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OUR ROLE IN ADDRESSING THE SOCIAL
DETERMINANTS OF HEALTH

The BC College of Family Physicians’ (BCCFP) strives to empower family physicians to address the
social determinants of health (SDH).
SDH are the conditions in which people are born, grow, live, work, and age. These circumstances
are shaped by the distribution of money, power, and resources at global, national, and local
levels. Many reports, summits, and studies corroborate the link between social factors and human
health. A 2012 report found that socio-economic factors account for fully 50% of all health
outcomes in Canada.
Attention to the SDH is integral to population health and family medicine. Many family physicians
recognize that it is difficult to treat the immediate health concerns of their patients without
addressing in some way the underlying social conditions that give rise to poor health. However,
there are challenges in incorporating SDH processes into practice.
In early 2019, the BCCFP awarded eight one-time grants of $5,000 to enable members to create
resources or initiate projects that could help BC family physicians address the SDH. This report
summarizes the exciting, valuable and varied ways in which the grants were used.
Projects took place in both rural and urban areas of the province and addressed different
populations and their needs, from new mothers on a small island to Indigenous people living in
downtown Vancouver. A spectrum of care providers, including family physicians, social workers,
counsellors, clinicians and residents, brought their expertise and perspectives to the projects.
Across these project summaries, you will see a clear pattern in the importance and benefit of
caring for the whole person, taking into consideration their mental health, social connectedness,
economic well-being and access to basic needs.
While each project had its challenges, in every case, organizers felt their work was beneficial to
patients as well as family physicians and hoped to continue and scale their project in their local
community and beyond. In some cases, they provide resources and recommendations for family
physicians to utilize.
We hope you enjoy reading about these projects and that your imagination is sparked with new
ideas for addressing the SDH in your practice.
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BC BENEFITS NAVIGATOR
OBJECTIVE
To trial the BC Benefits Navigator, an online
survey tool pilot developed to make it easier
for physicians and patients to have informed
discussions about poverty and government
income benefits.
Two family physicians volunteered to test
the BC Benefits Navigator tool in their
primary care clinics in North and East
Vancouver; both physicians have interest
and experience in working with marginalized
patients. Participating patients were asked
to complete a six-question feedback
questionnaire after going through the online
tool with their physician.
At the end of the testing period, the project
coordinator conducted one-on-one debriefs
with each participating physician.

Sarah Kesselring and Melissa Wan, Basics for Health board members,
presented on the BC Benefits Navigator project and pilot study findings at
the BC Patient Safety & Quality Council (BCPSQC) Quality Forum in
February 2020.

OUTCOMES
Family physicians found the tool was effective at aiding conversation, helping patients identify
benefits they could apply for, and determining steps they could take to improve their financial
security. However, they found it difficult to find the time to go through the tool with patients as
part of regular scheduled appointments – additional time was required for tending to patient
follow-up questions and developing an action plan, as well as addressing the health concerns that
led to the appointment being made.
Once patients identified next steps, some requested further guidance in filling out relevant forms
and follow-ups were required. To roll out the tool across the practice, there would need to be
protocol that considers the benefit of longer or separate appointments, as well as follow-ups. Such
changes to appointment scheduling may have impacts on billing and clinic workflow.
Both patients and physicians provided positive feedback about their experiences testing the tool
and indicated that they felt the intervention could fit within a regular visit, with some
modifications. The report identified next steps for continuing to develop and improve the tool.

Read the full report.
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FOOD SECURITY WORKSHOPS FOR PATIENTS
OF LU’MA MEDICAL CENTRE
OBJECTIVE
To pilot programs that address food
security and nutrition as a significant
social determinant of health that
affects much of the Indigenous urban and
non-urban populations. The grant was
used to run workshops on food security
and nutrition for patients of Lu’ma
Medical Centre: a primary care,
culturally safe home for urban Indigenous
people.
Primary care providers and counselling
staff referred participants to a variety of
workshops and group events centred
around food and traditional medicine.

Project organizers and workshop participants at Lu'ma Medical Centre.

Attendees enjoyed making meals, teas and salves together; learning how to make and can jam;
growing herbs; and hearing about the benefits of bulk buying spices and dry goods to keep
budgets down.
Monthly bingo lunches were another opportunity to bring people together in an inclusive
environment. Participants were able to take home recipe books, crock pots, herbs and other
kitchen tools to help them continue exploring good nutrition and food security.

OUTCOMES
Participants said they enjoyed the opportunity to connect with new people, learn something new
and enjoy nutritious food. Organizers commented that “Seeing isolated patients connecting and
benefiting from the events has been powerful.”
Organizers found the net benefit of these workshops for both patients and healthcare workers to
be substantial at a low cost. While they acknowledge that not every clinic has a diverse team of
allied support, they encourage other primary care practices to think about the benefit offering
nutrition and food security programs to patients and the wider community.

Read the full report.
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GOVERNMENT ASSISTANCE: HEALTH
RESOURCES AND FORMS TOOL
OBJECTIVE
To help practitioners be more efficient
and knowledgeable with health-related
government assistance for marginalized
populations by providing a resource tool.
UBC medical students and residents
drafted the initial Government Assistance:
Health Resources and Forms document,
which was then refined by social worker
Benita Yi and adapted by Dr. Janet
McKeown to make it relevant to primary
care practitioners.

The tool is currently available for access through Pathways.

OUTCOMES
The Government Assistance: Health Resources and Forms tool was created to assist primary care
practitioners in BC with locating government financial assistance, health resources and forms for
their patients. The document includes information on benefits and eligibility for persons with
disabilities, persons with persistent multiple barriers, Indigenous persons, and those who use
substances.
The tool is available to all primary care practitioners in BC in Pathways, which is a virtual care
directory managed by the Divisions of Family Practice. The tool continues to be used in clinical
practice and as a teaching tool for family practice residents. It will continue to be updated as
needed.
Dr. McKeown said, “The collaborative inter-professional work was very rewarding for all of us
involved. I have learned a lot about resources for the marginalized working on this project and I
look forward to continuing to share this with our next generation of primary care physicians so we
can all better serve marginalized populations.”

View the resources and forms tool.
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KIMBERLEY FOOD RECOVERY DEPOT
OBJECTIVE
To create a guide for family physicians
interested in setting up a food recovery
depot in their own communities. The
project also involved raising awareness
of the existing good recovery depot in
Kimberley and seeking feedback on how
to better tailor the operation of the
depot to the needs of the community.
The Kimberley Food Depot opened in
2018 as an initiative of Healthy
Kimberley to collect produce, dairy,
meat and eggs, and distribute this fresh
food to those in need.

OUTCOMES

Dr. Ilona Hale and volunteer Sherrin Perrouault at the Kimberley Food Recovery Depot.

Organizers ran a range of initiatives to increase awareness of the program, engaging with as many
sections of the community as possible. They:
• ran open houses for the general public, media, local government and policy makers
• engaged local family physicians, allied health professionals, local Early Years Teams and schools
• presented to city council
• posted regularly on social media
• gained coverage in local newspapers and on local radio
• developed new branding and promotional materials to display and distribute around the community.
To collect feedback, organizers surveyed physicians regarding the most appropriate way to promote
and communicate the service of the Food Recovery Depot to their patients. They also met with allied
health professionals and surveyed individuals, community agencies and schools who access the
recovered food to inquire about their experience of the program.
The project culminated in the creation of a guide on starting a similar food recovery program in your
own community, including a step-by-step outline of how to identify partners and build relationships.
“They say that people listen to doctors and that we have a powerful voice. Family physicians and our
organizations should get much more involved in helping to address the upstream causes of so many of
the health problems that we see,” said organizer Dr. Ilona Hale. View the guide here.

Read the full report.
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MAMAMOOD
OBJECTIVE
To create a sense of community among mothers of young children on Gabriola Island.
The MamaMood program provided community counselling through a facilitated support group,
with additional private counselling sessions for participants who needed individualized support.
Mothers were provided with a safe space to share their anxieties, challenges and tensions around
parenting and partnership, helping them to see that they were not alone in their experiences.
The group met once a week for an hour of facilitated group work, followed by time for snacks,
social connection, and additional communication with the counsellor if needed. Discussion topics
included the emotional impacts of mothering; the domestic and emotional load women carry; and
the anxiety created by the need to fulfill multiple roles. Childcare was provided on site at the
Gabriola Community Hall.
Participants, aged from mid-20s to late 40s, came from a range of socioeconomic and educational
backgrounds. The participants worked well together and created a positive group dynamic.

OUTCOMES
All participants said they would recommend the group to other mothers, and all said they felt it
should continue going forward. One participant said, “It’s been amazing to connect with women in
the community and feel supported and not judged. My family has benefitted because I feel more
support and less isolated with any issues I have.”
Another participant commented, “The peer connection, compassion and support I’ve received
through participating in this group have been huge. The relationships I’ve built through the group
mean that I now have key people I can reach out to when I’m struggling or need a listening ear.”
Facilitators commented that there were some logistical challenges in running the program, such as
finding an appropriate venue and providing consistent childcare.
Through the course of the program, five people were referred to their family physician.
Gabriola Health Care Foundation has agreed to continue to fund the program for a 12-week
session each year. The women in the first group are still regularly in touch and organizers are
working on how to continue a more formal group, perhaps through facilitated group medical visits.

Read the full report.
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REACH COMMUNITY HEALTH CENTRE
OBJECTIVE
To strengthen the work being done at the REACH Community Health Centre to better address the
social determinants of health within the East Vancouver community. This would be done by creating
and improving resources; training Basics for Health volunteers; promoting the clinic and the Basics for
Health program; surveying patients; and improving coordinated team action on the SDH.
A new system was implemented for coordinating referrals between physicians and Basics for Health
volunteers at the community centre.
Basics for Health volunteers received enhanced training through education sessions and networking
opportunities. This ultimately improved engagement between the volunteers, clinicians and vulnerable
people within the community.
Basics for Health posters were created and posted around the clinic to improve awareness of the
service among patients and clinicians.
Resources around social and assistance programs specific to different kinds of patients, such as
refugees and Indigenous people, were created. A centralized system to store resources and community
aid programs was introduced across the clinic.
The project included creating a survey to be integrated into the medical clinic workflow. The survey
inquired about patients’ employment, housing, food access and disability status. The intention was to
help the organizations better understand, plan and advocate for the need to address the SDH.

OUTCOMES
Survey data showed that more research and urgent action is required from advocates, social workers
and physicians to raise social determinant of health issues to the public, physicians, and policy makers.
Project leaders highly recommend working with Basics for Health to scale SDH work. They offer to share
their survey with other clinics and communities to support the spread of SDH work.
Project leaders acknowledged that this project would have been difficult to realize without team-based
care. They recommend leveraging team-based care to integrate achievable SDH workflow into the
Patient’s Medical Home and Primary Care Networks (PCN) as a priority and believe this project can be
integrated into the PCN framework.
The project introduced a feasible process to embed SDH into the physician-patient encounter and is
a first step in what organizers hope will be a movement for change to harness the family physician as a
nexus for accessing SDH services.

Read the full report.
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SDH SCREENING TOOL AND CODES
OBJECTIVE
To create an SDH screening tool and
reference sheets to be used by all
physicians in the Elk Valley region.
This project was run by community social
worker Lois Elia, as well as family
physicians and medical office assistants of
the Elk Valley.

The SDH reference sheets are now in use by physicians throughout the
Elk Valley.

OUTCOMES
The SDH screening tool and reference sheets are now uploaded to Profile – the electronic medical
record (EMR) used in the Elk Valley by all physicians.
Within the reference sheets are hyperlinks to other forms and websites to support patients in
accessing benefits and other resources. Download the reference sheets.
SDH codes were created and are now available on the EMR for clinicians to use. Social workers
began using these reference sheets to help patients with specific problems.
The project was a success. Moreover, it showed potential for scalability to other communities, as
most of the information on the reference sheets applies to all BC communities.

Read the full report.
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STUDY: PERSPECTIVES OF SOCIAL WORKERS
WORKING IN PARTNERSHIP WITH PRIMARY
CARE IN THE LOWER MAINLAND
OBJECTIVE
To understand the experiences of
social workers working in
partnership with primary care to
address patients’ health-related
social needs (HRSN) and social
determinants of health.
The project aims to inform capacity
building to address HRSN and SDH
in primary care, and appropriate
integration of social workers into
the primary care system.

Click to view the diagram in full.

The BCCFP grant was used to fund the qualitative analysis and follow-up interviews to enhance
rigour and support publication of the study.
Twenty qualitative interviews were completed with eleven social workers from diverse practice
settings in the Lower Mainland. Interview questions explored social workers’ experiences
addressing SDH-related patient needs, challenges in their roles, and capacity to address HRSN and
SDH within a primary health care teams.

OUTCOMES
The study found that BC has made insufficient progress in developing interventions in primary care to
include SDH and HRSN within the fabric of care. This translates to significant unmet health related
social needs, especially among complex and marginalized patients, which leads to inappropriate and
costly downstream medical care. Social workers are well equipped to fill this critical gap in primary care
and offer valuable perspectives on possibilities for integration and for better care for the most
vulnerable patients.
The report advocates for the need to address multiple systemic and provider barriers to allow social
workers to practise at their full capacity. Engaging social workers in primary care reform and other
policymaking discussions is identified as a valuable first step.

Read the full report.
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