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Introduction 

• The problem: 
 Growing health inequities within and between 

countries worldwide (OECD report, CSDH report) 
-40 year life expectancy gap between Canada and 

some sub-Saharan African countries 
-6 to 10 year life expectancy gap between different 

groups within Canada (Aboriginal vs. non-Aboriginal) 
-Even in Montreal, those in the highest SES quintile live 

on average 10 years longer than those in the poorest 
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Introduction 

• Why does this matter at St Mary’s? 
 Cote des Neiges ranks among the most 

multicultural communities in Canada 
-Population of over 130,000 people, of which almost 

two thirds are immigrants born outside of Canada 
- Interconnected health and social problems are very 

common, including issues relating to unemployment, 
low income, food insecurity, substandard housing, 
discrimination, barriers to accessing health care, etc. 
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Introduction 

• But what can we do about this? 
 Although many of the social factors that 

contribute to poor health and health inequities lie 
outside the health sector requiring greater 
intersectoral action, health systems can 
nonetheless play an important role in promoting 
health equity 

6 



Introduction 

• What difference will it make? 
 It is unsustainable for health systems to continue 

“putting on band-aids” while the upstream causes 
of ill-health remain unaddressed 
 Currently, there are missed opportunities for 

prevention and for more patient-centered care 
-Fewer unnecessary repeat visits for recurrent health 

problems that are due to ongoing social problems 
-Addressing the social causes means considering the 

“whole patient,” not just managing the symptoms 
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Introduction 

• Ok, but how can we do this? 
 Lack of guidance for frontline health workers 
 Multiple constraints (time, resources, etc.) 
 Need to empower health workers 

-Make explicit that this is part of their mandate 
-Provide the knowledge and skills to take action 
-Culture change in how we approach health problems 

8 



Objectives 

• To develop a health equity guide for frontline 
health workers that provides practical 
guidance on how to address the social 
causes of poor health, while taking into 
account the realities faced by already over-
stretched frontline health workers 
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Methods 

• Development of the health equity guide 
 Iterative process with 7 phases: 

1. Theoretical framework 
2. Environmental scan 
3. Qualitative research 
4. Consensus conference 1 
5. Piloting and testing in different contexts 
6. Consensus conference 2 
7. Roll out and scale up 
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Methods 

1. Theoretical framework 
 Goal:  

- To provide a theoretical underpinning and overarching 
structure for the health equity guide 

 Approach:  
- Internal consultations with experts and knowledge 

users within the international research collaboration 
- Using a child labour case study to develop an initial 

prototype of the theoretical framework  
- Identifying and synthesizing existing frameworks 

related to addressing the social causes of poor health 
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Methods 

2. Environmental scan 
 Goal: 

- To identify existing health equity toolkits and other 
resources for frontline health workers  

 Approach: 
- PubMed searches 
- Google searches 
- Hand searching relevant journals 
- Snowball technique 
- Discussions with key informants 
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Methods 

3. Qualitative research 
 Goal: 

- To inform the content and delivery of the health equity 
guide based on the views of various stakeholders 

 Approach: 
- 15 in-depth interviews per country (60 total) 

• One third vulnerable population (i.e. child labourers) 
• One third frontline health workers (i.e. formal and informal) 
• One third other stakeholders (i.e. community leaders, etc.) 

- Hybrid thematic analysis - deductive / inductive  
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Methods 

4. Consensus conference 1 
 Goal: 

- To agree upon and finalize the contents and mode of 
delivery of the health equity guide version 1.0 

 Approach: 
- International meeting of researchers and knowledge 

users  to be held in Montreal July 24-26, 2012 
- Modified Delphi technique to gain agreement upon 

components of the guide using “dotmocracy” to 
facilitate discussion http://www.dotmocracy.org/steps  
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Methods 

5. Piloting and testing 
 Goal: 

- To revise and finalize the guide and to determine the 
impact of the guide proximal and distal outcomes 

 Approach: 
- Qualitative study with health workers to determine the 

utility of the guide, what could be improved, etc. 
- Cluster randomized controlled trial to measure how 

the guide influences health and social outcomes 
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Methods 

6. Consensus conference 2 
 Goal: 

- To agree upon and finalize the contents and mode of 
delivery of the health equity guide final version 

 Approach: 
- International meeting of researchers and knowledge 

users  to be held in Montreal in 2014 
- Modified Delphi technique to gain agreement upon 

components of the guide using “dotmocracy” to 
facilitate discussion http://www.dotmocracy.org/steps  

 16 

http://www.dotmocracy.org/steps


Methods 

7. Roll out and scale up 
 Goal: 

- To maximize uptake and impact of the health equity 
guide in improving health and reducing inequities 

 Approach: 
- Mobilizing knowledge users in disseminating and 

promoting uptake and use of the guide 
• Nationally and Globally 

⇢ CMA, Ministries of Health, UNICEF, WHO, ILO, etc. 
• Using a variety of approaches 

⇢ Integrating into curricula, dedicated CME, etc.  
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Results 

• Progress to date 
 Phase 1 now complete 
 Phases 2-4 in progress, completed August 2012 
 Phases 5-7 over the next 2 years 
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Results 

1. Theoretical framework 
 Initial prototype based on internal consultations 
 Identifying and synthesizing existing frameworks 
 Theoretical framework 

- Deductive frame for the qualitative analysis 
- Structure the content of the health equity guide 
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Results 

• Initial prototype 
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Results 

• Synthesis of existing frameworks 
 1) Ottawa Charter 
 2) Hamilton and Bhatti “cube”  
 3) Oxford Multi-dimensional Poverty Index  
 4) SAFE model for child protection 
 5) Community oriented primary care cycle  
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Results 
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Results 

• Theoretical framework 
 2 main dimensions 

1) What are the social causes of poor health that need 
to be addressed?  

2) What can frontline health workers do to address the 
social causes of poor health?  
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Results 

• What are the social causes of poor health? 
 

- The basic necessities 
• Housing, water and sanitation, food security… 

- Livelihoods 
• Education opportunities, working conditions, steady income… 

- Family and social support 
• Loving and supporting relationships, family integrity, stable social 

networks… 
- Health care and social protection 

• Health services, child care and family support, income protection… 
- Respect for human rights 

• Social justice and equity, gender equality, freedom from violence, abuse 
and exploitation… 

 
24 



Results 

• What can frontline health workers do? 
 

- Individuals and families 
• Ask, listen, care, educate, intervene, refer to social support… 

-Communities 
• Document, communicate, encourage community mobilization… 

-Society 
• Partner with researchers, advocate for larger social change… 

⇢Intersectoral action 
⇢Health in all policies 
⇢Supportive environments for health 
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Discussion 

• The health equity guide will assist frontline 
health workers in addressing the social causes 
of poor health rather than “putting on band aids” 
 knowledge  
 skills   

• This will to contribute to:  
 improving patient outcomes 
 tackling health inequities in the broader population 
 reducing the burden on health workers / systems 
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Discussion 

• Next steps 
 Phases 2-4 

2. Environmental scan 
3. Qualitative research 
4. Consensus conference 1 
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