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Many factors influence health & wellbeing
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COVID-19 – What We Know So Far About… Social
Determinants of Health

Family doctors needed better access to alternatives to
drug treatment. - Helen Stokes-Lampard, chair of the
Royal College of GPs

A framework for equity:
Model of Health and Wellbeing
• Comprehensiveness/integrity
• SDOH, health promotion and prevention
• Safety for people facing oppression and
barriers to equity
• Trust and role of community
• Recognize and value good work done in
many places
.
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Putting the
Model of Health
and Wellbeing
into practice

Social prescribing:
Connecting
social care (‘social’)
& medical care
(‘prescribing’)

A pathway to integrate health and social care

“It was really hard because I wish I would have had a connection in the beginning
with somebody, just anybody to talk to me.”

Indoor Walking Group in partnership with
the National Gallery of Canada in Ottawa

“We are convinced that the effort to combat loneliness among the members of our
community made us… CHAMPIONS! We want to help people as much as we
want to help ourselves not to sink into the throes of loneliness.”

Soup and Crochet with
Grandma Penny

Friendly Visitor Program in
Collingwood

Steps to strengthen and normalize health-social
integration in your practice
• Step 1: Initiate planning and resourcing
• Step 2: Develop the social prescribing pathway
• Step 3: Staff consultation and engagement
• Step 4: Engage community partners in social prescriptions
• Step 5: Engage client volunteers in co-creation
• Step 6: Data collection and evaluation
• Step 7: Communicate and share learning
Read more: Social Prescribing Guidebook for Team-based Primary Care
Providers in Ontario

Supporting SDOH during COVID-19
• Online groups and programs experiences and insights (April 24)
- Recording | Slides
• Supporting Community and
Connection for LGBTQ+, 2S, and
other Marginalized Groups (June
12) - Recording | Slides
• Creating Safe & Accessible Online
Spaces for Marginalized Older
Adults (July 29) - Recording | Slides

Data tracking and Findings
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Key components: Data & evaluation
What we tracked:
1. Client identification
(including socio-demographic)
2. Reason for referral + type of
referral
3. Referral uptake
4. Health outcomes
5. Client and provider experiences

“The excitement of saying, we can
actually translate this into health
outcomes, into data! We already do
this, but do we do it the best way
possible? I don’t know, because we’re
losing out on the linking and follow-up.”
“When you don’t have a process in
place there’s nothing to look back on or
to reflect on how you’re doing.”

Positive impact on wellbeing of clients
“Before… I wasn’t very
good at accepting myself
and looking after myself,
and what I was taught here
helped me realize that I
could do something to look
after myself, to improve my
health, that there was
something I could do.”

See Rx Community Final Report for more details: allianceon.org/Social-Prescribing

Positive experience for healthcare providers

“The pilot has helped me provide better care for my clients. It gives us a better
understanding of how important social connections are in somebody’s health,
and it’s not just their physical health. It also helps us explain to our clients, and
really looking at the client as a whole and exploring their interests. I find that’s
the beauty of this approach.”

Other equity measurements
• Sociodemographic and race based data
highlight inequities but also enable tailored
programming
• Was social prescribing accessible to all groups
of people
• Were there some programs that certain
population groups would have benefitted from?
• Were outcomes experienced equally across
groups?
• Sociodemographic and race based data
collected for all clients and data stratified in
analysis

Built Social Prescribing into the EMR
• Templated developed
& shared with all PSS
sites
• Standardized
questions including
3-item loneliness
scale

Next Steps: Learning Health System approach for
improved connections
• Alliance members taking a learning health
system approach for improvement and ongoing service delivery
• Dashboard under development using
sociodemographic data and
diagnostic/issues addressed to identify
need  social prescribing and other
tailored service delivery suggested
intervention
• Co-design measures that matter for clients

EMR Data for Health System Use
Beyond the physician visit

Common Data Elements
• Evaluation framework included specific data elements
that would demonstrate the CHC MHWB
• Client data - sociodemographic & race-based data
• Individual encounters – all providers record
detailed, coded data reflecting type of encounter &
magnitude of issues addressed
• Personal development groups – all group level
activities, priority populations, issues addressed
• Community initiatives – summary data on activities
related to community development activities
• Common set of process and outcome indicators

Ownership and use of CHC data
• CHCs own, use and share data (peer
groups, transparency, clinical
improvement, etc)
• Critical for on-going evidence informed
decision making
• Clinical decisions
• Program planning
• Quality improvement
• Accountability
• On-going data quality

Alliance Research Program

Administrative Data: CHC data holdings
• CHC data not included in usual
administrative data at CIHI, Institute
for Clinical Evaluative Sciences (ICES)
or Ministry Health Data Branch (HDB)
• Worked in collaboration ICES to
develop a longitudinal dataset (2010
onwards) for NPs and MDs available
(now includes all team-based data)
• Partnership with CIHI in 2018 on EMR
data project and subsequent data
sharing agreement

Learning Health System: Closing the Loop
• Transition Alliance members to become a
Learning Health System
• Establishing a Practice Based Learning
Network
• Tailored reports and improvement at the
client, organizational and system
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Alliance-CIHI partnership| EMR data project
PARTNER
Initial data sharing
agreement signed between
the Alliance and CIHI for test
EMR data in March 2018.

SHARE

ASSESS

ANALYZE:
Topic 2

CIHI, with input from the
Alliance, assessed EMR data
for quality, usability and
linkage potential.

A second proof-of-concept
analysis was conducted on
clients with mental health
and addictions concerns.

In July 2018, the Alliance
shared 3 years of data from
BIRT with CIHI.

ANALYZE:
Topic 1
CIHI, with input from the
Alliance, conducted a first
proof-of-concept analysis on
COPD using Alliance EMR
data linked to CIHI data.
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Enter once…use often
Point of Care

BIRT Reporting Tool

CIHI Linked Data
Health
System Use
Type Analysis

Patient Registries
Recall Lists
Ability to see PHI

Dashboards
CHC Benchmarking
Internal care journey
Ability to see PHI
Accountability & Performance
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Client Characteristics
Care Continuum
Benchmarking data
Identify gaps in care (specialists,
internal team members, 7-day
primary care visit after d/c)

What is the portrait of Alliance COPD clients?
COPD prevalence rate: 8.7%
(n=13,023)

15.4% are non-

37.7% have high

English speakers

school education as
highest level of
attainment

Demographics:
Average age of 64.3 years
50.4% male

22.5% have an annual

26.4% live alone
Source: Alliance for Healthier Communities EMR data, 2015-16 to 2017-18 (73 CHCs)

household
income <$15, 000
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The COPD Patient Journey Over 3 years
16.2% of ED visits led to
hospital admission.

Primary
care

Emergency
Department
3/4 of COPD clients had at least one
ED visit.
Average of 5 ED visits (average of 5.7
hours).
Most ED visits resulted in the client
being discharged home.

Inpatient
stays
• 1/3 of all COPD clients had at least
one hospitalization.
• Average of 2 acute care stays
(average stay 6 days).
• 4 out of 5 patients were discharged
home.
1/2 of COPD clients
discharged had a primary
care follow-up within 7 days.
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Source: Alliance for Healthier Communities EMR data, DAD, NACRS, 2015-16 to 2017-2018 (73 CHCs)

MHA Proof of Concept Analysis

What is the portrait of Alliance MHA clients?
MHA prevalence rate: 24.5%
(45,019/183,849 enrolled clients)

35% have high

15% are non-

school education

English speaker

Demographics:
20% live alone

Median age: 48 years
58% female

24% with annual household
income <$15, 000
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Source: Alliance for Healthier Communities EMR data, 2015-16 to 2017-18 (73 CHCs)

How are MHA clients managed at CHCs?
84% of MHA clients made five or more visits
in the follow-up year.
• 28% made 20 or more visits
The most common care providers:
• physicians (28%)
• nurse practitioners (19%)

The most commonly addressed issues:
• Prescription repeats (8%)
• Special screening examination (5%)

Only 7% of clients were referred to
psychiatrists. The most common
external referrals were identified
as unknown (9%)

Most frequent internal referrals:
• physicians (10%)
• social workers (9%)
• dietitians/nutritionists (7%).
Note: 7% were identified as ‘other’

What is the journey of MHA clients through the
continuum?
11% of ED visits led to
hospital admission

Primary care

Emergency
Department
42% of all MHA clients had at least
one ED visit
Average of 3 ED visits
Average LOS 4 hours

Inpatient stays
13% of all MHA clients had at least
one hospitalization (*excludes day
surgeries)
Average of 1.6 hospitalizations
Average LOS 9.1 days
37% of MHA clients had a
primary care follow-up within
7 days of discharge.
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Source: Alliance for Healthier Communities EMR data, DAD, NACRS, 2015-16 to 2017-2018 (73 CHCs)

Next steps
• Have established an ongoing commitment to share data with CIHI
• CIHI Analytic Steering Committee established
• CHC & CIHI representatives
• Goal will be to prioritize and inform research and analytic products

• Projects include the use of primary care EMR data and
sociodemographic data to population grouper
• Possible projects could include the exploration of clients who have
received a ‘social prescription’ or generally those clients who receive
social care
• CHCs across Canada  adoption of Ontario MHWB data standards
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