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Executive
Summary

In partnership with the
Niagara Ontario Health
Team-Equipe Santé
Niagara-Ontario (NOHT-
ESON), the Diversity
Institute (DI) developed
a Health Equity Toolkit

(“Toolkit”) to support over
45 organizations comprising
the NOHT-ESON in their

health equity journey.




The Toolkit is the cumulative project deliverable,
and it consists of four component parts:

The Health The Health
Equity Report Equity
(“Report”), Assessment
inclusive Tool (“Tool”)
of four

Appendices

The Toolkit is designed to support
the NOHT-ESON in advancing health
equity in Niagara for designated
populations, such as Francophones
and Indigenous Peoples—as per

the Ontario Health Team (OHT)
mandate—and other equity-deserving

groups. The Toolkit should be used as
a roadmap to understand and identify
opportunities, priorities, and best
practices that may be implemented

to achieve organizational-level goals
and fulfill OHT-level mandates.

The Health The Health
Equity Equity
Assessment: Assessment:
Progress Resources
Tracker and Best
(“Tracker”) Practices

Guide (“Guide”)




1. Health Equity Report

The Health Equity Report (“Report”) is the product of a background scoping review of

the Canadian health care industry —with a particular focus on the provincial and regional
contexts—as well as consultations with NOHT-ESON organizations and their Health Equity
Work Group (HEWG).

The Report outlines the project and the formation, structure, and organizational mandate of the
NOHT-ESON. Key terms, such as equity-deserving groups, Francophones, linguistic minorities,
equality, equity, diversity, and inclusion, are defined. The Report also provides a Health

Equity Definition specific to the NOHT-ESON, developed by DI based on substantive industry
resources. The three organizational pillars —the broad areas of assessment that make up the
Health Equity Assessment Tool—are discussed. Finally, the Report includes an overview of the
Tool: what it is, why it is important, and how it functions.




2. Health Equity Assessment Tool

The Health Equity Assessment Tool (“Tool”) was developed by DI in collaboration with the
NOHT-ESON HEWG in 2022. The Tool is not an audit. Rather, it is designed to assess the state
of health equity alongside other equity, diversity, and inclusion (EDI) principles and priorities
within the NOHT-ESON, in order to foster greater organizational diversity and improve equitable
and inclusive access to health care for diverse populations in Niagara. The Tool allows
organizations to measure and self-monitor their progress toward achieving organizational
health equity goals year-over-year. The Tool should be a living document that continuously
reflects the current state and progress of organizations. As such, the Tool was designed to
capture current trends while allowing organizations to better understand what it means to
improve across each of the three organizational pillars.

The three pillars are:

1 This pillar addresses the composition
and diversity of the Board of
Directors/Governing Bodies and
Senior Leadership Team.

Leadership
and Governance

2 This pillar recognizes the importance
’ of an inclusive and diverse work

Organizational and care environment in the journey
Values and Culture toward health equity.

3. This pillar challenges organizations to
design, develop, and deliver programs
and services that meet the needs of
diverse populations.

Programs and
Service Delivery

A set of questions was developed for each of the three pillars. Organizations will assess their
ranking for each question, based on the following levels: Readiness, Foundation, Champion,
Integrated, Transformative, or Not Applicable (N/A). The Tool recognizes that each organization
is at a different stage of the journey and seeks to support the growth and development of
each NOHT-ESON member, as well as the OHT as a whole. Organizations will input results

in the Health Equity Assessment: Tracking Template in order to chart their progress in each
subsequent year.



3. Health Equity Assessment: Progress Tracker

The Health Equity Assessment: Progress Tracker (“Tracker”) accompanies the Tool. The Tracker
is a document that allows organizations to input the results of their assessments and track
changes year-over-year. The Tracker features a dashboard that reflects the broader results of
an organizational assessment based on the Health Equity Tool pillars and sub-dimensions.

The Tracker should be used at the end of each year to help summarize the results of the

Health Equity Assessment. It can provide organizations a high-level overview of their annual
progress and opportunities in each dimension of health equity. The dashboard is intended to
be shared within the broader NOHT-ESON so that the collective may work together to address
dimensions that are particularly challenging across organizations.

The Health Equity
Assessment Progress Tracker

ara (NOHT-ESON)

The Tracker is a

Instructions for Health Equity Assessment: Progress Tracker dOCU ment that a I IOWS
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4. Health Equity Assessment:
Resources and Best Practices Guide

The Health Equity Assessment: Resources and Best Practices Guide (“Guide”) is a
collection of recommendations and resources that will help NOHT-ESON organizations
address health equity gaps that are identified through the Tool. The Guide was
developed based on leading best practices from academic, government, and industry
sources and also includes resources currently used by individual organizations within
the NOHT-ESON. The Guide follows the same structure as the Tool and provides
itemized resources for each question, sub-dimension, and pillar. Resources may
include: policy templates, implementation and evaluation guides, trackers and
checklists, up-to-date terminology, and other additional resources and research on the
barriers and needs identified for the various populations the NOHT-ESON serves.

—~
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Project
Overvi

The Niagara Ontario Health
Team-Equipe Santé Ontario-
Niagara (NOHT-ESON) was
established in 2020 to provide
a coordinated approach to care
and services, with the objective
to improve clients’ health care
experience and outcomes.

The NOHT-ESON comprises more than
45 health care, mental health, and social
service organizations across Niagara,
including primary care, home care,
emergency services, public health,
social services, mental health and
addiction, rehab, and acute care.’




One of the NOHT-ESON’s guiding
principles is to improve population health
by providing equitable care and access
that is inclusive of every community,
including Indigenous and Francophone
communities, and other equity-deserving
groups across Niagara.

The NOHT-ESON established a
collaboration with the Diversity Institute (DI)
to facilitate its journey in advancing health
equity for the Niagara population and to
support its commitment to an equitable
and inclusive health care and social service
ecosystem. To date, DI has worked with
the NOHT-ESON to:

+ Define health equity and its associated
goals in order to establish a common
understanding of this long-term
initiative across NOHT-ESON members
and partners.

+ Develop a tailored Health Equity
Assessment Tool (“Tool”) to assess the
current state of health equity practices
within each NOHT-ESON organization
and track growth internally and over
time.

+ Identify resources and partners
currently available across Niagara’s
health care and social services
ecosystem through research and
stakeholder consultations.

+ Identify best practices and frameworks
in equity, diversity, and inclusion
across the health care and social
services ecosystem and beyond that
can be leveraged by NOHT-ESON
organizations.

The NOHT-ESON Health Equity Toolkit
(“Toolkit”) includes the Health Equity
Report (“Report”), the Health Equity
Assessment Tool (“Tool”), the Health
Equity Assessment: Progress Tracker
(“Tracker”), and the Health Equity
Assessment: Resources and Best
Practices Guide (“Guide”). This Toolkit
should be used as a roadmap for this
phase of the NOHT-ESON’s health
equity strategy. The four components
of the Toolkit should be used together
to identify opportunities, priorities, and
best practices that can be implemented
over time at the organizational level
and at the Ontario Health Team (OHT)
level. More specifically, in this report,
organizations may find: a project
overview, NOHT-ESON health equity
goals and strategic priorities,

the case for health equity and the
Niagara region context, as well as a
brief summary of the Health Equity
Assessment Tool.




The Health Equity Definition, Report, Tool,
and Guide comprise part of a much broader
initiative to achieve health equity. The NOHT-
ESON aims to create a cohesive health care
system that serves all residents of Niagara in
a way that is inclusive, equitable, safe, and
free of barriers to access. Achieving health
equity requires a comprehensive strategy to
address the social determinants of health,
organizational policy and practices, as well
as individual attitudes and behaviours. The
Report, Tool, and Guide focus on addressing
gaps and opportunities at the organizational

level, based, at this stage, on internal
consultations. Health equity requires ongoing
conversation and active collaboration among
NOHT-ESON organizations across the region,
particularly with input from the communities
that the NOHT-ESON serves. The scope of
the current project is to provide a Health
Equity Definition and Report and to develop
a Health Equity Assessment Tool to support
organizations in developing their health
equity strategy, supported by a Health Equity
Resources and Best Practices Guide that
provides examples of best practices (see

Table 1).

Table 1. Project Scope, Methodologies, and Expected Outcomes

What

Health Equity
Definition

How

Examination of existing definitions of
health equity

Consultation with NOHT-ESON
partners to identify key focus

Health Equity Working Group meetings

Outcomes

A Health Equity Definition will be
developed that is specific to the
needs of the NOHT-ESON and the
communities it serves. The definition
is used to guide the work of all NOHT-
ESON organizations.

Health Equity
Assessment
Tool (“Tool”)

Survey and consultations with NOHT-
ESON liaisons

Adapting the well-researched Diversity
Assessment Tool to apply it to the
unique needs of the health care sector
and demographic foci of this project

The Tool will be used to assess

the current state of health equity in
Niagara’s care ecosystem, as well as to
benchmark and track progress toward
health equity.

Health Equity

Collection of leading practices from the
health care sector

Report and .

Health ECIUIty Consultation with NOHT-ESON
Assessment: members and partners in the sector
Resources Research on the needs of and

and Best gaps facing equity-deserving and
Practices underserved groups in health care in
Guide the Niagara context and beyond
(“Guide”)

The Guide will provide best practices
and recommendations to address
specific gaps and opportunities
identified from the Tool assessment.

11



Overview
of the

NOHT-ESON

Organizational Mandate

Ontario Health Teams (OHTs) have been
established so that health care providers
—including hospitals, doctors, and
caregivers—work in coordination to provide
centralized and effective care. The aim of
this coordinated approach is to ensure that
enhanced integrated care reaches all Ontario
residents.? Bill 74, The People’s Health Care
Act, 2019, amends the Ministry of Health and
Long-Term Care Act to include the creation
of “Indigenous health councils and a French
language health services advisory council.”®
With respect to Indigenous health care,
beyond the creation of Indigenous health
councils, Elders and other community leaders
should also be consulted.




Given this priority, when applying to become
an OHT, organizations are mandated to
successfully partner with Indigenous leaders
and French-language entities in the planning
and implementation of health care services.
In accordance with Bill 74, OHTs must*:

+ Eliminate current health disparities
experienced by Indigenous Peoples in
Ontario.

+ Redesign care that improves and
meets the diverse needs of Indigenous
communities.

+ Recognize and respect the role of
Indigenous Peoples in the planning,
design, delivery, and evaluation of
services in their communities.

+ Provide culturally safe care for Indigenous
Peoples.

Likewise, as per Bill 74, “the public health
care system should recognize the diversity
within all of Ontario’s communities and
respect the requirements of the French
Language Services Act (FLSA) in the
planning, design, delivery, and evaluation of
health care services for Ontario’s French-
speaking communities.”® For OHTs, this
means that they must ensure the accessibility
of health care services in French.

While the NOHT-ESON is committed to
delivering equal services to minority language
communities that face language barriers in
the health care sector, it specifically aims

to remove barriers to care for Francophone
communities. In particular, this mandate helps
address concerns regarding the quality of
care and safety of patients from Francophone
communities. For example, managers and
health care professionals are encouraged to
equip themselves with the necessary skills to
navigate linguistic barriers using resources
such as eQUITY Link. Specifically, eQUITY
Link is a platform that provides evidence-
based learning tools to foster understanding
of the needs of Francophone and/or Acadian
groups in a given area; it also addresses
linguistic health and social service and/or
community service issues, and offers proven
solutions for a range of concerns.®


https://equity-link.ca/

The NOHT-ESON is guided by
the following principles’:

Commitment to
patients/clients,
caregivers, and

families and to the

Quadruple Aim

Collaborative
culture

Coordination
and integration

Innovation
and excellence

Creativity/
continuous
learning

Digital
transformation

Authentic
partnership
and co-
design

Population
health, equity,
and access

Spread and
sustainability

Commitment
to quality
improvement

Commitment
to a journey

14

The NOHT-ESON is
committed to ongoing
collaboration and
acknowledges the
vision and collective
benefits of continued
partnership in the
process of forming the
OHT. The full continuum
of care is collectively
accepted as a journey
that is integrated and
innovative; improves
patient, client, and
provider experiences,
as well as health
outcomes; and ensures
value for the broader
Niagara community.



Formation and Structure of the NOHT-ESON

The NOHT-ESON and its various community partners have adopted
a “Consensus Decision-Making Framework” to acknowledge diverse
perspectives in the decision-making process.

The principles of the framework are:

+ Clarity of process and discipline in speaking and listening.

+ Respect for the unique contributions of all meeting participants, which are carefully
considered and used in achieving a resolution.

+ Belief that the best decisions result when the group works co-operatively and not as
competing individuals/organizations/sectors.

+ Care to create a co-operative atmosphere in which conflict is expressed, supported,

and resolved.

Dl learned about the ongoing health

equity work that is being undertaken
across Niagara through meeting with the
Health Equity Working Group (HEWG),
reviewing sector reports and resources,
and consulting with members of NOHT-
ESON organizations. The NOHT-ESON is
committed to eliminating barriers to access
for equity-deserving groups in the region.
Members understand the importance of the
social determinants of health that impact
health equity in their decision-making and
program implementation processes. In the
consultations, members expressed the
importance of holistic thinking, both in terms
of the healthcare system and in treating

the individual. This shift in focus allows
organizations to improve non-emergent
and non-primary care services for equity-
deserving groups.

15

Organizations highlighted three key areas in the
consultation that will strengthen equity, diversity,
and inclusion (EDI) and health equity frameworks:

1. Education and training initiatives
2. Strengthening partnerships
3. Building representative organizations

NOHT-ESON organizations are participating

in education and training initiatives; these

reflect both knowledge building and knowledge
sharing.® The current focus is on learning and
training that supports increasing knowledge of
Indigenous cultures and traditions, 2SLGBTQ+
issues, Francophone culture, and other issues
that affect Francophone communities. Building
representative organizations is at the forefront

of internal evaluations. Finally, members want to
increase knowledge of available services, improve
programming to address gaps, and facilitate
best practices. Members want to achieve this by
strengthening partnerships both internally (within
the NOHT-ESON) and externally.



Key Terms

Throughout the Health Equity Report
(“Report”) and the Health Equity Assessment:
Resources and Best Practices Guide
(“Guide”), we use a number of key terms
when referring to the populations of focus

for health equity and other important
concepts. Meanings and perspectives are
ever-changing. The intent of the definitions

in the Report and Guide is to frame a shared
understanding of terminology based on the
current consensus among stakeholders in
the EDI space, with priority given to the views
and experiences of the subjects of these
terms. These definitions should be a starting
point to encourage ongoing learning and
conversation.

It is also important to note the distinction
between diversity, equality, equity, and
inclusion. Diversity refers to differences
among people with respect to demographic
identities or qualities, such as age, class,
ethnicity, gender, health, physical and mental
ability, race, sexual orientation, religion,
physical size, education level, job and
function, personality traits, language, and
other differences. Equality is equal treatment
for everyone, regardless of identity. Equity
refers to fair treatment for all by recognizing
and remedying historic disadvantages

that certain groups have faced. Inclusion

is ensuring that people, regardless of

their identity or backgrounds, are given
opportunities to participate and feel that they
belong.

16

The term equity-deserving groups refers

to those who experience barriers to equal
access, opportunities, and resources due

to historic oppression and discrimination,
including groups covered under the
Employment Equity Act (i.e., women,
racialized people [“visible minorities™],
people living with disabilities, and Indigenous
Peoples) and 2SLGBTQ+ individuals. The
term is currently used by a number of public,
private, and non-profit organizations and

the federal government® and is used under
the Publicly Available Specification of the

50 - 30 Challenge.® It recognizes groups
that deserve equity and has replaced the
commonly used term “equity-seeking,” which
placed the onus on these groups to “seek”
fairness and access''— “if equity is a right, no
one should be put into the position of having
to ask for it.”?

Achieving health equity also requires a

focus on other groups that are not covered
by legislation. These underserved groups
experience inequitable health outcomes

due to historical and current systems and
practices and include (but are not limited

to): unhoused individuals; persons living

in poverty; the aging population; youth;
newcomers, refugees, and temporary foreign
workers; and linguistic minorities.



While there are many considerations with
respect to the language and culture of
Francophone communities in Ontario, the
French Language Services Act (FLSA), 1986
specifically addresses service provisions for
Francophones in the province. The FLSA
legislates the right to receive services in
French from government agencies, ministries,
and institutions. The law requires that the
needs of the Francophone population are
taken into account in the development and
implementation of programs, policies, and
procedures. Furthermore, services received in
French must be equivalent to those offered in
English, especially in terms of timely access
and quality of service. Amendments to the
FLSA as part of the Build Ontario Act, 2021
(Bill 43), further legislate improved “access
to quality services in French for Ontario’s
growing Francophone community.”'® These
amendments better define the Active Offer

of the French language, which means that
quality services must be: available at all
times, clearly communicated, visible, easily
accessible, and equivalent to the quality of
services offered in English.™

17

Linguistic minority refers to individuals
whose maternal language is neither the
majority language nor the official language
minority in the province or territory. Ontario
is the country’s most multicultural province
and sees over 50% of newcomer settlement.
In terms of health care, lack of language
support in accessing services for linguistic
minority communities means that patients
may not fully participate in their care and
may experience negative outcomes due to
language barriers.™ It is important to consider
the needs of linguistic minorities in the
development and delivery of programs and
services as well as to form partnerships to
achieve health equity. While other linguistic
minorities are not explicitly covered under
the FLSA, the mandate and funding priorities
for French language integration create many
tools and strategies that may also help other
language minorities. For context, in Niagara,
about 14% of the population have a non-
official language as their maternal language,
with the top three languages spoken being
Italian (18%), German (10%), and Spanish
(8%).

Please refer to Appendix A for a complete list
of definitions.






Health equity means that every
individual has a fair and just
opportunity to reach their best
possible physical, mental, social, and
spiritual well-being. To achieve health
equity, we seek to create equal access
to appropriate care and resources and
eliminate existing health disparities
and systemic barriers stemming

from one’s gender, race, ethnicity,
Indigeneity, sexual orientation,
religion, age, language, social class,
socioeconomic status, and other
social determinants of health.

Health Equity and

Why it Matters

We define health equity according to

the values and principles of the NOHT-
ESON, as well as similar organizations.
This definition includes what health equity
represents, but also establishes why

this work is important. With a goal of
impactful, sustainable change, it is critical
that leaders involved in health equity
initiatives are fully invested and that the
tone is set from the top. Health equity
should not be viewed as an undertaking
separate from the organization’s regular
operations, but as work that is necessary
for the organization to achieve all of its
strategic goals.




Canada’s population is changing. With an
aging population and declining birthrate,
immigration is the principal source of
population growth. Statistics Canada projects
that 30% of Canada’s total population will be
newcomers and nearly 40% of the Canadian
population will belong to racialized groups
by 2036.¢ Indigenous youth are also the
faster growing segment of the Canadian
population.' Furthermore, 30% of the
2SLGBTQ+ population in Canada comprises
youth aged 15 to 24 (compared to 14% of
the non-2SLGBTQ+ population); this signals
the changing proportion of the 2SLGBTQ+
community in Canada.

Consultations with NOHT-ESON member
organizations also hint at the changing
population in the Niagara region. Care
providers from the region have noted an
increase of diversity among their patients
and clients, such as increasing numbers

of racialized, newcomer, 2SLGBTQ+, and
Indigenous peoples accessing care. The
growing diversity of Canada’s population
demands a reassessment of existing strategy
for achieving health equity, by delivering and
removing barriers to access culturally safe
and competent care.

20

Health equity creates a standard of
fairness and leads to more equitable health
outcomes for all. It provides a framework
that allows health care practitioners and
staff to effectively care for patients from
increasingly diverse populations. In fact,
high ranking hospitals —based on clinical
outcomes, patient experience, and staffing
factors—are more likely than lower ranking
hospitals to prioritize health equity in their
strategic planning, to have devoted resources
to address issues relating to cultural
diversity, and to foster inclusive health care
environments.'®

Organizations with diverse and inclusive
workforces are afforded with more cognitive
flexibility, as they welcome more diverse input
and perspectives, and drive for creative and
innovative care solutions.?° A focus on health
equity fosters critical research that can lead
to more effective diagnosis and treatment of
historically underserved and understudied
populations. Moreover, the values of equity,
diversity, and inclusion that inform health
equity work impact an organization’s internal
functions, as they are necessary for attracting
and retaining strong, diverse talent and can
promote a culture of empathy, collaboration,
and innovation. When applied practically and
consistently within health care organizations,
these values avoid legal costs, benefit an
organization’s reputation, and increase
opportunities for key partnerships and
funding.



Social Determinants of Health

Y

Societal Organizational Individual
Level Level Level
Social determinants of health are social, + Access to health services
economic, and environmental factors that + Culture, race, and ethnicity
influence how individuals interact with, and Disabil
thrive in, their communities.?! They include + Disability
factors at the individual level (cultural + Early childhood development
or racial identity, education, beliefs, life + Education, literacy, and skills
experiences), organizational level (policies, . , .
. p .) 9 - P + Employment, job security, and working
hiring practices, organizational culture), s
. . . conditions
and societal level (societal perceptions
and bias, media, legislation). Health care + Food insecurity
practices should account for factors at all + Gender identity and expression
three !evels that impact how an individual + Housing
experiences the health care system, as _ S
these factors significantly affect individual + Income and income distribution
health outcomes.?? Addressing social + Indigenous status
determinants of health is a fundamental part + Personal health practices and resiliency
of improving population health and reducing Phvsical _
health inequities.?® The Ontario Ministry + ysical environments
of Health and Long-Term Care’s Health + Sexual orientation and attraction
Equity Guideline recognizes 16 key social + Social inclusion/exclusion
determinants of health2* 25; _
+ Social support networks
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The growing diversity of the region’s
population demands a reassessment of

the existing strategy for achieving health
equity by delivering and removing barriers

to culturally safe and competent care.

This health equity project recognizes this
complexity and acknowledges the need to
address the social determinants of health to
facilitate change across organizations and the
broader healthcare ecosystem. This Toolkit
is only the first step toward achieving health
equity across Niagara, by supporting NOHT-
ESON members and stakeholders to identify
health equity gaps at the organizational

level. This includes organizational processes,
policies, and practices that have a direct or
indirect impact on the broader ecosystem.

3! \“““ll ! . "

Nig

This health equity project
recognizes this complexity
and acknowledges the need to
address the social determinants
of health to facilitate change
across organizations and the
broader healthcare ecosystem.
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and Service
Needs In
Niagara

Demographic Profile

An understanding of the diverse

communities across Niagara is key

to building a health system that

is rooted in respect and support '
and that embraces people of all

abilities, ages, ethnicities, language
backgrounds, gender identities and

expressions, races, religions, sexual

orientations and expressions, and

others.




Francophone: As of 2021, the Niagara
region’s total population was 477,941.

This figure represents a 6.7% population
increase from 447,888 in the 2016 Census.?®
The Francophone community in Niagara
and neighbouring municipalities includes
French-speaking newcomers and other
diverse ethnic groups. The population

of Francophones living in Niagara totals
15,115.2” The City of Welland (5,355) has the
largest Francophone population, followed
by St. Catharines (3,575) and Niagara

Falls (2,305). The region has a dynamic
Francophone community that is reflected in
the development of diverse organizations,
including community, health, and social care
institutions.

Indigenous: In Niagara, 2.8% of people
identify as having Indigenous roots or
heritage, which mirrors the population

of Ontario as a whole, where Indigenous
communities represent 2.8% (374,395) of the
population.?® Of these groups in Niagara:

+ 1.6% identify as First Nations.
+ 1.0% identify as Metis.

+ 0.1% identify as other Indigenous
identities.

+ 0.1% identify as multiple Indigenous
identities.

St. Catharines (3,550) has the largest
Indigenous population, followed by Niagara
Falls (2,240). Port Colborne (920) and Fort
Erie (1,395) have the largest population
percentage of Indigenous Peoples. Niagara
Chapter-Native Women note that 85% of
Indigenous individuals now live off-reserve
and in different urban and rural settings.?®




This has led to the formation of response
committees, including the memorandum of
understanding signed in 2020 by the Ontario
Federation of Indigenous Friendship Centres
and provincial municipalities in order to “work
together to improve the lives of Indigenous
people in each municipality.”®

Looking at other diverse populations in
Niagara:

+ 16.6% are newcomers.

+ 8.7% identify as belonging to a racialized
community (the most common racialized
groups identified are Black, South Asian,

Chinese, and Latin American).

14.5% of the Niagara population is
considered to be part of a low-income
group.®

Niagara has an aging population; the
population aged 65 and over increased
18.2% from 2011 to 2016, compared to
3.8% for all ages.

+ 28.9% identify as having disabilities.

Note that data for the 2SLGBTQ+ population
for Niagara is not available. In Canada, there
is an estimated total of one million individuals
who identify as part of the 2SLGBTQ+
community, which accounts for 4% of the
total population.®
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Priority Populations

One of the core health equity goals for the
NOHT-ESON is to ensure equitable health
outcomes for all by addressing barriers

to health care access for groups that face
historic and systemic marginalization or
exclusion. Equity-deserving populations
include women, racialized people, Indigenous
Peoples, 2SLBGTQ+ individuals, and persons
living with disabilities. In addition, the NOHT-
ESON has identified a list of other priority
groups that are currently underserved in
terms of access to health care and social
supports, including newcomers and refugees,
aging populations, as well as unhoused

and low-income individuals. While NOHT-
ESON member organizations serve a diverse
range of clients with varying health care and
demographic foci, the Ministry of Health

has identified two priority populations as a
key focus for all members of Ontario Health
Teams (OHTs): Francophones and Indigenous
Peoples.

The NOHT-ESON partners recognize that
equity, diversity, and inclusion (EDI) are
important to help support the changing
communities in Niagara. The NOHT-ESON
partners have started their journey toward
health equity, with internal and external
strategies to strengthen knowledge of

the region’s diverse communities and

their specific needs and of thoughtful and
culturally sensitive best practices to support
and partner with these distinct groups.
Many organizations have engaged in diverse
partnerships to support equity-deserving
communities. The majority of NOHT-ESON
partners have also provided extensive
education and training opportunities to



expand their understanding of and support
for the communities that they serve. Topics
include:

+ 2SLGBTQ+ training
+ Ableism

+ Anti-racism, anti-discrimination,
and anti-oppression

+ Bystander to allyship

+ Foundational knowledge in equity,
diversity, and inclusion

+ Indigenous cultural safety Islamophobia
+ Mental health and well-being

+ Privilege

+ Pronoun workshops

+ Sexism

+ Systemic discrimination and inequality
+ Unconscious bias

The NOHT-ESON member consultations
revealed a range of internal and external
factors that impede equity work in

Niagara. Many organizations discussed the
complicated geography and demographics
of Niagara as necessary to understanding
the structural challenges and systemic
barriers equity-deserving groups face when
attempting to access care. The relatively
lower diversity and older population of the

region has resulted in slower EDI integration.

27

That said, all interview participants
stressed the necessity of implementing
this framework, especially as the region’s
demographics are rapidly changing.

Niagara encompasses diverse urban

and rural settlements; consequently,
transportation is one of the most important
factors when discussing access to care. Lack
of transportation options and insufficient
public transit were cited by 35%?3° of
organizations as impacting health equity.3*
Other factors noted by organizations include:

+ Limited and unaffordable housing
+ Income disparities

+ Food insecurity

+ Poverty

+ Service provider distribution

+ Limited primary and specialist care
providers

+ Limited Indigenous and cultural care
providers

+ Unfamiliarity navigating the health care
system

+ Stigma

+ Language barriers



While acknowledging the importance of Organizations interviewed stated that

the NOHT-ESON mandate to integrate coordination and communication, information
Indigenous and Francophone communities, sharing, and best practices are required
many members stressed that other equity- across the NOHT-ESON to address
deserving and underserved groups must inequity. The consensus is that it is easy
continue to be prioritized. The identified to identify gaps, particularly with service
groups are: provision, but much harder to accordingly

refer clients given limited knowledge of
available services and resources. Improved
Eastern, and South Asian communities communication within the NOHT-ESON
were explicitly mentioned) and with external partners would better
address gaps, strengthen service provision,
and increase access to care. Part of

+ Racialized persons (Black, Asian, Middle

+ 2SLGBTQ+ individuals

+ Women communication across partnerships would
include sharing information. Information
+ Immigrants and newcomers that interview participants indicated they

would like to share and access includes
services provided, external resources, intake
questionnaires, data collection practices,
and self-assessment initiatives. Generally,
NOHT-ESON members want to understand
best practices for EDI implementation and
improved health equity outcomes.

+ Migrant workers
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Organizational

Pillars of
Health Equity

To achieve health equity, organizations must
identify existing barriers across all functions
and processes. The consultation process
identified priority areas across organizations
that require self-assessment to strengthen
EDI practices .and wpprove health equity To achieve
outcomes. This project focuses on these

three organizational pillars, which guide the health equity,
structure of both the Health Equity Report : .

and Health Equity Assessment Tool as well organlzatlons must
as the Health Equity Assessment: Resources identify existing

and Best Practices Guide. barriers across
+ 1.0 Leadership and Governance all functions and
+ 2.0 Organizational Values and Culture processes.

+ 3.0 Programs and Service Delivery
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Leadership plays an important role in
communicating the importance of health
equity and in setting the direction and
strategy for the organization to fully foster

a diverse, inclusive, and equitable care
environment. Diverse leadership is key to
creating processes and policies that support
the perceptions and experiences of diverse
communities in governance, strategy, and
organizational decision-making. Leadership
diversity can improve health policy and
decision-making, and a committed and
strategic leadership is key to sustaining an
effective health equity strategy that mitigates
inequities and barriers, leading to improved
patient care and health outcomes.

Goals:

1.0 Leadership and Governance

The Tool can also help organizations
assess where they are at in terms of diverse
representation and health equity knowledge
capacity among leadership. NOHT-ESON
representatives noted that there were some
internal conversations and initiatives within
their organizations to diversify boards and
other leadership teams, but that there were
often challenges with implementation,
consistency, and recruitment. The process
of changing organizational diversity to
reflect the broader demographics of the
region requires long-term planning, which
the Tool will support by providing a method
for benchmarking diversity and measuring
progress year-over-year.

+ Increase Indigenous and Francophone representation at the Board of Directors

and Senior Leadership teams.

+ Work with Indigenous members, partners, and communities in a manner that
honours and respects Indigenous voices.

+ Develop partnerships with other NOHT-ESON partners to ensure equity is an
underlying goal of an integrated, high-performing health system.
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Equity, diversity, and inclusion can be
embedded in organizational values and
culture in health care organizations.
According to Ontario Health (OH), “a high-
quality health care system, grounded

in an organizational culture focused on
equity, inclusion, diversity, anti-racism, and
Indigenous cultural safety, is fundamental to
building and nurturing a healthy workplace
within OH and contributing to better
outcomes for patients and families within the
broader health system.”3¢

Goals:

2.0 Organizational Values and Culture

NOHT-ESON members expressed the need
to streamline internal policies and processes.
This includes human resources policies

that would help diversify staff composition

by attracting and retaining talent, formalize
staff training and development initiatives,

and create a process for identifying equity,
diversity, and inclusion resources. More
broadly, there is a need to strengthen
organizational cultures that can better
support diverse individuals across the region.
Organizations recognized that changing
internal culture could help eliminate barriers
to access and contribute to a more effective
and equitable health care landscape. This
section of the Tool aims to provide the means
for organizations to build an inclusive and
diverse culture and work environment in order
to support diverse staff and equip them to
best serve their communities.

+ Develop internal policies, systems, and processes that promote equity on an

ongoing basis.

+ Continuously examine internal biases and actively take a stance against
discrimination, racism, and oppression on any grounds within the organization.



There are many considerations across

an organization’s programs and services
that impact diverse clients’ experiences
and access to care. How programs and
services are developed and delivered have
a profound impact on access to appropriate
care, especially for equity-deserving and
underserved groups.

NOHT-ESON representatives expressed

the need for improved communication

and information sharing among member
organizations and partners across Niagara.
Members were concerned about being

able to identify the needs of diverse clients
in order to deliver improved and equitable
services to underserved communities. They
identified limited resources for the specific
health care needs of certain populations,
including Indigenous Peoples, Francophone
communities, newcomers, racialized groups,
persons with disabilities or mental health

needs, aging populations, those unhoused or
living in poverty, and 2SLGBTQ+ communities.

Goals:

3.0 Programs and Service Delivery

For some health care providers, it is simply
an issue of lack of knowledge of how to
best support the community; in other

cases, there are few specialists or limited
financial resources to serve all the needs of
patients. Awareness of resource availability
and current gaps would allow organizations
to more accurately target programming.
Other opportunities for service improvement
include changes to preventative health
programs and primary care initiatives;
increasing non-emergent care; establishing
more migrant workers’, women’s health,
and mental health programming; and
increasing services for youth and children.
Organizations expressed that stronger
internal and external partnerships and more
community consultation would help empower
groups. The Tool will support organizations in
evaluating their health care service delivery,
partnership and engagement, community
consultation, and research processes.

+ Uphold the policies and systems to establish programs and services that are
equitable to stakeholder needs, specifically to the needs of Indigenous and

Francophone communities.

+ Identify and revise organizational practices that undermine Indigenous health,
and work to increase capacity to serve Indigenous clients.

+ Consistently collect socio-demographic and race-based data to better

understand communities.



Data Collection

Related to each of these pillars, NOHT-ESON
members also noted the need for a data
collection process, with many organizations
stating that they do not have a mechanism
for collecting data and others highlighting

an industry reluctance to collect data. Data
limitations create organizational gaps that
prevent improvement of organizational
culture and human resources processes,
service development, knowledge of equity-
deserving communities, and understanding
of how these groups want to access care.
Organizations are interested in:

+ How to capture data
+ What kind of data to capture
+ Best practices for data collection

+ Integration of empathy and cultural
sensitivity in data collection

Organizations noted that limited data and
inconsistent demographic information
prevent substantive EDI evaluation with
respect to both internal processes and
service provision. For example, organizations
are interested in whether their services reach
equity-deserving communities and if these
are the best programming options to suit

the needs of those groups. Organizations
asked whether enhanced language services
provided in English and French would

meet the needs of all their clients, or if a
multilingual focus was needed. Without

data on client base, these questions remain
unclear. Some respondents also noted that
there is a gap in organizational knowledge
regarding staff skills and competencies,
which may limit service availability. For
example, some organizations do not track
staff language competencies and may not be
able to provide service to certain linguistic
communities or may refer those individuals to
partner organizations. Better tracking of these
skills and competencies can improve service
availability and delivery.






Health Equity
Assessment
Tool Summary

Development

The Health Equity Assessment
Tool (“Tool”) was developed in
2022 by the Diversity Institute
in collaboration with the Health
Equity Working Group for the

NOHT-ESON. The Tool is a guide . ) ) .
for NOHT-ESON organizations \ ™\ | [ f"
to measure and self-monitor %N H 4
their progress toward the health |y —p— - :
equity goals year-over-year. o L 1




The Tool allows organizations to assess and
gain a baseline understanding of where they
currently stand in terms of their health equity
policies and practices. The Health Equity
Assessment: Resources and Best Practices
Guide (“Guide”) section of the Health Equity
Toolkit (“Toolkit”) is a companion to the Tool
and should be valuable for all members,
regardless of their various stages of progress
and the different journeys members are
undertaking. NOHT-ESON organizations
have conceptualized the Tool in terms of a
“living document.” As such, the “levels” in
the Tool recognize the dynamic nature of this
work and that health equity work is ongoing;
the Tool supports organizations to make
constant and sustainable changes. The Tool
should help NOHT-ESON members better
communicate to avoid duplication of work,
share accountability, and share resources.
There are three main areas in which
organizations expect the Report, Tool, and
Guide to provide guidance:

+ Communication and information sharing
across partners

+ Accountability and self-awareness

+ Provision of resources
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Context

The Health Equity Assessment Tool is

not an audit; rather it should be used to
assess the current state of health equity
practices within an organization and track
growth internally. The Tool identifies gaps
within an organization and can be used in
combination with the Health Equity Report
and Guide to address any gaps with curated
best practices specific to each question.
The Tool should be one part of a broader
plan for achieving health equity. The Tool
focuses on addressing gaps identified in
organizational policies, strategies, and
practices. Broader factors at the societal
level will also need to be addressed through
other mechanisms. Achieving health equity is
a complex endeavour that requires ongoing
conversation and active collaboration among
NOHT-ESON organizations and with other
organizations in the region.

Every NOTH-ESON organization is unique in
how health equity is understood and defined
and in their varying capacity and resources
available to address health equity in the
region. The goal of the Tool is to understand
an organization’s current state and track

its journey toward the health equity goals.
The Tool will provide organizations and the
NOHT-ESON with benchmark data, valuable
information about current gaps, and focus
for next steps. The Tool can provide insight
into the areas where organizations have
opportunities to take action toward health
equity. The results of the Tool can serve as
a basis for conversations across member
organizations to identify best practices to
be leveraged across the network and be a
starting point for conversations about next
steps and long-term strategies.



Implementation
Strategy and Tracking

The implementation of this Tool requires a
collaborative effort across multiple teams and
individuals within the organization, aligned
with the organization’s size and scope of
services. Organizations should answer each
item as honestly and accurately as possible.
Implementation Leads should work with key
individuals across their organization who can
support an accurate assessment of each
question. This includes input from staff in
human resources, client-facing employees,
and diverse staff members.

Implementation Leads may compile evidence
from these key individuals where available.
This evidence can then be brought forward to
a committee (either specific to this purpose
or leveraging an existing structure) to provide
input on the level the organization is currently
at. For example, where a question asks
about strategic planning or policies, the
Implementation Lead may obtain the most
up-to-date documents and review them

with their equity, diversity, and inclusion
committee or identified implementation
partner to determine what level the
organization is currently at.

Ongoing Evaluation

This is not a one-time process. In order to
ensure the data gathered from this Tool

does not “sit on the shelf” and to move the
organization forward, DI recommends coming
back to the Tool twice each year, with one
comprehensive review per year at the annual
strategy review and a mid-year review on
areas that are noted to be of most critical
importance. This will be detailed during the
Implementation Training.



Appendices

Appendix A: Definitions

2SLGBTQ+: An abbreviation for Two-Spirit, lesbian, gay, bisexual, transgender, queer, and
other gender or sexually non-binary/diverse individuals.

50-30 Challenge: The 50 — 30 Challenge aims to promote voluntary action toward diversity
on boards and/or in senior management. It invites organizations to participate and improve
diversity and inclusion on their Boards of Directors and/or Senior Management teams. The

50 - 30 Challenge is motivated by two goals: 1) gender parity (50% women and/or non-binary
individuals); and 2) significant representation (30%) of members from equity-deserving groups
in Boards of Directors and/or Senior Management teams.

Accommodation: A change in the environment or in the way things are customarily done that
enables an individual with a disability to have equal opportunity, access, and participation.

Ally: An individual who supports and advocates for equity-deserving groups from a position of
relative privilege or power.

Allyship: An active and consistent process in which a person in a position of privilege and
power seeks to act in solidarity with a marginalized group and practices unlearning and re-
evaluating oppressive practices and thinking patterns.

Anti-oppressive framework/approach: An anti-oppressive framework is a process that helps
organizations and individuals understand the barriers and discrimination faced by certain
groups in society. It considers that factors such as colonialism, racism, sexism, homophobia,
transphobia, classism, and ableism impact the ways that certain groups experience society.
This framework aims to work against discrimination and lessen the impact of persistent
inequality.

Bias: Prejudice in favour of or against one thing, person, or group compared with another,
usually in an unfair or negative way.

Discrimination: Any form of unequal treatment of equity-deserving groups that results in
disadvantage, whether imposing extra burdens or denying services.
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Equity-deserving groups: Those that experience barriers to equal access, opportunities,

and resources due to historic oppression and discrimination. The term is currently used by

a number of public, private, and non-profit organizations and the federal government, and is
used under the Publicly Available Specification of the 50 — 30 Challenge. These are groups
covered under the Employment Equity Act, as well as 2SLGBTQ+ individuals. Equity-deserving
groups include those identifying as:

+ Women

+ Racialized, Black, and/or people of colour (“visible minorities”)

+ People with disabilities (including invisible and episodic disabilities)
+ 2SLGBTQ+ and/or gender and sexually diverse individuals

+ “Aboriginal” or Indigenous Peoples

Equity, diversity, and inclusion (EDI):
+ Equity: Fair treatment for all while striving to identify and eliminate inequities and barriers.

+ Diversity: Having differences among people with respect to their demographic
characteristics or qualities, such as age, class, ethnicity, gender, health, physical and
mental ability, race, sexual orientation, religion, physical size, education level, job and
function, personality traits, language, and other differences.

+ Inclusion: Ensuring that people, regardless of their identity or backgrounds, are given
opportunities to participate and feel that they belong.

Francophone: People who have a particular knowledge of French as an Official Language and
use French at home, including people whose mother tongue may not be French or English.

Indigenous Peoples: The original peoples of North America and their descendants.
“Indigenous Peoples” refers to individuals identifying as First Nations Peoples, Métis Nation,
or Inuit. These are distinct Peoples with unique histories, languages, cultural practices, and
spiritual beliefs.

Linguistic minority: Individuals whose maternal language is neither the majority language nor
the official language minority in the province or territory.

Privilege: An unearned, sustained advantage that comes from race, gender, sexuality, ability,
socioeconomic status, age, and other differences.
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Racialized person: This refers to (but is not limited to) people who identify as Arab, Black,
Chinese, Filipino, Japanese, Korean, Latin American, South Asian (e.g., East Indian, Pakistani,
Sri Lankan), Southeast Asian (e.g., Vietnamese, Cambodian, Laotian, Thai), and West Asian
(e.g., Iranian, Afghan). The term “racialized” is meant to reflect the socially constructed notion
of race, while recognizing the systemic oppression and racism experienced by individuals and
groups based on skin colour and appearance. The term is inclusive of bi-racial and mixed-race
individuals.

Social determinants of health: The social and economic factors that influence an individual’s
health. These relate to an individual’s place in society, such as income, education, or
employment. If not considered within the context of a health care system, these factors can
result in inequitable outcomes for certain populations.

Systemic discrimination: Organizational policies or structures that result in the unjust
treatment of equity-deserving groups and that create or perpetuate disadvantage for these
individuals. This can be caused by unintended and often unconscious consequences of a
discriminatory system.

Unconscious bias: Unconscious biases are the mental shortcuts that individuals take when
processing information. The potential downside is that these shortcuts can lead to prejudice or
discrimination against certain groups of people if individuals act on or fail to question negative
beliefs about these groups.

Underserved groups: The scope of this project encompasses other groups not covered
under legislative definitions of “equity-deserving” or protected groups. These groups also
face barriers to accessing health care services and inequitable health outcomes as a result of
circumstances beyond their control. These groups include, but are not limited to: unhoused
individuals; persons living in poverty; the aging population; youth; newcomers, refugees, and
temporary foreign workers; and linguistic minorities.



Appendix B: Methodology

DI used three research methods to create a definition of health equity that is specific to the
scope of the NOHT-ESON and to develop a Health Equity Assessment Tool (“Tool”) for NOHT-
ESON organizations to benchmark and track their progress in their journey toward a more
inclusive health ecosystem within Niagara. The three research methodologies include:

1. Thematic analysis of health equity definitions to identify common language and
themes observed in other health equity definitions across academic, government, and
industry sources. The development of the NOHT-ESON’s health equity definition was
informed by the findings of the thematic analysis.

2. Analysis of existing health equity tools to map out the framework and dimensions
of other health equity tools, as well as the measurement and key performance indicators
that are currently used in the healthcare ecosystem. The NOHT-ESON Health Equity
Assessment Tool was developed with the results of this analysis in consideration.

3.Survey and consultation to gather insights from NOHT-ESON liaisons on their
population focus; highlight their current progress in the journey toward health equity;
identify opportunities to further advance the health equity effort; and set expectations of the
Health Equity Assessment Tool from the ground up.
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Research and Development of the Health Equity Definition:
Thematic Analysis

To develop a definition of health equity for the NOHT-ESON, a systematic review was first
conducted to curate available definitions across the 47 NOHT-ESON partner organizations,

as well as in other academic, industry, and government sources. A total of 65 definitions of
health equity were collected in this process, including 4 definitions from NOHT-ESON member
organizations, 11 from academic literature, 21 from government sources, and 29 from other
organizations in the healthcare industry. Among the 65 health equity definitions collected, 34
were from Canadian sources, 13 from the United States, 2 from Australia, 3 from global-scale
organizations, and 11 from academic sources.

Thematic analysis was then conducted on all the collected health equity definitions to
systematically identify, organize, develop, and summarize the themes and patterns that
emerged from these definitions. The DI research team followed the thematic analysis process
of Braun and Clarke,®*” which included six interconnected phases:

1. Familiarization with the definitions. The DI research team first read through every
collected health equity definition and noted any commonly used languages that
emerged during the first read-through process.

2. Generating initial codes. After the familiarization phase, the research team
then generated a coding key based on common phrases observed during the
familiarization phase.

3. Searching for and generating themes. The coding key was used to code every
definition collected during the review process. The coding key was also organized to
generate themes found in each health equity definition.

4. Reviewing themes to establish validity and reliability. The coding results for each
of the health equity definitions were reviewed carefully to make sure that each
coding was done correctly. If there was any disagreement within the research team
on the coding for a specific definition, the coding was accordingly replaced by a
consolidated code.

5. Defining the themes and coding key. The definition of each theme and coding key
was developed by the research team.

6. Producing interpretation. The last phase of the thematic analysis involved the overall
interpretation of findings. The interpretation was then used to inform the development
of the health equity definition for the NOHT-ESON.
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An NOHT-ESON health equity definition was developed based on the four themes and 10
sub-factors identified through thematic analysis. The four themes and 10 sub-factors of health
equity definitions are: 1) anti-oppressive framework (including absence of systemic barriers,
absence of health disparities, and absence of care disparities); 2) equitable access (including
access to care and access to resources); 3) recognition of individual and social factors
(including social determinants of health and individualized care practice); and 4) standard of
healthy living (including full health potential, fair opportunity to healthy life, and standard high-
quality care).

Health equity means that every individual has a fair and just opportunity to reach their best
possible physical, mental, social, and spiritual well-being. To achieve health equity, we seek

to create equal access to appropriate care and resources and eliminate existing health
disparities and systemic barriers stemming from one’s gender, race, ethnicity, Indigeneity,
sexual orientation, religion, age, language, social class, socioeconomic status, and other social
determinants of health.

13

.. every individual has a fair and just opportunity to reach their best possible...”

+ This statement captures the commonly identified theme on the standard of healthy living,
including elements of full health potential and fair opportunity to healthy life.

.. physical, mental, social, and spiritual well-being.”

+ This statement covers the type of care and services provided by NOHT-ESON
organizations, as well as the focus on spiritual well-being of Indigenous communities.

“To achieve health equity, we seek to create equal access to appropriate care and resources...”
This statement indicates an action-oriented approach to health equity, specifically from the

standpoint of creating equitable access.

“... and eliminate existing health disparities and systemic barriers...”
+ This statement provides another action-oriented approach, specifically from an anti-
oppressive framework and social justice approach.

13

.. stemming from one’s gender, race, ethnicity, Indigeneity, sexual orientation, religion, age,
language, social class, socioeconomic status, and other social determinants of health.”

+ This statement captures the equity part of the definition, in that the definition acknowledges
the differences in health care access and outcomes based on various factors pulled from
the social determinants of health.
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HEALTH EQUITY THEMES AND FACTORS IN THE 65 DEFINITIONS

# of Definitions

o,
Theme Factors (out of 65) %o
Absence of systemic barriers 33 52%
Anti- i
ni-oppressive Absence of health disparities 23 36%
framework
Absence of care disparities 5 8%
Access to care 12 19%
Equitable access
Access to resources 12 19%
Recognition of Social determinants of health 35 55%
individual and social
factors Individualized care practice 9 14%
Full health potential 32 50%
&_}tfandard of healthy Fair opportunity to healthy life 30 47%
living
Standard high-quality care 8 13%

Among the 65 definitions, DI identified three health equity definitions that are commonly
adopted or cited across government agencies and health care organizations. In Canada, many
Canadian government agencies and organizations cite the health equity definition developed
by the National Collaborating Centre for Determinants of Health:

“Health equity means that all people can reach their full health potential and
should not be disadvantaged from attaining it because of their race, ethnicity,
religion, gender, age, social class, socioeconomic status or other socially
determined circumstance... While striving to improve health outcomes

for all population groups, the pursuit of health equity seeks to reduce the
excess burden of ill health among socially and economically disadvantaged
populations.”

- National Collaborating Centre for Determinants of Health®

Many organizations also use the health equity definition developed by Braveman and
colleagues, as well as the definition developed by the World Health Organization:

“Health equity means that everyone has a fair and just opportunity to be

as healthy as possible. This requires removing obstacles to health such as
poverty, discrimination, and their consequences, including powerlessness
and lack of access to good jobs with fair pay, quality education and housing,
safe environments, and health care.”

- Braveman and colleagues®
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“Health equity is defined as the absence of unfair and avoidable or
remediable differences in health among population groups defined socially,
economically, demographically or geographically.”

- World Health Organization

In addition to the three definitions above, the NOHT-ESON Health Equity definition was also
influenced by the definitions put forth by the Niagara Region, Public Health Ontario, and the
Alliance for Healthier Communities’ Health Equity Charter:

“Health equity means that individuals have a fair opportunity to be as healthy
as possible and receive high quality care that is appropriate to them and their
needs no matter where they live, what they have or who they are.”

- The Niagara Region*'

“Health equity is created when individuals have the fair opportunity to reach
their fullest health potential. Achieving health equity requires reducing
unnecessary and avoidable differences that are unfair and unjust. Many
causes of health inequities relate to social and environmental factors
including: income, social status, race, gender, education and physical
environment.”

- Public Health Ontario*?

“The goal of a health equity approach is to dismantle barriers, eliminate health
inequities and improve access to health care, especially for those who have
historically faced and continue to face discrimination and disadvantage.”

- Alliance for Healthier Communities*

Health Equity Assessment Tool Research and Development

To develop a health equity tool, the research team first collected a number of existing health
equity tools and key performance indicators that were publicly available in Canada. A total of
10 health equity tools and health equity performance indicators were collected. An in-depth
review of each of the health equity tools and performance indicators were conducted to identify
the population focus, structures, and organizational dimensions that are relevant in the health
care sector.
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Survey and Consultation with NOHT-ESON Liaisons

A short survey was developed and sent to the 47 NOHT-ESON organizational representatives
to gather insights on the progress of their organizations’ health equity journeys, as well as to
collect tools and resources that are used by NOHT-ESON organizations to advance health
equity. In addition to the short survey, the Diversity Institute research team also developed

and conducted semi-structured interviews with the NOHT-ESON liaisons. In total, DI collected
survey data from 18 NOHT-ESON partner organizations and conducted 18 deep dive interviews
with 17 distinct members. The conversations were guided by five questions:

1. Can you tell me about your role at [organization] and how and why you became involved
with the Health Equity work with the Niagara Ontario Health Team?

2. Has equity work been started at your organization? What is the focus? What is the goal
of these initiatives, and who in the organization led the push to start them?

3. What tools or resources have been used and would you recommend?

4. Where are there gaps in support for equity-deserving populations in the region? Based
on your work with partners or clients, what are the biggest needs for these groups in
terms of health and health care access?

5. Who are other important stakeholders in the region, particularly those that have done
work connected to the health-related needs of Indigenous Peoples and Francophone
people in the community?

The NOHT-ESON Health Equity Assessment Tool

Findings from the review of existing health equity tools and the survey and consultation with
NOHT-ESON liaisons were used to inform the development of the NOHT-ESON Tool. The Tool
was developed as a diagnostic tool that assesses organizational practices, processes, policies,
and programs from a gender equity and diversity perspective, with focus on the inclusion

of Indigenous and Francophone communities. The Tool also incorporates key performance
indicators, so that organizations are able to generate benchmark data and track progress
throughout their journey toward health equity. Three pillars of organizational processes were
developed as part of the Tool: 1) Leadership and Governance; 2) Organizational Values and
Culture; and 3) Programs and Service Delivery.

47



Appendix C: Barriers for Equity-Deserving Groups

1.0 Leadership and Governance

Despite the changing population and communities that are being served, there remains a lack
of diversity in leadership across sectors in Canada, including health care. While Canadian
hospital and health ministries have met gender parity, in that women represent about 50%

of executive-level leadership in hospitals and health ministries, racialized communities
remain significantly under-represented. In Ontario, there is a representation gap of 20.7%
between racialized leaders in the health care sector and the overall racialized population in
the province.** Across governing bodies, such as the Canadian Medical Association, gender
inequity persists, as only 8 of the past 152 presidents have been women. There is also a vast
under-representation of women leaders in medical schools, with the first woman becoming a
dean only in 1999.%° That is 170 years after the first medical school was established, and only
eight deans have been women since.

The lack of representation stems from inequities due to societal barriers, such as lack of
access for certain groups to the education and resources needed to succeed in the labour
market, and organizational barriers, such as individual and process biases and lack of equitable
recruitment and hiring policies.*® Other barriers include lack of role models, mentorship
opportunities, or career opportunities; discriminatory working environments; and harassment,
biases, and stereotypes within health care organizations.*”

Leadership teams and governing bodies need to first demonstrate buy-in and commitment in
order to drive effective change and to strive for health equity. It is important to have diversity at
the top to represent the community that is being served.

2.0 Organizational Values and Culture

Organizational values and culture within health care organizations have a significant impact
on how patients experience care. Limited research on certain populations can lead to
misdiagnosis, inadequate care, and unconscious bias among practitioners.*® For example,
women are under-represented as both researchers and research subjects in clinical research
on cardiac health, mental health, access to care, hereditary cancers, addictions and
substance abuse, sexual assault, and domestic violence.** 50 \Women are often overlooked
and underserved because health care has not traditionally considered the impact of sex- and
gender-related differences.

The limited scope of cultural competency training for health care professionals is also a key
concern. When health care professionals do not consider their own biases and limitations
while serving patients, they may fail to meet the needs of a diverse population and potentially
lead patients from equity-deserving groups to mistrust the health care system, effectively
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barring them from accessing appropriate care. Many health care professionals do not receive
training on cross-cultural perspectives, and many view diversity training as a quick fix to cross-
cultural issues. A broader, intersectional understanding of culture, including the recognition of
discrimination, power imbalances, cultural biases, and self-reflection of unconscious biases
and prejudices,®' as well as the importance of the inclusive language used in clinical practice®
is not yet communicated to the medical community on a systematic level.

For Indigenous populations in particular, there are gaps in organizations’ efforts to engage

in consultation with Indigenous communities to build relationships of cultural understanding
and trust between health care providers and Indigenous peoples. Without this, care providers
cannot effectively address the significant health disparities for Indigenous communities and
support healing and reconciliation.®®

These health equity outcomes for patients are tied to internal organizational functions,
including equitable hiring policies and organizational norms that impact the employee
experience. Unfortunately, gender and racial disparities in the health care industry are still
widely apparent. This impacts the industry’s reputation and demonstrates ongoing barriers for
under-represented populations.>* Reliance on informal recruiting and hiring processes, such
as employee referrals, can also limit diversity in hiring. Yet they remain the primary form of
recruitment for Canadian organizations.%®

Less than half of Canadian hospitals have a documented plan to recruit and retain a workforce
that reflects the diversity of their patient population. Only 42% have a program in place to
identify diverse employees in the company for promotion. Just 18% have tied performance
expectations for hiring managers to diversity goals.*® A lack of institutional support and
recognition, alonside degrading comments from patients and colleagues, can make women
and diverse health care workers feel devalued, less competent, and powerless.5” %8 %.60 Many
hospitals also demonstrate a lack of effort to tackle the pattern of covert racism encountered
by newcomer and foreign nurses and doctors. Incidents of “everyday” discrimination in the
workplace add to the sense of divisiveness, which persists through apathy from management
and Canadian-born workers. Foreign care workers also rely on employment opportunities to
secure residence in Canada, which creates a willingness to avoid conflict and confrontation
with employers when facing discrimination, further exacerbating their experiences.*"

3.0 Programs and Services

There are many considerations across an organization’s programs and services that impact
diverse clients’ experiences and access to care. How programs and services are developed
and delivered has a profound impact on access to appropriate care, especially for under-
represented groups. This section provides an overview of barriers and specific challenges

in health care access at the provincial and federal levels for the Francophone population,
Indigenous Peoples, 2SLGBTQ+ groups, racialized people, newcomers and refugees, women,
low-income and unhoused individuals, aging populations, and people living with disabilities.
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Francophone Groups

Francophone communities situated in predominantly Anglophone regions experience many
challenges in accessing timely and quality health care. The Société Santé en francais explains
that care may be “inaccessible, inequitable, and often non-existent in most provinces and
territories of Canada.”®? Language and culture are essential determinants of health for the
Francophone population; yet, despite a considerable effort to bridge the language gap,
challenges persist.®®

Specific barriers to accessing health care for the Francophone population include® :
+ Lack of French speaking health care professionals

+ Limited French language services, especially specialist programs

+ Accessibility of information and resources

+ Delays in diagnosis and treatment

Indigenous Peoples

Indigenous perspectives on health differ from the Eurocentric model that is currently basis
of the care system in Canada. Indigenous groups approach health through a balanced and
holistic model that considers connections between spiritual, emotional, mental, and physical
dimensions.® The forced assimilation of Indigenous Peoples through colonization disrupted
important cultural processes including traditional approaches to health care.

The inequities experienced by Indigenous Peoples, including illnesses and other poor health
outcomes, are attributed to the lasting effects of colonization. With respect to health care,
colonization severed Indigenous Peoples’ connection to the land and traditional healing
systems, removed access to comprehensive social structures and cultural systems, and
displaced traditional foods and foodways.®” These historic and ongoing injustices continue to
represent barriers to care for Indigenous communities.

Specific concerns for Indigenous Peoples accessing health care services are divided into

five categories: spiritual, physical, mental health, emotional, and environmental issues.®®
Spiritual concerns speak to the lack of cultural knowledge by health care organizations, loss
of culture and disconnect from identity, as well as a general lack of inclusion. Physical issues
include limited wellness services, lack of medical centres, and limited sexual health education
that also focuses on consent. Mental health issues include systemic and intergenerational
trauma, lack of acceptance of culture, and illnesses such as alcoholism, drug addiction, or
depression. Emotional issues connect to the feeling of being unsafe and unsupported. Finally,
environmental issues encompass the displacement of traditional foodways and access to
healthy foods, land, and water.
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2SLGBTQ+

In Canada, the 2SLGBTQ+ community has faced many forms of systemic, institutional, legal,
and health discrimination and oppression. Although advocacy has contributed to significant
systemic and cultural changes, many issues persist and continue to impact access to care for
this community.

Risk factors for poor health outcomes in the 2SLGBTQ+ community stem from a lack of
support, limited access to health services, and discrimination. Members of the 2SLGBTQ+
community experience higher rates of disability, violence, mental health concerns, and cancer.
Within the existing health care system, physicians, nurses, and allied health care professionals
are poorly trained and ill-equipped to support the needs of the 2SLGBTQ+ community; this
also includes the significant gap in knowledge and understanding of sexual and identity health.
As a result, individuals from the 2SLGBTQ+ community continue to face health disparities
compared to cisgender and heterosexual individuals due to transphobia, homophobia, and
heterosexism.®® A McMaster University study on the experience of the 2SLGBTQ+ community
outlines the following barriers to health equity™:

+ Lack of 2SLGBTQ+ specific and competent health services, including sexual health

+ Limited health care professionals who are knowledgeable about 2SLGBTQ+ concerns
+ Discrimination when accessing health care services

+ Discomfort in dealing with individual health care practitioners

Racialized People

Racial equity is the systemic fair treatment of all people, regardless of racial backgrounds, in
equitable opportunities and outcomes. In Canada, racial and health equity are intersectional
categories of concern for racialized people. Despite a national focus on anti-racism, systemic
racism—and particularly systemic anti-Black racism—continues to exist in the health care
system.”!: 72

Since 2005, race and racism have been recognized as social determinants of health. While
illness is not inherent to racial differences, it does disproportionately affect racialized people.™
For example, Black populations rank second, behind Indigenous Peoples, with respect to poor
health outcomes in Ontario.” Barriers to health care for racialized communities include™:

+ Stereotyping and discrimination
+ Lack of trust stemming from historic and generational experience/trauma

+ Lack of representation, especially in leadership positions
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+ Limited mental health services that are culturally and linguistically appropriate

+ Limited long-term and home care options that are culturally and linguistically appropriate
+ Limited knowledge of primary care workers on race-specific health issues
Newcomers and Refugees

Canada has one of the largest newcomer populations in the world. Newcomers face similar
barriers as racialized communities when attempting to access care. Among these, systemic
racism and discrimination are major contributors to poor health outcomes for these groups.

Newcomers are generally healthier than their Canadian-born counterparts—known as the
“healthy immigrant effect.”’® This is also applicable to refugees, as they have lower mortality
rates than Canadian citizens.”” Despite this, health outcomes for newcomers often decline
upon arrival in Canada. Those living in Canada for 10 years or less have fewer chronic ilinesses
and less chance of disability than those living in Canada longer or Canadian-born citizens.”
Specific barriers to equitable health outcomes for newcomer populations include’:

+ Lack of access to primary care

+ Language barriers

+ Lack of coordination and information

+ Inadequate or lack of culturally-competent services
+ Lack of diversity in leadership

Women

Women'’s health is a priority in the Canadian care system. However, gender-based disparities
in health outcomes continues to persist and impact women’s well-being. A report by ECHO
Ontario identifies the key priority areas for women’s health as mental health and addictions;
sexual and reproductive health; chronic disease; and intersecting women'’s health issues.®® A
national social justice and women’s health study found that access to care was impacted by?®':

+ Defunding and/or underfunding of women’s health facilities
+ Unequal access to basic reproductive health services
+ Difficulty in accessing health care services in remote and rural communities

+ Health care costs beyond publicly funded coverage
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+ Discrimination and lack of culturally sensitive options for racialized and/or low-income
individuals

Low-Income and Unhoused People

Low-income and unhoused people are more likely to experience negative health outcomes. In
fact, low-income individuals are less healthy and experience more symptoms of iliness than
higher income individuals.® Those who are unhoused also experience more diseases and
have a higher level of mortality than the general population.8® For these groups, barriers to care
include®*:

+ Limited financial resources

+ Lack of comprehensive health care benefits

+ Lack of affordable transportation

+ Lack of knowledge about available services and resources
+ Discrimination related to socioeconomic status and race

+ Negative prior experiences and distrust of the system

+ Language and cultural barriers

Unhoused individuals experience similar barriers to those in lower income brackets. They also
face greater challenges in accessing government-funded programs, particularly as they may
not have the required credentials (e.g., identification).t® The greatest service challenge involves
accessing primary and non-urgent care.® Other service needs include®”:

+ Availability of essentials for living (including healthy food to improve nutrition)
+ Access to specialized services (including mental health and addictions counseling)
Aging Population

Generally, aging populations require increased care and service options. Despite the consensus
among policymakers and health care practitioners, this group continues to experience barriers
with respect to care.

Some of the specific health concerns for aging individuals are®®:
+ Limited benefits coverage outside of publicly funded care
+ Inadequate long-term care facilities

+ Limited community care options
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Other challenges for aging individuals include both mental and physical health services. For
example, older individuals have greater difficulty finding primary care physicians and becoming
rostered patients.® This population also receives inadequate attention with respect to mental
health services and social well-being.%°

People Living with Disabilities

People living with disabilities experience unique health challenges, as there are intersectional
factors that impact barriers to health. The Canadian system prioritizes care for this population,
but negative health outcomes persist. Those living with disabilities are four times more likely
than the general population to experience an inability to access medical care.®® Some of the
dominant barriers to access for people living with disabilities include® %:

+ Inaccessible environments

+ Lack of transportation options and adaptive technologies
+ Limited insurance coverage outside publicly funded care
+ Limited knowledge of resources and services

+ Lack of specialized care options

+ Insensitivity of health care practitioners

+ Fear and distrust of the system

More broadly, social determinants of health for people living with disabilities in Canada include
housing, education, employment, and social well-being.



Appendix D: Benchmarking and Tracking Guide

Readiness

The organization is not yet aware of this item’s application toward health
equity, but is in a ready state to begin reviewing its importance throughout the
organization.

Foundation

Integrated

T

Transformative

N/A Not
Applicable

The organization is at the starting point of the health equity journey, including
fulfilling obligations in accordance with EDI regulations, and makes an effort to
understand its role in responding to current issues affecting equity-deserving
and underserved groups, as it relates to this item.

The organization understands the importance and impact of health equity,
and individuals have informally taken steps to support equity-deserving and
underserved groups within their roles at the organization. These actions and
initiatives are not yet formalized into organizational policies and processes.

The organization shows an advanced understanding and awareness of
healthy equity, applying a health equity lens and taking an active stance in
eliminating barriers for equity-deserving and underserved groups. The process
is formalized in the form of policy, processes, or strategic planning.

The organization has met the requirements for “Integrated,” has an added
focus on tracking progress, and has an accountability measure in place. The
organization ensures that effort toward health equity is sustained in the long
term through continuous learning and improvement.

Acknowledging that the NOHT-ESON comprises organizations of different
sizes, capacities, and scopes, N/A indicates that the item is not a valid goal
for the particular organization. Organizations should include a rationale as to
why items are not applicable and regularly reassess these items with changes
in capacity and scope.
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