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Highlights

• Public health roles for reducing 
health inequities have been identi-
fied, but there is a lack of consen-
sus in practice on the most 
effective strategies that local public 
health agencies (LPHAs) in Ontario 
should use to address health ineq-
uities at the local level.

• This study produced a comprehen-
sive set of evidence-based, field-
tested indicators that support LPHAs’ 
health equity work as required by 
the Ontario Ministry of Health and 
Long-Term Care’s public health 
standards and that align with 
Canadian public health roles for 
reducing health inequities across 
population groups.

• Although developed for the Ontario 
context, the indicators may be adapt-
able to other Canadian jurisdictions.

conditions1 –has been characterized as an 
ethical imperative and a matter of social 
justice and human rights.2,3 The Canadian 
public health sector, with its foundational 
values of social justice and equity,4 and its 
ethical obligation to assure the conditions 
of population health,5 has an important 
role to play in promoting health equity.6 

Abstract

Introduction: Funded by a Public Health Ontario ‘Locally Driven Collaborative Project’ 
grant, a team led by public health practitioners set out to develop and test a comprehen-
sive set of indicators to guide health equity work in local public health agencies (LPHAs). 

Methods: The project began with a scoping review, consultation with content experts, 
and development of a face-validated set of indicators aligned with the four public health 
roles to address health inequities (NCCDH, 2014), plus a fifth set of indicators related to 
an organizational and system development role. We report here on the field testing of 
the indicators for feasibility, face validity (clarity, relevance), reliability, and compara-
bility in four Ontario LPHAs. Data were collected by two separate individuals or groups 
at each site, during two consecutive periods. These individuals participated in separate 
focus groups at the end of each test period, which further examined indicator clarity, 
data source availability and relevance. A third focus group explored anticipated indica-
tor uses. 

Results: Field testing showed that indicators addressed important issues in all public 
health roles. Although the capacity for indicator use varied, all test sites found the indi-
cators useful. Suggestions for improved clarity were used to refine the final set of indi-
cators, and to develop a Health Equity Indicator User Guide with background information 
and recommended resources.

Conclusion: The process of evaluating health equity-related activity within LPHAs is 
still in its early stages. This project provides Ontario LPHAs with a tool to guide health 
equity work that may be adaptable to other Canadian jurisdictions.

Keywords: public health practice, health equity, indicators, Ontario

Introduction

Reducing health inequities—those differ-
ences in health associated with underly-
ing systematic disadvantage (e.g. due to 
unequal access to power, income) that are 

modifiable and considered unfair1,2,3—has 
become a global public health priority.3 
Achieving health equity—where all people 
have a fair chance to reach their full 
health potential and are not disadvantaged 
by social, economic and environmental 

http://twitter.com/share?text=%23HPCDP Journal – Indicators to guide %23healthequity work in local %23publichealth agencies: a locally driven collaborative project in Ontario&hashtags=PHAC&url=https://doi.org/10.24095/hpcdp.38.7/8.02
https://doi.org/10.24095/hpcdp.38.7/8.02


278Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and Practice Vol 38, No 7/8, July/August 2018

In the Province of Ontario, Canada, the 
release of the Ontario Public Health 
Standards (OPHS)7 in 2008 signaled changes 
regarding the way local public health 
agencies (LPHAs) should assess, plan, 
implement and evaluate public health pro-
grams and services. Changes included an 
increased emphasis on addressing the 
determinants of health and reducing 
health inequities. A key component of the 
OPHS requirements is to identify and 
work with “priority populations.” Compli-
mentary to the OPHS, the Ontario Public 
Health Organizational Standards (OPHOS),8 
released in 2011, established the manage-
ment and governance requirements for 
LPHAs. Boards of health are required to 
have a strategic plan and ensure that, 
within it, they describe how equity issues 
will be addressed in the delivery and eval-
uation of program and services. 

Although addressing social determinants 
of health (SDOH) to reduce health inequi-
ties is fundamental to the work of public 
health in Ontario, at the time that this 
research was conducted, there were no 
program standards that clearly defined the 
health equity mandate and requirements 
for local boards of health and their public 
health agencies. However, addressing the 
social determinants of health to reduce 
inequities was recognized as foundational 
to public health practice.7 While the litera-
ture provided consistent definitions of 
public health roles for addressing social 
determinants of health to reduce health 
inequities,6 there was a lack of consensus 
in practice on the most effective strategies 
that LPHAs could and should use to 
address health inequities at the local 
level.9-11 An informal process in 2013, led 
by a provincial health equity group in 
Ontario (that included RS and CW), iden-
tified an initial suite of health equity indi-
cators12 derived from the OPHS which 
garnered some interest and support from 
the field. However, this approach to indi-
cator development was acknowledged as 
a starting point requiring further evalua-
tion prior to any wide-scale adoption. 

Funded by a Public Health Ontario (PHO) 
‘Locally Driven Collaborative Project’ 
grant, our objective was to develop a set 
of evidence-based and rigorously tested 
indicators to monitor and guide health 
equity and SDOH-related activity in Ontario 
LPHAs. Our scope of interest focussed on 
identifying indicators that would assist 
in developing and assessing the public 
health roles specific to addressing the 

social determinants of health to reduce 
health inequities across population groups, 
identified by the National Collaborating 
Centre on the Determinants of Health 
[NCCDH].6 To our knowledge, these roles 
(described later) were the first to be artic-
ulated that were specific to the Canadian 
context and were based on empirical 
evidence. 

Our team was led by the last author and 
five additional public health practitioners 
(CW, DA, JR, KM, SL) representing six 
Ontario LPHAs, in partnership with four 
university-based researchers (AK, BC, KS, 
MJL) who assisted throughout the project. 
An earlier phase of the project involved a 
scoping reviewing of the literature (reported 
elsewhere13) to identify validated indica-
tors that could be used to reflect the 
health equity activity within local public 
health agencies and to help guide future 
activity within each of the identified 
NCCDH6 public health roles. The scoping 
review included obtaining initial feedback 
on a potential suite of indicators from pro-
vincial, national and international health 
equity and indicator development experts 
(key informants), and then integrating the 
results of the key informant interviews to 
derive a set of indicators for field testing. 
Both the literature review and key infor-
mant steps confirmed that the use of indi-
cators to assess, measure and report 
health equity work in public health was 
still in an early developmental stage. The 
project team used a group consensus 
method to identify an initial set of indica-
tors in each of the four NCCDH6 health 
equity roles. In accomplishing this, a fifth 
role pertaining to internal organizational 
systems emerged. A workbook containing 
indicators representing these five public 
health roles in promoting health equity 
was prepared for the next phase of the 
project—the field testing of indicators—as 
described in this article. 

In both phases of the project, we used a 
definition of health equity (noted in the 
introduction) that has been widely 
adopted in the public health community.1 
Some might critique this definition for 
moving away from the responsibilities of 
the health care system. However, our posi-
tion is that a comprehensive understand-
ing of optimal health reflects research 
linking health and sociopolitical, eco-
nomic and environmental conditions.

Methods

To test indicators of health equity work for 
feasibility (ease of data collection), face 

validity (clarity, relevance), reliability and 
comparability, an exploratory, multiple 
case study design, as advanced by Yin,14 
was adopted as a framework. For the proj-
ect, the case was defined as the LPHA test 
site. Four LPHA test sites were used to 
support the identification of convergent 
findings and to facilitate exploration of 
variation in capacity to implement the 
assessment tool. LPHAs were recruited at 
the time of study initiation, through team 
members’ professional networks, to par-
ticipate as test sites. Using maximum 
variation sample selection,15 preference 
was given to sites that were representative 
of a variety of Statistics Canada16 peer 
groupings (urban, rural, urban-rural mix) 
and of different public health governance 
structures (autonomous public health board, 
semi-autonomous public health board, 
regional council acts as public health 
board). See Table 1 for a description of the 
test sites. Ethics approval was received as 
required from the institutions of all partic-
ipating project team members and LPHA 
sites.

Recruitment and orientation

We were not prescriptive about the 
recruitment of participants, other than to 
provide eligibility criteria. Individuals 
were eligible to participate if they had 
been employed by the LPHA for at least 
two months and were a member of a 
‘social determinants of health’ or health 
equity team or related working group in 
the LPHA. Each test site then determined 
their own process of identifying which 
staff would assist with data collection 
based on what worked best for them in 
terms of their size and structure. In some 
sites, data collection was limited to one or 
two individuals; in others, data collection 
was divided between members of a team. 
Interested individuals contacted the proj-
ect research assistant directly. Consent to 
participate was obtained from all individ-
uals (n=14) from all sites prior to the 
commencement of data collection.

These individuals were invited to partici-
pate in an orientation webinar, provided 
by project team members prior to com-
mencing the first round of data collection. 
In advance of the webinar, all test sites 
received a workbook (discussed below) 
containing a draft of (a) the proposed 
indicators; (b) background information 
and definitions; and (c) data collection 
worksheets. This made it easier for partic-
ipants to ask questions about the process. 
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As well, the provided materials estab-
lished a common understanding of project 
goals. The presentation was recorded as a 
cached webinar for access by any partici-
pant unable to attend the orientation 
meeting.

Field testing of indicators

All LPHA sites participated in this phase 
concurrently, over a period of approxi-
mately 16 weeks (June-September 2015). 
The field testing process was conducted in 
a series of five steps. Although the process 
of data collection occurred in sequence, it 
should be noted that analysis, synthesis 
and indicator development processes were 
ongoing, emergent and iterative.

Step 1 (Weeks 1 - 4): Test sites were tasked 
with collecting indicator data using the 
standard workbook containing specific 
data collection worksheets, developed by 
the research team. Worksheets included a 
series of questions about indicator rele-
vance, clarity, and feasibility (ease of data 
collection) (examples of worksheets can 
be found in the User Guide, discussed 
later in the article). Sites were asked to 
nominate one individual who would 
assume primary responsibility for data 
collection in Round 1. 

Step 2 (Weeks 5 - 7): The participants who 
were ‘most responsible’ for the data col-
lection process in the first round of data 
collection at each test site were asked to 
participate in a two-hour telephone focus 

group led by the team research assistant 
(KS). Questions prompted participants to 
discuss issues of clarity, feasibility and rel-
evance for each indicator item. The dis-
cussion (in this, and subsequent focus 
groups) was audio-recorded and tran-
scribed verbatim. All worksheets com-
pleted by each test site were returned to 
the research assistant by email. Data col-
lected to complete indicators were entered 
into Microsoft Excel spreadsheets. All 
focus group transcripts and open-ended 
responses to worksheet questions were 
entered into NVIVO (version 10) for pre-
liminary coding and content analysis. In 
addition, information from the test sites 
pertaining to ongoing refinement of the 
indicators or the information to be con-
tained in a possible ‘user guide’ to accom-
pany the indicators was uploaded to the 
project team’s collaborative site for ongo-
ing development. This approach to data 
collection and analysis was used through-
out the remaining stages of the project.

Step 3 (Weeks 8 - 11): Test sites were asked 
to complete a second round of data collec-
tion, using the worksheets as before. 
However, each site was asked to nominate 
a different individual to oversee this task. 
Data collectors in Round 2 were supplied 
with a guidance document based on the 
results of the first focus group discussions 
(described further in the ‘Results’ section).

Step 4 (Weeks 12 - 14): A second two-hour 
telephone focus group was conducted 
with the four participants most involved 

in the second round of data collection at 
each test site. The focus group used the 
same questions as prompts as in the first 
focus group, but was informed by the pre-
vious discussion group, the analysis and 
the production of the guidance document. 

Step 5 (Weeks 15 - 16): A third and final 
telephone focus group was held to discuss 
relevance and anticipated use of the infor-
mation collected from the indicators. This 
group was open to all individuals who 
had participated in data collection at each 
site.

Data analysis

Following the first focus group, all data 
collected by the test sites in response to 
the indicator items were compiled in such 
a way that results by site could be viewed 
easily. Open-ended responses from test site 
workbooks were compiled and imported 
for content analysis into NVivo. Tran-
scripts from the first focus group were 
likewise imported into NVivo for analysis. 
Within the NVivo environment, prelimi-
nary coding was conducted by the research 
assistant to identify common concepts 
associated with clarity, feasibility (barriers 
and facilitators, ease of data collection) 
and relevance associated with each indi-
cator. The results of this analysis (of both 
the workbook and focus group data) were 
reviewed by several other team members 
who provided refining comments. Based 
on these initial procedures, a guidance 
document was created to provide feed-
back to the individuals at each test site 
who would be responsible for conducting 
Round 2 data collection activities. In addi-
tion, concepts identified within the initial 
analysis that could be used to refine a) the 
indicator items, and b) the background 
and definitions that accompanied each 
item in the indicator workbook were sum-
marized and posted on our collaborative 
site online. Within the online working 
space used by the research team, these 
comments were used to assist with the 
refinement of the indicators and associ-
ated testing materials. The process for 
refinement began prior to the second 
focus group and continued until all con-
cepts and comments identified during the 
content analysis of Round 2 data could be 
addressed. 

Following the second focus group, tran-
scripts were imported into NVivo for anal-
ysis, as were the same feasibility responses 
from the Round 2 test site worksheets as 

TABLE 1 
Description of test sites

Pilot test site Governance model Peer groupa

Site 1
Regional Council acts as 
public health board

Urban / rural mixa

Population centre with high population density and rural mix 
High percentage of visible minority population
Low percentage of Aboriginal population
Average employment rate

Site 2
Autonomous public health 
board

Sparsely populated urban / rural mixa

Populationcentre and rural mix
Average percentage of visible minority population
High percentage of Aboriginal population

Site 3
Autonomous public health 
board

Mainly rurala

Mainly population centre with moderate population density
Average percentage of visible minority population
High employment rate

Site 4
Semi-autonomous public 
health boardb

Metro centrea

Large population
High percentage of visible minority population
Very low Aboriginal population

a As identified by Statistics Canada.9 
b This is a board that has authority for policy setting but not for finances. Budget matters must be approved by municipal 
council.
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above. Worksheets from the second round 
of data collection were used to enrich 
cross case comparisons. Content analysis 
was carried out as described above. 
Concepts and comments for indicator 
refinement following Round 2 were com-
pared with Round 1, summarized and 
added to the online working space where 
they were used to inform the ongoing 
refinement process being conducted by 
the research team. As before, data col-
lected in response to the indicators were 
entered into the Microsoft Excel spread-
sheets. The third and final focus group 
was recorded and transcribed as for all 
other interviews and focus groups. 
Content analysis proceeded as described 
previously. 

Results

Field testing resulted in refinement of a 
set of 15 indicators, organized into five 
categories. Four of these categories are 
based on the four public health roles for 
promoting health equity, outlined by the 
NCCDH:6 (i) Assess/report inequities (n = 4 
indicators); (ii) Modify/orient programs/
services (n = 3); (iii) Engage in commu-
nity and multi-sectoral collaboration in 
addressing the health needs of these pop-
ulations through services and programs 
(n = 2); and (iv) Lead/support/participate 
with others to address policies (n = 2). 
The findings from phase 1 of the project 
led us to add a fifth category of indicators 
(n = 4) related to an organizational and 

system development role. Table 2 provides 
an example of one indicator for each of 
the five public health roles. Key findings 
regarding the relevance, clarity, feasibility, 
reliability, and applicability of these indi-
cators are discussed below.

Relevance 

Participants from all test sites agreed that 
the indicators were important and involve-
ment in the assessment process was valu-
able. They stressed that the information 
collected should not be used to compare 
LPHAs for provincial performance expec-
tations but would be better used to help 
agencies focus their attention to issues of 
health equity and learn from each other 

TABLE 2 
Examples of indicators for public health roles 

Role Example of indicator

I. Assess and report A) Does your public health agency conduct routine data analysis of health outcomes of public health importance stratified  
by demographic and/or socioeconomic variables? Yes □ No □ 
How frequently? 

□ Monthly 

□ Semi-annually 

□ Annually 

□ Other (please specify)

B) Please check each variable for which information is included and stratified (as appropriate). Please note that the list provided  
is not exhaustive. 

□ Sex 

□ Gender 

□ Age group 

□ At least two social markers (e.g. education, income, ethnicity, immigrant status, sexual orientation) 

□ At least one geographical marker (e.g. municipality, urban or rural, neighbourhood) 

□ Aboriginal or indigenous identity (where possible) 

□ A summary measure of absolute inequity (e.g. absolute difference slope index of inequality, summary measures of socioeconomic 
inequalities in health) 

□ A summary measure of relative health inequity (e.g. disparity rate ratio, population attributable fraction, relative index of 
inequality, concentration index) 

□ Other (please specify)

II. Modify/orient programs 
and services

A) Does your public health agency employ a mechanism to ensure that operational planning includes a health equity assessment  
of programs and services provided by the health unit, at least annually (or with any updates)? Yes □ No □ 
B) Does the public health agency provide a standardized health equity assessment tool for staff to use in the assessment  
of programs and services?  
Yes □ No □ If yes, please provide a list of tools used: 
C) Have any public health agency programs or services been modified as the result of a health equity assessment? 

Yes □ No □ If yes, please list and describe:

III. Engage in community 
and multi-sectoral 
collaboration 

A) Does your public health agency have an organizational level community engagement strategy? Yes □ No □ 

B) If yes, does this strategy include or address priority populations experiencing health inequities? Yes □ No □ 
If yes, please elaborate:

IV. Lead, support and 
participate with others to 
address policies

How many position and policy statements, vetted and approved by the board of health (over the past year), reflect advocacy  
for priority populations experiencing (or at risk for experiencing) health inequities?

V. Organization and system 
development

A) Does the board of health’s strategic plan describe how equity issues will be addressed? Yes □ No □ If yes, please explain.
B) What time period (in years) does the current strategic plan cover? Please provide dates.

Does the strategic plan include outcome targets? Yes □ No □
If yes, please provide.



281 Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and PracticeVol 38, No 7/8, July/August 2018

through informal mechanisms. As two 
participants noted: 

…this is about raising the bar up for 
everyone, not pointing fingers…every-
one is at a different place along the 
path 

good to have as a guideline or primer 
to encourage health units to look at 
and use and include in our own per-
formance measurements and data 
collection and look at the indicators 
of what we should look at and focus 
on.

Clarity

While many of the indicators were consid-
ered to be understandable, particularly in 
the role of organizational and system 
development, participant feedback called 
for improvements to indicator clarity as 
well as revisions to the background and 
definition information that was provided 
to the sites as part of the testing materials. 
Following the first focus group, and after 
the preliminary analysis of the focus 
group and written workbook responses, it 
became apparent that several issues 
related to indicator clarity needed to be 
addressed in the feedback provided to test 
sites prior to the second round of data col-
lection. First, there was confusion over 
the use of “Board of Health” in the indica-
tor language. In response, sites were 
instructed to interpret “Board of Health” 
as “local public health agency” for Round 
2. In the final version, the indicators have 
been revised accordingly. Sites also 
requested clarity over the purpose of the 
exercise and wished to know against what 
standard their responses would be judged. 
All materials accompanying the indicators 
now strongly emphasize that the informa-
tion gathered is for the LPHA to reflect on 
their own practices and areas for improve-
ment. Lastly, respondents provided com-
ments and suggestions for improving the 
clarity of indicators and background defi-
nitions. In some cases, respondents noted 
that lack of clarity hindered their ability to 
complete (or evaluate the relevance of) 
the indicator. We used this feedback to 
improve the workbook and indicators.

Feasibility 

Barriers to completion of the indicators 
For completion of data collection related 
to indicators in Role 1—those typically 
related to the reporting of epidemiological 

or population data—barriers identified in 
both rounds were mostly related to the 
availability and quality of data sources. 
Not “being able to access the right data at 
the right time” and not having “sources of 
data that focus specifically on priority and 
vulnerable populations” were specific bar-
riers noted as was the “cancellation of the 
long-form census.” All test sites noted that 
there were limitations regarding potential 
data quality. Concerns were expressed 
regarding sample size (i.e. “sample size 
for us is going to be a constraint because 
it will be very difficult for our populations 
to be stratified”) especially when the data 
were collected from “public health data 
sources” and for smaller agencies. For 
completion of other indicators that did not 
use traditional epidemiological or popula-
tion data, the test sites reported that there 
was often no single, centralized place 
where information was stored, or a strat-
egy put in place for capturing it at the 
organizational level. In those cases, it was 
challenging to know where the data were 
located and/or whom to approach to find 
the information needed. 

Other barriers to the completion of the 
indicators included lack of time and lim-
ited resource capacity. The process of 
completing this data collection activity 
required more time than was originally 
estimated, partly because of the type of 
information participants needed to access, 
and the lack of coordinated data collec-
tion, storage and mechanisms for commu-
nicating the information within the 
agency, as mentioned above. Smaller 
LPHAs noted “we don’t have the people 
or the time to put toward this the way 
we’d like to.” In all focus groups, partici-
pants noted that data collection was more 
difficult if the issue addressed by the indi-
cator had not been made a priority for the 
agency. As one individual stated, “when it 
is not visible and it’s not a priority, it 
doesn’t get done.” 

Facilitators to completion of the indicators 
All test sites noted that commitment was 
essential to a successful data collection 
process—particularly given that, for some 
indicators, there was no clear mechanism 
for data storage or communication. 
Respondents noted that indicator comple-
tion was much easier in areas where there 
was a strategic plan that explicitly addressed 
health equity within the organization and 
where there was strong leadership sup-
porting the commitment to equity work. 

As one individual noted, “we have leader-
ship, strong leadership support for this 
work and prioritizing this work and I 
think that’s a real strength.” Indicator 
areas that had been included as a strate-
gic, organizational priority were more 
likely to be associated with established 
and accessible mechanisms for data stor-
age or dissemination, such as website 
pages, or balanced score cards, to which 
respondents could turn to in their data 
collection process. Relationships were also 
noted as an important facilitator to data 
collection—particularly regarding those 
indicators that called for engagement with 
or dissemination to the community. 
Respondents noted that “there is a lot of 
collaboration, inter-professional connec-
tions and a lot of community members 
involved,” and “we see our strengths in 
participation…as part of a collaborative 
partnership.”

Reliability 

After the first focus group, the project 
team chose, based on feedback from test 
sites, to provide them with some clarifica-
tion to assist them in their data collection 
before the second focus group. As a result, 
a comment cannot be made about the reli-
ability of the indicators. The team felt 
strongly that supporting the pragmatic 
application of the workbook outweighed 
the ability to examine indicator reliability. 

Applicability 

In the final focus group, participants from 
both data collection periods at each site 
discussed what they had learned and how 
they might apply information gained from 
the pilot testing of the indicators. 

1) All participants noted that the pro-
cess had highlighted the need for a 
strong, organizational approach to 
health equity activities. Individuals 
noted a lack of a “comprehensive 
approach” across the organization 
despite doing well in “some areas, 
in some programs and in some divi-
sions, but not across the whole 
health unit.” One individual sug-
gested that “having a strategy…
would really increase our capacity 
to be engaged.” 

2) Completion of data collection for the 
indicators served as a prompt for 
future planning. Participants noted 
that by completing indicators, they 
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realized that “this is what we 
should be doing” and “this indica-
tor is giving examples of good prac-
tice, better practice.” The process 
“really raised awareness” and 
“raised the awareness of the impor-
tance of the work and, I think, 
really put some wheels in motion.” 

3) Collecting this data helped partici-
pants to think about doing things 
differently. For example, participants 
noted that they should plan to be 
more inclusive in their methods of 
information dissemination (e.g. “more 
in plain language,” “use more acces-
sible formats”). They talked about 
mandating activities related to health 
equity, such as Health Equity Impact 
Assessments, and improving mech-
anisms for internal communication 
around health equity activity within 
their own organizations. 

4) For some participants, data collec-
tion had provided an opportunity 
to discover activities within their 
own agency. These participants 
noted the need to improve internal 
communication (e.g. “might be a 
pocket of good work happening 
somewhere that’s just a best kept 
secret”; “we learn something is hap-
pening in a program area or division 
area that we weren’t aware of, it 
might create better internal partner-
ship opportunities”). 

Cross case analysis

The responses to the testing of indicators 
were examined across all sites to explore 
the influence of context (i.e., geography 
and governance structure). A comparison 
of indicator completion across all four test 
sites revealed that Sites 2 and 4 seemed to 
find completion of the indicators easier 
than the other two sites overall. These 
two sites (one sparsely populated, urban/ 
rural mix and the other a large metro site) 
reported very different data collection 
methods. The sparsely populated site 
relied on engagement of key individuals 
from within the organization through a 
meeting at which the indicators were 
addressed collectively. The large metro 
site had a larger number of data collecting 
participants who engaged members of 
various teams who could best address the 
indicators and assist in data collection. 

When comparing completeness of data 
collection, there was no evidence that 

LPHAs with autonomous Board structures 
had any relative advantage in terms of 
their ability to collect data. The LPHA 
with the semi-autonomous Board 
appeared to have the fewest gaps in indi-
cator data, while the site where the 
regional council acts as the Board had the 
most information gaps. The sites with 
autonomous Board structures fell between 
the two in terms of data completeness.

There was consensus in responses pro-
vided across the four sites for the follow-
ing indicators: 

1) All agencies identified and planned 
for priority populations (although 
there was a standard and explicit 
process reported in only two of four 
sites) (Role 1, Indicator 1).

2) All sites involved community mem-
bers from priority populations in 
data collection activities other than 
surveys (Role 1, Indicator 3).

3) All sites reported forming active 
partnerships with most of the non-
health partners listed (Role 3, Indi-
cator 2). 

4) All sites reported having 4-year stra-
tegic plans (though they vary in 
focus regarding health equity) (Role 
5, Indicator 1).

5) No sites reported having performance 
appraisals for health unit staff or 
management that require health 
equity goals (Role 5, Indicator 4).

Having said this, given the limited scope 
of testing, we viewed the findings of the 
cross-case analysis as preliminary sign-
posts for future work rather than defini-
tive conclusions about the study sites.

Development of a User Guide

Based on feedback received from the test 
sites, we created a Health Equity Indicators 
for Ontario Public Health Agencies: User 
Guide.17 This Guide is presented in sec-
tions corresponding to each of the five 
indicator roles outlined earlier. Within 
each section, each indicator is accompa-
nied by additional background informa-
tion. References, resources, a glossary of 
terms and working/operational defini-
tions, and worksheets for each indicator 
are provided at the end of the document. 

Discussion

Tackling issues of inequity is a major 
focus of any public health system and, as 

outlined in the Ontario Public Health 
Standards,7,8 addressing the determinants 
of health is fundamental to the design and 
provision of effective public health pro-
grams. However, addressing the determi-
nants of health, particularly as they 
pertain to issues of inequity in health, can 
be challenging as inequities are often 
multi-factorial, values-oriented, and the 
result of complex relationships between 
social hierarchy, economic and financial 
restraint, and political ideology.18 Given 
the complexities involved in addressing 
inequities in public health, it has become 
important to not only evaluate health out-
comes as they pertain to inequities but 
also the processes and related activities of 
the LPHAs responsible for implementing 
public health programs. Ziglio19 argues 
that addressing health inequities is an 
overall system performance issue and 
requires a sustained approach to improv-
ing capacity. Most public health systems 
have tools, such as measurement indica-
tors, in place to monitor and evaluate the 
functioning of the health system on a 
“routine basis.”20 However, performance 
indicators, as they relate to how local pub-
lic health agencies assess addressing 
issues of inequity, are far less common. 
The literature review13 conducted in the 
first phase of our study revealed that, in 
spite of some efforts to develop tools, 
frameworks and indicators to assist public 
health agencies in equity-related work,21-25 
we could not identify any evidence-based 
indicators that could be used by Ontario 
LPHAs to monitor and guide health equity 
and SDOH-related activity within each of 
the defined NCCDH 6 public health roles. 
Furthermore, most of the identified indica-
tors represented a connection between 
public health performance and health sta-
tus outcomes. We recognize that some of 
these outcomes are seen as sensitive 
markers in the path to achieving health 
equity. Health outcome measures are use-
ful to public health units for helping them 
identify areas of inequality within their 
local populations that may be prone to 
experiencing inequity. However, these 
indicators do little to assist in assessing 
the impact or effectiveness of programs 
and services administered through a pub-
lic health agency.26 

This project produced a comprehensive 
set of evidence-based, field-tested indica-
tors and an accompanying User Guide that 
support LPHAs’ work to address health 
inequity as required by the Ontario 
Ministry of Health and Long-Term Care 
and that align with identified Canadian 
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public health roles6 that are viewed as 
being fundamental in reducing health 
inequities across population groups. They 
are designed for application at the local 
level where boards and public health 
agencies are active and accountable. For 
example, evidence-based indicators could 
be used as a performance management 
tool to guide and monitor progress in 
meeting the public health equity mandate 
effectively established in Ontario’s legisla-
tive framework. Boards of health could 
report their results to demonstrate 
accountability to their funders and the 
public, providing information to show 
that inequities are being addressed at the 
local level. These indicators could be a 
first step toward incorporating health 
equity-related performance measures into 
future accountability agreements and/or 
the development of an equity-specific 
Foundational Standard to include in the 
OPHS. Accountability agreements, which 
are used to monitor both compliance and 
performance, currently do not address this 
area of public health activity. Holding 
local boards of health accountable for 
demonstrating progress towards address-
ing health inequities in their local com-
munities would potentially make these 
indicators, and any others that would be 
developed, useful internal tools. At a min-
imum, these indicators help boards orga-
nize their work into five strategic areas. 
As a starting point, they can generate a 
learning conversation that could spread 
across important partnerships and collab-
orations that are required to set significant 
and meaningful health equity targets and 
to achieve them.

It is important to note that these indica-
tors are not meant to be used in a compet-
itive fashion through provincial comparisons, 
but rather for developmental purposes. 
The indicators are most useful as a way of 
determining, internally, the extent to 
which LPHAs are working towards health 
equity-related activity in programs and 
services, where improvements can be 
made, and progress made over time. The 
User Guide may start or enhance the dis-
cussion within Ontario LPHAs about 
health equity as a priority, required resources 
or capacity issues, or help to identify bar-
riers to health equity work. 

Participants identified several operational 
issues that acted as challenges to the com-
pletion of the indicators, such as the need 
for improved data collection and storage, 
or for an organizational equity plan to be 
put in place. The introduction and integration 

of new organizational practices in LPHAs 
can face resistance for many reasons, 
including the often ignored “social deter-
minants of action.” For one, each sub-unit 
has developed its own collective processes 
around sense-making, coalition building 
and rhetorical strategies that need to be 
addressed for successful wide-level 
change.27 And while there might be little 
debate over the value of achieving health 
equity, it is important to acknowledge that 
there are variable costs (e.g. resources 
needed to achieve health equity strate-
gies) across the organization.27,28 Identifying 
where the winning and losing occur will 
be vital for buy-in across organizational 
and professional boundaries.29 

Limitations

This was a limited field test of health 
equity indicators at only four of 36 LPHAs 
in Ontario; therefore, it is possible that we 
did not capture all the potential experi-
ences regarding indicator application—
especially related to feasibility of data 
collection. Our ability to draw meaningful 
inferences from the cross-case comparison 
was also limited. For example, if addi-
tional northern/ isolated health units had 
participated in the study, perhaps we 
would have learned more about the feasi-
bility of data collection in those contexts, 
as compared to southern contexts. In addi-
tion; the reporting requirements attached to 
the project, involving deliverables due by 
certain dates, meant that limitations had 
to be imposed on the time available for 
participants to collect data for each indi-
cator. It is possible that, with more time, 
the feasibility of indicator use may have 
been different. Further evaluation of the 
reliability and validity of indicator items 
would also be ideal. 

Lastly, data pertaining to operational issues 
were revealing in terms of identifying obsta-
cles to addressing health equity. However, 
since this was a limited test, the User 
Guide would need to be adapted and used 
much more broadly and repetitively to pro-
vide a comprehensive understanding of oper-
ational issues. Anecdotal evidence indicated 
that some Ontario LPHAs were using the 
indicators to guide their work. More for-
mal study of this use is currently underway.

Conclusion

Strengthening organizational capacity for 
health equity action has been identified as 
a top public health priority in Canada.6,30 
Through a deliberate, systematic and iterative 

process that was informed by individuals 
who are acknowledged experts in the 
areas of health equity, social determinants 
of health and indicator development, as 
well as the practical experience of indi-
viduals working within Ontario LPHA 
contexts, we compiled a set of indicators 
that might be used to reflect health equity 
activity at the level of the public health 
unit organization. These indicators are 
accompanied by background information 
and definitions that were also developed 
by a process of review, testing and consul-
tation with our collaborative partners as 
well as the individuals engaged in data 
collection practices at LPHAs. 

While we acknowledge that the process of 
evaluating health equity-related activity 
within organizations is in the early stages, 
we view these indicators as one tool that 
will be available to LPHAs to strengthen 
organizational capacity for health equity 
action—a tool that can lead to greater 
consensus among Ontario’s boards of 
health regarding how to address the social 
determinants to reduce health inequities 
in their regions. Although developed for 
the Ontario context, the indicators may be 
adaptable to other Canadian jurisdictions.
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