dren [4]. Similarly, individuals considered low-income
often receive unequal care [5]. Identifying equitable
approaches to support young people on MH waitlists is a
youth-identified research and clinical priority [6].

Social prescribing: a community-based approach

Social prescribing (SP), which is rapidly gaining momen-
tum, is an approach that has the potential to reduce
health inequalities. A social prescription is a co-pro-
duced, non-medical treatment plan, that connects indi-
viduals to community supports [7]. There are two key
components that make SP unique: (1) the co-construc-
tion of a plan based on strengths and needs, and (2) the
connection to a link worker who facilitates and sup-
ports the youth in their activities. SP is a personalized
approach to care that enhances connection to commu-
nity and broader MH services [7]. SP can be initiated by
a diverse range of health professionals. To date, research
on the use of SP in pediatric MH has been limited [8] and
there have been methodological and resource limitations
to evaluations of SP in community settings [9]. Research
is underway in the United Kingdom [10] to test the effec-
tiveness and feasibility of implementing SP for children
and youth with MH difficulties. There is a critical need
for local Canadian evidence on how such interventions
can be implemented, accepted by young people and their
caregivers, and appropriately tailored to their specific
needs as much of the existing research comes from the
UK. Additionally, it is important to understand the effec-
tiveness of this care approach in addressing mental health
difficulties among youth.

Social prescribing on child and youth outcomes
Social prescribing has the potential to enhance wellbeing
by targeting social factors. Social determinants of health,

such as income, social support, and community engage-
ment, have been shown to account for up to 80% of health
outcomes [11] and are critical for mental health [12].
Although SP has the potential to enhance MH outcomes,
it is also likely that SP will influence social mediators that
can have a downstream impact on MH. In adults, obser-
vational studies have shown that SP is associated with
increased social relationships [13], decreased loneliness
[14], and increased behaviour activation [15] with small
to moderate effect sizes. However, there is a definite need
to build the evidence in pediatric MH populations.

The evidence for social prescribing in children and
youth with MH difficulties is severely lacking. Although
social prescribing can be implemented across the lifes-
pan, it is especially important for children and youth
because of their greater susceptibility to the effects of
health inequalities [16]. There have been international
calls to build the evidence base around social prescrib-
ing for children and youth, particularly those belonging
to equity-deserving groups [17-19]. A scoping review
conducted by Muhl and colleagues (2024) identified
nine studies examining the effects of social prescribing
for children and youth internationally [20]. Preliminary
work in the UK has found that 79% of children and youth
who were offered SP engaged in the activity, demonstrat-
ing high uptake [21]. However, there are currently sev-
eral limitations to the evidence for social prescribing in
children and youth: (1) there was only one randomized
controlled trial (RCT) examining the effects of social
prescribing in children and youth [10]; (2) most social
prescribing studies have only included individuals from
White backgrounds; and (3) limited work has been con-
ducted with children and youth facing MH difficulties,
despite this being a group who could strongly benefit
from this approach [20]. To address these research gaps
we will conduct an implementation-effectiveness study,
with a focus on enhancing access and equity for diverse
groups, to inform a larger, multi-site study of SP for MH
difficulties of children and youth across Canada.

Aim of the study

The overarching goal of the Social Prescriptions for
Advancing Resilience in Kids (SPARK) study is to estab-
lish the preliminary feasibility of implementing social
prescribing for children and youth aged 11-17 who are
on a waitlist for outpatient MH support, and to identify
key factors that contribute to successful implementation
of this approach. The study objectives are twofold; objec-
tive one will explore the feasibility, acceptability, and
suitability of social prescribing from the perspective of
staff, youth, and caregivers. This includes identifying the
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barriers and facilitators to implementing social prescrib-
ing within an outpatient MH clinic and evaluating how
the approach is taken up within a clinical setting. Objec-
tive two will examine the outcomes of social prescribing
for youth experiencing MH difficulties. This will include
an assessment of its impact on youths’ symptoms of
anxiety and depression, overall wellbeing, emotional and
behavioural difficulties, social connectedness, and pro-
tective factors.

Methods and design
Aim and study objectives
The study will be conducted at the CHEO Outpatient
Mental Health (OPMH) clinic, a tertiary care hospital
multidisciplinary team offering assessment and treat-
ment services to youth with serious, ongoing MH con-
cerns. This trial is being conducted in accordance with
the Standard Protocol items: Recommendation for Inter-
ventional Trials (SPIRIT) [22]. Participant flow through
the study is outlined in Fig. 1.

The study protocol was developed in line with the
SPIRIT 2013 guidelines, and the SPIRIT checklist is
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provided (Appendix A). To address our two research
objectives, we will employ a type I hybrid implementa-
tion study including quantitative (questionnaires) and
qualitative (interview) methods. Objective one aims to
assess the feasibility and acceptability of the social pre-
scribing intervention. To do this, the study will include
a qualitative component involving interviews with three
groups: (1) five children and youth recruited from the
intervention group after completing objective two, (2)
five caregivers of youth in the intervention group, and
(3) five staff members who have experience with youth
receiving social prescribing. We will conduct qualitative
interviews with staff (n = 5), youth (n = 5), and caregiv-
ers (n = 5) to identify potential barriers and facilitators
of implementing SP. A participation selection model will
be used for qualitative interviews to ensure the perspec-
tive of diverse youth are captured [23]. Quantitative out-
comes of feasibility and acceptability, such as recruitment
rate, acceptability, satisfaction, retention, and time to
completion will be measured.

For objective two, following consent and introduction
to the study, youth will be randomized to either SP or an

Link

Social Follow-up
Baseline  Prescription Worker Survey
. Baseline Activit Connect youth Surveys
Social questionnaire prescrib);d with link worker &  administered at
Prescribing completed complete activity 12 weeks
n=85
Recruited 1 1
from ! ;
OPMH
waitlist @2@
Randomization
R < )
. Educational Follow-up
Baseline
Pamphlet Survey
Baseline .
. . Information Surveys
questionnaire =
pamphlet administered at 12
completed .
provided weeks
>
Educational
Control Group 03
n=85

Fig. 1 SPARK study recruitment and data collection
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INTERVENTIONS:

Social Prescribing

Intervention

Educational Control

ASSESSMENTS:

RCADS, PSS,
WEDMWS, SDQ, SCS,

STS

AIM, 1AM, FIM

Fig. 2 SPIRIT Figure: Study timeline and allocation

education control group. We will assess child outcomes
(mental health symptoms, stress, emotional, and behav-
ioural difficulties) using wellbeing measures reported by
children and caregivers at baseline, and again at 12 weeks

after randomization for the control group and after the
start of social prescribing activities for the intervention
group. In addition, all children and youth, caregivers, and

staff involved in the SP intervention will complete imple-
mentation outcome questionnaires 12 weeks after their
social prescription. The study timeline and participant
allocation are illustrated in Fig. 2.
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Study population

One hundred and seventy youth and their caregivers who
are on the waitlist for services at CHEO Outpatient Men-
tal Health (OPMH) in Ottawa, Ontario Canada (85 SP, 85
education control) will be recruited for the study. Youth
will be eligible if they are (1) between 11 and 17 years of
age; (2) on the waitlist for CHEO MHOP services, and (3)
are not an immediate safety threat to themselves, as these
patients are referred to a different clinical pathway. Addi-
tionally, children and youth and their caregivers will need
to be able to read and speak English to be eligible for
participation. Caregivers of participating youth will also
be asked to participate, though their participation is not
mandatory. Additionally, all SP activities will be covered
by grant funding, ensuring no extra cost to participating
families. Moreover, participation is voluntary and their
choice whether to participate in the study will not impact
the services or care received at CHEO. Participants can
withdraw from the study at any time and request that
their data be removed from the sample.

Recruitment

Youth and caregivers will be introduced to the study
by a MH intake worker during the initial intake phone
appointment. Intake workers will identify families who
are eligible to participate. Intake workers will then use
an approved script to introduce the study and ask if they
would like to be contacted by a research team member
to hear more details about the study. For those inter-
ested, MH intake workers will notify the research team.
The research assistants will call potential participants to
determine their interest in study participation, review
the consent form, and obtain verbal consent. During the
consent review, the research assistant will assess capacity
of the children and youth to provide informed consent.
Those who are deemed not to have the capacity to con-
sent will be asked to provide assent, while their caregiv-
ers will be asked to provide consent on their behalf.

Study design

Participants recruited for the study will undergo a 1:1
randomization to determine if they are placed in the con-
trol group or the intervention group. This randomization
will occur after baseline measures are completed, using
the REDcap [24] online survey platform. Once the allo-
cation is assigned, a research assistant will contact each
participant to notify them of their assigned study group.
The intervention group will undergo a social prescrib-
ing treatment protocol, while the educational control
group will not (see Fig. 1). Consenting youth from both
the intervention and control groups will be asked to
complete a baseline questionnaire hosted on an online
platform, REDcap, and will include demographic and
well-being questions. Demographic information such
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as sex, sexual orientation, age, and race/ethnicity will be
asked. Information on MH treatment received at CHEO
post enrollment in the study (i.e., services accessed, dura-
tion in services, and number of treatment sessions) will
be collected from their patient file. All identifying infor-
mation will be removed and data will be secured in a
password protected file on CHEO servers. The question-
naires will ask about youth’s symptoms of anxiety and
depression (Revised Children’s Anxiety and Depression
Scale; RCADS) [25], stress (Perceived Stress Scale; PSS)
[26], wellbeing (Warwick-Edinburgh Mental Wellbeing
Scale; WEMWBS) [27] emotional and behavioral dif-
ficulties (Strength and Difficulties Questionnaire; SDQ)
[28], social connectedness (Social Connectedness Scale;
SCS) [29] and protective factors (Student Resilience Sur-
vey; RSC) [30] at baseline and 12 weeks after the activity
starts or after the wait period for those on the waitlist.
Information with regards to subsequent services uti-
lized by the youth after the social prescription will also
be tracked from their patient file at CHEO. Specifically,
we will extract what services and how many sessions the
youth completed. Additionally, the post-questionnaire
will comprise the same measures as the pre-question-
naire, with the addition of the Acceptability of Inter-
vention Measure (AIM), Intervention Appropriateness
Measure (IAM), and Feasibility of Intervention Measure
(FIM) [31] and the removal of the demographic ques-
tions. Research assistants will conduct regular phone and
email follow-ups with participants to promote retention.

Intervention

Participants assigned to the intervention group will take
part in a collaborative 90-minute in-person appointment
with a pediatric physician to identify the youth’s social
needs using the My Mind Star tool [32], which is a per-
sonalized assessment tool to identify individual needs in
seven key areas (i.e., feelings and emotions, healthy life-
style, home life, friends and relationships, school, time,
self-esteem). This appointment will result in the co-cre-
ation of the social prescription. The social prescription
will fall into one or more of six domains: physical activity,
arts/culture, practical skills, leisure, career exploration,
and time in nature. Next, a connection will be fostered
with a link worker, an experienced mental health clini-
cian with a strong knowledge of community resources.
The link worker will support the participant with their
assigned SP activity. The link worker will contact the
youth on a weekly basis to see how the activity is pro-
gressing and to troubleshoot any challenges. The link
worker will maintain ongoing communication with par-
ticipants via phone and email. Social prescribing activi-
ties will vary depending on the assigned activity. The
activities will last a maximum of 12 weeks. The control
group will not receive a needs assessment, connection to
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a link worker, or support in engaging in activities. After
12 weeks, youth and caregivers in both the control and
intervention groups will be asked to complete the post-
questionnaire. Additionally, those within the intervention
group will participate in clinical check-ins at intake, 6
weeks, and 12 weeks.

Statistical analysis

Sample size calculation

For sample size, assuming ~ 25% participant attrition
[33]. and using calculations based on two sided two-
sample t-test with 80% power, we will need n = 170
individuals (n = 85 per group) to detect between-group
differences of medium effect size (Cohen’s d = 0.5) [34]
in the primary outcome. At any given point, there are
approximately 40 youth on the mental health waitlist,
with new referrals being added continuously as others
begin treatment. This sustained demand indicates a suf-
ficiently large pool of potential participants to recruit
from, supporting our targeted sample size of 170 children
and youth.

Statistical analysis

For objective one, the audio recorded interviews will be
transcribed, coded, and analyzed using thematic analy-
sis. The transcripts will subsequently be coded by two
research assistants and themes will be identified as a
team. All study data will be securely stored on CHEO
servers, and access will be limited to the members of
the research team. Data will be routinely checked by the
research team, along with collaborating statisticians. We
will conduct the thematic analysis deductively, and tran-
scription and data analysis will be conducted concur-
rently using NVivo software [35]. We will use “memoing”
(i.e., analytic memos) and regular meetings to increase
the dependability of findings. The sample size for the
qualitative study is based on what is feasible for the pur-
poses of this pilot. Previous research has shown that data
saturation typically occurs after approximately 12 inter-
views [36], thus we anticipate 15 interviews will be suffi-
cient for the purposes of this pilot. The PI has expertise in
both quantitative and qualitative research. If participants
come off the waitlist to receive MH services, they will be
retained in the study. All changes in services received will
be documented.

For objective two, descriptive statistics will be used to
summarize demographic data.

Linear models will be used to compare the change in
outcomes (mental health symptoms, stress, emotional
and behavioural difficulties) from baseline to 12-weeks
post-intervention between the two groups, while control-
ling for clinical values and demographic variables. Base-
line and post-intervention outcomes will be collected for
all participants, regardless of their level of engagement.

Page 6 of 9

Collaborative framework for implementation

The successful implementation of social prescrib-
ing depends on the coordination of multiple individu-
als. Strong collaboration among the research team, link
worker, youth and their families are essential. To ensure
a supportive system is in place, weekly meetings will be
held between the research assistant, research coordina-
tor, clinician, and link worker. The principal investigators
will also attend these meetings regularly to address any
questions or concerns that arise. Ongoing communica-
tion is essential to support the delivery and continuity of
this personalized approach to care.

In addition, the team is committed to ensuring
that diverse perspectives are meaningfully integrated
throughout the project. A youth with lived experience
is included as a co-investigator, contributing directly to
decision-making and project development. Furthermore,
the research team collaborated with the Patient and Fam-
ily Advisory Council at CHEO to incorporate the voices
of patients and caregivers early in the design phase. These
collaborations remain central during the implementation
phase of the project.

Discussion

Practical and operational considerations

SP offers an innovative approach to supporting wellbe-
ing, particularly for young people who are waiting to
access mental health care. It involves connecting children
and youth with community-based services that promote
relationship-building, social connection, and opportuni-
ties to explore personal interests. Implementing a clini-
cal trial on social prescribing requires careful attention to
practical and operational factors. It is important to antic-
ipate potential challenges that may arise during the study
to ensure smooth and responsible implementation.

Recruitment and data collection challenges

Given the nature of the study, all participants will be
youth placed on the CHEO OPMH waitlist, which has
an average wait time of 3 to 4 months, but this might
fluctuate during the study. The study’s participation
period spans over 12 weeks. Recruitment will be con-
ducted gradually, and youth placed on the waitlist will be
promptly contacted by research staff to determine eligi-
bility and obtain consent, enabling timely enrollment.
Although unlikely, some participants may begin receiv-
ing mental health care at CHEO during their participa-
tion in the study. Should this occur, the research team
will document these instances to ensure the final analy-
sis accounts for any additional services accessed. More-
over, while working with youth that have been identified
as needing mental health support, there is a possibility of
symptom exacerbation during the study. This necessitates
safety monitoring and ongoing communication within
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the team. If the link worker observes any decline in par-
ticipant mental health, the principal investigators will be
consulted to determine appropriate follow-up actions.
All adverse events will be reported and signed off by the
principal investigators, and an adverse event log will be
maintained. Ensuring participant safety remains a high
priority throughout the study, and robust monitoring
protocols will be key for the project’s successful and safe
execution.

Implementation barriers

The implementation of social prescribing heavily relies
on the availability and participation of community-based
organizations that offer the activities that are prescribed.
The services available to participating youth will be
dependent on the scope of the programs offered by part-
nering community organizations. These organizations
may face their own barriers, such as waitlists, funding
limits, capacity constraints, and eligibility requirements,
which could influence the timing and accessibility of ser-
vices. To mitigate these barriers, a key and ongoing role
of the project’s link worker will be to engage directly with
community organizations and maintain a detailed record
of factors that might impact participant involvement. In
addition, prior to the start of recruitment, a community-
mapping team will develop and maintain an ongoing
database of potential community organizations.

Project monitoring and record keeping

Social prescribing is a care approach that is inherently
individualized and designed to meet unique needs and
interests of each participant. While this personalized
care model enables tailored support, it also introduces a
degree of variability in the type and frequency of activi-
ties accessed. For example, a participant’s 12-week
involvement might consist of a single visit to a museum
or arts performance, or it could involve several ongoing
sessions in a sport or physical activity program. The aim
is to implement a rolling social prescribing model, allow-
ing participants to engage in multiple social prescribing
activities of interest over the 12-week period. As a result,
there is expected variation in each participant’s level of
engagement, which creates the need for detailed and
accurate record keeping. To manage this variability, the
research assistant will work closely with the link worker
to track any additional variables related to the type, fre-
quency, and duration of activities accessed.

Additionally, it is important to document any losses
to follow-up over the 12-weeks. The research team rec-
ognizes that various barriers or circumstances, such
as family relocation, school commitment, or caregiv-
ing responsibilities, may prevent some participants
from completing the study. These factors will be closely
monitored and documented to ensure transparency in
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reporting and to conceptualize study outcomes. Efforts
will be made to follow-up with individuals who discon-
tinue their participation in the social prescribing activ-
ity, and they will be asked to complete post-intervention
measures.

Conclusion

One in five Canadian young people are facing MH diffi-
culties with limited access to support and long waitlists
for services. The time is now to develop a creative and
innovative solution to enhance child and youth wellbe-
ing. SPARK will provide critical evidence about the use
of SP for children facing MH difficulties in Canada. In
the short term, we will generate data on the feasibility
and effectiveness of a program of SP provided to young
people waitlist for MH services, data which will be used
to inform a large multi-site implementation trial. In the
long-term, this project will advance knowledge on pedi-
atric social prescribing and enhance our understanding
of how to support children and youth living with MH
challenges.
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