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ABOUT THIS REPORT
This report shares the findings of the second round of data collection
using the Be Well survey, and is part of the Association of Ontario
Health Centre’s (AOHC) three-year Canadian Index of Wellbeing (CIW)
project funded by the Ontario Trillium Foundation. The project is
aimed at increasing discussion and use of the CIW to measure, report
on and build community health and wellbeing, as well as enhancing
the ability of AOHC members to evaluate their health promotion
and community development initiatives. As part of the project, a
new survey tool was developed to encourage AOHC members to
use standardized wellbeing measures; this approach will help to
strengthen evidence-based planning, quality improvement initiatives,
and evaluation practices for health promotion and community
development work.
We intend the report to be a useful resource to support AOHC
members as they explore use of wellbeing data to measure and
improve the impacts of their comprehensive primary health care
approach.1

WHAT IS WELLBEING?
There are many definitions of wellbeing. The Canadian Index of
Wellbeing has adopted the following as its working definition:
The presence of the highest possible quality of life in its full breadth
of expression focused on but not necessarily exclusive to: good
living standards, robust health, a sustainable environment, vital
communities, an educated populace, balanced time use, high levels of
democratic participation, and access to and participation in leisure and
culture.
4
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KEY FINDINGS
The Be Well survey was developed for and
with AOHC members to better understand and
improve the health and wellbeing of the people
and communities who access their primary care
services, and participate in their programs and
community initiatives. Since 2013, AOHC has
worked with the Canadian Index of Wellbeing
(CIW) national office and more than 30 member
organizations to develop and test standardized,
equity-focused health and wellbeing measures.
Today, the survey is used by members across
Ontario to help assess population needs and
build organizational capacity for evidenceinformed approaches to program and service
planning, and evaluation.
The Be Well Survey Phase II Results Report draws
on data from 21 member organizations who
implemented the Be Well Survey in eight
languages in 2016. A total of 4,110 surveys were
collected, processed and analyzed.
This report provides a snapshot of who
participated in the survey, reviews responses
from all participating Be Well sites, and shows
how the survey’s results compare with provincial
and national data that is directly comparable to
CIW measures. The report also highlights two
case examples that describe some of the ways
organizations are using their survey results for:
- Evidence-informed planning and advocating for
needed resources; and,
- Assessing community needs and initiating
collective action.
Survey Results and Comparable Findings
There are six measures, of the 16 questions asked
in the Be Well core survey, that are comparable
to national and provincial CIW measures. Only
the 16 core survey questions were analyzed for
this report. Additional questions in the extended
survey are not included.

Results of the Be Well survey indicate that five of
the CIW comparable measures are significantly
different from provincial and national results.
In comparison with provincial and national
data, clients and community members who
participated in the Be Well survey report:
1. Fewer social contacts, i.e. close friends, and
they are less connected to others (49.4%)
than the provincial (53.7%) and national (52.5%)
averages.
2. Lower levels of trust in others (44.6%) than
the provincial (57.3%) and national (54.7%)
ratings.
3. Lower self-rated physical health (27.8%) than
the provincial (59.2%) and national (59.0%)
ratings.
4. Lower self-rated mental health (35.1%) than
the provincial (70.4%) and national (71.1%)
ratings.
5. A lower rate of formal volunteering (38.3%)
than the provincial (55.2 %) and national (51.8%)
figures.
6. Comparable rate sense of belonging to
their communities (69.1%) in comparison to
provincial (68.1%) and national (66.4%) ratings.
Data Limitations
This report may be a useful comparison against
each participating organization’s results.
However, at the provincial level there are data
limitations due to different sampling strategies.
This makes the data most useful for comparison
at the organizational level.
What’s Next?
A set of vital eight indicators have been
identified as part of the Model of Health and
Wellbeing Evalualtion Framework. Several of
the indicators included in the framework were
validated through the survey. These eight
BE WELL SURVEY: PHASE II RESULTS |
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essential indicators are aimed at demonstrating:
increased equity in access to services, increased
access to programs and services that address the
determinants of health, and improved population
health and wellbeing outcomes.
A wellbeing measurement resource is being
developed and the first version will be available
for feedback and testing towards the end of
2017. This resource builds on the testing and data
collection completed through the Be Well Survey
and will include technical specifications for
wellbeing measure use.
Focus on belonging and social inclusion. In the
first and second round of the Be Well Survey
results, social isolation emerged as a critical
factor that influences mental and physical health.
While this trend requires further investigation,
it reaffirms the importance of focusing on
belonging, and factors that contribute to a sense
of belonging such as being socially connected,
feeling valued, and participating in organized
activities as key determinants of health.

6
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INTRODUCTION
The Ontario government has prioritized health
equity under Bill 41, the Patients First Act (2016),
directing the province’s Local Health Integration
Networks (LHINs) to oversee investments in
programs that address the social determinants
of health2 through this new legislation. The
Patients First: Action Plan has also situated
primary health care as the foundation of good
health. This is good news for AOHC members
who recognize the influence of non-clinical
factors on the health and wellbeing of the people
and communities they serve, and who provide
programming aimed at addressing barriers to the
determinants of health.
A growing body of literature acknowledges that
if we are to advance health equity, we must
address the social determinants of health3 – all
the conditions in which people are born, grow,
live, work and age. Research indicates that
approximately 50 per cent of population health
outcomes in Canada are shaped by social and
economic determinants.4 It is likely that health
system performance measurement priorities will,
in the very near future, catch up to the growing
body of evidence linking poor health outcomes
with socio-economic determinants.
AOHC members are not only leaders in
advancing health equity, but they are also
innovators in evidence-based efforts to measure
health and wellbeing using the Canadian Index
of Wellbeing (CIW)5. AOHC members were
among the first in the country to adapt the CIW
for primary health care and to advocate for
measuring what matters in community health.
AOHC will be working actively, together with
all of its members, to help the LHINs identify
equity-informed and evidence-based strategies
that make a difference to people’s health and
wellbeing. It is anticipated that over the next

few years the type of standardized wellbeing
measurement work done by AOHC members,
and presented in this report, may have an
influence on the LHINs as they begin to carry out
their new health equity and health promotion
mandates.

Developing the Be Well Survey
To evaluate our efforts to improve health and
wellbeing, we first needed to ensure we selected
the right kinds of measures.
Since 2013, AOHC has developed and tested
the Be Well survey to help members determine
standardized measures for understanding
and improving the health and wellbeing of
the people and communities who access their
programs, services and initiatives. To ensure the
results capture the complex interplay of factors
that influence health and wellbeing, the survey
is designed to include all eight domains of the
Canadian Index of Wellbeing (CIW).
The CIW is an internationally recognized
research and evaluation framework that
measures, tracks and reports on how people
and communities are really doing in respect to
broad determinants of health. Equipped with
64 indicators for measurement and grouped
across eight interconnected domains of focus,
the CIW offers clear, comprehensive, data-driven
insight into: community vitality, democratic
engagement, education, the environment,
healthy populations, leisure and culture, living
standards and time use. In addition, the CIW
uses jargon-free language and emphasizes
real-life, measurable factors that are compelling
and make public dialogue and communication
simpler. These qualities make the CIW a useful
framework for building momentum for change at
a community level, establishing shared services
and partnerships, as well as developing plans for
BE WELL SURVEY: PHASE II RESULTS |
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advocacy and public policy efforts.
In the survey design process, individual
questions were reviewed with a health equity
lens as well as tested and vetted for usefulness
and appropriateness at the member centre level.
During this time, the survey also evolved into a
data collection tool. The data collected illustrates
not only the needs of clients, but also their
strengths, providing a comprehensive picture of
their health and wellbeing. The data collected
through the survey also provides a benchmark
of wellbeing that can lead to trend analyses over
time. This information will help to demonstrate
the impact of the work done outside of primary
care for the populations being served.
Data collection using the Be Well survey began
in 2015. In the first round of data collection,
the survey was available in three versions
with a core set of questions, an extended set
of questions, and with customized questions
developed by an Aboriginal Health Access
Centre for use in Indigenous communities. It was
available in eight languages: English, French,
Arabic, Simplified Chinese, Spanish, Bengali,
Farsi, and Urdu.
In the second round of data collection, AOHC
developed two additional customized versions of
the Be Well survey to assess the specific needs of
Francophone and rural communities. All versions
of the survey maintained a common set of core
and comparable wellbeing questions.

Be Well Survey blitz at Somerset West CHC during
Community Health and Wellbeing Week 2016

8
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The purposes of the Be Well survey are to:
1. Start to collect and understand data on the
wellbeing needs of our clients and communities
using survey questions based in large part on the
validated CIW framework.
2. Develop and collect standardized wellbeing
measures for comparability across member
centres and where possible with the CIW’s
provincial and national data sources.
3. Maintain comparability, validity, and reliability
of the core and customized wellbeing questions.
4. Inform decisions about services and
initiatives, as well as local, regional and
provincial healthy public policy and advocacy
work.

The Be Well Survey in Action
Be Well survey findings have been used to
influence planning conversations at many levels
within member organizations (from front-line
staff to the boards of directors) as well as with
health system stakeholders such as the LHINs.
Scenarios in which the data could (and, in some
cases, has been) used include:
- Intake and Client Navigation
- Program Planning and Evaluation
- Strategic Planning
- Community and Partnership Initiatives
- Policy and Advocacy
The following are concrete examples of our
member organizations’ usage of the Be Well
data:
At Grand Bend Area Community Health
Centre, Be Well survey results were used not
only for strategic planning but also to better
understand community needs and to help
guide a community-driven common agenda to
improve health and wellbeing at a regional level.
The Be Well data helped to lay the foundation
for a collective impact initiative focused on
connecting seniors in rural communities.

Introducing the Be Well survey at intake with a
North Simcoe Community Health Link client

The North Simcoe Community Health Link
incorporated the Be Well survey into their client
intake questionnaire. With this new information,
they gained a deeper understanding of who they
serve, which led to improved health outcomes
and more efficient use of healthcare resources.
Over the course of our multi-year CIW Project,
participating members have gathered evidence
to better understand the wellbeing needs
and strengths of clients and community
members. Results from the Be Well survey are
strengthening equity-focused and evidenceinformed planning, strategic partnerships
and helping to measure the essential health
promotion work being done to address the
determinants of health.

BE WELL SURVEY: PHASE II RESULTS |
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BE WELL SURVEY IN ACTION:
CASE EXAMPLES

Community Health and Wellbeing Summit, Grand Bend Area Community Health Centre, April 26, 2016

This section describes two ways organizations
are using their survey results.
The two case examples include:
1. Assessing Community Needs and Engaging for
Collective Impact Initiatives
2. Evidence-based Planning and Advocacy
While this list is not exhaustive, survey results
can help:
• Identify areas or domains where “a sense
of wellbeing” is lower, so that organizations
can change or adapt services offered, or plan
community initiatives to better meet client and/
or population needs
• Assist with identifying wellbeing strengths with
clients within specific population groups and/or
within neighbourhood initiatives
• Inform priority areas for building community
initiatives, partnerships and coalitions for
collective impact on community health and
wellbeing
10 | BE WELL SURVEY: PHASE II RESULTS

• Improve the delivery of evidence-based
programs and services using wellbeing indicators
• Improve holistic intake, care coordination and
navigation
• Evaluate and strengthen Health Promotion &
Community Development work. (The survey
can become an ongoing measure of population,
client and/or community member wellbeing).
• Assist with informing decisions around local,
regional and/or provincial healthy public policy
and advocacy work.

USING THE BE WELL SURVEY TO ASSESS
COMMUNITY NEEDS AND INITIATE COLLECTIVE
ACTION: GRAND BEND AREA CHC
The reports, based on data from Phase I of
the Be Well Survey, are summaries of the Be
Well data that was collected by three partner
agencies: Bluewater Community Family
Health Team, Grand Bend Area CHC and North
Lambton CHC. In addition to survey analysis, the
Using the CIW and the Be Well survey has
agencies hosted 16 community conversations,
enabled the centre to not only talk about
which
helped them to further understand the
wellbeing using a common language, but to also
collect data that is helping to better understand strengths, concerns and priorities of community
members. The summary documents also
community needs and to guide a communityincluded prompts to help community members
driven common agenda.
reflect on the key findings and consider how
they can work together to initiate community
“Without the CIW approach and the Be Well
action related to wellbeing.
survey, I do not think that we would be able
to move the conversations along in the same
“The Be Well survey got us to focus on health in
way,” says Cate Melito, Executive Director of
a broader sense,” says Miranda Burgess, Health
Grand Bend Area CHC. “We have been able to
Promoter and Registered Dietitian, who lead
create reports that resonate for people with
information about the eight domains of the CIW, survey implementation at Grand Bend Area CHC.
and from that they have been able to determine “And it provided specific, local data to talk about
and work together to address issues. People
an action plan moving forward.”
Grand Bend Area Community Health Centre is
using the Canadian Index of Wellbeing (CIW)
as a framework to build a strong wellbeing
movement in its catchment area.

“The insight from the Be Well data has defined a shared vision and direction

for leaders, decision makers, and community groups to take collective action.

– Cate Melito, Executive Director, Grand Bend Area CHC

BE WELL SURVEY: PHASE II RESULTS |
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also like it because it makes them see the bigger
picture -- that health is more than eating right
and not smoking; it’s feeling connected to your
community, belonging.”
A shared vision
As part of the engagement process, Burgess
and centre staff spent time giving presentations
to community partners and providers about
their findings. They quickly discovered that
the CIW gave them a common way to talk
about wellbeing. And that municipalities were
comfortable talking about quality of life.
“It’s language they can embrace and understand,”
says Melito. “When we took the Be Well results

back to them, it was of interest, and it had
value. And that’s what we heard from different
community groups too.”
Planning for collective impact
In April 2016, Grand Bend Area CHC hosted
a regional Community Health and Wellbeing
Summit that brought together health and
social service agencies, municipal partners
and community. Attendees learned about the
collaborative efforts already underway in the
community, heard about the results of the Be
Well survey, and developed working groups
around priority areas.
Following the summit, the centre continued

Be Well summary report for
Lambton Shores
12 | BE WELL SURVEY: PHASE II RESULTS

its commitment to working together to
leverage larger scale change for the community.
In partnership with the Ontario Trillium
Foundation and Tamarack, Grand Bend Area
CHC hosted a workshop to discuss Collective
Impact opportunities. Bringing together, once
again, partners from multiple sectors including
representatives from three municipalities, the
workshop assessed opportunities for collective
impact, potential areas of activity, and identified
a team of people interested in moving forward.
A central theme of “Connected Rural
Communities” developed with a focus on the
aging population. The group is looking forward
to completing the first phase of funding
application through the Ontario Trillium
Foundation to continue this important work.
What’s more, not only has the steering
committee identified an action plan, but
individual community groups have as well. And
they are using the Be Well data to highlight their
concerns, develop strategies and apply for grants
that will help to strengthen wellbeing in the
community.

Now, people are approaching the centre about
their efforts and asking how they can get
involved, says Burgess, who is also working
with the Hensel Streetscape and Infrastructure
Improvement Committee. The volunteer group of
concerned residents advocates for improving the
built environment and by default the health and
wellbeing of the community. Burgess analyzed
baseline data to identify key issues and gaps,
made the connections to healthy active design
principles by way of the CIW, and compiled
the request so the committee could make its
case to local council. They have been granted
preliminary funding to improve the visual appeal
of the village.
Going forward, Grand Bend Area CHC will
continue to share their Be Well results and to
connect with partners and community members,
as well as continue to support working groups in
the community. They are also looking to recruit
players for the steering committee and working
groups as the community takes its first steps
toward collective impact.

For example, the United Church has applied for
funding to build its capacity to address gaps
identified in the survey and to offer programs
for seniors in the community. Along with Grand
Bend Area CHC, the Bluewater Municipality has
used the results of the Be Well survey for their
strategic planning. And the Poverty to Prosperity
group has used data from the Be Well survey to
leverage their funding applications.

“So it has given us a common
document, a common way of
thinking, and an opportunity to
plan together that would not
have occurred had we not had
that common approach to ‘how
do we want to create a stronger
community together?’” - Cate
Melito
BE WELL SURVEY: PHASE II RESULTS |
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USING THE BE WELL SURVEY FOR EVIDENCEBASED PLANNING AND ADVOCATING FOR NEEDED
RESOURCES: PINECREST-QUEENSWAY CHC
Safety and crime prevention is an integral part
of Pinecrest-Queensway CHC’s work to improve
community health. Serving the west end of
Ottawa, the centre supports residents and
community members to address issues they’ve
been seeing in their neighbourhoods. Most
recently, these issues have focused on mental
health. While the centre was aware of the needs
related to mental health, based on anecdotal
evidence, it was the Be Well survey results that
provided the quantitative data they needed to
advocate for funding to better address mental
health and addictions.
“The data confirmed what we already knew,”
says Tammy Corner, former Health Promoter
at Pinecrest-Queensway CHC. ”That is very
powerful. And it emphasizes how important it is
to have those checks —being able to compare
data and validate it.”
As part of the community-driven UNLOC
initiative to increase safety and decrease
crime, the centre conducted two broad needs
assessments to gather feedback from residents
about priority issues. “But it is resource
intensive to do needs assessment work,” says
Corner. For that reason, the centre could only
run two assessments over the course of twelve
years. The Be Well survey helped take the
pressure off.
A focus on mental health and addictions
The mainly social housing neighbourhoods
within Pinecrest-Queensway’s catchment area
face a number of barriers that make them
especially vulnerable to open-market drug
dealing, home-takeovers and the violence
connected to that. For the past three years, the
14 | BE WELL SURVEY: PHASE II RESULTS

centre has worked on these pressing issues.
“And as we’ve been getting deeper into the work,
we’ve been seeing increasing mental health
concerns in the community,” says Corner.
In 2015, 231 Be Well surveys were filled out by
residents. Of those, 28% reported their mental
health as fair to poor. The centre used this new
data to apply for a Safer and Vital Communities
grant through the Ministry of Community Safety
and Correctional Services.

“With this new data, we were
able to say ‘this is where our
community is at in terms of
mental health, this is the data to
show that,.”- Tammy Corner
The centre also included police data in their
grant application that reported a 10% increase
in calls to Ottawa Police related to mental health
between 2013-2015. The steering committee,
comprised of service providers and residents,
proposed a plan to help get to people in the
neighbourhoods before a crisis occurs. They
used a people-centred wrap-around approach
that includes bringing together situation tables
of health and social service providers.
“These approaches are used more and more
across the province where partners come
together to support people that have been
having a difficult time and to help prevent a
crisis from resulting,” explains Corner.
They were successful in receiving funding for
two years to further develop the processes and
protocols around these situation tables and to
roll out the initiative.

And that’s just one example of how PinecrestQueenway CHC uses the Be Well survey data.
Mobilizing around the data at the
organizational level
“As a centre, we have been very committed
to getting this data and to completing these
surveys,” says Corner. “We’ve had strong
participation through our children and family
services, our medical clinic as well as our
community health team. They see this data is
important for planning and helpful for staff as
they further develop their programs and services.
It also helps the centre with its advocacy efforts.”
The data demonstrates where the priorities
are in the community which, in turn, helps the
centre advocate for resources such as additional
funding to provide the services the community
needs -– whether it’s related to transportation,
food insecurity, or increasing social support and
sense of belonging.

“The Be Well survey is one way
we have begun to understand the
impact that we’re having.”
- Tammy Corner
Based on the centre’s learnings from
implementing the survey, organizational
commitment is key to its success.
This was achieved by communicating internally
across the organization at staff and team
meetings, and giving presentations about what
the survey is, how it can be used, and reporting
back on the successes.
“I’ve used this data on mental health at various
tables that I sit at city-wide,” says Corner.
There’s a buzz about the CIW at various tables
across Ottawa, she adds.
The centre is looking forward to working with its
Phase II results to further inform its work.
BE WELL SURVEY: PHASE II RESULTS |
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METHODOLOGY
This section describes how the survey tool was
developed, and how the survey was carried out
and responses were analyzed in Phase II. Data
limitations that should be kept in mind when
using the survey data are also highlighted.

Survey Design
Developed in 2013, in partnership with the
Canadian Index of Wellbeing (CIW) and with
input from over 80 health promoters and
community developers, the Be Well survey
was first piloted in seven communities across
Ontario: Ottawa, Bourget, Vaughan, Ignace,
Kapuskasing, Midland and Guelph. Clarity,
literacy, cultural appropriateness, and equity
were considered throughout this process. Based
on recommendations from respondents, the
survey was refined. Equipped with a valid and
reliable tool, the project was ready to begin the
collection of data.
Note: Several CIW comparable questions were
modified through a health equity review and
while they are still based on the CIW framework,
they are no longer directly comparable with
provincial and national CIW data. The remaining
CIW comparable questions are listed in
Appendix A.
There were two phases of data collection. For the
first round, the survey was adapted, updated,
and implemented by 20 community-governed
primary care organizations including: Community
Health Centres, Community Family Health Teams
and an Aboriginal Health Access Centre at 24
sites across Ontario.
The survey was further refined for the second
round of data collection based on feedback from
participating organizations to strengthen data
quality. In addition, two new population-specific
16 | BE WELL SURVEY: PHASE II RESULTS

versions of the survey were developed to better
capture the health and wellbeing status of rural
and Francophone communities. The survey
was implemented by 21 member organizations
(including nine from the first round of data
collection), at 31 service and program access sites
across Ontario.
FAST FACTS
PHASE I: March to June 2015
2 versions: core & extended
2,332 surveys completed
in 8 languages: English, French, Arabic, Ojibway,
Simplified Chinese, Somali, Spanish, and Urdu
20 member organizations, 24 sites
PHASE 2: June to November 2016
4 versions: core, extended, rural & francophone
4,110 surveys analyzed (total collected: 4,553)
in 8 languages: English, French, Arabic,
Simplified Chinese, Spanish, Bengali, Farsi, and
Urdu
21 member organizations, 31 sites

Four versions of the survey are currently
available:
• The core survey contains 25 questions:
16 wellbeing questions and 9 standard
sociodemographic questions.
• The extended survey contains 36 questions:
27 wellbeing questions and 9 standard sociodemographic questions.
• The rural version contains 41 questions: 32
wellbeing questions and 9 standard sociodemographic questions.
• The Francophone version contains 28
questions: 19 wellbeing questions and 9 standard
socio-demographic questions.

All four versions contain the 25 questions that
make up the core survey. The core set gathers
data across all eight CIW domains of wellbeing
with a particular focus on community vitality. The
questions posed in the core survey are those that
were analyzed for this report. Six core questions
are directly comparable to Statistics Canada data
used by the CIW.
The extended version of the survey was
developed for participating organizations
interested in a deeper assessment of their clients
and community members beyond the core
questions, and includes additional questions
from the eight domains of the CIW as well as
standardized questions on food security.

Online Version: Organizations that chose to
use the online version of the survey received
an individual fluid survey link from the AOHC
to share with survey participants. The survey
link also provided a drop-down language option
which allowed participants to view and complete
the survey in English or French. Online surveys
were directly accessible by the project team for
analysis.
During the second round of data collection
4,553 surveys were received and 4110 were
deemed valid for analysis.

Sampling Strategies

Please see Appendix B for a link to the survey
files.

For both rounds of data collection, we applied
convenience sampling techniques. This method
relies on data collection from population
members who are conveniently available to
participate in the study.

Please see Appendix C for a mapping of all core
survey questions to the corresponding CIW
domains.

AOHC members determined who to target
for survey participation based on their
organization’s goals.

Data Collection

Suggested sampling scenarios included:

The first round of data collection was completed
from March to June 2015. The second round
of data collection was completed from July to
November 2016. For the purposes of this report,
we are summarizing the results from Phase II.

a. New Clients at Intake
b. Clients of Primary Care Providers

Participating organizations chose to use either
the paper-based, online, or both versions of the
survey.
Paper Version: The paper version of the survey
was available in eight languages: English, French,
Arabic, Simplified Chinese, Spanish, Bengali,
Farsi and Urdu. Completed paper surveys were
returned to the AOHC CIW Project team for
data processing using Optical Mark Recognition
software, which is a forms-processing software
that recognizes optical marks (bubbles),
computer-generated characters, and written text.

c. Clients of Individual Health Service 		
Providers (e.g. social worker, nutritionist)
d. Clients and Non-registered Community
Members Participating in Personal Development
Groups and Programs
e. Clients and Community Members Participating
in Neighbourhood and Community Development
Initiatives
f. Sampling of a Specific Population Group
Based on their needs, participating members
could choose from the list or develop their
own sampling technique. Although many
options were available, the centre could choose
BE WELL SURVEY: PHASE II RESULTS |
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only one. Each of these strategies are “selfcontained;” in other words, once a strategy is
selected, the results are specific to that group
and are not directly comparable across different
sampling scenarios except at the most general
level.

Data Analysis
Quantitative data was managed in Microsoft
Excel 2010 and analyzed using IBM SPSS
Statistics 23. This report includes a demographic
profile of respondents and descriptive analysis of
survey questions.
The Be Well survey included the collection of
open-ended qualitative data related to priority
changes the respondents thought would improve
the health and wellbeing of their communities.
Respondents were asked to “tell us one change
that you think would improve the health and
wellbeing of your community.” Nearly 29,000
words were collected. The qualitative data is best
used at a local/organizational level for planning,
community engagement and advocacy work (see
Figure 1 for a word cloud derived from openended responses).

Data Limitations
To encourage the collection of as many surveys
as possible, we suggested the adoption of
convenience sampling for data collection. This
sampling framework met the organizational
goals of individual member centres, such
as focusing on a particular client group or

participants of a community initiative.
Convenience sampling can maximize response
rate at low cost, but this technique suffers from a
number of potential biases. Without randomized
sampling we cannot control for individual biases
(e.g. Were participants completing the survey to
share a grievance?). The major issue is our ability
to generalize within member organizations
and our broader AOHC membership because
convenience sampling can lead to the underrepresentation or over-representation of
particular groups within the sample (e.g. women
are more likely to complete surveys; since most
participants identified as primary care clients
they may be at the member site to address a
health concern; members targeting populationbased services and programming could lead to
overrepresentation of those populations). This
undermines our ability to make generalizations
from local samples to the broader population we
are trying to understand.
Only six of the questions included in the Phase
II version of the Be Well survey are directly
comparable to the CIW provincial and national
level data. However, this does not undermine
the value of the other questions included in
the survey as they are standardized, rigorous
and valid for setting data baselines so member
organizations can compare to their own clients
and develop a deeper understanding of the
responses that were captured.

Figure 1: Word Cloud Derived from Openended Responses
18 | BE WELL SURVEY: PHASE II RESULTS

BE WELL SURVEY PHASE II
PARTICIPANTS

4110

COMPLETED SURVEYS

21

MEMBER ORGANIZATIONS

ACROSS

34

SITES

Access Alliance
Barrie CHC
Carlington CHC
Centretown CHC
Community Care City of Kawartha Lakes
Country Roads CHC
CSC du Témiskaming
Grand Bend Area CHC
Guelph CHC
Kitchener Downtown CHC
Mary Berglund CHC Hub
North Lambton CHC
North Lanark CHC
Pinecrest-Queensway CHC
Quest CHC
Rexdale CHC
Seaway Valley CHC
Somerset West CHC
South East Ottawa CHC
South Nepean Satellite CHC
Stonegate CHC
Whitewater Bromley CHC
BE WELL SURVEY: PHASE II RESULTS |

19

DEMOGRAPHIC PROFILE: BE WELL SURVEY
Demographic information helps us to better understand the characteristics of survey participants.
Of note, the demographics of each centre are unique, as are the populations you serve. You
may not see your clients in this demographic profile but it provides a baseline for comparison
composed of all the centres that collected surveys.

RELATIONSHIP TO MEMBER SITE
Nearly 70% of participants identified as clients.
The distribution of identified clients was
(respondents could select all that apply):

79.3% Primary care client
21.2% Other individual service client
19.8% Participate in group services and/or

programs

21.6% Participate in community activities

Almost 80% of respondents are primary care
clients. There is a nearly equal distribution of
clients who see other individual service providers
(e.g. social worker, dietician, chiropodist),
participate in group services or programs, and
participate in community activities.
Almost 30% of the sample identified as nonregistered community members. This means a
significant proportion of survey participants are
not necessarily member organization clients,
but may have exposure to member organization
community events and programming. In phase II,
8 member centres recruited participants outside
of their sites, at a variety of opportunities where
the broader community was present.

GENDER

CURRENT AGE

Females represent the largest portion of
participants at
, as is often the case
for survey results.

The average age of survey participants is 58.
The largest age group represented was the 45-64
range, followed by 25-44.

65.8%

PLACE OF BIRTH

70%

Nearly
of participants were born in
Canada. Of the nearly
born in another
country, about 2/3 arrived in the past 15 years.

30%

See Appendix D for more detailed demographic information about Be Well survey participants
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EDUCATION
The highest level of education attained is
a nearly equal distribution between postsecondary certificate (32.6%) and high school
(30.8%). This was followed by a university
degree education (15.3%).

SELF-IDENTIFIED RACIAL/ETHNIC IDENTITY
The ethnic group of White – North Americans made up the largest group of respondents to the
survey. White - Europeans and First Nations respondents followed closely, each representing
over 10% of the sample population.

See Appendix D for more detailed demographic information about Be Well survey participants
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INCOME

23%

Over
of participants identified in the
lowest income bracket. Importantly, many
participants chose not to answer the question.
Given the sensitive nature of the family income
question, people are often reluctant to answer
these types of questions.

HOUSING AND HOUSEHOLD
COMPOSITION
Nearly half of participants identified as either a
couple with children living at home (24.4%) or
an adult with children living at home (20.2%).
Slightly more respondents identified as renting
(43.9%) than owning (40.1%) their homes.

See Appendix D for more detailed demographic information about Be Well survey participants
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THE EIGHT DOMAINS OF
THE CANADIAN INDEX
OF WELLBEING
COMMUNITY
VITALITY

DEMOCRATIC
ENGAGEMENT

EDUCATION

ENVIRONMENT

HEALTHY
POPULATIONS

LEISURE AND
CULTURE

LIVING STANDARDS

TIME USE

Figure 2: The eight domains of the Canadian Index of Wellbeing
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COMMUNITY VITALITY
The CIW describes vital communities as having strong, active and inclusive
relationships between residents, private sector, public sector and civil society
organizations that foster individual and collective wellbeing6. These relationships
are important to supporting community growth and development in our changing
society. This domain looks at social relationships, crime rates and experience of
discrimination, among other measures.
The Be Well survey captures the number of social and family contacts, how
long participants have resided in their community, their sense of community
belonging, trust in others, and their experiences with inclusion and
discrimination.
Number of social contacts
Q. How many relatives and close friends do you have who you feel close to, that is, who you feel
at ease with, can talk to about what is on your mind, call on for help, or receive help from?
Table 1: Number of social contacts

Respondents were asked to state the number of relatives and close friends they had with whom they
feel close to. There was a broad range reported, which skews the average (mean) value of responses.
To draw any valid inferences from the responses, it is best to look at the median. The median
responses are 4 relatives and 3 friends. This is notable because the CIW literature states that people
with 5 or fewer friends are at higher risk for social isolation. Respondents reported a smaller circle
of people to whom they turn to for help than the provincial and national averages which provides
new evidence that primary health care organizations may be serving more socially vulnerable
populations.
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Figure 4: CIW Comparable Indicator - Five or more close friends

Source: Statistics Canada General Social Survey, Cycle 27 (2013)

Note: Although the Be Well survey question includes both “close friends” and “relatives”, survey
respondents are able to answer each category separately. The Be Well question also includes
behavioural examples to help illustrate whether the respondent might consider the friend to be
“close” or simply an acquaintance.

Time in Community
Q. How long have you lived in your community?
Chart 1: Years lived in the community (percent)
(n) = 4071

The length of time an individual has resided in their community can impact their sense of
community belonging. We can infer that a large proportion of respondents have been rooted in their
communities for a significant period of time which might be a contributing factor to the sample’s
higher levels of belonging.
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Sense of Belonging
Q. How would you describe your sense of belonging to your community?
Chart 2: Sense of Belonging (percent)
(n) = 4052

A strong sense of belonging is shown to have a positive impact on an individual’s wellbeing7.
Individuals were asked to describe their sense of belonging to their area or community on a scale
ranging from very weak to very strong.
As shown in the graph above, approximately 70% of respondents’ state that their sense of belonging
is somewhat strong or very strong. However, upon further exploration we found that the distribution
of sense of belonging varied by the rurality of the community participants reside in. Participants who
live in rural and small communities identified a higher sense of belonging than participants residing
in urban communities (based on Rurality Index for Ontario scores).
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Figure 5: CIW Comparable Indicator - Community Belonging

Source: Statistics Canada Canadian Community Health Survey (CCHS) (2014)
CANSIM Table 105-0501

Sense of Trust
Q. Generally speaking, would you say that most people can be trusted or that you cannot be too
careful in dealing with people?
Chart 3: Sense of Trust (percent)
(n) = 4042

Trust is the foundation of a vital, thriving community. When basic trust is eroded, monitoring
increases, participation decreases, and suspicion grows. That’s why building trust is essential
to community vitality. Building trust can lead to the development of strong interpersonal and
community relationships (CIW National Report, 2016).
When asked about their level of trust in people around them, over 40% of respondents feel that you
cannot be too careful in dealing with people, and an additional 12.7% are unsure. Lower levels of
trust could contribute to lower levels of belonging.
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Figure 6: CIW Comparable Indicator - Trust

Source: Statistics Canada General Social Survey, Cycle 27 (2013)

Note: The question wording in the Be Well survey is identical to that used in the national survey.
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Inclusion and Discrimination
Q. How often do you feel uncomfortable or out of place in your community because of your:
Religion, culture, ethnicity, skin colour, or sexual orientation?
Physical appearance, disability, mental health or other health condition?
Chart 4: Experienced discrimination/feeling out of place based on individual characteristics
(percent)

Feeling uncomfortable or out of place in one’s community
influences a person’s sense of social inclusion, can contribute
significantly to social isolation, and negatively impacts
health and wellbeing. The survey attempted to capture such
experiences by individual characteristics to help explore the
extent of oppression, discrimination and racism faced by
participants.
Three quarters of the population surveyed reported “rarely”
to “never” feeling uncomfortable or out of place due to their
physical appearance, disability, mental health or other health
conditions. In that vein, the majority of respondents also “rarely”
to “never” feel uncomfortable or out of place due to their
religion, culture, ethnicity, skin colour, or sexual orientation.

N Counts for Chart 4
Characteristic

(n)=

Religion

4016

Culture

3911

Ethnicity

3848

Skin Colour

3894

Sexual Orientation

3838

Physical Appearance

3985

Disability

3841

Mental Health

3865

Other Health Condition

3833

This is a valuable question to link to sociodemographic data at
a centre level to assess the extent of discrimination faced by
specific groups of survey participants.
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DEMOCRATIC ENGAGEMENT
According to the CIW, “A healthy democracy needs citizens who feel their
votes count, who are informed, who participate, debate, and advocate.”8
The CIW measures within this domain capture participation in a variety of
political activities and general interest in politics, which help foster democratic
engagement.
The Be Well survey measures interest across three levels of Canadian politics.
Interest in politics
Q. How interested are you in politics?
Chart 5: Interest in Politics (percent)
(n) = 3976

(n) = 3918

(n) = 3904

The largest representation of respondents expressed that they are “somewhat interested” in all three
levels of Canadian politics: federal (34.6%), provincial (39.0%) and municipal (31.5%). The second
largest distribution of respondents expressed that they are “not interested at all” in politics at all
levels: federal (24.3%), provincial (23.2%), and municipal (26.1%).
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EDUCATION
Education is an important predictor of health and living standards9. The CIW
measures formal education and individual ability to function and adapt in
society. Instead of including the Organization for Economic Cooperation and
Development (OECD) scores and classroom indicators, members decided it
is more appropriate to understand individual ability to complete essential,
everyday tasks.
Everyday task completion
Q. How easy is it for you to complete each of the following tasks?
Chart 6: Completing everyday tasks (percent)
(n) = 3667

(n) = 3914

(n) = 3513

(n) = 3993

The majority of respondents rated the four tasks as “very easy” (between 46% - 60% for each task).
From this we can infer that most respondents have essential reading, writing and math skills. Out of
the four activities, over a quarter (27.6%) of respondents seem to have some difficulty completing a
job application (“a little difficult”, “difficult” or “very difficult”).
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ENVIRONMENT
“The environment is the basis for our health, our communities, and our
economy,” states the CIW. “Despite its fundamental importance and the natural
resource wealth it provides to Canada, we often fail to appreciate the various
ecosystem services provided by nature that sustain human wellbeing. Indeed,
how great is our wellbeing if we cannot breathe the air or drink the water?”10
The CIW environment domain assesses factors such as household greenhouse
gas emissions and particulate matter concentrations to measure air and
water quality. Since this data is not always available at the local level, the Be
Well survey used this opportunity to identify the environmental concerns of
participants.
Q. What environmental issue are you most concerned about in your community?
Chart 7: Selected environmental concerns (percent)

*Multiple response question
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Most respondents (24.8%) expressed concern about water quality in their communities, followed
closely by concerns about the health impacts of pesticides and chemicals (22.9%).
Almost 13% of participants selected “other” environmental concerns, including: waste management
(eg. garbage disposal, litter, recycling), water use (e.g. water conservation, industrial use), and living
conditions (e.g. bed bugs, mold).
14.1% of participants expressed no major concern about the environment however, many comments
highlighted concerns about unsafe living environments (e.g. crime, interactions with police). Many
respondents who left a comment veered the conversation away from environmental issues and
stressed concerns about affordability, taxes and living standards issues.

BE WELL SURVEY: PHASE II RESULTS |

33

HEALTHY POPULATIONS
The Healthy Populations domain measures the physical, mental and social
wellbeing of the population by examining different aspects of health and certain
lifestyle factors known to have an impact on it. In this way, it captures both the
overall health of the population (“health status”) as well as factors that influence
health (“health determinants”)11.
Several CIW measures are already captured in the personal health records of
participating clients including rates of immunization, depression and diabetes.
The Be Well survey includes only self-rated physical and mental health. While
self-rated physical and mental health are subjective measures of overall health
status, self-ratings of health may include aspects that are difficult to capture
clinically, such as emerging disease or conditions, disease or condition severity,
physiological and psychological reserves, and social function. Perceived health
is a relative measure—evidence suggests that people assess their health in
relation to their circumstances and expectations, and their peers. Perceived
health is often more effective than clinical measures for predicting help-seeking
behaviours and health service use12.
Self-rated physical health
Q. In general, would you say your physical health is:
Chart 8: Self-rated physical health (percent)
(n) = 3978
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The majority of participants (35.4%) rated their physical health as “good”, followed by “fair” (25.6%).
Overall, respondents were significantly more likely to rate their physical health lower than their
mental health. This may be explained, in part, because respondents are primarily seeking primary
care services for health conditions at the member sites where surveys were completed.
Note: Despite some minor differences, the questions and response options in the Be Well survey and
the Canadian Community Health Survey (CCHS) used by the CIW are very similar. The national survey
question does not specify that it is asking solely about physical health, but the question is asked in a
context that implies principally physical health (i.e., respondents are informed that other questions
will address social and mental aspects of their health). Comparisons can be made to national and
provincial data.
Figure 7: CIW Comparable Indicator - Self-rated Physical Health

Source: Statistics Canada Canadian Community Health Survey (2014)
CANSIM Table 105-0501
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Self-rated mental health
Q. In general, would you say your mental health is:
Chart 9: Self-rated mental health (percent)
(n) = 3959

The majority of participants (34.1%) rated their mental health as “good”, followed by “very good”
(26.8%).
Figure 8: CIW Comparable Indicator - Self-rated Mental Health

Source: Statistics Canada Canadian Community Health Survey (2014)
CANSIM Table 105-0501

Note: The questions and response options in the Be Well survey and the Canadian Community
Health Survey (CCHS) used by the CIW are identical. Comparisons can be made to national and provincial data.
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LEISURE AND CULTURE
Participating in leisure and cultural activities, whether arts, culture, or recreation,
contributes to individual wellbeing, to our communities, and to society as a
whole. The CIW states that: “The impact of participation in leisure and cultural
activities is even greater for people in marginalized groups, such as people living
with disabilities, those living in poverty, and minority populations.”13
The CIW measures consider arts and culture participation, visits to national parks
and historic sites, and time increments of vigorous exercise. We found that most
CIW measures in this domain require significant adaptation for usefulness with
the equity-seeking groups many of our members serve. To begin exploring the
leisure and culture domain, the survey measures time for social leisure activities.
Time for social leisure activities
Q. Approximately how much time (in hours and minutes) do you spend in social leisure activities
on a typical day (for example, visiting with a friend or talking on the phone)?
Chart 10: Time for social leisure activity (percent)
(n) =4017

In a typical day, the majority of respondents (60.2%) reported spending between 1-5 hours in social
leisure activities. The second largest distribution of participants (27.6%) reported 6-10 hours in social
leisure activities. Almost 9% of participants reported spending less than an hour on social leisure
activities in a typical day.
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LIVING STANDARDS
This domain captures living standards as they relate to economic security.
Economic security can influence levels of community and democratic
participation which are linked to positive health and wellbeing outcomes14.
CIW measures examine distribution of income and wealth including poverty
rates, income fluctuations and volatility. In the Be Well core survey, we explore
respondents’ ability to maintain food and economic security.
Food security
Q. During the past year, did you ever eat less because there was not enough food or money for
food? If so, how often did this happen?
Chart 11: Food security concerns: How often in the past year did you eat less because there wasn’t
enough food? (percent)
(n) = 3988

Almost two thirds of respondents (62.9%) reported “never” eating less because of limited food
or money. Although considerably smaller, the next largest distribution of respondents (12.1%)
experienced food insecurity “at least once a week.”
Overall, 37.1% of respondents experienced some challenges with food security.
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Economic security
Q. How often during the past year did you have difficulty making ends meet?
Chart 12: Economic security concerns: How often in the past year did you have difficulty making
ends meet? (percent)
(n) = 3953

Almost two thirds of respondents reported no difficulty making ends meet. Although significantly
smaller, the next largest distributions of respondents experienced difficulty making ends meet “at
least once a week” (11.6%) or “at least once a month.” (11.2%).
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TIME USE
The time use domain measures how people spend and experience their
time. This domain connects how the use of time can affect physical and
mental wellbeing, individual and family wellbeing, and present and future
wellbeing15.
CIW measures consider the length of the work week and work
arrangements, levels of time pressure, and time spent in leisure and
volunteerism. The Be Well survey measures volunteering as well as
adequate time to get things done each day.
Volunteering
Q. During the past year, did you volunteer formally/informally?
Chart 13: Volunteering rates (percent)
INFORMAL (n) = 4004

FORMAL (n) = 4018

The Be Well survey asked respondents about their volunteer activities, both formal (organized group
or organization) and informal (e.g. help a neighbour out). While the majority of respondents (61.7%)
reported not volunteering formally, over three quarters of respondents (75.1%) reported informally
volunteering in the past year.
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Figure 9: CIW Comparable Indicator - Formal Volunteering Activities

Source: General Social Survey - Giving, Volunteering and Participating (2013)

Time allocation
Q. Thinking about how much time you have to yourself, how often is there enough time during
the day to do everything you need or want to do?
Chart 14: Enough time to get everything done? (percent)
(n) =3983

Most respondents reported “sometimes” (27.0%) and “frequently” (19.4%) having enough time to
get everything done. A small number of respondents (10.7%) reported feeling the most pressed for
time and “almost never” having enough time to get everything done in a typical day.
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BELONGING SUMMIT: Comprehensive
Primary Health Care in Action
The Belonging Summit was organized on June 6,
2017. The full-day event brought together Be Well
participants and broader AOHC members to:
- Better understand wellbeing through the lens of
the CIW
- Build awareness, knowledge and action to
strengthen the health and wellbeing of people who
face barriers such as social isolation and exclusion
- Explore population wellbeing data and how
programs and services are meeting wellbeing needs
- Learn about opportunities to enhance belonging
and wellbeing using a comprehensive, equityinformed approach
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WHAT’S NEXT
“Social isolation is emerging as a top priority for outcome measurement to help CHCs collect data on
their comprehensive primary health care practices.” - Heidi Schaeffer, AOHC CIW Project Manager
In April 2017, a multi-year, multi-faceted
comprehensive primary health care strategy was
presented to the executive leadership network.
Focused on primary care, community health and
wellbeing, and healthy public policy, the strategy
weaves together policy, data, research and
communications into a cohesive plan to start
shifting knowledge, measurement and policy
within the Ontario health system.
Connected with the measurement side of the
strategy, the executive leadership network
unanimously approved a sector-wide slate of
eight vital indicators significant to evaluating
comprehensive primary health care and
specifically the Model of Health and Wellbeing.
These eight indicators are part of the provincial
evaluation framework aimed at demonstrating
increased equity in access to services, increased
access to services and programs that address the
determinants of health, and improved population
health and wellbeing outcomes .
Among these indicators are three measures
from the Be Well survey: Sense of Belonging,
Self-Rated Physical Health and Self-Rated
Mental Health. These indicators are also CIW
comparable, and with other measures, will be
collected at the client level across the province.
It is hoped that the vital eight indicators,
analyzed with high quality socio-demographic
data, will provide the needed evidence, along
with external research and evaluation, to
improve health equity and to demonstrate the
effectiveness of comprehensive primary health
care.

Wellbeing measurement resource
Beyond the vital eight indicators being
adopted provincially, AOHC members will
be able to select additional measures from a
set of standardized and validated health and
wellbeing questions tested through the Be Well
survey. The measures will be made available
in a measurement resource (formerly called
the indicator bank) to support members with
standardized wellbeing data collection. Selection
of questions from the measurement resource
will most likely vary from member to member
based on their relevance to the local and
regional context, and the organizations’ strategic
priorities.
A focus on belonging and social inclusion
Through the Be Well survey, participating
members have tested wellbeing measures
and collected wellbeing data that will inform
provincial efforts to better measure health
equity and comprehensive primary health care
work. Several of the wellbeing measures put
an emphasis on factors that can reduce social
isolation and build a stronger sense of belonging,
such as the number of social contacts a person
has, and their ability to make ends meet. In the
first and second round of the Be Well survey
results, social isolation emerged as a critical
factor that can influence mental and physical
health.
The standardized use of wellbeing measures,
including those measuring social isolation,
are key to improving health equity outcomes
because they help to identify vulnerable and
marginalized clients and populations.
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“Belonging generates a voice. It generates collective analysis. It
generates advocacy.

– Closing reflections from David Jeffery, Executive Director Chigamik CHC and Co-Chair of the
Performance Management Committee at the Belonging Summit, June 2017

By adopting measures linked directly to reducing
social isolation and increasing access to services
and programs that address determinants of
health, such as food and economic security,
AOHC members may be able to demonstrate
impacts in the form of savings to the health
system. What’s more, evidence of reduced
utilization of expensive acute care services and
improved population health can help to shift
the policies that currently define health system
performance predominantly through a medical
lens.
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APPENDIX A: CIW COMPARABLE QUESTIONS
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APPENDIX B: LINK TO BE WELL SURVEY FILES

All Be Well Survey files are available on the AOHC portal:

http://aohc.site-ym.com/members/group_content_view.asp?group=141556&id=680289

Please contact communications@aohc.org if you need support accessing the portal.
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APPENDIX C: BE WELL SURVEY QUESTIONS BY
CIW DOMAIN
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APPENDIX D: BE WELL SURVEY DETAILED
DEMOGRAPHIC PROFILE
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Association of Ontario Health Centres
970 Lawrence Ave. West Suite 500, Toronto, ON M6A 3B6
416.236.2539
learning@aohc.org
Twitter: @AOHC_ACSO
Facebook: www.facebook.com/AOHC.ACSO
www.aohc.org
For more information about the CIW project, visit: www.communityhealthandwellbeing.org
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