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Quiality Indicators

Distribution and Service Utilization for Mobile
Outreach Days.

The distribution of services provided (services
provided) on ‘Mobile Outreach Days’ (Tuesday,
Wednesday, Thursday) across the 9 key service
categories.

6.9% 36.3%

81%

10.4%

12.2%
12.2%

Data Source: EMR, n= 826.

@ Primary Care (300 services provided; 36.3%)

@ Chronic & Acute Condition Mgt. (101 services provided; 12.2%)

@ Mental Health Support (101 services provided; 12.2%)

@ Medication & Prescriptions (86 services provided; 10.4%)
Other (67 services provided; 8.1%)

@ Systems Navigation & Forms (57 services provided 6.9%)
Sexual & Reproductive Health (43 services provided; 5.2%)
Substance Use Support (41 services provided; 5.0%)
Diagnostics (30 services provided; 3.6%)

EMR data shows that MHC provided a range of 29 (of a
total of 46; 61%) unique services captured in the 9 key
service categories. A total of 826 services provided
were reported with 705 patients (not unique) on these
days.

Breakdown of Primary Care Services Provided.

Primary Care encounters accounted for 36.3%
of all services delivered during the Mobile
OQutreach Days (300 out of 826 total services
provided).

Regular Check-Up

Wound Care

Referrals to other health services or Specialist 59

Health Promotion and Education 9

Treatment for Minor Injuries 8

Immunization | 3
0O 20 40 60 80 100 120

Data Source: EMR, n=300.

The most frequently provided services included
‘Regular Check-Ups’ (115) and ‘Wound Care’
(106), together making up over 73% of all
primary care visits. Other services in this
category included ‘Referrals to Other Health
Services or Specialists’ (59), ‘Health Promotion
and Education’ (9), ‘Treatment for Minor Injuries’
(8), and ‘Immunizations’ (3).
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Quiality Indicators

Monthly Encounters: Mobile Outreach Days.

This chart shows a monthly comparison of three key metrics: Mobile Outreach Days,
Encounters, and Patients.

Over the span of 62 Mobile Outreach Days, MHC supported 291 unique patients across 387
encounters. The bar chart below provides a breakdown of these figures , while the line graph
visualizes the trends over time.

@ Mobile Outreach Days @ Encounters Patients 70

| B
July | s
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. =
August I 5
43

I 50

September G <2
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October | ;> 40

November [ 28
21 30

December |G 53

- 20
January I 7

February I 5> 10
42
.
March I 52
43

0 10 20 30 40 50 60 70

Data Source: EMR

October saw the largest uptake of encounters (62) with the highest patient reach (43), followed
by January (57) and August (53). July had only 2 Mobile Outreach service days, which is
reflected in its small number of encounters and patients.

Fewer service days strongly correlate with lower encounter and patient volumes, such as
November (4 days) and December (6 days).
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Quiality Indicators

Fixed Locations

MHC has prioritized consistency and trust-building by establishing a regular presence at four
key service locations. By returning frequently to the same sites, the clinic aims to foster

familiarly. predictability, and increase accessibility.

On Fridays, the clinic alternates between NEWC and N’Dinawemak, while on Saturdays, it
alternates between MSP and Siloam Mission. These locations were intentionally selected
based on community knowledge and identified by community partners as areas with a high

population with unmet healthcare needs.

Between July 25 and March 31, MHC provided care on at least 64 Fixed Location days. It is
important to note that due to incomplete location data in the MHC data library — particularly for
July and for some service days where no location was specified — this number likely

underrepresents the full reach and extend of the clinic’s reach at these sites.
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Quiality Indicators

Fixed Location Days vs. Mobile Outreach Days.

A comparison of volume of encounters and patients flow between the clinic’s two service
delivery models.

@ Encounters Patients

387

Mobile Outreach

Fixed Location Days

462

o

100 200 300 400 500 600 700

Data Source: EMR

Fixed Locations Days (Friday and Saturday) provided higher overall service volumes. This can
be attributed to several factors such as: operating within established facilities, which can
accommodate for more comprehensive service delivery in a controlled environment; referrals
from partner/host organizations; and the predictability of fixed locations. These locations were
identified by community partners as areas with high concentrations of individuals experiencing
unmet healthcare needs, contributing to the high patient volume observed at these sites.

The Mobile Outreach Days (Tuesday to Thursday) provided 17% more encounters per patient
(1.57 encounters per patient) in comparison to the Fixed Location Days (1.34 encounters per
patient), which reflects a high demand as well as the clinic’'s engagement efforts to reach
patients directly in their environments and homes.
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Quiality Indicators

On-Site Treatment for Acute Conditions

Unlike conventional models of care, MHC offers on-site treatment for acute conditions using
medications available within the clinic’s stock, including as antibiotics, antifungals, antivirals,
and lice treatments. This form of care intentionally reduces reliance on formalized prescription
processes, helping to remove common barriers for patients such as cost, transportation
challenges, and lack of a health card. By offering immediate, accessible treatment patients can
be seen and treated in a single visit, which significantly improves access and uptake of
necessary treatments.

Some of the acute conditions observed at MHC range from sinus infections, headaches,
gastrointestinal issues, respiratory issues (such as upper respiratory infections, bronchitis etc.),
urinary tract infections (UTIs), to joint or muscle pain, eye pain, allergies, and lice.

204 170

On-Site Treatment Patients Treated On-Site for
Services Various Acute Conditions

Data Source: EMR

“It’'s so easy to be seen and get help right on the spot. I'm too busy to wait at a
doctor’s office. So it’s better.”

- MHC Constituent
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Need & Human Resource Indicators

Number of Patients Registered but Not Seen

A total of 199 constituents were reported to have registered for care, but were not seen by
clinical staff within the reporting period.

199

Constituents Registered but Not Seen

Data Source: MHC Data Library — Numbers Document

This may indicate a mismatch between community need and service capacity. While these
constituents demonstrated an interest in accessing care by taking the step to register, human
resource limitations may have prevented the clinic from providing services, or the length of the
wait time.

Potential Factors Contributing to Unmet Service Demand

Despite MHC and its providers’ dedication to providing time and holistic care, several factors —
largely beyond the clinic’s control — can limit the number of patients reached on any given day.

e Complex health and social needs of patients: Many patients present with multiple and
intersecting health and social concerns, requiring longer appointment times and often the
involvement of more than one provider on the team.

e Limited Service Days During High-Demand Periods: In peak months such as September
and October, the high volume of care needs can exceed the clinic’s staffing and scheduling
capacity.

e Challenges with Outreach and Follow-Up: While the clinic’s team makes every effort to
follow up with registered patients, outreach is often limited to external factors such as
housing instability, frequent relocation, lack of phone access, or general disconnection from
formal systems of care.

These factors, while impactful, are largely structural and systemic in nature, and not within the
clinic’s direct control. Nonetheless, the team continues to adapt and respond to community
needs with persistence, creativity, and care.
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Need & Human Resource Indicators

A Shift in Service Delivery Patterns

Between July 25 and October 17, 2024, MHC operated with a full clinical team that included a
physicians, nurse, counsellors, and an Indigenous social planner. Together, they delivered
services across 50 days with a nurse present.

During this period, the nurse provided 32 direct encounters to 31 unique patients, alongside
supporting broader team-based care. The nurse’s final 9 service days occurred in early to mid-
October, after which, from October 18, 2024 to March 31, 2025, the clinic continued operations
with physicians, counsellors, and the Indigenous social planner, but without nursing support.
Over this latter phase, MHC remained in service for an additional 75 service days.

Service Delivery Following Nurse Departure: A Comparison.

The chart below compares the number of encounters across the nine most common services
provided by the nurse, distinguished by two periods:

e Nurse Present (up to October 17, 2024; first 50 service days)
¢ Nurse Absent (October 18 to January 24, 2025; subsequent 50 service days following the
nurse’s departure)

@ Nurse (Present) @ Nurse (Absent) This data demonstrates that nursing
presence is essential for sustaining clinical
services, particularly in wound care, on-site
treatment for acute conditions, and STBBI
testing.

Wound Care
Counselling

On-site Treatment for Acute Condition

Clinical services experienced noticeable
declines without nursing support:

Systems Navigation

¢ Wound care saw the most significant
drop, falling from 124 to 75 (39%
decrease);

¢ On-site treatment for acute conditions
also declined from 84 to 69 encounters
(18% decrease);

e STBBI Testing decreased from 30 to 22
encounters (27% decrease);

¢ OTC medication provision dropped 45
to 23 encounters (29% decrease).

Prescription Renewal

Over-the-Counter Medication

STBBI Testing

Referrals to Other Health Services or Specialist

Regular Check-Up

0 20 40 60 80 100 120 140

Data Source: EMR, n = 2,219.

These reductions may be directly tied to the loss of nursing capacity, as these services typically
fall within a nurse’s scope of practice.
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Need & Human Resource Indicators

Clinical vs. Non-Clinical Services.

In contrast, non-clinical and referral-based* services increased during the post-nurse period.

Nurse (Present)

300

283

250

200 198

150

100

50

Clinical Services

@ Nurse (Absent)

165

Non-Clinical Services

Data Source: EMR, n = 2,219

‘Counselling’ rose from 71to 97
(36.6% increase), showing a
significant shift in service delivery
patterns. In the absence of a
nurse, counsellors stepped in to
support physicians, assisting with
patient visits and ensuring
continuity of care.

‘Systems Navigation’ increased
from 34 to 48 (41.2% increase),
and ‘Referrals to Other Health
Services or Specialists’ grew
from 60 to 71 (18.3% increase),
indicating a higher reliance on
external resources to meet the
needs of some patients that
could not be addressed in-clinic.

‘Regular Check-Ups’ remained high across both periods, slightly increasing from 114 to 122
(7.02% increase), indicating a steady demand. However, the scope of care provided during

these visits may have been limited without nursing support.

*Note: Clinical Services = Wound care; On-site treatment for acute conditions; STBBI Testing; OTC medication provision.

Non-Clinical/referral-based = Counselling and Systems Navigation.
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Need & Human Resource Indicators

Operational Challenges and Adaptations

The nursing vacancy has posed some challenges to the delivery of services. Despite these
limitations, the clinic team has been able to continue operations with the physicians,
counsellors, and the Indigenous Social Planner. In the absence of a nurse, mental health crisis
counsellors accompany patients during appointments to assist physicians when necessary,
which also ensures a continued sense of safety and comfort for the patient.

A patient reflected this impact, highlighting both the compassion of the care team and the
unmet demand for expanded services:

“I wish you guys had more clinics for us to use, the doctors and nurses are so
kind and | feel like they really care.”

- MHC Constituent

Recruitment efforts for a nursing position remain ongoing, with no candidates having been
secured to date. Physicians have been gracious and adaptable in managing without nursing
support, leaning on counsellors, the Indigenous Social Planner, and peer workers where
possible.

Without a nurse, the service delivery model shifted heavily toward non-clinical and referral-
based services, while clinical services (i.e., wound care, on-site treatment for acute conditions,
and STBBI testing) saw substantial declines.

The data however does demonstrate consistent demand across both clinical and social care
services. Expanding the MHC model to operate two clinics simultaneously would allow
improvements in service delivery and the ability to address unmet needs while expanding its
reach throughout the city.

With 199 registered patients that were not seen, there is clear evidence of missed opportunities
to provide care, likely tied like tied to external factors outside of the team’s control. Current staff
workloads may be stretched thin, with physicians and counsellors covering nursing gaps.
Expanding staff and splitting clinical and outreach focuses between two mobile units would
optimize resource use, reduce strain on current staff, and improve patient outreach and care.
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Emergency Department Deferral Indicators

Main Locations for Emergency & Urgent Care

At the time of the community partner meetings, WRHA identified the highest users of the
healthcare system reside in Point Douglas, Downtown, and the River East areas. This aligns
with early data collected through the first set of optional registration questionnaire, also
indicating the Downtown area as having the highest emergency and urgent care use among
MHC constituents.

Patients were asked whether they had accessed “emergency/urgent care” for themselves in
the last 12 months. Those who responded “yes” were then asked to specify the location.

Among these responses, 50% identified Health Sciences Centre (HSC) Emergency
Department, followed by Seven Oaks General Hospital (SOGH) Urgent Care at 17%, and Saint
Boniface Emergency Department at 13%, which indicate a high reliance on emergency-based
care, especially in the central urban area.

.| Main Locations with
Ty Highest Volume of
| EMSCalls

The community partner meetings report also
identified the importance of locating the
services in areas with consistent high
volumes for emergency medical services
(EMS) calls for non-emergency issues. The
Winnipeg Fire Paramedic (WFPS)
highlighted that up to 10 EMS calls per day
are dispatched within the immediate block
radius of Main Street Project (637 Main
Street) and N’'Dinawemak (190 Desraeli).

In direct response to this data and ongoing
community need, MHC has prioritized
service delivery at these locations by
strategically rotating between these sites on
its Friday and Saturday fixed-location
services to help alleviate the primary care
need. The total number of days that MHC
visited MSP and N’Dinawemak is 30 service
days, allocating 24% of its total service days
to reaching these two sites.

*Note: This map is intended for illustrative purposes
only. Distances, sizes, and locations are not
accurately scaled.
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Emergency Department Deferral Indicators

‘Main Reasons for ER Visit’ vs. ‘MHC Services’,

The community engagement report also indicates that WRHA identified wound-related
concerns (skin issues) and substance use disorders (SUD) as two of the most common
reasons identified for emergency department visits.

MHC’s EMR data shows that the clinic provides substantive services in these two areas, with
wound care accounting for 10.4% of all services provided, while substance use supports
represent 4.4% of total services.

This also demonstrates that the clinic is playing a vital role in implementing preventative
emergency department measures by delivering responsive are for issues that often result in
non-urgent EMS calls or Emergency Department visits.

This is particularly important in building trust with individuals who may feel judged or dismissed
in conventional healthcare settings. As one constituent shared:

“You guys are really great. Never judge me even when I’'m high. Makes me feel
comfortable to talk to you about what’s going on in my life.”

- MHC Constituent

The ability for MHC to provide non-judgmental, trauma-informed care where and when people
need it is most essential in addressing systemic barriers and creating effective pathways to

support and recovery.
Substance Use Support

Sew/%%gdng\;%ed Services Provided

57

Highest Month for Wound Care
Encounters (August)

67

On-Site Antibiotic Treatments for
Wound Care

38

Prescriptions Provided
for Wound Care

41

Encounters Involving Provision of
Take Away Wound Care Supplies

OAT
Service Provided

18

Main Street Project Detox
Encounters

32

Substance Use-related Referrals

500

*Harm Reduction Kits Distributed
*Note: Limited to August reporting.
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Emergency Department Deferral Indicators

ER Deferrals Based on MHC Services.

To better understand MHC’s role in preventing avoidable emergency department visits, the last
two versions of the optional intake questionnaire asked patients:

“If you did not receive these services from the Mobile Healthcare Clinic today, would you have
accessed emergency care for this issue?”

This question was designed to help quantify the clinic’'s impact on emergency room deferral,
capturing instances where MHC services prevented patients from seeking care through
emergency departments.

Prefer not to say
5.8%

Data Source: MHC Data Library - Indicators Responses, n = 86,

Out of 86 responses, 33.7% indicated they would have sought out emergency care had they
not accessed care through MHC.

In the final version of the questionnaire, those who responded “no”, were asked to elaborate:
“If you answered “no” why, or why not?”
Out of the 52 respondents who indicated ‘no’, 26% provided a reason (‘why not?’).

The large majority (71%) reported that the wait times were too long, followed by barriers around
emergency room systems navigation (14%), not feeling safe in the emergency room (7%), and
not liking the services provided in the emergency room (7%).
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Limitations

Acknowledging limitation is a critical component for data accuracy, representation, and transparency. This
section will present these limitations that are embedded in this report.

Fragmentation of Dataset Limitations

As this was the first year that MHC operationalized, their optional questionnaire that produced the Data
Library Indicator Responses dataset was shifting and evolving to a total of 4 different iterations of data
collection tools. While we recognize the need for fluid and changing iterations of the data collection
methods for this dataset, it did make it difficult for consistency of all the questions into a complete data set
and produced some fragmentation of the data. We worked to mitigate this by always indicating the exact
number of respondents, the iteration the descriptive statistics represented, and being transparent if the
question shifted over the iterations.

Incomplete Dataset Limitations

The Numbers Document from the MHC data library was incomplete, producing an incomplete dataset. This
made it hard to accurately represent some data, such as how the kits (hygiene, harm reduction, medicine)
and sandwiches, handed out were only captured for one month. To work to mitigate transparent
representation, we always indicated that it was a sample month and fully disclosed that these data points
were not collected/tracked throughout the year. MHC is actively working to figure out a sustainable way to
capture these data points throughout this fiscal year for the next report.

Descriptive Statistic Limitations

A limitation of utilizing the descriptive statistics methods is that this type of analysis can only suggest
correlations based on patterns and trends and cannot make predictions or generalize findings beyond the
data set (no inference). Additionally, descriptive statistics are not able to explore relationships or causes
behind observed patterns.
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Appendix A

PATIENTS SEEN  HEALTH € AGE CATE SERVICE TYPE
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Appendix B

REASONS/ SERVICES PROVIDED by category (in EMR)

Blank

Chronic Dx or Condition Management

Contraceptive (Plan B, Depo, Birth Control)

Counselling

Diabetes Testing

Diabetes Treatment

Drug Screening Tests

Forms (EIA, Treatment Forms, Tax Credit Forms, Disability Assessment Forms)

Health Promotion and Education

HIV Management

HIV Point of Care Testing

Immunization

Lab Services

Main Street Project Forms (Detoxification)

Minor Procedure (IUD, Mole removal, Any Skin Biopsy)

Nursing (only)

Onsite Treatment for Acute Condition (e.g., antibiotics, antiviral, antifungal, etc.)

Opioid Antagonist Therapy (OAT)

Over-the-Counter Medication Provided Onsite (e.g., Tylenol, Advil)

Pap Test Examinations

PEER Support (only)

Pregnancy Test

Prep [Pre-Exposure Prophylaxis (HIV Prevention)

Prescription Renewal

Prescription (New)

Referrals to other Health Services or Specialist

Regular Check-Up

STBBI testing

STBEI treatment

Substance Use

Systems MNavigation

Treatment for Minor Injuries

Wound Care

Other

Black indicates the reasons/services categories that EMR already captured.
Red Indicates the reasons/services categories that MHC added in to be captured.
Green indicates the reasons/services categories that the researchers added for this extraction.
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Appendix

Appendix C

REFERRED FROM MHC TO [x] by referral category

Harm Reduction Supplies ONLY

MB HIV Program (Nine Circles, HSC, Brandon)

Domestic or Interpartner Violence Referral

Emergency Department (911)

Community Mental Health Services (DCSP, Klinic) (Mental Health-Community Programs)

Mental Health Services (eg: CRC) (Mental Health-Crisis)

Emergency Department (non-withdrawal related)

Withdrawal Management Services

Employment Income Assistance (provincial)

Homeless Shelter

Employment Income Assistance (provincial)

Hospital

Child and Family Services

Spiritual Health Care Provider (e.g. elder, clergy)

RAAM

Police

Primary Care Provider

Indigenous Community Health Provider

Transitional Housing

Specialist

Urgent Care

Other

Black indicates the reasons/services categories that EMR already captured.
Red Indicates the reasons/services categories that MHC added in to be captured.

Green indicates the reasons/services categories that the researchers added for this extraction.
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