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EXECUTIVE SUMMARY
The Ontario Public Health Standards Modernization lists health equity as one of its
foundational standards, meaning organizations should strive for providing all people with equal
opportunities for achieving good health. One tool for evaluating and planning organizational
actions in this regard is the Ministry of Health and Long-Term Care’s Health Equity Impact
Assessment, which is supported by a community of interest that is working to develop an
evidence base about the effectiveness of the tool while increasing its application in Ontario.1
All 36 PHUs were sent a survey asking about their experience with HEIA, and 29
responses were received. 24 of the participating units rated internal health equity as a priority
of 7 or higher on a scale of 1 to 10, meaning health equity is a relatively high priority, and based
on our findings, PHUs have taken a variety of actions to address it. All PHUs surveyed reported
an awareness of HEIA, and most (79.3%) of the surveyed PHUs have completed impact
assessments of some type in the past, including 19 (66%) that have used HEIA specifically.
There is a lot of variability in the amount of time and resources invested in HEIAs carried out in
PHUs, but there is some similarity in their purposes. All 19 HEIA-using PHUs have used HEIA to
address policies of PHUs themselves, while fewer (31.6%) were used to assess policies of other
organizations.
Generally, PHUs reported that HEIA served its purpose and was useful, with 68.4%
rating the tool as either “Useful” or “Very Useful” for identifying the potential harmful effects
of a policy, program or service. The most frequently reported facilitators of HEIA use were the
instructional workbook, information provided through the Ministry of Health and Long-Term
Care’s website, and the ease of access to HEIA materials. Barriers to using HEIA were similar
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among HEIA users and non-users, who agreed that the time commitment, the difficulty of use,
and the lack of human resources within their organization most often prevented the
implementation of the tool in PHUs.
The information gathered from this study can inform efforts of the Ministry of Health
and Long-Term Care and the HEIA “champion organizations”1 on how to increase the
application and effectiveness of HEIA among PHUs in Ontario. In particular, we find that PHUs
should be encouraged to apply the tool more often in collaboration with external partners
seeking to improve their impact on health equity, such as local governments. Addressing the
difficulty of use of the tool, the associated time commitment and providing more training
opportunities appear to be useful next steps for meeting PHU needs to increase their HEIA
uptake.
BACKGROUND
Health equity is a concept that has long been a central focus of international health
policy movements,2 which involves allowing every person the equal opportunity to attain the
highest possible state of health.3 Despite this overarching goal, we continue to see glaring
disparities in health between populations in Ontario, Canada. For example, lower income
Ontarians have a significantly lower life expectancy than their affluent counterparts.4
Additionally, although there have been decreases in cardiovascular disease incidence in the
general population of Ontario, there has been a continued increase in cardiovascular diseaserelated hospitalizations for Aboriginal people.5 Such differences are often shaped by the social
determinants of health, which are factors imposed upon Canadians by the context in which
they live. For example, health inequities in Ontario could be mitigated if all Ontarians had equal
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access to resources like dental care and prescription medication, affordable housing and food
security.
According to the Ontario Public Health Association (OPHA), policy makers, researchers,
governments, organizations and health practitioners should use impact assessment tools to
impact on provincial health equity patterns by analyzing policies and other initiatives of
relevant organizations.6 Impact assessments typically estimate the potential effects of existing
or impending initiatives taking place inside or outside of the health sector, with a focus on
improving the health-related potential of these initiatives by maximizing the positive impacts
and minimizing the negative consequences.7 One such tool with an explicit focus on health
equity outcomes is the Health Equity Impact Assessment (HEIA), which has been developed by
the Ministry of Health and Long Term Care (MOHLTC) in alliance with Public Health Ontario, and
is meant to be conducted within health systems.8
Although the HEIA tool was first released in 2011, there is currently little evidence about
the use, effectiveness and limitations of the HEIA tool across the province. This information is
imperative to making informed alterations and developing supplemental services to help
organizations apply it successfully. The MOHLTC established an HEIA Community of Interest
(CoI) in order to support the implementation of the HEIA and build a knowledge base on its
effectiveness in Ontario.1 The HEIA CoI involves collaboration between policy makers,
researchers, planners and service providers who share a common interest in advancing the
uptake and effectiveness of the tool as a way of fostering greater health equity in the province.
The 2017 Modernization of the Ontario Public Health Standards (OPHS) are currently
being developed, and they will apparently highlight health equity as a foundational standard.6
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This increases the imperative for local Public Health Units (PHUs) to act in ways that decrease
health inequities locally by identifying and planning for priority populations. The inclusion of the
health equity standard is especially relevant for PHUs as they are responsible for improving
community health through health promotion and disease prevention programs, and therefore,
directly influence the health of Ontarians .9 Thus, the HEIA tool may be particularly useful for
PHUs at this time as they work toward upholding this revised standard.

This study was undertaken with the collaboration of the HEIA CoI, whose members
provided support in both designing the study and recruiting participants. A primary objective of
this project was to inform the HEIA CoI on how to strengthen their support for the
implementation of the tool, specifically with PHUs. With information on where and how the
HEIA tool is being used in Ontario, both the CoI and the MOHLTC can work to improve the
frequency of its uptake by optimizing its accessibility and effectiveness. To accomplish these
objectives, this study aimed to understand rates of use and awareness of HEIA, purposes of
HEIA use, and the strengths and weaknesses of the HEIA tool based on the experiences of PHUs
that have implemented it. This information will contribute to addressing the knowledge gap
surrounding the use of impact assessments in Ontario PHUs, and suggestions can be made to
alter the tool and accompanying support systems provided by the HEIA CoI and the MOHLTC.

METHODOLOGY
Study Population and Sample Size
We sought to recruit individuals working at PHUs with knowledge of impact
assessments or other health equity actions within their respective units to complete the survey
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on behalf of each of the 36 PHUs. The study invitation was distributed through the alPHa-OPHA
Health Equity workgroup, the Social Determinants of Health Public Health Nurses workgroup,
the Council of Ontario Medical Officers of Health, and the York University Social Determinants
of Health list serve. Several members of the HEIA CoI simultaneously distributed the invitation,
as well. We received responses from 28 different PHUs, but two different branches of the same
PHU that participated in our study were treated separately due to their distinct geographic
locations and administrative structure; thus, the final sample included 29 responses.

Data Collection
An electronic survey was created using Qualtrics software. The survey consisted of a
series of 17 close-ended questions followed by one open-ended question. The survey
instructions encouraged respondents to communicate within their PHU to improve accuracy of
the responses. The questions focused on assessing: the level of prioritization of health equity
objectives, and the range of related activities; familiarity with and use of impact assessment
tools, including HEIA; strengths and weaknesses of the HEIA tool specifically; and the utility of
the HEIA tool to date. The open-ended question gave respondents the opportunity to include
feedback about the HEIA tool that they might not have been able to communicate through the
closed-ended questions (See Appendix A for the full survey).

Analysis
A descriptive analysis of the data was carried out using SPSS software in order to
generate summary statistics of the close-ended responses. Specifically, frequency statistics,
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measures of central tendency, and proportions were used since our data were primarily
nominal and ordinal. In cases of nominal survey questions in which “Other” was an option, the
accompanying descriptions included by participants were sorted into suitable categories as
seen fit. New categories were made if there were distinct answers that could not be sorted into
existing groups. Findings were clustered together to address the following areas of interest:
prioritization of health equity; the awareness and uptake of impact assessments; focuses of
HEIA use; facilitators and barriers to HEIA use; and HEIA utility.
Subsequent analysis compared responses using Statistics Canada’s 2007 peer groups,
which are classifications of the PHUs based on similarities in social and economic factors as
determined by reports of demographics, living conditions and working conditions in the Census
of Canada.10 The Ontario PHUs fall into six different peer groups that were subsequently
categorized as “Mainly Urban,” “Mainly Rural,” or “Urban/Rural Mixed” to create three groups.
Establishing this trichotomy increased the number of PHUs in each group, so differences
between groups would be more meaningful. Larger comparison groups also eliminated the
possibility that any PHU’s responses could be identifiable by peer group analysis. See Appendix
B for peer group classifications and characteristics.

RESULTS
Respondents
The Urban/Rural Mixed peer group had the lowest response rate of the three broad
PHU classifications (64.3%). Response rates were much higher in the Urban (88.9%) and Rural
peer groups (84.6%).
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Table 1: Response rate of Public Health Units, by Statistics Canada peer group
Peer Group
Urban

Response Rate
N* (%)
8 (88.9)

Urban/Rural Mixed

9 (64.3)

Rural

11 (84.6)

* Total N does not add up to 29 since two respondents were from unique branches of the same Public Health Unit.

Prioritization of Health Equity
On a scale from 1 to 10, the median rating of PHU’s prioritization of addressing health
equity through actions within their Units was 8.0, and 7.0 for addressing health equity outside
their Unit, in the region they serve. Within both of these measures, there is a bimodal
distribution in the frequencies of responses (Fig. 1, Fig. 2). Both the Urban and Rural groups had
a median rating of 8.0 for addressing health equity within their respective units, while the
Urban/Rural Mixed group had a median rating of 7.0 on the same scale. All three groups had a
median rating of 7.0 for their prioritization of addressing health equity outside their units.

Figure 1. Rating of PHU prioritization of health equity activities within the unit
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Figure 2. Rating of PHU prioritization of health equity activities outside of the unit

Participants reported on health equity-related activities that have taken place within
their PHUs. Of the 29 surveyed units, 26 (89.7%) have retrospectively assessed an existing
program, policy or service in their PHU. Other common actions taken toward health equity
were the improvement of service to a prevalent disadvantaged population in the region (75.9%)
and the formation of a health equity team (69.0%) (Fig. 3). The least frequently reported health
equity actions were increasing priority group input in the planning process (37.9%) and ensuring
cultural appropriateness of communications and service delivery (44.8%).
Figure 3. Number of PHUs reporting the specified health equity activities in their unit

ASSESSING HEIA IN ONTARIO PHUS

10

Awareness and Uptake
All of the 29 PHU participants are aware of the HEIA tool. 23 PHUs (79.3%) have used
some form of impact assessment to date, with 82.6% of these (i.e., 19 out of 23) having used
the HEIA tool specifically.
As shown in Table 2, the Urban group has the highest proportion of PHUs that have used
the HEIA (87.5%), while 75.0% of the Rural group and only 33.3% of Urban/Rural Mixed PHUs
are HEIA users. Note that while some PHUs have not used HEIA, they may have implemented
some other form of impact assessment tool.
Table 2: HEIA use, by Statistics Canada peer group
Peer Group
Urban

HEIA Used
N (%)
7 (87.9)

Urban/Rural Mixed

3 (33.3)*

Rural

9 (75.0)

*One PHU had an unknown status for HEIA use

How HEIA has been used in PHUs
Note that all results provided in this section are referring only to the PHUs that reported
use of the HEIA tool (N=19). There are three classifications of HEIA, depending on the amount
of time and resources dedicated to the assessment: Desktopi, Rapidii, and Comprehensiveiii.
i

Desktop Assessment – Information is gathered by the user from existing data and resources. The assessment is generally
completed within a few days.
ii

Rapid Assessment - More detailed and involves more outreach and sourcing of information. The assessment is generally
completed in a few weeks.
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Based on approximations by the 19 HEIA-using PHUs in this study, the median number of
Desktop assessments completed was 1, while the medians for both Rapid and Comprehensive
assessments were 0 (Table 3). Analyzing the number of Desktop assessments completed by the
PHUs demonstrates the amount of variation between Units (Fig. 4). For example, the number of
Desktop assessments completed ranges from 0 to 56, but 8 PHUs actually haven’t completed
any assessments in this category, and 13 Units have completed 3 or fewer.
Table 3: Median, range and mean values for each classification of completed HEIAs
Assessment Classification

Median (range)

Mean

Sum of all HEIAs completed by
participating PHUs

Desktop

1 (0-56)

6.6

118

Rapid

0 (0-2)

0.6

11

Comprehensive

0 (0-4)

0.3

6

Figure 4. Breakdown of Desktop Assessments completed by PHUs

iii

Comprehensive Assessment – Involves more extensive research such as community and sector consultation; typically used for
large scale, very complex projects. Complete assessment can take months.
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Of the three supplements that are currently available to complement the HEIA template
and workbook, 7 PHUs have not used any, while 12 PHUs have used the Public Health Unit
Supplement. None of the participating PHUs that are HEIA users have implemented the French
Language Services (FLS) Supplement or the Immigrant Populations Supplement.
All 19 PHUs have used the HEIA tool at least once to evaluate a program, policy or
service of their Unit, while only 6 (31.6%) of them also report using HEIA to assess an initiative
based outside of their PHU. The most common purpose for PHU implementation of the HEIA
was assessing an existing program, service or policy (78.9% of HEIA users), while the least
common was using the tool to ensure alignment and collaboration with projects and partners
(10.5%) (Fig. 5).
Figure 5. Number of PHUs reporting HEIA use for specific purposes

PHUs also reported the most common areas of focus of their HEIAs: income and social
status (68.4%); education and literacy (63.2%); and early life and childhood development
(57.9%) were the most popular areas of HEIA focus among these PHUs. Conversely, health
services (5.3%), race (21.1%) and Aboriginal status (26.3%) were the focus of HEIAs in the
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Figure 6. Areas of HEIA focus in participating PHUs

Facilitators and Barriers
Users of the HEIA identified a variety of factors that they found facilitated the process
within their unit. The most frequent responses included materials that are complementary to
the HEIA template, including the HEIA workbook (52.6%) and information made available
through the MOHLTC website (52.6%) (Fig. 7). Several HEIA users surveyed agreed that the
materials needed to carry out an assessment are also easy to gain access to (42.1%), and that
HEIA training, whether it was internal or external (through PHO, CAMH, or their PHU) was a
strong facilitating factor in the completion of their HEIA(s) (31.6%).
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Figure 7. Facilitators of HEIA use

The most common barrier to using the HEIA tool was difficulty of use (36.8%). Additionally,
PHUs reported that a lack of human resources (26.3%), the time commitment (26.3%), and a
lack of support from external sources (15.8%) are factors that prevent or minimize their HEIA
use (Fig. 8).
Figure 8. Barriers to HEIA use
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These barriers are similar to those faced by PHUs that are HEIA non-users that were
surveyed. Non-users most frequently reported a lack of human resources (32.0%), difficulty of
use (15.8%), the time commitment (21.3%), and having their own assessment tool (16.0%) as
reasons for not implementing HEIA (Fig. 9).

Figure 9. Reasons for lack of HEIA uptake as reported by non-users

HEIA Utility
Of the 19 surveyed HEIA users, 68.4% reported the tool was either “Useful” or “Very
useful” at identifying the potential harmful effects of a program, service or policy on health
equity in their Public Health Unit, while only 10.5% said the tool was “Moderately useful” for
the same purpose (Table 4). The remaining PHUs reported that they were unsure about the
utility of the HEIA tool for this purpose. 57.9% reported the tool was either “Useful” or “Very
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useful” at actually minimizing potential harmful effects of a program, service or policy, while
only 10.5% stated the tool was “Moderately” or “Slightly” useful, and the remaining 31.6%
were unsure of the tool’s utility for this purpose. Similarly, while 52.6% of HEIA users reported
the tool was either “Useful” or “Very useful” at maximizing the potential positive effects of a
program, service or policy, 10.5% believed it was “Moderately” or “Slightly” useful, and 36.8%
were unsure of the tool’s utility for this purpose.
Table 4: Usefulness of HEIA outcomes as rated by PHUs that have used the tool
HEIA
outcome

Not Useful

Slightly Useful

Moderately Useful

Useful

Very Useful

Utility Unknown

N(%)

N(%)

N(%)

N(%)

N(%)

N(%)

Total
Respondents

Identifying
effects
Minimizing
harmful
effects
Maximizing
potential
effects

-

-

2 (10.5)

3 (15.8)

4 (21.1)

15 (78.9)

-

1 (5.3)

1 (5.3)

10
(52.6)
8
(42.1)

3 (15.8)

6 (31.6)

13 (68.4)

-

1 (5.3)

1 (5.3)

9
(47.4)

1(5.3)

7 (36.8)

12 (63.2)

DISCUSSION
Ratings of the prioritization of addressing health equity were generally high among
PHUs that participated in this study, as demonstrated by the high median values. However, as
illustrated by the bimodal distributions in Figure 1 and Figure 2, there appears to be one group
of PHUs that prioritizes health equity, and another group that does not. This distinction
between PHUs may prompt the HEIA CoI to identify units that do not prioritize health equity,
and encourage them to be more conscious of it through the use of HEIA.
The actions reported on in Figure 3 were adapted from a list of purposes for the HEIA
tool, and PHUs were asked to specify the actions their unit has taken to address health equity
to date. While most of the PHUs surveyed reported having addressed health equity by

ASSESSING HEIA IN ONTARIO PHUS

17

retrospectively assessing programs or by better serving prevalent disadvantaged populations,
less than half of them have worked to ensure cultural appropriateness of communications and
service delivery, and fewer have increased priority group participation in the planning process.
The CoI may want to promote interest in using HEIA for the less prevalent actions by increasing
PHU proficiency in using the tool for these purposes. This could lead to an increase in uptake of
HEIA, while also supporting actions that are important for achieving health equity.
All PHUs surveyed know about the existence of the HEIA tool, meaning awareness is not
a barrier to its implementation; and the majority reported having used some form of impact
assessment tool, with the HEIA tool being the most common by far. This means that only a
minority of PHUs still need to be engaged to start using the HEIA tool. Since the Urban/Rural
Mixed group had the lowest proportion of HEIA users (33.3%), the CoI may want to target PHUs
that fall into this category and determine their needs to increase uptake (e.g., see Table 2).
The majority of HEIA-using PHUs identified in this study reported use of the Public
Health Unit HEIA Supplement, but had no history of using any other of the available
supplements. Since the French Language Services (FLS) and Immigrant Populations
Supplements could be very useful for HEIA completion in PHUs, it could be important to
demonstrate the value of these supplements, and how to effectively use them.
It is understandable that most HEIAs completed by PHUs fall into the Desktop category,
as it is the least time-consuming strategy. Very few Rapid and Comprehensive HEIAs have been
completed in comparison, so it may be beneficial to more clearly demonstrate the value of
using these approaches, while working to build capacity in PHUs for these approaches (e.g., by
demonstrating how to conduct them).
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When asked about reasons for implementing HEIA, the trend of responses was very
similar to PHUs’ actions for addressing health equity. The least common purpose for HEIA was
ensuring the PHU’s alignment and collaboration with projects or partners in or outside of their
unit. To complement this finding, only 6 of the 19 HEIA-using PHUs reported using the tool as a
part of an initiative outside of their units. These findings point to the potential for PHUs to work
with their local partners more often on health equity activities involving the HEIA tool. For
example, PHUs could serve in an advisory role to local governments by using HEIA to help plan
intersectoral action for health equity. This was an approach taken in Montérégie, Québec,
where the public health sector collaborated with municipal authorities to assess the value of
implementing health impact assessments (HIAs) to prospectively evaluate local policies.11 This
collaboration yielded positive outcomes as it was reported that the sectors had a better
understanding of each other’s responsibilities and were able to align their priorities.
Establishing a relationship such as this would also be in accordance with the Patients First
initiative of the OPHS Modernization, as it has the potential to foster coordinated and
integrated care to patients to ensure they receive the proper care from the most appropriate
provider.12 The CoI has an opportunity to be a part of this growth area if they act as partners to
PHUs and assist in engaging local governments.
HEIAs completed by the surveyed PHUs focused on a range of social determinants of
health, but few involved addressing health services, race, or Aboriginal concerns. Aboriginal
health issues, in particular, represent a long-term health equity concern.13 Since the OPHS
Modernization describes health equity as a foundational standard, PHUs should continue to be

ASSESSING HEIA IN ONTARIO PHUS

19

encouraged to use the HEIA tool, and to expand the range of social determinants being
addressed.
While the lack of CoI support was not reported as a barrier, only 2 PHUs stated that the
CoI was a facilitator of HEIA use. This could imply that while the CoI is capable of supporting
HEIA uptake, health institutions may not be fully aware of the role that the CoI could play in
their implementation of the tool. If PHUs were to enlist CoI support during their completion of
an HEIA, they may be able to overcome the barriers they often face during the assessment
process. For example, it may be beneficial if the CoI could arrange for training of first-time HEIA
users to familiarize them with the technical terminology and expectations of the assessment, or
subsequent training to increase proficiency and efficiency. These initiatives would address
stated concerns of PHU related to difficulties using the tool and the need to minimize time
commitment, while acknowledging their appreciation for HEIA training opportunities. This also
has the potential to encourage HEIA non-users to implement the tool, as the frequently
reported reasons for not using the tool are very similar to the tool’s barriers identified by PHUs
that have used it. It is important to note that the lack of human resources is one of the largest
barriers to HEIA use for both users and non-users, but is an organizational issue and not
something within the CoI’s control. This suggests that even after enhancements to the support
provided by the CoI, barriers to its implementation will remain.
The relatively high frequency of participants that rated their HEIA outcome(s) as
“Useful” or “Very useful” in multiple categories is encouraging because it means for those PHUs
that have implemented HEIA, the assessment process is often yielding its intended outcome.
However, there were several PHUs that were unsure of the impact their HEIA(s) had, which may
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reflect the difficulty many units had with surpassing the mitigation and monitoring stages of the
assessment. It would have been challenging for PHUs stuck at these stages to evaluate the
success of their actions if their mitigation plans were not sufficient. This identifies the need for
supports tailored to the mitigation and monitoring stages.
Although the response rate was high in this study, a limitation to this study is that we
did not receive feedback from all 36 Ontario PHUs. The results from the 29 participants,
therefore, should not be generalized to represent all PHUs. Additionally, responses came from
one employee in each unit, so there may have been some variability in our findings depending
on the experience and responsibilities of whomever ultimately completed the survey. To
counter this concern, we encouraged collaboration amongst employees to ensure accuracy of
responses.
The aim of this study was to address the knowledge gap regarding the use of the HEIA
tool in Ontario PHUs. Our findings have shown that all PHUs are aware of HEIA, most units have
implemented it themselves for a variety of purposes, and there have been positive outcomes
from the use of the tool. This study also identified several areas for growth for HEIA; taking
advantage of training and support opportunities to help minimize barriers to HEIA
implementation for PHUs will be an important task moving forward. Further research in this
area should aim to collect a full sample of all PHUs, or explore HEIA use in other institutions in
the health sector.
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Your Public Health Unit (PHU) is invited to participate in a research study. The purpose of this study is to get a better understanding of how the Health Equity
Impact Assessment (HEIA) tool has been used in Ontario PHUs to date, and to identify the strengths and weaknesses of the tool. By doing so, we will be able
to inform how the HEIA Community of Interest can better support the implementation of the tool. This study is based at Wilfrid Laurier University and is not
affiliated with the Ministry of Health and LongTerm Care (MOHLTC).
INFORMATION
This study includes a survey containing a series of 17 closeended questions followed by an opportunity for more openended feedback. Questions focus on
assessing: how your PHU is currently working on health equity issues; familiarity with and use of impact assessment tools; strengths and weaknesses of the
HEIA tool specifically; and the utility of the HEIA tool to date. The survey will take approximately 15 minutes to complete.
Our goal is to receive a completed survey from every PHU in the Province. To ensure the accuracy of information, please consider consulting all persons with
knowledge of relevant activities within your PHU, including managers, before submitting the survey.
CONFIDENTIALITY
Completed surveys will be stored in a passwordprotected electronic database at Wilfrid Laurier University. For the purposes of analysis, the database will be
deidentified by assigning a generic identification code to your survey and removing all personal information (i.e., participant name and PHU affiliation). A linking
file containing this personal information and the identification code will be stored in a separate passwordprotected file on an encrypted hard drive and kept in a
locked cabinet in K. Shankardass’ office at Wilfrid Laurier University. Only C. Thomson and K. Shankardass will have access to deidentified data and the
linking file. Participant names and associated PHUs will not be identified in the release of study findings. Study findings will be reported as descriptive statistics
summarizing responses from all 36 PHUs anonymously with some stratification by PHUs in urban, rural and mixed settings. Therefore, there is no risk of any
single PHU being identified in the study findings.
Responses will be retained for three years after the completion of the study to facilitate analysis and publication of findings, including an undergraduate thesis
poster presentation and peerreviewed journal articles. All data will be destroyed by K. Shankardass on or before April 15, 2020.
RISKS
As an employee of the MOHLTC, you may feel uncomfortable evaluating the HEIA tool as it was developed by the MOHLTC. Please note that the MOHLTC is
not an investigator on this study, and will not have access to deidentified data. K. Shankardass is a member of the HEIA Community of Interest; however, other
members of this group will not have access to deidentified data. Only summarized findings will be released to the HEIA Community of Interest and other
audiences; individuals completing the survey and the identity of specific PHUs will not be identified in the release of the study findings.
BENEFITS
Participants in this project will contribute to improving the resources and support for using the HEIA tool provided by the HEIA Community of Interest, which can
improve the implementation of the tool in PHUs. This has the potential to improve health equity planning within PHUs, which can thereby improve health equity
in the Ontario population.
CONTACT
If you have questions at any time about the study or the procedures, you may contact the researcher, Catherine Thomson, at thom4140@mylaurier.ca and 905
9336488, or her supervisor, Ketan Shankardass, at kshankardass@wlu.ca and 5198840710 (ext. 4316).
This project has been reviewed and approved by the University Research Ethics Board (which receives funding from the Research Support Fund). If you feel
you have not been treated according to the descriptions in this form, or your rights as a participant in research have been violated during the course of this
project, you may contact Dr. Robert Basso, Chair, University Research Ethics Board, Wilfrid Laurier University, (519) 8840710 x4994 or rbasso@wlu.ca
PARTICIPATION
Your participation in this study is voluntary; you may decline to participate without penalty. If you decide to participate, you may withdraw from the study at any
time without penalty and without loss of benefits to which you are otherwise entitled. If you withdraw from the study, every attempt will be made to remove your
data from the study, and have it destroyed. You have the right to omit any question(s)/procedure(s) you choose.
FEEDBACK AND PUBLICATION
The findings of this study will be shared in an undergraduate thesis poster presentation and may be published in a peerreviewed journal at a later date. A
report of the findings will also be sent to the HEIA Community of Interest as they are a knowledge user partner on this study. You may obtain information about
the results of this research after it is completed by contacting the researchers directly.
CONSENT
I have read and understand the above information. I AGREE to participate in this study.
I have read and understand the above information. I DO NOT AGREE to participate in this study.

This project aims to broaden our knowledge base on the use of the Health Equity Impact Assessment tool in Ontario Public Health Units.
Health Equity refers to the attainment of the highest level of health for all people. It involves taking steps to ensure everyone has full and equal access to
opportunities for good health.
The MOHLTC developed the Health Equity Impact Assessment (HEIA), which is a tool used to evaluate and regulate the potential effects of a program,
service or policy on health equity, either prospectively or retrospectively. The HEIA tool can be used by any organization whose work may impact the health of

https://co1.qualtrics.com/ControlPanel/Ajax.php?action=GetSurveyPrintPreview
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APPENDIX B: Peer Groups
Table 1. Ontario Public Health Units by Peer Group
Peer Group

Health Unit

Brant County Health Unit
City of Hamilton Health Unit
Hastings and Prince Edward Counties Health Unit
Chatham-Kent Health Unit
Peer Group A:
Kingston, Frontenac and Lennox and Addington Health Unit
Urban/Rural Mix
Lambton Health Unit
Middlesex-London Health Unit
Niagara Regional Area Health Unit
Peterborough County-City Health Unit
Durham Regional Health Unit
Halton Regional Health Unit
City of Ottawa Health Unit
Peer Group B:
Peel Regional Health Unit
Urban Centres
Waterloo Health Unit
Wellington-Dufferin-Guelph Health Unit
Windsor-Essex County Health Unit
York Regional Health Unit
The District of Algoma Health Unit
North Bay Parry Sound District Health Unit
Peer Group C:
Sudbury and District Health Unit
Sparsely Populated Urban-Rural Mix
Thunder Bay District Health Unit
Timiskaming Health Unit
Elgin-St. Thomas Health Unit
Grey Bruce Health Unit
Haldimand-Norfolk Health Unit
Haliburton, Kawartha, Pine Ridge District Health Unit
Huron County Health Unit
Peer Group E:
Leeds, Grenville and Lanark District Health Unit
Mainly Rural
Oxford County Health Unit
Perth District Health Unit
Renfrew County and District Health Unit
The Eastern Ontario Health Unit
Simcoe Muskoka District Health Unit
Peer Group G:
City of Toronto Health Unit
Metro Centre
Peer Group H:
Northwestern Health Unit
Rural Northern Regions
Porcupine Health Unit
Statistics Canada. Health Indicators. 82-221-X., no. 1. Health regions and peer groups. Ottawa,
Ont.: Minister of Industry; 2008.
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Table 2. Characteristics of Peer Groups
Peer
group
A

B

C

D

E

F

G

H

I

Principal characteristics
Urban-rural mix from coast to coast
Average percentage of Aboriginal population
Low male population
Slow population growth from 1996 to 2001
Mainly urban centres with moderately high population density
Low percentage of government transfer income
Rapid population growth from 1996 to 2001
Sparsely populated urban-rural mix from coast to coast
Average percentage of Aboriginal population
Negative population growth
Rural regions mainly in the central Prairies
Moderate Aboriginal population
Moderately high percentage of government transfer income
Almost equal numbers of men and women
Negative population growth
Mainly rural regions in Quebec, Ontario and the Prairies
High proportion of people recently moved to or within these regions since 1996
Average percentage of Aboriginal population
Moderate population growth
Northern and remote regions
Very high Aboriginal population
Moderately high percentage of government transfer income
Slightly higher male population
Moderate population growth
Largest metro centres with an average population density of 3,934 people per square
kilometre
Low Aboriginal population
Moderate percentage of government transfer income
High female population
Rural northern regions
High Aboriginal population
High male population
Negative population growth
Mainly rural Eastern regions
Very high percentage of government transfer income
Negative population growth
Low percentage of people having moved to or within these regions since 1996

Statistics Canada. Health Indicators. 82-221-X., no. 1. Health regions and peer groups. Ottawa, Ont.:
Minister of Industry; 2008.
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Table 3. Peer group classification into broad categories used in this study
Broad Classification
Urban
Urban/Rural Mixed
Rural

Peer Groups included
B: Urban Centres
G: Metro Centres
A: Urban/Rural Mix
C: Sparsely-Populated Urban/Rural Mix
E: Mainly Rural
H: Rural Northern Regions
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