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ABSTRACT 

It has been suggested that as much as 50% of population health 

outcomes can be attributed to social determinants of health (SDOH), the 

conditions in which people live (O’Hara, 2005). Despite widespread recognition 

of the importance of SDOH, little has been done to support primary care in 

effectively responding to the social aspects of patients’ health (Bloch, Broden, & 

Rozmovits, 2011). Using a variety of design research methods, this study 

investigated why rural family physicians are not successfully addressing SDOH of 

low-income patients.  This exploration revealed underlying cultural and systemic 

barriers that inhibit physicians from meeting the social needs of their patients.  

From this understanding, the Community Health Accelerator (CHA) concept was 

developed. The CHA is a system innovation that bridges primary care and the 

community to create significant population health improvements and long-term 

reductions in health care expenditures.  
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1. INTRODUCTION 

Social determinants of health (SDOH) have seen increasing international 

attention in the last decade in large part due to their responsibility for health 

inequities and their influence on overall population health.   In recognition of the 

importance of SDOH, the World Health Organization has been active in 

catalyzing action and political will to address the SDOH.  Their efforts have 

included establishing and carrying out the Commission on Social Determinants of 

Health (CSDH), hosting a world conference on the issue in Rio de Janeiro, and the 

development of the Rio Political Declaration on SDOH adopted in 2012 by WHO 

Member States, including Canada (WHO, 2013).  

Despite endorsing the Rio declaration, widespread conversation on SDOH, and a 

plethora of reports reinforcing the significance, there remain major gaps in 

Canada and Ontario’s response to taking action around SDOH (Raphael, 2003). 

One of these gaps is the definition of the appropriate response for the health 

care sector and more specifically, how primary care should address patients’ 

SDOH (Bloch et al., 2011). This gap is particularly important because primary care 

aims to take a broad view of health, values health equity and is at the 

intersection between health care and community (Krech & Sivasankara Kurup, 

2010).  

In 2011, the Robert Wood Johnson Foundation published a report called “Health 

Care’s Blind Side: The Overlooked Connection between Social Needs and Good 

Health”. The report summarizes findings of a survey of American physicians, 

revealing that physicians believe that patients’ social needs are as important to 

address as their medical needs. It also highlights that physicians are not 

confident in their own capacity to address their patients’ social needs. 
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Additionally, it discloses that physicians believe that unmet social needs are 

leading directly to worse health for everyone, not only those with low-income.  

This report boldly calls out the existing need and gap in supporting social aspects 

of health and creates a powerful foundation for this work. 

In light of this important gap, this study was initiated to uncover why rural family 

physicians in particular are not able to successfully address the social 

determinants of health of their low-income patients, a population particularly 

effected by inaction in this area. This study builds on the basic framework laid 

out by Mikkonen and Raphael (2010) on SDOH in Canada and foundational work 

done by Bloch et al. (2011) on barriers to primary care responsiveness to 

poverty. The key research questions for this exportation are: 

1. Why are the social determinants of health of low income patients currently 

going unaddressed by rural family physicians? 

2. What can be done to better address the social determinants of health of 

patients? 

 
This paper begins with a brief description of context, followed by an overview of 

the methodology employed, a basic analysis of trends and drivers influencing the 

future of rural family medicine, and an ethnographic exploration of the 

challenges and underlying issues associated with addressing SDOH. An analysis 

of the opportunity for intervention will be discussed with the subsequent 

development of a design intervention to address the opportunity identified. 

  

http://www.helsinki.fi/~jmikkone/index_en.html
http://www.yorku.ca/health/people/index.php?dept=&mid=162284
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1.1. CONTEXT 

In Canada, there are significant health inequities related the social determinants 

of health (The Standing Senate Committee on Social Affairs, Science and 

Technology, 2009). Figure 1 illustrates the socio-economic gradient that exists 

within our country using the example of reported rates of diabetes by income 

group. As shown in this graph, Canadians with lower incomes have a higher 

prevalence of diabetes.   

 

Figure 1: Socio-Economic Gradient in Reported Rates of Diabetes 

 

 

 

 

 

 

 

 

 

 

 

 

Source: Statistics Canada, Canadian Community Health Survey, 2005 

 

Because of this socio-economic gradient, it is particularly influential to focus on 

improving the social determinants of health for lower socio-economic groups.  
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Rural low-income patients were chosen as a focus for this study as they are 

among Canada’s most disadvantaged, and most costly, patients (Ministry of 

Health and Long Term Care, n.d.; Ontario Rural Council, 2007). They suffer from 

more hypertension, obesity, diabetes, mental distress, and experience more 

hospitalization than their urban counterparts (Canadian Institute for Health 

Information, 2006).   The hope was that by understanding the complex situation 

of rural, low-income patients, an ‘extreme user group’, as they relate to primary 

care, clarity and understanding of some of the broader issues within this space 

could be gained. 

Health inequities are not only a concern for rural low-income patients or others 

in lower socio-economic groups.  The health of disadvantaged groups has 

significant impacts on the health of the general population, and as noted by the 

Health Council of Canada, “the most appropriate and effective way to improve 

overall population health status is by improving the health conditions and health 

services of those in lower socio-economic groups” (Health Disparities Task 

Group, 2004). 

Understanding the significance of the health of lower socio-economic groups, 

how can we work to improve it? Research has shown that the basic living 

conditions, or social determinants of health, are the most influential contributors 

to health (Marmot, 2012). This research reinforces the need to focus on social 

aspects of health for population health improvements. The Canadian Institute 

for Advanced Research reports that 50% of the health outcomes of a population 

are attributable to the social determinants of health (or social and economic 

environment) reinforcing this as an important area of focus for improving health 
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outcomes. Figure 2 below shows the proportion of the health of a population 

that is attributable to a number of key influences.  

Figure 2: Health of a Population Attributed to Key Influences 

 

Adapted from Canadian Institute for Advanced Research (2002) as cited in 

O’Hara (2005). 
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With growing research galvanizing action around social determinants of health, 

responses are developing in the areas of policy and public health, as well as in a 

variety of health care professions such as nursing and social work (Public Health 

Agency of Canada, 2013). However, there has been little work done on how 

physicians should respond to this expansive understanding of health, leaving 

individual physicians uncertain and ill-equipped (Bloch et al., 2011; Robert Wood 

Johnson Foundation, 2011). 

Family physicians act as a critical gateway for patients into the health care 

system. They are the first point of contact for health concerns for many rural 

Canadians and are powerful influencers within the health care system overall 

(Canadian Institute for Health Information, 2004).  Individuals living in poverty 

are among the highest users of the health care system and represent some of 

the most complex patients for these providers.  Enabling rural family physicians 

to appropriately address the SDOH of low-income patients would create critical 

improvements in the health of their patient population and substantial long-

term economic benefits within the system.   

Furthermore, we are at the cusp of a major crossroads in health care in Canada, 

as our current model of health care delivery has been proven financially 

unsustainable (Di Matteo, 2011). As Canada’s health care expenditures continue 

to rise, reaching $207 billion in Canada in 2012, (Canadian Institute for Health 

Research, 2012), concerns about future spending are at the forefront for 

politicians, providers, and increasingly the general public.  Improving the health 

of disadvantaged populations, such as rural low-income patients, and the 

general health of the population, represents a potential source of major long-
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term cost savings for our health care system (Mackenbach, Willem & Kunst, 

2007). 

A report by the Standing Senate Committee on Social Affairs, Science and 

Technology (Brown, Nepal, & Thurecht, 2009) reinforces the overall importance 

of action around SDOH: 

“The benefits extend beyond improved health status and reduced health 
disparities to foster economic growth, productivity and prosperity . . . A 
lack of action will be very costly in terms of direct health care costs, social 
costs related to welfare and crime, lost productivity and reduced quality of 
life.” 

Going one step further, the National Centre for Social and Economic Modeling in 

Australia (2012) calculated the costs associated with inaction on SDOH for 

Australia. They estimated that if the World Health Organization’s 

recommendations around SDOH were adopted within Australia, the following 

would be true: 

• 500,000 Australians could avoid suffering a chronic illness; 

• 170,000 extra Australians could enter the workforce, generating $8 

billion in extra earnings; 

• Annual savings of $4 billion in welfare support payments could be made; 

• 60,000 fewer people would need to be admitted to hospital annually, 

resulting in savings of $2.3 billion in hospital expenditure; 

• 5.5 million fewer Medicare services would be needed each year, resulting 

in annual savings of $273 million; 
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• 5.3 million fewer Pharmaceutical Benefit Scheme scripts would be filled 

each year, resulting in annual savings of $184.5 million each year.  

 

These results remind us of the incredible scale of this problem and grand 

opportunity for change common between Australia and Canada, both in terms of 

economic gains and health improvements.   

With growing recognition of the importance of SDOH and acknowledgement of 

the cost of inaction, there is a need to support an appropriate response by family 

physicians and primary care providers.  Within this broader need, improving the 

health of rural low-income patients by addressing SDOH represents an important 

opportunity for innovation with significant potential for overall population 

health improvements, long-term savings in health care expenditures, and greater 

health equity. 

1.2. TERMINOLOGY 

The following section outlines the terms that will be used in communicating the 

results of the research and design along with their assumed definitions. 

Social Determinants of 
Health (SDOH) 

Social determinants of health, as defined by the 

World Health Organization, are the conditions in 

which people are born, grow, live, work and age 

(World Health Organization, 2013). 

 

Rural While there is no commonly held definition of rural, 

the definition employed within this study is the 

population living in municipalities outside the 
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commuting zone of urban centres with population of 

10,000 residents or more (Statistics Canada, 2002). 

 

Intervention In the context of this project, an intervention can be 

defined as an intentional change to one or more 

aspects of service delivery, such as a new health 

practitioner role or a tool for providers. 

 

Prototype In the context of this work, a prototype is considered 

a tangible model of the intervention such as a 

simulated role-playing experience, a sketch, a 

scenario, or a roughly built physical object. 

 

1.3. LIMITATIONS 

While every attempt was made to ensure the research and design process was 

comprehensive and robust, there were several factors that limit the results of 

this work.   

First: the scope, time, and budget for this project were constrained by the 

timeline and resources available for the completion of this Major Research 

Project at OCAD University.  As such, this project was subject to the 

requirements and pressures of graduate research.  One implication of this 

constraint was on patient research; while the patient perspective is highly valued 

in this work, only four patients could be interviewed due to approval delays and 

the timelines of this project.   
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Another significant limitation was the fact this study was completed by a sole 

researcher, despite acknowledgement that analysis and synthesis would have 

been strengthened if more researchers were collaborating in this process. 

Furthermore, the scope of this project necessarily excluded important aspects to 

the proposed design including the development of a full business case, business 

plan, and detailed implementation guide to support its adoption.  In addition, 

full scale experimentation and implementation of this design was not possible 

prior to publication due to project requirements and restrictions.  

Strategic conversations with potential partners and funders were not able to be 

completed within the confines of this project, but would have advanced 

understanding of the requirements for the uptake of this design and move it 

closer to being piloted within the Canadian system.  These efforts are outlined as 

being important next steps for moving forward. 

These gaps suggest opportunities for further research and experimentation to 

confirm findings, and to move the design closer to implementation. 

2. PROJECT PROCESS 

The following section provides the rationale for the approach utilized within this 

study and describes the overall process and methods used to carry out this work.  

2.1. WHY HEALTH CARE DESIGN? 

The status quo of the Canadian health care system is unacceptable.  There are 

issues with fragmentation, high costs, a focus on illness, health inequities, and 

some major gaps around meeting people`s needs.  The health care system will 

require radical transformation to survive the converging pressures, remain 
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relevant in the future, and support a healthy population.   However, the industry 

is slow to adapt and shift as needed, in large part due to the inertia of the 

existing system.  

Design is a hopeful means to create positive change within the complex system 

of health care.  Design-thinking is a creative problem-solving approach to 

meeting a population`s needs using what is feasible and viable within an 

organization or system (Brown, 2008). The design process can offer thoughtful 

interventions for service and system improvements that are driven by 

understanding the needs of a population and the system with which they 

interact (Mayo Foundation for Medical Education and Research, 2013).  It uses 

empathy, creativity, systems-thinking and deep curiosity to move toward a 

better future.    

Design research is distinct from scientific, academic, and market research.  

Design research investigates people’s needs and potential solutions through a 

process that includes stakeholder participation, employs action learning, utilizes 

field immersions to understand contextual factors, and embraces an iterative 

process of divergence and convergence until a desired solution is reached (Lee, 

2012). This design research approach provides much-needed perspective, and 

develops options that are rooted in people’s needs, and are in-tune with the 

constraints and opportunities within the current system. 

Design methods are emerging within the field of health care as a new way to 

approach problem solving.  Leading the way in this movement are groups like 

Mayo Clinic Centre for Innovation, Gesundheit Institute, and Health Design Lab 

in Toronto. Groups like these are using human-centered design research 

methods and experimentation to develop new innovations within hospitals, 
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clinics, and communities, which address important unmet needs, improve the 

patient experience and change the delivery of care.  As the threats to, and 

pressures on, our Canadian health care system continue to rise, research and 

development that embraces creative thinking is necessary to transform the 

system. 

Previous research done on primary care’s approach to poverty has highlighted 

some of the issues and barriers, but also made it clear that research in this area 

should shift toward the design of interventions (Bloch et al., 2011). It was with 

an understanding of the power of design in health care, and the context of this 

opportunity in mind, that the methodology of this study was defined.
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2.2. OVERALL PROJECT METHODOLOGY 

The overall methodology was inspired by Min Basadur`s model for solving complex problems through innovative 

thinking, (Basadur Applied Creativity, 2013) and the approach of the Mayo Clinic`s Center for Innovation (Mayo 

Foundation for Medical Education and Research, 2013).  This project progressed through five key phases, illustrated in 

Figure 3 below. 

Figure 3: Key Phases of Project Methodology 
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While these phases where not entirely sequential, the activities within each 

were completed through the process of the project.    The following section 

outlines the detailed methods utilized within each phase. Ethics approval for this 

study was granted by the OCAD University Research Ethics Board (REB # 2012-

16). 

2.3. GENERAL FLOW OF THE WORK 

The illustration below shows the general pattern of divergence and convergence 

that emerged through the use of the methodology, first around the problem and 

then around the design opportunity.  

Figure 4: Emergent Process of Divergence and Convergence 

 

This project moved through four general processes:  first, broad research to 

develop an understanding of the divergent issues related to SDOH; second, 
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distillation and definition of a key problem; third, generation of ideas and 

identification of key opportunities for intervention; and fourth, intervention 

development and prototyping, leading to the final proposed design intervention. 

METHODS OVERVIEW 

While there is evidence confirming the importance of social determinants of 

health and the significant health issues associated with poverty, little research 

has been done to date that illustrates how physicians should respond to this 

within their practice. Thus, the problem at hand is not a lack of scientific 

evidence supporting the importance of SDOH, but rather an absence of clear, 

appropriate proposals for how primary care should address these issues. 

These methods were chosen because they: supported the iterative and creative 

process of framing the issue; developed an understanding the experience of 

healthcare providers and patients; and aided with developing an appropriate 

intervention within the given constraints.  By utilizing design research methods 

and design-thinking practices throughout the project approach, this study offers 

a new perspective and creative ideas on how to address the issue of getting 

rural, low-income patients the care they need.  As Einstein famously stated, “We 

cannot solve our problems with the same thinking we used when we created 

them.”  The methods outlined in Table 1 were carefully selected and combined 

within each project phase. 
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Table 1: Methods Utilized By Project Phase 

PHASE METHODS 

Problem Framing • Literature review of related issues in family medicine, social 
determinants of health, and poverty 

• Scan of signals and trends affecting the future of rural family medicine  

Investigation • Semi-structured interviews with experts, health care providers and 
patients  

• Observation of rural family practice  

Synthesis • Concept mapping and insight visualization 
• Identification and analysis of opportunities 
• Development of design framework 
• Concept development of potential intervention concept(s) 

Prototyping • Creation of design prototypes 
• Facilitation of co-creation dialogue with participants 
• Ongoing conversations and feedback 
• Refinement of potential intervention concept 

Presentation • Preparation of design description 
• Identification of strategies to move forward on implementation 
• Sharing of results through paper and presentation 

 

The table above does not outline the exact order of the implementation of these 

methods, as many of these activities overlapped with each other and some 

activities were revisited at various stages.  

2.4. RATIONALE AND EXPLANATION OF METHODS 

Each of these methods was carefully chosen and crafted to reach a strong, 

thoughtful concept for intervention.  Below each method is explained and 

described. 
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Literature Review 

To begin the study a basic literature review was conducted, reviewing relevant 

existing knowledge, key findings and theoretical constructs on the topics of 

social determinants of health and primary care.  In this process, books, academic 

articles, white papers and other secondary sources were reviewed and 

synthesized to understand and frame the context for this work (Curedale, 2012).  

Gaps in the existing body of research were also identified.   

Horizon Scan and Trend Analysis 

In addition to the initial literature review, a rapid horizon scan was conducted 

using various forms of media, newspapers, and other written reports and 

proceedings, to extend the search beyond the margins of what is “known” 

(Amanatidou, Butter, Carabias, Könnölä, Leis, Saritas, Schaper-Rinkel, & van Rij, 

2012) and identify the indications of change in this sector. The horizon scan was 

based on the question “What will the future of rural family medicine look like?”, 

providing a future orientation to the research and ensuring the design 

intervention was developed with the future in mind.  Based on the patterns of 

change identified through the horizon scan, trend cards describing patterns of 

change were developed.  From an analysis of these trends, underlying drivers of 

future change were also identified. Further explanation of this foresight process 

can be found in section 3.1. 

Interviews 

Primary research conducted involved semi-structured interviews and 

observations.  Semi-structured interviews were conducted with two SDOH 

experts, nine health care service providers, and four patients.  The semi-

http://spp.oxfordjournals.org/search?author1=Effie+Amanatidou&sortspec=date&submit=Submit
http://spp.oxfordjournals.org/search?author1=Maurits+Butter&sortspec=date&submit=Submit
http://spp.oxfordjournals.org/search?author1=Vicente+Carabias&sortspec=date&submit=Submit
http://spp.oxfordjournals.org/search?author1=Totti+K%C3%B6nn%C3%B6l%C3%A4&sortspec=date&submit=Submit
http://spp.oxfordjournals.org/search?author1=Miriam+Leis&sortspec=date&submit=Submit
http://spp.oxfordjournals.org/search?author1=Ozcan+Saritas&sortspec=date&submit=Submit
http://spp.oxfordjournals.org/search?author1=Petra+Schaper-Rinkel&sortspec=date&submit=Submit
http://spp.oxfordjournals.org/search?author1=Victor+van+Rij&sortspec=date&submit=Submit
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structured interview format, outlined by Barriball and While (1994), was 

employed in order to investigate a variety of themes and better understand the 

context and the experience of these players while allowing for flexibility to 

inquire about new areas brought forward by interviewees. These interviews 

were conducted over the course of four months and generally lasted one hour 

each. The goal of interviewing individuals within these three different groups 

was to better understand the perspective of a variety of stakeholders, to inform 

the problem framing and identify opportunities.  The interview questions and 

starting script for these interviews can be found in the Appendix A. More details 

about the research participants and the recruitment process will follow in the 

research participants section. 

Observations 

To supplement interviews and better understand the experience of patients and 

primary care providers, direct, overt observations of rural family practice were 

conducted.  This method of observation means that the researcher generally 

recorded the activities witnessed while they were happening, and the subjects 

were aware that they were being observed (Curedale, 2013).   Observations 

were conducted by shadowing two rural family physicians, one in southwestern 

Ontario and another in Minnesota each for one day. 

Concept Mapping and Cluster Analysis 

Findings from primary research were synthesized through concept mapping, 

cluster analysis and insight visualization allowing for themes and patterns to 

emerge organically from the data.  Concept mapping and cluster analysis involve 

similar insights from interviews and observations based on the discretion of the 
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researcher and combining them for further development (Curedale, 2013), while 

also linking clusters and calling out their relationship (Plotnick, 1997).  Within 

each theme, quotes were chosen based on their ability to represent and 

communicate the essential elements and the complexities within each theme. 

Opportunity Analysis 

To identify and analyze the opportunities for intervention, first a review of 

primary and secondary research was conducted to identity activities that are 

making positive change in areas related to primary care and SDOH.  This was 

inspired by an appreciative inquiry approach, which is the process of recognizing 

the best of people and situations (Cooperrider, 1995).   To further analyze the 

opportunity, this review included identification of what was limiting the success 

of these initiatives.  Additionally, to better understand and analyze the 

relationships between stakeholders and their interests, a simple stakeholder 

map (Stickdorn, & Schneider, 2012) and a broader stakeholder matrix (Bryson, 

2003) were produced and utilized.  The point of intervention and the strategic 

area of opportunity were identified through this process of analysis and through 

reflection on secondary research materials. 

Design Framework 

To guide the development of the design intervention, a design framework was 

created identifying the purpose, values, principles and constraints. This 

framework outlined the direction for development and acknowledged the 

necessary boundaries to help drive and guide creativity. From this framework, 

concept development of potential interventions started to take place.  Ideas 

from throughout the process (including from research participants, 



 From Blind Side to Upside - Josina Vink 20 
 

collaborators, and additional brainstorming done by the researcher) were 

aggregated into themes within an idea menu (Brown, Gray, & Macanufo, 2011). 

From this catalogue, ideas were clustered into concepts and selected based on 

their fit with the design framework.  This concept of clustering, rather than 

dichotomous selection was inspired by the Integrative Thinking framework 

developed by Roger Martin (2009), which encourages the integration of salient 

concepts and holding onto complexity as oppose to making pre-mature trade-

offs. 

Co-creation Dialogue 

The integrated concept was then shared and discussed in a co-creation dialogue 

with a variety of stakeholders including service providers, health care designers 

and wellness coaches.   The goal of the co-creation dialogue was to ensure the 

intervention was reflective of stakeholder interests and gather suggestions on 

opportunities for further development.  Feedback from this dialogue and other 

ongoing conversations fueled the refinement of this concept and it integration 

with other related concepts brought forward by participating stakeholders.   

Visualization and Storytelling 

The refined design concept was then developed and made tangible using a 

variety of design methods including visualization, concept mapping and user 

scenarios to describe the details of the design (Curedale, 2012).  Integrated with 

these methods of visualizations were stories about the design to help 

communicate the intended experience of the users.  These visuals and stories 

acted as rough prototypes to help bring the concept to life.   
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Business Case, Business Model and Implementation Plan 

To support the proposed design, a basic business case for investment in this 

initiative was described and an exploration of potential business models was 

undertaken using the business model canvas (Osterwalder & Pigneur, 2010).  

These components articulate the viability and feasibility of the design proposal in 

the short and long-term.  Further, an implementation plan and timeline were 

developed, calling out the strategies to support execution of the concept. 

Through these methods, a solid understanding of the problem and opportunity 

developed, leading to the creation of a powerful design concept. 

2.5. RESEARCH PARTICIPANTS 

With basic understanding of the stakeholders involved in this issue, a variety of 

research participants were recruited and engaged in this work.  Stakeholder 

groups identified included: physicians, nurses, social workers, clinic 

administration, medical schools, medical students, community leaders, social 

service providers, government, public health agencies, the SDOH movement, and 

patients.  Over twenty people participated in this research, most of whom are 

based in Ontario and Minnesota.  Table 2 provides an overview of the research 

participants and the activities they were engaged in. 
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Table 2: Summary of Research Participation 

Participant 
Type Role Location 

Participation in Activities 

Interview Observation Co-creation 
Dialogue 

Frontline 
Service 
Provider 

Family Physician Rural Ontario X X  
Family Physician Rural British 

Columbia 
X   

Family Physician Rural Minnesota X X X 
Nurse Practitioner Rural Ontario X   
Social Worker Rural Ontario X   
Public Health Nurse Rural Ontario X   
Occupational Therapist Rural Ontario X   
Community Worker Rural Minnesota X  X 
Medical Student British Columbia X   
Wellness Coach Minnesota   X 

Experts 
and Other 
Key 
Informants 

SDOH and Poverty Expert & 
Family Physician 

Toronto X   

Health Care Service Designer Minnesota X  X 
Health Care Service Designer Minnesota   X 
Health Care Service Designer Minnesota   X 
Health Care Service Designer Minnesota   X 
Health Care Service Designer Minnesota   X 
Health Care Service Designer Minnesota   X 
Pre-Medical Student Minnesota   X 
Pre-Medical Student Minnesota   X 

Patient N/A Ontario X   
N/A Ontario X   
N/A Minnesota X   
N/A Minnesota X   

Total 15 2 11 
 

In total, fifteen key informants were interviewed within the research process. 

These individuals were chosen because of their understanding of the issue 

and/or firsthand experience either as a patient or health care provider in rural 

family medicine.  Observations were conducted with two of the rural physicians 

(one in Ontario, one in Minnesota) in their clinic over the course of one day.   
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In addition, eleven individuals participated in the co-creation workshop, 

providing important contributions and feedback on the design concept.  As 

shown in Table 2, there were three individuals that both participated in an 

interview and in the co-creation workshop.  

Furthermore, a number of other individuals contributed informally to moving the 

ideas forward through collaborative discussions in the process of concept 

developed. 

Experts and health care providers were recruited through referrals from contacts 

of the researcher.  The goal was to interview individuals in a variety of roles and 

with diverse perspectives.  Once potential participants were identified, an 

introductory email was sent along with an invitation and consent form.  

Participants of the co-creation dialogue were interviewees and contacts of the 

researcher recruited through email.  In the case of patient interviews, health 

care providers referred patients to the researcher after consent was given by the 

patient to do so.  Patient interviews took place both within and outside of the 

clinical setting. 

3. FRAMING AND DEFINING THE PROBLEM 

The section below discusses the research findings that frame the problem being 

investigated.  This discussion includes a brief exploration of the future of rural 

family medicine to provide orientation for the design, as well as an examination 

of the layers of the SDOH issue from ethnographic and secondary research. 
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3.1. FUTURE THINKING 

Ask any rural family physician about the changes in their work and they will tell 

you that the landscape and practice of rural family medicine is evolving at a rapid 

rate. Using a future-oriented lens in the design of a proposed intervention is 

critical as the change being sought will play out not in the present, but in a 

future that is bound to be very different.  Understanding the possible changes 

helps to ensure that this intervention is not caught off guard by new 

developments or completely misaligned with tomorrow’s environment (Gordon, 

2009).  Good fit between the initiative and the environment that it plays out in - 

essentially having the right design at the right time – will ensure it appropriately 

and successfully addresses human needs in the future.  

To achieve this future fit, we first must understand the changing landscape 

(Gordon, 2009). To do this, a brief process of horizon scanning was carried out.  

This involved collecting strong and weak signals of change from a variety of 

academic and popular sources.  The work was built on existing analyses of the 

future of the family medicine industry including: 

• Family Medicine in 2018 (Boulé, R., Boyd, J. Brown, J., Cervin, K., 

Dawes, M., Freeman, T., . . . Woollard, R., 2010), a report from the 

Chairs of Canadian family medicine university programs. 

• Ontario Rural Council report on Rethinking Rural Health Care (2009).  

• Primary Importance: New Physicians and the Future of Family 

Medicine, a position paper written by the Professional Association of 

Internes and Residents of Ontario (2012)  
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• Primary Care 2015, prepared by the Institute for Alternative Futures 

(2012).  

From the horizon scan, trends affecting the future of medicine were identified 

and the drivers, or forces that underpin these changes, were uncovered.  These 

methods make up a simple foresight analysis that explores the future to help 

inform the design of a proposed intervention. 

TRENDS AFFECTING THE FUTURE OF RURAL FAMILY MEDICINE 

Trends unearthed through the horizon scan were compiled into a 23 card trend 

deck.  The purpose of the trend deck was to ignite future oriented conversations 

in interviews and provide inspiration in the design process.  The trends identified 

were changes that could have significant implications on the future of rural 

family medicine and the patient-provider interaction. These trends were 

organized using a STEEP-V Framework (Fowles & Fowles, 1978), a framework 

that categories environmental future research which contains the classifications 

of: social, technological, economic, ecological, political and values.   

The process of trend identification confirmed a number of dramatic shifts within 

rural family medicine. The trend analysis revealed significant demographic 

changes in rural communities, rapid growth in medical technologies, tightening 

economic situations in health care and communities, threats to important 

resources, growing articulation of rural values, as well as support for 

empowering patients and shifting power. A quick synopsis of each trend 

identified is captured below: 
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Social 

o Weary Workers (increasing burnout in rural health care professionals) 

o A New Name for Everything (explosion of new diagnoses) 

o Youthless Towns (youth-out migration in rural areas) 

o The Rise of Aboriginals (growing population of aboriginal people) 

Technological 

o Doc in a Box (growth in algorithm based technologies) 

o There is an App for That (proliferation of medical applications) 

o Pill Pushing (growing influence of pharmaceutical companies and 

treatments) 

o Virtual Connection (rise of digital social networks and communication) 

Economic 

o Pay for Performance (outcome based reimbursement structures) 

o Snip. Snip. (pay cut/freeze to doctors wages) 

o The Growing Gap (increasing income inequity) 

o Cheaper. Faster. Better. (shifting medical care to lower cost professionals) 
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Environmental 

o GoLocal (growing movement around local food) 

o Water War (fresh water is under siege) 

o Smart Streets (growing interest in healthy, sustainable land use planning) 

Political 

o Integrate or die (politicians are pressuring organizations within health to 

integrate) 

o Cut Off (the rationing of care) 

o The Doctor is OUT (rural doctor shortage) 

o Pulling Out the Rug from Under Us (cuts to welfare, social services, etc) 

Values 

o Prove It (emphasis on evidence –based processes and treatments) 

o iPatient (increasingly empowered patients) 

o Do Gooders (more social entrepreneurship to solve problems) 

o Mirror, Mirror (more feedback loops for providers) 

For the full description of each trend, their sources, extrapolations, and 

implications see the trend deck in the Appendix B. 
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CRITICAL DRIVERS 

Through the exploration of the trends identified and a cluster mapping 

(Curedale, 2013) of these trends, six important drivers influencing the future of 

rural family medicine surfaced (illustrated in Figure 5):  Technological Adoption 

in Medicine, New Entrants in Health Care, Financial Constraint of the System, 

Culture of Medicine, Urbanization, and Community Sustainability. 

Figure 5: Drivers Influencing the Future of Rural Family Medicine 
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All of these drivers contain a range of possible impacts depending on how the 

tensions are resolved over time.  Some trends suggest changes happening in 

opposing directions highlighting the uncertainty of the identified drivers. For 

example, “Youthless Towns” reflects an outmigration of people into cities, where 

as “The Rise of Aboriginals” contributes to a growing rural population; both 

reflect tensions around the extent of urbanization that will continue to take 

place in the coming years. 

Next, these drivers were analyzed to determine which are the most important, 

and which are the most uncertain.  The level of importance was rated by 

answering the question, “how influential is this driver on the future of rural 

family medicine?”  The level of uncertainty was determined by answering the 

question, “how likely is it that this driver will have the expected impact?”   The 

result of this analysis is shown in the Table 3 below. 

Table 3: Rating Drivers According to Importance and Uncertainty 

Drivers Level of Importance Level of Uncertainty 

Technological Adoption in 

Medicine 

High Medium 

New Entrants in Health Care Medium Medium 

Financial Constraints of the 

System 

High Medium 

Culture of Medicine High High 

Urbanization Low Low 

Community Sustainability Low Medium 

 



 From Blind Side to Upside - Josina Vink 30 
 

Research suggested that technology is perceived as having a potentially high 

influence on the industry, but actual adoption of technology by the industry, 

especially family physicians, is moderately uncertain.  New entrants in health 

care have the potential to be somewhat disruptive in the area of rural family 

medicine, but the uptake of their products and services as well as the scale of 

their impact is moderately uncertain. The financial constraints within systems 

related to rural family medicine are seen as significantly influential to the 

industry. While there is some debate about the magnitude of future financial 

constraints, this pressure is seen as moderately likely to continue and/or grow. 

The culture of medicine has changed significantly in the last twenty years, 

including the shift toward having a more prevention-oriented family practice.  

This culture will continue to evolve with major impacts on the industry, but with 

many conflicting pressures exactly how the culture will shift and to what degree 

is unknown. Research suggests that urbanization is a driver that is highly 

probable to continue in the coming decades and while this may have some 

impact on the patients that rural family medicine serves, it is not likely to 

dramatically influence the industry. Similarly, the force of community 

sustainability is not likely to have substantial impact on the practice of medicine, 

despite having health implications for the community, and there is also some 

uncertainty as to how this driver will play out over the long-term future. 

Based on the analysis of both importance and uncertainty, critical drivers to 

consider in the design process and evaluation of future fit include: Technological 

Adoption in Medicine, Financial Constraint of the System, and Culture of 

Medicine.   These critical drivers can help us explore what the future of rural 

family medicine could look like in order to analyze and strengthen the strategic 

fit of the design.  An analysis of these drivers also reinforces the uncertainty 
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within the industry and thus, the importance of influencing the future to ensure 

SDOH are addressed.  

DESIGNING WITH A FUTURE ORIENTATION 

In foresight, a future studies discipline, the impacts of critical drivers are not 

predicted, but rather explored through an understanding of a range of possible 

futures.  These drivers also contribute to an understanding of design constraints.  

For example, while financial pressures are certainly a present design constraint, 

the foresight analysis revealed that this is likely to continue to be an important 

constraint in the future - although the extent of this pressure is somewhat 

unknown.  Consideration of possible futures helps to ensure the proposed 

design intervention is aligned with the environment in which it will exist. 

Clarifying the underlying drivers and possible futures also enables designers to 

make intentional choices such as whether or not the proposed design will 

support one possible future (perhaps an ideal future) over other possibilities, or 

contribute to influencing a driver in a particular direction. For example, in this 

work, a conscious decision was made that the proposed design intervention 

would contribute to shifting the culture of medicine toward embracing the 

complexity of health and ensuring health equity, rather than reinforcing the 

current medical model and the historical hierarchy of medicine. 

Having a deep understanding of critical forces that may play out in the future 

contributes to more strategic and relevant design outcomes. Furthermore, by 

keeping questions derived from a foresight process in mind throughout the 

research and design process, surprising conversations can be sparked that 

stimulate innovation.  A future-orientated lens was used throughout this work. 
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The results of trend and driver analyses guided interviews and were a source of 

inspiration for idea generation and internal evaluation. 

3.2. PROBLEM FRAMING 

A combination of ethnographic and secondary research led to clarification of the 

issues and major themes underpinning this complex problem.  Initially, the 

problem was assumed to be that rural low-income patients were not getting the 

care they need from their family physicians because the social determinants of 

health were being left unaddressed.  This was not found to be a full explanation 

of the problem at hand, and further research revealed multiple levels of 

disconnection. 

Through research and inquiry, the relationship between family physician and 

low-income patient was explored.  This exploration hinted at deeper issues 

causing a disconnect between health care provider and patient.  Issues of class 

difference and stigma were found to be significant cultural factors in this 

disconnect.  By examining the system in which these interactions take place, it 

was determined that these cultural tensions are embedded in the current 

healthcare system.  By examining what medicine is designed to do, it was 

determined that there is a lack of alignment between the purpose of medicine, 

as conventionally understood, and the broad understanding of health that 

includes the SDOH.   The system of medicine that family doctors currently 

operate in is designed to treat illness, injury and disease, and is not structured to 

address social factors that may lead to such health issues. The layers of this 

problem are illustrated in Figure 6.  
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Figure 6: Understanding The Issue – “ The Iceberg” 
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ORIGINAL PROBLEM 

Interviews and secondary research reiterated the importance of addressing the 

social determinants of health within primary care.  

“When you have your hand on the door knob and the patient says ‘oh, 

by the way’ - that is the underlying issue you should be dealing with.” – 

Rural Family Physician, Minnesota 

“We can’t deal with a patient’s health issues without dealing with the 

social determinants of health, or we are just offering band-aids.” – 

Family Physician and SDOH Expert, Toronto 

The health care providers interviewed recognized that there is a real need to 

deal with the underlying health issues and social context of patients’ lives in 

order to help patients make important health improvements.  

Figure 7: “Band-Aid” Solutions 

 

Despite this widespread understanding of the importance of social determinants 

and other non-medical factors, these complexities were not being addressed in 
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regular medical visits. The provision of “band-aid” solutions related to larger 

SDOH issues in patients’ lives is depicted in Figure 7. 

“These [social determinants of health] are a hornets’ nest that must be 

avoided to stay on schedule.” – Rural Family Physician, Ontario 

This response of avoiding complexity and simplifying health issues seems to be 

shared by a growing number of physicians in Ontario, who are restricting their 

services to short, ‘one-issue’ visits with patients (The College of Physicians and 

Surgeons of Ontario, 2011).  While doctors are trained to manage incredibly 

complex medical problems, the system forces them into dodging social 

complexity. 

Interviewees recognized that dodging patients’ issues results in unmet patient 

needs and negative health effects.  This hints at the tough situation many 

doctors find themselves in, balancing patient needs with the constraints of an 

overburdened system. 

 “If these issues are ignored, I can’t create the right care plan and I won’t 

understand why things didn’t work when the individual comes back to 

my office.” – Rural Family Physician, Minnesota  

While interviews and observations confirmed that other health care 

professionals, such as social workers, nurses and nurse practitioners, are actively 

addressing these complexities, it seems that most physicians are not engaged in 

this work.   

This realization is supported by the work of Rebecca Onie, Co-founder of Health 

Leads, who talks about how physicians continue to practice a “don’t ask, don’t tell” 
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policy when it comes to basic health necessities (Onie, 2012). Onie’s work suggests 

that better alignment between the primary care provided and the health needs 

of the population will save endless lives and dollars (Behforouz, Farmer, & Onie, 

2012). 

EXPERIENCE 

Why are doctors unable to meet the basic health needs of their patients when it 

comes to SDOH?  

As the human experience within rural family practice was observed and 

dissected, it became clear that the interaction between rural low-income pa-

tients and physicians around SDOH was not a comfortable one. 

As part of this exploration an empathy map was used with patients and 

physicians to better understand their thoughts, feelings and senses related to 

the conversation around social determinants. Empathy maps are a tool that help 

researchers empathize with the people they are designing for by capturing what 

they think, see, do, and hear (Design Methods 1, Robert Curdale, 2012).  Figure 8 

on the next page shows some of the key highlights from this work. 
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Figure 8: Interaction between Physician and Patient with Low-Income 

 

Physicians reported a lack of confidence in having these conversations, difficulty 

relating to these patients, a desire to stick to discussions about physical aspects 

of health and the overall feeling of being stressed about time.  

“Although I don’t like to admit it, it’s more enjoyable to spend time with 

patients that are like me. It is easy to spend a lot of time with them even 

though I know that might not be best.” – Rural Family Physician, 

Minnesota 
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Others talked about their intention to stick to what they are good at, focusing on 

the medical aspects of health, leaving the non-medical for others who are more 

equipped to deal with social determinants. 

“I know others can deal with that stuff better than me, so I don’t ask 

about it.” – Rural Family Physician, Ontario 

One physician also called out the fact that many physicians often think patients 

are responsible for their own socio-economic situation, reducing the motivation 

to act. 

 “Many doctors see someone who is responsible for their position - see 

that it is their fault.” – Family Physician and SDOH Expert, Toronto 

On the other hand, low-income patients reported feeling embarrassed about 

their social situation. 

“It’s not exactly an enjoyable conversation.” – Patient, Minnesota 

Patients also reflected expectations built around the current model of primary 

care and the associated time pressures of providers: 

“When I go to my family doctor, I expect them to deal with prescriptions 

and test results. I know they can’t do it all.” – Patient, Ontario 

“I just want to get in and get out. I don’t need to waste the doctor’s 

time.” – Patient, Minnesota 

Because of these and other thoughts and feelings, patients tended to remain 

silent about their living conditions and other non-medical aspects of health 

during their appointments with physicians.  
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“It [the social determinants] is not something I feel like we need to talk 

about.” – Patient, Ontario 

Patients often do not feel comfortable bringing up their most pressing issues in 

the traditional encounter, so it comes out awkwardly in less appropriate times, 

diminishing the impact a physician can have. Also, it was observed that doctors 

repeatedly interrupted patients as they described their social or health situation, 

further reducing the opportunity for this type of sharing. 

Through the process of creating empathy maps, observations, and resulting 

conversations, it became clear that there was discomfort felt by both parties 

within the interaction, and that there is a significant disconnect between these 

individuals.  It is well documented that this disconnection often leads to 

unwanted prescriptions, non-use of prescriptions, non-adherence to treatment and 

silence (Barber, Barry, Bradley, Britten, & Stevenson, 2000). Examining the 

human experience provided clarity as to why these patients’ basic needs are not 

often discussed in these consultations, and hinted at the underlying forces at 

play. 

CULTURE 

The cultural issues related to the patient-doctor experience were further 

explored in order to better understand any underlying forces driving the 

discomfort felt by both doctor and patient when discussing the SDOH. 

Through interviews and further research, it became apparent that the class 

difference between physicians and patients with low-income creates a significant 

social divide which is reinforced by a looming stigma associated with poverty.  
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“Although we don’t always realize it, we are a pretty classed society.” – 

Rural Family Physician, Ontario 

“There is certainly a stigma around poverty that contributes to it being 

ignored.” – Family Physician and SDOH Expert, Toronto 

In fact, prejudicial attitudes were cited in a recent Canadian study as one of the 

primary barriers to the responsiveness of primary care to poverty (Bloch et al., 

2011).  

Physicians and medical students alike commented on the fact that there is a 

separation between physicians and those in poverty.  

“We have been removed and separated from those in poverty so it is 

hard to understand.” – Rural Family Physician, Ontario 

This insight into the class difference is supported by a comparison of the salaries 

of family physicians and the current low-income cut-offs. According to the 

National Physician Database (2009-2010), the average gross billing for family 

physicians in Canada was $248,716 per full time equivalent (Canadian Institute 

for Health Information, 2011). While this figure includes some business 

expenses, it lies in contrast with the low-income cut-offs calculated by Statistics 

Canada ranging from $16,038 - $42,443 (Statistics Canada, 2012). Through this 

rough comparison of incomes, one can begin to see the major income gap 

between physicians and low-income patients, and understand how the 

corresponding social segregation might take place. 
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One medical student interviewed during this study suggested that this divide 

might further be amplified by the fact that medical students tend to come from 

high-income households.  

“I bet the majority of people in my class grew up in high income families 

and haven’t seen real poverty.” – Medical Student, British Columbia 

In fact, data tells us that medical students come from households with incomes 

that exceeding that of the general Canadian population (Baddour, Dhalla, 

Johnson, Kwong, Streiner, & Waddell, 2002).  

This analysis by no means suggests that the income difference between 

physicians and patients is due to the greed of individual physicians, but rather is 

reinforced by the structure of the system.  The high cost of medical school, debt 

associated with education, and costs of practicing, all reinforce the need to 

maintain high incomes within this profession. 

The issues of stigma and class are important contributors to the awkward and 

uncomfortable interaction between rural family physicians and low-income 

patients discussed in the previous section. It seems that these cultural divides 

are being upheld by structural barriers within the system as illustrated in Figure 

9. 
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Figure 9: Cultural Barriers of Stigma and Class Difference 
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STRUCTURE 

To explore why the cultural issues of stigma and class remain prominent, and 

consequently why the social determinants of health remain unaddressed, the 

structure of the medical system and its influence throughout a physician’s 

journey was investigated.  

As discussed earlier, most physicians have limited personal experience in dealing 

with poverty prior to medical school, as many have spent their entire lives living 

in high-income households. While many practicing physicians are intimately 

exposed to people that experience the effects of poverty, there is an absence of 

experience working with low-income populations during medical training, and a 

lack of integration of poverty-related themes within the medical school 

curriculum.  

 “We don’t spend much time on poverty. You have to seek it out if you 

want it.” – Medical Student, British Columbia 

This gap in medical education leads to the knowledge gap practicing physicians 

describe regarding poverty and SDOH. 

 “We might have learned about social determinants of health as a 

concept, but not really what to do about it.” – Rural Family Physician, 

Minnesota 

This is confirmed by recent research that suggests most physicians don’t know 

concrete steps to take when responding to social issues. A number of physicians 

felt that because of their lack of training in this area, they were not the best 
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people to address these issues and as such avoided getting into them during 

visits.  

 “It is not what I have been trained to do so I don’t focus my time there.” 

– Rural Family Physician, Ontario 

Another potentially significant structural barrier is the scheduling and content 

requirements of training and practicing that contribute to the erosion of 

empathy experienced by medical students.  

“I feel like my empathy is slipping. It is a bit of a rat wheel.” – Medical 

Student, British Columbia 

Research suggests that a significant decline in empathy occurs during the third 

year of medical school, a time when providing patient care becomes more 

intense (Brainard, Gonnella, Herrine, Hojat, Isenberg, Maxwell, Veloski, & 

Vergare, 2009).  The pressures of training and practice seem to disable medical 

students from nurturing and demonstrating their empathy in some ways 

(potentially as it relates to social needs), while in other areas their experiences 

allow them to develop rich empathy that far surpasses that of the average 

person.  

In addition to the structural factors contributing to physicians’ lack of confidence 

and low comfort-level in dealing with SDOH, many interviewees referenced the 

fact that financial constructs within the health care systems do not support 

addressing the social determinants of health. 

“In the end, things are driven by money.” – Rural Family Physician, British 

Columbia 
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“Our system rewards quick and easy visits not spending time going 

through a patient`s complex non-medical issues.” – Rural Family 

Physician, British Columbia 

The short time allotted for each patient consultation was regularly cited by 

providers as a key factor limiting their ability to address SDOH.  

 “There just isn’t enough time to get into it. It would make a mess of my 

day.” – Rural Family Physician, Ontario 

Lastly, physicians also felt that they were not properly equipped to obtain, 

record, and act on the social determinants of health information they obtain 

from patients.  

“There isn’t even a place to write that information down in the record 

right now.” – Rural Family Physician, Minnesota 

Physicians also talked about not having the right tools or methods for acting on 

non-medical needs when they arise, such as how to have follow-up 

conversations and where to refer patients to for further support. 

“I wouldn’t know what to do even if I got into the conversation.” – Rural 

Family Physician, Ontario 

These critical systemic barriers influence a physician throughout their journey, 

reinforcing the classism that exists within our culture and contributing to their 

inability to address the social determinants of health when treating low-income 

patients as shown in Figure 10. 
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Figure 10: Structural Systemic Issues along a Physician’s Journey 

 

PURPOSE 

While investigating this issue further, the question of why the structure was 

designed in this way remained. The exploration of this question led to a deeper 

understanding of the disconnect between the purpose of medicine and the 

nature of health.  

Essentially, medicine was designed to treat disease and this drives the structure 

of the system, its culture, and the experiences within it.  

 “Medicine is all about disease. It is a structured profession and it is hard 

for social determinants of health to translate into that.” – Family 

Physician and SDOH Expert, Toronto 

“In the medical model of health, the body is seen as a machine that is 

either running well or in need of repair.” – Bennett, Raphael, & Romanow 

(2008) 

In his book, Raphael outlines how medicines’ focus on biomedical and behaviour 

risks along with curative remedies is incongruent with our knowledge of the 
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social determinants of health (2008). The social determinants of health concept 

emphasizes living conditions and societal factors as being the primary 

contributors to health and underlines the importance of quality of life. This 

contrast is illustrated in Figure 11. 

Figure 11: The Contrast between the Medical Model and the SDOH Concept 

 

The misalignment between the medical model and the social determinants of 

health concept hints at the question of whether or not medicine is the right 

place for SDOH conversations.  Still, evidence suggests SDOH issues lead to 
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medical concerns and as more reimbursement models are based on health 

outcomes, the link to SDOH becomes increasingly important. 

The research of Sir Michael Marmont, shows that differences in social conditions 

are the primary factors in determining health and are caused by an inequitable 

distribution of power and resources (Marmont, 2012). Supporting this under-

standing is evidence from the field of population health that shows that the 

income gap between rich and poor is the strongest indicator of the health of a 

population – the larger the income gap, the more unhealthy the population 

(Wildman, 2001).  

Despite the evidence that equitable distribution of power and resources is vital 

to population health, the structure of the medical system continues to reinforce 

a hierarchy and major differences in income.  

 “While it makes physicians uncomfortable, the social standing of 

physicians is a determinant of health.” – Family Physician and SDOH 

Expert, Toronto 

Through observations it seems that physicians continue to hold much of the 

power on health care teams and in physician-patient interactions.  Physicians 

tend to lead conversations and other care providers treat their word as 

definitive. Similarly, patients are reluctant to question what a physician has to 

say, even if it conflicts with other priorities they have. In addition, the medical 

field continues to perpetuate the need for physician incomes that are well above 

that of their health care colleagues and many of the patients they serve. The 

resulting concentration of power and resources is incongruent with what we 

know is necessary to improve the health of communities from SDOH research. 



 From Blind Side to Upside - Josina Vink 49 
 

“The social determinants of health concept is a threat to the culture of 

medicine and challenges a lot of what physicians hold at their core.” – 

Family Physician and SDOH Expert, Toronto 

“The propagation of wealth has implications.” – Family Physician and 

SDOH Expert, Toronto 

The reinforcing loop illustrated in Figure 12 highlights how medicine contributes 

to poor health by supporting power and resource inequities. This influence 

comes full circle to ultimately increase the need for physicians in the current 

‘disease management’ system, completing the reinforcing loop. 

Figure 12: Reinforcing Loop - How Medicine is Contributing to Illness  

 

The reinforcement loop acts as a self-preserving mechanism of the medical 

system, which seeks to maintain its relevance.  Because the medical system was 
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designed to strive for the absence of disease, it would go against its own 

relevance if it were to successfully support health.  Thus, to align the medical 

system with health requires disrupting this reinforcement loop. 

3.2. PROBLEM SUMMARY 

While SDOH are widely acknowledged as critical influencers of patient health, 

they are generally not being addressed in visits with a family physician. From the 

investigation of this issue, it became clear that there are deeply rooted barriers 

preventing physicians from addressing SDOH including the following: the 

awkwardness of the interaction, issues of stigma and class, the structure of 

training and the current system, and ultimately the misalignment of the purpose 

of medicine and our understanding of health. 

This investigation has enabled an important reframing of the issue: from the 

original problem statement of “rural family physicians are not able to adequately 

address SDOH of low-income patients”, to the deeper issue of “medicine and our 

current primary care systems are not aligned with health”.  This reframing is 

critical, because in order to successfully address the original problem (the part of 

the iceberg we can see), we must design an intervention that recognizes the 

many layers of this issue.  

These findings suggest the need to better enable family physicians to support 

broader definitions of health, while at the same time not placing full 

responsibility for the holistic health of patients on a profession that has a firm 

orientation toward the treatment of disease. 
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4. MOVING TOWARD A DESIGN INTERVENTION 

With this problem definition in mind, the following section describes the process 

of developing a design intervention through analysis of the opportunity and 

identification of a thoughtful framework for design, followed by a description of 

the proposed intervention.  

4.1. ANALYZING THE OPPORTUNITY 

In addition to building an in-depth understanding of the problem, the primary 

and secondary research also informed potential opportunities for intervention.  

The opportunity space was investigated by analyzing what is already working and 

what is holding it back, the critical point of intervention, the potential impact, 

and the interests of related stakeholders. 

WHAT IS WORKING WITHIN THE SYSTEM? 

The interviews and secondary research highlighted a number of examples of 

positive changes that are challenging the status quo within this space and 

addressing key components of the issue.  A number of the strategies that 

surfaced are attempting to shift the conversation between physicians and 

patients, such as house calls, screening questions, and social prescriptions. 

“Doing house calls helps you see people in their home environment. That 

changes the conversations that you have with them.” – Rural Family Phy-

sician, Minnesota 
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“We suggest one simple screening question that calls out income as a 

health issue.” – Family Physician and SDOH Expert, Toronto 

“Social prescribing aims to expand the options available in a primary care 

consultation.” - Brandling and House (2009) 

There were also examples of physicians utilizing their position to influence 

positive changes within the community. 

“Physicians have a powerful and respected voice. They can comment on 

policy in a community context. ‘Doctors for Fair Taxation’ is an example 

of that.” – Family Physician and SDOH Expert, Toronto 

It is also essential to recognize that many other health care professions, such as 

nurses and social workers, are already doing SDOH work well. 

 “I ask pointed questions of the patient like ‘Do you have enough money 

to put food on the table?’ and call the Salvation Army during an 

appointment if needed.” – Rural Nurse Practitioner, Ontario 

“We have initiated a number of programs to address community needs as 

we understand them.” – Rural Social Worker, Ontario 

With this in mind, it was repeatedly called out by interviewees that the multi-

disciplinary, team-based model of care is an important part of improving patient 

care and addressing these issues.  This model of practice assists in diffusing 

power, reduces the burden on individual providers, and allows for a broader 

range of perspectives within care provision. 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Brandling%20J%5Bauth%5D
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“The multi-disciplinary practice is critical. We need to work with other 

allied health professionals on this [SDOH].” – Rural Family Physician, 

Minnesota 

To support collaboration across disciplines and direct patients to other health 

care providers, a number of clinical models and initiatives have arisen in recent 

years. 

“In Community Health Centres, physicians work together with nurses, 

social workers, and health promotion staff. CHCs were designed to meet 

the needs of these populations.” – Rural Social Worker, Ontario 

“The nurse practitioner-led clinic is great. I think some of my patients 

would be better served there.” – Rural Family Physician, Ontario 

In addition, there have been a number of exciting initiatives that are helping 

primary care providers communicate with social services or connect patients 

with the community resources they need. 

“There is a new communication tool that connects shelters in Toronto to 

health care providers using the Electronic Medical Record.” – Family 

Physician and SDOH, Toronto 

“Being able to connect patients with a wellness advocate that directs 

them to community resources certainly helps.” – Rural Family Physician, 

Minnesota [Speaking about Health Leads] 

“We can now send secure electronic messages to social workers and 

home health nurses.” – Rural Family Physician, British Columbia 
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“There is an internet resource list for physicians to help support 

referrals.” – Rural Family Physician, British Columbia 

These promising efforts suggest important opportunities for a design 

intervention, including: 

• Initiating simple actions by physicians to support SDOH 

• Supporting the power of multi-disciplinary teams 

• Leveraging the strengths of other health care professionals in this 

space 

• Facilitating connections to community resources 

Still, with all of these great examples of how things can be addressed, the 

problem remains.  It is important to explore not only what is working, but also 

what is holding some of these initiatives back from scaling-up and fully 

eradicating the problem. 

WHAT IS HOLDING US BACK? 

When discussing the challenges to moving some these initiatives forward, many 

interviewees spoke about the limited capacity of physicians to participate 

actively in some of these initiatives.  

“Our biggest constraint in this clinic is physician-related. We need a 

physician around to do a few things.” – Rural Nurse Practitioner, Ontario 

“Whenever we went to those multi-disciplinary events in school, the med 

students never came because they were too busy. It makes it hard to 

collaborate if they aren’t present.” – Rural Occupational Therapist, 

Ontario 
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“Community Health Centers are great, but we are struggling to recruit 

physicians.” – Rural Social Worker, Ontario 

“Our screening program works really well, but getting physicians on 

board is a challenge.” – Rural Public Health Nurse, Ontario 

“Until physicians on the ground get it, we will just be stuck.” – Family 

Physician and SDOH Expert, Toronto 

From the interviews, the connection of primary care physicians to SDOH 

initiatives seems to be an important link for many of these efforts to be fully 

effective.   Interviewees also reinforced the role of physicians as important 

influencers and leaders within the system. 

“Family doctors are only one piece of a larger system, but they are an 

influential piece. Not only are family physicians treating these patients, 

they are leading physician associations, influencing government, heading 

up health care teams, teaching in medical schools and are respected 

voices in communities.” – Family Physician and SDOH Expert, Toronto 

From the research, it was clear that the perception is that physicians play a 

critical role within the health care system and are an important link in moving 

forward on larger scale approaches to issues surrounding the social 

determinants of health. The stakeholder map that follows in Figure 13 shows 

some of the channels of influence within the system and reinforces the 

understanding that physicians are a critical connection and leverage point. 

Stakeholder maps are a visual representation of the various groups involved with 

a particular issue and their relationships, regularly used to highlight connections, 

issues, opportunities and risks (Stickdorn & Schneider, 2012). 



 From Blind Side to Upside - Josina Vink 56 
 

Figure 13: Map of Key Stakeholders within the System 

 

As we look to physicians to be real collaborators and address the social 

determinants of health, we again start digging into deep-seeded attitudes and 

cultural issues. 

“The most significant factor impacting a physician’s ability or capacity to 

address the social determinants of health is the attitude of the individual 

physician. “ – Rural Family Physician, British Columbia 

“We need to look to physicians, but the culture of medicine is a critical 

barrier.” – Family Physician and SDOH Expert, Toronto 
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These comments by interviewees reinforce the need to connect with physicians 

through the intervention, but also acknowledge the cultural barriers within 

medicine to addressing the full spectrum of these issues. 

Furthermore, there was reference to the fact that medical school and on-going 

training for physicians could better uphold the SDOH concept. 

 “What we learn in medical school and residency just reinforces the 

[SDOH] problem.” - Medical Student, British Columbia 

“At the University of Toronto, medical students spend one day just 

talking about poverty. But it also needs to be built into their training and 

on-going training.” – Family Physician and SDOH Expert, Toronto 

The roadblocks outlined by interviewees reinforced the need for physicians to be 

engaged in the solution. Interviews also highlighted the value of starting with 

this shift in medical school and initial medical training in order to lay the 

foundation for physician engagement. 

STEPPING BACK FROM THE INSTITUTIONAL ASSUMPTION 

While critical in helping to inform the design approach, the understanding of 

what is working within the system and what is holding these efforts back didn’t 

yield a significant breakthrough in defining the real opportunity for innovation.  

It was a chance encounter with a group leading a grassroots initiative called “The 

Family Dinner Project” that inspired a promising new direction.  They are taking a 

community-driven, asset-based approach to improving community health by 

organizing community dinners for families to share resources and have 

meaningful conversations around dinner. This simple concept reinforced the 
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possibility of a completely different approach that lives in and is driven by the 

community. 

The book The Abundant Community (Block & McKnight, 2012) discusses a 

number of similar approaches in various communities and emphasizes the 

capacity and necessity of community members and neighborhoods to lead 

health initiatives.  One of the authors of this book, John McKnight, explains the 

‘institutional assumption’, one of the key challenges we face in making change: 

“We take a condition, like health, and we take that outcome and 
immediately go to a discussion of an institution that is supposed to fulfill 
the outcome. The health discussion almost always draws us into thinking 
about medical care.   This institutional assumption . . . is the most 
consistent failure that we experience when thinking about change. 
Rather than start with a question of institutional change, start with the 
condition.  If we do that we will almost always recognize that the primary 
working area is community life.”  -  John McKnight (2012)  

This notion of the institutional assumption emphasizes the idea that significant 

opportunity in fact lives within the community, where health is ultimately 

defined.  This is confirmed by SDOH literature which calls out the importance of 

the community in defining health (Bennett, Raphael, & Romanow, 2008).  

McKnight’s proposal is also reinforced by the misalignment between medicine 

and health needs highlighted earlier.    

If the primary working area of this condition is in the community, the need to 

connect primary care into a community health initiative rather than simply 

bringing awareness of the community conditions into the clinic is illuminated.  
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CRITICAL POINT OF INTERVENTION 

Together, the understanding of the problem, knowledge of what is working and 

what is holding these initiatives back, and the institutional assumption, point to a 

critical gap and exciting opportunity.  They highlight a key opportunity space 

between the community (where health is defined) and the clinic (where patients 

are treated).   If primary care is to effectively support community health, not 

only is a bridge critical, but this research suggests that who is involved in creating 

this bridge and how they are engaged are factors in its effectiveness. 

Interviews suggested the need for physicians to be committed to and engaged in 

the solution while taking a multi-disciplinary team-based approach. However, 

more importantly, it also calls out the need for an initiative to live in the 

community and be patient-led to be truly health oriented. These components 

help to define the opportunity space for the design intervention illustrated in 

Figure 14. 

Figure 14: Opportunity Space for Design 

 

While there are some related interventions starting to emerge, there is a major 

gap in scalable, systemic solutions that connect primary care to effective 

community interventions for holistic health.  
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Designing in this space potentially enables greater impact than the designing 

within the constraints of the medical system because it allows for problems to be 

addressed where they begin, in the community.  This space also enables a much 

lower cost solution in comparison to many of interventions that would live solely 

within the existing health care system. 

The link between primary care and the community has the potential to be a 

powerful leverage point. With important ripple effects on the entire health care 

system, this connection may broaden the perspective of health professionals, 

improve the overall health of communities, and significantly reduce health care 

costs through prevention.   

UNDERSTANDING STAKEHOLDER INTERESTS 

With this opportunity area in mind, it is critical to step back, analyze and 

prioritize the interests of all related stakeholders.  From the interviews, there 

were noticeable differences between the perspectives of various stakeholders. A 

brief analysis of these differences is below: 

Physicians - The physicians interviewed spoke primarily about their lack of 

confidence, training and exposure to social determinants of health.  They spoke 

about their role in addressing complex illness and the barriers they face in 

addressing SDOH of their patients.  

Other Health Care Professionals - Other health care professionals, including 

nurses, social workers, and occupational therapists, described their flexibility and 

agility in addressing some issues related to SDOH.   They spoke about small 

successful initiatives that were difficult to scale and some frustration around the 

lack of physician involvement. 
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Experts – Experts interviewed spoke passionately about the gap that exists in this 

area and the great need for change for public good. Experts spoke about family 

physicians as an important piece of the puzzle, but also a need for larger systems 

change to support these efforts.  These experts also called to light more overtly 

the underlying issues of culture and class that are getting in the way of solving 

this problem. 

Patients – Patients expressed valuing their own health and reinforced that social 

aspects of health are important, but did not immediately see primary care as the 

place where these issues should be addressed.  Their language suggests that 

they did not want to burden the system with their related needs. 

Table 4 is a stakeholder matrix is used to summarize all of the key stakeholders 

and their key interests/concerns with regards to the issue.  A stakeholder matrix 

is often used to aggregate multiple viewpoints and identify potential areas of 

conflicting interest (Curedale, 2012). 

Table 4: Key Interests of Stakeholders 

Stakeholders Top Interests 

Physicians Satisfaction from 
“helping people” Effectively treat disease Maintain status 

Physician Associations  Upholding physician 
status/power 

Economic welfare of 
physicians Quality health care 

Nurses and NPs Relationships with 
patients 

High quality care for 
greater quality of life 

Build more 
power/credibility 
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Nursing Associations 
Growing nursing 
status/power within the 
system 

Economic welfare of 
nurses Quality health care 

Social Workers Improve people's lives Social justice Support healthy 
relationships 

Clinic Administration Function of clinic Support physician Provide good service 

Other Health Care 
Professionals 

Ability to provide good 
care Patient relationship Patient health 

Medical Schools Competent physicians/ 
exam scores Research dollars Meet community needs 

Med Students Become a good doctor Get a good residency Serve community 

Student Volunteers Support a cause Contribute to 
community Meet people 

Community Leaders Advance their cause Strengthen community Sustain their 
organization 

Social Services Organizational survival Meeting patient’s social 
needs/mission Satisfying funders 

Government Re-election 
Cost of the health care 
system and social 
services 

People to get the care 
they need 

Public Health Improve population 
health Provide services Influence public policy 

SDOH Movement Population health Health equity Address social needs 

Society as a Whole Population health and 
resilience Meet basic needs Supportive environment 
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Patients Meet their critical 
needs 

Relationship with health 
care professional Personal health 

Community Pharmacies Profitability Procurement of 
medicine Service to community 

Community Foundations Measurable impact on 
community 

Community health and 
vibrancy 

Leveraging funding as 
much as possible 

 

Analysis of this matrix brought forward the following insights: 

• The interests of many stakeholders reinforce the desire for physicians to 

continue conventional (illness-focused) medical practice. 

• The health of patients (especially over the long term) is not currently the 

top concern for most key stakeholders (with the exception of public 

health). 

• There are many conflicting interests among key stakeholders 

(personal/organizational interests, financial interests, etc.) and there is 

no unified goal around long-term population health. 

• Interests of many key stakeholders seemed to be aligned to maintaining 

the current model of care and may contribute to a resistance to change. 
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4.2. SUMMARY OF THE DESIGN OPPORTUNITY 

With growing recognition of the importance of social determinants of health, 

primary care is being asked to respond to SDOH and take on more responsibility 

for the general health of their patient population.  However, primary care 

physicians are currently not well aligned with this work because of deep systemic 

barriers and the orientation of their profession toward the treatment of disease.   

The investigation of promising approaches to address SDOH of patients 

highlights potential opportunities for intervention including: supporting simple 

actions of family physicians to incorporate SDOH into the visit, enabling a care 

team approach, harnessing the capacity of other health care providers (such as 

nurses and social workers) for SDOH conversations, and establishing a strong 

connection between the clinic and community. 

To be effective, interviewees also suggested that there is a need to ensure 

physicians are engaged in the initiative, leveraging their powerful role in the 

health system and the community.  This engagement may require an 

intervention at the point of medical training to improve alignment. 

Still, we know from SDOH researchers and leaders like John McKnight that health 

is defined in community life. So while the initiative can be supported by primary 

care, to be most effective, it must be led by community members embracing the 

assets of local neighborhoods. 

Further, the fact that there are diverse stakeholder interests and a lack of a 

unified goal around this issue, suggests that there may be resistance to change 

and a need to influence stakeholders to come to a common ground around 

population health. 
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4.3. DESIGN FRAMEWORK 

Based on the understanding of the problem and area of opportunity, a 

framework was outlined to guide the design process. This framework includes 

values, purpose, design principles and constraints. Figure 15 provides an 

overview of the framework. 

Figure 15: Overview of Design Framework 
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VALUES 

The proposed design interventions have been developed with a strong 

understanding of the human experience, but are not rooted in what any 

particular stakeholder ‘wants’. Rather these interventions have been guided by 

strong values that move us toward a ‘preferred future’. 

The approach to reaching this ‘preferred future’ has been informed by the a 

social determinants of health movement, which suggests that health is no longer 

defined by illness, but rather is linked to social, political, economic and 

environmental factors.   It acknowledges that the health of the community is a 

reflection of its resources, values, and resilience and that health truly starts 

where we live, learn, work, and play (Peaceful, 2011). 

The following values, based primarily in the social determinants of health 

approach, drive the development of the proposed design intervention: 

• Health – Pursue long-term wellbeing by supporting all of the life 

factors that contribute to health. 

• Community – Work toward strong and resilient communities, 

arguably the smallest unit of health.  

• Equity – Uphold social and health equity through fair and just 

structures and services. 

PURPOSE 

The purpose of the proposed design interventions is to support transformation 

toward community health. 
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DESIGN PRINCIPLES 

The following are the design principles that guided the identification and 

development of the proposed design: 

• Take a systems approach – respond to the web of salient issues in 

its entirety 

• Seek large-scale transformation – work to shift underlying 

structures 

• Start small – create tangible examples of small, but significant 

changes 

• Leverage physicians – link the solution directly to primary care 

physicians 

• Empower patients – see patients as experts of their health 

• Enable community ownership – ensure the solution is driven by 

the community 

• Build on what works – learn from successes elsewhere 

• Embrace multi-disciplinary teams – leverage the success of care 

teams 

• Impact health – contribute to improved health outcomes 
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CONSTRAINTS 

The following design constraints were considered when developing the 

intervention: 

• Time – Take action within a two year time frame 

• Resources – Leverage the resources that are currently available 

• Money - Require minimal funds for on-going implementation 

• Scope – Implementable by a small team of 2 - 4 people 

• Scale – Initiate at a community and/or clinic level 

This framework offers clear directions and boundaries for the development of 

the design intervention outlined below. 

4.4. PROCESS OF CONCEPT DEVELOPMENT 

The following section outlines the process of coming to the design intervention 

after problem and opportunity identification, and the preparation of the design 

framework.  The remaining steps included: 

• Creating a menu of ideas; 

• Selecting concepts; 

• Facilitating a co-creation dialogue; 

• Refining and integrating the concepts; as well as, 

• Ongoing conversation and iteration. 
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Together these steps enabled the development of a proposed design of a strong, 

systemic innovation to address the issue. 

MENU OF IDEAS 

Throughout the process of problem and opportunity identification ideas for 

possible interventions were generated and collected.  These ideas were 

aggregated and categorized into a “menu of ideas”. This catalogue of ideas 

allows for all of the ideas to be seen at once in their respective groupings to 

allow for discussion, analysis and prioritization (Brown, Gray & Macanufo, 2010). 

Table 5 is the menu of ideas that was generated. 

Table 5: Menu of Ideas for Design Interventions 

# Category Idea 

1 

Co
m

m
un

ic
at

io
n 

Campaign reframing social needs as a health issue 
2 Support knowledge exchange around promising SDOH practices 
3 Public education about SDOH 
4 Create a business case for addressing the issue 
5 Reframe the discussion around community health rather than health care 
6 Publically call out the class difference 
7 Video tape the interaction with voiceovers to build awareness 
8 Gorilla marketing on doctors’ offices 
9 Create SDOH analogies 

10 

Po
lic

y/
Fi

na
nc

ia
l 

Financial incentive for physicians to talk about social determinants 
11 Lobby for prioritization of SDOH within ministry of health 
12 Shift toward health outcomes reimbursement 
13 Reduce wages of physicians 
14 Building costs of meeting social needs into cost of care 
15 Government bill around right to health and SDOH 
16 Lobby the government for broad spanning change to support SDOH 
17 Framework for health services policy to reduce health disparities 
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18 

Ed
uc

at
io

n/
Tr

ai
ni

ng
 Exposing medical students to low-income communities 

19 Change medical school admissions process 
20 Develop new supplemental medical school curriculum 
21 Initiate dialogue within medical school across disciplines, sectors and classes 
22 Curriculum for current practitioners to support change adaptation 
23 Assessment to measure SDOH competence 
24 “Rural Studio” model for rural, social medicine 
25 Address the professional knowledge gap with new module 
26 

Co
m

m
un

ity
 

De
ve

lo
pm

en
t/

 P
at

ie
nt

 
Em

po
w

er
m

en
t 

Build on community strengths/assets to address SDOH 
27 Supporting tools for communities to address local SDOH issues 
28 Connect populations and classes in a community space 
29 Connect physicians into a grassroots community health initiative 
30 Facilitate inter-sectoral collaboration 
31 Strategy to build community capacity to address SDOH 
32 Facilitate a multi-stakeholder community dialogue about addressing SDOH 
33 Utilize the patients as experts/leaders to address needs in community 
34 

In
te

ra
ct

io
n/

Vi
si

t 

Support the use of one simple screening question  
35 Create a doctors bag of tools for SDOH and/or empathy tools 
36 Report cards for health care providers to monitor patients SDOH 
37 Improve patient profiles to reflect SDOH 
38 Create a new stethoscope-like tool for SDOH 
39 Referral resources/tool for primary care professionals 
40 Design the “100 issue visit” 
41 Create special one hour SDOH visits 
42 Develop conversation games/tools for physicians 
43 Recreate the home visit in the clinic 
44 Get more physicians doing home visits 
45 

Cl
in

ic
/C

ar
e 

Te
am

 

Support meaningful interdisciplinary group practice 
46 Toolkit for bringing health disparities lens into clinical care planning and delivery 
47 Physical redesign of clinical space 
48 Different practitioner doing intake 
49 Facilitate reflective care team dialogues 
50 Create a process for a health equity audit 
51 

Ph
ys

ic
ia

n 
Co

m
pe

te
nc

ie
s Facilitate a ‘prince and the pauper’ switch 

52 Add a competency for physicians (CARMS) 
53 Use storytelling to enhance physician empathy 
54 Reframing physicians to be facilitators 
55 Support/empower doctors as community leaders and advocates 
56 Identify practice leaders to spread the what is working 
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57 

N
ew

 P
ro

du
ct

/ 
Se

rv
ic

e 

Pharmacy for SDOH prescriptions 
58 SDOH focused clinic 
59 Create a product for SDOH equivalent to the band-aid for cuts 
60 Create a new role in the clinic to deal with SDOH 
61 Create a tool for community members in clinic to support SDOH 
62 Propose SDOH diagnoses and treatment plans 

 

CONCEPT SELECTION 

From the menu, promising ideas were clustered into a number of working 

concepts.  These promising concepts were then prioritized based on the design 

framework.   Initially, one cluster stood out – a concept for an alternative, 

community-based medical school.  This soon evolved into a plan for a 

community dialogue series for medical students related to the social 

determinants of health.  This refinement was supported through a number of 

ongoing conversations with stakeholders and advisors. 

CO-CREATION DIALOGUE 

As mentioned previously in the methods section, this design process included a 

co-creation dialogue held on November 16th, 2012, with eleven participants, 

three of whom had been involved in earlier interviews or observations.  The 

concept of co-creation means working on a design with stakeholders to increase 

the quality of the design and ensure it reflects their interests (Robert Curedale, 

2012). This was valuable because at the time of the workshop, there was a great 

need for feedback and development of the rudimentary design. 

Dialogue is a method of exploratory, collaborative discussion between people 

with multiple points of view (Bohm, 2004).  It was identified as an appropriate 

method for this co-creation session because, in addition to being a good forum 
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to hear everyone’s perspective, the workshop itself became a rough prototype of 

the proposed solution. 

Through the discussion that evolved, participants offered a variety of reflections, 

exploratory questions and ideas. 

Some questions coming from the dialogue included: 

1. “Why target physicians if individuals can be better served by other 

professions?” 

2. “Why is emphasis on physicians the best intervention if it requires 

reorienting an entire profession? “ 

3. “How will this dialogue translate into a different response? Do 

physicians also need more resources for action?” 

These questions were valuable in helping to strengthen the concept and look to 

other potential solutions.  Below are some highlights from the discussion that 

helped to inform concept refinement: 

“We have to both empower other professions and help physicians gain 

perspective on SDOH.  Physicians need to be able to treat disease with a 

broader understanding of someone’s life.  They do not need to own the 

SDOH response though.  Perhaps it is just that we need physicians to 

recognize and refer.” 

“We need to tap into physician satisfaction – it is about helping people 

and currently they feel like they can’t.  How can the solution help 

physicians get satisfaction out of helping people.” 
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 “SDOH crises show up in health care interactions.  For example, when 

you don’t have enough money to eat it affects your health.  But often it is 

those issues that health care can’t do anything about. There is an 

expectation that health care fixes these problems, but maybe that is 

misplaced.  Yet, that is where these issues surface.” 

“Doctors don’t have all the answers.  The myth that physicians are the 

ultimate experts about everything is where the trouble really starts 

culturally.” 

“What about the idea of a clinic for social determinants – ‘the anything 

you need to talk about’ clinic?  It could be driven by the community and 

also connect in with primary care where medical and social needs 

overlap.  The link between the SDOH clinic and primary care needs to be 

fluid.”   

 “What if we did neighborhood ground rounds and we got a team of 

people in the community involved?  Is there a grassroots training model 

that brings together people interested in being SDOH first responders 

including community members, med students, social workers, etc. and 

we give them tools to  work together on these issues?” 

The discussion in the co-creation dialogue encouraged the following refinements: 

• Reducing the responsibility of the physician while still maintaining an 

important link and tapping into their motivation to help people; 

• Creating tangible resources to support practicing physicians in taking 

action on SDOH; 
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• Being more inclusive of other health care professionals that may be 

better aligned with this work; and 

• Exploring the idea of a community-led SDOH clinic that maintains a 

connection with primary care. 

REFINING AND INTEGRATING THE CONCEPTS 

The feedback from the co-creation dialogue was used to refine the design 

framework and led to the development of three promising concepts for 

intervention.  These ideas included a refined concept for a student dialogue 

series open to students of all health professions, a SDOH tool kit for primary care 

teams, and a grassroots community health hub.  Through the process of 

developing these ideas, it became clear that these concepts were not separate, 

but mutually supportive and significantly linked.  Since the desire was to take a 

systemic approach in the design to address this wicked problem, it became clear 

that a system innovation, an interconnected set of innovations where each 

influences the other (Nesta, 2013), was needed.  Thus, the ideas evolved into 

one solid concept for a system innovation. 

ONGOING CONVERSATIONS AND ITERATION 

The process of idea generation, concept development and concept refinement 

were supported by a number of ongoing conversations with advisors and project 

stakeholders. These conversations helped to expose different stakeholder 

perspectives and leverage the ideas of a wide variety of individuals.  As such, the 

design process was an iterative, messy process moving back and forth between 

building, breaking down, and connecting ideas.  Ultimately it was these 



 From Blind Side to Upside - Josina Vink 75 
 

conversations and the valuable feedback of collaborators that led to the strength 

of the proposed design. 

SUMMARY OF THE DESIGN PROCESS 

Problem and opportunity framing, the identification of a design framework, and 

concept development, led to the creation of a strong system design intervention.  

The intervention aims to provide a holistic service to the community and 

ultimately support a transformation toward health.  As is often the case, the 

design process was iterative and fluid where methods and results were often 

revisited and refined to strengthen the proposed design intervention.   

5. THE PROPOSED DESIGN 

The following section describes the concept of a Community Health Accelerator 

that was developed through the design process. 

5.1. COMMUNITY HEALTH ACCELERATOR 

A Community Health Accelerator (CHA) depicted in Figure 16 is a catalyst of 

connections and conversations to address social determinants of health. It is an 

ecosystem of passionate individuals working together to make meaningful 

improvements in individual and community health.  This model leverages the 

role of primary care providers, while empowering community members to take 

action.  It acknowledges that physicians and other primary care providers need 

support in addressing patients’ social needs and supports a grassroots solution in 

the space between the clinic and community. 
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Figure 16: Community Health Accelerator 

 

The goal of the Community Health Accelerator is to support transformation 

toward community health by: 

o Amplifying strengths and interests of community members; 

o Supporting connections and awareness within the community; and 

o Creating dialogue that motivates action to support holistic health. 

CHAs utilize Health Animators, trained volunteers coming from professional 

health programs or the community, to activate community members and 

primary care providers around the common goal of improving community health 

by connecting people and resources as well as facilitating conversations.  
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5.2. COMPONENTS OF THE INNOVATION 

The three important components of the Community Health Accelerator are as 

follows: a) Health Inquiry Dialogues, collaborative discussions with students in 

professional health care programs exploring the social side of health; b) the 

AnimateHealth Toolbox, tools for primary care clinics to create conversations 

around holistic health and connect to their community; and c) community hubs 

or pop-up studios, space for community members or “impatients” (people 

interested in taking action to improve their health) to gather together around 

shared interests and receive health coaching.  Ultimately these components 

reorganize and aggregate existing assets within the health system and 

community to support health in a powerful new way.  These components are 

depicted in Figure 17.  

Figure 17: Components of Community Health Accelerator 
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Health Inquiry Dialogues 

What are they? 

Health Inquiry Dialogues are monthly collaborative conversations that engage 

medical students and students from other professional health programs in 

reflective exploration around social health issues with peers, community leaders 

from a variety of sectors and patients from diverse socio-economic backgrounds.  

Why are they needed? 

The ultimate purpose of Health Inquiry Dialogues is to support transformative 

learning around the social aspects of health in professional health programs and 

the communities they serve. To help health professionals feel empowered to 

support improvements related to social determinants of health, there is a need 

to shift current paradigms around health, create meaningful connection across 

classes and disciplines, support social equality, and ultimately simulate 

conversation about the role of health providers in the larger system with regards 

to action around social determinants of health. Dialogue helps to create equality 

across differences and enables learning that shifts and broadens ones 

understanding of a wide variety of perspectives. 

How do they work? 

These dialogues are co-facilitated by students in a variety of community settings 

building skills in facilitation, collaboration, working across differences and 

enhancing community exposure. The students receive coaching and connections 

from Health Animators to help them reflect on their own experience, their role 

within the system and their presence at these dialogues. A university would 
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organize these dialogues with a wide variety of community members, tapping 

into the ecosystem within the Community Health Accelerator to create exposure 

to a broad range of social issues and perspectives. 

AnimateHealth Toolbox 

What is it? 

The AnimateHealth Toolbox is a physical box filled with conversation, 

assessment, and referral tools to support primary care professionals or 

volunteers in a primary care setting to understand and address the social 

determinants of health of their patients. 

Why is it needed? 

Despite recognizing the importance of social determinants of health, many front-

line health care professionals, including physicians, do not feel they have the 

tools they need to take action around SDOH. In fact, in a recent report released 

by the Robert Wood Johnson Foundation (2011), 4 out of 5 physicians suggested 

that they do not feel confident in addressing patients’ social needs.   This toolbox 

offers a variety of tools designed to support health care professionals or 

volunteers interested in doing this work within the clinical setting. This tool box 

takes what is already working across disciplines and combines these insights into 

an easy-to-use, tangible set of tools to guide those inexperienced in meeting 

patients’ social needs. 

How does it work? 

This toolbox would contain a variety of tangible items including: patient 

screeners, guides for motivational interviewing, health goal sheets, maps and 
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report cards for assessing holistic health, creative health profiling tools, referral 

tools specially designed to connect primary care with community services using 

the 211 database (a comprehensive referral resource), empathy tools like 

photovoice (where patients represent aspects of their life through photographs) 

to better understand nonmedical aspects of a person’s life, a prescription pad for 

social prescriptions for resource referrals, and so on. Further descriptions for 

these tools can be found in Appendix C.  This tool box could be used in the clinic 

or taken on home visits to start important conversations and suggest tangible 

actions that could be taken.  Along with the tool box, clinics would be supported 

by volunteer health animators for further connections with the Community 

Health Accelerator and by the Community Facilitator, the overall coordinator, in 

making the necessary practice changes. 

Community Hub or Pop-up Studio 

What is it? 

The Community Hub or Pop-up Studio is a pharmacy with people instead of pills. 

It empowers community members to utilize their strengths and relationships to 

address social health needs within the community (like food, housing, income, 

etc.), which often go unmet in the current health care system.  

Why is it needed? 

This initiative moves away from the assumption that physicians and other health 

care institutions are in the best position to improve health, and toward the 

understanding that health is ultimately defined in the community. Instead of the 

medical model of “your body is broken, let’s fix it”, this model empowers 

patients and supports communities. To reinforce the action-orientation of 
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community members, this model names them “impatients”, instead of patients, 

when they come into the hub or pop-up studio.  Rather than waiting for 

someone else to fix their health, “impatients” work collectively with others to 

create individual and community health improvements. By tapping into personal 

and community assets, and connecting people, important improvements to 

social determinants of health can be made. Building strong relationships is a 

primary way of supporting the health and resilience of individuals and 

communities over the long term.  

How does it work? 

When people come into the hub or studio, they are connected with a gathering 

of community members matched specifically to support that individual’s health 

goals and interests. If that individual is referred to the hub by primary care or a 

social service agency, strong links with the referring organization are created 

throughout that individual’s journey. In addition to supporting individuals, the 

hub will also support community members and organizations coming together in 

gatherings to address larger community issues, such as park improvements or 

policy change. The temporary or permanent ‘storefront’ location of the 

accelerator would provide space for community collaboration and group 

discussion, areas for private coaching conversations between community 

members, studio/workshop space for skill sharing, and a welcoming entrance for 

people to connect with the volunteer health animators and utilize the interactive 

map of local assets. 
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HOW THESE COMPONENTS WORK TOGETHER 

Joined together, these interdependent interventions create a system innovation 

that strengthens the benefits from each component and amplifies the impact 

within the community.  The Health Inquiry Dialogues help to build awareness 

among health professionals of the importance and relevance of the social 

determinants of health. They also build the demand for tools and resources to 

better address these issues within primary care clinics which in turn feed interest 

in the AnimateHealth Toolbox. By helping health providers have conversations 

about holistic health and connecting patients to the community, the toolbox 

then drives referrals, issue identification, and connections from primary care to 

the CHA community hub. The hub and community network provide connections 

to people and resources as well maps of community interests and issues for both 

the student dialogues and toolbox.  

The connections between components are illustrated in Figure 18. Together 

these components create a vibrant ecosystem of community members and 

professionals making strides at individual and community health improvements 

with a focus on addressing social determinants of health. 
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Figure 18: Connections between Components of the CHA 

 

BACKEND SUPPORT 

In addition to the connections between components described above, there are 

a number of backend roles and systems that link and enable these frontline 

components. How these components support the system is shown in Figure 19. 

The Community Health Accelerator (CHA) ecosystem is supported by an 

electronic system with open infrastructure that maps community assets, 

connections, interests, and huddles, enabling easy engagement and awareness 
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of ecosystem evolution as it happens.  This system provides a virtual component 

that strengthens the in-person aspects of the CHA. 

A Community Facilitator guides and monitors the overall ecosystem through the 

electronic system as well as their in-person presence within the hub.  The role of 

the Community Facilitator is to provide strategic leadership and management in 

the development the CHA, oversee volunteers, support partnership 

development, ensure on-going evaluation, and guide new business 

development. The Community Facilitator would support and advise the health 

animators as well as facilitate the guiding collaborative of partner organizations 

that set out the strategies specific to the community.  Attributes of someone in 

this position would include: a passion for community health, ability to develop 

and maintain strong community relationships, strategic and innovative thinker 

and problem solver, strong business and management skills, outstanding 

communication and reporting skills, as well as strengths in training and 

facilitating. 

The Health Animators are trained volunteers coming mainly from professional 

health programs or within the community, who work to connect impatients to 

other people, facilitate community gatherings, help students organize and 

facilitate the Health Inquiry Dialogues, and support primary care clinics in using 

the AnimateHealth Toolbox.  Health Annimators are not advising individuals as 

they make health choices, but rather are trained to connect individuals and 

facilitate conversations to support social needs. If health coaching becomes a 

recognized need, other trained individuals will be brought in to fill this new role.  

The Guiding Collaborative is made up of representatives of partner organizations 

within the community that help to guide the overall direction and 
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implementation of the model. The collaborative shapes the local goals and focus 

of the CHA and offers support and direction for identifying opportunity areas. 

Figure 19: How a CHA Model Works 

 

This design is not meant to be prescriptive, but rather a framework for a number 

of linked solutions.  The framework would flex to meet the needs and assets of 

the community it serves and evolve throughout implementation based on on-

going learning. 



 From Blind Side to Upside - Josina Vink 86 
 

5.3. STAKEHOLDER PERSPECTIVES 

The following section describes the experience of the various users of the system 

innovation as well as the alignment of broader stakeholder interests around this 

approach. 

USER SCENARIOS 

To illustrate what the journey of different stakeholders might be like within the 

Community Health Accelerator, a few simple scenarios are illustrated below in 

Figures 20-23.  Design scenarios are essentially hypothetical stories created to 

explore a particular aspect of a service offering (Stickdorn & Schneider, 2012). 

The storyboard format (Stickdorn & Schneider, 2012) was used to visualize the 

sequence of events and encapsulate the experiences of people using the service. 

Figure 20: Patient/Impatient Scenario 

 

An elderly female patient, or what the CHA calls an “impatient”, might start out 

in their primary care clinic having a conversation with their doctor about their 

living situation and the social support they have to stay independent using a 

mapping tool from the AnimateHealth Toolbox.  Because of this conversation, 

the physician refers her to a volunteer Health Animator in the clinic lobby who 

helps connect the senior with relevant community resources and introduces 
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them to the CHA hub that is just down the street for further support and 

connections.  She then goes to the hub after her appointment, speaks with a 

Health Animator there and connects into the “support for seniors” gathering 

that meets regularly to help seniors connect with organizations that support 

independent living. Through this process, she was connected with the local 

Meals on Wheels organization and a housing accessibility renovation subsidy for 

seniors.  She also connected with a gathering working to revive the old 

community theatre where she could contribute her skills as a retired restaurant 

manager. 

Figure 21: Student Scenario 

 

A medical student starts out by participating in several community dialogues 

about the social aspects of health within their program supported by a Health 

Animator.  From these conversations, he was interested in getting more 

experience with this side of health and decided to take the training program to 

become a Health Animator.  From there the student started out volunteering 

within a local clinic connecting impatients with resources and then eventually 

took on the role of a facilitator within a community gathering that was related to 

their interest in active transportation.  
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Figure 22: Health Provider Scenario 

 

Initially this physician participated in a dialogue organized by the local medical 

school at a community shelter. Through that conversation, he was introduced to 

the HealthAnimate Toolbox and decided to order one for his clinic. After 

explanation and training on the tools from a Health Animator, the primary care 

team started using the tools as conversation starters within the clinic. After a 

few months, the physician also started tapping into the Community Health 

Accelerator network and providing health care expertise in a few of the 

community gatherings. 

Figure 23: Community Member Scenario 

 

A community member gets connected to CHA by having a discussion with a 

friend about the need for affordable healthy food. The friend recommends that 

she initiate a gathering within the CHA about it and a week later they have 
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twenty people out at the hub chatting about how they can take action to make 

local food more available.   Two weeks later, the gathering is meeting in 

someone’s backyard to create a community garden.  From there, this community 

member joins other huddles related to their interests. 

STAKEHOLDER IMPLICATIONS 

Thinking beyond the users of the CHA to general stakeholders, Table 6 outlines 

current stakeholder interests from the original stakeholder matrix and couples 

that with the key benefits for each stakeholder that could be derived from this 

innovation.  The color of the boxes show the alignment of the proposed design 

with the top interests of each stakeholder as outlined in the legend below.  The 

darker blue boxes show greater alignment with the intentions of the innovation. 

Table 6: Stakeholder Alignment with the Innovation and Key Benefits 

Alignment of CHA Design with Stakeholder Interest 

  Completely aligned   
Some alignment   
Neutral   
Some misalignment   
Complete misalignment   
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Stakeholders Top Interests Key Benefit(s) 

Physicians 
Satisfaction 
from “helping 
people” 

Effectively treat 
disease 

Maintain 
financial status 

Healthier patients, help 
and support to address 
social needs  

Physician 
Associations  

Upholding 
physician 
status/power 

Economic welfare of 
physicians 

Quality health 
care 

Model for improved care 
linked to physicians  

Nurses and 
NPs 

Strong 
relationships 
with patients 

High quality care for 
greater quality of 
life 

Build more 
power/credibility 

Healthier patients, ways 
to improve quality of life, 
and support in holistic 
care 

Nursing 
Associations 

Growing nursing 
status/power 
within the 
system 

Economic welfare of 
nurses 

Quality health 
care 

Model and tools for 
improving care 

Social Workers Improve 
people's lives Social justice Support healthy 

relationships 

Community support, 
ability to focus on more 
complex cases 

Clinic 
Administration 

Function of 
clinic Support physician Provide good 

service 
Improved patient service, 
less visits 

Other Health 
Care 

Professionals 

Ability to 
provide good 
care 

Patient relationship Patient health Improved patient health, 
increased influence 

Medical 
Schools 

Competent 
physicians/ 
exam scores 

Research dollars Meet community 
needs 

More competent 
physicians that can better 
meet needs of 
community, direct 
community service 

Med Students Become a good 
doctor 

Get a good 
residency 

Serve 
community 

Strengthened skills, 
perspective and tools for 
holistic care 

Student 
Volunteers Support a cause Contribute to 

community Meet people 
Improved coaching skills, 
experience, and ability to 
influence others’ lives 

Community 
Leaders 

Advance their 
cause 

Strengthen 
community 

Sustain their 
organization 

Opportunity to build 
interest in cause, 
connection with others, 
work toward common 
goals, community impact 

Social Services Organizational 
survival 

Meeting patient’s 
social 
needs/mission 

Satisfying 
funders 

Referrals, support and 
connection to support 
mission 
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Stakeholders Top Interests Key Benefit(s) 

Government Re-election 
Cost of the health 
care system and 
social services 

People to get the 
care the need 

Healthier population, 
more self-sufficient 
community 

Public Health 
Improve 
population 
health 

Provide services Influence public 
policy 

Healthier population, 
connection to health 
network 

SDOH 
Movement 

Population 
health Health equity Address social 

needs 
Model of an effective 
SDOH service 

Society as a 
Whole 

Population 
health and 
resilience 

Meet basic needs Supportive 
environment 

Healthier population, 
stronger community 

Patients Meet their 
critical needs 

Relationship with 
health care 
professional 

Personal health 

Improved personal 
health, relationships, 
ability to contribute to 
community 

Community 
Pharmacies Profitability Procurement of 

medicine 
Service to 
community 

Solidify community 
orientation, reposition 
for health 

Community 
Foundations 

Measurable 
impact on 
community 

Community health 
and vibrancy 

Leveraging 
funding as much 
as possible 

Model of collaboration 
that gets to root of  
health issues and effects 
the community at large 

 

The chart above illustrates that the CHA model strongly reflects a social 

determinants of health perspective, but is not in complete alignment with the 

current interests of primary care providers, except potentially social workers. 

This model is in close alignment with stakeholders focusing on large scale, long-

term wellbeing such as public health, those involved in social determinants of 

health and society at large.  This reinforces the potential for investigating public 

health and public health care funders as potential partners.   

This stakeholder analysis also suggests that as the model is developed further 

there may be a need to strengthen or clarify the benefits for some stakeholders 

to develop buy-in and participation from the full spectrum of health care 

professionals, community leaders and social services.  These benefits could 
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include monetary incentives, other formalized resources or support for these 

essential participants. 

5.4. IMPACT AND BUSINESS PERSPECTIVE 

The following sections describe the potential impact of the proposed innovation 

as well as the value of the investment from a business perspective through a 

simple business case and business model. 

POTENTIAL IMPACT OF THE INNOVATION 

By connecting a number of interrelated innovations into a powerful system that 

links primary care and the community, the hope is that this design will have a 

significant impact on the community it serves and the overall health care system. 

The potential benefits of the Community Health Accelerator are: 

o Improved health outcomes within the community in the short and long-

term; 

o Reduced health care costs through prevention and reduced demand on 

services; 

o Increased community and individual resilience through strong social 

connections; 

o Empowered and engaged community members taking action around 

health; 

o Strengthened community assets and individual capacity for improving 

health; 
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o Better connections of individuals to the people and resources they need; 

o Greater utilization of low-cost support services; 

o Heightened community ownership of collective wellbeing; 

o Enhanced relationships between primary care clinics and the community; 

o Increased collaboration and support between social and health 

organizations; 

o More effective primary care providers due to awareness of context and 

support; 

o More satisfied patients because of enhanced service; 

o Improved quality of life for the community as a whole; 

o Increased health equity and inclusivity within the community; 

o Greater sustainability of the general health care system; and 

o Heightened value of SDOH within the general health care system. 

To monitor the long-term outcomes of this innovation, early indictors will be 

measured and reported on.  An initial list of indicators can be found in Appendix 

D. 

THE BUSINESS CASE 

Investment in the Community Health Accelerator initiative is an investment in 

the future. There is strong evidence to support the value of advancing 

preventative social services and population health interventions, such as that of 
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the CHA.  A powerful and pressing economic case can be made for the provincial 

government, municipal governments, community foundations, health-care 

providers, individuals, non-profits and others to invest in this area.   

Like all health care providers in Ontario, primary care is under substantial 

pressure to reduce costs, decrease hospital admissions, as well as improve 

quality and outcomes.  The Community Health Accelerator is a powerful way to 

lower the demand on the health care system, ultimately reducing health care 

costs by improving the health of the population and offering an effective, low-

cost alternative service that better meets underlying patient needs. Addressing 

the social determinants of health has the potential to reduce spending in 

healthcare by tackling the causes of illness and injury, thus reducing their 

occurrence (Keon & Pépin, 2009).  This innovation also supports some of the 

highest cost, or “at-risk” patients, in a low-cost way using existing community 

members and resources. This is an important investment for the provincial 

government and regional health funding agencies in creating a more effective, 

patient-centred, financially responsible health care system.  

The case can also be made for the government and primary care to make this 

investment early, in order to model an effective strategy to reduce these costs, 

rather than wait to react when these strategies become essential in the not too 

distant future with changing reimbursement models.  The CHA initiative will help 

primary care providers prepare and capitalize on the opportunity when payment 

models shift even further toward reimbursing for population health and total 

cost of care. 

Beyond simply reducing health care expenditures, this type of initiative will drive 

local economic prosperity and support a more vibrant and thriving community.  
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Population health initiatives, like the CHA, reinforce overall economic growth 

(Anderson, Beak, Ling, O’Reilly, & Roberts, 2010) by improving the economic 

contributions and labour force productivity of individuals, catalyzing grassroots 

community improvement initiatives and supporting cross-sectoral collaboration.  

In addition, with health and quality of life being a key consideration and priority 

for individuals and families, this initiative would provide a competitive advantage 

attracting people to the community. 

The business case is a powerful one supported by a variety of in-depth research 

analysis and modeling. A first study of its kind in Manitoba looked at the 

economic benefits of investing in prevention through primary care.  Study 

researchers found that a 1% reduction per year in the proportion of the 

population with the identified risk factors (starting in 2011), using a sample 

investment of $529 million in effective programs, would result in $540 million 

saved in direct health care costs, and when indirect costs were taken into 

account, the savings to the Manitoba economy would be nearly $1.8 billion – a 

greater than 3-to-1 investment ratio.  If the number of people with these risk 

factors was reduced by 2% per year starting in 2011, the cumulative reduction in 

economic burden would be $3.58 billion by 2026 (Health Council of Canada, 

2010).  This research shows an example of the significant financial impact of 

reducing health risk factors and provides powerful evidence of an investment 

story that would be similar across the country. 

Furthermore, in a recent study completed in the United States using a dynamic 

simulation model of the US health system, researchers found that investment in 

behavioural and environmental interventions is the only protection that 

simultaneously slows the growth in the prevalence of disease and injury, and 
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alleviates, rather than exacerbates, demand on limited primary care capacity 

(Briss, Burton, Holmer, Millstein, & Pechacek (2011). This analysis was completed 

in comparison to two other interventions: expanding health insurance coverage 

and delivering better preventative and chronic care. In this study, researchers 

estimated that this sort of protection could save 90 percent more lives and 

reduce costs by 30 percent by year 10.  By year 25, estimates suggested that this 

same investment could save about 140% more lives and reduce costs by 62 

percent. Thus, this modeling reaffirms the importance of this investment in 

behavioural and environmental interventions for the sustainability of our health 

care system and the health of our population. 

The evidence to support the investment in these types of population health 

initiatives is clear. Not only does the CHA initiative make long-term economic 

and health sense, but it also has options for strategic business models that make 

it viable in the short-term. 

POTENTIAL BUSINESS MODELS 

A potential business model for this innovation was identified through exploration 

of a number of promising potential options.  The model is still being solidified as 

it ultimately depends on the community in which the CHA is implemented and 

the uptake from potential partners.  There is also recognition that the business 

model will evolve overtime along with the initiative. 

The business model was developed using the business model canvas from 

Osterwalder and Picneur’s book “Business Model Innovation” (2010).  This 

canvas provides a framework for the description of a business model using basic 

building blocks that show how it intends to make money.  It is often used to 



 From Blind Side to Upside - Josina Vink 97 
 

create clarity among different parties about the current business model of an 

organization or the possibilities. It is an effective tool that provides a simple 

foundation that can later be developed into a detailed business plan.   

Initially promising business model patterns or structures for the organization 

were explored including: 

o Third Party Payer – This structure suggests that a funder or funders like the 

provincial or municipal government, a Local Health Integration Network, a 

foundation, or number of service agencies, would provide ongoing 

contributions to the initiative so that the service could be offered to the 

community at no charge. Some form of this pattern is probable as an initial 

business model, but not likely to provide a sustainable source of revenue 

over the long-term. 

o Crowd-sourced – This structure would involve fundraising small donations 

from many individual donors, with a campaign within a community or 

potentially through a crowd-sourcing website like Indiegogo or Kickstarter. 

This would enable greater flexibility with the funds and potentially have less 

reporting requirements, but more demand for storytelling rather than that of 

a traditional funder. 

o Co-operative – In a co-operative model, impatients would be co-owners of 

the organization, each paying a membership fee (one time or yearly) for 

support, coaching and connections to improve their health and the health of 

the community.  This would involve additional activities that support 

cooperative governance and decision-making. 

o Subscription – The subscription model would require impatients to pay 

monthly subscription fees on a sliding scale (with some opportunity for in-
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kind contributions in lieu of payment) for access to support, coaching and 

connections.  Alternatively, the subscription model could also be applied to 

primary care clinics and service agencies that pay a fee for participation in 

the CHA to support their mission and improve the health of their clients. 

o Freemium – In the freemium model, the basic service of introductory support 

from an animator, participation in gatherings and access to the network is 

free. Revenue from premium coaching services and the AnnimateHealth 

toolbox supplement the activities required to provide the free service. 

o Multi-sided Platform – In the multi-side platform, health-related community 

organizations and primary care clinics pay a lump sum or on-going fee to help 

support their mission and improve the health of their clients, while 

impatients would pay a minimal fee for these services. 

o Bait and Hook- In the bait and hook model, impatients would receive the 

initial conversation and connections free of charge, but to access the related 

services there would be a fee. Similarly, facilitation and support via the 

Health Inquiry Dialogues would be free, but the Health Animator training 

could have a fee. The hope in this model is that once users are connected 

and see the value of the initiative they would be willing to pay for the full 

experience. 

o Franchise – In the franchise model, communities or a lead agency would pay 

a licensing fee to start-up a CHA in their community and pay on-going 

royalties for access to tools and training to support the CHA operations. 

o Health Incubator – The health incubator model is based on the structure of a 

business incubator. Here a third party funder may provide some operational 

funding, but most funding would be proportional to measurable health 
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improvements in the population. Additionally, some health related 

organizations may pay to have or use space in the hub. 

 

Through inspiration from the initial pattern exploration, the proposed model was 

developed by blending a number of the most promising patterns described 

above.  This model was based on the thinking that the innovation would take on 

the structure of a registered non-profit organization built on a number of 

collaborative community partnerships. The hope is that the initial start-up 

funding for the pilot would be crowd-sourced or provided through a foundation 

grant or funding from the Local Health Integration Network or municipal public 

health agency.  The business model outlined below describes the proposed 

structure for how the organization creates value and sustains itself over time 

through a review of the fundamental building blocks. 

 

Customer Segments - The business model responds to the needs of four key 

customer segments: impatients/proactive community members with social 

health needs; primary care clinics or individual primary care providers looking to 

better serve their patients; professional health schools wanting to support the 

development of well-rounded health care professionals; and Local Health 

Integration Networks looking to reduce their overall expenditures and mitigate 

future risk. 
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Value Proposition - The value proposition delivered to each of these customer 

segments is as follows: 

• To impatients, the CHA offers support, connections and conversations to 

address social needs, as well as improve individual and community 

health.  

• To primary care clinics or providers, the CHA offers tools, support and a 

place to refer their patients, helping primary care meet patients’ social 

health needs and provide better care. 

• To professional health schools, the CHA offers a means of developing the 

knowledge, exposure and skills of students to better support population 

health while simultaneously providing significant direct value to the 

communities they service. 

• To the Local Health Integration Network, the CHA offers improved 

population health and reduced health care costs. 

Customer Relationships - The CHA connects with impatients through coaching 

relationships with health animators and meaningful group/community 

interactions.   Primary care providers would receive dedicated personal 

assistance and coaching as they implement the toolkit and shift their practice to 

better meet patients’ needs. Professional health schools would receive 

assistance in setting up their Health Inquiry Dialogues from the Community 

Facilitator and ongoing facilitation support from Health Animators. The Local 

Health Integration Network would have a direct connection with the Community 

Facilitator who would attend ongoing meetings and provide the necessary 

reporting. 
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Channels – These strong community relationships that are essential to the 

organization would utilize the following channels to reach-out to and connect 

with customer segments: the community hub space, local primary care clinics, 

the web through the CHA website and mobile tools, local universities and 

colleges (for the dialogues), as well as other outside meetings and partner 

channels. 

 

Revenue Streams – At least initially the organization would not charge impatients 

for the broad range of support services and connections that they utilize.  This 

value provided at no cost to impatients would be subsidized by revenue streams 

from the other three customer segments. Primary care clinics and providers 

would pay an initial fee for the AnimateHealth Tool Kit and an on-going 

subscription fee for continued support and referrals.  Universities and colleges 

with participating professional health programs would contribute an upfront 

investment in the organization for ongoing participation and student 

development.  The Local Health Integration Network would provide yearly 

funding based proportionally on measureable health improvements of the 

population served.  This revenue is an innovative way to model reimbursement 

by health outcomes and reward the organization in a way that is aligned with its 

purpose. In the future, as the organization is more established, the CHA could 

also offer premium paid coaching services for impatients by trained health 

coaches and may explore potential revenues from the franchising model. 
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Key Activities – On the backend of the model, key activities required for 

organizational success include: 

o Facilitation and animation (of dialogues, gatherings and the larger 

network); 

o Tool development (for the toolbox and use in the hub); 

o Hub maintenance and upkeep; 

o Technology development and maintenance; 

o Training of community animators; 

o Coaching and conversations with impatient and partners; 

o Extensive reporting and evaluation; and 

o Communicating with partners. 

Key Resources – Key resources required for the initiative include: health 

animators/students, community connections and relationships, community 

leaders, hub or pop-up space, as well as information technology and web 

capability. 

Key Partners - Depending on the community served, important partners would 

include: 

o Primary care clinics (that would utilize the AccelerateHealth Toolbox, 

refer patients, support the Hub and connect into the Health Inquiry 

Dialogues); 
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o Health care students (who would act as Health Animators, facilitating 

gatherings and dialogues and connecting with clinics); 

o Community leaders (who would initiate community huddles as well as 

help support and connect individuals with social health needs); 

o Social service organizations (that would participate in the hub network, 

be guiding partners in the CHA,  and support the network in addressing 

identified needs and opportunities); 

o Impatients (who are also partners as they not only receive services for 

their own health needs they also participate in supporting others and 

larger community huddles); 

o Technology partner(s) (that would help support the development and 

ongoing maintenance of the technical infrastructure needed); 

o Local colleges or universities with professional health programs (that 

would help support the Health Inquiry Dialogues within their programs 

and encourage or mandate student participation); and 

o The Local Health Integration Network (that would provide ongoing 

funding as well as support for evaluation of outcomes). 

Cost Structure – The cost structure for the first CHA per year would include:  

o The salary of the Community Facilitator (approximately $70,000);  

o Technology development and maintenance costs (hopefully in-kind 

except hosting costs and maintenance costs of $10,000); 
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o Hub space costs (hopefully in-kind);  

o Cost of tools (approximately $6,000 in initial start-up costs); as well as 

o Administrative, training and office costs (approximately $6,000).  

The overall cost is just under $100,000 for the first year of this initiative. Details 

on these cost estimates can be found in Appendix E. 

The building blocks of the business model described are not set in stone, but are 

simply a proposal for a potential viable business model that can be honed with 

the community context in mind. This business model would be adjusted over 

time based on feedback, analysis of need and potential funding opportunities 

available. A summary of the proposed initial business model is outlined in the 

canvas show in Figure 24. 
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Figure 24: Proposed Business Model for Community Health Accelerator
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The CHA business model shows how the organization can be financially viable 

while at the same time modeling a collaborative, innovative structure within the 

health care industry that meets important health goals. 

5.5. IMPLEMENTATION PLAN 

The following section outlines the necessary steps in moving forward with the 

Community Health Accelerator concept and the timeline associated with key 

milestones. 

Concept Development 

o Continue to Get Feedback on the Concept – Meet with individuals working in 

related spaces to get their feedback on the concept and continue to improve 

the model. 

o Connect with Potential Partners and Funders – Set up meetings with potential 

funders and partners (including academic, primary care, government and 

community health organizations)  to understand their interest in partnering, 

their ability to contribute in helping to bring the concept to life, and related 

requirements. 

o Experiment with Components of the Concept – Find small ways to prototype 

and test out components of the Community Health Accelerator concept with 

stakeholders to support rapid learning, early improvements, and increased 

tangibility of the model and pilot. 

o Determine the Pilot Community – Identify the community where the model 

will be piloted and direct attention to understanding and connecting with 

community assets as well as adjusting the model to best fit the community. 
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Planning and Preparation 

o Conduct a Basic Feasibility Analysis – As the initial model for the Community 

Health Accelerator gets solidified, a feasibility analysis will help to ensure the 

concept is worth the initial investment of time, resources, and money as well 

as identify potential risks inherent in the model. 

o Prepare Business Plan and Pitch – To ensure proper planning for the 

innovation and provide a more detailed road-map for the team and potential 

partners, a business plan and supporting pitch will be developed outlining 

the strategy and technical aspects of how services will be delivered and 

financial projections for operations. 

o Build the Team – It will be important to ensure the right people and 

organizations are around the table with the necessary skills, connections, 

capacity, and readiness to move toward the pilot. 

o Create an Advisory Committee – Identify key individuals who could provide 

valuable guidance, feedback and connections to support the development of 

the pilot. 

o Develop a Plan for the Pilot – A plan for the pilot of the model should be 

developed outlining the goals and steps for testing out the idea at scale. 

Implementation 

o Pilot Preparation – Pilot preparation will include capacity building, generating 

community involvement, and gathering all of the necessary resources for 

starting the pilot. 

o Pilot the Innovation – Launching and carrying out a pilot based on the 

business plan, the pilot plan and the evolving circumstance, will help to 

refine the model before larger-scale investment is made. 
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o Measure the Impact and Evaluate – Ongoing measurement and evaluation of 

the pilot will be needed to determine its effectiveness, make improvements, 

and help to build the case for full implementation and investment. 

o Iterate/Adapt Model – Based on the learning from the pilot and the evolving 

opportunity space, the model will need to be adjusted to optimize impact 

and leverage existing resources. 

o Growth, Reinvestment, and Continued Evolution - Through reflective action 

and thoughtful planning, new strategies and adjustments to the model will 

need to be made to move the innovation forward. 
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PROPOSED TIMELINE 

Figure 25 highlights potential milestones along the journey of development for 

this innovation and their corresponding target dates. 

Figure 25: Proposed Timeline for CHA Development and Implementation 

 

By summer of 2013, the goal is to start finding small ways to test and refine the 

concept of the system innovation.  By fall, the hope is to have an initial business 

plan developed that will become an evolving document to be used to support 

pitches for start-up funding and decision-making around the innovation. 

In early 2014, piloting would be initiated at the initial community site. By mid-

year, the network will have reached 500 people and an initial evaluation would 

be conducted to further the development of the model.  The target is to achieve 

full implementation of the system innovation in one community before the end 

of 2014 and involve 2,500 people within the system by early the following year. 

While this timeline is aggressive, with community readiness and partner 

engagement, it is very easily achievable.  
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6. AREAS FOR FURTHER RESEARCH 

The following questions highlight opportunities for future research and 

experimentation: 

• What are the differences in how social determinants of health are 

addressed between urban and rural communities? How would the 

implementation of the CHA model differ in urban versus rural 

communities? 

• Are the cultural and structural issues outlined within this project 

generalizable beyond low-income patients? What other patient 

populations have common experiences? Which patient populations 

should be targeted for participation in components of the CHA model? 

• What related interventions exist that could provide valuable learning to 

inform the CHA model? What further evidence is there related to the 

outcomes of this type of intervention? 

• How would implementation of the CHA model effect community 

services? How can this model support enhanced capacity for already 

strained social services? 

• If effective, how should the CHA model be scaled to meet the needs of 

multiple communities? How could significant efficiencies be created 

through scale, while simultaneously ensuring the CHA is responsive to the 

local communities it serves?  
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Consideration of these questions as the CHA develops and through future 

research efforts, will clarify how effective, generalizable, and scalable the CHA 

model is in various contexts. 

7. CONCLUSION 

The Community Health Accelerator is a powerful model for a systemic innovation 

that bridges the clinic and the community to effectively address the social side of 

health. Implementation of this initiative will work to improve health outcomes, 

reduce health care costs, build community capacity and resilience, improve the 

effectiveness of primary care and move toward health equity. 

To make this innovation a reality, more work will need to be done on concept 

development, planning and preparation, as well as implementation.  Because of 

some of the limitations of this project, greater collaboration is needed to refine 

the idea and understand it in the context of a community. The hope is that these 

efforts can be fuelled by small experiments of the concept and a pilot of the 

initiative within the next two years with the support of community partners.  

This work will help to define the evolving innovation so that it makes sense for 

the community it serves and fulfills its goals of supporting transformation toward 

community health. 
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8. DISCLOSURE OF THE DESIGN RESEARCHER 

The process of this study was transformational for me as the design researcher.  

Initially, I struggled to fully embrace what I was learning through the research 

process. 

Since the early age of 10 or 11, I wanted to be a doctor.  I would stay up late at 

night, hidden under my bed sheets with a flashlight sketching ideas for an 

alternative clinic.  It was with this mission as well as personal frustrations with 

the current health care system that I entered into this work.  While not the 

primary goal, admittedly, I was hoping in the back of my mind that this process 

would arm me with what I would need as a future physician to effectively 

address the social determinants of health.  In the end, what I discovered was not 

exactly the answer that I was initially hoping for.  

Throughout the research process, there was a tension between what I was 

learning about the disconnect between medicine and health, and my own hopes 

and interests.  When I shadowed rural family physicians, I watched as they spent 

much of their time during appointments discussing blood pressure and 

explaining how to take prescriptions.  I was overwhelmingly disappointed as I 

knew there was much more to health then these physical and pharmaceutical 

elements.  When I spoke with these physicians, all of them reinforced the 

importance of having a holistic understanding of health, yet called out the 

limitations of their position to act on this understanding. Despite my 

observations and discussions with physicians, I continued to see the family 

physician role as the element that needed to shift to meet the social needs of 

patients.   
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It was not until I heard the same questions repeated from all of my advisors and 

those I was seeking feedback from that it started to sink in.  After sharing my 

findings, collaborators would always ask “but why do physicians need to take on 

this role?” and “why are they the most suitable to intervene when other 

professionals may be closer aligned with this work?”  I finally recognized that my 

internal answer of “because I think they need to” would not hold up and a shift 

in my own mindset and approach to the design process was needed.  I began to 

understand that my career intentions and childhood vision of ‘physician as hero’ 

was blinding me to understanding the larger issue and the most appropriate 

solution. 

Ultimately, in the process of letting go, I began to see that any authentic attempt 

at a solution would need to live in the community and be owned by the 

community members it serves, rather than simply having physician ownership.  

This process of letting go of my own bias likely took so long in this study and still 

is perhaps not fully resolved in this work because of the limitations of conducting 

this research alone. 

In the end, the design intervention that is proposed within this project is a 

reflection of my own change in thinking. It is my interpretation of an effective 

system innovation that leverages the role of the physician, while ultimately 

allowing the solution to live within the community, where it seems to belong and 

make the most sense.   

Somewhere along this journey of discovery, my own career interests 

unexpectedly shifted away from being defined by the physician label toward the 

more ambiguous space between health care and community.   Here, it seems, 
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there is so much promise and hope for tackling many of the wicked problems in 

health. 

Furthermore, when I initially synthesized my research, my writing took on a 

strong activist voice.  I used language that called out the “neglect of physicians” 

and “the hypocrisy of the health care system” without providing the appropriate 

evidence to support these claims. Eventually, when rewriting my work several 

months later, after receiving feedback from collaborators, I recognized the overt 

bias within the writing and began weaving a new story that was true to the 

insights from the interviews and observations, rather than a reflection of my 

own meandering thoughts.  While I have attempted to eliminate evidence of my 

personal disposition so as not to jeopardize the validity of the research, it is 

surely impossible to fully separate the work from the researcher. 

Upon reflection, I can say only one thing for sure: I influenced this work and it 

influenced me. 
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APPENDICES 

APPENDIX A: INTERVIEW GUIDES 

Health Provider Interview Guide 

Introduction 

Thank you for agreeing to participate in an interview. The insights gained from 

this interview will contribute to my Major Research Project which is a necessary 

component of completing my Masters of Design in Strategic Foresight and 

Innovation. As you know, this project is focusing on exploring the intersection 

between rural family physicians and the social determinants of health of low-

income patients. 

Have you been able to read over and sign the consent form? Do you have any 

questions about the consent form or about this research process in general? 

Please know that you can ask questions at any time during the interview and the 

interview can be stopped at any time. Also, please let me know if you would like 

to skip, come back to or leave any questions unanswered. 

If you are okay with it, this interview will be audio-recorded. The recording is 

simply for my own purposes to assist in reviewing and analyzing our 

conversation. I will also be making notes during our conversation. 

The purpose of this interview is to explore your experience as a rural health care 

practitioner. The questions will explore your overall experience, your 

interactions with patients, how you address the social determinants of health in 

your work and ideas for improvements. The interview process is expected to last 
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for approximately one hour. Are you ready to get started now with the 

interview? 

Interactions with Patients 

1. How do you generally spend your time during your interactions/visits 

with patients? 

2. What or who influences what you say and do during your interaction with 

patients? 

3. What, if any, follow-up is there after an appointment with a patient? 

4. Are there any specific issues that come up with low-income patients 

within your practice? 

5. What ability do you have to influence the overall health of your patients? 

6. What unique experiences or struggles do you face when providing care 

for low-income patients? 

Social Determinants of Health 

1. What do you do when health issues surface from patients that are 

related to the social determinant of health (e.g. income, education, 

housing, etc.)? 

2. What ability do you have to affect change related to these issues in your 

role? 

3. What tactics or strategies do you use to elicit information related to 

patients overall health and wellness? 
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4. What successful things do you do or have you done that help to address 

the social determinants of health? 

5. What frustrations or barriers do you experience when trying address the 

social determinants of health of your patients? 

6. How are you connected to, or aware of, community supports and 

resources that could help patients address the social determinants of 

health? 

Experience Being a Rural Practitioner 

1. What are the major pressures that affect your overall practice? 

2. How do you spend your time in a typical clinical day? 

3. What are the major sources of tension or frustration within your 

practice? 

4. What is the most, enjoyable or fulfilling activities during your day? What 

are the least fulfilling activities? 

Ideas for Improvements 

1. What could help you better address the social determinants of health of 

your patients? 

2. If you woke up tomorrow and you had the support you needed to better 

address the overall health of patients, what would be different? How 

would things work within your office? 
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Closing 

Thank you very much for participating in an interview. It is important to hear 

directly from you as a practitioner about your experience and your perception of 

how you could better address the social determinants of health. 

Let me know if you would be willing to have me come and observe your work for 

a half a day or number of half days. Seeing things first-hand really helps me to 

get a sense for what happening on the ground with your practice and in your 

interactions with patients. Also, if you are interested in providing feedback later 

on in this project on any of the ideas that are developed around possible 

interventions, let me know and I would love to have you participate. It would be 

great to have your perspective in helping to evaluate these ideas. 

I also wanted to ask you: do you know of any other health care practitioners that 

might be helpful for me to speak to in this process to gain a different 

perspective? If you think of anyone in the next few days or have anything further 

that you would like to contribute, please don’t hesitate to get in touch with me. 

As was mentioned in the consent form, I am happy to distribute the final version 

of my report to you via email if desired so that you can learn from this process as 

well. Would you like me to send a copy to you after the project is complete? 

Thanks again for your willingness to participate. Your time is much appreciated. 
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Expert Interview Guide 

Introduction 

Thank you for agreeing to participate in an interview. The insights gained from 

this interview will contribute to my Major Research Project which is a necessary 

component of completing my Masters of Design in Strategic Foresight and 

Innovation. My project is focusing on exploring the intersection between rural 

family physicians and the social determinants of health of low-income patients. 

Have you been able to read over and sign the consent form? Do you have any 

questions about the consent form or about this research process in general? 

Please know that you can ask questions at any time during the interview and the 

interview can be stopped at any time. Also, please let me know if you would like 

to skip, come back to, or leave any questions unanswered. 

If you are okay with it, this interview will be audio recorded. The recording is 

simply for my own purposes to assist in reviewing our conversation. I will also be 

making notes during our conversation. 

The purpose of this interview is to better understand your research and 

expertise as it relates to physicians and the social determinants of health, as well 

as gather your ideas on where you see potential changes or interventions could 

be developed within the system. The interview process is expected to last for 

approximately one hour. Are you ready to get started now with the interview? 

Research Interests/Expertise 

1. Can you describe the focus of your research interests/expertise as they 

relate to medicine and the social determinants of health? 
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2. How do you explain the social determinants of health to others? 

3. Why do you see the social determinants of health as important within the 

practice of medicine? 

Looking Forward 

1. What do you see as some of the major or minor changes that are 

happening right now in the field of medicine that may affect patients’ 

social determinants of health and physicians’ ability to address them? 

2. Do you see any signals of bigger changes that may influence this field 

significantly in the future? 

3. What do you think 2030 will look like in terms of physicians addressing 

the social determinants of health? 

The Role of Family Physicians 

1. What role do you see family physicians currently playing in addressing 

the social determinants of health? 

2. What are some of the barriers you see for family physicians working to 

incorporate the social determinants of health into their practice? 

3. What role do other members of the care team play in addressing the 

social determinants of health of a patient? 

4. What role do you think family doctors should play in improving the social 

determinants of health of patients with low-income? 
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5. What successful examples do you know of, either locally or oversees, of 

unique ways that physicians are working to address the social 

determinants of health? 

6. What are some of the other ways that you think physicians could work to 

address the social determinants of health of their patients? 

7. What supports do you think physicians need to do this more effectively? 

Ideas for Improvements 

1. What opportunities do you see for changes within the system to improve 

the social determinants of health of patients, especially rural patients 

with low-incom? 

2. If you could wave a magic wand and make whatever changes you wanted 

to today’s system, how would you re-create family practice so that it 

better incorporates the overall wellness of patients and the social 

determinants of health? 

Closing 

Thank you very much for participating in an interview. This conversation helps 

me to sort out the system and some of the areas for potential improvements as I 

move further into my research and exploration. 

Also, I wanted to ask you if you knew of any other individuals working in this 

area that might be useful for me to speak to or any critical articles that you 

would suggest I read. Do you know of anyone or any resources that you would 
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suggest? If you think of anyone in the next few days or have anything further 

that you would like to contribute, please don’t hesitate to get in touch with me. 

As was mentioned in the consent form, I am happy to distribute the final version 

of my report to you via email if desired so that you can learn from this process as 

well. Would you like me to send a copy to you after the project is complete? 

Thanks again for your willingness to participate. Your time is much appreciated. 

Patient Interview Guide 

Introduction 

Thank you for agreeing to participate in an interview. The insights gained from 

this interview will contribute to my Major Research Project which is a necessary 

component of completing my Masters of Design in Strategic Foresight and 

Innovation. As, I mentioned to your earlier, this project is focusing on exploring 

the intersection between rural family physicians and the social determinants of 

health of low-income patients. 

Have you been able to read over and sign the consent form? Do you have any 

questions about the consent form or about this research process in general? 

Please know that you can ask questions at any time during the interview and the 

interview can be stopped at any time. Also, please let me know if you would like 

to skip, come back to, or leave any questions unanswered. 

If you are okay with it, this interview will be audio recorded. The recording is 

simply for my own purposes to assist in reviewing our conversation. I will also be 

making notes during our conversation. 
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The purpose of this interview is to better understand your experience interacting 

with health care professionals and learn about the conversations you have with 

the various health care professionals. The interview process is expected to last 

for between 30 minutes and an hour. Are you ready to get started now with the 

interview? 

Experience Interacting with Health Professionals 

1. Who is the health professional that you go to see most regularly? 

2. Can you walk me through a typical visit with that professional? 

3. What kind of questions do they ask you? 

4. How is this type of visit different from your interactions other health care 

professionals that you have seen? 

5. What are those other interactions like? How do you feel when you walk 

out? 

6. Do any of these professionals ask you about the things in your life outside 

of your physical health (e.g. your home, your family, your income, your 

education, etc)? If yes, how have these topics been approached before? 

7. Of these health professionals, do you have a preference for seeing one 

over the others? Why is that? 

8. Has there ever been a time where your life circumstance (could be 

financial, transportation issues, family, housing, etc.) has interfered with 

your ability to act on the treatment you needed for your health issues? 
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Can you tell me about how this came to be and how it was dealt with by 

the health professionals that were working with you? 

Perspective of the Roles 

1. How do you see the role of physicians being different from the other 

professionals that you see? 

2. Do you think that these roles are working to give you the best 

experience? 

3. Do you or would you feel comfortable taking to these health 

professionals about your personal finances, your social connections, or 

other life things beyond your physical health? Why? 

4. Is there anything that could help make you feel more comfortable to 

have those conversations? 

5. Do you think these health professionals should have non-medical 

conversations with you? If not them, than who? 

6. If there was something that came up in one of your appointments related 

to non-medical life issues, what do you think these health professionals 

should or could to help you address it? 

Closing 

Thank you very much for participating in an interview. This conversation helps 

me better understand a patient perspective as I move into thinking about how 

we can support health professionals in dealing with these issues. 
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As was mentioned in the consent form, I am happy to distribute the final version 

of my report to you via email if you would like to see how it turns out. Would 

you like me to send a copy to you after the project is complete? Thanks again for 

your willingness to participate – here is a gift certificate as a small token of 

appreciation. Your experience and thoughts will be very helpful as I move 

forward. 
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APPENDIX B: TREND DECK 

 The following are the front and back of the cards that make up the trend deck as well as the sources for this analysis.  

  

Sources 
 
1 
http://www.phpoma.
org/PDF%20files/Physi
cians%20burnout%20
and%20stress%20man
agement.pdf 

2 
http://www.cfp.ca/co
ntent/54/5/665.full 

3 
http://www.cbc.ca/ne
ws/canada/saskatche
wan/story/2011/08/1
7/sk-town-doctors-
1108.html 

4 
http://www.pairo.org
/Content/Files/bluepri
nt.pdf 

 



  
 

From
 Blind Side to U

pside – Josina Vink  
 

 
 

135 

 

Sources 
 
1 
http://articlescoertvis
ser.blogspot.ca/2011/
07/overdiagnosed-
too-much-diagnosis-
is.html 
 
2 
http://onlinelibrary.wi
ley.com/doi/10.1002/
1097-
4679%28200007%295
6:7%3C935::AID-
JCLP11%3E3.0.CO;2-
8/abstract 
 
3 
CBC radio, Metro 
Morning, May 23, 
2012 
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Sources 
 
1 
http://www.awic.ca/en
glish/user_uploaded/Fil
e/%232%20Youth%20O
ut-
Migration%20Trends%2
0in%20Northern%20On
tario.pdf 
 
2 
http://publications.gc.c
a/Collection/Statcan/21
-006-X/21-006-
XIE2000003.pdf 
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Sources 
 
1 
http://www.aboriginala
ffairs.gov.on.ca/english/
services/datasheets/ab
original.asp 
 
2 
http://www.cbc.ca/new
s/canada/story/2011/1
2/07/aboriginal-
population-
forecast.html 
 
3 
http://www.cbc.ca/new
s/canada/story/2011/1
1/25/f-native-
housing.html 
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Sources 
 
1 
http://money.cnn.com/
2011/09/12/technology
/ibm_watson_health_ca
re/index.htm 
 
2 
http://arxiv.org/ftp/arxi
v/papers/0908/0908.09
32.pdf 
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Sources 
 
1 
http://www.scribd.com
/doc/49348085/World
wide-Market-for-
Mobile-Medical-Apps-
The 
 
2 
http://www.informatio
nweek.com/news/healt
hcare/mobile-
wireless/240000464 
 
3 
http://cellscope.berkele
y.edu/ 
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Sources 
 
1 
http://www.imshealth.c
om/portal/site/ims/me
nuitem.d248e29c86589
c9c30e81c033208c22a/
?vgnextoid=017435729
d9b7210VgnVCM10000
0ed152ca2RCRD 
2  
http://oncampus.macle
ans.ca/education/2011/
06/09/are-
antidepressants-over-
prescribed-to-young-
people 
3  
http://www.plosmedici
ne.org/article/info%3Ad
oi%2F10.1371%2Fjourn
al.pmed.1000335 
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Sources 
 
1 
http://www.imshealth.c
om/portal/site/ims/me
nuitem.d248e29c86589
c9c30e81c033208c22a/
?vgnextoid=017435729
d9b7210VgnVCM10000
0ed152ca2RCRD 
2  
http://oncampus.macle
ans.ca/education/2011/
06/09/are-
antidepressants-over-
prescribed-to-young-
people 
3  
http://www.plosmedici
ne.org/article/info%3Ad
oi%2F10.1371%2Fjourn
al.pmed.1000335 
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Sources 
 
1 
http://uwaterloo.ca/ap
plied-health-
sciences/events/respon
se-ontario-primary-
care-physicians-pay-
performance-incentives 
2 
https://www.oma.org/R
esources/Documents/Pr
imaryCareFeature.pdf 
3 
http://www.straight.co
m/article-
353041/vancouver/jack
-layton-takes-inequality 
4 
http://www.usask.ca/sp
h/_documents/_WRTC/
30-sep-2011.pdf 
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Sources 
 
1 
http://www.policyalter
natives.ca/sites/default
/files/uploads/publicati
ons/Ontario_Office_Pu
bs/2007/ontariogrowin
ggap.pdf 
2 
http://www.citytv.com/
toronto/citynews/news
/local/article/160764--
occupy-bay-street-
protest-will-be-held-
saturday 
3 
http://www.straight.co
m/article-
353041/vancouver/jack
-layton-takes-inequality 
4 
http://www.omiss.ca/c
entre/pdf/raphael.pdf 
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Sources 
 
1 
http://www.thestar.co
m/news/gta/2012/11/2
2/healthcare_checkup_
will_the_oma_deal_real
ly_freeze_doctors_pay.
html 
2 
http://www.theglobean
dmail.com/news/nation
al/ontario-doctors-
back-deal-freezing-pay-
for-two-
years/article6138072/ 
3 
http://www.conference
board.ca/topics/econo
mics/budgets/ontario_2
011_budget.aspx 
4 
http://m.theglobeandm
ail.com/life/health-and-
fitness/how-do-we-
control-physician-
costs/article536114/?se
rvice=mobile 
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Sources 
 
1 
http://www.mcmillan.c
a/Files/Bill179_Receives
RoyalAssent_0110.pdf 
2 
http://www.cfp.ca/cont
ent/54/12/1669.full 

 



  
 

From
 Blind Side to U

pside – Josina Vink  
 

 
 

146 

 

  

Sources 
 
1 
http://www.farmersma
rketsontario.com/About
Us.cfm 
 
2  
http://www.tcgn.ca 
 

3 
http://www.localfoodpl
us.ca/ 
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Sources 
 
1 
http://books.google.ca/
books/about/Blue_Gold
.html?id=8KsONoioTb4
C&redir_esc=y 
 
2 
http://www.theglobean
dmail.com/news/politic
s/two-ontario-first-
nations-still-plagued-by-
mercury-poisoning-
report/article4230507/ 
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Sources 
 
1 
http://www.smartgrowt
h.bc.ca/Portals/0/Down
loads/CreatingHealthyC
ommunitiesGuide.pdf 
 
2 
http://www.mah.gov.o
n.ca/Page6737.aspx 
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Sources 
 
1 
http://www.health.gov.
on.ca/en/common/legis
lation/lhins/default.asp
x 
 
2 
http://www.mah.gov.o
n.ca/Page6737.aspx 
 
3 
http://healthydebate.ca
/2012/10/topic/commu
nity-long-term-
care/the-next-
challenges-for-primary-
care-in-ontario 
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Sources 
 
1 
http://www.health.gov.
on.ca/en/common/legis
lation/lhins/default.asp
x 
 
2 
http://www.web.net/o
hc/ 
 
3 
http://www.health.gov.
on.ca/en/pro/programs
/heia/ 
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Sources 
 
1 
http://www.youtube.co
m/watch?v=MODV9pdV
iIA 

2 
http://www.cpso.on.ca/
uploadedFiles/policies/
positions/resourceinitia
tive/Doctor%20shortag
e.pdf 
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Sources 
 
1 
http://www.globalresea
rch.ca/poverty-in-
ontario-collapse-of-the-
welfare-state/5310552 

2 
http://www.wellesleyin
stitute.com/health-
care/freezing-welfare-
the-wrong-decision-at-
the-wrong-time/ 

3 
http://www.wellesleyin
stitute.com/health-
care/freezing-welfare-
the-wrong-decision-at-
the-wrong-time/ 
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Sources 
 
1 
http://ktclearinghouse.c
a/cebm/ 

2 
http://hiru.mcmaster.ca
/more/AboutMORE.htm 
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Sources 
 
1 
http://www.webmd.co
m/ 

2 
http://www.patientpow
er.info/ 
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Sources 
 
1 
https://www.ashoka.or
g/ 
 
2 
http://www.forbes.com
/sites/helencoster/2011
/11/30/forbes-list-of-
the-top-30-social-
entrepreneurs/ 
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Sources 
 
1 
http://www.ratemds.co
m/SelectState.jsp#Cana
daindex.jsp 

2 
http://www.canadianm
edicaljournal.ca/conten
t/164/12/1709.full.pdf 
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APPENDIX C: DESCRIPTION OF TOOLS FOR ANIMATEHEALTH 

TOOLBOX 

The AnimateHealth Toolbox may include the tools outlined below.  More 

prototyping and experimentation is required to determine and refine these tools 

and ensure they are valuable and useable for clinical staff, volunteers, and/or 

patients.  With this toolbox, clinics would also get access to support from Health 

Animators and/or the Community Facilitator. 

• Patient screeners – Templates for written handouts and oral screeners 

that can be used at the beginning of a patient visit to better understand 

how someone is doing more holistically, identify areas of social need, as 

well as highlight individuals that would particularly benefit from a referral 

to the CHA or a related resource. 

• Guide to motivational interviewing – A training DVD for clinicians or 

volunteers to help them understand the value of motivational 

interviewing (MI) and support them in integrating it into their work with 

patients where appropriate.  This guide would include: an overview of 

MI, principles, summary of research, steps for applying MI in 

consultations, videos to watch, interactive activities to practice, and tools 

to help them in trying to carry it out with patients.  This approach can 

help clinicians to support patients in making positive life changes and 

addressing SDOH. 
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• Health goals worksheets – Templates for different methods of getting 

patients to set, record, understand and monitor their health vision 

and/or goals.  It would include a guide for individuals supporting patients 

in this process and easy to use tools for patients to record their vision and 

goals.  This will work to ensure patient care is aligned with their goals and 

help patients work toward the changes they seek. 

• Personal maps and report cards – Templates for worksheets that support 

personal assessments of personal strengths and community assets, 

decision aids, planning tools, and simple report cards for monitoring 

progress.  These tools can be used with patients as needed depending on 

their situation and needs. 

• Connection app – This online application could be accessed through 

computers or mobile devices and would allow clinics to connect into and 

easily search the CHA and 211 databases for resources to support or 

connect patients with. 

• Empathy tools and design probe kits – These tools allow a way for clinics 

to better understand the context and experience of patients where they 

live, work and play.  The toolbox would contain a variety of kits that could 

be given to patients to take home and bring back that would support 

them in recording and sharing (through photos, journaling, show and tell, 

etc.) what is happening with regards to a specific area of their life. 

• Social prescription pad – This would be a simple paper prescription pad 

and electronic template for resource referrals and action-oriented 

suggestions for patients. It would encourage health care providers to 
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make those connections and provide a means for communicating with 

volunteers, other team members or the CHA. 
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APPENDIX D: OVERVIEW OF CHA EVALUATION INDICATORS 

The following chart summarizes potential indicators for the evaluation for early 

outcomes as well as the source of the measurement. 

Area of Evaluation Indicator Source 
Patient/impatient 
reported 
outcomes 

Patient/impatient reported health 
outcomes (perceived health, 
perceived mental health) 

Baseline and bi-annual 
patient/impatient survey 
and follow-up interviews 

Patient/impatient quality of 
life/SDOH assessments 
Patient/impatient perceived 
support for health 
Patient reported quality of care 
Patient/impatient priority level of 
SDOH and community health 
Demographics of impatients 
Individual actions taken from 
gatherings and/or conversations 
Stories of success and failure within 
the CHA 

Primary care 
reported 
outcomes 

Health care provider reported 
quality of care 

Baseline and bi-annual 
survey of primary care 
providers and follow-up 
interviews 

Confidence level of health care 
providers in addressing SDOH 
Provider priority level of SDOH and 
community health 
Reported number of conversations 
about SDOH in clinic 
Number of health care visits of 
impatients/patients 

Health care 
students 

Level of understanding of SDOH by 
health care students 

Baseline and end of series 
survey and follow-up 
interviews Priority level of SDOH and 

community health 
Reported shifts in perspective of 
health care students from 
community dialogues 

Community Community actions take from 
gatherings 

Recorded by Health 
Animators 
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Reach and Usage Number of impatients participating  Recorded by Health 
Animators and online 
database 

Number of volunteer Health 
Animators 

Recorded by Community 
Facilitator 

Number of people influenced by 
impatients 

Baseline and bi-annual 
patient/impatient survey  

Number of new connections 
formed 

Baseline and bi-annual 
patient/impatient, student 
and  provider surveys 

Number of resource referrals made Online database and 
recorded by primary care 
clinics and Health Animators 

Number of gathering and dialogues 
hosted 

Recorded by Health 
Animators and online 
database 

Reported usage of toolkits Recorded by providers 
Activity on online community Report from online 

community/database 
 

In addition to the indicators for early outcomes listed above, a variety of 

formative and developmental indicators will be identified and measured to 

inform the on-going development and improvement of the CHA process. 
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APPENDIX E: COST STRUCTURE DETAILS 

Budget Item Estimate Rationale 
Salary of 
Community 
Facilitator 

$70,000 Based on a competitive analysis of average 
salaries of non-profit leaders in Canada 
completed by Charity Village in 2012 

Technology 
Development and 
Maintenance 

In-kind + $10,000 
(hosting and 
maintenance) 

Assuming development is donated by a 
private company 
Hosting and maintenance based on a 
discounted monthly rate of services like 
Igloo customer engagement communities or 
Tyze personal networks 

Hub Space In-kind Assuming space is donated by a community 
partner 

Tool Development $6,000 $1,500 - based on an estimate for 
photocopying, kit building, creating 
electronic templates, DVD production, and 
creation of custom paper pads 
$4,500 - app development (assuming time of 
programmer donated) 
 

Administrative, 
Training and Office 
Costs 

$6,000 $1,500 for utilities– based on monthly rates 
for phone and internet within the industry 
$1,800 for Health Animator training – based 
on estimates for food, printing, and training 
supplies 
$1,200 for computers for Community 
Facilitator and hub – based on current prices 
according to required specifications 
$1,500 for office/hub supplies – based on 
estimates of costs for required supplies (e.g. 
workshop supplies, kitchen supplies, paper, 
etc.) 

Total  $92,000 plus in-
kind contributions 

 

 

 

 


