Operationalizing Health Equity
How Ontario’s Health Services Can
Contribute To Reducing Health Disparities

Michael Rachlis
March 2008

Commissioned Grants
Commissioned research at the Wellesley Institute targets important new and emerging health
issues within the Institute’s priority research areas. The projects commissioned may speak to
current policy issues, or they may seek to inform and help shape deliberation on policy issues
just over the horizon. Wellesley’s commissioned research reflects community voices, interests,
and understandings, and includes the community fully in the research wherever possible.

Wellesley Institute Community
Roundtables on Health Equity
Health equity is high on the agenda of the Province and LHINs. Wellesley initiated a series of
forums with community-based health and social service providers, researchers, advocates and
others to flesh out what a community-based framework for addressing health disparities would
look like. We also commissioned research and backgrounders to facilitate these discussions
and move a community-based health equity agenda forward.

About the Author
Dr. Michael Rachlis practices as a private consultant in health policy analysis. He has consulted
to the federal government, all ten provincial governments, and two royal commissions. He also
holds associate professor appointments (part-time) with the University of Toronto Department of
Public Health Sciences, and the Department of Health Policy, Management, and Evaluation.
www.michaelrachlis.com

Operationalizing Health Equity

Executive Summary
Canada’s Medicare system was based on Tommy Douglas’ and many others’ desire for equity
in health care. Medicare did make a tremendous difference in improving access to physicians
and hospital services regardless of ability to pay. However, we still have disparities in health and
health care. For example, poorer Canadian men are twice as likely to die within the first five
years of their retirement as are richer men. Higher income Ontario heart attack patients are
more likely to receive specialized investigations, rehabilitation, and specialist follow up.
Disparities in health occur only partly because certain groups face access barriers to the health
care system. Disparities in health are mostly due to factors beyond the health system. Members
of disadvantaged groups are more likely to suffer illness or injury because of their social and
economic circumstances.
This means that the many of the most important forces producing health disparities are far
beyond the health care system, and that much of the solution to health disparities lies in macro
social and economic policy and in policy collaboration and coordination across governments.
Nonetheless, it is in poor health – and ending up sicker in the health system needing care -- that
the effects of this wider inequality are felt. And a great deal can be done within the health
system to address the harsh impact of overall disparities and enhance the well being of even
the most disadvantaged.
This paper suggests the adoption of the Ontario Health Quality Council’s equity framework for
operationalizing its policy work on health equity:
1. Improve the accessibility of the health system through outreach, location, physical
design, opening hours, and other policies.
2. Improve the patient-centredness of the system by providing culturally competent care,
interpretation services, and assisting patients and families surmount social and
economic barriers to care.
3. Cooperate with other sectors to improve population health.
This paper outlines current innovations and opportunities for operationalizing each of these
aspects of health equity.
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Introduction
Canada’s Medicare system was based on Tommy Douglas’ and many others’ desire for equity
in health care. Medicare did make a tremendous difference in improving access to physicians
and hospital services regardless of ability to pay. Canadian health status and the health care
access for vulnerable groups have both improved relative to the US since we implemented
Medicare1. However, we still have disparities in health and access to health care. This paper
briefly outlines how the Ontario health sector could operationalize a health equity agenda.

Disparities in Health
Consistent with observations in other countries with publicly funded health care systems, there
are persistent disparities in health status. Poorer Canadian men are twice as likely to die within
the first five years of their retirement as are richer men2. Poorer women are 25% more likely to
die of heart attacks every year and poorer men are 35% more likely to die of heart attacks each
year3. Aboriginal health is improving in Canada4. Aboriginal men and women still have life
expectancies six and one-half years less than non-aboriginal Canadians. Northern Ontario
residents have more illnesses and live shorter lives than residents of other parts of the
province5.

Disparities in Health Care
Disparities in mortality from diseases amenable to treatment by health services have decreases
substantially since Medicare was implemented in 19716. However, despite over thirty years of
universal coverage for physicians and hospital services in Ontario there remain inequalities of
access to these services. For example, in Ontario heart attack victims who are wealthier and
better educated are more likely to receive specialized investigations, rehabilitation, and
specialist follow up7. On average higher income Ontarians have more hip and knee
replacements, cancer surgery, MRI scans8, shorter delays to hospital when they have chest
pain9, more preventive care such as screening tests for colorectal cancer10, and better access to
stroke rehabilitation11.
There are similar health care disparities which have been identified for education12, lack of
English proficiency, 13,14 race, 15,16 gender, 17,18 geography, 19,20. There is also evidence that
gay, lesbian, and transgendered Canadians face barriers to accessing health care services.21,22
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These access factors tend to add together. For example, wealthier, better educated, urban, nonaboriginal, non-disabled, southern Ontario women are much more likely to get a Pap smear test
for cervical cancer than their counterparts23.
While Canada’s system delivers more equitable care than the mainly privately funded US
system, we are at about the middle range for countries with publicly funded systems24. Lower
income Canadians were found to have more family physician services than upper income
Canadians, in accordance with their need for care. However, like most other countries with
universal systems, lower income Canadians used less specialty care than their needs for care
would predict.
And, there are even greater disparities in access to those services for which there is not
universal coverage. For example, dental care is only guaranteed to be publicly funded if care is
required in hospital -- a rare event in 2006. Many jurisdictions offer limited dental care for
children or other special populations. As a result there are large disparities in access to oral
health25. Ontario children born outside of Canada have twice as many diseased teeth as those
who were Canadian born. And Ontario aboriginal children have up to five times as many
diseased teeth as other Ontario children who were Canadian born.

Access barriers: multiple causes
Of course, disparities in health occur only partly because certain groups face access barriers to
the health care system. Disparities are also related to certain groups being less resistant to
illness because of their social and economic circumstances. 26 ,27 ,28. It is very difficult to identify
the specific roles played by the health care system and the non-medical determinants of health
in causing disparities in health because health care interacts with the determinants of health in
complex, unpredictable ways29.
The Federal Provincial Territorial Health Disparities Task Group noted30 that “The health sector
has an important role to play in mitigating the causes and effects of other determinants of health
through interventions with disadvantaged individuals, populations and communities.” However,
what is the specific role for the health care system in remedying health disparities?
Unfortunately, Canadian and international reports on health disparities give little guidance to
those responsible for funding and managing health services as to what they should do to
remedy these disparities.
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How could Ontario’s Health Services
more effectively reduce health
disparities?
The Ontario Health Quality Council identified equity as one of its nine attributes of a high
performing health care system in its first report in 2006:
There should be continuing efforts to reduce disparities in the health of
those groups who may be disadvantaged by social or economic status,
age, gender, ethnicity, geography, or language.
This definition, while providing a good starting-point for shaping health care policy and delivery,
can be broadened further to include health disparities related to racism and discrimination,
culture, citizenship status, sexual orientation, and ability. In their second report in 2007, the
OHQC identified a three pronged approach to developing a more equitable system based on
maximizing three of the other attributes:
1. Improving the accessibility of the health system through outreach, location, physical
design, opening hours, and other policies.
2. Improving the patient-centredness of the system by providing culturally competent
care, interpretation services, and assisting patients and families surmount social and
economic barriers to care.
3. Cooperating with other sectors to improve population health.
This section identifies examples of front line innovations which address health disparities.

Improving Accessibility
The OHQC defined accessibility as:
People should be able to get the right care at the right time in the right
time by the right health care provider.
The OHQC suggested that improving accessibility could enhance equity through outreach,
location, physical design, opening hours, and other policies. There are many examples of frontline innovation doing just that.
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CAISI strikes out inappropriate care for the homeless
An example of a practice which has facilitated improvements in access to health care for a
disadvantaged population is the Toronto Client Access to Integrated Services and Information
(CAISI) Project. The projects goal is to “reduce the plight of chronic homelessness by enhancing
the integration of care between agencies at the individual and population levels using an
electronic information system”
The clients give permission to a variety of agencies including shelters, drop in centres, outreach
teams, hospitals, public health and Toronto ambulance, to link their electronic records. The
record is an enhancement of the OSCAR McMaster system, which is an open source Ministry of
Health-approved electronic medical record. The system is accessed through the internet so it
allows multiple providers to communicate with each other about a very ill group of clients.
The CAISI project recently won the Canadian Information Productivity Silver Award for Not for
Profit Efficiency and Operational Improvements31.
Another example of innovation is the implementation of Advanced Access by some Community
Health Centres and private practices. With Advanced Access, many primary health care
practices find they can eliminate weeks long waits for care for routine appointments.

Advanced Access opens doors to ambulatory care
In 2003, at the Rexdale Community Health Centre, which serves 6,000 patients in a
disadvantaged community in northwest Toronto, patients faced a four- to six-week wait for
appointments. The centre temporarily increased resources to clear its backlog and then went to
same-day service. To achieve advanced access, services had to be redesigned as well. The
Rexdale CHC enhanced the roles of two nurses, who previously spent a lot of their time
telephone-triaging patients who were sent elsewhere for care. Now they spend much of their
time dealing with patients with minor illnesses. The Lawrence Heights Community Health Centre
in Toronto, the Saskatoon Community Clinic, and Cambridge’s Grandview Medical Centre has
also implemented advanced access.
Practices which implement Advanced Access can also enrol new patients. Eventually, these
facilities achieved new equilibrium, but the new enrolments were significant. Dr. Jeff Harries, a
Penticton, B.C., family physician, said he was able to erase his wait lists and add 500 patients.
There are millions of Canadians who cannot find a family doctor to take them on as a patient.
Increasingly family doctors screen new patients and are reluctant to add new patients if they
have complicated medical problems. These people are disproportionately challenged by other
disparities as well. It is a terrible irony that many family doctors are screening out exactly the
patients Medicare was designed to assist, poor people with chronic diseases. Dr. Harries
comments that, "If every family doctor in the country went to advanced access, there would be
no Canadian who didn't have a family physician."
5
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Improving patient-centred care
The OHQC defined patient-centred care as:
Health care providers should offer services in a way that is sensitive to an
individual’s needs and preferences.
The OHQC suggested that improving patient-centred care could enhance equity through
providing culturally competent care, interpretation services, and assisting patients and families
surmount social and economic barriers to care.

Access Alliance CHC Peers reach out to their communities
Toronto’s Access Alliance Community Health Centre Peer Outreach Worker Program greatly
enhances health care access for new Canadian women and their children.32 The CHC uses
neighbourhood ethno cultural networks and local and ethnic media to recruit and hire peer
outreach workers. Many of these outreach workers have university educations and some have
been trained as health professionals. They are paid for three months of training and then are
offered three year contracts.
The outreach workers and staff from the CHC deliver 20 education programs including six on
parenting. The outreach workers also facilitate well child and women clinics conducted by the
CHC’s nurse practitioner and dietitians in community settings. The outreach workers recruit
program participants through local agencies but also directly from community venues such as
libraries, Laundromats, places of worship, and shopping malls. As well as their group work, the
outreach workers provide information and referral to culturally appropriate services,
interpretation, and accompaniment to appointments with health and social service workers.
Access Alliance has trained one hundred peer outreach workers, provided health care to over
10,000 women and their children. Eighty percent of the Peer Outreach Workers go on to
employment elsewhere in health or social services after their initial contract with Access
Alliance33. As a result, the program has also helped to build capacity in these new communities.
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London sweetens care for diabetes
The London InterCommunity Health Centre developed a diabetes program to deal with the
special needs of the city’s large Latin American population, which has a high rate of diabetes34.
The program includes screening of high risk populations, primary prevention, and follow up to
reduce complications.
The health centre runs self-management diabetes follow up clinics with the Latin American
population. The patients meet with a diabetes nurse briefly to identify the issues which require
attention. According to the founding program coordinator, nurse practitioner Betty Harvey, some
of the time they need to see a professional such as the dietitian. However, she says that 75% of
the time, the most pressing issues affecting their diabetes are social rather than strictly medical.
And after initial assessments, if the patient needs to see someone else, it’s usually one of the
community health workers or a social worker, all of whom are Latin American. They help their
clients deal with a myriad of problems from illiteracy to landlord tenant problems. As of June
2006, the Centre’s Latino diabetes self-management clinic showed an approximately 2%
absolute decline in HgbA1C levels after program intervention, from 8.9% to 6.95%35. Each 1%
drop in HgbA1C co-relates with a roughly 10-20% decline in cardiovascular risk36.

Improving the effectiveness of the health system’s
work with other sectors to achieve population health
goals
Intersectoral action for health has been described by the World Health Organization as37:
A recognized relationship between part or parts of the health sector with
part or parts of another sector which has been formed to take action on
an issue to achieve health outcomes, (or intermediate health outcomes)
in a way that is more effective, efficient or sustainable than could be
achieved by the health sector acting alone.
People have suggested intersectoral approaches to health for many years. There is a growing
recognition in the health sector that most complicated social problems require an intersectoral
approach, one that works towards “healthy public policy”. For example, child development,
labour market adjustment, and air pollution all need the cooperation of three levels of
government, multiple and diverse ministries and departments, and thousands of nongovernmental organizations across many different sectors. Also, sometimes the health sector
should take an active leadership role while sometimes it should support other sectors.
Unfortunately, intersectoral action has proven much harder to fulfill in practice than to describe
in theory.38
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The key barriers to effective intersectoral action addressing health disparities are:
•

The impact of investing in cross-sectoral action and social determinants of health would
only be felt in the long run, but governments are under considerable pressure to reduce
costs and show results immediately

•

The key people interested in so-called ‘healthy public policy’ come from the health
sector. But the decisions about the social determinants of health are made in other
sectors: e.g. housing, employment or by central agencies of government, e.g. cabinet
office, department of finance. The way government is organized, and the “culture” within
government, also affects what policy decisions are made and how – the ‘silo’ structure of
modern government can be a significant barrier to cross-sectoral collaboration

•

Sometimes there are competing interests, e.g. the tobacco industry. Sometimes there
are competing or conflicting public policies, such as reducing taxes or supporting
economic growth that has adverse environmental health implications. Sometimes,
people and organizations argue for small government and reduced public spending over
possible health gains.

•

Information on the scientific relationship between a social determinant and health status
is a weak factor for making policy. Partly this is because, almost all people, even welleducated ones, are not trained to interpret scientific evidence and those holding
competing values or interests may raise obfuscating questions which cause decisionmakers to query the confidence of any information. Generally, government has a weak
capacity for leading and analyzing research. Sometimes data are not presented in a
strategic way that tells a story and suggests workable policy and program solutions that
reflect the realities of how public policy is made (including the imperatives and
constraints that decision-makers deal with).

It is easier to gain the cooperation of different sectors for effective action at the local or
community level than at the national or even provincial level. However, action at higher levels
(e.g. federal, provincial) tends to have more impact on population health. Intersectoral action at
higher levels often generates more political conflict, especially around different values and
competing interests. This is the central problem of intersectoral action. The most effective
intersectoral actions are those at higher policy levels and yet it is at these levels where they are
most difficult to implement.
However, effective action at higher levels usually requires action at the community level first.
The most effective intersectoral action dexterously combines activity at all levels and creates
positive feedback loops to sustain itself.
There needs to be a two-pronged approach to promoting more effective intersectoral action for
health. First, the health sector needs to engage communities to develop local projects. Second,
8
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governments, especially senior levels of government, need to be more effective at supporting
effective local and regional activities.

Regent Park blazes a pathway to education
An example of effective local health system engagement to promote intersectoral action is
Regent Park’s award winning Pathways to Education. The residents of Canada’s oldest public
housing project face many significant challenges to health and accessing health care services.
Incomes are less than half the Canadian average. Over 80% of residents are immigrants and
English is a second language for nearly 60% of Regent Park adults. Health care access is
reduced, for example for pap smears, mammograms, and infant immunizations.39
The Regent Park Community Health Centre identified education as the major determinant of the
future health of neighbourhood children. In 2001, the health centre launched Pathways to
Education with a number of partners. Pathways provides support for Regent Park children
entering high school, including transit passes, tutoring, and mentoring. In 2005, the first
pathways students graduated from high school.
From September 2001 to present, compared to Regent Park youth before Pathways, the
program has40:
•

Reduced the dropout rate from 56% to 10%

•

Enrolled 95% of the eligible high school age youth in the Regent Park community in the
Pathways program

•

Reduced absenteeism by 50%, and youth with serious attendance problems by 60%

•

Increased the college/university enrolment of graduates from 20% to 80% (and over
90% of those were the first in their families to attend post-secondary institutions).

The long-term economic benefit to society for every $1 invested in Pathways is $12.

Provincial initiatives to support local action
Regent Park has successfully implemented Pathways to Education. But, there will be tough
barriers to implementing P2E in all the communities in Ontario which need such a program
without significant provincial resources. The health sector must push intersectoral action
provincial and national levels to be effective. The key factors here are:
1. Cabinet level social policy coordination,
2. Based upon a strong value placed on equity, and
3. Common boundaries for governance and service delivery.
9
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Saskatchewan
Saskatchewan established the Human Services Integration Forum in 1994. It includes associate
and assistant deputy ministers from eleven ministries and secretariats. The development of the
forum was spurred by a 1993 investigation of twenty-seven child deaths, which concluded that
broad social policy initiatives were required in order to address the issues. The forum focuses
on promoting better service integration. It links its work with the ten Regional Intersectoral
Committees (RICs).
The Saskatoon Health Region has identified significant disparities in health and health care
access within its catchment area41. For example, there are sixteen times as many suicide
attempts in the poorest neighbourhoods than in the wealthiest, but only twice as many physician
visits for mental health problems.
The Saskatoon Regional Intersectoral Committee is co-chaired by the Health Region’s vicepresident for primary health care and the city’s director of parks and recreation. The committee
includes representatives from various provincial and federal government departments,
municipalities, regional health authorities, housing authorities, educational institutions, tribal
councils, police, and Métis organizations.
The forum supports a number of initiatives, including Saskatchewan’s Action Plan for Children.
The Action Plan has established the Children’s Advocate Office, coordinated interdepartmental
budget planning, supported the development of an early childhood initiative, and funded more
than three hundred interdepartmental prevention and support grants to local groups. The forum
also provides overall policy co-ordination to several provincial initiatives, including Integrated
School-Linked Services, the Aboriginal Policy Framework, the Culture and Recreation Strategy,
the Saskatchewan Training Strategy, the Restorative Justice and Aboriginal Justice Strategies,
Saskatchewan Assisted Living Services, and Health’s Strategy for Intersectoral Collaboration.
The most recent focus is Schools Plus, a plan to use the schools as a place to integrate
services for children and families.
Saskatchewan has also re-drawn the boundaries for various government activities (health,
social services, education, and municipal government) to make them co-terminus.

Quebec
Quebec has coordinated its social policy around a series of health goals since 1987. Quebec's
passed two public health acts in 199842. The Public Health Act prescribes the mandates and
responsibilities of the minister, the ministry and the other components of the public health
system, including the National Institute of Public Health, the regional health and social services
authorities, and local community health centres.
The National Institute of Public Health Act established the Institute and details its specific
mandates and responsibilities as the lead agency for public health. The Governor in Council
10
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appoints the board of directors and the director general/president. The minister can issue
directives to the Institute with which it must comply.
The legislation outlines a broad program of public health well beyond simply controlling
communicable disease. The public health system is charged with "exerting a positive influence
on major health determinants, in particular through trans-sectoral coordination."
The National Institute of Public Health is responsible for developing a provincial health plan
based upon the province’s health goals43. The Quebec regional health authorities are
responsible for developing their own health plans which are consistent with the provincial plan.
The CLSCs (Centres Locaux Services Communautaire), provide both public health and primary
health care services. Under Quebec’s public health legislation, the CLSCs are responsible for
coordinating their local community’s input into developing local public health plans, congruent
with the provincial and regional plans.

Conclusion
The implementation of Medicare greatly improved access to health care, particularly for poorer
Canadians. But there still are persistent disparities in health status and access to health care.
Disparities in health occur partly because certain groups face social and economic access
barriers to the health care system and partly because these same access barriers
independently increase the risk for most illnesses and disabilities.
Canadian policy makers have known about these disparities for decades. Governments need to
develop broad intersectoral plans to remedy social disparities. But we also need to develop an
operational plan for the health system’s interventions to reduce inequities. This paper
recommends that the provincial Ministry of Health and Long Term Care adopt the Ontario
Health Quality Council’s equity framework to operationalize its policy work on health equity:
1. Improve the accessibility of the health system through outreach, location, physical
design, opening hours, and other policies.
2. Improve the patient-centredness of the system by providing culturally competent care,
interpretation services, and assisting patients and families surmount social and
economic barriers to care.
3. Cooperate with other sectors to improve population health.
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