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RIFS Key 
Evaluation 
Results

 » Financial wellbeing is not just an individual circumstance. It is 
influenced by household, community and social contexts, as well as life 
transitions and financial shocks.

 » The Reducing the Impact of Financial Strain (RIFS) project aimed to 
explore ways to reduce financial strain as a barrier to health, particularly 
in the areas of cancer and chronic disease management and prevention. 

 » The work focused on: Primary Care Network (PCN), clinic and 
community action; creation of a population health needs framework; 
and collaboration, evaluation and knowledge translation.

 » Three PCNs and four communities in AHS North, Edmonton and Central 
zones participated.

 » Clinics used the Alberta Clinical Poverty Screening Tool and community 
multi-sectoral teams leveraged the Alberta Healthy Communities 
Approach (AHCA) to promote a collaborative approach based on local 
strengths and assets.

 » In primary care clinics, teams screened 623 patients for financial strain 
and 186 (30%) screened positive for financial strain. 80% of patients 
who screened positive accepted a referral for additional support.

 » Community multi-sectoral teams implemented upstream community 
actions aimed at improving system navigation and service connection 
for individuals; increasing awareness about how financial strain impacts 
health and wellbeing; reducing barriers to access systems and services; 
access to transportation, technology and employment; building 
financial literacy; and strengthening collaboration among coalition 
members, that has the potential to reach 25,215 citizens.

 » All communities demonstrated an increased capacity for action and in 
total implemented 60 strategies to reduce financial strain. 

https://cep.health/media/uploaded/Poverty_flowAB-2016-Oct-28.pdf
https://albertahealthycommunities.healthiertogether.ca/
https://albertahealthycommunities.healthiertogether.ca/


 » In the clinics, the project increased the awareness of the importance 
of financial strain on patient outcomes, and most clinical team 
members agreed screening was feasible in primary care.  

 » Poverty simulations and engagement activities supported increased 
community and primary care collaboration and uncovered 
unconscious bias and stigma. 

 » Clinical teams highlighted the importance of appropriate and 
accessible resources, understanding what matters to the community, 
community champions, and pre-existing partnerships.

 » A population health needs framework was developed to 
collaboratively plan services according to the health needs and 
priorities of communities and populations where health services are 
offered. It can inform service planning and provide information for 
communities to act: Population Health Needs Framework.

 » Communities emphasized the essential ingredients for collaboration 
including early partner representation and creation of a shared vision; 
open communication channels; defined roles and responsibilities; 
leadership support and relationships; and adoption of a collaborative 
mind-set. 

 » The RIFS Together4Health website was created to foster collaboration 
and information exchange among and between project sites and 
received 2,700 visits.

 » The journey of partners, providers and patients was told through 13 
digital stories available on the AHS YouTube channel. Viewership on 
all digital stories (without promotion) totaled 3,258 views as of March 
2022.

 » The RIFS project promoted a stronger health ecosystem (see figure) 
between the medical home, health neighbourhood and community.
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https://financialwellness.healthiertogether.ca/starttheshift/population-health-needs-framework/
https://www.youtube.com/watch?v=PxaRM4MI6uM&list=PLi1tOF1I5ZoXTJnxPKls0-7f2MzTpQmVH&index=7https://www.youtube.com/user/ahschannel


Background 
and Rationale
The Reducing the impact of Financial Strain (RIFS) project 
tested a collaborative approach to address income 
as a determinant of health with the Patient’s Medical 
Home, Health Neighbourhood and the community. 
The community multi-sectoral teams used the Alberta 
Healthy Communities Approach to bring partners 
together to support those experiencing financial strain. 
The primary care teams shifted their practices to offer 
support, in part, by identifying patients with financial 
concerns and connecting them to community supports. 

Increased collaboration among service providers and 
communities was an explicit focus of this project and 
promoted a stronger health ecosystem between the 
medical home, health neighbourhood and communities. 
More background on the RIFS project can be found here.

HEALTH INCOME

The focus of this 
evaluation was 
on the feasibility 
of acting in the 
community and 
clinical setting 
and, importantly, 
how these 
settings can work 
together.

The focus of this evaluation was on the feasibility 
of acting in the community and clinical setting and, 
importantly, how these settings can work together. 
A mixed methods approach to evaluation and, 
where possible, for the implementation-focused 
workstreams, the RE-AIM framework was used to 
measure and report implementation and effectiveness 
outcomes. The full evaluation is available upon request 
from the Indigenous Wellness Core Scientific Office:  
IWC.Innovation.research@AHS.ca  

https://albertahealthycommunities.healthiertogether.ca/
https://albertahealthycommunities.healthiertogether.ca/
https://financialwellness.healthiertogether.ca
https://www.nccmt.ca/knowledge-repositories/search/70
mailto:IWC.Innovation.research%40AHS.ca?subject=


Results

Clinic
Screen and support patients living 
with financial strain
The focus in the primary care clinics was to test 
whether financial strain screening would be feasible 
in practices in Alberta and acceptable to patients. The 
evaluation collected financial strain screening results 
from three PCNs based on the Alberta Clinical Poverty 
Screening Tool (additional resources for clinical team 
are available here). Feedback from primary care 
team members and patients about their experience 
informed lessons learned about scale and spread to 
other PCNs across Alberta.

Screening and 
Referral Results

Screening Element Count 
Across Sites %  Mean 

(Range)1

Panel segment eligible 
for screening2 1593* N/A 531 

(289–809)

Panelled patients 
screened 623 39% 35% 

(16%–47%)*

Panelled patients who 
declined screening3 39 2% 2% 

(.5%–5%)*

Patients who screened 
positive 186 30% 37% 

(18%–63%)

Patients who screened 
positive and accepted 

referral4
135 73% 80% 

(59%–100%)

* Based on three sites.
1 The mean is the average of the sites; the minimum and maximum values provide context for interpreting the mean.
2 Two of the five sites were not able to report eligible panel segment size. Each site used different criteria  
 to select the eligible segment of their panel.
3 Healthcare providers used clinical judgement to decide if the screen was offered at available appointments. 
4 Patients who accepted a referral may or may not have followed through. This information was not routinely  
 collected. There were multiple reasons for patients not accepting a referral (e.g., they may have been already  
 engaged with service, able to navigate on their own, among other reasons).

https://cep.health/media/uploaded/Poverty_flowAB-2016-Oct-28.pdf
https://cep.health/media/uploaded/Poverty_flowAB-2016-Oct-28.pdf
https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Change-Package-and-Tools/Pages/Change%20Package%20and%20Tools.aspx


Most respondents agreed reducing financial strain 
improves patient outcomes and that screening is 
very important and is relevant to practice. 

More respondents in the group surveyed the 
second time agreed screening could be easily 
implemented and disagreed that it took too much 
time. 

Perspectives from interviewed staff indicated 
the screening process itself did not take long, 
although it did depend on the specific context of 
the patient. 

Physicians and other allied health team 
members were more positive about the ease of 
implementation, and whether screening took too 
much time compared  
to other team members.

Clinic Staff Reactions to Screening 
To assess acceptability of implementing  
the screening and associated care pathways, staff feedback 
was gathered from four primary care sites before and after 
implementation. Key findings included:

Half of interviewees indicated they were having trouble 
making ends meet on the day of the interview. 

87% of interviewees reported being the same or worse 
off financially due to economic impacts of COVID-19, 
employment barriers, health status or a change in family 
situation compared to the previous year.

93% of patients agreed or strongly agreed that being able to 
make ends meet relates to better health.

68% of patients were, or would be, comfortable or very 
comfortable being asked about making ends meet by their 
physician or other health care provider.

“It’s mentally straining when you can’t provide the basic 
necessities...it affects your mental wellbeing more than 
anything, but when you are stressed it affects you physically on 
top of it.” McLeod River PCN patient 

Patient Experience Survey Results 
Screened patients who consented to be contacted (40%, 
n=62) by the AHS project team were interviewed about 
their experience. Key themes that emerged from the survey 
include: 

1

2

3

4

5
After the grant defined clinical screening period, 6 health care provider 
interviews and an analysis of patient charts was completed. Interviews revealed 
increased provider awareness of social determinants of health and broadened 
perspectives on patient holistic needs. Patient chart review showed the most 
common areas addressed were financial, mental health, medication, and social 
isolation. This more detailed evaluation demonstrated tangible areas of action 
that clinics and the broader community could take together.  



Community  
Use the Alberta Healthy Communities 
Approach to enhance health-promoting 
assets for financial wellbeing at the 
community-level.

The focus in community was to use the Alberta Healthy 
Communities Approach (AHCA) to promote overall 
health. Evaluation of the AHCA in each of the four RIFS 
communities focused on both process and outcomes 
using the RE-AIM framework. The total number of 
Albertans living in the four participating communities is 
25,2151 (potential reach).

1 2016 census profile.  Morinville pop = 9848; Whitecourt pop = 10,200: Vermillion pop = 4084;  
 Viking pop = 1083 

Raising awareness of financial strain among project partners was 
key to successful integration of the screening and referral process 
in community. The poverty simulations and engagement activities 
supported increased awareness among community partners and 
stakeholders.

The following enablers were key to implementation of AHCA: 
appropriate and accessible resources, community champions and 
pre-existing partnerships.

Health Promotion Facilitators were vital for RIFS to coordinate 
engagement (particularly between community agencies and clinics).

Community champions were essential to facilitating and supporting 
collaboration during implementation.

Aligning the ‘right’ partners, available resources and agencies within 
the community are important for effective coordination to support 
those experiencing financial strain.

The main barriers to implementing RIFS included cuts to community 
organization funding, partner capacity and social stigma.

Key Findings
Focus groups with communities and interviews with health promotion 
facilitators (HPFs) were used as the primary qualitative methods to 
evaluate implementation outcomes from the community to determine 
partners’ awareness and feasibility of the AHCA process. Key findings from 
focus groups and interviews were:
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https://albertahealthycommunities.healthiertogether.ca/
https://albertahealthycommunities.healthiertogether.ca/


Effectiveness was defined using a time series analysis of changes in community 
capacity, as well as the proportion of participating communities that reported 
evidence-based policy or program improvements aligned with their action plans 
since the start of the project.

Community Capacity
The Community Capacity Assessment Tool (CCAT)  is a resource 
to support community teams to better understand their local 
community context. The tool measures the collective capacities 
that a community needs to effectively act on identified 
community priorities. All four communities increased in their 
Community Capacity Assessment Scores, providing evidence of 
sustainable leadership, structures and skills to continue locally led 
action on financial strain.

Policy or Program Improvements
The four community teams co-designed and implemented 
60 strategies to support implementation of community-level 
initiatives. These strategies were categorized into four high-level 
goals based on their primary purpose. 

Action with Patients Action with Communities

Of the 60 proposed strategies, 33% (n=20) focused on collaboration, 30% 
(n=18) on awareness, 26% (n=16) on access and 10% (n=6) on knowledge. 
Examples of some of the strategies implemented by teams included creation 
of asset maps to identify strengths and gaps in services; purchasing laptops 
and developing a community lending program to reduce barriers to access 
systems and services; and establishing a transportation voucher program. 
Specific evaluation details for these strategies by community can be found in 
the full evaluation report.

Three out of four (75%) participating communities have maintained their 
multi-sectoral team 1-year post project implementation. One community 
multi-sectoral team has changed into a collaborative client focused, problem 
solving community of practice.  In addition to the numerous projects being 
maintained by multi-sectoral teams such as a community technology 
access program through the library, and a cost shared community navigator 
position; several (>15) additional spin offs involving these multi-sectoral 
team collaborations have occurred in all communities such as a Rent 
Smart program, and a new shelter with a tax filing program and personal 
identification program. Post project, community organizations in two 
additional towns agreed to work in partnership with their PCN to establish 
communities of practice and use select AHCA strategies to improve financial 
wellbeing supports in their community.

https://actt.albertadoctors.org/health-system-integration/keeping-care-in-the-community/Reducing-Impact-of-Financial-Strain/Pages/default.aspx
https://albertahealthycommunities.healthiertogether.ca/build-a-healthy-community/the-approach/


Population Health Needs Framework

Develop a population health needs 
framework that supports a coordinated 
approach for planning health and 
community-based services, and supports 
communities to take action based on 
population health needs.

Cross-sector consensus building advanced health system and 
community partners’ understanding of population health needs, and 
how to make an operationally useful framework in population and public 
health planning. The framework development process revealed 
two key lessons:

To purposefully apply a collective 
understanding of population 

health needs in service planning, 
engagement among all service 
partners is required to define 

patient needs, strategize service 
coordination among partners, and 
commit to ongoing collaboration.

The Population Health Needs Framework and User’s Guide is being 
pilot tested by early adopters in primary care at the provincial level, 
zones and primary care networks. Its adoption and implementation 
will be further evaluated by teams who choose to use the population 
health approach for service planning.

01

02
Collective understanding 

of population health needs 
changes over time and must 

adapt to local contexts.



Collaboration and 
Partnership

Build a sustainable approach 
to population and public health 
and primary care collaboration.

Interviews with RIFS project partners, collaboration 
surveys at two time points at the community level, 
and lessons learned by project leadership were used 
to inform best practice for collaborative growth and 
sustainability in public health initiatives. Several key 
themes were distilled:
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Shared Vision and Partner Representation: Collaboration is fostered from 
the start when partners come together to detail cohesive vision(s), goal(s) 
and deliverables. Partners felt it is valuable to have adequate representation 
at the planning and strategizing tables.

Leadership Support: A leadership structure that provides clear direction 
to ensure accountability on tasks and responsibilities supports overall 
success and participant satisfaction. Responsiveness to emerging needs and 
adapting to unanticipated changes in local contexts helped sites succeed.

Relationships and Collaborative Mindset: Entering relationships with a 
mindset of collaboration and creating space to co-create can accelerate 
work and allow teams to leverage skills, expertise, and networks of partners. 
Intentionally building collaborative relationships through a culture of 
respect and trust, effective communication, and sharing power is key to 
collaborative success.

Defined Roles and Responsibilities: A structured process with organizational 
charts that communicate partners’ specific roles and responsibilities builds 
understanding of the big picture and how partners contribute.

Open Communication Channels: Routine engagement, and communication 
opportunities (i.e., through meetings, update reports) between community 
and clinic, and with project leadership builds understanding, relationships 
and trust. 

Action on Social Determinants of Health: Clinical interventions on the social 
determinants of health require community multi-stakeholder partnerships 
and work to co-design interventions based on local priorities. 

Partnering across provincial portfolios: Working with local teams on 
complex, multi-stakeholder interventions requires intentional collaboration 
between provincial level teams to meet local needs, leverage appropriate 
expertise, and maximize opportunity for initiative spread.

Key Themes 
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Integrated Knowledge Translation

Inspiring a shift in practice with health and 
community teams.

Knowledge translation aimed to activate change among project 
stakeholders, and to a wider audience (i.e., PCN leadership, Zone-
level decision makers, primary care physicians/healthcare providers). 
The evaluation team used a mixed-method approach to gain a better 
understanding of facilitators and barriers, partner experiences, and 
overall lessons learned. Findings indicate that the RIFS team felt the KT 
materials were collaboratively developed among partners, representing 
the ideas, attitudes and perspectives of team members and their work.  

Engagement with partners to co-design iteratively was essential 
despite challenging time and location constraints. Clinic and 
community teams will be able to leverage the KT resources and inspire 
others by sharing the work within their networks.   

KT resources that share what was learned and created 
throughout the project: 
1

Digital Stories by communities, partners, care providers 
and patients and digital story discussion guide

Infographics

Social media campaign

Project presentation pitches

Collaborative forums

Project Together4Health engagement platform

RIFS website
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Fostering conversations about financial strain 
will improve the overall well-being of Albertans. 

Learn more about financial strain.

REDUCING THE IMPACT OF FINANCIAL STRAIN IS A PARTNERSHIP BETWEEN:  

mailto:IWC.Innovation.research%40AHS.ca?subject=
https://financialwellness.healthiertogether.ca

