&We will be bold,
strategic and
relentless...

HEALTH
EQUITY

This Charter is a commitment to action by
the Association of Ontario Health Centres
and its member agencies to recognize and
confront barriers to equitable health.

We understand health equity to be an approach
that includes policies and interventions
that address discrimination and oppression
with a goal of eradicating social inequality
and disadvantage for the purpose of reducing
differences in health outcomes.
We recognize access to the highest attainable
standard of health as a fundamental human
right. We recognize health as a state of complete
physical, mental, social and spiritual wellbeing.
We recognize that many health problems are
not just medical or biological; they are caused by
social conditions that affect access to resources
and power. In our society, access to resources
and power is often constrained by poverty,
racism, sexism, homophobia, transphobia,
ageism, ableism and other forms of social
exclusion, which are often interconnected. We
particularly recognize the impact that racism
has had and continues to have on creating
poverty, social exclusion and health inequity for
racialized individuals and communities.
We affirm that Aboriginal and Francophone
communities have distinct and specific histories,
needs and constitutionally protected rights. We
recognize the distinct health needs of populations
living in rural, remote or isolated settings, as
well as in impoverished urban neighbourhoods.
We also recognize the distinct health needs and
rights of people who are uninsured or without
documented status. The causes of health inequity
are systemic and persistent. We will be bold,
strategic and relentless in challenging them.
—

—

We commit ourselves to reducing health
inequities by improving our own practices
and challenging other institutions and the
broader community.

CHARTER

In our own practices, we will identify, name
and confront inequity by:
Assigning priority to population groups who have
the greatest health needs and least access to
services.
a Involving the communities we serve in the design
and delivery of our programs.
Developing anti-racism/anti-oppression strategies
to identifç name and confront practices that
reproduce oppression within our organizations.
a Developing human resource policies and practices
designed to ensure that the diversity of the
communities we serve is reflected at all levels
volunteer, staff, management, and board in our
organizations.
a
Ensuring our policies, procedures and staff training
meet the linguistic, cultural and other needs of the
diverse communities we serve.
Developing evaluation strategies that measure
health equity efforts and health equity results, and
using the evaluation data to continually improve
health equity practices.
a Using equity as a measure of quality in delivering
people-centred care.
Sharing best practices and lessons learned in
achieving health equity results.
—

-

In our work within the broader community, we
will identify, name and confront inequity by;
a

a
a

a
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Collaborating with health partners and the broader
community to ensure equity as an underlying goal
of the health system.
Supporting and collaborating with community
groups who are challenging the social conditions
that cause health inequities.
Documenting the causes of, impacts of and
potential solutions to health inequities.
Advocating for public policy responses proposed
by communities to reduce health inequities.
Contributing to building an integrated, highperforming health system with health equity as
one of its underlying principles.

HEALTH EQUITY CHARTER
This Charter is a commitment to action by the AssociatipnofOntario Health Centres and its
member agencies to recognize and confront barriers to equitable health.
We understand health equity to be an approach that includes policies and interventions that
address discrimination and oppression with a goal of eradicating social inequality and
disadvantage for tfte purpose of reducing differences in health outcomes.
We recognize, access ‘to the highest attainable standard of health as a fundamental thuman
right. We recognize health asa state of complete physical, mental, social andspihtual well
being.
We recognize that many health problems are not just medical or biological; they are caused
by social conditions that affect access to resources and:pcwer. In our society, access to
resources and power is often constrained by poverty, racism, sexism, homophobia,
transphobia, ageism, ableism and other forms of social exclusion, which are often
interconnected. We particularly recognize the impact that racism ‘has ‘had and continues to
have -on creating poverty, social ‘exclusion and health inequity for racialized individuals and
communities.
-

We affirm that Aboriginal and Francophone communities have distinct and specific histories,
needs and constitutionally protected rights. We. recognize the distinct health needs of
populations living in rural, remote or isolated settings, as well as in impoverished urban
neighbourhoods. We also recognize the distinct health needs and rights of people who are
uninsured or without documented status.
The causes of health inequity are systemic and persistent. ‘We wiLLbe ‘bold, strategic and
relentless in challenging them.
We commit ourselves to reducing health inequities by improving our own practices and
challenging other institutions and the broader community.
In our own practices, we wiL;identify, name and confront inequity by:
•

•

Assigning priority ‘to population groups who have .the greatesthealth needs and least
access to services.
Involving the communities we serve in the design and delivery of our programs.
Developing anti-radsmf anti-oppression strategies to identify, name and confront
practices that reproduce oppression within our organizations..
Developing ‘human ‘resource policies and practices designed to ensure that the diversity of
the communities we serve is reflected at all levels volunteer, staff, management, and
board in our organizations.
Ensunng our polices, procedures and staff training meet the linguistic, cultural and other
needs ‘of ‘the diverse communities we serve
Developing evaluation strategies that measure health equity efforts and health equity
results, and using the.evaluation data to continually improve health.equity practices.
Using equity as a measure of quality in delivering peopleacentred care.
Sharing best practices and Lessons learned in achieving health equity results.
-

-

•
•
•
•
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In our work within the broader community, we wilL identify, name and confront inequity by:
•
•
•
•
•

Collaborating with health partners and the broader community to ensure equity as an
underlying goal of the health system.
Supporting and collaborating with community groups who are challenging the social
conditions that cause health inequities.
Documenting the causes of, impacts of and potential solutions to health inequities
Advocating for public policy responses proposed by communities to reduce health
inequities.
Contributing to building an integrated, high-performing health system with health equity
as one of its underlying principles.

BACKGROUND to the Health Equity Charter
The 2011 Annual General Meeting of AOHC adopted a resolution calling for the development
of a Health Equity Charter to serve as “a guide and an inspiration” in delivering better care to
client populations. This initiative reflected a desire to articulate a unifying vision for the
community primary healthcare sector that would “describe our aspirations for access,
participation, equity, inclusiveness and social justice.”
The resolution outlined the evolution of health equity work within the context of an ongoing
AOHC commitment to the principles of anti-racism and anti-oppression, and proposed the
adoption of a Charter by member centres “as a commitment to both an ongoing process and
an intentional integration of the principles of health equity at all levels of their respective
organizations.”
A growing movement
The proposed adoption of a Health Equity Charter comes at a time of increasing commitment
to health equity principles, both locally and globally. There is a growing movement to put
equity at the centre of efforts to change health systems toward people-centred care and to
address the root causes of health disparities through action on the social determinants of
health.
Much of the focus of this work is based on the analysis and recommendations of a landmark
report of the World Health Organization in 2008 that presented the health equity challenge as
an “ethical imperative”. The Commission on Social Determinants of Health called for a new
global health agenda, framing the issue as one of fairness: “Where systematic differences in
health are judged to be avoidable by reasonable action they are, quite simply, unfair. It is
this that we label health inequity. Putting right these inequities.., is a matter of social
justice.” The report set out an action plan calling for policies to be developed and
implemented with civil society, local communities and health sector partners to close health
gaps in a generation.
The concept of health equity, as articulated in the WHO report and elsewhere, focuses on
preventable health inequalities (as distinct from biological ones). It is grounded in human
rights principles and asserts the right to good health as fundamental and interrelated with all
other human rights. Health equity is applied to health (status and outcomes) and to
healthcare (access and service quality) such that decisions involving allocation of resources
are made by assigning priority to the reduction of health inequities.
Because the goal of health equity is to develop policies, interventions and health systems that
reduce avoidable health inequalities, many agencies are actively engaged in building a strong
evidence base for demonstrating the effectiveness of health equity approaches. The
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important work of researching, monitoring and evaluating strategies is an emerging priority at
many levels.
For example, the Institute of Population and Public Health at the Canadian Institutes for
Health Research has set out an ambitious agenda for health equity intervention research as a
means of revisiting the “social justice roots” of Canada’s public health sector.’° Similar efforts
are underway in the U.K., where significant resources are being invested in as5essing the
successes and limitations of what one report described as “a social movement, based on
evidence, to reduce inequalities in health.” And in the U.S., many examples of local
strategies to address health disparities are being documented and reported within the frame
of health equity campaigns for community-based action on health.”
Local to global, building critical mass
In Ontario, official support for health equity is somewhat uneven, in view of unmet
commitments to sustain a poverty reduction agenda, and the absence of policy and
programme approaches. However, in the context of plans to shift resources toward
community-based care, there is optimism that health equity will be a key part of the
landscape of health system reform. One example of how this can occur is in the pro-active
effort by the Ministry of Health and Long Term Care to encourage the use of a Health Equity
Impact Assessment tool by health service providers as a “key component of quality care”. “
The HEIA is designed as a decision-support tool to identify how a specific program, policy or
initiative may impact population groups in different ways.
Important work is also being led by Public Health Ontario in its support to Local pubLic heaLth
units as they develop approaches to meeting requirements under mandatory programs to
identify and respond to the health needs of priority populationsY Similarly, Health Quality
Ontario is well placed to sharpen its focus on equity as one of the key attributes of a highperforming health system by broadening its approach to the data it gathers in this domain.
And a number of Local Health Integration Networks are working with health equity processes
in ways that represent high-level institutional engagement.’ Taken together, these activities
have the potential to strengthen system-wide capacity for raising the bar on applying health
equity approaches.
Much of the strongest health equity work in the province is occurring within a communitybased context. The Wellesley Institute is functioning as a centre of excellence in facilitating
partnerships and building cross-sector engagement, both at the community level and with
health system stakeholders and researchers. Its web site serves as a hub for guidance in
sustaining evidence-based approaches to knowledge exchange in health equity best practice.
Health Nexus is another important organization that has coordinated province-wide capacitybuilding activities and developed many useful health equity resources.
Health equity work has long been at the centre of community primary healthcare in Ontario.
The Community Health Centres of Greater Toronto recently adopted a three-year health
equity plan, “Building on Potential/Driving Action.” This plan sets out a common sector
strategy that includes strategic directions to align efforts, to “drill down” to the local level
and to provide a framework for sharing lessons from equity initiatives and innovation
underway at community health centres across the city. This plan offers a model for
community-based partnerships in health equity work and for leading by example in building
on Local strength.
There is an emerging critical mass in health equity that represents a global movement for
social change toward improving health. Whether we are thinking or acting locally, globally, or
anywhere in between, there is a place in this movement for those of us from the community
primary healthcare sector who want to claim it. Indeed, it is a place we can call home.
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By my signature below, £ hereby personally affirm and endorse the principles and practices
of Health Equity contained in this charter, adopted at the June 6, 2012 Annual General
Meeting. I will work with my organization to affirm and endorse this Charter.
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