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Outline

e Background, definitions

* Role of information in policy making, program
planning and decision making
* Local, regional and national examples:

— Internal (Public Health)
— Intra-sectoral (Health System)

— Inter-sectoral (Human Service sector)
— All-of-Government / HiAP



Context: Public Health in Canada

URBAN PUBLIC HEALTH NETWORK

. |l I RESEAU CANADIEN POUR LA SANTE URBAINE

Public Health leaders from 19 of the largest health regions in Canada
www.uphn.ca

Sa s@
( Health

>S1 billion budget, 15,000 employees, comprehensive health services for our
population plus provincial referral centre for much tertiary care
www.saskatoonhealthregion.ca




Context: a Population Health Approach for
health system planning and delivery

* Definitions
— Population health approach
— Health Inequality
— Health inequity
— All of Government approach / Health in All Policies



What 1s Health Equity?

“implies that all people can reach their full
health potential and should not be
disadvantaged from attaining it because
of their race, ethnicity, religion, gender,
age, social class, [where they live],
socloeconomic status or other socially
determined circumstance”

Modified from Whitehead M, Dahlgren G. 2006. Concepts and principles for tackling social
inequities in health: Levelling up part 1. Geneva: World Health Organization. (p. 5).
http://nccdh.ca/resources/entry/concepts-and-principles-for-tackling-social-inequities-in-
health
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Role of “Population Health”

Population health — definition

“focuses on improving the health status of a population, or sub-
population rather than individuals. Focusing on the health of populations
also necessitates the reduction of health inequalities in health status
between population groups. An underlying assumption of a population
health approach is that reduction in health inequalities require reductions
in material and social inequities. The outcomes or benefits of a population
health approach therefore extend beyond improved population health
outcomes to include a sustainable and integrated health system, increased
national growth and productivity, and strengthened social cohesion and
citizen engagement.” Public Health Agency of Canada



Whole-of-Government Approach

 An approach that integrates the collaborative
efforts of the departments and agencies of a

government to achieve unity of effort toward a
shared goal.

* When that shared goal is to maximize the health
and well-being of the population, or to consider
the health or determinants of health impact of
the proposed policy before implementation, that
is the start of a health in all policies approach...



Health in All Policies

- Is an approach to public policies across sectors
that systematically takes into account the health
and health systems implications of decisions, seeks
synergies and avoids harmful health impacts, in
order to improve health and health equity.

— Founded on health related rights & obligations

— Emphasizes the consequences of public policies on
health determinants

— Aims to improve accountability of policy-makers for
health impacts at all levels of policy-makin

e Source: “Health in All Policies: Seizing opportunities,
implementing policies. Leppo et al. 2013



Why Monitor Health Status and Health
Inequities?

— To support intersectoral action on programs &
policies

— To increase public awareness and support for
policy change

— To support health system action on program &
policy making

At local, regional and national levels....



Guiding Framework

SOCIOECONOMIC
ANDPOL'TICAL ‘lllllll.llllllllllllll lllllll (IR AR R R AR AR R R R R R R RRERRDR)] l-l.llllllll.l'.llllll.lllllllll'l.:
comEx‘r :ll. ------------------ SIi3ii iy (TIirr .on---.----u---n-----n--an------: E
v :
G°vemance fllll.l..ll.llIl..llll...ll.l: :IlllllIlll.l.ll.l.llllllllllll.llll‘lll: : E
Macroeconomic : Socg;:;::gmnc : * | pMaterial Circumstances « : s .
Policies - » H (Living and Working, 1
. . : Conditions, Food IMPACT ON
ial Poli . : : sm (|| Avaiaviity, etc EQUITY IN
Social Policies : Social Class : : Vi ty, etc. ) i : HEALTH
o B Gender i1 i | bBehaviors and { I AND
: . Ethnicity (racism) . . Biological Factors WELL-BEING
Public Policies | == | : ™ [ |sPsychosocial Factors <
Education, Health, E Education : : : 4
Social Protection . : % o 1B E e
E Occupation : .
Culture and : L E 4 -
Societal Values : Income : : : a
" : . : o
g .I. . lI‘Ill.’ Health syslem } . . . . .

STUCTURAL DETERMINANTS
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HEALTH INEQUITIES

World Health Organization. A Conceptual Framework for Action on the Social Determinants of
Health. 2010.



Policy Entry Points

Context-specific

strategies tackling Key dimensions and directions for policy

both structural and
intermediary Intersectoral Social Participation
determinants Action and Empowerment

Globalization
Environment Policies on stratification to reduce inequalities,
mitigate effects of stratification

Macro | evel:

Public Policies Policies to reduce exposures of disadvantaged

people to health-damaging factors

e

Policies to reduce unegqual consegquences of
illness in social, economic and health terms

Micro Level:
Individual
interaction

« Monitoring and follow-up of health equity and SDH

+ Evidence on interventions to tackle social
determinants of health across government

- Include health equity as a goal in health
policy and other social policies




Health System Use of Health Equity Data

1. At the program/Department level:

* For planning and monitoring quality of disease prevention and
health promoting programs and services

2. At the system planning / quality improvement level:

* For planning and monitoring quality of treatment and
rehabilitative programs and services

3. At the Senior Leadership / Strategic level

* For planning and prioritizing health system programs and
services

Neudorf C. Integrating a population health approach into healthcare service delivery and decision-making.
Healthcare Management Forum. 2012: 25(4) 155-159



Levels of Data for Health Status &
Health Equity reporting

* Individual:

— Linkage studies

— Primary data collection
* Aggregate:

— Neighborhood or small area aggregate analysis
based on underlying population demographics



Health Status Reporting

* Traditional uses (morbidity, mortality health behaviour reporting)
and mandates in Public Health legislation for annual reports

* Evolution of health status reports in Saskatoon:

Expansion of indicators to include social determinants of health and
many non-traditional indicators of health status

Inclusion of recommendations for Health system and other sector to
improve population health

Trend toward shorter, more frequent topical reports

More consultation with target audiences to fine tune format and
content

Consultations with stakeholders to assist in interpretation and analysis
and dissemination and improve uptake/ownership

Move to web based interface with “drill down” for more detail as
required (from infographics to one pagers with hypertext links to
detailed tables and summary recommendations) see

WwWw.communityview.ca/communityviews



Resources required for analysis and
reporting

* Saskatoon Public Health Observatory —
gradually built up over 15 years to current 12-
14 staff including epidemiologists, GIS analyst,
policy analyst, research assistants, knowledge
transfer specialist, database analyst

* University partnerships and cross-
appointments for population health
intervention research



Health Status and health equity monitoring
and reporting

The Catalogue Hot Topics

Data and
Docmen /

ind, map and. chan the.
eed

click here »
| Welcome to the CommunityView Collaboration

Our goal is to provide you with relevant, reliable, local information and evidence to inform your planning,
decision-making, and policy for Saskatoon and surrounding area.

We bring together data from different human service sectors and community based organizations, and the

many resources, projects, initiatives and research that are contributing to the well-being of Saskatoon.

Ultimately, through community collaboration, we are Building Evidence for Action!

@ site O Catalogue

] Rural Health Status Report

Saskatoon Health Region

HEALTH STATUS REPORT

Learn more

Information about the
Communityiew Colfaboration.

click here ».

Latest news F | =

A Report of the Chief Medical Health Officer

8 27.05.2010
New Resources and Hot Topics

Sasm
( Heall

Check out the new Immunization Hot Topic
- a prepared information package regarding
immunization in Saskatoon.

view hot topics &

October 2009

@ 27.05.2010
Survey

Details about the survey can be placed

here. ’\ : N
Saskatoon
- ( Health Population and

Region gr Public Health

n. Al Rights Reserved. Use of this website constitutes acceptance of the CommunityView Collaboration Terms and Conditions.

EARLY YEARS HEALTH AND DEVELOPMENT STRATEGY: 2013-2016




Health Status Reports: Consistent Calls to Action
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Sample consultation questions for
health system leaders and managers

Are there any barriers to access or uptake of services and facilities amongst any
particular population group or area that you frequently encounter?

Are there any already existing priorities for action that contribute to improve
health equity?

What programmes, services, approaches/practices already exist in your areas
which might help in reducing gaps in equity?

What further action is required from existing services or structures to address
gaps in equity?

How can health equity principles be embedded into existing work?
Is more targeted action with specific groups and areas required?

Are the supports and resources available in the system to adequately address
health inequities in your area? What other resources would be helpful?



The PHO Model

Saskatoon

Health Public Health Observatory
( R\e-g:y Public Health Services

Ewaence, Action, Equity: Making Population Health Information C ount

Evidence to Action

Key Data
Sources

Partnerships for Action

In partnership, we aim to improve health and reduce health inequity through surveillance, research,
and knowledge transfer and exchange to inform decision-making, policy, and service delivery.
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The Catalyst to our Health Equity Work - 2006

# L emstra_HealthDisparity_2006.pdf - Adobe Reader ; EE

File Edit View Document Tools MWindow Help *
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Health Disparity by
Neighbourhood Income

Mark Lemstra, MSc, DS¢!
Cory Neudorf, MD, FRCPC, MHS¢*
Johnmark Opondo, MD, MPH?

ABSTRACT

Background: Canadian cities are becoming more segregated by income. As such,
investigation is required into the magnitude of health disparity between low-, average- and
high-income neighbourhoods in order to quantify the level of health disparity at the scale
of an urban city.

Methods: A cross-sectional ecological study design was used to review all hospital
discharges, physician visits, medication utilization, public health information and vital
statistics for an entire city by neighbourhood income status. Postal code information was
used to identify six existing contiguous residential neighbourhoods in the city of Saskatoon
that were defined as low-income cut-off neighbourhoods (N=18,228). There were two
comparison groups: all other Saskatoon residents (N=184,284) and the five most affluent
neighbourhoods in Saskatoon (N=16,683).

any studies from different coun-

tries and diverse settings have

found a strong correlation
between life expectancy and socio-
economic status (SES)."” Historically, most
of the studies reviewing SES and health status
arc at the individual racher than the neigh-
bourhood level >3 Recent studies suggest
that neighbourhood SES can independent-
ly influence individual health above and
bevond individual SES.>" As such,
research on the independent effect of indi-
vidual and neighbourhood SES on health
status is fairly well documented. Although
the previous research is very important,
there are several considerations: 1) most
peer-reviewed research is American or
British, 2) most papers use national-level
census data with analysis at the national or
provincial level, 3) when national-level
census data is broken down into regional
data, the census tract boundaries can create
proxies for neighbourhoods that might not
be meaningful, 4) analysis at the regional
level normally results in very small sample
size, and 5) health information is normally

|




' Low Income Neighbourhood
ﬂ' Affluent Neighbourhood
ﬂ] Rest of Saskatoon




Health Issue Rate Ratio Rate Ratio
Core : Rest of Core : Affluent
Saskatoon

Hospitalizations

Suicide Attempts 3.75 15.58

Mental Disorders 1.85 427

Injuries and 1.54 2.46

Poisonings

Diabetes 3.98 12.86

COPD 1.38 1.53

Coronary Heart 1.34 1.70

Disease

Stroke 1.33 1.82

Cancer 0.89 1.02




Health Issue

Rate Ratio
Core : Rest of Saskatoon

Rate Ratio
Core : Affluent

Physician Visits

Mental Disorders 1.52 2.28
Injuries and Poisonings | 1.35 1.91
Diabetes 1.71 2.11
COPD 1.43 2.42
Coronary Heart 1.12 1.44
Disease

Stroke 0.88 1.58
Cancer 0.77 1.00
Prescription Drug Use

Mental Disorders 1.21 1.62
Diabetes 1.80 2.60




Health Issue

Rate Ratio
Core: Rest of Saskatoon

Rate Ratio
Core : Affluent

Public Health / Reportable Diseases

Chlamydia 4.32 14.89
Gonorrhea /.76 n/a
Hepatitis C 8.04 34.60
Notifications

Complete MMR 1.47 2.05
coverage by age 2 yrs

Health Status Indicators

Teen Births 421 16.49
Infant Mortality Rates 5.48 3.23
Low Birth Weight 1.46 1.10
All Cause Mortality 1.04 2.49




2008 — Use of common Deprivation Index and maps for
data communication

National Total Deprivation Quintile
2006 Census dissemination area
' 1 Most affluent quintile

gf 2

qP 3

daf 4

' 5 Least affluent quintile

d? Not reported

2N
Eaiffgzinlth i Public Health Observatory

nnnnn { Public Health Services
U :

01-006-2010



2012- Thematic report on Early childhood
development and SDOH

EDI: Social Competence
By neighbourhood
cJ 13-53%(12)
a7 59-7.6%(10)
df si1-121%(9)
i 122-16% (10)

i 16.1-30.6% (10)
[‘_,'j Not available or suppressed

ﬂl Non-residential neighbourhoods

f Low n-report with caution




HEALTH EQUITY “OVER TIME":

FURTHERING OUR RESEARCH
EVIDENCE- 2014

- Change to web based health status reporting format using our
intersectoral “CommunityView” website

- Infographics, one pagers, drill down for more detail, summary
recommendations and links to further work.
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EQUITY TRENDS OVER TIME

OVERVIEW:

HOSPITALIZATION DATA

Rate %  Disparity Disparity . Disparity ~ Disparity . -~ w %
Indicator per Change Rate Rate E& ﬁ ﬁ rate rate Eﬁi Dn {; Coer%[;Iient Cngilg:liem Change
1000 inRate Ratio Ratio 9 difference  difference g in Gini
1995 to 1995 to 1995 to 1995 to
2011 2011 1995 2011 2011 1995 2011 2011 1995 2011 2011
Cancer 466 ¥58% 113 1.18 W 4% 0.92 0.84 ¥ 9% 0.13 0.04 ¥ 69%
Intentional Self-Harm 039 ¥ 53% 558 358 ¥ 36% 1.28 0.48 ¥ 63% 0.28 0.29 A 4%
COPD 171 ¥62% 259 342 A 32% 261 219 ¥ 16% 0.33 0.28 ¥15%
Mental Disorders 348 ¥ 44% 290 244 ¥ 16% 6.35 3.28 ¥ 48% 0.20 0.18 ¥ 10%
Heart Disease 237 ¥ 43% 141 175 A 24% 1.64 143 ¥ 13% 0.15 0.16 A%
Diabetes 116 3% 1.74 275 A 58% 0.60 1.31 A 118% 0.18 0.19 A 6%
Stroke 119 ¥ 50% 167 203 A 22% 1.24 0.76 ¥ 399 0.23 0.23 =2 0%




OVERVIEW:

EQUITY TRENDS OVER TIME

PHYSICIAN BILLINGS DATA

Rateper ., 0 Dispanty Disparty hop, — Disparty — Dispanty npone o Gini e
i 1000 Change  Rate Rate change rate rate change Coefficient Coefficient Change
Indicator in Rate  Ratio Ratio 9 gifference difference g in Gini
1996 to 1996 to 1996 to 1996 to
2009 2009 1996 2009 2009 1996 2009 2009 1996 2009 2009
Stroke 119 ¥ 34% 485 6.16 A 27% 2.60 226 ¥ 13% 0.42 0.38 ¥10%
Diabetes 1120 4 115% 828 9.9 A 20% 8.38 2273 A 165% N/A 0.39 A 3%
Heart Disease 596 Ap12% 502 729 4 45% 6.93 11.20 A 62% 0.36 0.37 3%
Mental Disorders 4195 4 32%  6.81 905 4 33% 51.86 81.44 A 57% 0.35 0.38 A 9%
Cancer 754 A33% 39 556 4 42% 6.13 11.09 A 81% 0.25 0.28 M2%
COPD 2091 ¥22% 623 926 A 49% 40.38 38.05 A 6% 0.32 0.37 A 16%




OVERVIEW:
EQUITY TRENDS OVER TIME

% Disparity Disparity Disparity  Disparity - . %
RE:'[;DF{;EF Sl e E&E{i LoLs L ShRaa '5: CneGﬂIi'l]:liem Coe?’llir::lient s
Indicator in Rate Ratio Ratio d difference  difference 9 in Gini
2004 to 2004 to 2004 to 2004 to
2010 2010 2004 2010 2010 2004 2010 2010 2004 2010 2010
Chlamydia 485 AN3B% 422 296 ¥ 30% 4.94 524 6% 0.29 0.25 ¥ 14%
Tuberculosis 0.06 A492% N/A N/A N/A 0 0.21 A 763% 058 0.56 ¥ 3%
Gonococal 040 ¥ 13% 840 479 ¥ 439% 0.93 0.73 v 21% 0.40 0.47 A 0%
HEP C 037 ¥30% 784 1114 4 42% 1.94 154 v 21% 0.43 0.51 A 19%
1995 to 1995 to 1995 to 1995 to
2009 5000 1995 2009 ..o 1995 2009 2009 1995 2009 2000
High Birth
Weight 13482 42T% 073 095 430%  -33.71 654 ¥ 81% 0.15 0.08 V¥ 47%
Teen Abortion 19561 ¥ 20%  0.63 093 A48%  -119.36 1319 ¥ 89% 0.31 0.21 V329
All Cause
Mortality 588  A3% 228 234 A3% 461 4 61 2 0% 0.28 0.23 ¥ 18%
Infant Mortality 836 ¥22% 287 161 ¥ 449% 10.71 3.39 ¥ 69% 0.18 017 V6%
Low Bith Weight o1 19 4700 227 153 W¥33% 545 2779 V49% 006 006 0%

TeenPregnancy ggeq 350 419 863 A 106% 11331 11425 A 1% 0.17 025  A47%




Interpreting Multiple Equity Measures

* To interpret multiple equity measures, a 7 step process
was developed

« Gini coefficients were the primary focus and thus alll
indicators were first ranked according to that measure

* Disparity Rate Ratios, Rate Differences, and Rates per
1000 were also considered and ranked accordingly

« A composite score was created in consideration of the
above measures

* Indicators were ranked in priority sequence according to
composite scores and overall gini coefficient categories
(high, medium, low inequality)

* Those with a high score and high gini coefficient have
been given priority for stakeholder consuliations



MATRIX SCORE

Disparity Matrix
DISPARITY INDEX * DRD { DRD = DRD 1
0 1 2
DRR DRD 1/ DRR +
0 2
DRR = DRD =/ DRR =
1 2
DRR 1 DRD 4/ DRR 1
2 2

* Scores based on direction of absolute change from T1 (1995) to T5 (2011)



DRD Matrix Rate per FINAL PRIORITY

Indicator Year Typeof Data  Gini Gini Score DRR Score Score Score 1000 Score  SCORE RANK
Mental Disorders 2009  Physician Billing 0.38 5 4 2 4 7 22 1
Teen Pregnancy 2009 Vital Statistics 0.25 10 5 1 3 5 24 2
Injury 2009  Physician Billing 0.33 7 6 3 2 6 24 2
Diabetes 2009  Physician Billing 0.39 4 2 6 4 9 25 3
COPD 2009  Physician Billing 0.37 6 3 4 4 8 25 3
Heart Disease 2009  Physician Billing 0.37 6 7 7 4 12 36 4
Cancer 2009  Physician Billing 0.28 9 9 8 0 11 37 5
HEP C 2009 STl Infections 0.51 2 1 16 2 24 45 6
Stroke 2009  Physician Billing 0.38 ) 8 14 2 20 49 7
Chlamydia 2009 STl Infections 0.25 10 13 9 2 15 49 7
All Cause Mortality 2009 Vital Statistics 0.23 11 17 11 2 13 54 2
Gonococal 2009 STl Infections 0.47 10 21 0 22 56 9
COPD 2011  Hospitalizations 0.28 9 12 15 2 19 57 10
Intentional Self-Harm 2011  Hospitalizations 0.29 8 11 22 0 23 64 11
Teen Abortion 2009 Vital Statistics 0.21 12 24 25 2 2 65 12
Stroke 2011  Hospitalizations 0.23 11 18 20 2 20 71 13

Low Birth Weight 2009 Vital Statistics 0.06 20 21 5 0 4 50 20
Cancer 2011  Hospitalizations 0.04 21 22 19 0 16 78 21
hu berculosis* 2009 STl Infections 0.56 1missing 23missing 25 NfA| N;’A|

STEP 1: Sort by Gini coefficient at ToA KEY

STEP 2: Rank by Gini score

High | lity (Gini :>0.20

STEP 3: Rank by absolute DRR for T5A _H:Ederr‘;:“l:e'b"ui”'"' :g;:“mr@ Ju s

STEP 4: Rank by absolute DRD for T5A e ua!it:I {Gi::scnre* i ﬂlﬂE-] ) o

STEP 5: Apply matrix (see attached) . . rncc::m e S

STEP &: Rank by absolute rate per 1000 at T5A ey : P R N, SRR . WReW T W




Population Projections

#2013 § # 2030 §

Our Region is expected to grow from 336,403 to 418,578 in 2030.



Self-Rated Health

6in 10 individuals in the Region rated their health as “very good”
or“excellent”in 2012.

Most Advantaged
Areas

Least Advantaged
Areas

People living in the most advantaged areas of Saskatoon had the
highest self-rated health.



About the Data One Page Summary

Smoking rates in the Region decreased
over time to 18% in 2012.

Most Advantaged
Area

Least Advantaged
Area

People living in the most advantaged areas of Saskatoon had the lowest
smoking rates.
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Over the last 15 years in our Region,
gaps in health equity have remained
wide and persistent.



Life Expectancy at Birth

What would you do with 9 extra years?

Least Advantaged  Most Advantaged

Average life expectancy in 2007 . . Average life expectancy in 2007

/76 85

years years

unchanged since 1997 up from 82 years in 1997

The gap in life expectancy between those living in the most and least
advantaged areas has increased over time in our Region.



Example from SHR Health Status
report 2014 Call to Action

-_—

« Recommendation #2) AT Better Health for All

L. ‘"0 Health Status Reporting Series One
Holistic approach for

Improving Health and
wellbeing of First Nations and
Metis peoples: (Introduction e e et et

iz that many people wha five in Saskatcon Health Region do not have the same opportunities to be as
healthy as other and as a result, live shorter lives. This is not fair and does not need to ke this way.

L
C O n t a I n S ) We can ive in a community in which everyone has a chance to live a healthy ife. Our community can

ke one in which everyone has the same opportunities fo reach their full heglth potential and not be
disadvantaged by theirrace, ethnicity, refigion, gender, age, disability, sexual orientafion, where they

Awa re n e S S a n d ive, sociceconomic status or other socially determined circumstance.! Our community can be a place in
which aoll familes can afford the basics in life: where no child lives in poverty; where those wiho work
receive a wage that allows them to purchase healthy foods and pay the rent; where First Mations and
Métis people have greater seff-determination? and no longer face institulionalized racism; and where

a C k n OW I e d ge m e nt Of people Iving with mental health conditions are supported and not stigmatized.

Whilz | am encouraged by what we have achieved toward: making this vision a reality, we must

traditional lands and treaties o ot o ecle st P rerge rr s keady s ppt v

A Message from Dr. Cory Neudorf
Chief Medical Health Officer
Saskatoon Health Region

. . together as a community and build upon ow collective strengths. Saskafoon Healfh
Region's commitment fo
In reports a nd l l Ieetl ngS Health Equity-Integrated Health Status Reporting Better Health
. How will we know when positive changes hove cccured?® Soskatoon Improve population
— A S S et_ b a S e d a p p r‘o a C h I n Health Region's Public Health Olbservatory has significantly contributed health through health
to measuring the vision for health for over a decade fhrough health pramaonon, protecnon
. . . equity integrated health status reporfing and health disparity research. and disease prevention,
Gathedng and analyzing data and consulting with key stakehclders and collaborating with
balance Wlth dISCUSS|ng the about the health of ow population provide the Region and ifs pariners communities and
with important information that should in the short-term, create a different govemnmment

current challenges in order to e o e G O amaorty oo

Owver the coming months, in our Beffer Healfh for AN series, we wil

.
fl n d t h e Way fo rWa rd ! Hefond Colabonafing Cenie for Detenminants of Healfh. [2013). Let's falk: Heolth equity. Anfigonish, H: Hational Collaboraiing

Cantre FarDeElrnr\-clnh of Haaith, 81 Francis )Cn vier Uris eﬂd\-

2 The 2008 shotes bhat “Indigenous peoples have the ight to sl
detemminafon. By virue of Fhat right ey frealy deh:'mnz their poifica stotus and freely pursee: their economic, social and cuturdl
devalcpmant. indigancus paoples, in =xercisng their ight S self-defemrinafion, have the fght fo autenarmy or self-govemmentin
matters relafing o theirinternal and local affairs, as well as ways and mears for finandng their aulonomous funcions [Arfioles 3 and
4

http://www.communityview.ca/pdfs/2014_SHR_HSRMessage phasel.pdf




Campaigns

 Move from full reports every 4 years with
topical reports in between to regularly
updated data, regular mini reports with
periodic overview recommendations

* Presentations to Board, Intersectoral
committee, government, media (public)

e Better uptake by media, board, decision
makers, and media



Social marketing

Social media (twitter, blogs, youtube videos, websites),
advocacy, and letter writing to politicians, presentations to
policy committee of government

http://www.povertycosts.ca/

http://www.saskatoonpoverty2possibility.ca/

Target groups and content changed over time

Poverty Costs Saskatchewan:

J

A New Approach to Prosperity for Al

Authors: Charles Plante and Keisha Sharp



http://www.povertycosts.ca/
http://www.saskatoonpoverty2possibility.ca/

Results (in Health sector)



Health Care Equity Audits: E.g. Immunization

Figure 4.3: Two Year Old Coverage Rate for Rubella and Measles (Two Doses),
Saskatoon Health Region, 2003-2008

Measure Impact and Problem @0——= Core Neighbourhoods  J——l Non-CoreNeighbourhoods ~ A——4A Rural SHR
. . Low Immunisation rates
Amend intervention .
Core Neighbourhood
c
o8
0o
o5
§6
hE
i2
=

Core Neighbourhoods 454

678 669 683 122 740 760

747 133 7135 29 131 81.6

Lit Review Source: Saskatchewan Immunization Management System
Of evidence and

best practice

+Parent survey

Implement Phone based
reminder system for
parents
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Performance metrics with equity focus

DASHBOARD - FACT SHEET

IMMUNIZATION DISPARITY RATIO
MUMPS MEASLES RUBELLA (MMR)

What is being measured?

Equity is defined as providing care on basis of need not
influenced by personal characteristics and circumstance.
Immunization disparity can be expressed as a ratio
comparing the top socio-economic quintile to the bottom
quintile. In other words, this compares the wealthiest fifth of
our population to the poorest fifth.

The ratio is calculated by dividing the two year-old MMR
coverage rate in the top socio-economic quintile by the
coverage rate in the bottom quintile. A ratio equal to one
indicates equity while measures greater than one
indicate inequity.

Socio-economic quintiles are based on the Total Deprivation
Index. This includes income, employment, education and
social support indicators. It is calculated at the
Dissemination Area level geography for Saskatoon city only,
and cannot be utilized at present for rural SHR.

Immunization rates are calculated for populations in the top
and bottom quintiles - 20% of the population.

Why is it important?

SHR has a mandate to reduce disparities based on the
Federal Healthy Living Strategy. Health disparities make it
difficult for individuals and groups to participate fully in
society. Health disparities are also huge cost drivers which
are estimated to account for 20% of all healthcare
expenditures.

How are we doing?

The ideal disparity ratio is equal to 1.0, which indicates
equality between the upper and lower quintiles or socio-
economic groups of population (i.e. no gap). In SHR the
disparity ratio has been decreasing most rapidly since 2007.
This signals greater equity in immunization rates.

Our 2011-12 target was 1.16, and our Q4 ratio was 1.25. In
January 2012, we initiated a targeted pilot campaign to
address immunization rates in the lowest socioeconomic
neighbourhoods and it has been successful in immunizing
some of the hardest to reach families in Saskatoon. In 2012
-13, our Community Program Builders will continue to make
personal connections and reminders via home visits and
phone calls with the hardest to reach families and
neighbourhoods.

Disparity ratio between top quintile and bottom quintile,
MMR coverage rates by fiscal year and quarter 2002 - 2011
20 with 12 Quarter Trailing Average
1.8
4
g 16
8
2
T 14
12 1.25
2011-12
Target = 1.16
1.0
(SO S S~ U S~ S L~ S = S~ U < S~ = S~ R~ S < R o&d’c? P v & c>" oooo“‘c?’o”‘
&e’v&&@qﬁ@@&@we@@@@@@@@@@@@@@ T \03\0\" -
Turning 2 year and Quarter

Healthiest people, healthiest communities, exceptional service.




Figure 1: CIHI's New Health System Performance Measurement Framework
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Equity Gauge tool

SHR - Equity Ratings

Complex continuing care (Strategy) 74.4
CDM Annual Report 2011-12 (Report)
PHC and Rural Stabilization [A3)

Rural Health Strategy-2010 (Strategy)
Vulnerable pop with mental health (A3)
SHR Annual report 2009-10 (Report)
Health Promotion 2009 (Plan)

School Wellness Team 2011/2012 (Report)
ER Waits and Patient Flow [A3)

Health Bus Report 2011-2012 (Report)

PPH strategic plan (Plan)

Standardized TB Prevention and Conirol (A3)
KidsFirst Saskatoon (Summary)

Safety Alert System and Stop the Line (A3)
Physician and Staff Engagement (A3)
CHS Operational Flanning [A3)
Scheduling (A3)

CHS Construction [A3)

Infrastructure stabilization (A3)

Hand Hygiene [A3)

Patient Transport [A3)

Health records Annual Plan (Annual Plan)
Electronic Health Record for SHR (A3)
Public Health Observatory (Website)
Safety Management System [A3)

CHS Supplies (A3)

Hospice Project Plan (Plan)

Infection Prevention 2011-12 (Report)
Surgery [AJ)

Seniors A3 [A3)

Med Rec (A3)

CHS Technology Needs [A3)

Community Development (Website)
Budget Plan (A3)

Healthy workplace Cverview (Website)

T
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Integrating population health approaches
and equity into the system

- Health Promoting Hospitals, investment in community services and
prevention/promotion to improve flow -

......

-----
......




Applying a Health Equity Lens to
Healthcare Planning & Leadership

5 Bold Steps for Saskatoon Health Region

Invest in partnerships « Socio-demographic data collection on SDOH

Embed equity in Safety & Quality Improvement .
Aboriginal Health Summit

First Nations and Métis Health Strategy & Health Equity Forum

Equallty doesn’'t mean qu.llty



* Ql-equity in Hoshin planning

FIVE BOLD STEPS L Organizoriondl eciin aquty sategy
* Health in all policies

Recommendations for advancing health equity * Organizational leadership
in Saskatoon Health Region (2015-16)

* Ql- equity in all-of-government
approaches
e Partnerships to address social

Health Equit
quily Ill determinants of health

Culture

* QI - equity in Kaizen events

« Culturally safe services Equitable Intersectoral ' * Community-oriented services
* Client- and family-centred care Health Care Collaborations
* Health promoting hospitals Services ___,f"/ to Promote

e Ql-equity in KPO
* Representative workforce

. | Equity

il ! U=
e Ql- itvin “ 4 N ; * Representative client and
(l\?l)rﬂ?’(’qrﬂgrcs TC;L;Z ~ @VISION -~ \ fonEin advisory councils
visibility walls Knowledge "‘x . Health Skilled ¢ Culturally competent
 Heallth status reports for Health . Equity workforce
* System and community Equity = Equity 3 Champions
needs assessments Action 7 1

e Intervention evidence .
Position Statement

_ﬂf"d—___f______ _______-__"—h_
_#__,.-ﬂ" RTS e o . . C ___\_\_"‘--q_\_q_q_
o SUPPO Aboriginal Health Summit HAUE/VGE}“'%
We Ask Because We Care . Chanain
* SLT sponsorship . . 9 ’rg |
* KPO support Embed Equity in Quality Improvement SL?T?J?éZG lona
Cultural Competency & Cultural Safety Framework « Competing
priorities
@ BOLD STEPS
® VALUES

e Better Health e Befter Care * Better Value e Better Teams



WE ASK
BEGAUSE WE CARE.

What are we asking?

We are asking all patients who register at this hospital whether they
self-identify as First Nations or Métis.

You can choose not to answer this question.

Why are we asking?
Our goal is to make sure you have access to the highest quality of

healthcare that we can provide. The information you provide will:
¢ Tell us more about you and help us connect you with services

* Help us plan for services
* Help us improve the quality of care for all.

Who will ask this question? When? Where?

This question will be asked when you register for your appointment or
hospital stay at Registration Services. You will be asked this question when
the Registration Clerk verifies and updates your personal information, such
as your address, phone number, next of kin, and family physician.

What happens to the information we collect?

Your information may be seen by people in your ‘circle of care’ — your
doctors, nurses, health navigator, and others involved in your care — and
will be treated with the same respect and confidentiality as all the other

information you share as part of your care and treatment. For research,
program planning, and staff training purposes, the information will only be
available in ‘aggregate’ form; this means that your answers will be
grouped with other answers and there will be no way to identify you (no
name, address, or other identifying information).

How does this impact your health?

The project seeks to improve your care - and your health - by asking
questions that help us connect you to services, such as First Nations &
Métis Health Navigators and Cultural Support Workers. We also know that
sometimes people experience discrimination in healthcare, which can have
a negative effect on your health. We want to make sure that is not
happening here — and, if it is, we want to correct that.

"\
Sask
(asffggith BETTER EVERY DAY

. bettercare  betfer culus «
Region ' 4

You can choose not to answer this question.
Please ask to speak with the Registration Manager or contact
First Nations & Métis Health Services (306-655-0518) if you
have any questions or concerns.

better health « better care « better value « better teams

"“\%?/2"\9/“" BETTER EVERY DAY Eai"fggit\h

L

St.Paul's Hospital

WE ASK BECGAUSE WE CARE.

Saskatoon Health Region, 2016




Resources and tools

* From SHR Public Health Observatory:
— Health Care Equity Audit tool

— Health care equity audit guide
— Tackling the Barriers to Better Health For All
— Cultural Considerations

— Other health equity considerations

e http://www.communityview.ca/pdfs/2014 shr phase3
whatyoucando.pdf



http://www.communityview.ca/pdfs/2014_shr_phase3_whatyoucando.pdf
http://www.communityview.ca/pdfs/2014_shr_phase3_whatyoucando.pdf
http://www.communityview.ca/pdfs/2014_shr_phase3_whatyoucando.pdf
http://www.communityview.ca/pdfs/2014_shr_phase3_whatyoucando.pdf

Results (Intersectoral)

-Intersectoral Committee priority setting: Plan to end
homelessness, Poverty awareness campaigns by Poverty
Reduction Partnership, Poverty Costs campaign, Aboriginal
employment strategy, Early Childhood development strategy

-Increased public awareness of impact of poverty on health
and increased support for poverty reduction policies

-Increased municipal and regional investments in areas
highlighted in policy review (see report card of Saskatoon
Poverty Reduction Partnership)

-Municipal poverty reduction strategy

-Provincial Poverty Reduction Strategy advisory group report
and government response.



Policy Options and interventions

CONTACT US

B .o
P’ Saskatoon Poverty
0

»

Reduction Partnership

-

HOME PARTNERS IN ACTION COMMUNITY ACTION PLAN RESOURCES ACT NOw!

_IRE

BILL HOLDENET AL (2009). POLICY
COMMUNITY ACTIONPLAN REDUCTIONPOLICIES ANDPROGRAMS

SASKATCHEWAN.CANADIANCOUNCIL ON

Qui Soal SOCIALDEVELOPMENT
The Partnership’s main goal is to develop, implement and evaluate a Saskatoon Community Action Plan that: ‘ ‘ What:smxssmg [in S'askatchewan] at
this point in history is a common,
« reflects broad input and commitment from the community; comprehensive plan to provide focus
+ represents a broadened response from the community on poverty reduction; for the effort to eliminate poverty.

Innovative research, organizations,

+ reports on actions-to-date in key poverty reduction areas; progr . gand collaborationat the

+ articulates common set of priority actions to be taken based on gaps; and local level could be tied into a
« outlines a plan for ongoing monitoring and evaluation of community progress in reducing poverty. provincial plan to address poverty that
would include specific targets and

monitor progress over the long term.
The time for Saskatchewan to address

H : this problem has come, a time to
Saskatoon Community Action Plan to Reduce Poverty i aces the knowladles and
commitment of all the actors involved
The Saskatoon Community Action Plan will represent a synthesis of what we've heard from the community— in the issue, to ensure that the thriving

provincial economy works toward a
better future for all Saskatchewan

where there is support and agreement, where there are questions or concerns, and where there are gaps
between intention and action to reduce poverty. It will put forward a starting place for action, based on where
we are seeing common ground. The action plan will include:



Advisory Group on Poverty Reduction

* Composition

— 11 members: 5 from across government and six from
the community

— Recommended Vision: “We envision all of
Saskatchewan committing to actions that will reduce,
and ultimately eliminate, poverty in our communities”

— Recommended Target: “Using the 2012 Market Basket

Measure, the Province aims to reduce poverty in
Saskatchewan by 50% by the end of 2020”
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Figure 3. Percent of the population without a high school education by deprivation quintile in Saskatchewan
between 1976 and 2011 estimated using data from the Survey of Labour and Income Dynamics.



High Inequality (measured using ALCC)

DRD & DRR Change
No change

Prevalence Diabetes

Food Security

Injury

Moderate Inequality (measured using ALCC)

DRD & DRR Change
No change

Prevalence .
Chronic Stress

CHF
Fruit and Vegetable
Consumption

Low Inequality (measured using ALCC)

DRD & DRR Change
No change

Prevalence Mood Disorder

Mental Disorder

Smoking

Table 2. High, moderate, and low inequality measured using the area level concentration coefficient by prevalence,
by change in disparity rate ratio and disparity rate difference.



Recommendations

¢ 6 areas for initial fOCUS: ADVISORY GROUP ON POVERTY REDUCTION
— Income Security ‘
— Housing and homelessness

— Education and Training
— Employment
— Health and Food Security

http://www.saskatchewan.ca/government/news-and-media/2015/august/24/poverty-reduction-strategy



Saskatchewan Poverty Reduction
Strategy

* Government announced a poverty reduction
strategy based on these recommendations in
March 2016 during the provincial election.

* Results? Stay tuned! Continued monitoring of
this data and the impacts of implemented

policy decisions promised by the SPRP and
researchers.



Canadian Population Health Initiative &
Urban Public Health Network partnership

Reducing Gaps in Health - 2008

Reducing Gaps in Health
A Focus on Socio-Economic Status
in Urban Canada !

Canadian Population Health Initiative

Data communication lessons

 Same methodology used for all
member cities

* Central spokesperson for national
media, but simultaneous local
media interviews by all member
MHOs across the country on
same day

e Still one of the most accessed
national reports from CPHI ever.

e Served as catalyst for many more
cities’ work on health equity

https://secure.cihi.ca/free_products/Reducing_Gaps_in_Health_Report_ EN_081009.pdf



National health inequalities data

communication examples from Canada

Public Health Agency of Canada: 15t national report on
health inequalities post Rio declaration (www.phac-
aspc.gc.ca)

— 60+ indicators, crossectional analysis by 20+ stratifiers. National
level only, several measures of inequality: due fall 2016

Canadian Institute for Health Information (www.cihi.ca)

— 17 indicators by income quintile and gender, national and
regional/provincial, trend over 5 to 10 years, several measures

of inequality
Researcher reports and interagency studies
— More in depth analysis of specific topics for various levels of
geography
— E.g. Canadian Council on the SDOH (www.ccsdh.ca)

* “Communicating the Social Determinants of Health”
* “Maps to Inform Intersectoral Planning and Action”, and others



http://www.phac-aspc.gc.ca/
http://www.phac-aspc.gc.ca/
http://www.phac-aspc.gc.ca/
http://www.cihi.ca/
http://www.ccsdh.ca/

D S, ST, Canada
Evidence of the problem: the Pan-Canadian

Health Inequalities Reporting Initiative

Brings together data
for more than 70
health indicators...

...disaggregated by <« —

each of 13 social
stratifiers
meaningful to

y .
PROTECTING AND EMPOWERING CANADIANS % /
TO IMPROVE T HEUsRSFEANETH '



Bl oy, Ao Canada
The Health Inequalities Data Cube

I*I Government  Gouvernement T
of Canada du Canada earch Canada.ca E

Immigrafion « Travel Business v Benefits + Health + Taxes « More services v

L
I I l t‘ ! raCt I V‘ ! d ata Home - Health = Science. research & data - Public Health Infobase - Data Cubes - Health Inequalities
Health Inequalities Data Cube
Health inequalities refer to differences in health status between groups in society. These differences can

be due to biclogical factors, individual cheices, or chance, but public health evidence suggesis that
many are aftributable to the unequal distribution of the social and economic factors thatinfluence health

-
(e.g. income, education, employment, social supports) and exposure to societal conditions and
ava I a e environments largely beyond the control of the individuals concerned
In 2012, Canada, along with other World Health Organization Member States, endorsed the Rio

Political Declaration on Social Determinants of Health, pledging

ke action to promote health equity
(defined by the WHO as “the ahsence of avoidable or remediable differences among groups of people”).

L L
Strengthening the capacity to monitor and report on health inequalities was recognized as a critical
foundation for achieving meaningful progress towards this goal.
Map of Available Indicators

The Health Inequalities Data Cube supports Canada's pledges under the Rio Declaration. This
resource is a collaborative effort ofthe Public Health Agency of Canada, the Pan-Canadian Public
Health Network (PHN), Statistics Canada, and the Canadian Institute for Health Information, and builds

L -
E ;t r i l t I fl e rs ; on a set of indicators of health inequalities proposed by the PHN in 2010.
The Health Inequalities Data Cube contains data on indicators of health status and health determinants
stratified by a range of social and economic characteristics (i.e. social stratifiers) meaningful to health
equity. Indicators are grouped into twelve domains

* Allows users to rapidly
access health |nequa||t|es More Information

For more information about each indicator, click on the domains below:

data by topic and Health status

population of interest

# Mental Health / Suicide

# Self-Assessed Physical and Mental Health

Most data ava”able at # Disease / Health Condition
ath the national and sub- | et Determinene

# Health Behaviours

# Physical and Social Environment
# Working Conditions

# Health Care

# Social Protection

+ Social Inequities

— Early Childhood Development

Available
Indicator Details Source (Year) Method of Calculation Stratifiers

Children vulnerable in areas Data not yet available. Data not yet available. Data not yet available.

Details
of early development

PROTECTING AND EMPOWERING CANADIANS
TO IMPROVE THEIR HEALTH
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140 eh. mmARE ~ Canada
Health inequalities data to support policy and
planning

« Access to data and related reporting products can strengthen action on
health inequalities by addressing three questions:

For a given health Indicators for mental health and illness can help to assess whether
Issue, where are the Eg. inequalities are most pronounced by income, ethnicity/racial
greatest inequalities? background, Indigenous identity, sexual orientation, age, etc.

For which health
Examining inequalities data for Indigenous peoples or children (or

issue(s) do vulnerable - e o .

populations = visible minority groups, LGBT communities, etg.) can help tq direct
) S program and research resources to the health issues for which they

experience the experience the most disproportionate risk

greatest inequalities?

) Access to data can facilitate health equity integration by:
How can public health «Improving policy, program, and planning decisions

research, programs «Prioritizing science, intervention research, and surveillance
and services better » investments

*Supporting program evaluation, including relevance and
effectiveness for vulnerable populations
*Enabling monitoring of progress in reducing health inequalities

\/ \7%./ 9>
PROTECTING AND EMPOWERING CANADIANS m’

address health
inequalities?

TO IMPROVE THEIR HEALTH




How evidence can faclilitate targeted decision-
making on health issues
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Evidence of what works: equity-sensitive
Interventions

Public Health Agency of Canada .l

: : Canadian Best Canada
« Consolidates multiple S rachase Pl ,
S O u rC e S Of i n 'I:O rm ati O n ‘L‘“”Ldm Public Health Topics - Policy Issues - Learn More
to Offe r a “O n e Sto p Search results for 'all pages' (page 1)
S h O ” fo r h e a I th e Displaying search results 1 to 10 of approximately 18 articles
p o e E‘; @ Families and Schools Together (F&ST)

professionals and REDE =

_ rch

Categories Categories associated with best practice: Overview Families & Schools Together (F&ST) is a

= . group-based family program designed to strengthen the parent-child bond, family functioning and the
- Sk Refine your search family’s social networks, thereby reducing children’s emotional and behavioural difficulties. The program
takes ...
h t t It Site Section
OW 10 promote health . i

Date Issued: 6 May 2015

Categol Categories Categories associated with best practice: Overview The Family Thriving Program (FTP), a
child abuse prevention intervention, was designed as an add-on to the Healthy Start home visitation

program (rather than as a free-standing program). Home visitation programs involve the ...

SEHJ{

and prevent chronic
disease

¥ [ Special Characteristics
¥ Health Equity

LliCones Farm Stands in Low-Income Communities

19-24 |1 25-64)
-

S8

rry - Date Issued: 6 May 2015
» ] Population v D 58
Categories Categories associated with best practice: Overview The intervention involved introducing
e farm stands in communities with limited access to fresh and quality fruits and vegetables. One farm
Lad
Intervention Focus stand each was placed in two primarily urban, ethnically/racially diverse, low-income neighborhoods in ...

« Akey feature is its searchable database of interventions that have been
identified as:
« Best or promising practices
« Aboriginal Ways Tried and True
« NEW! Equity-sensitive interventions



TOWARD HEALTH EQUITY: A Practice Tool (condensed)

INTERVENTION DESIGN

INTERVENTION IMPLEMENTATION

1

s
"
&
g
9
[a]

2

4

MODERATING FACTORS
How people, settings and circumstances
influence implementation effectiveness

5

EQUITY SOCIAL ENGAGEMENT EQUITY
OBJECTIVES DETERMINANTS STRATEGIES TARGETING
Focus on conditions Identify intervention Reach and involve Target the intervention
that contribute to entry points to people in conditions to improve health
health inequity address health equity of disadvantage equity outcomes
Structure-based Socio-economic and
E Socio-economic, cultural, Political Context
- racial and institutional Public policy, governance,
E barriers/enablers societal values Intersectoral/Multisectoral Universal
= Socio-economic Status Public health working with Applies to all, but some
Education, income, other sectors may benefit more
d occupation People who Experience Proportionate Universal
a Disadvantage Applies to all, in proportion
N < Environment-based Mmri'al Circumstances Reaching those who may to level of disadvantage
zZ Exposure to Living, learning, b luded
) 'nﬁ_: health-promoting working conditions ARaREe Targeted within Universal
E 2 factors/ harmful Context-sensitive Applies to all, with additional
T S B sl Inclusive of gender benefits to disadvantaged
= and culture differences
% - Targeted
= At:juned to I<?ca| politics Direct benefits to
P ANCIeCONoMmICs disadvantaged only
Behaviour-based Individual-level
Psycho-social effects of Personal health practices
disadvantage on health



Trends in Health Inequality - 2015

Trends in Income-Related Health Inequalities
in Canada

Technical Report November 2015

Canadian Institute
% for Health Information
3 Institut nadi
Factors Influencing Health Ginformation sur la sants



CIHI report — Nov 2015

Figure 7: Individual After-Tax Income Inequality Measures (2011 Constant Canadian

Dollars), Canada, 1976 to 2011
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CIHI report 2015

Figure 35: Smoking Prevalence Rates, by Income Quintile, Canada, 2003 to 2013
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Communicating on the SDOH
(CCSDH report)

* Areport on general communications strategies to
use for effective communications on the social
determinants of health with the public and
various audiences

* Similar work from the USA funded by Robert
Wood Johnson Foundation

* Also discusses ways to talk about SDOH to various
audiences across various spectrums (age, gender,
political ideology, public vs private sector etc) by
focusing on deep metaphors in your society.



Communication on the SDOH

WHAT TO DO WHAT TO AVOID:

Use clear, plain language
Make issues tangible with analogies and stories

Break down and round numbers; place numbers in
context

Challenge conventional wisdom with
one unexpected fact

Use inclusive language (we, our, us)
Identify people by shared experiences

Prime your audience with a fact, image or story
they are likely to believe, based on their values,
interests and needs

Leave the audience with a memorable story or fact
that can be easily repeated

Use a conversational and familiar tone

Understand your audience—this includes
customizing your message by selecting
appropriate tools, approaches and information

Prepare your content and presentation

Focus on communicating one thing at a time

Technical language or jargon
Abstract concepts or terms

Complex numbers, or large numbers without any
context

Exhaustive documentation

Creating distance between groups (them, they)
Labeling people by group membership

Facts, images or stories that audiences may find
too contentious or extreme to be believable (even
if they are true)

Being forgettable

A clinical or academic tone

Assuming the same message will work for all
audiences

Speaking off the cuff

Trying to do too many things at once



Examples

e Politicians:

— “Elevator pitches”, public opinion polls, briefing notes,
small area data and maps of their constituency

* Health System Decision-makers:

— Drill-down health status reports, infographics; health
equity audits, health equity gauge; integration into
qguality improvement & performance monitoring;
position statement

 Public:

— Media campaigns (build from education about effects
of poverty/SDOH on health, policy changes that work,
costs of status quo and calls for action



What will you do?

* Small group exercise
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