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Agenda

• Why Equity Data Collection in Toronto Central LHIN
• Measuring Health Equity Journey – Where, How

• Progress to Date 

• Use of Data

• Lessons Learned 
• Ethical and Governance Considerations
• Questions
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Background on Measuring Health Equity in 
Toronto Central LHIN
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The Need for Health Equity in Toronto Central LHIN: Our Unique 
Population
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• Population of ~ 1.4 million (2019) in 73 
neighbourhoods

• Most diverse patient population in the 
province

• Age, gender, income, immigrants, 
languages, race/ethnicity, chronic 
conditions, sexual orientation, homeless, 
uninsured

• High population growth in some areas
• Over 170 health service providers (HSPs), 

~ 200 programs
• High inflow of patients from neighbouring 

regions and province

Presenter
Presentation Notes
Reasons they can use to identify their vulnerable populationsBecause of our diverse population, Toronto Region has always included Equity in our Strategic Plan. The vision is that All residents have equitable, quality-driven care while maintaining a focus on a sustainable healthcare system. We collect equity data to help us achieve this vision.



Equity Data Collection

• Data collection is an important tool in challenging inequity. 

• Ethically used, the data should create pathways to better health for all.

• If data collection doesn't lead to better health for impacted communities, these 
processes are not beneficial. The goal of data collection is to support data-
driven action and accountability.

• Many issues, including historical misuse of data, surveillance, privacy, and lack of 
access for the communities whose data are collected. 

• Even where data is currently collected, movement has been slow and there has 
been no meaningful improvement to Black or Indigenous life.
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Standardized Equity Data Collection in the Province

Note: patient participation in all questionnaires/surveys is voluntary

Community Health Centres
and Hospitals 

• Measuring Health Equity 
project

• Since 2012
• First in Canada

Community Mental Health 
& Addictions

• Ontario Perception Of Care 
(OPOC) survey

• Ontario Common 
Assessment of Need 
(OCAN)

City of Toronto, 
United Way, 

Toronto Central LHIN 
• Social Identity Data 

Project – 2019/20
• Pilot in multi-sectoral 

agencies

Research Studies

• Screening for Poverty And 
Related social determinants 
and intervening to improve 
Knowledge of and links to
resources (SPARK) Study

Research

Toronto Police

• Toronto Police Service 
Race-Based Data 
Collection Strategy – since 
2017

COVID-19

• Provincial mandate for 
socio-demographic data 
collection from confirmed 
COVID-19 cases - 2020
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Presenter
Presentation Notes
This is the current landscape of equity data collection in the Province.Several sectors collecting equity data in the Toronto Central LHIN and the City. Have expanded with COVID-19 pandemic – where the public health units are collecting Indigenous identity, Race, income, and number of people in household



How does Measuring Health Equity impact care and planning?
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Measuring Health Equity allows us to improve patient care at three distinct levels of health 
service delivery and planning: 

At the point of access: Asking the socio-demographic questions allows the 
provider to quickly flag patient characteristics that may impact care delivery 
and planning (e.g., self-identified gender, language)

At a health service provider level: Aggregated to the provider level, socio-
demographic data may flag unrecognized and emerging needs or populations 
that may require additional or customized support in their care delivery 

At a system level: Looking at results across a geography, this data may 
illuminate gaps in service specific to local regions or smaller areas (which 
may not be a challenge across the broader LHIN), or link patient population 
characteristics to utilization in new ways and measure disparities in service 
outcomes across equity seeking groups



Progress to Date of Equity Data Collection 
Across Toronto Central LHIN Hospitals and 
Community Health Centres (CHCs)
2018/19
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The 8 Toronto Central LHIN Demographic Questions

Spoken 
Language

What language do you feel most comfortable speaking in with your healthcare provider? (check 
one only)

Born in 
Canada

Were you born in Canada? If ‘no’, what year did you arrive?

Race/Ethnicity Which of the following best describes your racial or ethnic group? (check one only)

Disabilities Do you have any of the following? (check all that apply)

Gender What is your gender?

Sexual 
Orientation

What is your sexual orientation?

Income What was your total family income before taxes last year?
How many people does this income support?
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Presenter
Presentation Notes
- 8 Mandated questionsSlight variation in CHC vs hospital questionnaireSurvey was translated in French and the top 10 languages spoken in the GTA



History of Measuring Health Equity in Toronto Central 
LHIN

2009-2012 2012-2014 2014-2015 2015-2016 2016-2018

“We Ask 
Because We 

Care” Research 
Report

Implement Data 
Collections: 16 Hospitals

Sinai Supporting  to 
Implement and Develop 

Resources

Improve Data 
Quality

Build Capacity for 
Data Use

Analyze & 
Submit Data & 

Use Data

2018-2019

Expansion of Data Use, 
Analysis, Stratification & 
Hospital submission to 

ICES

Home & Community Care 
Pilot
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• Mandated sociodemographic data collection from patients/clients in 16 hospitals and 16 CHCs
• First Canadian effort to standardize data collection in hospitals and across multiple sectors
• Internationally unique in scope of questions

MOH Race Based 
Data Collection

COVID-19

2019-2020

Learn & Expand
for Hospitals

Add 16 CHCs

Develop Child and Youth 
Equity Questionnaire

Presenter
Presentation Notes
2009-2012 The Tri-Hospital + TPH Health Equity Data Collection Research Project Report: Provided an evidence-based tool for data collection and was a collaborative effort between St Mike’s, SMH, CAMH, and TPH. Initial Implementation: We went out to all 17 hospitals, met with CEOs, did staff training, developed online guide. We collaborated on data collection in CHCs to ensure we have a CHC-specific approach. Met with all 17 EDs and their teams, started training their staff2012-2014 17 Hospitals plan roll-out for April 2013, 16 CHCs come on board: Build the foundations of data collection in hospitals. Involved meeting with leadership, training, building IT infrastructure, change management.2014-2015 Build on experiences in first year of data collection: Hospitals adjusted and did some changes based on lessons from the first year (e.g. moved away from using volunteers to collect the data). CHCs came on board through a pilot to test the questions and methods. This fit with the evidence-based approach the project has been committed to. Many started small and began expansion2015-2016 Continue expanding and start looking at data quality : Focus on examining the data and educating staff and project leads on data quality principles. Expansion has continued too.2016-2017 Increase scope of the project to include data reporting and use:  A real shift into data use on all levels- clinical (i.e. use it to influence interactions with patients/clients), organizational (e.g. stratification), system (e.g. ICES)2017-2018 Analyzing and Submitting DataWe Ask Because We Care: Develop evidence based tool for Toronto context. 4 year process among four organizations: Mount Sinai Hospital (MSH), St. Michael’s Hospital (SMH), the Centre for Addiction and Mental Health (CAMH) and Toronto Public Health (TPH). Through the development and pilot project trial of a socio-demographic questionnaire with a participation rate of over 80%, a set of eight questions and three optional questions is being recommended for wide-scale implementation. The organizations aimed to answer three key questions: What are the best methods to collect patient demographic data? What questions are most effective for capturing useful data while maximizing comfort of both staff and patients? What is the relationship between demographic factors (e.g., language, disability, etc.) and self-reported health?2019-2020 – Ministry of Health Mandated collection of race based data



Activities to Support Demographic Data Collection

TRAINING
• Over 700 data collectors & staff trained
• E-Learning module
• Train the trainer program
• Shadow data collectors

VISITS & CONSULTATIONS
• Consultations on implementing data collection
• Yearly visits to assess progress and identify 

needs
• Discussions with senior management

WORKSHOPS AND SYMPOSIA
• Workshops on Assessing Data Quality; 

Expanding Data Collection and Use
• Annual symposia
• Events to share learning & experiences

COMMUNICATION & ENGAGEMENT
• Brochures, posters, staff scripts
• Questions & brochure in 11 languages
• Patient education campaign

MONITORING & ACCOUNTABILITY 
• Monitoring progress through bi-annual 

reporting on accountability agreements

WEBSITE 
• Online data collection guide, tools, 

training modules, references and 
research, event presentations, all 
project materials

Toronto Health Equity Website
http://torontohealthequity.ca/
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Presenter
Presentation Notes
Activities undertaken by Sinai Health System Equity team to engrain and support organizations to implement equity data collectionWebsite still active and freely accessible to anyone

http://torontohealthequity.ca/


Equity Data Collection Participation Rates for Hospitals and 
Community Health Centres, 2019/20
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* Percentage of eligible patients who were approached to fill out the demographic (health equity) questions and provided 
their information.

13 Hospitals
Emergency departments, inpatient 
units (acute, rehab, complex care, 

mental health, palliative), 
specialized units, family health 

teams, outpatient clinics, operating
rooms, medical imaging

16 Community Health 
Centres (CHCs)

New and active clients, group 
patients

Total participants 331,998 54,427
Participation rates*  

Range across organizations 4% to 100% 52.6% to 91.7%
75% and over 2 12
50% - 75% 2 4
Below 50% 9 0

Presenter
Presentation Notes
The LHIN has been monitoring progress of equity data collection for hospitals and CHCs We have seen increasing numbers of patients participating in the survey and providing data. However, there is varied success among our providers



How Hospitals & CHCs are Using the Data

• Hospitals and CHCs have patient demographic dashboards and share them with boards, 
senior management, data collectors

• Identify the racial/ethnic profile of clients and tailor or develop programs to meet their needs
• Identify characteristics of service users who access Emergency Departments more 

frequently 

Analyze/Profile who is being served

• CHC stratified breast cancer screening rates. Middle Eastern women received significantly 
lower rates of screening.

• Stratified FIM (Functional Independence Measure) scores at admission and discharge. 
Stratified by language and race/ethnicity (Westpark Health Centre)

Stratify indicators
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How Hospitals & CHCs are Using the Data

• Include demographic data collection target in QIPs (Michael Garron Hospital)
• Include demographic data collection and indicator stratification in QIPs (Sinai Health System) 

Build into Quality Improvement Plans (QIPs)

• Use racial/ethnic response to discuss diets with pregnant patients (Mount Sinai Hospital)
• Identify language /interpretation needs
• Provide clinicians with access to demographic data on electronic charts (St Michael’s 

Hospital) 
• Use “income” to consult on dietary needs and provide tokens for women to access services.

(Women’s Health in Women’s Hands) 

Inform clinical care
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Exploring Intersectionality 

Spoken Language

Race/Ethnicity

Born in Canada

Disabilities

Sexual Orientation

Gender

Income

15

Presenter
Presentation Notes
The breadth of data being collected opens up potential for intersectional analysis



System Analysis and Use of Hospital 
Equity Data in Toronto Central LHIN
Results from ICES AHRQ Project 2016 0900 839 000 – Hospital Equity Data Analysis

This study was supported by ICES, which is funded by the Ontario Ministry of Health 
(MOH).The opinions, results and conclusions are those of the authors and are independent 
from the funding source. No endorsement by ICES or the Ontario MOH is intended or should 
be inferred. 

Parts of this material are based on data and information compiled and provided by Canadian 
Institute for Health Information (CIHI). However, the analyses, conclusions, opinions and 
statements expressed herein are those of the author, and not necessarily those of CIHI.
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Overall ICES Methodology and Participation

• Inclusion: Patients who visited the 8 hospitals from April 2013 to July 
2015

• Linked to health administrative databases to look at:
• the quality of data submitted and their responses
• their comorbidities
• their health care utilization from July 31, 2015 to July 31, 2016 
• key system indicators – ED length of stay, repeat ED visits, 

inpatient stays, readmissions, ALC, discharge follow up

• 102,242 total patients in linked cohort

 First comprehensive analysis of linked system equity data in 
Ontario 

• Hospital patient contribution varied considerably  may affect indicator 
results 17

Source: ICES AHRQ Project 2016 0900 839 000

Presenter
Presentation Notes
Because of what we did on slide 5…this data was available….we couldn’t hold it so we partnered with ICES who helped with linking and analyzing. Data linking is the ability to match survey participants to the health dataImportance of linking data to ICES databases



ICES Analysis: Demographics of Toronto Central LHIN Hospital Patients, 
April 2013 to July 2015

1.9%
6.6%

36.6%
33.1%

18.5%

3.2%
0%

10%

20%

30%

40%

18 or
less

19-24 25-44 45-64 65-84 85+

Age

Missing: 0.03%
Preferred Languages

1 English 90.8% Prefer not 
to answer:

4.6%

Missing/ 
Do not 
know/ 

Invalid:
1.9%

2 East/Southeast Asian 2.1%
3 Western European 1.7%
4 South Asian 0.5%
5 Middle Eastern 0.4%
6 French 0.4%
7 Eastern European 0.3%
8 Russian 0.3%
9 Other 1.2%

2% 6% 6%

65%

0%

20%

40%

60%

80%

1 year or less 2-5 years 6-9 years 10+ years

Years Living in Canada*

Missing: 21%          Invalid: 1%

1.7%

76.0%

4.6% 3.2% 14.5%

0%
20%
40%
60%
80%

Sexual Orientation
18.0%

13.0%
9.9% 11.5% 9.0%

0%
5%

10%
15%
20%

Household Income

Prefer not to answer: 16.1% Missing/Do not know: 22.5%

51.5%

14.7%
3.1% 0.2%

0%
10%
20%
30%
40%
50%
60%

2 or less 4 to 5 5 to 7 8 or more

Income Supports

Prefer not to answer: 10.3%               Missing/Do not know: 20.2%

Total Participants = 102,242

51.9%35.4%

11.7%

Born in Canada?

Yes

No

Missing/Do not
know

Prefer not to answer: 0.1%

*Only calculated for individuals who reported that they were not born in Canada. 

If “No”
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42.1%
54.3%

0.2% 0.2% 0.6% 2.6%
0%

20%
40%
60%

Gender

5.6% 13.9%
2.4% 2.3%

56.5%

1.6% 3.7%
0%

20%
40%
60%

Race/Ethnicity

Prefer not to answer: 1.6%                 Missing/Do not know: 12.5%

Source: ICES AHRQ Project 2016 0900 839 000

Presenter
Presentation Notes
This dashboard is one of the common forms of presentation that is used by hospitals and CHCs to show the data they collect. Show how their clients look like in a single view.This is an example of other factors that need to be considered when looking at health equity



Multimorbidity* by self-reported household income
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• 4+ chronic conditions diagnosed in the administrative data
• P < .0001

Patients from lowest income households had 2.2 
X higher rate of multiple (4+) chronic conditions 

than those from highest income ones

Source: ICES AHRQ Project 2016 0900 839 000



Having Alternate Level of Care (ALC) Days by Household Income
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Patients from lowest income households had 8.1 
X higher rate of having ALC days than those from 

highest income ones

Source: ICES AHRQ Project 2016 0900 839 000

p < .0001

Presenter
Presentation Notes
Proportion of acute care  stay as ALC Days for all patients with an acute care visit



Prior diagnosis of mental illness* by self-reported sexual 
orientation
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Sexual Orientation* Based on validated algorithms for mood disorders in administrative data

Patients who were bisexual had 66% higher 
rate of mental illness than heterosexuals

Source: ICES AHRQ Project 2016 0900 839 000

Presenter
Presentation Notes
Patients who were Other/Missing/Do not Know had 85% higher rate of mental illness than heterosexuals



Hospital Readmissions within 30 Days of Discharge by Race/Ethnic Group

Black (17.9%) and Middle Eastern (16.3%) 
patients had the highest rate of readmissions
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1+ hospitalization, July 31, 2015-July 31, 2016

p = 0.0485

Source: ICES AHRQ Project 2016 0900 839 000

Presenter
Presentation Notes
Next 4 slides show the impact of race and socio-demographically based data collectionIf we look at the rate at which people are readmitted to the hospital, generalized data collection may show all these groups lumped into one average. Collecting race/SES data shows that there is a difference in what is being experienced across races, data showing blacks with the highest rates of readmission (17.9%)



Having Alternate Level of Care (ALC) Days by Race/Ethnic Group

Black patients had the second highest 
proportion of ALC days (15.5%) 
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Presenter
Presentation Notes
Another example of differences in health care use by race and ethnicity is seen in Alternate Level of Care. ALC is when patients in hospital are receiving a level of care that is not appropriate for what they need.People identifying as black and Middle Eastern had the highest ALC days.For all patients (overall), % of ALC was 10.73%



Lessons Learned from Rolling out Data Collection

• Equal Care ≠ Equitable 
Care

Health Equity 
Vision

• Build a respectful and 
inclusive environment

Address Staff 
Discomfort

• Identify data reporting 
goals and embed in early 
planning 

Data Reporting

• Standardize data entry 
practices to improve 
quality

• Modify IT systems for 
data extraction

Data Entry & IT

• Implementing changes 
can be more challenging 
than introducing new 
practices

• Competing priorities

Organizational 
cultural change

• Staff resources and 
training on collecting and 
using the data for service 
planning and quality 
improvement initiatives

Adequate 
Resourcing & 
Training

• Collection in high 
volume/high paced areas 
or from some populations

Challenging 
Populations & 
Areas

• Use results to improve 
outcomes

• Monitor and evaluate 
progress towards desired 
outcomes 

Improve 
Outcomes
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Presenter
Presentation Notes
Entering and extracting data in IT systemsCollection in high volume/high paced areas or from some populationsSensitivity around some questions; comfort in asking certain questionsImproving and maintaining data quality (e.g., missing data, “Prefer not to answer”)Staff resources and training on collecting and using the data for service planning and quality improvement initiativesOrganizational cultural change, competing priorities



Ethical and Data 
Governance 
Considerations
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Why should we trust you? - Historical Misuse of Data & 
Research

• Research on Black and Marginalized communities
– US Tuskegee, Alabama study “revealed more about the pathology of racism than it did about the 

pathology of syphilis.” Racism and Research: The Case of the Tuskegee Syphilis Study, Brandt, 1978 

From 1932 to 1972, the Public Health Service tracked about 600 low-income African-American men (400 had 
syphilis)  to “better understand the natural course of the disease”. Deception and sham treatments resulted in 
widespread transmission to family members, suffering and death

– Women with disabilities and sterilization

• Indigenous & communities
– Many examples for Indigenous Peoples - from experimentation on malnourished children in 

residential schools, to removing patients with tuberculosis on a Coast Guard ship, to a recent legal 
battle to force chemotherapy on an Ontario girl.

– In the 1960s and 1970s, sterilization of thousands of Indigenous American women without consent
– A California eugenics law forced or coerced thousands of sterilizations of women (and men) of 

Mexican descent in the 20th century. (Similar laws in 32 other states, applied disproportionately to 
people of color.)

• Policing – crime statistics used to over-police neighborhoods

26

Presenter
Presentation Notes
Research on Black and Marginalized communities – US Tuskegee study Tuskegee study “revealed more about the pathology of racism than it did about the pathology of syphilis.” Racism and Research: The Case of the Tuskegee Syphilis Study in The Hastings Review by Allan M. Brandt, 1978 From 1932 to 1972, the Public Health Service tracked about 600 hundred low-income African-American men in Tuskegee, Ala., about 400 of whom had syphilis. The stated purpose was to better understand the natural course of the disease. To do so, the men were lied to about the study and provided sham treatments. Many needlessly passed the disease on to family members, suffered and died.Women with disabilities and sterilizationIndigenous & communities -  For Indigenous Peoples means from experimentation on malnourished children in residential schools, and the spiriting away of patients with tuberculosis on a specially designed Coast Guard ship, to a recent legal battle to force chemotherapy on an Ontario girl.In the 1960s and 1970s, thousands of Indigenous American women were sterilized without consent, and a California eugenics law forced or coerced thousands of sterilizations of women (and men) of Mexican descent in the 20th century. (Thirty-two other states have had such laws, which were applied disproportionately to people of color.)Policing – crime statistics used to over-police neighborhoods



Ethical Issues in Equity Data
• Ethics of collection of data 

– Race data collected to understand social determinants of health can inadvertently legitimate 
biological understandings of race - an essentialist position that ties the racial attributes and 
behaviours of one person to another 

– Because race data are routinely associated with medical conditions and treatment (racializing 
disease or illness), medical providers may consider race as illness inducing, instead of 
examining an individual’s symptoms, patient or family history, or consider socio-economic and 
environmental factors. (Sachil Singh Adjunct Assistant Professor (Sociology), and Associated Faculty member (Surveillance Studies Centre), 
Queen's University, Ontario

• Ethics of use of data
– Use of race data may be problematic because links between health conditions and race have 

been connected to discriminatory outcomes in the past

– Diseases like Tay-Sachs and sickle cell anemia have been described as a “Jewish disease” and 
“Black disease” respectively since the early 1900s. These race associations can  lead to:
 inaccuracies in high risk determination.
 reinforcing discriminatory notions of race that are tied to other policies of racial oppression, such 

as anti-immigration sentiments and inferences about who an be more burdensome to the health 
care system.

27

Presenter
Presentation Notes
Ethics of collection of data When race data is collected to understand the social determinants of health, it could inadvertently legitimate biological understandings of race. This is an essentialist position that necessarily ties the racial attributes and behaviours of one person to another Because race data are routinely associated with medical conditions and treatment (racializing disease or illness), medical providers may turn to race as illness inducing, instead of examining an individual’s symptoms, individual patient history or family history or consider socio-economic and environmental factors (Sachil Singh Adjunct Assistant Professor (Sociology), and Associated Faculty member (Surveillance Studies Centre), Queen's University, OntarioEthics of use of dataUse of race data may be problematic because links between health conditions and race have been connected to discriminatory outcomes in the pastDiseases like Tay-Sachs and sickle cell anemia have been described as a “Jewish disease” and “Black disease” respectively at least since the early 1900s, even though these associations with races can lead to inaccuracies in terms of who is deemed high risk. Racializing these diseases reinforced discriminatory notions of race that were tied to other policies of racial oppression, such as anti-immigration sentiments and inferences about who an be more burdensome to the health are system



About E-GAP

• A group of health equity experts and leaders in Black health have 
drafted a data governance and accountability framework called the 
Engagement, Governance, Access and Protection Framework or 
E-GAP. 

• The framework's goal is to inform sociodemographic data collection 
in health, and support the sector in developing high quality processes 
and procedures.
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The Issues for Consideration

• Engagement: insufficient community engagement by all levels of 
government in developing sociodemographic and race-based data 
collection.

• Governance: concerns about research that contributes to 
stigmatization by pathologizing disenfranchised communities.

• Inadequate analysis and misinterpretation of data: analysis of 
sociodemographic and race-based data requires researchers to have 
considerable awareness, knowledge and skills, currently lacking in 
Ontario strategy.

29



…The Issues
• Access: Historically, Black communities have been accessed to 

participate in numerous data collection exercises but have not had 
access to improved health outcomes as a consequence.

• Protection: there is a clear lack of trust; communities are concerned 
that data may be used against Black communities, repurposed, sold 
or monetized. These concerns stem in part from a lack of 
transparency at the provincial level in clarifying how data will be 
used.
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Thank you 
Cynthia Damba

Manager, Health Analytics
Cynthia.Damba@tc.lhins.on.ca

Angela Robertson
Executive Director, Parkdale Queen West Community Health Centre

Arobertson@pqwchc.ca
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Appendices
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Appendix: Standardized Demographic Questions
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Appendix: References

1. Measuring Health Equity: Demographic Data Collection and Use in Toronto Central LHIN Hospitals and 
Community Health Centres
http://torontohealthequity.ca/wp-content/uploads/2013/02/Measuring-Health-Equity-Demographic-Data-
Collection-Use-in-TC-LHIN-Hospitals-and-CHCs-2017.pdf

2. Black Experiences in Health Care: Why Race Based Data Matters Detailed Report. 2020 
https://static1.squarespace.com/static/5a0d40298dd041f9a60bb3a7/t/5ebd5551eca00f141c107be7/15894
66452343/Black+Experiences+in+Health+Care_Why+Race+Based+Data+Matters.pdf

3. BLACK EXPERIENCES IN HEALTH CARE SYMPOSIUM: Bringing together community and health 
systems for improved health outcomes.  2020
https://static1.squarespace.com/static/5a0d40298dd041f9a60bb3a7/t/5ea9a317983eca78fd95ee6d/15881
75652047/Full+Report-+Black+Experiences+in+Health+Care+Symposium+2020.pdf

4. Data Governance & Accountability Framework for the Collection and Use of Sociodemographic Data in 
Healthcare. A Consultation document guiding development of protocols ensuring health equity for Black 
communities.
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E-GAP Engagement Questions:

1. Are there important additional issues or concerns that are not included in the framework 
concerning race-based/socio-demographic data use? 

2. Are there any additional components you would like to see added to any section of E-GAP?

3. Is there any language or framing within the E-GAP that you feel could be potentially 
problematic for the communities you work with?

4. Are there aspects of this framework that are unclear or that you would need further 
clarification on? 

5. Does this framework pose any challenges to how your organization collects, analyzes and 
utilizes race based/socio-demographic data? If yes, what are the points of tension and how 
could we begin to collaborate to address these barriers?

6. Are there any other issues that you would like to raise that have not been covered by these 
questions? 
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Community Mental Health and 
Addictions Services Client Experience

Results from Ontario Perception of Care (OPOC)-MHA, DATIS
38 indicators across eight domains
Age group, Ethnicity, Sexual Orientation, Gender
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Ontario Perception of Care - MHA Survey Background

38

Ontario Perception of Care Tool for Mental Health and Addictions (OPOC-MHA):

• Developed at the Centre for Addiction and Mental Health (CAMH) with support from Health Canada’s Drug
Treatment Funding Program and the Ontario Ministry of Health and Long-Term Care – this has patient-
reported experience measures (PREMs)

• Questionnaire surveying:
1. Registered clients with mental health, substance abuse, addiction and/or gambling-related problems
2. Registered clients who are a family member/significant other/supporter of a person with mental health,

substance abuse, addiction and/or gambling-related problems
• Asks about perceptions of care to help agencies and programs identify areas of strengths and improvement
• 38 questions categorized into 8 domains: access/entry to services; services provided; participation/rights;

therapists, staff and support workers; environment; discharge, program completion, treatment; and overall
experience including recovery/outcome and service quality

• Demographics are collected to help organize the information and identify potential inequities in treatment
• OPOC-MHA results for Toronto Central LHIN-funded health service providers are reported in the Drug and

Alcohol Treatment Information System (DATIS), maintained by CAMH, that tracks service utilization for
substance abuse, problem gambling and other programs (e.g., mental health and community services)

• Data in DATIS are available beginning Q3-2016/17

Client experience results presented in this report are the aggregate responses of “Agree” and “Strongly Agree”
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Compared to White clients, clients who were Black or of other race/ethnicities had
less favourable perceptions of staff being sensitive to their cultural needs

Perceptions were also less favourable by Black clients for having their dietary 
needs met in residential/inpatient programs
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My special dietary needs were met (e.g.,
diabetic, halal, vegetarian, kosher) [clients in

residential/inpatient programs]

Staff were sensitive to my cultural needs (e.g.,
language, ethnic background, race)

% Agree or Strongly Agree

Client Satisfaction – Select Questions

Black White Others

Presenter
Presentation Notes
Comparative analysisDifferences in race/ethnicity are not only seen in the hospital sector We also saw differences in client experience of community mental health and addition programs.Therefore in summary, without asking questions about race and other factors like age, income, immigration mentioned previously, incomplete data leads us to solving the wrong problems
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