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Introduction

On July 31, 2025, Access Alliance led a virtual discussion with Ontario-based healthcare professionals to
explore how organizations can put health equity and cultural safety into practice, and foster welcoming,
inclusive environments for all stakeholders. Our “Advancing Health Equity: A Collaborative Consultation
on Practice and Progress” session was a part of knowledge mobilization activities for the research
project Compounding Disadvantage: The Impact of COVID-19 on Immigrants Living with Cancer or
Mental Health and Addiction Disorders.

Sixteen participants attended the session to broadly address the questions: What does health equity
mean in your work? What does health equity training look like in your work? They represented a diverse
range of roles from front-line healthcare practitioners, academics, settlement professionals to senior
leaders across various organizations and sectors. The participants engaged in three discussion activities
designed to foster relevant and meaningful conversations.

The following sections provide an overview of key themes that emerged from our discussions. They
focus on health equity implementation, training, and organizational practices, revealing both promising
practices and significant gaps in existing practices and initiatives.

Overview of Discussion Themes

Conceptualizing Health Equity

Participants were invited to reflect on the meaning of health equity in relation to their roles and
organizations as well as what effective health equity training is for them. They emphasized the
importance of fair, barrier-free, non-judgmental and culturally-responsive care, accessible regardless of
race, age, geography, gender, income or other social factors.

Participants highlighted the need for seamless care transitions and the importance of diverse supports
beyond clinical settings (such as access to housing) and striving for equitable outcomes in these areas.
When describing elements of effective health equity initiatives, participants identified the importance of
cultural humility, compassionate understanding and shared accountability. They also underscored the
value of anti-oppression and trauma-informed approaches, cultural safety workshops, ongoing
partnerships and community-informed program development.

Participants agreed that equitable healthcare access must respect individual identities and that all
providers must be equipped with the necessary skills to deliver inclusive care.

Supporting Effective Health Equity Implementation
Resource and funding limitations severely limit equitable care delivery. Systemic underfunding
perpetuates health inequities despite good intentions. Other challenges that can undermine

organizations or providers’ capacity to implement more equitable care identified include:

e  Cultural and language barriers.
e Limited participation of stakeholders in decision-making, particularly those hard-to-reach.
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e lack of trauma-informed practices such as in the mental health sector.
e Obstacles to digital inclusion and access.
e lLack of awareness of the diversity of Indigenous people and their needs.

Leadership is Critical to Success

Leadership commitment and passion significantly influence health equity outcomes. Organizational
transformation requires both diverse leadership and genuine commitment to equity principles. Change
can be slow, especially in environments accustomed to existing practices. Even with diverse leaders,
staff can experience isolation and marginalisation in the workplace. There is a need for sustained
organizational support and commitment beyond ad-hoc efforts.

Opportunities to enhance leadership commitment include:
e Reinforcing the importance of leadership passion and care for health equity.
e Proactively responding to the need for continuous training and dialogue to identify
organizational/program strengths and areas for improvement.
e Including diverse voices in decision-making to prevent marginalization and isolation.
e Addressing the general lack of accountability for health equity efforts.

Meaningful Community Engagement is Essential

Meaningful involvement of people with lived experience is essential but often missing. Participants
expressed a need for greater opportunities to embed people from equity deserving communities,
patients, caregivers and other groups that have a vested interest in the outcomes of an initiative or
organization in the design and evaluation of services.

Without genuine community partnership, equity initiatives miss their mark. Participants noted that
community self-advocacy is still essential to ensure adequate treatment and care. They emphasized the
importance of a dual approach focused on empowering individuals while simultaneously ensuring the
healthcare system supports them.

Opportunities to enhance community engagement include:

e Consulting and collaborating with people with lived experience (PWLE). Employing community
members builds trust and improves relatability and uptake.

e Removing barriers that limit engagement. Design recruitment strategies that meet people
where they are such as public spaces or community settings rather than solely expecting people
to come to healthcare facilities. Use peers to engage with communities in a culturally relevant
manner.

e Strengthening organizational support and commitment by ensuring that community
engagement is reflected within key strategic and operational priorities. Integrate communities
and service providers in organizational planning and evaluation processes. Commit to offering
services in a timely and compassionate manner.

Trust is a Foundational Pillar and Outcome

Trust emerged as the ultimate foundation that enables all other equity work. Its presence is essential for
advancing diversity, inclusion, and access. Building trust enables access to services, creates the
conditions for effective community engagement and honest feedback from community members.
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Building trust creates the conditions that can lead to full inclusion and belonging, where people can
"move the furniture around," contributing to change. Building trust should be prioritized both as a
means and as an end in equity efforts. It cannot be a one-time exercise but requires ongoing and
authentic investment.

Opportunities include:
e Ensuring organizational commitment to cultivating consistent, genuine relationships.
e Maintaining up-to-date knowledge about successful models, promising practices and lessons
learned from other sectors and organizations that can be considered for implementation.
e Striving to employ meaningful engagement practices and seeking honest feedback from
community members, recognizing the role they play in creating conditions for inclusion and
belonging; allowing people to fully participate and contribute to change.

Health Equity Training

Commonly Accessed Training and Programs

Participants have accessed a variety of training types, overlapping sectors and organizations. These
include anti-oppression and anti-racism, with particular emphasis on anti-Black racism, Indigenous
cultural safety and inclusion, social determinants of health and structural factors affecting health equity,
accessibility and inclusion such as AODA compliance, disability awareness, and language access,
diversity, equity, and inclusion (DEI) training and trauma-informed care.

Elements of Effective Health Equity Training
Overall, participants discussed how relevant and productive training requires:

e Anti-oppression, trauma-informed practice, and cultural safety focus.

e Increased understanding of systemic and structural health determinants.

e Continuous improvement of learning approaches, e.g., development of cultural sensitivity and
communication skills for diverse populations, supporting organizations and staff to translate
learnings into practice.

e Continuous training and dialogue with communities about their evolving needs.

e Aniterative approach that evolves with community needs where community members and
people with lived experience are involved in co-creation and decision-making processes.

Addressing Implementation Gaps Post-Health Equity Training

Participants reported a consistent disconnect between health equity training and real-world application.
While training exists, it often lacks consistency, accountability, and translation into everyday practice. A
recurring insight is the need to move from transactional (check-box) approaches to transformational
(values- and community-driven) ones. Organizations need to embed equity in leadership, structures,
evaluation, and community partnerships. Peer engagement, mandatory training and inclusive planning
emerged as core strategies for future development.

Despite extensive training availability, frontline staff lack tools and support for practical application.
While some training is mandatory for management, it is often not the case for frontline healthcare
professionals. There can be an assumption that public health staff or adjacent backgrounds already have
these competencies, which is not always true.
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Participants identified a need for deep and continuous engagement with People with Lived Experience
(PWLE), proactively meeting communities where they are, and fostering compassionate, non-
judgmental care. They called for strong leadership to be passionate about health equity, in order to
drive systemic changes, and advocate for targeted funding and policy reforms. Our discussions
underscored that evaluating health equity initiatives must involve direct community feedback and
comprehensive metrics that go beyond simple checkboxes.

Participants outlined how the healthcare sector understands equity principles but struggles with
translating them into meaningful daily practice. Recommendations included immediate actions
(mandating practical training components) to long-term systemic changes (reforming funding models
and establishing community-controlled evaluation systems).

Final Thoughts

Our session revealed a strong collective understanding that health equity is fundamentally about
achieving fair, just and culturally responsive access to health services and support for all, where social
determinants of health or personal identity should not exist as barriers to access. Participants see equity
not just as access, but ensuring culturally safe, respectful, and individualized care that acknowledges
lived experiences and seeks to address systemic barriers. Equity involves access, but also inclusion and
engagement to ensure that access is meaningful.

Implementing health equity involves providing a space where people's needs are represented and
reflected, fostering cultural humility, understanding of individual and community needs, and delivering
culturally responsive care. The concept extends beyond direct healthcare to addressing the structural
and systemic factors that impact health, such as housing and language barriers for immigrants,
recognizing that inequity can manifest as "no more judgment, just care as needed and deserved". The
Ontario Health Equity Framework aligns with this, aiming for decreased health inequities so everyone
has equal opportunities to attain their full health potential, free from disadvantage due to social
position.

Participants are aware of the types of training currently available (anti-oppression, anti-racism, cultural
safety, DEI), while highlighting a critical gap in translating theoretical learning into practical, on-the-
ground implementation. A significant challenge is the lack of mandatory, continuous training for all
frontline staff, coupled with insufficient organizational time, resources, and commitment to truly
operationalize health equity and dismantle systemic barriers. Effective strategies identified include deep
and continuous engagement with People with Lived Experience (PWLE), meeting communities where
they are, and fostering compassionate, non-judgmental care. There is a clear call for strong leadership
passionate about health equity, driving systemic changes, and advocating for targeted funding and
policy reforms.

Lastly, our session learnings paint a picture of a sector grappling with complex, interconnected
challenges, yet deeply committed to a future where health equity is not just an aspiration but a lived
reality, driven by continuous learning, systemic reform and genuine collaboration with the communities
it serves.
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Appendices — Summary of Breakout Room Discussions

Breakout Discussion 1 - Exploring Current Practices - What is Working?

Questions for discussion:

e What training and tools have you accessed in supporting your health equity competencies?

e What aspects of previous health equity training were most helpful?

e What was missing and can be improved, in terms of topics and curriculum covered or function
and features of tools?

e How should the impact of health equity training be measured or evaluated?

Answers:

1) Black and unhoused anti-oppression training for youth, anti-black racism and Indigenous cultural
safety training,

2) Seeing the application of this and seeing the implementation in the community and receiving
the feedback from people with lived experience (PWLE), communication and sensitivity
especially with clients from different cultural background, trauma-informed care, coin analogy

3) Time and practicality, not a lot of implementation thought

4) Involve the community directly receiving the services, client engagement and satisfaction,
different measures to evaluation mixed with qualitative, word of mouth and referral

5) Q1) Social determinants of health (to screen applicants) — World Health Organization (WHO) and

Ontario standards

) Accessibility and inclusion - Accessibility for Ontarians with Disabilities Act (AODA) training
7) Anti-black racism
) Diversity Equity and Inclusion (DEI) training

9) Indigenous sensitivity training

10) Q2) Understanding social determinants of health — shift towards seeing the structural factors
impacting health, e.g., language barriers for immigrants impacting access to resources

11) Q3) Cultural sensitivity

12) language access (accommodations)

13) Accessibility — health services are not accessible to all. For example, for immigrants navigating
health systems while going through settlement challenges is difficult

14) Accessibility — integrating accessibility to the structure and culture of organizations

15) Inclusion of people with disabilities, patients, and caregivers in the conversations about the
need and design of services

16) Access to technology (person with disabilities or marginalized communities may not have
equitable access to technology)

17) Mandatory anti-black oppressive training, Indigenous inclusion training as sessions provided by
employers with optional trainings available

18) Assumed that you have health equity competencies when you come from a public health
background - typically a lack of training provided

19) Understanding what immigrants and refugees need

20) No mandatory trainings for certain healthcare professionals; it’s made available for
management

00
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Breakout discussion 2 - Identifying Future Needs - What More Needs to be Done?

Questions for discussion:

e What challenges have you faced when trying to provide equitable care to diverse populations?

o How can health equity learning be better translated into practice?

e What strategies have you used to improve equity in patient engagement, treatment or
outcome?

Answers:

e conflict explaining why some people need that support while others aren’t receiving it (equality
vs. equity), and maintaining confidentiality.

e Organizational support and commitment as requires more time and resources to reach this
equity deserving population

e consult and collaborate with people with lived experience (PWLE) who receive the services to
have uptake that is meaningful uptake, adapting to the needs of the specific community

® strategies:

O asking questions and providing education

o design recruitment strategies of meeting people where they are at - rather than
expecting them to come to you. Using these public spaces and employing peers to
engage them. Repeating the same structures won’t give you better answers.

O Removing the barriers that limit engagement

O Peers help with the relatability aspect who understand their everyday life and is
culturally relevant

e Q1) Lack of funding (e.g., services depend on donor funding). Cultural and language barriers, and
a lack of immigrant participation in decision-making. Mental health sector is lacking trauma-
informed practices. Digital inclusion continues to be a challenge.

e Cultural sensitivity training — extending services to Indigenous people, there is a lack of
awareness of the diversity of the Indigenous people and their needs.

e (Q2) Training can’t be a check box, it has to be continuous training, continuous dialogue with
their communities about their evolving needs (e.g., housing). Inclusion of communities in
decision-making. Service providers in communities should be included in the promotion of these
services. Stakeholder engagement: avoid siloing. Funds should be allocated to service providers
for the promotion of services.

e (Q3) Deliver services in a timely and compassionate manner — being a listener, not making
assumptions about the needs of the community. And respect and understanding.

® At one organization, there is change happening slowly but surely. Original programs are very
standardized in nature. Over the past 3 years, change has been seen, hope exists, and with new
leadership there is more attention now being paid to racial/ethnic diversity and other equity-
denied groups

® At another organization, change in leadership made such a huge difference because there was
someone with the passion and care for health equity.

o Even though there are leaders who are diverse in nature, there were still staff who felt
isolation and marginalized in the workplace

e Being in environments where staff are used to things being a certain way can make it difficult to
make change

o [Name of Organization]- looking at report of anti-black racism (ABR) in schools; there are so

many intersections across sectors (education, healthcare, etc.)
o No expectations for ABR education
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o No accountability
o Self advocacy is essential while structural supports are in place to align with social
justice
e Lack of funding for treatment and special equipment for patients
O Refugees may not be able to afford tools and devices needed for their care
O Socioeconomic status having negative impact on access to health services and
equipment that lends to poor outcomes and quality of life
e Safety and freedom is priceless
e Safety and freedom is the price for human rights
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