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The Culture, Diversity and Equity Project: Detailed Recommendations

Introduction

This appendix to the Culture, Diversity and Equity Project (CDE Project) details the ten recommendations put
forward in the praggctOs Final Report. Implementation of the priority actions outlined in the recommendations would
result in direct and significant improvement in health equity throughout the Central East LHIN.

The goals, purpose, and rationale of each recommendationpainex using, whenever possible, evidence from
the other appendices of the report:

* The Literature Review (Appendix 1);

* The Environmental Scan (Appendix 2);

*  The community member and health service provider Focus Groups (Appendix 3); and
*  The Community Cosultation Process (Appendix 4).

Process of Development

These recommendations were developed using multiple approaches. The CDE Project carried out:

* A comprehensive literature review addressing issues of health equity;
* An environmental scan of culturalbompetent services and services for uninsured individuals;

* Focus groups with 174 diverse participants, either community members or health and social service providers;
and

* A public consultation with 63 community forum participants and 175 online pamtitspn order to appraise a
first draft of the recommendations.

Community members and health and social service providers provided us with valuable feedback from the earliest
stages of the project. We believe we have identified the most essential &mtitihressuccessful implementation of
each recommendation.



The Culture, Diversity and Equity Project: Detailed Recommendations

Recommendation #1: Central East LHIN
Leadership

Recommendation Statement

The Central East LHIN will define a clear strategic vision for health equity, and will
engage community members in the process.

Recommendation Activities

Priority Actions Deliverable Lead

Provide the Central East LHIN board with comprehensive | Training session Board
training on power, oppression and health inequity.

Develop a Health Equity Health Interest Network (HEHIN) | Health Equity Board, LHIN
that comprises 50%-+ marginalized community members, Health Interest office,

Central East LHIN board members, and health service Network Collaboratives,
providers. CDE Project

Charter Committee

Develop and adopt a health equitgioh statement and guidin{ Health equity vision| Board, HEHIN,

principles related to health equity, in collaboration with the | statement and LHIN office
Health EquityHealthinterest Network. guiding principles

related to health

equity
Set tenyear goals wh clear leadership roles, targets, Tenyear health Board, HEHIN,
milesones, and outcomes and devetofhreeyear Health equity goals and a | LHIN office
Equity and Evaluation Plan. threeyear Health

Equity and

Evaluation Plan.

Commit resources to orgaaitonal development, service Resource Board, LHIN office
enhancements, a client navigation systeminformation and | commitment
knowledge transfer system, health equity research, and the
Health Equity Office (see later recommendations)

Develop an intrdtHIN Health Equity Committee. Internal Central Board, LHIN office
East LHIN Health
Equity Committee

! The role of the Health Equity Health Interest Network is the sartteaefotherhealth interest networks (e.g., Seamless Care for Seniors):
they are expert committees that advise the Central East LHIN directly on its priority initiatives and activities.
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Priority Actions Deliverable Lead

Develop and adopt internal health equity guiding principles | Health equity Board, HEHIN,
requess for proposals, assessing proposals, research, contr{ guidingprinciples | LHIN office
etc. as part of various

internal activities

Incorporate health equity into the performance managemen| Health equity part | Board, HEHIN,
all Central East LHIN office staff of performance LHIN office
management of all
staff

Goals and Purpose
Goals

The implementation of recommendation #1 will:

* Represent the necessary first step toward the creation of a framework for minimizing or eliminating
socially/institutionally structured health inequalities that lead to differemialth outcomes;

* Make the Central East LHIN a national and international health equity leader;

* Engage the Central East LHIN in critical sedflection, therefore increasing learning opportunities;

e Communicate a commitment to health equity to all stakkdns;

* Build a common understanding of health equity across the Central East LHIN; and

* Provide clear directions acrosgjanizationgunded bythe Central East LHIN on health equity definitions.

Purpose

The most important purpose afaommendation #1 is to create and demonstrate leadership in the Central East LHIN
around health equity. Other purposes are to:

* Provide a health equity standard that the Central East LHIN can both achieve and be accountable to;

* Help develop and sustairhaalth caresystem within the Central East LHIN that is committed to health equity,
one that provides direction for programs, services and resource allocation;

e Champion health equity in keeping with various legislations, initiatives and institutionxaioipe:
* The Canadian Charter of Rights and Freedoms;
*  The Ontario Human Rights Code;

» The FederaProvinciatTerritorial Advisory Committee on Population HealthOs establishment of a Health
Disparities Task Group;

* The tenyear plan to strengthen health cadeptedat the 2004 First Ministe@vleeting on the Future of
Health Care;

* The OPS Diversity Office in the Ministry of Government Services;

* The Ontario Ministry of Health and LoAEerm Care tetyear plan for OntarioOs health care system;
* The Ontario Healt Quality CouncilOs equity framework;

e Various LHINs; and

* Greater Toronto Area Diversity and LHINs Worki@goup, specifically addressing diversity and equity
issues in the LHIN context.



Rationale for Recommendation

Literature

Equity policies should be a@ted at every level of the Central East LHIN, as an integral component of strategic
goals, vision, and mandate. This will ensure compliance throughout the gBsam2004; Department of Health,
2007a; WHO, 2008)Moreover, governance of equity policigsould extend to the highest levels of the Central East
LHIN, with ultimate responsibility resting unambiguously with the most senior manageluding the boardThis

will help ensure coherent integration of health equity concerns across all podigyamr;, service/function areas and
effective coordination across the syst@Rachlis, 2007b; Gardner, 2008a; GTA Diversity and LiliMorking

Group, 2008a)

Justification: The Central East LHIN should state in its health equity policies the reasons fessiddrhealth
inequities:

* Health inequalities contradict values of fairness and justice; and
* Reducing health inequalities leads to better average health outcomes for the population as a whole.

Objectives: The Central East LHIN should clearly state tliegt dbjectives of its health equity policy are to:

* Reduce health inequalities, either absolutely (often through universal initiatives) or relatively (often through
targeting the most disadvantalyeand

* Reduce health inequities (rooted in determinantseafth) or health care inequities (inequities within the health
care system).

Ideally, the health equity policy should address both universal and relative reduction as well as health status and
health care disparities.

Scope: The Central East LHIN shouldnsider the breadth of marginalized groups (e.g., racial and ethnic
minorities, class, gender, etc.), and of organizational domains (leadership, governance, service and service delivery,
research and education, human resources, contracting and procu@mndezgmmunications).

Health equity policy should ideally include all disadvantaged populations across all organizational domains.

Evidence: The Central East LHIN should prioritize health equity interventions on the basis of their evideecke
effectiveness in potentially reducing health inequalities.

Strategic Options and Priorities: When developing their health equity policies, the Central East LHIN should
consider their strategic intervention options in terms of upstream or downstream entryHbeditts.care
interventions are downstream while determinants of health interventions are upstdegted from Mackenbach et
al., 2002b)

As a large funding body, the Central East LHIN has the opportunity to address midstream interventions as well, both
within the Central East LHIN and beyond (e.qg., it can lobby government and other bodies for more upstream
interventions).

When determining midstream and/or downstream priorities, the Central East LHIN must consider whether they want
to use universalistpproaches (targeting all individuals) and/or selectivist approaches (targeting services and
benefits to specific populationdepending on need).



Community Member Focus Groups

During focus groups, community members were asked to comment on how they beglidygisions, guiding
principles, etcas envisaged undeecommendation #1 should be developed and what components should be
included. Community members made the following suggestions:

* Include frontline staff and management (from the bottom up);

* Include marginalized individuals;

* Make policies feasible and actiamiented;

* Ensure that language is accessible for staff;

* Use policies as a tool to support staff rather than threaten them (policies can create a climate of fear);
* Review, revise and update om arrgoing basis;

* Include more equity requirements than the minimum demanded by accreditadi@sand the Ministry; and
* Include health equity in human rights and all other broader policies and procedures.

Recommended components of the policy:

* A newlycreated Code of Conduct;

e Zero tolerance for abuse;

* Respect, equality and sensitivity;

* Proactive outreach;

* Mandatory and ongoing training;

e Joint service planning with the community;
e Human resources policies; and

e Diverse boards;

* Policiesfor implementing halth equity

e ClientBill of Rights; and

» ClientsO right to professional interpreters.

Health Service Provider Focus Group

Though health service providers were not asked for policy recommendations specific to the Central East LHIN, they
did identify the Catral East LHINas having aisefulrole inmonitoring health equity within organizations, since
funding should be tied to an organizationOs health equity performance.

Speaking of health equity policies in general, they made the following suggestions anidearly applicable to
the Central East LHIN:

* Make social justice the justification for health equity policies;
* Acknowledge the impact of the broader determinants of health on health equity;

* Broaden the scope of what constitutes marginalized popusativinclude people with mental health/addiction
issues;

* |nvolve communities in the development of policies;
e Hire and retain diverse staff; and
* Make clients aware of complaints processes.

Suggested components:

* A Client Bill of Rights;
* Recognition of themportance osocial justice values and principles;



* Anti-discrimination/antistereotyping/antstigma;
e |nitial training and retraining;
* Provision of culturally appropriate services;

* Mandatory accommodations for clients based on language, visual impaicuiéntally deaf, religion, culture,
socioeconomic status.

Environmental Scan

The followingelements were not mentioned directhyit can nonetheless be used to suggest possible policy
components:

* Access to interpreters;
* Increased cultural competence (urding recognition of diverse explanatory models of iliness).

Community Consultation

Amongstcommunity members6% felt that recommendation #1 was essential to advancing health equity
They ranked ifourth (49% of participants) out of the ten recommendaions, and offered the following
comments and concerns:

* Though it is commendable for the Central East LHIN to initiate this process, it is the Ministry of &tehlth
Long-Term Care that holds the power to create real change;

* There may be a lack of lortgrm commitment to this issue due to too many competing interests within the
Central East LHIN;

* Although adopting health equity as a strategic vision and commitment is necessary, it must go beyond a simple
statement to include real action;

* The focus should ben implementation over development;
e Community members and other key stakeholders need to be engaged in this recommendation;

* Members should be chosen based on a set of criteria related to representation and affiliations with other
groups/coalitions/networksnd

* Achieving health equity in such a diverse LHIN, whose population has such varying needs, will be a challenge.

Strategic Alignment

Political will and a favorable policy/political environment are critical to the advancement of health equity policies.
This recommendatiois strategicallyalignedwith the following local and national offices, policies and policy
drivers:

» The Central East LHINOs 202013 Integrated Health Service Plan (IHSP) states that an equitable health
system that allows everyonestBame quality of care regardless of who they are and where they live is one of
the attributes of a high performing health system;

e TheCanadian Charter of Rights and Freedoms and the Ontario Human Rights Code;

* The 2002 and 2003 First MinistersO Health Adgavhich make national commitments to reducing disparities
through the adoption and promotion of a national Healthy Living Strategy;

» The FederaProvinciatTerritorial Advisory Committee on Population HealthOs 2002 establishment of a Health
Disparities Task Group with the mandate of providing advice on the role of the health sector in addressing
health disparities;

» The OTetyear plan to strengthen health careO adopted and promoted at the 2004 First &\testizmg on the
Future of Health Care;

» The OPiversity Office in the Ministry of Government Services and development and promotiorCoP8
Diversity Three Year Strategic Pi@n



The tenyear strategic vision and pléeingdevelopedor OntarioOs health care systeyrtheOntario Ministry

of Healthand LongTerm Care (MOHLTC), which is expected to feature equity as a prominent direction;

The Ontario Health Quality CouncilOs consistent advocacy for OntarioOs governmental bodies (MOHLTC,
LHINSs) to adopt the Ontario Health Quality CouncilOs equityeveonk;

The Toronto Central LHINOs insertion of health equity and diversity performance indicators into the CEOOs
Annual Performance Plan and its requirement that all 18 hospitals in the Toronto Central LHIN provide action
plans; and

The GTA Diversity and HINs WorkingGroup, specifically addressing diversity and equity issues in the LHIN
context.



The Culture, Diversity and Equity Project: Detailed Recommendations

Recommendation #2: Central East LHIN Health

Equity Office/Staff

Recommendation Statement

The Central East LHIN will develop health equity tools to investigate the viability of a

Health Equity Office; or, alternatively, hire designated Health Equity staff to monitor and
evaluate Health Equity initiatives in the Central East LHIN.

Recommendation Activities

Priority Actions Deliverables Lead

Develop a Health Equit®ffice or, alternatively, hire designateq Health Equity Central East

Health Equity staff. Office or Health LHIN and
Equity staff HEHIN

Develop an accessibility plan for community members who n
to file a complaint; receive, investigate, and monitardland
staff complaints about discrimination.

Accessibility plan

Health Equity
Office/Staff and
HEHIN

Develop a Health Equity Planning and Implementation
Framework for Central East LHHiinded health care
organizations.

Health Equity
Planning and
Implementation
Framework

Health Equity
Office/Staff and
HEHIN

Develop a health equity monitoring and accountability systen

Monitoring and
accountability
system

Health Equity
Office/Staff and
HEHIN

Develop a Health Equity Education Framework for the Centrg
East LHIN.

Health Equity
Education
Framework

Health Equity
Office/Staff and
HEHIN

Develop Health Equity indicators and evaluation standards.

Indicators and
evaluation
standards

Health Equity
Office/Staff and
HEHIN

Develop a communication plan and repoverall health equity
work and monitoring to community and other stakeholders.

Communication
plan

Health Equity
Office/Staff,
HEHIN and
Central East
LHIN
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Goals and Purpose

Goals
The implementation of recommendation #2 will:

* Monitor and assess healti{equity);

* Provide a clear process to community members for health equity complaints;

* Ensure systematic investigation of complaints;

e Assist organizations in developing and implementing health equity policies;

e Assist organizations in developing and reviegvhealth equity standards;

* Assist organizations in developing health equity training;

* Ensure that the Central East LHIN office receives relevant advice; and

* Ensure that the Central East LHIN community is informed of health equity advances.

Purpose

The literature review and Central East LHIN community members and health service providers clearly identify the
need for an external or neutral internal body that will monitor organizations and investigate client complaints related
to health equity. This bodyeuld also be active in advancing health equity, by providing assistance to the Central
East LHIN office.

Rationale for Recommendation

Literature

Clear leadership is critical to enforcing compliance with health equity mandates. This involves goverinaadth of
equity strategy across all policy program and service/function areas along with effective performance management.

The literature shows the advantages of the following actions:

e Mainstream accountability measures for health equity policies andgratinto existing performance
management systems;

* Use health equity impact assessments (across the whole system), as they are a particularly good tool for
accountability measures (versus silg responsibility for health equity plans to specialistyrihey also
ensure that all policy/program areas take into account how their interveatfeorarious diversity groups;
and

e Establish an oversight body at the corporate level to monitor progress and coordinate efforts for eliminating
disparities.

Among the major OleversO for managing performance currently available to theuetiis:

* Funding and allocation powers;

* Local health system planning and contracting role (e.g. Integrated Feadtite PlansLHIN-Provider service
accountability agreeents etc.); and

e Oversight role (potential) in monitoring progress and compliance with health equity policy objectives reflected
and articulated in service plan agreements.

Requiring ongoing measurement, evaluation, tasgiing and reporting on prograssde is critical to establishing
accountability and quality assurance of health equity policy objectives. As part of service agreements, the LHINs
could require organizations to:

e Set annual targets related to health equity policy goals and objectives;



* Introduce performance measurement, evaluation and monitoring against these targets; and

* Provide regular reporting not only to the LHINSs, but to the wider public on progress (e.g. annual report cards)
made against such targets.

Compliance with health equityoficies presupposes sufficient capacity to do so. In this respect, the LHINs can play
a critical support and capacity building role. They can, for instance:

e Provide or support training initiatives;
* Developing health equity/cultural competence guidelimesstandards for care; and

* Establish or collaborate with existing health equity researchers and/or research units to assist in the intelligence
gathering and an exchange process (critical to ensuring effective implementation and accountability).

While poentially beyond the direct control of the LHINSs, licensing and accreditation agencies withiealkie care
system can also play a quality assurance role by requigalyh cargroviders to meet standards of health
equity/cultural competence as a coiaditof licensing and/or accreditatiggxworthy et al., 2006; Betancourt et al.,
2002; Office of Minority Health, 2001)

Community Member Focus Group

Most participants in this focus group recommended a complaints body to deal specifically with issiteseof cu
diversity and equity. It could be external or internal to the Central East LHIN office and act as client advocate,
ombudsman, regulating officers (e.g., accreditation), and/or monitor of organizationsO accessibility plans.

Health Service Provider Focus Group

Frontline workers in this focus group pointed out that internal monitoring lacks rigour and consistency, and that
diversity committees tend not to concentrate on action. In thet@rngcare system, for exampMjnistry

inspections do not adelss culture, diversity and equity. Moreover, in current accreditation systems, such as
Building Healthier Organizations (BHO) for example, diversity is a token owoad@ther than a focused issue.
Finally, the fact that many organizations hire accegidih services appears to many staff as a conflict of interest.
Among the suggestions put forth:

* Report monitoring to external bodies rather than internal ones;

* Create an external systanodeledon Workplace Hazardous Materials Information System (WHMi\&tems
that includes an internal and external diversity complaints system (e.g., ombudsman) that can respond in a
timely manner and tie funding to Central East LHIN benchmarks.

Community Consultation

Amongcommunity member§0% felt that recommendation#2 was essential to advancing health equityThey
ranked itseventh (28% of participants) out of the ten recommendationsnd offered the following
considerations and concerns:

* Some of the activities in this recommendation should be done at a prolénelalather than a local level; this
would be more effective since many of these issues go beyond the Central East LHIN;

* Some of this work needs to be done across all the LHINS;

® Synergy with other LHINs is needed to achieve this work;

® This recommendatiowill take up a lot of time and resources;

® A high level of community member involvement is required; and
® This is a positive step towards increasing accountability.
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Strategic Alignment

This recommendation aligns itself strategically with the following:

The tealth equity and diversity performance indicators that the Toronto Central LHIN has inserted into the

CEOOs Annual Performance Plan, requiring all 18 hospitals in the Toronto Central LHIN to provide action
plans;

The GTA Diversity and LHINs Workin@roup hat specifically addresses diversity and equity issues in the
LHIN context.
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Recommendation #3: Organizational Policies

Recommendation Statement

All Central East LHIN-funded agencies will make health equity a clear strategic vision and
commitment.

Recommendation Activities

Priority Actions Deliverables Lead

Develop a Health Equity Committee (HEC) including | Health Equity Board and
50%+ local marginalized community members, board | Committees (HEC) | managenent
members, and health and community service providers

Adopt the health equity guiding principles created by tl} Health equity guiding| Board, HEC, and
Central East LHIN principles Organization

Develop and adopt an organizatioheklth equity vision | Health equity vision | Board, HEC and
statement. statement organization

Review and enhance all organizational policies to refle| Policies that include | Board, HEC, and
the organizational vision and the Central East LHIN health equity Organization
principles of health equity

Develop a thregrear Health Eqity Plan that incorporateg Health equity plans | Board, HEC,

the Central East LHIN tepear goals. Organization, and
Health Equity
Office/Staff

Commit/shift internal resources to implement Health | Resources for health| Board, HEC,
Equity Plans equity plans Organization, and
CE LHIN

Goals and Purpose

Goals
The implementation of recommendation #3 will:

* Provide all Central East LHHfunded agencies with a health equity vision and policies that address health
equity;

* Engage Central East LHHWinded agencies iaritical selfreflection, therefore increasing learning
opportunities;

* |nitiate a process in which all Central East LHibded agencies review their existing policies and diversity
work; and

* Create consisten@mongthe considerations and components afgies across the Central East LHIN.
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Purpose

With the rapid demographic changes in the Central East LHIN, health equity is growing area of concern. Central

East LHIN-funded agencies require assistance in their efforts to increase health equity witdtmthenities they

serve. The purpose of this recommendation is to establish a certain level of standardization and consistency in these
efforts.

Rationale for Recommendation #3

Literature (this is the same rationale as recommendation #1)
The most compremsive approaches to policy combine and incorporate the following:

* Health equity andhealth carequity policy objectives;
» Upstream, midstream and downstream (Oall streamO) policy interventions; and
* Universalist and selectivist approachleathave provermmost effective.

Political will and a favorable policy/political environment are critical to the advancement of health equity policies.
Health equity policies should strategically align themselves, wherever possible, with national and local policy
contexs and drivers to gain traction.

The ways in which health equity policies and strategies are formulated can greatly influence whether they are put
into practice, and whether they establish accountability. Critical to any action plan are:

* Clear and realigt articulations of health equity policy goals and objectives in terms that can be measured and
operationalized;

e Concrete action plans in relation to policy goals and objectivigs guidelines on how these deadlines will be
met and by whom, and how sussewill be measured; and

* Diverse stakeholders (including community stakeholders) input in the policy development process.

For organizations, key considerations in the development and application of health equity policy(adzdydied

from Mackenbach etla2002b)

Justification: Organizations should state in their health equity policies the reasons for addressing health inequities:

* Health inequalities contradict values of fairness and justice;
* Reducing health inequalities leads to better average hmatitbmes for the population as a whole.

Scope: Organizations should consider the breadth of marginalized groups taken into account (e.g., racial and ethnic
minorities, class, gender, etc.) and of organizational domains (leadership, governance, seiséceice delivery,
research and education, human resources, contracting and procurement, and communications).

Organizations should ideally include all disadvantaged populations across all health organizational domains.

Evidence: Organizations should basheir proposed policies and strategies upon evidence to achieve the highest
possible effectiveness.

Intervention: Organizations should also decide whether their health equity policies use universalist approaches
(targeting all individuals) and/or selegtt approaches (targeting services and benefits to specific populations
according to need).



Community Member Focus Group

During focus groups, community members were asked to comment on how recommendation #3 should be
developed and what components showdrtiuded. They made the following suggestions:

Include marginalized individuals;

Make policies feasible and actiamiented;

Ensure that language is accessible for staff;

Use policies as a tool to support staff rather than threaten them (policies @i@naccimate of fear);
Review, revise and update on anrgwing basis;

Include more equity requirements than the minimum demanded by accreditadiesand the Ministry; and
Include health equity in human rights and all other broader policies and presed

Recommended components of the policy:

A newly created Code of Conduct;

Zero tolerance for abuse;

Respect, equality and sensitivity;
Pro-active outreach;

Mandatory and ongoing training;

Joint service planning with the community;
Human resources poles; and

Diverse boards;

Policiesfor implementing health equity
ClientBill of Rights; and

ClientsO right to professional interpreters.

Health Service Provider Focus Group

Speaking of health equity policies in general, health service providers neafididfving suggestions, equally
applicable to the Central East LHIN:

Make social justice the justification for health equity policies;
Acknowledge the impact of the broader determinants of health on health equity;

Broaden the scope of what constitutes giralized populations to include people with mental health/addiction
issues;

Involve communities in the development of policies;
Hire and retain diverse staff; and
Make clients aware of complaints processes.

Suggested components:

A Client Bill of Rights;

Recognition of the importance ebcial justice values and principles;
Anti-discrimination/antistereotyping/antstigma;

Initial training and retraining;

Provision of culturally appropriate services; and

Mandatory accommodations for clients based on lagguvisual impairment, culturally deaf, religion, culture,
socioeconomic status.



Environmental Scan

The followingelements were not mentioned explicitbut can nonetheless be used to suggest possible policy
components:

* Access to interpreters;
* Increasectultural competence (including recognition of diverse explanatory models of illness).

Community Consultation

Amongcommunity member$9% felt that recommendation #3 was essential to advancing health equityrhey
ranked itthird (50% of participants) out of the ten recommendationsand offered the following comments and
concerns:

* Large organizations should start this process first to serve as a model and basis for smaller organizations to
follow;

* Engaging community members on all these Health Equity Gtees may be a challenge;
* Effective outreach is necessary to engage community members and various methods need to be utilized;

* Increased accessibility provisions such as orientation to work, child care, evening meetings, etc., will allow
community memberto participate fully in these committees;

*  Why is the Health Equity Plan for three years; and
* |t would be useful to look at other sectors working on equity issues.

Strategic Alignment
This recommendation aligns itself strategically with the following:

* The Canadian Charter of Rights and Freedoms and the Ontario Human Rights Code;

» The 2002 and 2003 First MinistersO Health Accords which make national commitments to reducing disparities
through the adoption and promotion of a national Healthy Living Strategy;

* The 2002 Health Disparities Task Group established by the FeRienahcial Territorial Advisory Committee
on Population Health, with its mandate of providing advice on the role of the health sector in addressing health
disparities;

» The Otetyear plan testrengthen health careO adopted and promoted at the 2004 First Mivlststing on the
Future of Health Care;

» OPS Diversity Office in the Ministry of Government Services and development and promotioGRP8n
Diversity Three Year Strategic Pi@n

* Thetenyear strategic vision and plan for OntarioOs health care systegueveloped by the Ontario Ministry
of Health and Longrerm Care, which is expected to feature equity as a prominent direction;

* The Ontario Health Quality Coun@i®ngoing advocacy foontarioOs governmental bodies (MOHLTC,
LHINSs) to adopt the Ontario Health Quality CouncilOs equity framework;

* The policy developments and strategic commitments of various LHINS;

» The Toronto Central LHINOs insertion of health equity and diversity penficerindicators into the CEOOs
Annual Performance Plan, and requirement of all 18 hospitals in the Toronto Central LHIN to provide action
plans; and

* GTA Diversity and LHINs Workindsroup, specifically addressing diversity and equity issues in the LHIN
conext.

Considerations for Implementation

Additional actions to consider when implementing policy actions:

* Establish a shared definition of health equity and its effects on clients;



Link health equity to the mission, vision, mandate, and values of the pagjank;

Encourage organizatiewide support for health equity work;

Link to other work done within the organization;

Seek community support;

Ensure accountability;

Develop partnerships with a diversity of organizations and groups;

Incorporate diversity ito organizational decisiemaking, prioritysetting activities, visioning, strategic
planning and budgeting;

Include diversity in human resources policies and practices, organizational planning, budgeting, research,
ethics, training, clinical work, strategplanning, site redevelopment planning, health promotion, marketing and
communication; and

Deliver ongoing information, training and resource support to help all staff, volunteers, students and board
members develop capacity in diversity and to undedstheir rights and responsibilities.
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Recommendation #4: Organizational Monitoring

Recommendation Statement

The Central East LHIN Office will monitor health equity data through performance

management systems.

Recommendation Activities

Priority Actions Deliverables Lead
Guide a process to identify relevant health equity dat{ Relevant health eqtyi | Health Equity
and collection methodsvith stakeholders including data and collection Office/ Staff

epidemiologis$ and information technologists
(coordinating with other LHINSs; e.g., Toronto Central
LHIN).

methods

Require the monitoring of health equity data through
different accountability agreements (e.g., HSAA, LSA
and MSAA).

Monitoring of health
equity data included in
the different
accountability
agreements

LHIN Office/Staff

Monitor the compliance of organizations regarding th

Monitoring of

Health Equity

health equity policies, work plans, client satisfaction, | organizational Office/Staff and
and data. compliance LHIN Office
Allocate fundirg to organizations based on Funding of LHIN Office

organizational health equity plans.

organizations linked to
health equity plans

Goals and Purpose

Goals
The implementation of recommendation #4 will:

* Ensure health equity leadership;

* Ensure the applicath of standards of health equity and performance measures;
* Enable intraorganization health equity monitoring through performance measures; and
* Ensure that funded organizations are in compliance with health equity standards.

2 See recommendation by Bob Gardner and the Toronto Central LHIN
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Purpose

To ensure high standis of health equity and compliance across all Central East LHIN organizations.

Rationale for Recommendation

Literature
The most critical method of ensuring accountability for and compliance with health equity policy and strategy is to:

* Embed and monitor la¢th equity goals/outcomes in performance management systems;
* Ensure the availability of specialist staff dedicated to health equity issues; and
* Ensure that responsibility and accountability are established throughout the entire organization.

Among the mgor levers for managing performance currently available to the LHINSs are their:

* Funding and allocation powers;
e Local health planning role; and
* The LHIN-provider service accountability agreements.

These levers can be used to:

* Effect compliance with healtbquity strategic priorities using funding criteria that are based on performance
(e.g., demonstrated improvement of service delivery for marginalized communities, according to specific
performance targets, standards, and/or benchmarks) (GTA DiversityHiNg Morking Group, 2008a); and

* Establish health equity plans that reflect analyses of relevant health equity issues in local catchment areas, and
that embed accountability in contractual agreements and obligations (between the LHIN and health service
providers) (GTA Diversity and LHINs Working Group, 2008a; Gardner, 2008a).

The LHIN can also play an important role in capacity building by providing funding and oversight, to:

Develop data systems and performance/outcome measures;

* Research into partnershigollaboration and establishing health equity research units;
Develop firm performance targets as well as process and outcome measures; and
* Provide ongoing monitoring and assessment.

Such approaches would advance @entral East HINsO health equity stesjic goals; for example, establishing a
comprehensive equity plan for hospitals and Community Health Centres that clearly articulates alignment with the
LHINOsoverall equity vision.

Community Member Focus Groups

Community members stated that the importmeans of monitoring organizationsO adherence to culture, diversity
and equity policies include:

e Complaints monitoring and handling;
e Service delivery, observations, investigations (e.g., sensory and physical space);
* Monitoring accessibility plans; and

* The role of the community, i.e., its inclusion on diversity committees; the number of community
consultations/focus groups; and the use of client feedback (e.g., online polling, surveys, evaluation forms, focus
groups, suggestion boxes, and telephone suyveys



Health Service Provider Focus Groups
Participants agreed that, generally:

* There is a lack of monitoring of culture, diversity, and equity policies;

* |ssues are often swept under the carpet;

e Clients do not know how to complain; and

 Commitment is oftenuk to accreditation and politics, rather than from a social justice perspective.

From a monitoring perspective, freline workers addressed issues related to internal monitdvingstry

inspections, and accreditation. Participants observed that inteaméoring is not rigorous or consistent, and most
diversity committees do not focus on action. In the {ergn care system, for example, Ministry inspections do not
address culture, diversity, and equity. In current accreditation systech as Buildig Healthier Organizations

(BHO), diversity is merely a token. It has never been raised as an issue, and isoanraatch focus. There is a

general problem with accreditation, because many organizations hire accreditation services which, to many staff, a
a conflict of interest.

Participants said tanclude 8 organizational levels in internal monitoring and work directed towards implementing
organizational policies. Leadership suggested that clients be included in the gromesie workers suggsed
strong regularity, including monthly chegalps and yearly reports on activities.

Participants argued that the approach should:

* Address actual workplace issues;
e Berigorous and consistent;

* Include community partners;

e Compare policies with practicend

* Make use of a standardized system of statistics (e.qg., diversity of staff, board, clients; language; referrals; family
and client feedback; partnerships; translated materials).

Many participants suggested that monitoring reports should be sent toadXtedies rather than internal ones.

Some suggested an external systeadeledon Workplace Hazardous Materials Information System (WHMI3}
includes an internal and external diversity complaints system (e.g., ombudsman) and responds in a timely manne
linking funding to Central East LHIN benchmarks. Leadership made the following suggestions:

* Use atransparent and systematic approach that includes the development of clear indicators and standards
across the Central East LHIN;

* Involve oth staff and ommunities in the monitoring process; and
* Use an internebased complaint system.

Community Consultation

Amongcommunity members 3% felt that recommendation #4 was essential to advancing health equityrhey
ranked itninth (19% of participants) of the ten recommendationsand they offered the followingpmments and
concerns:

e Data must be consistently defined, measured and reported;

®* There may be more diversity in some parts of the Central East,lM#ih will affect the amount of work and
funding requied;

*  How will equity orientation will be measured differentially between mainstream organizations seeking to be
more inclusive, and population/issue specific organizations (e.g.-ethtuwe focused agencies); and

* Not all organizations have the technolaills needed.



The Culture, Diversity and Equity Project: Detailed Recommendations

Strategic Alignment

This recommendation aligns itself strategically with the Central East LHINOs commitment to accountability and the
development of standards across the LHIN, and its requirement that funded organizations be accountable for
delivery to standards (therelfgcilitating the accountability of those organizations). The Integrated Health Service
Plan includes accountability and system monitoring as core components.

The Ministry and all LHINs have a strong focus on accountabitityrmonitoring of LHINfunded organizations.
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The Culture, Diversity and Equity Project: Detailed Recommendations

Recommendation #5: Organizational Education

Recommendation Statement

All Central East LHIN-funded agencies will educate their staff in health equity, diversity

and anti-discrimination.

Recommendation Activities

Priority Actions Deliverables Lead
Assess current levels of health equity, diversity and anti Organizational Board, HEC,
discrimination awareness, knowledge, and skills among staff, | asgessments and

board and volunteerssinga toolkit developed by the Health
Equity Office.

Organization

Set educational health equity, diversity and-aligcrimination
goals.

Organizational
goals

Board, HEC,
and
Organization

Develop and implement an educational plan for the organizatio

Organizational
educational fans

Board, HEC,
and
Organization

Evaluate the outcomes against organizational goals.

Evaluation

Board, HEC,
and
Organization

Report results to the Central East LHIN.

Report to Central
East LHIN

Board, HEC,
and
Organization

Develop plans for ongoing higa equity, diversity and anti
discrimination education.

On-going health
equity education
plan

Board, HEC,
and
Organization

Goals and Purposes
Goals
The implementation of recommendation #5 will:

* Foster leadership in health equity;
* Increase knowledge aravareness of health equity;

24



* Result in welinformed, well trainedoard members, health service providers and volunteers in the Central
East LHIN;

* Provide organizations with standards of health equity and performance measures;
* Set performance measuresttonitor health equity within; and
* Ensure that funded organizations are in compliance with health equity standards.

Purpose

To ensure high standards of health equity throughout organizaticamsesult ofvell-trained individuals who work
or volunteer at ifferent levels of an organization.

Rationale for Recommendation

Literature

Forhealth carerofessionals, cultural competence training outside ofgestndary educational contexts remains
Ohaphazard and varying in quality.O This in no small part due leck of agreedpon standards and evaluative
criteria by which to assess cultural competence training in such cof@atifernia Endowment, 2003)

Among the limitations identified in the literature are

* Alack of evidencébased, quality evaluatiqiCurtis et al., 2007; Anderson et al., 2003

* An overemphasis in cultural competence training on awareness building/attitude changing o¥ecwskdtl
training (Curtis et al., 2007; Engerbretso et al., 2008)

* The persistence of teaching strategies de@ict groups in static, homogenous, stereotypical {Bg&ncourt
et al., 2005; Engerbretso et al., 200)d

* The lack of standards and criteria for assessiftaadtfornia Endowment, 2003)

Cultural competence training offered to individual staff &uifficient for improving the overall cultural/linguistic
appropriateness and accessibility of programs and services, despite the existence of evaluative tools of cultural
competence borrowed from pestcondary educational curricula (such as the Tool fseAsment of Cultural
Competence Training or TACCT3eehttp://www.aamc.org/meded/tacct/start.hitm

The literature offers a number of best practice recommendations in this regard:

* Evaluate and desigproperly(Gozu et al., 2007; Curtis et al., 2007)

e Evaluate training progran{&ozu et al., 2007; Curtis et al., 2007)

* Develop greater consensus on training standards and evaluative ¢@tdith 2001; Betancourt, 2005)
* Focus on skills versus soleljtitudes and knowledge training modul&ngerbretso et al., 2008)

* Take a systems approach to cultural competence trai@ungis et al., 2007)

* Train health care polieynakers and practitioners in conducting health equity impact assesgkvéi®s 2009;
and

* Provide ongoing education and training in culturally and linguistically appropriate service d€inéH,
2001)

Community Member Focus Groups

Community members indicated that cultural competence training should include initial training as seekbel re
trainings. Other issues raised:

* Lack of competence related to culture, diversity and health equity in the areas of awareness, skill, knowledge
and power;



* Lack of sensitivity in processes like intake and service delivery (awareness);
* Incorrectassessments;
e Lack of accommodations provided;

* Lack of awareness, skill and knowledge included pathologizing cultural differences (e.g., deafness), and
denying different cultural explanatory models of illness;

* Disregard of different methods of communicati@.g., email, interpretation services, ASL interpreters);
* Not understanding or addressing broader determinants of health (e.g., immigration and poverty); and

* Experiences of stereotyping, heterosexism, racism, ableism, etc. due to a lack of understahdibgsic
power distribution related to diversity and the health care system.

Health Service Provider Focus Groups

Health service providers identify a clear lack of training offered by organizations, leading to inconsistent levels of
knowledge and sk among staff. Frodtne workers state that there are few opportunities to share knowledge and
expertise with staff or outside organizations (e.g., First Nations organizations). Participants offered the following

concerns and suggestions:

* |nability to serve clients who do not speak English;

* Alack of clinical training and education in the areas of culture, diversity and equity;
* Lack of selfawareness around social location, power and privilege;

* Need for basic core knowledge and approaches to avoidalligirors;

* Duringintake, poor knowledge of existing culturally appropriate seryiedsch can lead to inappropriate
service delivery;

* Duringclinical assessments, the need to understand culture and be informed by the clients (onus should be on

the serice providers to ask), to include family as a source of information (e.g., cultural and religious needs) and

not simply consider medical history;

e Duringplanning and treatment, the need for culture matching (e.g., physician from the same culture) to accept
norttraditional and familycentredtreatment approaches, and the need to reconsider treatment plans when
cultural issues arise; and

e Duringreferrals, the general lack of culturally competent services and the time it takes to find appropriate
services; mady social workers (e.g., in hospitals) refer clients, and therefore most of the knowledge of services
remains within a small group of staff; and

e Cultural dimensions are often not shared during referrals.

Suggestions:

e Offer cultural competence training rilug staff orientations;

* Focus clinical training on how to ask questions rather than cultural profiling (suggested Hinrandrkers);
e Approach health more holistically;

e Overcome stigma by developing outreach strategies to communities; and

* Revise assasnent tools.

Leadership participants suggested reaching and partnering with communities and organizations to increase cultural

competence, the use of cultural brokers and community volunteers, and identifying cultural competence as a core
competence.
Environmental Scan

Some participants replied that they ask organizations if they receive cultural competence training as a part of the
decisionmaking they do before referring a client to a particular service.



Community Consultation

Amongcommunity member88% felt that recommendation #5 was essential to advancing health equityThey
ranked it secon(69% of participants) out of ten recommendationsand offered the following comments:

Training is central to moving health equity forward;

Provision of trainings relevant and correlated with good equity practice, but should not be the only predictor of
equitable organizational practice;

The trainings need to be customized for the organizations and delivered locally;
Funding needs to be made available for trajrimmoccur; and
Adequate staff time is needed for training.

Strategic Alignment

This recommendation aligns itself strategically with the following:

The Central East Local Health IntegrationOs 2006 Network Technical Report (2006) where it is stated that
OHuity is a key component of an effective health care system, and without understanding how these factors
influence health status in our society, the chances of improving the overall health of the population is near
impossibleO;

Knowledge and awareness a@tentified as a key factor in improving health equity, which includes provider
training as being important. As well, cultural competency is a theme that was identified within each priority in
this Plan; and

The Toronto Central LHINOs document OHealthtfE fuscussion Papert which training and capacity
building is identified as one of the key components of how system transformation and innovation can be equity
driven, by the Toronto Central LHIN and other LHINSs.



The Culture, Diversity and Equity Project: Detailed Recommendations

Recommendation #6: Service Enhancement

Recommendation Statement

The Central East LHIN will invest in system and service enhancements to increase

access to health care for marginalized populations.

Recommendation Activities

Priority Actions Deliverables Lead
Invest in developing a LHINvide diversity accommodation | Accommodation LHIN Office
system encompassing language, visual impairment, physicq system

mobility, etc.

Identify regional health equity priority populations and their

Identification of

Health Equity

respective health care gaps, using community consultation | regional health Office/Staff,

(community members and health service providers) equity priority Planning
populations and Partners,
respective health | Community
care gaps members

Invest in a minimum of three regional pilaijects aimed at | Three regional pilot| LHIN Office

the selected priority populations (e.g., to enhance existing
services/projects)

projects

Review regional health equity priority populations after a thr
year period based on community demographics, aretgng
research/data.

Review of regional
health equity
priority populations

Health Equity
Office/Staff

Review the regional pilot projects through external evaluatic

External project
evaluations

LHIN Office

Reserve the right, based on community comasioib and
evaluationsto discontinue pilot projects (if negative outcome
and/or community needs met) extend them (if unclear
outcomes, and/or continued community needs), or transforr|
any of them into a program (if positive outcomes and/or if th
is a ontinued longterm community need).

Adjustments to
projects, including
transformation into
programs

LHIN Office

Continue the expansion and improvement of primary health
care.

Improved Primary
Health Care

LHIN Office
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Goals and Purpose

Goals
The implemetation of recommendation #6 will:

* Increase access to health services, especially for communities that experience greater health inequities;
* Address specific health inequities;

* Increase diversity accommodation; and

* Evaluate the effectiveness of projectsttisegus on specific populations.

Purpose
The main purposes of recommendation #6 are to:

* |dentify population groups who experience health inequities within the Central East LHIN
* Ensure that those inequities are adequately addressed
* Address other issues oéalth inequity based on what is learned from Central East LHIN pilot projects; and

* Ensure that a diversity accommodation system increases health equity, and removes barriers for marginalized
communities.

Rationale for Recommendation

Literature

Canada hasardly any policies that require systematic cultural sensitivity in health care services among provinces.
It is mostly hospitals that have started this, but in isolation. Despite this limitation, current best patient care and
services practices in hosggaould have broader application in the Central East LHIN, that {8Yilson-Stronks et

al., 2008)

* Build a foundatiorof policies and procedures to systematically support cultural competeaceling
integration of cultural and language consideratjon

* Collect and use data to improve servifmsa diverse population with practices that facilitate the monitoring,
measurement, and evaluation of cultural and language services; and

* Apply practices to the needs of specific populationsnsure safe, qugl care, andlecreasing health
disparities including the targeting of accommodations to the evolving needs of those populations.

Further, to ensure that organizations meet changing staff and patient needs, the development of services and
activities tailoed for specific populations should be a continuous process. While the practices show progress toward
deliveryof culturally appropriate care, they also indicate the complicated reality of a long road ahead. Although
knowledge, field experience, and tectogy have improved the delivery of culture and language services, hospitals
need to consider the balance between convenience, cost, patient safety, and quality.

Finally, establishing collaborative practices brings together mulligbartments, organizatis, providers, and
individuals to achieve objectives related to culturally and linguistically appropriate care. Collaboration, whether
internal or external, may provide new avenues for cultural competence initiatives.

Community Member Focus Groups

The needor better accommodations came up repeatedly in the community members focus groups. This need was
often compounded by marginalization (e.qg., findinf@mily physicianas a culturally deaf person, a person with
mental health or addictions issues, or ag&@acomer).



Participants identified three negative experiences with the health care system, each one closely linked with the other:
1) discrimination, stereotyping, and stigma; 2) lack of accommodation; and 3) negative treatment experiences.

Negative expeences of accommodation include:

e Lack and denial of interpretation (including ASL);

* |nappropriate use of family members for interpretation;

e Lack of transportation (particularly for the visually impaired and seniors);

* Inaccessible facilities (lack of sigga and audible elevators); and

* Alack of diverse ways of communication (e.g., culturally deaf re hearing when name called).

Participants identified four areas for possible enhancements: 1) staff; 2) services; 3) information/communication;
and 4) systemic.

In all of these areas, better accommodations were suggestaedre specificallya systemic change which would
allow accommodationwithin the system such as:

* Mandatory accommodation provisions;
* Greater gendebalance of interpreters; and
* Interpretatimm available on evenings and weekends.

Health Service Provider Focus Groups

All front-line worker participants agreed that marginalized communities suffer a disproportionate burden of illness,
and thathis needs to be addressed (e.g., immigrants with TBadership participants went further, calling health
equity a civic duty and social justice issue that is about providing the best possibleefigaticare, better and

more effective services and, therefore, better clinical outcomes.

At the organiational level, participants identified the following systemic challenges:

* Lack of commitment to reach out to diverse populations;

* Lack of interorganizational information flow regarding diversity;
* Lack of staff speaking different languages; and

e Lack ofculture matching.

Participants also stated that the failure of organizations to ensure culture, diversity, and equity is due to a lack of
resources.

Limited interpretation services within the Central East LHIN force family members to take on the role of
interpreters; this can compromise the level of care (e.g., crucial information may be censored or inaccurate).

On the other hand, hospitals and other large organizations can offer translation and interpretation between many
languages by pooling staff. &t line workers pointed out that the Central East LHIN needs something similar to
Access AllianceOs interpretation services.

Environmental Scan

Some participants linked the lack of appropriate clients health care services to the unavailability ohalccess a
accommodation. Many services are not available locally and/or do not have the necessary accommodations (for
example, ASL services or linguistic interpretation).



Community Consultation

Amongcommunity members5% of felt that recommendation #6 was esséial to advancing health equity.
They ranked ifirst (71% of participants) out of the ten recommendations andoffered the following
considerations and suggestions:

® A significant resource commitment will be required: where will the resources come from;

* Atransparent process is needed for choosing the three regional priority populations and three respective health
care gaps;

® Three priority populations is not enough;
® Some highly populated areas may have multiple priority populations;
* Funding should potergily be expanded to existing projects that are addressing the three priority populations;

* Need to involve multiple stakeholders such as community members, politicians, public health and other allied
sectors; and

* Evaluation of these projects is very im@ott; therefore, there needs to be a yédhned process for it.

Strategic Alignment

The Ministry of Health and Lon@erm Care approach involves identifying priority health issues and directing funds
towards those programs and services.

The Central East LH\ 2010-2013 Integrated Health Service Plan recognizes client groups as OPriority PopulationsO
for whom they plan to tailor activities and investments in achieving common outcontesif@opulation. The

Central East LHIN has also been identifying ptiohealth issues within the LHIN and directing funds towards

various initiatives. Often these initiatives are disease and/or issue specific. This approach is identified as a best
practice.

The Toronto Central LHIN has recommended strategically targetirgsiments and service interventions for the
greatest health equity impact.



The Culture, Diversity and Equity Project: Detailed Recommendations

Recommendation #7: Social Determinants of
Health

Recommendation Statement

The Central East LHIN senior management will commit to a vision of health that includes
the broader determinants of health.

Recommendation Activities

Priority Actions Deliverable Lead
Promote and ensure the inclusion of the broader Broader determinants of| LHIN Office and
determinants of health in Central East LHIN planning | health includedn Health Equity
partnerships planning partneships Office/Staff
Develop and participate in cressctoral partnerships an¢ Crosssectoral LHIN Office
coalitions (e.g., housing, food security) partnerships and
coalitions
Require organizations to develop creextora Broad patrticipation in LHIN Office,
partnerships and coalitions. crosssectoral Organizations
partnerships
Advocateat different levels of government to address ti Advocacy on social LHIN Office
link between policies and social and economic inequiti¢ determinarg of health

Goals and Purpose

Goals
The implementation of recommendation #7 will:

* Bring awareness of the importance of the broader determinants of health;
e Address the broader determinants of health in a more coordinated and inclusive way; and
* Implementmultiple strategies that address the broader determinants of health.

Purpose

Many of the issues of health equity are related and rooted in the broader determinants of health which have been
demonstrated to affect individualsO physical healtefore, the level of access to the broader determinants of
health (and their quality) must be addressed to achieve health equity.

32



Rationale for Recommendation

Literature

Literature indicates that tHeealth caresector can and should play a lead roledwaamcing a broad intesectoral

health equity policy agenda, one that addresses social determinants of health. For example, the United Kingdom has
rapidly become a leader in government health equity policy and action aimed at bodhlthecaresystem ad the

wider determinants of health and health equity.

In the 1980s, th&lack Report described how Olowest employmibavel groups showed a greater likelihood of
suffering from a wide range of diseases and dying prematurely from illnesses or injueyyastage of the life

cycleO and concluded Othe material conditions under which people life their lives: availability of income, working
conditions, and quality of available food and housing etc. were the primary determinants of thessYi(Ramhael

& Bryant, 2006; see Black & Smith, 1992).

This seminal research played a significant role in shaping UK research and policy developments, central to which is
a focus on the social determinants of health. These include a national health strategy, hawraf #s two aims

Oto improve the health of the weoét in society and to narrow the health gapO addressing not only the social causes
of ill-health and inequities but health inequities in particular. The National Health Service Plan listed amongst its
goalsOto narrow the health gap in childhood and throughout life between social economic groups and between the
most deprived areas and the rest of the countryO (UK Department of Health, 2000).

Among the major policy initiatives in response to the evidemc®&K health determinants was the Department of
HealthOs 199Reducing Health Inequalities: An Action Report which sets out an action plan for the UK government

to officially acknowledge the wide range of social policies influencing health inequalt@sexample, the report
emphasized the need to tackle Othe causes of poverty, social exclusion, not just the symptoms.O Corresponding
policy initiatives include the following themes: raising living standards and tackling low income; education and
early yeas; employment; transport and mobility; building healthy communities; housing; reducing crime; and public
health issues.

Community Member Focus Groups

Community members felt that health service providers lack awareness, skill and knowledge in the broader
determinants of health (e.g., immigration and poverty), and that they are neither understood nor addressed

Community members suggested that in ordertcompassghe idea of social justice, policies should:

* Advocate equal access and treatment;

* Recognizehealth as a human right;

* Acknowledge the broader determinants of health through a client bill of rights; and
* Protect individuals suffering from mental health issues.

Health Service Provider Focus Groups

Participants identified the different broader detmants of health as negatively impacting the health of clients.

Fromthe perspective of individual clients, poverty is perceived as the principal systemic barrier to health care
services. In HKPR, for example, clients ignore health issues because ithey gay for transportation to health
services, or purchase additional necessary health services.

A systemic challenge for individuals is a mistrust of mainstream service providers, particularly in Scarborough and
Durham where diverse clients feel theiitatal needs are not respected. Even though some regions have clusters of
diverse communities, many clients prefer to travel to Toronto to receive services.



Racism and discrimination is an issuéhgrlth caralelivery. This impacts treatment outcomesaltteservice
providers need to develop a more holistic approach to health care.

Community Consultation

Amongcommunity members8% felt that recommendation #7 was essential to advancing health equiffhey
ranked it fifth(43% of participants) out of theten recommendations and offered the following comments and
concerns:

®* The broader determinants of health need to be clearly identified;

®* The Ministry of Health and Lonrderm Care needs to support working with the broader determinants of health;
® Crosssectoal work with other LHINs and provincial ministries will be required; and

®* There needs to be lortgrm commitment to addressing the broader determinants of health.

Strategic Alignment
The Central East LHIN 2012013 Integrated Health Service Plan (IHSPgiidfies the need forSapportive and

sustainable environments that address the social determinants of health and cultural competency” as a component

of the Central East LHINOs vision of achieving healthy communities. Although not a part of the CenirdlNEas
mandate, its vision speaks to health promotion as well as disease prevention and management. The Central East
LHIN also recognizes that in order to achieve the vision, it is important to form active partnerships with other health
care and noihealthcare sectors

The Central East LHIN Integrated Health Service Plan (IHSP) Technical Report (2006) outlines opportunities for

the LHIN to focus on the continuum of care for the Owhole person.O The report also notes that success goes beyond
accountability elationships between the Central East LHIN and health service providers. The Plan details upstream
strategies and partnerships to be developed that would address the determinants of health and health promotion and
sel-management to prevent unnecessagyafdimited health care services downstream.

The Toronto Central LHINOs 2008 Health Equity Discussion Paper also recommends that the broader determinants
of health must be addressed through csmsgoral collaborations in order to build equity into egst

transformation. It cites the large body of research that suggests that the roots of health disparities stem from social
and economic inequality and exclusion.

Finally, Health Canada lists as one of its objectivése@ ate renewal of the health care system with longer term
plans in the areas of prevention, health promotion and protection.O



The Culture, Diversity and Equity Project: Detailed Recommendations

Recommendation #8: Client Navigation System

Recommendation Statement

The Central East LHIN will create a navigation system for clients.

Recommendation Activities

Priority Actions Deliverable

Lead

Develop components for creating a navigation system in
partnership with the HEHIN.

Components of a
navigation
system

LHIN Office and
HEHIN

Fund the development of a navigation system for clients
(including aweb ste)

Development
funding for
navigation
system

LHIN Office

Assesghe applicability of providing a multilingual (including
French) navigation system.

Access options re
languages

LHIN Office and
HEHIN

Communication
plan

Develop a communication plan for the navigation syste

LHIN Office and
HEHIN

Provide navigation system training to community members a User training

LHIN Office and

health service providers. HEHIN

Goals and Purpose

Goals
The implementation of recommendation #8 will:

* Provide awareness and accest® available services to community members;
* Make important health information available in different languages; and
* Provide health information access to marginalized community members.

Purpose

Community members in the Central East LHIN ofterve difficulty finding out about and accessing services, as
well as understanding how the health system works. This creates barriers to achieving good health. This
recommendation will work towards removing those barriers while increasing access.
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Rationale for Recommendation

Literature

The complexity of the health system makes navigation difficult for people from every sector of the population. The
system is a patchwork of doctorsO offices, hospitals, community bealtesand longterm care facilies.

The difficulties of navigating are most acutely felt by marginalized groups (e.g., newcomers, anceidirend
ethnoacultural minorities). Among the reasons cited within the literature for why such groups sieekdhealth
services are:

« Barriersto access and servicesO use;

* Lack of information about availability of certain health services;

* The use of alternative health providers; and

* A general lack of culturally sensitive or acceptable health services (Zanchetta and Poureslami, 2006).

Researcharadvise that addressing the unique and joint impacts of these factors will enable both policy makers and
health care providers to develop a culturally appropriate health care system that meets the needs of these populations
(Zanchetta and Poureslami, 2006

Cultural Competence: One of the most widely cited cultural competence intervention frameworks is contained in a
report for the Commonwealth fun@ultural Competence in Health Care: Emerging Frameworks and Practical
Approaches (Betancourt, Green & Callo, 2002). Various models of cultural competent care are identified and
ultimately aimed at improving the quality of health care for all.

According to the framework, empowering patients to be more active pmirirtbe medical encounter is the key
aspet of developing clinical cultural competence. Organizations can do this through programs that educate patients
on health care system navigation and how to become an active participant in their own care (Betancourt et al., 2002).

Community Member Focus Groups
Participants made the following suggestions related to segmicancements:

* Assist clients in finding specific services (e.g., gender transitioning);
* Increase the availability of translators and interpreters; and
* Use various ways of gathering clienfarmation (e.g., sending out forms prior to appointment).

In order to improve information sharing and communication, participants suggested the:

* Use of welsites, information booklets, service directories, local hotlines, local hubs of information, aitid em
* Use of videos, flyers, pamphlets, and community workshops that also address stigma; and
* Education of newcomers on the health system and its services.

Health Service Provider Focus Groups
Participants offered the following general suggestions:

* Developbrochures in different languages; and
*  Offer orientation to refugees at their time of immigration.

In order to deal with systemic issues, they also suggested that service users should be educated-iarthechneg
system to avoid cliertb-client and tient-to-staff discrimination, and to help clients to better understand the health
care system.



Environmental Scan

Health service providers identified interpreter system navigation as an issue for clients. Many clients do not connect
to services becauskedy do not know how to and because they lack information about existing services.

Community Consultation

Amongcommunity member$4% of felt that recommendation #8 was essential to advancing health equity
They ranked isixth (34% of participants) out of the ten recommendationsand offered the following comments
and concerns:

* How to enablaveb siteaccess fonornrcomputer literate people, those living in rural ar¢las disabled, and
people who do not speak English

¢ Community members neeadkeb sitetraining;

®* There need to be naechnological methods of disseminating the information that is owébesite

* Flyers will have be translatédto more than five languages;

e Theweb siteshould be linked to otheveb sites;

* A community consultation in theebsite process is needed; and

* Web sites require a longerm commitment to resources that keegb sites maintained and relevant.

Strategic Alignment

The Central East LHIN010-2013 Integrated Health Service Plan highlights many different projects anthiagia
that aim to increase client access to health and service information.

One of the key objectives of the Central East LHINOs 2006 Framework for Community Engagement is OTo provide
the community with balanced and objective information to assist themdierstanding the role and mandate of

Central East LHIN and the responsibilities and expectations of all stakehol@ergg@sted methods to achieve this
include fact/information sheets, newsletters/brochwes, sites, open forums and meetings, pubkecvice
announcements, paid advertising and media publicity.

The Toronto Central LHIN Health 2008 Equity Discussion Paper states that one way to achieve the greatest equity
impact is to reduce linguistic, navigation and additional barriers.

One of Health Caada objectives is relevant®fvide health information to help Canadians make informed
choices.O



The Culture, Diversity and Equity Project: Detailed Recommendations

Recommendation #9: Information and
Knowledge Transfer

Recommendation Statement

The Central East LHIN will develop an online health equity information and knowledge
transfer?® system for service providers.

Recommendation Activities

Priority Actions Deliverable Lead
Promote health equity knowledge transfer in the planning | Promotion of health| LHIN office
partnerships equity knowledge

transfer
Organize, coorithate, and promote events that facilitate Knowledge transfer| LHIN office
knowledge transfer among health service providers events
Fund the development and maintenance wéh sitefor Web site LHIN office

health service providers to share information (e.g., resour
definitions, best practices, literature, links, tools) &md

facilitate interactive dialogue (e.g., chat room, opportunitie
to ask questions)

Offer training in using the knowledge transfer system Web sitetraining LHIN office

Develgp a communication plan to promote the knowledge | Communication LHIN Office &

transfer system plan Health Equity
Office/Staff

Goals and Purpose

Goals
The implementation of recommendation #9 will:

* Increase knowledge transfer in the Central East LHIN;

* Effed sharing of information using virtual technology;

* Increase the health equity knowledge of health and other service providers in the Central East LHIN; and
* Increase awareness of health equity issues, services and events.

3 Not linked to dient health records
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Purpose

Health and other serviceqviders of the Central East LHIN require a health equity and knowledge system to assist
them in the planning, implementation, delivery and evaluation of service to community members. The resulting
virtual central hub of information will allow for bettené more effective flow of information and increased shared
learning.

Rationale for Recommendation

Literature

Knowledge development and exchange regarding health in/equity and its indicators, through partnerships and
(communitygovernmerdacademic) collabation, is critical to putting health equity on the policy agenda and to
advancing health equity policy.

According to the Health Disparities Task Group (HDTG) of the Federal/Provincial/Territorial Advisory Committee
on Population Health and Health Secufiiy the Public Health Agency, Canada has Ofew comprehensive, integrated
efforts to address known health disparities and the factors and conditions that lead to themO (2004). The HDTG
document divides Canadian interventions around health equity into fonircategoriesHDTG 2004:16)

1. Leadership and policy developmentDevelopment of the Healthy Living Initiative, establishing population
health units in Health Ministries, wellness and health promotion programs, strategic plans that include disparity
redwction priorities, primary health care innovations, etc. In Quebec, the Health Ministry is required by law to
examine the health impact of policies across the government.

2. Inter -sectoral collaboration and partnerships Child health initiatives, nutritioprograms, prevention and harm
reduction strategies, intgovernmental awarenesaising task groups, targeted programs for frigk groups, etc.

3. Building community capacity: Community development activities at the regional health authority levelaprim
health care outreach, staff training within a population, core area rehabilitation initiatives in cities, comprehensive
school health programs, etc.

4. Knowledge development and exchang&Videly publicized health status reports, detailed communityilpsof
health atlases, workshops for staff, health status indicators, specific research support programs, etc. (HDTG
2004:16)

Increasing public awareness of health equity issues through public involvement, consultation, advocacy and
knowledge exchange albelps to ensure that health equity remains on governmental policy agendas, by helping to
cultivate sufficientpush from beloaround health equity issues, also essential to sustaining such policies (Rachlis
2007; Gardner, 2008a; WHO, 2008).

Knowledge exhange is also an area of focus to ensure organizational cultural competence, specifically through the
exchange of information between organization/providers and the client/population, and internally among staff
(HRSA, 2002).

Community Member Focus Groups
Community members identified an overall lack of awareness and knowledge amongst health service providers when
dealing with marginalized community members.

Participants also noted a lack of sensitivity in various processes, such as intake and sereiye(@etireness).
Improper assessments and poor accommodation (awareness, skills, and knowledge) are also problems.



In order to improve information sharing and communication, participants suggested thevabesits, information
booklets, service directies, local hotlines, local hubs of information, and email.

Health Service Provider Focus Groups

Health Service Providers identified a variety of knowledge transfer challenges and needsrédithetional

level, there is a lack of intevrganizationalnformation flow regarding diversity. Frofine workers (several

members from Durham and HKPR) suggested that the Central East LHIN should avoid reinventing the wheel, i.e.,
that it should learn from the experiences of other areas like Toronto.

Leadershp participants made the following sugdess:

* Createpartnerships to break up current silos;
e Change initial education for services providers; and
* Acknowledge the existence of racism and discrimination.

Several issues related to the continuum of care werttified:

* Duringintake, a lack of knowledge of existing culturally appropriate practices can lead to inappropriate service
delivery (e.g., in the case of draps);

* Duringclinical assessments, cultural and religious needs are not met even if metistdry is taken into
account. This is due to a combination of poor cultural understanding and inadequate information obtained from
clients and their familiesRelated factors include: limited information flow from assessments to clinical staff,
questionsnot asked by the service providers, sometimes purposefully, and a lack of time and resources to do
comprehensive cultural assessments.

In terms of structural suggestions, participants identified a need for a system Mertkglace Hazardous
MaterialsInformation SystenfWHMIS).

HKPR raised the added challenge of how technology, when tied to service delivery creates barriers for seniors and
other individuals (e.g., use wfeb sites for information) and for service delivery (e.g., email systems for tedus).

Environmental Scan

In finding appropriate services, some service providers do not useedngite directory or database and often
information they rely on comes from each other. Other service providers use a vawnety sifes, directories amh
databases; however, there is no one magl site directory or database.

Participants also noted that there is/are:

e Limited resources for identifying clinical services within the community, e.g., finding service for the homeless
or uninsured

* No sysem such as 211Toronto in the Central East LHIN
* No clear path for newcomers to follow when accessing health services

* |nsufficient awareness, by service providers and clients, of what services are available and that many things are
unclear regarding sem& provision irhospital/healttsettings and in the community.

Community Consultation

Among community member$7% felt that recommendation #9 was essential to advancing health equifjhey
ranked iteighth (21% of participants) out of the ten recommendatins, and offered the following comments and
concerns:



Resources would be required to keepwiaed siterelevant;

Health service providers would nee@b sitetraining;

The amount of time that use of thveb sitewill demand of health service providers ahéir ability to find that
time;

Theweb sitecould be used to reveal client information (i.e., likbdalth); and

The inclusion of educational institutes and other professional associations.

Strategic Alignment

The Central East LHIN010-2013 Integraté Health Service Plan, states that part of the Central East LHINOs role is
to be an integrator of the heatthre system, i.e., to:

Createlearning opportunities;

Facilitate knowledge transfer across sectors and regions through community engage memg, pdatmers,
working groups and project teams;

Support initiatives with evideneeased data and information;

Build coalitions among organizations on different levels (governance, management atidéroate);

Support the uptake giroject managemenskills by health service providers by training and distributing tools
(distributed through the Central East LHIN Project Management Office); and

Support activities that encourage integration through service and financial planning, integration toolkits and
expertise.

The Toronto Central LHINOs 2008 Health Equity Discussion Paper discusses the importance of building equity into
system transformation. One of the proposed methods of doing this is by Odriving continuous service and system
level innovation thragh an equity lenBdeveloping better sources of equity data, relying on solid local research,
enabling frontline innovation, and creating forums to share lessons learned.O



The Culture, Diversity and Equity Project: Detailed Recommendations

Recommendation #10: Health Equity Research /
Evaluation

Recommendation Statement

The Central East LHIN will coordinate systematic research on health inequities
throughout the Central East LHIN and evaluate pilot projects.

Recommendation Activities

Priority Actions Deliverable Lead
Guide a process with stakeholders, including an Health equity data LHIN Office
epidemiologist and information technology experts, to (existingand

identify relevant health equity data and methods for collec| missing) and

(coordination with other LHINS). collection methods

Develop an ongoing and sgstatic method and action plan | Systematic evaluatiof LHIN Office
for the evaluation of health equity within the Central East | method and action

LHIN (e.g., access, treatment, health outcomes). plan

Central East LHINfunded organizations collect the data Data collection Organizations

nealed to measure health equity.

Provide funding to external organizations to evaluate the | Projectoutcomes LHIN Office

projects (e.g., universities). evaluation

Share all findings with relevant stakeholders. Dissemination of Health Equity
findings Office

Goals and Purpose
Goals

The implementation of recommendation #10 will:

* |dentify and collect relevant health equity data;
e Evaluate funded projects; and
* Ensure future health equity planning.

Purpose

The recommendation helps further understaridg of health equity in the Central East LHIN. By bridging the
current information gap, planning for programs and services and planning and funding allocation can be improved.
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Rationale for Recommendation

Literature

In laying down foudations for longer term change within the Ontdméalth caresystem, a first priority is for the
LHINs and their funded service providers to begin to integrate disaggregated measures of disadvantage (race,
ethnicity, language, gender, sexual orientatsmticeconomic status, Aboriginal status, etc.) into existing data
collection systems within thieealth caresystem.

This will enable better accounting for potential differences in health statuseattti cardreatment/outcome among
different populatiorgroupings (WHO, 2008; Gardner, 2008; GTA Diversity and LHINs Working Group, 2008a;
Lettner, 2008c). New data collection systems will be needed where existing information systems fail to capture
potential differential service needs and inequities.

Developng performance indicators and outcome measures in relation to health equity strategic goals and objectives
is particularly important in establishing accountability for the reduction of health inequity by stakeholders in the

LHIN health caresystem (see Bancourt et al., 2005). Such performance measurements are essential because they
Oprovide the data by which incentives (to reward progress or penalize the lack of it) are implementedO (Exworthy et
al., 2006).

Health equity and diversitselated measures ahld not only be incorporated into the performance evaluation

systems set up for policies, programs and ser#tbsough such means as internal audits, client satisfaction
assessments, quality assurance data, and outdmased evaluatiorBbut they shold also inform the professional
performance evaluations of individual staff members (e.g., through staff performance development plans and
evaluations) (GTA Diversity and LHINs Working Group, 2008a). It is particularly important that senior managers
andboard directors overseeing the development and implementation of strategic priorities around health equity are
rendered individually and professionally accountable for the success of such policies, in their individual
performance contracts and evaluatioib&l().

Furthermore, ongoing evaluation and assessment of policy initiatives, programs and services, for their health equity
impact, are particularly critical to ensuring effective, efficient and equitable programs and services, and
accountability.

Finally, the collection and use of communignd patientevel data is essential to developing and improving

services in health care. These include services to meet the needs of diverse patient populations. Instituting practices
to systematically collect dataakes it possible to monitor, measure, and evaluate the effectiveness of culture and
language services. Services can then be designed to meet the specific needs of the organization.

Community Member Focus Groups

Community members identified a lack of plamgi One of theirecommended chang#sthe system involves
performing an analysis of existing services and usage patterns.

Health Service Provider Focus Groups

Leadership noted the importance of measuring quality of care, analyzing trends, and cortectiab
performance reviews (including competence).

Health service providers felt that limited resources lead to a deficiency in local research studies that would otherwise
address these challenges.



Community Consultation

Amongcommunity member$3% felt that recommendation #10 was essential to advancing health equity
They ranked it as thieast important of the ten recommendationsThey stated thatvaluations should lead to
valid processes that provide health care, and that this would retyoimglgadership and commitment.

Strategic Alignment

The Central East LHIN has four strategic directiong of which is Health Service and System Integration: OCreate
an integrated system of care that is easily accessed, sustainable and achieves good@©utcomes

The Central East LHIN010-2013 Integrated Health Service Plan details ttribates of a High Performing Health
System. Such attributes include, for example:

* An effective health system whemgeoplereceive care that works and is based on the bagtble scientific
information;

* A commitment is made, by the integrator of the health care system, to support health service providers and other
organizationsO initiatives with evidedmased data and information.

The Toronto Central LHIN 2008 Health EuDiscussion Paper states that:

e The Toronto Central LHIN, and all the other components oh#dadth caresystem, should be focusing their
planning and delivery on the best available evidence;

e Currently there are significant gaps in the data that isablail
* There is insufficient data to enable disaggregation to the local level; and
* These gaps should be a continuous priority not only for the Toronto Central LHIN but for other LHINs as well.
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