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What would an “upstream” 
health system look like?
Remember, the system of tomorrow has not yet 
been built, but will be the product of our vision and 
effort today
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Upstream Health Systems

A system that continuously supports the 
improvement of health (in the broadest sense) and 
human rights throughout the life course of all
members of the community, through a primary focus 
of attention and resources on root causes (while 
maintaining the capacity to address acute illness), 
community ownership and governance, direct action 
on policy change, and is a catalyst for creative 
alternatives in other parts of society that impact 
education, housing, work, food and water, and social 
connection. 
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BUILDING BLOCKS OF 
UPSTREAM HEALTH SYSTEMS



Building blocks
1. Evidence on interventions that go upstream, integrated and scaled up 

in health systems

Individual/clinical-level

Organizational-level
Community-level

EMPLOYMENT INTERVENTIONS
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those that were supported by 
findings from multiple studies 
that were rigorous (Supple-
mental Appendix 3, available 
at http://www.annfammed.org/
content/16/5/447/suppl/DC1/). 
Although each feature is pre-
sented separately, there are 
certainly areas of overlap and 
intersection (Figure 2). All of 
these features were present in 
the studies of interventions that 
were delivered in settings that 
also provided primary care.48-50

A Multidisciplinary 
Intervention Team With Open 
Communication to Address 
Patient Needs
Successful interventions were 
patient centered and engaged 
a multidisciplinary team, com-
posed of health care workers 
and employment specialists, 
who communicated consis-
tently.20,65,76 The majority of 
articles (61 of 88), including 
high-quality randomized con-
trolled trials, described how 
integrated, multidisciplinary, 
coordinated services were 
important characteristics of 
the intervention. Integrat-
ing clinical and employment 
services achieved significantly 
higher competitive employment rates compared with 
the control.63 Having the entire team in the same space 
allowed for better understanding of each other’s roles, 
responsibilities, and skills across disciplines, which bet-
ter enabled the patient’s needs to be met.120 

Eleven studies described ongoing communication 
across the multidisciplinary team as a key compo-
nent of the intervention.* Ongoing communication 
between health and employment specialists ensured 
that the patient’s health needs and strengths were 
considered when looking for potential work and that 
any challenges were addressed once they secured 
employment.69

Successful intervention teams were patient cen-
tered, focused on helping patients meet their goals and 
take control of the process. Trust between the employ-
ment specialist and the patient helped participants 

discuss challenges.124 Five successful studies77,78,86,116,118 
cited the importance of the patient’s relationship with 
the physician, while an unsuccessful Individual Place-
ment and Support intervention62 found that mental 
health professionals did not expect patients to work 
and had low general expectations of them.

Patients Receive a Package of Services Including 
Expert Advice, a Job Search, Feedback, Networking, 
Education and Training, and Peer Mentorship
Successful interventions provided patients with access 
to advice from an expert (eg, a case manager), a rapid 
and competitive job search, ongoing feedback and sup-
port, networking to employers, education and training, 
and peer mentor support. Sixty-six studies described 
having dedicated full-time employment specialists 
or case managers as a critical component of employ-
ment interventions. Job coaches were experienced in 
the rehabilitation of people with mental illness and *References 20,61,67,69,84,85,90,94,105,114,116

Figure 2. Successful interventions include patient-centered relationships 
among the health care worker, employment specialist, and employer. 

Note: All relationships are focused on the goal of achieving employment for the patient. Bold text denotes features 
derived from evidence in the systematic review. Nonbold text denotes features not found in the evidence; how-
ever, we include them in the model because they were considered important and are supported in other literature.

Health care setting intervention

Feedback 
on progress 
of patient

• Deliver package
• Provide unwavering support
• Advocate microsystem changes
• Instill con! dence/develop trust

•  Work with employers to inte-
grate patients into workforce

• Gain employer buy-in
•  Communicate and educate

Feedback on 
whether patient 
accommodation 
needs are met

• Provide accommodation
• Provide feedback

•  Open communication 
and support

•  Share relevant health 
needs/limits

•  Destigmatize 
mental health

•  Communicate 
and educate

Takes compre-
hensive view of 

social needs

Feedback on 
employment status 

of patient

Patient

Employer

Health care 
worker

Employment 
specialist

http://www.annfammed.org/content/16/5/447.abstract 

https://www.theglobeandmail.com/canada/article-food-as-
medicine-programs-doctors-look-to-fill-nutrition-prescription/ www.decentworkandhealth.org
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Building blocks
2. Data that has impact: at the point of care, for 

QI/organizational change, and system evolution 
– and accountability

SUMMARY REPORT

JUNE 2013

WE ASK BECAUSE  
WE CARE.

201306278

What language do you 
feel most comfortable 
speaking in with your 
health-care provider?

Which of the 
following 

best describes 
your racial or 
ethnic group?

Do you have 
any of the 
following 

disabilities?

Will you please provide us with information about yourself?
This information will increase access to services  

and improve the quality of care.

With funding and support from the Toronto Central LHIN.

We ask because we care
The Tri-Hospital + TPH Health Equity Data Collection Research Project Report
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Building primary care capacity to address SDOH | Program Description

can also be used in practice management to analyze a 
physician’s roster of patients to identify hot spots, where 
social disadvantage and poor health outcomes intersect. 
At an organizational level, health organizations might 
change business practices, such as the hours of opera-
tion or training of front-desk staff, or create new pro-
grams to address SDOH. All this can build toward a truly 
“upstream” change through policy advocacy. 

The committee is working toward establishing tools 
and skills to enable an SDOH-focused approach to pro-
gram planning and evaluation throughout the FHT. The 
success of these efforts will rest on continued support 
and input from the FHT management, staff, and physi-
cians, as well as patients and community members.

Conclusion
Our work on SDOH interventions is just beginning. We 
have seen the rapid establishment of a number of initiatives. 
Taking action for SDOH issues is dynamic and complex. We 
have begun to dedicate a portion of each committee annual 

retreat to presentations from “unusual suspects,” includ-
ing community members, activists, other professionals, 
and policy makers, followed by critical reflection. Through 
engagement with diverse perspectives and expertise in 
SDOH, we will innovate new interventions that improve the 
health of our patients and our community.

Based on our experiences, and based on the press-
ing need to address the most fundamental and power-
ful determinants of health, we propose that every large 
primary care organization establish an SDOH commit-
tee. These committees would serve to identify and sup-
port innovative approaches to addressing the SDOH in 
a practical manner. Committees could also form a net-
work across regions and internationally to share lessons 
learned and support joint advocacy on issues of com-
mon concern. We look forward to such collaboration 
and supporting others in their SDOH journeys. 
Dr Pinto is the founder and Director of the Upstream Lab at the Centre for Urban 
Health Solutions at the Li Ka Shing Knowledge Institute at St Michael’s Hospital 
in Toronto, Ont, a family physician and public health and preventive medicine 
specialist in the Department of Family and Community Medicine at St Michael’s 

Figure 1. Framework for SDOH interventions in primary care, from “downstream” data to “upstream” advocacy

SDOH—social determinants of health.

Step 1. Collect data to identify “upstream” 
causes of “downstream” problems

Health data 
(eg, diagnoses, 
laboratories,

measurements)
(Individual level)

Robust, routinely collected 
sociodemographic data

(Individual level)

Community data on 
social determinants
(Population level)

Health service data
(Individual and

population levels)

Step 3. Use your data to drive 
change at the organizational level
r�Change business practices 
   to accommodate SDOH
r�Develop new programs 
   that tackle SDOH
r�Endorse advocacy campaigns

Step 2. Use data to change the care provided 
to individuals and in practice management

Individual care
r�Change care provided
   (eg, prescribe lower-cost
   medication)
r�Refer to internal SDOH services
r�Refer to community services

Practice management
r�Be proactive in identifying
   patients who need 
   assistance with SDOH
r�Identify “hot spots” in a 
   roster of patients

Step 4. Use your data and experience to inform system evolution
r�Disseminate information (eg, health provider education and continuing education) 
r�Build relationships with “unusual suspects” in other sectors
r�Shift the discourse around health, from “downstream” to “upstream”

Step 5. Use your data and experience to create a foundation for “upstream” advocacy
r�Advocate for policy changes to improve SDOH
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Patient Reported and Inferred 
Social Measures (PRISMs)

Data to inform patient care
Data to inform actions at a practice level
Data to help organizations measure performance
Data to support system change
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Key issues raised by many before me
• Indigenous data governance and sovereignty and 

seeking perspectives of Indigenous individuals on being 
asked
• Community engagement – e.g. E-GAP framework
• Transparency
• Commitment to taking action (not just data collection!)
• Data quality
• Staff training and commitment of organizations, 

including support for implementation
• Appropriate communication to patients
• Data security and privacy

https://upstreamlab.org/project/spark/ 
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EGAP Framework
A vision of community data governance 
from the Black Health Equity Working Group

§ Engagement: genuine, ongoing, accessible, 
transparent consultation with community 
members, recognized leaders and 
organizations

§ Governance: community decision-making 
about collection, analysis/interpretation, 
use, management

§ Access: right to access data and determine 
who else can access community data trust

§ Protection: safeguarding data, including the 
use of de-identified and anonymized data

https://blackhealthequity.ca/ 
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Building blocks
3. Accelerate health system evolution with public 

movements: access to primary care homes as a right, 
payment reform, demanding system integration and 
building upstream health systems

How can we engage the patients and 
communities we serve in policy processes?
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Building blocks
3. Accelerate health system evolution with public 

movements

https://www.thestar.com/news/world/us/2020/08/08/doctors-
hospitals-launch-voter-registration-efforts.html 
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Voting, health and interventions in
healthcare settings: a scoping review
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Abstract

Background: In democracies, voting is an important action through which citizens
engage in the political process. Although elections are only one aspect of political
engagement, voting sends a signal of support or dissent for policies that ultimately
shape the social determinants of health. Social determinants subsequently influence
who votes and who does not. Our objective is to examine the existing research on
voting and health and on interventions to increase voter participation through
healthcare organizations.

Methods: We conducted a scoping review to examine the existing research on
voting, health, and interventions to increase voter participation through healthcare
organizations. We carried out a search of the indexed, peer-reviewed literature using
Ovid MEDLINE (1946–present), PsychINFO (1806–present), Ebsco CINAHL, Embase
(1947–present), Web of Science, ProQuest Sociological Abstracts, and Worldwide
Political Science Abstracts. We limited our search to articles published in English.
Titles and abstracts were reviewed, followed by a full-text review of eligible articles
and data extraction. Articles were required to focus on the connection between
voting and health, or report on interventions that occurred within healthcare
organizations that aimed to improve voter engagement.

Results: Our search identified 2041 citations, of which 40 articles met our inclusion
criteria. Selected articles dated from 1991–2018 and were conducted primarily in
Europe, the USA, and Canada. We identified four interrelated areas explored in the
literature: (1) there is a consistency in the association between voting and health; (2)
differences in voter participation are associated with health conditions; (3) gaps in
voter participation may be associated with electoral outcomes; and (4) interventions
in healthcare organizations can increase voter participation.

Conclusion: Voting and health are associated, namely people with worse health
tend to be less likely to engage in voting. Differences in voter participation due to
social, economic, and health inequities have been shown to have large effects on
electoral outcomes. Research gaps were identified in the following areas: long-term
effects of voting on health, the effects of other forms of democratic engagement on
health, and the broader impact that health providers and organizations can have on
voting through interventions in their communities.

Keywords: Voting, Political participation, Democratic engagement, Self-rated health,
Health inequities, Social determinants of health

© The Author(s). 2020 Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to
the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The
images or other third party material in this article are included in the article's Creative Commons licence, unless indicated otherwise
in a credit line to the material. If material is not included in the article's Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright
holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain
Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless
otherwise stated in a credit line to the data.

Brown et al. Public Health Reviews           (2020) 41:16 
https://doi.org/10.1186/s40985-020-00133-6

13

https://www.thestar.com/news/world/us/2020/08/08/doctors-hospitals-launch-voter-registration-efforts.html
https://www.thestar.com/news/world/us/2020/08/08/doctors-hospitals-launch-voter-registration-efforts.html


Building blocks
4. Public communication and popular education
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Building blocks
4. Public communication and popular education

https://www.youtube.com/watch?v=QboVEEJPNX0 

Let's Start a Conversation About Health...and Not Talk About Health Care at All
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Building blocks
5. Change health provider education in a generation
• Foundational knowledge on what truly determines health, 

not only what causes illness
• An upstream and population lens to all topics, from 

depression, to diabetes, to dementia
• Dismantling hierarchy in training, from year 1 to the end of 

residency
• Put resources into ensuring the population is represented 

in health professions
• Specific training on community engagement, dialogue with 

communities, being an ally, policy advocacy
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Conclusion

Building blocks of upstream health systems:
1. Evidence on interventions that go upstream
2. Data that changes care, organizations and 

holds systems accountable
3. Accelerate health system evolution with public 

movements
4. Public communication and popular education
5. Changing health provider education
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And primary health care should be part of each building block!


