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XA 1/ 'DC(Marriott Wardman Park Hotel; 2019 American Society of Health
™ | Economists Conference)
AMTI Cheryl L. Damberg, Heather Royer, Kakoli Roy(Z}3A A+2¢, st&EA
T AEATY

[0 A7 #4 4e] A(Health-related Quality of Life)ollA] B85 34
O NHIS(National Health Interview Surveys, 1985-2015)¢] AR E Es] A7 ## 49

ol tig 17 =& 3 ATAEEH el e ¥ HEY 2
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Karen Chaves, Ernest Moy(43]d AT Y, 3t&d AEA T

[J VHA(Veterans Health Administration) National Veteran Health Equity Report
O VHA¢Y| Office of Health Equity(OHE)+= 95 A=<} o8, 15 A3 Ao ¢lo]
THE Azt disl RUEE 3 HIl, A AE AT A ntd o] Aol A
O ol& #3l VHA= 74 ¥4 R4 (National Veteran Health Equity Report)E w3t

3 u o,

o
te E9 e AESS 4E

Aol Bold HFIAFRIF, 48, A%, AY, BAA ) wet

o

SUBGROUP
DOMAIN =
Race/Ethnicity ‘ Gender Age Geography Mental Health
Distribution of
patients e DISTRIBUTION OF EACH GROUP AMONG VETERAN VHA PATIENTS
e PERCENT DISTRIBUTION OF GENDER BY GROUPS AMONG VETERAN VHA
PATIENTS
Sociodemographic | « PERCENT DISTRIBUTION OF AGE BY GROUPS AMONG VETERAN VHA PATIENTS
distribution of e PERCENT DISTRIBUTION OF RURAL/URBAN STATUS BY GROUPS AMONG
patients VETERAN VHA PATIENTS
e PERCENT DISTRIBUTION OF SERVICE-CONNECTED DISABILITY RATING STATUS
BY GROUPS AMONG VETERAN VHA PATIENTS
e PERCENT DISTRIBUTION OF VHA OUTPATIENT ENCOUNTERS BY GROUPS
AMONG VETERAN VHA PATIENTS
e PERCENT DISTRIBUTION OF PRIMARY CARE ENCOUNTERS BY GROUPS AMONG
VETERAN VHA PATIENTS
e PERCENT DISTRIBUTION OF MENTAL HEALTH/SUBSTANCE USE DISORDER
Healthcare ENCOUNTERS BY GROUPS AMONG VETERAN VHA PATIENTS
Utilization e PERCENT DISTRIBUTION OF EMERGENCY DEPARTMENT ENCOUNTERS BY
GROUPS AMONG VETERAN VHA PATIENTS
e PERCENT DISTRIBUTION OF TELEPHONE ENCOUNTERS BY GROUPS AMONG
VETERAN VHA PATIENTS
e PERCENT DISTRIBUTION OF FEE OUTPATIENT SERVICES BY GROUPS AMONG
VETERAN VHA PATIENTS
« PERCENT DISTRIBUTION OF DIAGNOSED CONDITION CATEGORIES BY GROUPS
AMONG VETERAN VHA PATIENTS
Condifions » CONDITIONS DIAGNOSED IN = 20% OF EACH GROUP
» DIFFERENCE BETWEEN EACH RACIAL/ETHNIC GROUP AND WHITE VETERAN
VHA PATIENTS IN PERCENT DIAGNOSED, FOR OVERALL TOP 20 DIAGNOSED
CONDITIONS
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® | CMSY deA% sl wd AY =9

2 Al | 6.25(3D) 13:00-17:00
X A | E¥29(Centers for Medicare & Medicaid Services, CCSQ)
AT} Michelle Schreiber, James Poyer, Jennifer S. Robinson(7%3] 4 <A7-9 ¢,

S} ARATY)

[J CMS EQUITY PLAN for Improving Quality in Medicare(OMH)
O I A% Az 45 AT &S =8 sod= 78k, 2015 NHQDR(AHRQ)® o
29 1% Axel Az Aol Qo ASAAIZ ajldd wE AAVE & ofEkEI 3l

oo

O o]d 20153 9€ CMS+= CMS Equity Plan for Improving Quality in MedicareE w33}
A, ol AT, A, Fojod 7, A9 g5 Aakd g 14& S7IAI7|aL o]

Ae =o £BH RPN 2ANALA S AL AR,
O # Ede A% 394 AnE 2HoE v o /A SHeUS 4YSAL,

A

71 2133kl th 3k progress reportES 7] oz wk7bela S

» Priority 1: Expand the Collection, Reporting, and Analysis of Standardized Data

» Priority 2: Evaluate Disparities Impacts and Integrate Equity Solutions across CMS
Programs

e Priority 3: Develop and Disseminate Promising Approaches to Reduce Health
Disparities

o Priority 4: Increase the Ability of the Health Care Workforce to Meet the Needs
of Vulnerable Populations

o Priority 5: Improve Communication and Language Access for Individuals with
Limited English Proficiency and Persons with Disabilities

» Priority 6: Increase Physical Accessibility of Health Care Facilities

[J The Mapping Medicare DisparitiestMMD) Tool
O $#19] Equity Plan®] ¥d3o 2 CMSe wlt#A
ol AYAEe WAAT HA AJFE Hof
Ft B4 MMDE LSS
O MMDE A% el Aol ® oheh s
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1) = B} 9 E 2 & (Health Quality Ontario)

2| 02| me
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MXt | Erik Hellsten(Fald 3949, 3t&Y AEATY)

[J] HQO HEALTH EQUITY PLAN

O HQO= IOMellA gojet s Ao A 7HA] Ad(Rbd, 2344, a4, 184,
AAA, 39S 718240 2 st #EE =¥ES Ve Sed, °0E A

Hlstod &g A (equity)-=>

imit: Partnering for a Quality
olef, Thg F kA A &

Q
B~

n

Health System, 2016-2019)°] & <toll4 37 8=

x5 7H4

e HQO9 nE &% FHAS 1 d(we will embed equity into all that we do.)

o HAYEAZHY FHAAEH fUE, AALAAASS ALdTFOo=N o]Fo] A4l
ZAFoA P =ML FFEE FE3Hwe will advance the equity agenda
province-wide by encouraging and supporting providers, system leaders and

N

planners to bring an equity focus to their own work.)

o B=d, A Aefoles 22 WFY JFS 7l9= o 23S %

F 33d%42016-2019)2 =4 oAl 7HAle] AR E AAste] #dH

AN E AA-Y

Health Equity Strategic Priority #1: Provide system-level leadership through

partnerships to improve health equity in Ontario.

Health Equity Strategic Priority #2: Increase availability of information to enable

better decisions to achieve health equity locally and provincially.

» Health Equity Strategic Priority #3: Evaluate and support the uptake of promising
innovations and practices to improve health equity in Ontario.

e Health Equity Strategic Priority #4: Engage patients, caregivers, and the public in
our efforts to address health equity.

» Health Equity Strategic Priority #5: Ensure health equity is addressed when
patients transition across different care settings.
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[] Health Equity Impact Assessment Tool(HEIA, MOHLTC)

O 2egle5F 2 FEMinistry of Health and Long-Term Care, MOHLTOdl A= A9 U
A7 Aztel as ds FaiA 5 24, B, o5 FFEAEe] #d AAoy =
2RSS APst= o o] gdd JdFHEE tE AEE dFS 1HEE 9
AHAA Ad E2X HEIAE 703t

O HEIA+= 34 g9 v 714 535 713

H AzRBE FHRE 7 2ASNA AF FRA) TF A4 B AT BA o
Fe 047

O 7zt 2AEo] & AYEL A= ¢ o] FPA JFe
Template> o5 9} 2
1) Scoping: At
ard
2) Potential Impacts: o] &7}53%F Holg F& #AH ZAE &8sl JdEHE o3}
A e 4 3K(positive or negative)S 7}
3) Mitigation: #84 FaFES F4staL 384 S St = e A &

ke AA

HE IA Te m Iate The mumherad steps in this template cormespond with sections in the HE1A Workbook. The workbook with step-by-step instructicens is avalable ac
p www.ontario.caheali hequity

Btep 1. Step L Slep 3. Step 4. Step 5
SCOPING POTENTIAL IMPACTS MITHGATION MONITORING DISSEMINATION
a) Popunlations* by Determinants of Health Identify ways to oy 5

Using evidence, identify which populations may Identify determinants and | ppintended | Unintended More reduce potential ldentify ways to I:l‘!“ur} “']ﬂl‘i::]

expertence slgnifleant unintended health impacts heaith inequities to be Positive Negative | Information| negative impacts MEASUTE SUCCESE share resulis

{ positive or negative) &s a result of the planned considered alongside the Impacts Imfwu Neadad and mpiil'_\,"’?he for cach mitigation | recommendations

policy, program or iniiiative. populaisons you identify. positive impacts. ibeteny Wit cL (1 foidices eaubix

Aboriginal peoples {e.g. Find Nations, I, Métts, et )

Age-related groups {e.g., children, youth, senors, ete.)

DHsability (e g, physteal, Dvdeal, deafened or hard of
hearing, visual, iIntellectual'developmental, learning,
mental lliness, addietions’substance use, gle.)

Ethng-racial communities (& g., melalracialized or
eultural minorites, immigrants and refugees, ete.)

Francophons { including new immigrant francophones,
deal communities using LSQLEF, ate.)

Homeless (including marginally or under-housed, ste. )

Linguistic communities (e.g. uncomfortable nsing
English or French, hteracy affects communication, ete.)

Low income (e g memployed, underemployed. ete )

Religiousfaith communities

Roralfremots or inner-urban populations
(e.g., peographisisoetal isolition, under-sarviced areas, e, )

Sex/gender (e g, male, fomale, women, men, trans,
trarmssexunl, transgendered, two-spented, ste)

Sexual orientation (e.g, lesbian, gay, bisexual, ete.)

Oiher: pleass desenbe the popalation here.

*Noao: The termenal ogy lstod hore may o may nob be prefimmd by sumbens of the commmsies in guostion acd e may be other popelations yoo wish 1o :dd. dlsa eonsder oo pulatsons L., Aboriginal womin).
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® dzrolgel ¥HAY A AF A ARy
& Al | 6.28(=) 11:00-17:00
& & | =28 3(CES)
ML | Douglas Lee(H3d A7-914, st&S HEAT)

[ dxtel5ollA FFA A A a3 A+

O 20173 ICES®} York Universitye] 7271 A At 5oA FHFAF A A &
I HwE ST AFE AP vk A

O Ao g 45 3o £ AETY BRG] & SAHAA A5 IHA

72+ &7 a3zt °4:11 of| A l"ﬁ: 3 B A A Fokr] wiZol, A+

A 4 (England £+

Silof o] Fojx FAAAGHE DIDE o] &3l vlustaal 3+

dd dH9 daols A A =2 England? % 20063 F kA

dxtols FHo FA s wE o, 2 3
3k 2007-2009d ol &= W ASE e A

E‘S}‘ﬁofﬂ 2009L4°ﬂ“ 40-744 7 EHES AP DS AT =
7} 747 =2 73 (NHS Health Checks)S =%

- OntarioFoll A& 2001/02W@ ] ¥=xtoJ& W EY A(FHN, Family Health Networks)E =
YdstFz, 5 3llol+= FHG(Family Health Groups)<, 2004/0630= d=1os 33
o] B3 weoAY(rural-northern communities)ol] gk A8l AlFS 28] JAL
3 FFE WL 2005@lE= CCM(Comprehensive Care Model)¥ FHO(Family
Health Organizations), FHT(Family Health Teams)”} =4 % 3, 2009 d0&= 137 =
d¥d =& ZDEFHN, FHO, FHT, CCM, FHG)Ol thal FF# AFS LA Fa3
(FA durele] 2/3 o]}\l—o] 9 rdEd s L)

1=J4“

Ontario)®] 2000ty =
- 20008 ) F3Hte] =

A7 3PP S

—

ﬁEm

O 4 A9 HelA HEAsE &8st st I5<S 10292 Yo 158 A87bs
Ab}-E(amenable mortahty) A D oz A YollA s Hekd 123 1wz go
I A, A 438 A

O 7 23 2004-20061 717+ ¢ F Ao EHTEI HIT FAE EAAT
2007-2011d o= A& T8 EES B9 F A9S HuwglS o England A9 735
2004-2006'A 0l wls} L o] F-o X EI7HSAHEES] HuiAAT} 98‘33(01? 107+ )
ZFastaa, AAxE 10%p F439S. =, England A1 QS 2859 nuils
rq1 2007-2011d 7]zt &<t ?Q.XHE Nl Aol FHA Aol i’éﬁ‘ FAE AA

%

O 2etg s datos Mg oxstA &2 9F A7 At
O LegesF HARE 2001958 dAos Hge 9] qddd dapes Mujxs =4
< JhEste] At Sled, I A2 AFAS JAER B By, %H%ﬂ
F7HAI7E A1 e Zleo]l E4ela, 53] FHN3 FHOE ‘access bonus’ 7} A5

(]
9 - IHASN p2szyems




*access bonus: AFAZ 7|¥lo &2 st FHOS] A9, old &st= =
Z1BEQENA AAle OFe AT gE oAtelA IR wkol XEH

FFS 71whE wl o] 18.59%F access bonus® A Fi-2-,
O access bonus:E Uxzte o] W HE2 FAA 7T 2%
st AS HAgsr] sl AAE =T, ol g access bonus

olele] AMBI2E o]&

= L
E oe

FHOS <] 43

E H-EA43% A3, di=A] 8o WA de = YJAFEAAl § B access bonus
7V AFEe Aol TAE. aH Y olgd A Y e FAELS Ao s o] 8o B
A k31, FAIZE 9 IRE HE AT AUFoE Hon, 34 WESoY 9
Y IEHEE U] Zof RYx AVt HXUYE A5sA] &S VS SR
10 - (GHAST\ Zaszyzess






