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Abstract
Background:
The Locally Driven Collaborative Project (LDCP) funded health equity indicators are an
evidence-based tool designed to be used as an internal assessment tool to guide Ontario Local
Public Health Agencies (LPHA) in the delivery of equitable programme and services. The aim of
this realist evaluation was to explore the factors that enable each LPHA to implement the
indicators in order to internally examine the extent to which they were working towards health
equity.
Methods:
A realist evaluation of the health equity indicators was conducted to answer the following
questions: What mechanism(s) enable or hinder the implementation of the health equity
indicators into LPHAs’ practice? What are the reasonings and responses that are triggered within
the organization as a result of integrating these resources into a specific context? What outcomes
are generated throughout the process? Data collection to inform the realist evaluation cycle was
done in three stages: (a) nascent programme theories generated through a rapid realist review of
existing literature, (b) initial programme theories generated through secondary analysis of data
collected through a pilot case study of the indicators, and a realist focus group with six
individuals involved with the development of the indicators, and (c) refined programme theories
informed through two rounds of realist interviews with 22 public health practitioners from 17
LPHAs across Ontario.
Results:
A total of three refined programme theories were generated and supported by six contextmechanism-outcome configurations. These programme theories provide insight into the
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importance of organizational leadership support needed for the implementation of health equity
indicators. This support is materialized through the allocation of monetary resources and staff
time to address health inequities experienced by the local population. It is also critical to
integrate health equity as a foundational organizational value and develop/maintain working
partnerships with other organizations and priority populations. The mechanisms triggered within
these contexts enhance the implementation of the health equity indicators at the LPHA’s level.
Conclusion:
The use of realist evaluation to explore questions related to the implementation of health equity
indicators is novel. The findings from this realist evaluation provide insight regarding what about
the health equity indicators works, and under what circumstances. These programme theories,
and their corresponding Context Mechanism Outcome Configurations (CMOCs) can assist
organizations to prepare for the implementation of the health equity indicators, which require
different contextual factors that trigger specific mechanisms, and generate particular outcomes
for specific actors. Finally, this realist evaluation contributes to the emerging and vibrant
dialogue around the implementation of ‘equity’ as a core value in health, but more specifically in
public health.

Keywords: Realist Evaluation, Health Equity, Health Equity Indicators, Public Health,
Theory Driven Evaluation
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Summary for Lay Audience
Background:
The LDCP funded health equity indicators are an evidence-based tool designed to be used as an
internal assessment tool that guides Ontario Local Public Health Agencies (LPHA). The purpose
of this evaluation was to understand how these indicators were implemented by LPHAs across
Ontario.
Methods:
A realist evaluation of the health equity indicators was conducted to answer the following
questions: What social triggers allow or hinder the implementation of the indicators into LPHAs’
practice? What outcomes are generated throughout the process? Data collection to inform the
evaluation cycle was done in three stages: (a) nascent programme theories generated through a
review of existing literature, (b) initial programme theories generated through secondary analysis
of data collected through a pilot case study of the indicators, and a focus group with six
individuals involved with the development of the indicators, and (c) refined programme theories
informed through two rounds of interviews with 22 public health practitioners from 17 LPHAs
across Ontario.
Results:
A total of three refined programme theories were generated and supported by six contextmechanism-outcome configurations. These programme theories provide insight into the
importance of organizational leadership support needed for the implementation of health equity
indicators. This support is materialized through the allocation of monetary resources and staff
time to address health inequities experienced by the local population. It is also critical to
integrate health equity as a foundational organizational value and develop/maintain working
partnerships with other organizations and priority populations. The social factors triggered within
these contexts enhance the implementation of the health equity indicators at the LPHA’s level.
Conclusion:
The use of this type of evaluation method to explore questions related to the implementation of
health equity indicators is novel. The findings from this evaluation provide insight regarding
what about the health equity indicators works, and under what circumstances.
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Chapter 1: Introduction
Background
Health equity is defined as “the absence of systematic and remediable differences in one
or more characteristics of health across population or population groups defined socially,
economically, demographically, or geographically” (Browne & Dion Stout, 2012, p. 8). Equity in
health is understood as a social justice goal that is focused on pursuing the highest possible
standard of health and health care for all people, while paying special attention to those at the
greatest risk of poor health and considering broad socio-political and economic influences on
health and access to care (Browne et al., 2015). Therefore, health inequity refers to unfair and
preventable differences in health, or health care access that may be linked to structural
arrangements. It has been estimated that for all illnesses, “75% are not related to the health care
delivery system, 50% can be explained by socioeconomic factors” (Simcoe Muskoka District
Health Unit Subcommittee on Population and Health, 2012, p. 8). Therefore, it is critical to
establish and implement legislative and policy frameworks that regulate and enable actions
towards health equity (Blas et al., 2008).
Understanding the socioeconomic context as a determinant of health has been
challenging for the public, health care researchers, and policy makers (Douglas, 2016). Health
has traditionally been conceptualized as an individual issue, where a person’s health is
determined by their genetic makeup and individual choices (Douglas, 2016). However, this
notion of health is constructed within a context that emphasizes personal autonomy and
independence. Inequities, which negatively impact health, are viewed as inevitable and a direct
result of social and economic environments (Douglas, 2016). Moreover, governments often seek
short term policy outcomes; yet, actions that address structural inequities take a long time to have
impact when compared to actions that address proximal factors (Douglas, 2016). Public health
1

policies often emphasize individual risk-management through lifestyle and health behavioural
modification through, for example, regular physical activity, consuming a well-balanced diet,
and smoking cessation (Williams & Fullagar, 2018). As a result, reducing health inequities has
been a challenging task since the individual lifestyle and behavioural modification approach
often places the blame on the individual for ‘bad’ behaviours. Policy makers and health care
practitioners can begin to develop a comprehensive understanding regarding the causes of and
the solutions to health inequities (Douglas, 2016). This includes generating and maintaining
public and political concern regarding health inequities; challenging the assumptions and policy
interventions associated with private market-driven paradigms and resisting and developing a
clear response to the lifestyle behavioural modification framework. This can be supported
through the use of methodological tools that support social justice, translating knowledge into
practice and policy, and strengthening the development and implementation of contextualized
evidence (Douglas, 2016).
The Use of Decontextualized Knowledge in Public Health Programmes
There is growing evidence in public health that suggests that inequitable distribution of
resources is linked to ill health; furthermore, this body of literature frames these factors as the
fundamental cause of disease and illness (Douglas, 2016; Link et al., 2016; Phelan et al., 2016).
Fundamental social causes of disease and illness are influenced by people’s access to monetary
resources, knowledge, power, prestige, and other beneficial social connections (Douglas, 2016;
Link et al., 2016; Phelan et al., 2016). There has been an attempt in many countries to address
these fundamental causes of disease by designing policy interventions and programmes that
address underlying social conditions (Douglas, 2016). However, many of these policy
interventions and programmes focus on changing lifestyle behaviours (Douglas, 2016; Gore &
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Kothari, 2013; Williams & Fullagar, 2018). These approaches do not address underlying
structural issues that contribute to ill health but rather blame the individual for the ‘bad’
behaviours. For example, addressing underlying structural issues linked to obesity can include
addressing income, housing status, and secure employment which provide people with the
resources to access (Dinca-Panaitescu et al., 2012).
Government policy makers and bureaucrats have often depended on generalizable,
decontextualized outcome measures to design policy and/or determine the efficacy of
interventions and programs (Anderson et al., 2009). A core shift can occur in terms of the type of
evidence used in the policy making process. Policy and other health interventions and
programmes can integrate results derived from local contexts in order to understand how people
give meaning to a particular social phenomenon. Contextualized knowledge provides a critical
foundation for planning and implementing equitable interventions (Anderson et al., 2009).
Knowledge that is constructed “in context” can inform policymakers regarding how the social is
embodied in individual experiences and provides insight into how inequities are manifested in
health, healthcare delivery, and everyday social discourse (Anderson et al., 2009). It is important
to note that the focus on local meanings and context of suffering is not a condemnation of
generalizable knowledge (i.e., knowledge that cuts across different contexts) (Anderson et al.,
2009). However, local knowledge complements generalizable knowledge and provides a more
comprehensive understanding of the human condition, which subsequently informs more socially
just policy planning and interventions (Anderson et al., 2009). A useful example that helps
illustrate the point made above is: biomedical knowledge regarding the usefulness of antiviral
drugs for the treatment of HIV/AIDS is generalizable knowledge across contexts and
populations; yet, access to antiviral treatments is impacted by the political, social, and economic
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conditions which may hinder their distribution. Therefore, the factors affecting the use and
efficacy of the treatments can only be understood in the context of local meanings (Anderson et
al., 2009).
Health interventions can integrate accessible high-quality services by bringing structural
and policy changes to improve people’s access to the social determinants of health; this may be
one of the most effective means of achieving health equity for marginalized populations (Browne
et al., 2015). Exploring the influence of structural and policy changes provides an ideal
opportunity to investigate the contextual factors that shape the implementation, uptake and
impact of complex, tailored (policy) interventions within diverse health organization settings
(Browne et al., 2015), including public health settings. This study is concerned with
understanding a particular intervention that supports efforts to ameliorate health inequities. More
specifically, I have conducted research on the implementation of the intervention in a public
health setting.
Public Health in Ontario
In 2008, the Ontario Public Health Standards (OPHS) were released to specify how Local
Public Health Agencies (LPHAs) should plan, implement, assess, and evaluate public health
programs. The OPHS emphasize the importance of addressing social determinants of health in
order to reduce health inequities and identify/work with priority populations (Antonello et al.,
2016). However, programme standards that provide clear definitions regarding the health equity
mandate, and what is required from LPHAs and the local governing boards of health is lacking
(Rizzi, 2014). Furthermore, findings from research indicate that there is a lack of agreement
regarding how LPHAs are to address social determinants of health in order to reduce inequities
at a local level (Antonello et al., 2016; Manson et al., 2012; Tran et al., 2013). As a result, the
4

LDCP funded health equity indicators were developed in collaboration between public health
practitioners and researchers; these indicators serve as the focal point of this study.
LPHAs across Ontario are mandated health agencies serving various rural and urban
municipalities (MOHLTC, 2017). LPHAs were established to provide efficient community
health programmes delivered by qualified staff (MOHLTC, 2017). There are currently 35
LPHAs across the province of Ontario. LPHAs in Ontario deliver programmes and services to
the public about healthy lifestyle choices, communicable diseases, immunization, food premises
inspection, and healthy growth and development (MOHLTC, 2017). Some LPHAs are governed
by their own boards of health, meaning that these health units are autonomous corporations
functioning under the Health Protection and Promotion Act; and other LPHAs are governed
under their regional or municipal government (2015 Orientation Manual for Boards of Health,
2015). The administration for each LPHA is led by a Medical Officer of Health (MOH) who
reports to the local board of health. The board of health is composed of elected representatives
from the local municipal or regional council (MOHLTC, 2017). Funding for the LPHAs is
received from the MOHLTC as well as the local municipalities (MOHLTC, 2017). The
MOHLTC provides ongoing funding to the LPHAs for the delivery of mandatory programmes
(Public Health Funding Model for Mandatory Programs, 2013). These include services that
public health units must provide to their local communities in accordance with the legislation.
Funding for mandatory programmes varies depending on whether the LPHA is in an organized
or an unorganized area. Organized and unorganized areas differ in terms of economic
environment, population, and physical geography (Public Health Funding Model for Mandatory
Programs, 2013). Unorganized areas are located in Northern Ontario where a large landmass
lacks local government, and its residents are governed through the offices of the townships and
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counties (Public Health Funding Model for Mandatory Programs, 2013). Mandatory programmes
are currently funded at 75% by the MOHLTC in organized areas, and at 100% in unorganized
areas (Public Health Funding Model for Mandatory Programs, 2013).
The Locally Driven Collaborative Project (LDCP) Funded Health Equity Indicators
The LDCP1 funded health equity indicators were developed through collaboration
between academics and frontline and managerial staff from four different LPHAs across Ontario:
Algoma Public Health, Durham Region Health Department, Peterborough County-City Health
Unit, and Toronto Public Health (Antonello et al., 2016; Public Health Ontario, 2020). The
health equity indicators were designed to help LPHAs develop and assess their role in addressing
the social determinants of health and reducing health inequities in their organization and
programs (Antonello et al., 2016). According to the National Collaborating Centre for
Determinants of Health, the role of public health in reducing health inequities is to: (a) assess
and report; (b) modify/orient public health programmes; (c) engage in community and multisectoral collaboration in addressing the health needs of the population through services and
programmes; and (d) lead, participate, and support with others to address policies. A fifth role
was added during the development of the indicators, namely, to engage in organization and
system development (Antonello et al., 2016). Overall, 15 health indicators across all five roles
were developed and combined into a tool to help improve how LPHAs govern and address health
inequities, and to assist in planning and delivering of public health services (Antonello et al.,

1

The Locally Driven Collaborative Projects (LDCP) program brings public health units together to develop and
run research projects on issues of shared interest related to the Ontario Public Health Standards. Working
collaboratively on an LDCP helps public health units build partnerships with each other and with students,
academics, and organizations that are doing related work. As public health unit staff develop and lead projects, they
strengthen their skills in research and project management, and ensure that the results of these projects are directly
relevant to the work of Ontario’s public health units.
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2016). A list of the 15 indictors, designated within their intended roles, is provided in Appendix
A.
The health equity indicators were constructed through an evidence-based approach,
meaning that these indicators were derived from evidence in literature, and in consultation with
field experts. The indicators were pilot tested in four Ontario LPHAs. The developers of the
indicators suggest that the indicators be implemented at the LPHA level (Antonello et al., 2016),
rather than at the provincial level. These indicators are meant to be used as an internal tool that
guides individual LPHAs in the delivery of equitable programmes and services, as mandated in
Ontario’s legislative framework, and the recent Ontario Public Health Standards. The developers
of the indicators also suggest that the indicators should not be used to compare LPHAs to one
another (Antonello et al., 2016). Rather, these indicators can help a specific LPHA to selfdetermine the extent to which the organization is working towards health equity over time.
For the purposes of this study, the indicators are understood as a programme or an
intervention designed to be used by interested LPHAs who seek to evaluate how well health
equity is included as a guiding principle at the organizational level. The indicators represent a
response to public health policy. My focus in this research is to examine how this response to
policy has been implemented. There were three recommendations made by the creators of the
indicators: (a) the purpose of the health equity indicators is to support Ontario’s public health
units to improve their individual efforts towards health equity; (b) the indicators’ use is not
intended to become an inter-agency comparison, but a centralized repository of results that
LPHAs can access; and (c) the pilot testing of the indicators was limited, and further evaluation
of the tool is needed (Antonello et al., 2016).
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Further Evaluation of the Ontario Public Health Equity Indictors
It becomes very challenging to determine which innovations are worth adopting without
conducting the appropriate evaluation (Lamont et al., 2016). Evaluating innovation in service is
politically charged, and research needs to be robust and sensitive in managing relationships with
leaders who might be interested in a specific outcome (Lamont et al., 2016). Conventional
evaluation methods, like randomized controlled trials (RCTs) are concerned with evaluating the
effectiveness of a specific intervention or a programme by investigating its impact on the target
population (Salter & Kothari, 2014). Effectiveness evaluation, conducted through RCTs, assesses
one or more priority outcome(s) resulting from the intervention (Salter & Kothari, 2014). These
types of evaluations, however, do not provide explanations about the factors that shape particular
outcome(s) within a specific context. This omission contributes to a large gap in information
regarding how LPHAs address health equity within Ontario’s public health system. Moving
forward, researchers can seek to better understand the complex system of interactions that are
found within a complex health care system (Salter & Kothari, 2014).
In conventional evaluation models such as RCTs, specific outcomes are selected and
evaluated based on an expected “effect of the limited number of variables controlling for the
effects of identified confounders” (Salter & Kothari, 2014, p. 2). This is a simplified approach
for programme (or intervention) assessment, since it does not address how a complex
intervention or a programme, such as the health equity indicators, operates within a
complex/context rich system. In order to evaluate how intervention(s)/programme(s) perform
within a complex/context rich health system, researchers can utilize other approaches like theory
based or theory driven evaluation approaches (Hawe, 2015; Lanham et al., 2013; Rogers, 2008;
Salter & Kothari, 2014). The concept of ‘theory driven approach’ is described later in this
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chapter. Theory driven evaluation can be defined as an approach that incorporates the use of
theory in order to understand, strategize, conduct, and interpret the intervention(s)/programme(s)
(Salter & Kothari, 2012). Therefore, theory driven evaluation moves past evaluation of
programme effectiveness to uncover the underlying mechanisms and mediating factors that
influence the outcome of the intervention(s)/programme(s) (Lanham et al., 2013; Rogers, 2008;
Salter & Kothari, 2012).
Realist Evaluation of Ontario Public Health Equity Indicators
Realist evaluation is classified as a logical inquiry that is theory driven (Salter & Kothari,
2014). The word ‘theory’ has many meanings and according to Pawson and Tilley (1997), theory
can mean anything from a grand overarching theory (e.g., Marxism), to a hypothesis generated
and tested in a laboratory experiment (Pawson & Tilley, 1997; Wong et al., 2013). Within a
realist paradigm, programmes are social products stemming from the human imagination, and are
designed to bring about social improvement (Pawson 2013; Pawson, 2006; Pawson & Tilley,
2004). Programmes chart a supposed course, where the wrongs can be made right, shortcomings
of behaviours can be corrected, and inequalities of conditions can be improved (Pawson &
Tilley, 2004). Programmes are influenced by the vision of change and their successes/failures are
dependent on the validity and reliability of that vision. Therefore, realist evaluations are designed
to test the underlying programme theories and the core of how a specific programme is designed
to work (Pawson 2013; Pawson, 2006; Pawson &Tilley, 2004). This process helps determine
whether the basic plan of the programme is plausible, durable, practical, and most importantly
valid (Pawson & Tilley, 2004).
The methodology selected for this thesis is a realist evaluation. The health equity
indicators can be understood as an intervention or a programme designed for the use of LPHAs
9

who are interested in evaluating organizational-level health equity within their particular agency
(Antonello et al., 2016). The theory underpinning indicators intervention/programme is as
follows: the use of health equity indicators enables LPHA to self examine the extent to which
they are working towards health equity. This tentative theory is based on the overall objective of
the LDCP funded health equity indicators, which is to provide local boards of health with a
rigorously tested and comprehensive set of indicators that is relevant to their work addressing
health inequity (Antonello et al., 2016). Conducting a realist inquiry of these indicators provided
a context-rich, theory-driven description regarding the triggers that enabled these indicators to
work, or not to work, and the contexts of the LPHAs that implemented and embedded them into
their organizational practice (Rycroft-Malone et al., 2015). Rather than conceptualizing an
intervention as a ‘one size fits all’ or a tightly controlled design using standardized intervention,
researchers can broaden definitions of intervention success, expand their notions of interventions
to make them adaptive, allow for strategic redirection during implementation, and expand
understandings of the effects on health outcomes (Browne et al., 2015). The initial purpose of
this study was to conduct a retrospective, multiple methods realist evaluation of the use of the
LDCP funded health equity indicators. However, as the process of data collection began, it
became clear that the participants wanted to reflect on the context, mechanisms, and outcomes
needed to support the implementation and use of the indicators. As a result, the purpose of this
study evolved to conducting a realist evaluation that explored the foundational support required
within an organization to enhance the implementation of the indicators.
This evaluation was conducted following the pilot case study done to examine the health
equity indicators’ impact in four different LPHAs across Ontario. The pilot case study,
conducted by the creators of the health equity indicators, focused on exploring the relevance,
10

understandability, feasibility, reliability, and applicability of the indicators (Antonello et al.,
2016). This realist evaluation aimed to test and refine the hypothesis/programme theory
specifications of the health equity indicators. This evaluation generated a deeper understanding
of the foundational organizational influences that enable each LPHA to implement the indicators
in order to internally examine the extent to which they were working towards health equity.
Through the conduct of this evaluation, I sought to answer the following questions:
What mechanism(s) enable or hinder the implementation of the health equity indicators
into LPHAs’ practice?
•

What are the resources that facilitate or hinder the implementation of the
indicators?

•

What are the reasonings and responses that are triggered within the organization
as a result of integrating these resources into a specific context?

•

What outcomes are generated throughout the process?

Overview of Thesis Layout
This first chapter includes the presentation of the background information, the purpose
for the study, and the proposed method of evaluation. In the second chapter, I present a literature
review using the rapid realist review method. The major themes found in existing literature on
the topic of health equity tools and their use in public health organizations are presented. The
results from the rapid realist review demonstrated that there are three levels of programme theory
development: the socio-political systems level, the organizational level, and the
functional/operational level.
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Chapter three provides a comprehensive explanation of the paradigmatic position,
methodology, and methods used in this realist evaluation. The chapter also provides a description
of data collection methods, participant recruitment, data analysis, and synthesis of findings. The
fourth chapter presents the process of stage one initial theory generation. The theories presented
in chapter four have been generated through analysis of two data sources: a previous pilot case
study of the indictors and a realist focus group with the team of six individuals who developed
the indicators. The fifth chapter of this thesis presents the process of stage two theory generation,
and refinement. The theories presented in this chapter seek to explain the factors and triggers that
enhanced the implementation of the health equity indictors by LPHAs. The theories presented in
chapter five have been iteratively generated and refined through analysis of realist interviews
with 22 public health practitioners at 17 participating LPHAs. The sixth chapter presents the
process of theory refinement to generate a mid-range theory that explains the implementation the
health equity indicators within LPHAs’ practice. In this final chapter I provide explanations
regarding which organizations the health equity indicators work for, and under what
circumstance. The implication of the study findings and the conclusion are also discussed in this
chapter. Table 1.1 provides an overview of the thesis layout by listing the chapters, their goals,
and the sources of data.
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Table 1.1
Chapters, data collection, and data sources
Chapter(s)
Chapter Two & Chapter Four

Goal(s)

Data Source(s)

• Identifying what might work, for
whom, how, and in what
circumstances
• What is the existing evidence
underpinning the programme theory?

Chapter Five

• What mechanism(s) enable or hinder
the implementation of the health equity
indicators into LPHA’s practice?
• What are the resources that facilitate or
hinder the implementation of the
indicators?
• What are the reasoning and responses
that are triggered as a result of
integrating particular resources into a
specific context?
• What are the outcomes generated
throughout the process?

Chapter Six

• What works for whom in what
circumstances?
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•

Rapid Realist Review

•

Secondary data analysis of the data
collected for the pilot case study

•

A realist focus group with six
individuals involved with the
development of the health equity
indicators

•

Two rounds of realist interviews
with 21 practitioners who work in
the LPHAs

Chapter 2: Rapid Realist Review
Introduction
The realist model of synthesizing literature is concerned with explanation building
(Pawson, 2006), the purpose of which is to “articulate underlying programme theories and then
integrate existing evidence to find whether and where these theories are pertinent and
productive” (Pawson, 2006, pg. 74). This results in an abstract model that explains how and why
a programme/intervention works. A realist synthesis is conducted in an iterative manner (Pawson
et al., 2004). Pawson suggests that the foundational principle of a realist review is to illustrate
connections between the interventions (I), the contexts (C), and the outcomes (O) (Pawson,
2006; Saul et al., 2013), or in other words, theory development. Programme theories, informed
by the realist review process, include broad forms of qualitative and quantitative evidence (Saul
et al., 2015). The aim of these programme theories is to generate an understanding regarding
“what works, for whom, in what contexts, to what extent, and most importantly how and why”
(Saul et al., 2015, pg., 2). Results of a realist review do not provide prescriptive advice; rather,
the findings generated attempt to provide transferable programme theories that provide insight
regarding where a specific programme is more likely to work, for what type of subjects, and in
what type of situations (Saul et al., 2015). Realist reviews are context sensitive and the
generalizability of the results from one context to another is dependent on the operation of
similar mechanisms, that is the social forces underlying entities, processes, or social structures
that operate in a particular context to produce an outcome of interest (Pawson & Tilley, 1997;
Saul et al., 2015; Wong et al., 2013).
Rapid realist reviews arose in response to the mismatch between the information required
by policy makers and the time required to complete systematic reviews. Researchers conducting

14

rapid reviews attempt to create a knowledge synthesis similar to comprehensive systemic
reviews but do so in a shorter amount of time and in contexts where there are only a few
resources available (Saul et al., 2015). I conducted a rapid realist review because this type of
review facilitates nascent theory development with similar type of knowledge production as a
comprehensive review, within a shorter period of time (Saul et al., 2015). The rapid realist
review method focuses on distillation of theory-driven, contextually relevant interventions that
are likely to be linked to specific outcomes, within specific contextual parameters (Saul et al.,
2015). In the case of this rapid realist review, health equity tools are conceptualized as resources
that provide steps, questions, or frameworks for practitioners to follow in order to improve health
equity (Pauly et al., 2018). The subtle differences between realist reviews and rapid realist
reviews are listed in table 2.1.
There are disadvantages and limitations found in the rapid realist review methodology,
specifically since this methodology lacks comprehensiveness, and has an increased risk for bias
(Saul et al., 2015). These risks are counterbalanced through close engagement with content
experts who can ensure that the results generated from the rapid realist review are complete. The
involvement of the content experts may still present limitations, specifically under the following
circumstances: (a) when there is a lack of alignment between the research question explored
through the rapid realist review, and the content experts selected to provide feedback throughout
the review process; and (b) limited time and resources may result in limited engagement of
content experts during the review process, which may produce low quality results (Saul et al.,
2015). I mitigated these disadvantages and limitations by engaging closely and with content
experts throughout the entire review process. These experts provided feedback regarding the
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alignment of the research questions with the research process, and this process is discussed in
greater detail throughout this chapter.
Table 2.1
Comparison between rapid realist review and ‘traditional’ realist review
Rapid Realist Review
Examine interactions between
mechanisms, contexts, and outcomes
Short-term (3- to 6 – month turnaround)
Responsive to local policy needs
Results are utilization focused
Includes both reference groups and expert panels

Involvement of expert panels allows for conclusions
and recommendations to be developed from
emerging/nascent literature

Full Realist Review
Examine interactions between mechanisms,
context, and outcomes
Longer term (12- to 24 – month turnaround)
Responsive to local policy needs
Results are utilization focused
Likely includes a reference group (or something
similar); there is no standard for involvement of an
expert panel
Includes both published and grey literature, search
process is comprehensive (until the point of theory
saturation), and programme theories can be developed
over a period of months

The concept of mechanism is used in the realist framework to explain the relationship
between context and outcome (Wong et al., 2013). Generative causation is a causal model that
seeks to identify the mechanisms that explain the relationship or the association between ‘X’ and
‘Y’ (Pawson & Tilley, 1997). Generative causation challenges the assertion that suggests an
intervention independently produces an outcome. A generative view of causation suggests that
there are underlying mechanisms that trigger the occurrence of a relationship (Pawson & Tilley,
1997).
Mechanisms are social forces defined as “underlying entities, processes, or social
structures that operate in a particular context to produce an outcome of interest” (Astbury &
Leeuw, 2010, pg. 368). Examples of mechanisms include social norms and societal values as
well as collective beliefs and preferences. Social mechanisms can be found to operate at various
layers of social reality; thus, social mechanisms cannot be directly observed. Mechanisms
operate both at a micro individual level as well as a macro social/structural level (Pawson &
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Tilley, 1997; Wong et al., 2013). Pawson and Tilley provide the following example to unpack
the meaning of mechanism: it is only by examining the inside of the clock that it is possible to
understand how it works, and not simply examining the clock itself that is possible to understand
how it works (Pawson & Tilley, 1997). Within a realist evaluation, the programme activity and
processes – the social forces – are the mechanisms which may be hidden from our sight (Pawson
& Tilley, 1997).
Another explanation provided by Westhorp et al., (2011) defines mechanism in terms of
how the programme changes people’s decision making; for example, how people’s responses
change based on the resources that the programme/intervention provides. A critical element of
mechanisms is that they lead to specific outcomes when triggered within particular
contexts/conditions. This positioning allows for realist evaluations to explore how the
programme/intervention works, and which mechanism(s) give rise to specific outcome(s)
(Rycroft-Malone et al., 2015). Mechanisms provide explanations by unpacking the resources,
provided through the social programme/intervention, and the responses and reasonings to those
resources (Pawson, 2006). A mechanism is formed when resources and reasonings are combined
to produce observable responses to an outcome, and in this way, mechanisms explain what about
the system allows for things to occur or change (Pawson, 2006). As mentioned earlier,
mechanisms may not be directly observed; therefore, the researcher hypothesizes which
mechanism is likely to have triggered change, and then tests the theory by collecting data.
Throughout this thesis, mechanisms are presented to illustrate how the resources provided by the
health equity indicators trigger specific responses and reasonings.
Mechanisms can only be activated within a specific context (Pawson & Tilley, 1997,
2004). Context describes the conditions where the programme/intervention is introduced (Wong
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et al., 2013). These conditions must be relevant to influence, trigger, and modify the mechanisms
(Pawson & Tilley, 1997, 2004). Context is understood as space or place, but it can also be
conceptualized as the setting where the programme/intervention is placed; these are all factors
that are not in the control of the programme/intervention designers. Examples of context include
organizational context/structure, cultural history of the community, scope and nature of existing
social networks, programme infrastructure, geographical location, and allocation of funding
resources (Pawson & Tilley, 2004; Wong et al., 2013). Therefore, context is not the background
to the site/study/case, but it is the condition that triggers a specific mechanism (Rycroft-Malone
et al., 2015). Examples of mechanism and context, as it relates to this study, might be the
attitudes of acceptance towards the LDCP funded health equity indicators (Mechanism)
(Antonello et al., 2016) in health units which have equity in their strategic plan (Context).
The outcome, in realist evaluation, represents the reactions to different mechanisms in
specific contexts. Outcomes include intended and unintended consequences of the
intervention/programme that result from the activation of one or more mechanisms in different
contexts (Pawson & Tilley, 2004). Realism does not depend on one single outcome measure to
convey a pass/fail judgment on a specific intervention/programme. Rather, outcome patterns can
take multiple forms, and programmes/intervention must test the range of output and outcome
measures (Pawson & Tilley, 2004).
For the purpose of this thesis project, the rapid realist review was conducted using the
ten-step guide provided by Saul et al., (2015). The following section provides a comprehensive
explanation regarding how this rapid realist review was conducted, as well as how data were
extracted and analyzed to generate areas for nascent programme theory/theories development.
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Method
Defining the Scope of the Review
Conducting a rapid realist review is an iterative process, and the ultimate goal is to collect
and analyze data that will be used to produce programme theories (Pawson, 2006). The primary
aim of this rapid realist review was to understand for whom health equity indictors work
(Pawson, 2004). I did this through exploring how the health equity indicators were formed, in
order to further understand their implementation into public health organizations. The secondary
aim of this rapid realist review was to explore the circumstances or contexts in which the health
equity tools were implemented, and the nature and form of the outcomes (Pawson, 2004).
According to Saul et al. (2015), it is critical to clarify with knowledge users, such as
public health practitioners, the content area of interest for the review during the first stage of the
rapid realist review. This is an important step that increases the feasibility of the review process
(Saul et al., 2015). For the purpose of this specific rapid realist review, a team of researchers
from three different universities across Canada and the UK, and knowledge users who have
leadership roles in two Local Public Health Agencies (LPHAs) in Ontario, engaged in three
separate meetings facilitated by my thesis supervisors and me. The knowledge users from two
LPHA in Ontario were selected due to their involvement with the Locally Driven Collaborative
Project (LDCP) funded project that developed the health equity indicators (Antonello et al.,
2016), and for being leaders in mobilizing health equity work across public health in Ontario.
The academics on the team were selected based on their knowledge and expertise in
realist methodology, evaluation of public health interventions, and organizational studies. The
discussion and decision points made during these meetings were captured through field notes
taken by me. The purpose of these meetings was to discuss and narrow the scope of the literature
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synthesis and realist evaluation, and to define the stages of data collection to be used in
programme theory generation, hypothesis generation, and evaluation framework development.
The results of the meetings from the previous step led to the consensus that the review was
meant to first understand how health equity tools are formed and implemented by public health
organizations. The secondary aim of this rapid realist review was to explore the circumstances or
contexts in which the health equity tools are implemented.
Clarifying the Review Questions
After defining the scope of the project, the next step in a rapid realist review was the
formation of review question(s). The research questions addressed in this rapid realist review
were concerned with identifying broad contexts where programme theories for the
implementation of health equity tools in public health organizations were found. In addition, the
questions asked in this review aimed to investigate the literature regarding the specific
mechanisms and processes within, and between public health organizations. This was done to
better understand the triggers that have allowed for implementation of health equity tools into
public health practice. The review research questions were developed in an iterative process, that
is, through continuous discussion with knowledge users from two LPHAs in Ontario. The
questions were prioritized pragmatically and based on the interest of the team. The purpose of
this rapid realist review was to explore the following questions:
Why and how do organizations use equity tools within their public health organizations?
-

What are the mechanisms that explain the implementation of equity tools by public health
organizations?

-

What factors must exist within an organization for the successful implementation of
health equity tools into public health agency?
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The examination of existing published literature was guided by the research questions
listed above, which helped to identify at what level of the public health organization the nascent
programme theories should be developed. For example, these levels may include
strategic/leadership level, operational/staff level, or both. Furthermore, beginning the process of
nascent programme theory development through this rapid realist review prompted the
development of the theoretical framework (the final product of this realist evaluation). The
process of theoretical framework development and how the results of this rapid realist review
informed the final theoretical framework are presented in chapters four, five, and six of this
dissertation. The purpose of the theoretical framework is to explain the implementation of health
equity indicators within health organizations. For the purpose of this rapid realist review, health
equity tools are understood as “a document of resource that clearly identifies improving health
equity as a goal and provides a set of steps, questions, or a framework that people [public health
practitioners] can follow to achieve this goal” (Pauly et al., 2018, pg. 2).
Identification of How Recommendations Will be Used

In this step of the rapid realist review, it was critical to identify and explicitly state how
the results from the review were going to be used to inform the rest of the research process (Saul
et al., 2015). I addressed the research questions stated earlier by capturing and analyzing relevant
published literature and synthesizing their findings to help develop nascent programme theories.
The steps taken in the selection of relevant published literature and the synthesized findings used
to generate nascent programme theories are highlighted in the next steps described throughout
this chapter. In the third step, in order to determine how the findings from this rapid realist
review were to be used, I sought to identify the level within the public health system for which
the nascent programme theories could provide explanations.
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Within the realist paradigm, social systems are considered open systems. This means that
there are flexible informal boundaries between ideas, people, information, and resources between
social systems, and social systems interact and impact each other (Westhorp, 2014). Evaluating
social systems requires creation of boundaries, and explicitly noting which parts of the system
are included in that evaluation (Westhorp, 2014). In this realist review, and realist evaluation, the
boundaries were set at the organizational level and functional level. The reasons for setting these
boundaries at the organizational level and functional level was to contain the scope of the
evaluation in order to ensure the feasibility of the study when generating programme theories.
Therefore, the nascent programme theories presented in this chapter provide an explanation
regarding the contexts, mechanisms, and outcomes at the two levels within the organization,
organizational and functional, which facilitate the implementation of the health equity tools.
The nascent theories may be expressed in various ways and contain various elements in
realist explanations, such as the generative mechanisms (M) that change behaviours, ideas
regarding the context (C) which influences the operation, and premonitions regarding the
outcome (O) patterns (Pawson, 2006). I used these elements to develop nascent programme
theories generated from the rapid realist review. These theories were used as a foundational
starting point to refine, build on, and iteratively generate stage one initial programme theory
(presented in chapter four of this dissertation), stage two refined programme theory (presented in
chapter five of this dissertation), and the final mid-range theory programme theory (presented in
chapter six of this dissertation). Therefore, the nascent programme theories generated from this
rapid realist review informed the entire realist evaluation and guided the programme theory
evaluation.
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Development of Search Terms
The search terms used in this rapid realist review were generated collaboratively by my
thesis supervisors and me. I also consulted with a health science librarian to assist in the
selection of the search terms. The selected search terms that I selected for this rapid realist
review were: best practice, compliance, equity, equity tools, government support, health care
service policy, health equity, health organizations, implementation, management capacity,
mobilization, organizational indicators, organizational process, performance measures, process
indicators, process of uptake, quality assessment, tools, uptake, uptake process, utilization,
utilization process (See Appendix B for search terms configuration).
Identification of Articles and Documents for Inclusion in the Review
To be consistent with realist review methodology, the literature search was conducted in
a progressive and iterative manner, and included different types of evidence (Pawson, 2006;
Wong et al., 2013). I identified and selected papers in two stages: first, grey literature, followed
by peer-reviewed academic literature. As suggested by Saul et al. (2015), selected grey literature
was identified by the LPHA knowledge users and the academics on the Advisory Committee,
and were used to help understand the context for the evaluation, and provide background
information regarding the design of the evaluation of the indicators. The following grey
documents were identified:
a. Develop and Test Indicators of Ontario Local Public Health Agency Work to
Address the Social Determinants of Health to Reduce Health Inequities: Phase 1
Report: Review of the Literature (Pellizzari et al., 2015)
b. Develop and Test Indicators of Ontario Local Public Health Agency Work to
Address the Social Determinants of Health to Reduce Health Inequities: Phase 2
Report: A Case Study Approach to Pilot Test Indicators (Antonello et al., 2016)
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c. Health Equity Indicators for Ontario Local Public Health Agencies: User Guide,
2016 (Antonello et al., 2016)
d. Ontario Public Health Organizational Standards (OPHOS) (MOHLTC, 2018)
e. A guide to assessment tools for organizational health equity capacity (NCCDH,
2020)
In the second step, the following databases were selected and searched using the search
terms described earlier to capture relevant empirical studies: Scopus, CINAHL, ABI/INFORM
Global, and Web of Science. The expectation is that the various empirical studies and reviews,
captured through the search, provide a variety of evidence regarding the facilitators for
programme/intervention implementation within public health practice. Some studies may provide
information regarding the underlying mechanisms, some studies may concentrate on the outcome
of the programme/intervention, while other studies may focus on the context in which the
programme/intervention was applied (Pawson, 2006).
Quality Review
At this stage of the rapid realist review, it was critical to ensure that the results generated
from the database search, using the selected search terms, provided adequate and relevant results
for the topic (Saul et al., 2015). Articles were included in the review when identified as
‘relevant’ for the purposes of informing the study and addressing the review questions. Articles
were included if they were empirical or review papers that focused on public health and
addressed the implementation of equity tools/interventions by public health organizations. Titles
and abstracts that did not address health equity tools or public health were excluded at this stage
of the review.
Rapid realist review methodology does not require that a comprehensive review of
literature is provided; therefore, it was important to engage the knowledge users and academics
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on my thesis advisory committee in identifying key articles to integrate in this review (Saul et al.,
2015); links to relevant articles were provided by these groups. I conducted a systematic search
of the peer-reviewed literature and focused on studies that were published between 1998 to 2018
this time range was selected to ensure that I captured most of the literature that explored the topic
of health equity tools. The search yielded a total of 5188 articles (see Figure 2.1). I also retrieved
references cited in the already included six grey documents (listed earlier).
I conducted a screening of the articles in three stages. The first stage included screening
of titles and abstracts for their relevance to the topic and review questions. After completing this
initial screening of literature, a total of 126 papers moved into the second stage of data screening
and extraction. This second stage included a full-text evaluation of the 126 articles to examine
whether the paper addressed the implementation of health equity tools or interventions within
public health organizations. This stage of the review yielded a total of five systematically derived
articles and two subsequent articles identified through their reference list. A total of seven
articles moved to the synthesis step. Table 2.2 provides a description regarding the
characteristics of the articles included in the review.
Data Extraction from Literature
I then developed a data extraction sheet (see Appendix C) to guide the extracting/mining
of relevant information in the selected papers. Fields of interest included the paper’s
methodological approaches, the context in which the health equity tools were implemented, the
resources that enhanced the implementation of health equity tools in public health organizations,
and the changes/outcomes triggered in the public health organization that resulted from the
implementation of the health equity tool. I used the sheet to ensure that the focus was on
systematically capturing information that address the review research questions. The
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development of this data extraction sheet was guided by an existing template for realist reviews
(Dieleman et al., 2011; Rycroft-Malone et al., 2012), and based on the research questions asked
in this rapid realist review. The data extraction sheet was pilot tested and refined using articles
captured through the literature search.
Validation of Findings
The analysis and the synthesis of the data extracted through the search process aimed to
answer the review questions through an inductive and deliberative process. The research
questions that guided this analysis are:
-Why and how do organizations use equity tools within their public health organizations?
-

What are the mechanisms that explain the implementation of equity tools by
public health organizations?

-

What factors must exist within an organization for the successful implementation
of health equity tools into public health agency?

I included documents that directly addressed these questions and provided details to inform the
generation of nascent programme theories. When the areas of programme theories were
identified, the findings were reviewed by the thesis advisory committee to ensure that the process
of theory generation was being conducted in accordance with the rapid realist review
methodological protocol (Saul et al., 2015). Relevance and rigour were also assessed for the grey
literature, which helped inform and set the context regarding how and why the indicators were
developed. Pawson et al., (2004) recommend against the exclusion of documents based solely
on the lack of rigour. It is suggested that this could reduce rather than increase the validity and
transferability of review finding, since the various parts of different documents may contribute to
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the evidence upon which the programme theories can be developed, challenged, and refined
(Pawson et al., 2004).
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Databases searched:
•
•
•

Total number of papers that moved to full text screening from the database search
Scopus
CINAHL
ABI/INFORM Global Web
of Science
n= 5188

(i.e., Yes, & Maybe) n= 126

Total number of papers that were included after an in depth, full- text screening of articles
n= 5

Search Terms:
best practice, compliance, equity,
equity tools, government support,
health care service policy, health
equity, health organizations,
implementation, management
capacity, mobilization, organizational
indicators, organizational process,
performance measures, process
indicators, process of uptake, quality
assessment, tools, uptake, uptake
process, utilization, utilization process

Total number of papers that were included after conducting snowball sampling from papers included
from the database search
n= 2

Total number of included articles
2+5=7

n= 7

Figure 2.1: The databases, search terms, and number of articles included in the rapid realist review
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Table 2.2
Characteristics of papers included in the rapid realist review
Author(s),

Country

Paper type

Themes/ main aims

Approaches to describing
implementation of equity indicators

Main findings/
recommendations

Bourgeois et al.
(2018), Building
evaluation
capacity in
Ontario’s public
health units:
promising
practices and
strategies

Canada

Original
Research

Presents findings on how to
build evaluation capacity in
10 public health units
across Ontario and identify
the effective strategies
which lead to increased
evaluation capacity.

Develop knowledge, skills, and attitudes
of health unit staff and managers to
enhance evaluation capacity. This can be
embedded within practice by engaging
all staff members, receiving support
from leadership, and having
organizational specific tools and
infrastructures to support evaluation
capacity.

Design and implementation
of evaluation capacity
could be based on the
organization needs.

Brailsford et al.
(2013),
Overcoming the
barriers: a
qualitative study
of simulation
adoption in the
NHS

UK

Original
Research

Addresses the apparent
failure of modelling to
become embedded and
widely implemented within
health care organizations.
This research paper
provides an evaluation of
the adoption of one specific
simulation modelling tool.

The study provides a summary of
barriers and facilitators to the successful
use of the S:G software, but the bigger
purpose is to focus more broadly on
factors influencing the successful
adoption of simulation tools in general
within health care organizations.

Senior management buy-in
as well as the provision of
effective training for staff,
is critical for the uptake of
a simulation modelling tool

Centres for
Disease Control
and Prevention
(CDC). (2010), A

USA

Report

In response to the mounting
needs of practitioners
seeking reliable tools to
advance health equity, the

The following factors help enhance
health equity:

To have maximum effect,
health equity must be
supported by several
policies, systems, and

(year), Title
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Practitioners’
Guide for
Advancing Health
EquityCommunity
Strategies for
Preventing
Chronic Disease

Guglielmin et al.
Canada
(2017), A scoping
review of the
implementation of
health in all
policies at the
local level

(CDC) developed this guide
to assist practitioners in
addressing the welldocumented disparities in
chronic disease health
outcomes. This resource
offers lessons learned from
practitioners on the front
lines of local, state, and
tribal organizations that are
working to promote health
and prevent chronic disease
health disparities.
Literature
review

Health in All Policies
(HiAP) implementation can
involve engagement from
multiple levels of
government; however,
factors contributing or
hindering HiAP
implementation at the local
level are largely
unexplored. Local is
defined as the city or
municipal level, wherein
government is uniquely
positioned to provide
leadership for health and
where many social
determinants of health
operate. This paper presents
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1. Building Organizational Capacity
2. Meaningful Community
Engagement for Health and Equity
3. Developing Partnerships and
Coalitions to Advance Health
Equity
4. Identifying and Understanding
Health Inequities
5. Using Multiple methods to Pinpoint
Health Inequities
6. Health Equity-Oriented Strategy
Selection, Design, and
Implementation
HiAP implementation locally including:
funding, shared vision, national
leadership, ownership and
accountability, local leadership and
dedicated staff, Health Impact
Assessment, and indicators.

environmental
improvement strategies
with a goal to reduce health
inequities and advance
health equity.

Further research that
specifically investigates the
facilitators and barriers of
HiAP locally within their
political and policy context
is needed.

the results of a scoping
literature review on local
HiAP implementation.
Jacobs et al.
(2012), A survey
tool for
measuring
evidence-based
decisions making
capacity in public
health agencies

USA

Original
Research

Provides results of a survey
tool that assesses the
Evidence Based Decision
Making (EBDM) capacity
of the public health
workforce. This survey tool
allows an individual agency
to collect data that reflect
their unique workforce

Communication with policy makers, use
of economic evaluation, and translation
of research to practice were identified as
top competency gaps.

The survey is a valuable
tool for health departments
and non-governmental
organizations to assess
EBDM capacity within
their own workforce to
assist in the identification
of approaches that will
enhance the
implementation of EBDM
process into public health
programming and
policymaking.

Pauly et al.
(2018), Critical
considerations for
the practical
utility of health
equity tools: a
concept mapping
study

Canada

Original
Research

Presents a concept mapping
study that identifies the key
elements and themes
related to public health
leaders and practitioners’
views about what makes a
health equity tool useful.

The process resulted in 67 unique
statements that were grouped into six
clusters:

Thematic clusters highlight
the importance of user
friendliness and having
user guides, and
templates and resources to
enhance use of equity tools.
Furthermore, participants
indicated that practicality
was not enough for a tool
to be useful; a useful tool is
one that encourages and
supports the development
of practitioner
competencies to engage in
equity work including
critical reflections on
power and institutional
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1.
2.
3.
4.
5.
6.

Evaluation for Improvement
User Friendliness
Explicit Theoretical Background
Templates and Tools
Equity Competencies
Nothing about Me without MeClient Engaged

culture as well as strategies
for the involvement of
community members
impacted by health
inequities in program
planning and delivery.
Tyler et al.
(2014), Health
equity assessment
– facilitators and
barriers to the
application of
health equity
tools

Canada

Original
Research

Provides analysis of the
application of selected
Health Equity Assessment
Tools (HEATs) from
Australia, New Zealand,
UK, and Canada.
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Support from three levels is required for
the implementation of health equity tools
into organizations:
1. Support at the socio-political
systems level
2. Support at the organizational level,
3. Support at the operational level

Organizations should
become familiar with all
HEAT tools, appreciate the
use of the tools through
discussion of selected case
studies, understand the
facilitators and barriers to
the application of HEATs,
and anticipate issues that
may arise when planning to
incorporate HEAT into
practice

Findings
The findings show that there are three levels within the public health system that
influence the implementation of the health equity tools by public health organizations. Figure 2.3
provides descriptions of barriers and facilitators to the implementation of health equity
measurement tools at the socio-political systems level, organizational level, and functional level.
The findings presented in table 2.3 are independent from the nascent programme theories
generated as part of the rapid realist review presented later in this chapter. For clarity, the sociopolitical systems level is not included in the nascent programme theories as the boundary of the
study was set at the organizational level.
Table 2.3
Areas of nascent programme theory development identified through the rapid realist review
Socio-Political Systems
Organizational Level
Functional Level
level
Clear mandate

- A clear mandate to use
health equity at a health
system level

Measuring performance

- Embed the use of health
equity tools into
performance
management
- Create incentives
related to national and
regional health equity
goals

Clear mandate

Team configuration

- A clear mandate to do

- Development of highly skilled

health equity work, and
the use of health equity
tools at the organizational
level
- Designing a health equity
plan

workforce
- Provide specific and well-defined
roles for teams and individuals
within teams

Organizational preparedness

Appropriate details regarding the
application of the tool

- Organizational leadership
has the vision, and
commitment to provide
resources and support to
integrate health equity
tools into programme
planning and evaluation

33

- Provide detailed information
regarding the process of
application of the tool
- Provide detailed information
regarding the process of the
collection of information

Data/ information infrastructure

- Availability of data and
information to use the health
equity tool

Shared understanding

- Creating consensus among teams
regarding the use of health equity
in programme planning and
evaluation

Capacity building

- Organizational culture that
allocates human and financial
resources to support health equity
work
- Enhance organizational capacity
to conduct research, analyze data,
and use information to inform
programmes and activities

The socio-political systems level facilitators are understood as the factors that exist at the
broader social and political contexts in which the public health organization exists (Tyler et al.,
2014). It is at this level where the most influential facilitators for the implementation of health
equity tools are found because it is at this level where most decisions regarding the allocation of
funds and resources are determined (Tyler et al., 2014). It is also where the ministry and other
government organizations mandate adherence to specific public health practice standards (Tyler
et al., 2014). The second level within the system describes the organizational level facilitators,
which include how responsibilities are distributed and managed at the various levels of the
organization. Finally, the third level within the system includes functional level facilitators,
which are understood as operational level elements that emerge with the application of the tool
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within an organizational context. This includes clearly defined roles and approaches to doing
health equity works, and detailed data collection initiatives conducted by skilled individuals
within the organization (Tyler et al., 2014).
As stated earlier, within the realist paradigm, social systems are considered open systems
that have flexible boundaries between ideas, people, information, and resources (Westhorp,
2014). Clear and explicit boundaries were drawn around the part of the system that is explored in
this realist review, and realist evaluation; that is, this thesis focused on investigating the
organizational level contexts, mechanisms, and outcomes. In order to answer the research
questions, I focused on analyzing the data that described the factors which facilitate the
implementation of health equity tools at the public health organizational level, and excluded the
literature that explored the influence of the broader political context. This was done because the
former factors were seen as more amenable to modifications and thus possible targets for
recommendations arising from this work.
First Nascent Programme Theory: Organizational Level Preparedness
Clear Mandate. The Ottawa Charter for Health Promotion clearly states that social justice

and equity are critical outcomes in healthcare (World Health Organization [WHO], 1986). Since
the inception of the Ottawa Charter, health equity has gained importance in health research and
in public health systems (Baum & Sanders, 2011; Commission of the Social Determinants of
Health, 2008; Williams et al., 2016). Findings from literature explain that the use of health equity
tools enhances the implementation of health equity within public health organization (Baum et
al., 2009; Haber, 2011; Health Canada, 2008; Marmot et al., 2008; Pauly et al., 2018; Sudbury &
District Health Unit, 2012). Health equity tools have been used to address various issues; for
example, health equity tools can be used to introduce and embed health equity into public health
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programmes and activities. However, public health practitioners face multiple challenge when
trying to identify, choose, assess, and select a specific tool to use in their organization (Pauly et
al., 2018).
The support provided through government policies at the national and regional levels is
an important facilitator for the implementation of health equity tools into public health
organizations (Tyler et al., 2014). A clear mandate at the system/government level prompts the
implementation of health equity policies, and of health equity tools at the organizational level
(Tyler et al., 2014). To further enhance the implementation of health equity tools within public
health organizations, there needs to also be a clear mandate from the organization’s directors to
integrate equity into programmes and services (Guglielmin et al., 2018). This is a very important
factor, because moving health equity work forward at the organizational level requires processes
by which national objectives are intimately connected with local organizational objectives
(Guglielmin et al., 2018). The creation of a health equity mandate at the organizational level
enhances the organization’s ownership of and accountability with health equity work.
Furthermore, the creation of a health equity mandate at the organizational level enhances
credibility and legitimacy of health equity work at the local level (Brailsford et al., 2013;
Guglielmin et al., 2018). In order to provide a clear mandate that focuses on health equity work,
organizations can design a health equity plan which has a strong and explicit theoretical
foundation. The design of a health equity plan is a critical resource which aids in the
implementation of health equity tools within the public health organization (Pauly et al., 2018;
Tyler et al., 2014). Organizations are encouraged to explicitly state their commitment to do
health equity work through writing their goals in an organizational document. Support of health
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equity work can be communicated through an organizational mission statement, or an
organizational strategic plan (Centers for Disease Control and Prevention [CDC], 2010).
Supportive Organizational Leadership. As stated earlier, the organizational mission

statement and/or the organizational strategic plan can reflect a clear organizational mandate to
support health equity work if this work is to be embedded into organizational practice.
Additional support for this commitment should be provided through a clear and deliberate action
plan, which reflects the support of the organization’s management for health equity work (CDC,
2010). Senior health systems leaders, managers, and administrators constantly grapple with longterm strategic planning priorities, and thus require evidence to inform and support their decisionmaking process (Kothari et al., 2009). It is essential for leadership and management to explore
and examine the best available, contextually relevant evidence to enhance the quality and impact
of programmes and services offered to the population being served (CDC, 2010). Additionally,
the creation of a formal mandate supported by a clear action plan designed to facilitate
implementation can have the strong support of public health leaders and management staff at the
organizational level (Tyler, 2014; CDC, 2010). Action to support health equity work includes
establishment of formal structural resources such as workgroups, and/or creation of formal
positions designed to facilitate the implementation of health equity tools into organizational
practice (CDC, 2010).
Connect Health Equity Tools with Organizational Evaluation. To enhance the
implementation of equity tools into public health practice, the tools can not only relate to
national and regional equity standards but can also be embedded in organizational performance
management incentives (Tyler, 2014). This can be facilitated through the integration of equity
tools into a comprehensive organizational programme evaluation (Bourgeois et al., 2018; CDC,
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2010; Tyler, 2014). Evaluation capacity refers to the organization’s ability to generate good
quality evaluations, where the findings can be used to improve programmes (Bourgeois et al.,
2018).
Integrating health equity into organizational evaluation capacity is a critical enabler for
the implementation of health equity tools into public health practice (CDC, 2010; Tyler, 2014).
An evaluation process may conclude that overall improvements in health have been reached;
however, the evaluation may not provide information regarding the health inequities. Conducting
a health equity focused evaluation helps organizations determine what works, for whom, and
under what specific contexts (CDC, 2010; Tyler, 2014). Moreover, conducting health equity
focused evaluations provides the organization with sensitive information on whether health
inequities have decreased or increased among the populations served. The integration of health
equity at all levels of evaluation will help in the correct interpretation of data, and design of
effective programmes and services (CDC, 2010; Tyler, 2014).
The following section provides a high-level description of strategies and resources that
can be used to enhance the programme evaluation capacity at the Local Public Health Agency
(LPHA) level, in the province of Ontario. Firstly, developing an evaluation strategy at the LPHA
level requires the formation of a comprehensive organizational evaluation framework strategy
(Bourgeois et al., 2018). This involves gaining the support of management and champions within
the organization, who promote evaluation work at the organizational level and further support it
through creation of an organizational evaluation framework strategy. For best results, the
evaluation framework strategy should be developed after undergoing an organizational
consultation process, where organizational leadership seeks to gain the feedback of staff
members and managers regarding these new organizational changes (Bourgeois et al., 2018). The
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second strategy that enhances the development of evaluation capacity at the LPHA level is
building individual staff’s capacity, skills, and knowledge. This can be accomplished through
Communities of Practice (CoP), or other internal professional development programmes
(Bourgeois et al., 2018).
Additional support at the leadership and management level to conduct programme
evaluation helps to further align staff’s attitudes with the organizational mandate and provides
support for implementation of health equity tools. The third strategy that enhances the
development of evaluation capacity is shifting the organizational environment (Bourgeois et al.,
2018). The organizational environment can be set up in a way that allows for evaluation results
to be communicated to management and staff at the LPHA, as well as translated directly into
action and used in future decision making (Bourgeois et al., 2018). The fourth and final strategy
focuses on organizational leadership, and it includes planning workshops that help support
leaders and managers as they create an organizational context that supports programme
evaluation (Bourgeois et al., 2018) (See table 2.4 for the list of strategies that enhance evaluation
capacity within LPHAs).
Table 2.4
First nascent programme theory explaining organizational level preparedness for
implementation of health equity tools
Title of ContextMechanismOutcome
Configuration
Clear Mandate

Description of Context-Mechanism-Outcome Configuration

Context: Support from government at the national, regional, and organizational
leadership levels through a clear mandate
Resources: Policies at the government level triggers the implementation of
health equity policies at the government and organizational levels through a clear
organizational mandate. This can be enhanced through an organizational health
equity plan with a strong theoretical foundation
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Reasonings and responses: Enhance organizational preparedness by increasing
ownership over health equity initiatives conducted by the organization.
Outcome: Enhancing organizational preparedness to address health inequities
Supportive
Organizational
Leadership

Context: Supportive senior level management/organizational leadership
Resources: Access to the best available evidence that is contextually relevant,
and establishment of formal venues, working groups, and formal health equity
positions designed to enhance the implementation of health equity tools into the
organization
Reasonings and responses: These were not clearly nor explicitly stated in the
literature reviewed
Outcome: Enhancing organizational preparedness to address health inequities

Connect Health
Equity Tools with
Organizational
Evaluation

Context: Public health organization has robust evaluation capacity and health
equity is linked to programme evaluation
Resource: Development of an organizational evaluation framework strategy and
the staff’s knowledge by engaging in professional development programmes.
Reasonings and responses: These were not clearly nor explicitly stated in the
literature reviewed
Outcome: Enhancing organizational preparedness to address health inequities,
provide health organizations with sensitive information on whether health
inequities are being addressed

Second Nascent Programme Theory: Functional Level Preparedness
Functional or operational factors influence the frontline implementation of health equity
tools. There are multiple facilitators that promote the implementation of health equity tools at
this functional or operational level of the organization: (a) a clearly defined approach to the
application of the tool, (b) a comprehensive information collection plan, and (c) recruitment of
trained staff to collect and analyze data (CDC, 2010; Tyler, 2014). Critical mechanisms that
trigger the implementation of health equity tools by staff at the operational level include trust in
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the tool, establishing a common purpose and decent working relationship among staff, having
consistent and accurate perceptions of health equity, and finally, the presence of credible and
reliable data to support decisions made at the programme planning and operational levels of the
organization. All these factors operate at the functional level to mobilize the implementation of
health equity tools into public health (CDC, 2010; Tyler, 2014).
Appropriate Details Regarding the Application of the Tool. The introduction and
implementation of health equity tools into the operational/functional level can be supported at all
levels of the organization. This means that there needs to be support from the organizational
leadership, management, and staff. It is also critical for the tool to encourage users to think about
their programme planning and evaluation using specific principles and values related to health
equity. Public health practitioners’ engagement with community members experiencing health
inequities also supports the foundational principle of social justice and enhances the
implementation of the equity action into organizational culture. Equity tools can be short
questions, use layperson terminology, provide specific examples, and integrate cultural
competencies (CDC, 2010; Pauly et al., 2018; Tyler, 2014). Moreover, the health equity tool can
be better supported with a user guide that clearly outlines the approaches to the use of the tool,
and how to use the tool at each stage of the application process and data collection strategy
(CDC, 2010; Tyler, 2014).
Building Partnerships and Team Configuration. An important facilitator for the
implementation of health equity tools into public health organizations is establishing an
appropriate number of skilled professionals as well as forming strong connections with local
partnering organizations; for example, other public health agencies, academia, the broader
community, and non-governmental organizations such as the media (CDC, 2010; Tyler, 2014).
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Building strong partnerships and coalitions with other organizations assists with diversifying the
skills and methods available to uncover hidden inequities experienced by the local population, or
subgroups within the population. This is critical, since health inequities do not have a single
source; thus, public health practitioners need to engage with individuals from multiple sectors to
address health inequities (CDC, 2010; Tyler, 2014). Team members from the various partnering
organizations can have an equal opportunity to define the issue, formulate strategies to address
local health inequities, and implement the solutions. Composing a team made up of various
members from different organizations allows for cross-sectoral training and helps to build staff
skills in the area of health equity (CDC, 2010; Tyler, 2014).
Shared Understanding. There are multiple approaches to advancing health equity. In
order to support health equity work at the operational level of the organization, it is critical to
establish a common understanding of what health equity means and develop comprehensive
awareness of the specific inequities experienced by the populations served (CDC, 2010; Tyler,
2014). Enhancing the shared understanding among team members facilitates the implementation
of health equity tools into practice. Having a shared understanding helps establish a common
purpose and fosters trust among the team members. This process is initiated through
development of a common language among the staff and partners from all backgrounds and
sectors (CDC, 2010; Tyler, 2014). Shared understanding also involves knowing what health
equity strategies are designed to address, as well as creating common guidelines for
communication on health equity work and how health equity is being operationalized (CDC,
2010; Tyler, 2014).
Building Staff Capacity. There has been a noticeable shift among health systems
decision makers towards the implementation of evidence into their decision-making process, and
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this is viewed as a critical step in addressing the growing number of health issues in complex
health systems (Kothari et al., 2009). The public health workforce is interdisciplinary (Jacobs et
al., 2012); therefore, an important facilitator for the implementation of health equity tools by
public health organizations, and the implementation of these tools into practice, is linked to the
staff’s capacity to take up evidence and implement it into practice (Jacobs et al., 2012). Findings
from a study conducted in Australia noted that staff required additional and frequent training,
technical support, and further skills development to enhance capacity for the use of specific tools
in practice (Adily, 2005). Public health organizations can have a deliberate approach when
recruiting/hiring staff and intentionally building their skills to do health equity work. Building
the staff’s capacity to do health equity work can be accomplished through re-examining and
expanding recruitment and hiring initiatives. This can be done via outreach strategies targeting
members of professional groups, or connections made through cultural networks (CDC, 2010;
Tyler, 2014). Job descriptions can explicitly ask for individuals with skills and perspectives on
work with population groups that experience inequities. Lastly, organizations can create a
supportive learning environment, where ongoing training and open dialogue between staff and
management occurs. This will help further integrate cultural competency and health equity into
the operational and functional standards of the organization (CDC, 2010; Tyler, 2014).
The creation of an organizational culture that allocates human and financial resources to
support health equity work will facilitate the implementation of health equity into the public
health agency (CDC, 2010; Tyler, 2014). This process involves creating opportunities for staff
and management to participate in activities that help advance health equity work at the
operational/functional level of the organization (CDC, 2010; Tyler, 2014). An example of this is
encouraging staff to participate in specific training requirements and/or workgroup engagements.
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Staff can be held accountable for completing these activities within their training or performance
plans. These expectations will help change organizational culture and provide additional clarity
regarding staff roles in advancing health equity (CDC, 2010; Tyler, 2014).
Data and Information Infrastructure. Enhancing the organization’s capacity to
conduct research and use the information to design and evaluate programmes are foundational
factors which contribute to the embedding of health equity tools within the organization (CDC,
2010; Tyler, 2014). The availability of local data enhances the organization’s understanding of
the inequities experienced by the local population. This will also allow organizations to assess
the influence of existing programmes and services on underserved groups within the population,
since sensitive locally generated data provide trusted knowledge about the root causes of
inequity (CDC, 2010; Guglielmin et al., 2018; Tyler, 2014). The collection of local data helps
establish a reference point to monitor health equity trends over a specific time period, inform
community partners and stakeholders where to best allocate resources, and design programmes.
It is very important to generate data using culturally appropriate research methodologies that
consider the population’s language, literacy level, and other social factors. For example, the use
of visual and experiential data, such as digital story telling, can provide rich and deep
illustrations of the experiences of inequities affecting the local population. It is critical to note
that health inequity experiences within a particular community may differ from the national or
provincial/state data, or other surrounding communities. Therefore, creating an information
infrastructure, where local data can be collected, analyzed, and used to inform programmes and
services is a critical element in enhancing local and regional health equity (CDC, 2010; Tyler,
2014).
Table 2.5

44

Second nascent programme theory explaining the functional level preparedness for the
implementation of health equity tools
Titles of ContextMechanismOutcome
Configurations
Appropriate
Details Regarding
the Application of
the Tool

Description of Context-Mechanism-Outcome Configuration

Context: Public health agencies apply health equity tools that are based on explicit
and coherent theoretical foundation
Resources: Equity tools that are short, use layperson terminology, provide specific
examples, integrate cultural competencies, and gain input from individuals
experiencing health inequities
Reasonings and responses: These were not clearly and explicitly stated in the
literature reviewed
Outcome: Building staff capacity and enhancing organizational preparedness to
address health inequities

Building
Partnerships
and Team
Configuration

Context: Public health agencies compose a team made up of various members from
different organizations to allow for cross sectoral training and help build staff skills
in the area of health equity
Resources: Building strong partnerships and coalitions with other organizations
assists with diversifying the skills and methods available to uncover hidden
inequities experienced by the local population, or subgroups within the populations
Reasonings and responses: These were not clearly and explicitly stated in the
literature reviewed
Outcome: Health inequities do not have a single source; thus, public health
practitioners will engage with individuals from multiple sectors to address health
inequities

Enhancing Shared
Understanding

Context: Public health agencies establish a common understanding of what health
equity means and develop comprehensive awareness of the specific inequities
experienced by the community
Resources: This process can be initiated through development of a common
language among the staff and partners from all backgrounds and sectors. Shared
understanding begins with building a common understanding of what health equity
means and what the health equity strategies are designed to address. It is also
important to create common guidelines for communication on health equity work
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and how it is being operationalized.
Reasonings and responses: Shared understanding helps establish a common
purpose and fosters trust among the team members.
Outcome: Enhances the shared understanding among team members and facilitates
the implementation of health equity tools into practice
Building Staff
Capacity

Context: Public health organizations have a deliberate approach when
recruiting/hiring staff and intentionally building their skills to do health equity
work. Building the staff’s capacity to do health equity work can be accomplished
through re-examining and expanding recruitment and hiring initiatives
Resources: This can be done via outreach strategies targeting members of
professional groups, or connections made through cultural networks. Engage staff to
participate in specific training requirements and/or workgroup engagements.
Reasonings and responses: These were not clearly and explicitly stated in the
literature reviewed
Outcome: These expectations will help change organizational culture and provide
additional clarity regarding staff roles in advancing health equity

Building the Data
and Information
Infrastructure

Context: Enhancing the organization’s capacity to conduct research and use the
local data and information to design and evaluate programmes and activities
Resources: Availability of local data enhances the organization’s understanding of
the inequities experienced by the local population.
Reasonings and responses: These were not clearly and explicitly stated in the
literature reviewed
Outcome: This will also allow organizations to assess the influence of existing
programmes and services on underserved groups within the population, since
sensitive locally generated data provides trusted knowledge on the root causes of
inequity

Summary and Conclusion
The purpose of this rapid realist review was to being the process of theory gleaning
though the exploration of the following questions:
Why and how do organizations use equity tools within their public health practice?
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-

What are the mechanisms that explain the implementation of equity tools by public health
organizations?

-

What factors must exist within an organization for the successful implementation of
health equity tools into public health practice?
The literature describes multiple mechanisms that explain the implementation of health

equity tools into public health organizations. Figure 2.2 presents a visual summary of the
findings from the synthesis of literature captured through this rapid realist review. The figure
depicts the two levels in the system in which health equity tools are introduced. The figure
depicts the ‘organizational level’ as being embedded within the ‘socio-political systems
level’, and facilitators in this context include having a clear organizational mandate to do
health equity work, support from organizational leadership, developing the organization’s
evaluation capacity, and linking equity tools to organizational evaluation capacity. The figure
illustrates the ‘functional/operational level’ as being embedded within the ‘organizational
level’, and within this context the following factors enhance the implementation of health
equity tools into practice: building staff capacity to do heath equity work, collecting sensitive
and relevant data to support the formation of a comprehensive information infrastructure,
building partnerships and ensuring that there are adequate and skilled team members,
providing staff with details regarding the application of the health equity tool(s), and
establishing a shared understanding regarding the meaning of health equity and how this
particular tool helps to operationalize health equity into practice.
It is critical to note that there is a gap in the literature about how the mechanisms are
triggered within a specific context, and what types of responses and reasonings are generated
have not been detailed or studied. Therefore, I used these nascent programme theories generated
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from the rapid realist review as a reference point to refine, build on, challenge, and iteratively
generate stage one initial programme theories (presented in chapter four of this dissertation), and
stage two refined programme theories (presented in chapter five of this dissertation). The
programme theories derived from this rapid realist review informed this entire realist evaluation.
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Figure 2.2: Facilitators of the implementation of health equity tools within public health organizations

System Level - Broader Social and Political context in which the health equity tools are introduced

Functional/ Operational
Level

Organizational Level
Preparedness
- Government
funding
- Government
mandating
health equity
work

- Clear organizational mandate

- Staff capacity

- Support from organizational
leadership and management

- Data/ Information
infrastructure

- Developing the organization’s
evaluation capacity

- Building partnerships
and team configuration

- Linking equity tools to
evaluations

- Appropriate details
regarding the application
of the tool
- Shared understanding
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Chapter 3: Methodology
The purpose of this realist evaluation was to conduct a retrospective, multi-method realist
evaluation of the Locally Driven Collaborative Project (LDCP) funded health equity indicators.
This evaluation produced an improved understanding of the usability of the health equity
indicators, and how the indicators have been used within specific Local Public Health Agencies
(LPHAs). Furthermore, this evaluation answered the following questions: What mechanism(s)
enable or hinder the implementation of the LDCP health equity indicators into LPHAs’ practice?
What are the reasoning and responses that are triggered as a result of integrating particular
resources into a specific context? What are the outcomes generated throughout the process?
Philosophical Underpinnings and Methodology
Theory Driven Approach to Programme Evaluation
Theory driven evaluation, as introduced by Chen and Rossi (1981), was motivated by the
desire to learn more about what actually works in experimental evaluations, especially
evaluations where the experimental group outperforms the control group (Pawson & Tilley,
1997). The following quote illustrates the importance of conducting theory driven evaluations:
The domination of the experimental paradigm in the programme evaluation literature has
unfortunately drawn attention away from a more important task in gaining understanding
of social programmes, namely, developing theoretical models of social interventions. A
very seductive and attractive feature of controlled experiments is that it is not necessary
to understand how a social programme works in order to estimate its net effect through
randomized experiments. (Chen & Rossi, 1983, pg. 284)
Therefore, a shift towards evaluations that explore the factors that allow a specific
programme/intervention to work was needed (Pawson & Tilley, 1997). An example of how a
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theory driven evaluation of a specific programme is useful is demonstrated through an
educational initiative encompassing a nationally developed school curriculum. The local
implementation of a national teaching curriculum varies among schools, as there are a range of
cultures within each classroom, variability in available teaching resources, and class contexts
composed of individuals with differing learning styles (Pawson & Tilley, 1997). Chen and Rossi
(1981) suggest that the development of a theory is useful in such situations, where theory does
not mean a “grandiose sociological speculation which purports to explain life, the universe, and
everything” (Pawson & Tilley, 1997, p. 26). Rather, theory in this case refers to the mundane
distinctions that are linked to the delivery of any programme/intervention in various contexts,
and how these distinctions influence the success, or the shortfall, of the programme/intervention
(Pawson & Tilley, 1997). Evaluators conducting theory driven evaluations anticipate that there
will be differences in the delivery of the programme/intervention. Therefore, evaluators use prior
knowledge regarding the different circumstances of the delivery of each programme/intervention
and build it into the investigation (Pawson & Tilley, 1997).
According to Costner (1991), the term ‘theory’ encompasses different forms of
knowledge that are derived from values, common sense, first-hand experiences, and academic
wisdom. Costner’s (1991) definition of theory is used in this study to move past outcomeordinated approaches and into exploring how and why a programme/intervention produces
differing outcomes in various contexts (Maynard, 2000). Theory driven evaluations provide an
extension or a substitute to outcome-oriented approaches, since theory driven evaluations aim to
identify the programme theory by first recognizing the underlying elements that allow the
programme/intervention to work (Hansen, 2005). It is critical to note that causal relationships, in
theory driven realist evaluations, are conceptualized through identifying outcome patterns (i.e.,
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generative causation), rather than identifying outcome regularities (Pawson, 2006). The concept
of generative caution is further explored under the Context, Mechanism, and Outcome
Configuration section of this document.
Paradigmatic Position and Conceptual Underpinnings of Realism
Realism is methodologically located within the principles of a post-positivist
philosophical position (Pawson, 2006). Realism is placed at the centre between empiricist and
constructivist accounts of scientific explanation (Pawson, 2006). Within the realist
methodological framework, social change is not linear, nor is it random. The realist framework
suggests that there is a real world, and our understanding of that world is processed through
human senses, brains, languages, and cultures (Wong et al., 2013). Furthermore, although
people’s knowledge of the real world will always be incomplete and imperfect, people can
improve their understanding of reality over time (Wong et al., 2013).
Realism helps us understand the social world, acknowledging the existence of a social
reality that influences human behaviours (Wong et al., 2013). Reviews based on a realist
philosophical framework investigate how a programme/intervention brings about change
(Pawson & Tilley, 2004). Furthermore, social programmes/interventions are understood as social
systems and are comprised of the interplay of individuals and institutions, agency and structure,
and micro and macro social processes (Pawson & Tilley, 1997).
Within the realist philosophical framework there is an assumption that human action is
embedded or stratified into social layers within a wider range of social processes, suggesting that
human actions make sense only because these actions contain built-in assumptions about social
rules and institutions (Pawson & Tilley, 1997). A critical requirement within realist evaluations
is to pay close attention to the various social layers of reality that surround the
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programme/intervention (Pawson & Tilley, 2004). For example, signing a cheque is an
acceptable form of payment because we have taken for granted its place in the social
organization known as the banking system. However, if we reframe our thinking and view this in
generative causal language, we will find that the causal powers are embedded not in the object
(the cheque in this case), or the individual (the bank clerk), but in the social relations and
organizational structures that these elements form (Pawson & Tilley, 1997). As a result, human
action is conceptualized in terms of its location within the various layers of social reality, which
helps realist researchers frame causation as a relationship between discrete events (Pawson &
Tilley, 1997).
Realist Evaluations
The ‘wheel of science’ is still followed in realist evaluations (as illustrated in Figure 3.1),
and theories are framed in abstract terms that focus on identifying regularities (Pawson & Tilley,
1997). Specific hypotheses, generated from the theories, help identify where and when the
regularities are found. The hypotheses are then tested through the observation stage to inform the
generalization of findings (Pawson & Tilley, 1997). The fundamental difference that
distinguishes realist evaluation from other forms of evaluation is the point of departure. Theory
is the point of departure in realist evaluations, and it is understood in terms of how mechanisms
are triggered in contexts, in order to produce specific outcomes (Pawson & Tilley, 1997). Within
a realist evaluation, programmes/interventions have active triggers of change and are delivered to
active subjects. These elements of realist evaluation have deep implications on evaluation
methodology (Pawson & Tilley, 2004). An example of this rationale is demonstrated in the
following example: dental health programmes can be delivered through two modes: (a)
fluoridation of water, and (b) encouraging the public to brush twice a day (Pawson & Tilley,
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2004). The former is an example of a passive programme since people swallow the fluoride
through the water consumed. The latter requires active engagement from the population, who are
not required to abide by the brushing recommendations (Pawson & Tilley, 2004). Active
programmes work through individuals’ reasoning and their interpretations regarding the
programme/intervention outcome(s) (Pawson & Tilley, 2004).

Figure 3.1: Realist Evaluation cycle representing the research process in the three different stages
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Context, Mechanism, and Outcome Configurations
The starting point in a realist evaluation is the formation of nascent theories, followed by
hypotheses, then observation, and finally specification (as illustrated in Figure 3.1). Realism can
help us better understand the social world, and the relationship between the context and outcome
of a specific social programme/intervention. This is also referred to as the context-mechanism
and outcome inference (CMO), which distinguishes the programme/intervention into its
elements. A CMO is a hypothesis which represents how the programme theory works to produce
an outcome (O) and reveal the action of some underlying mechanism(s) (M), which only comes
into action in a specific context (C) (Pawson, 2013).
The concept of mechanism is used in the realist framework to explain the relationship
between context and outcome (Wong et al., 2013). Mechanisms are causal forces that influence
things to happen (i.e., generative causation). Generative causation is a causal model that seeks to
identify the mechanisms that explain the relationship or the association between X and Y
(Pawson & Tilley, 1997). Generative causation challenges the assertion that an intervention
independently produces an outcome. Moreover, generative view of causation suggests that there
are underlying mechanisms that influence a relationship (Pawson & Tilley, 1997). Figure 3.2
provides an illustration regarding the concept of generative causation, and how the interaction
between the context and mechanism(s) provides particular outcome(s).
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Figure 3.2: Generative causation of how a causal outcome follows from a mechanism acting in
context
Mechanisms are social forces defined as underlying entities, processes, or social
structures that operate in a particular context to produce an outcome of interest (Pawson &
Tilley, 1997; Wong et al., 2013). Examples of mechanisms include social norms/values,
collective beliefs, and preferences. Social mechanisms can be found to operate at various layers
of social reality; thus, social mechanisms cannot be directly observed. Mechanisms operate at a
micro-individual level and macro-social/structural level (Pawson & Tilley, 1997; Wong et al.,
2013). Mechanisms, for the purposes of a realist evaluation, are defined as the underlying
instruments that give rise to the outcome(s). In this thesis I was interested in unpacking the
mechanisms that led to the implementation of the indicators within specific contexts. Within a
realist evaluation, the programme activity and process are the mechanisms, which may be hidden
from our sight. Another explanation provided by Westhorp et al. (2011) defines mechanism in
terms of how the programme changes people’s decision making (e.g., how people’s responses
change based on the resources that the programme/intervention provides). A critical element of
mechanisms is that they lead to specific outcomes when triggered within particular
contexts/conditions. This element allows realist evaluations to explore how the
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programme/intervention works, and which mechanism(s) give rise to specific outcome(s)
(Rycroft-Malone et al., 2015). Throughout this thesis, mechanisms have been presented to
illustrate how the resources provided by the social programme/intervention trigger specific
responses and reasonings.
A mechanism can only be activated within a specific context and conducting a realist
evaluation within a specific context helps to identify programme mechanisms (Pawson & Tilley,
1997, 2004). Mechanisms are relevant to, influenced, triggered, and modified by the context
(Pawson & Tilley, 1997, 2004). Context describes features of the conditions where the
programme/intervention is introduced (Wong et al., 2013). Context is understood as the space or
place, but it can also be conceptualized as the setting where the programme/intervention occurs
(these are factors that are not in the control of the programme/intervention designers). This is a
critical element for understanding for whom does the programme/intervention work, and under
what conditions (Tilley, 2000). Within the realist framework, context is used to explore issues
related to for whom does the programme/intervention work, and what are the
conditions/circumstances that allow the programme/intervention to work (Pawson & Tilley,
2004). The outcome, in a realist evaluation, represents the responses to different mechanisms in
specific contexts. Outcomes include intended and unintended consequences of the
intervention/programme that result from the activation of one or more mechanisms in different
contexts (Pawson & Tilley, 2004) (refer to chapter two, where context, mechanism, and outcome
are explained in greater detail).
Framework Development in this Realist Evaluation
There are three stages in a realist evaluation cycle (see Figure 1). The first stage describes
the determination of the theoretical constructs of the nascent programme theories (Rycroft57

Malone et al., 2015). Realist evaluation is theory driven; therefore, theory guided the direction of
this evaluation and provided direction regarding what to look for, and where to look for it.
Interventions/programmes, such as the LDCP funded health equity indicators, begin with a
theory that results in an expectation. Here in this case, the programme theory implies that the use
of the health equity indicators enables LPHAs to examine the extent to which they are working
towards health equity.
This theory resulted in CMO Configurations (CMOCs) which formed the hypotheses,
which are made up of the context(s) (C), mechanism(s) (M), and outcome(s) (O) linked to the
health equity indicators. The generated hypotheses for this programme are broken down, so that
the measures that produce change could be analyzed; for example, which LPHA benefits from
the programme/interventions, or what other resources are needed to sustain the change brought
through the implementation of the indicators (Pawson & Tilley, 1997). The second stage of the
realist evaluation cycle is the observation of the relationships between different Mechanisms
(M), found in varying Contexts (C) that provide specific Outcomes (O). The observation stage
includes various data collection and analytical methods that explore and test the CMOC(s)
generated as hypotheses in the first stage of the evaluation. The product resulting from stage two
is a refinement of the theory. The final stage in the realist evaluation is programme specification,
where a theory is derived that explains what works, for whom does it work, and under what
conditions (Pawson & Tilley, 1997). This was accomplished in the case of this evaluation by
going back to the wider public health community to enhance the explanations provided in the
theoretical framework.
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The Research Design
The research design for conducting a realist evaluation of the LDCP funded health equity
indicators was based on the realist evaluation principles and informed by Pawson and Tilley
(1997). This section is divided into the three stages of a realist evaluation cycle (i.e., stage one:
theory and hypothesis, stage two: observation, and stage three: programme specification) (see
Figure 3.1). Each section explaining the three stages includes the objective, approach,
recruitment/data selection, sampling/source of data, analysis, and intended results from each
stage. A realist methodology does not privilege qualitative or quantitative research methods
(Pawson, 2006), and various types of data collection methods were used in this realist evaluation.
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Table 3.1
Research questions, data collection, and data analysis by stage
Stage
Stage one
• Determining theoretical constructs
- Contexts (C)
- Mechanism (M)
- Outcome (O)
• Identifying what might work, for
whom, how, and in what
circumstances
Stage two
• Assessing the relationship between
different mechanisms (M) in
different contexts (C) with what
outcomes (O) arising through
multi-method data collection and
analysis

Stages two and three

Research Questions

Data Collection

• What is the existing evidence
underpinning the programme theory?
o The use of the LDCP funded
health equity indicators enables
LPHAs to internally examine the
extent to which they are working
towards health equity

•

• What mechanism(s) enable or hinder
the implementation of the health equity
indicators into LPHA’s practice?
• What are the resources that facilitate or
hinder the implementation of the
indicators?
• What are the reasoning and responses
that are triggered as a result of
integrating particular resources into a
specific context?
• What are the outcomes generated
throughout the process?

•

•

Secondary data analysis of the data
collected for the pilot case study
A realist focus group with six
individuals involved with the
development of the health equity
indicators

Data Analysis
•

•
•

Two rounds of realist interviews
with 21 practitioners who work in
the LPHAs

•
•
•
•
•

• What works for whom in what
circumstances?

•

• What works, for whom, how, and
in what circumstances

•
•
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Thematic analysis of data from transcribed interviews
and realist focus group and the pilot case study was done
by reading and rereading the data to gain an overview of
the information presented
The transcripts were, coded, ‘if – then’ statements were
generated
Contexts-mechanisms-outcomes configurations were
formed

Stage one initial CMOCs were presented during realist
interviews with public health practitioners
The practitioners engaged in the arrangement of the
CMOCs, and growing consensus during successive
interviews
I reviewed the CMOCs in relation to the entire data set
(realist review, realist focus group, & pilot case study),
and compared them in relation to the research questions
Stage one CMOCs were revised to reflect the data
provided by the practitioners
Generation of stage two refined CMOCs

Refined CMOCs were grouped in a thematic map, and
presented as mid-range theory to an audience of public
health practitioners at TOPHC and during follow-up
realist interviews with practitioners
Data presented in a diagram that provides an overview of
programme theories generated and the programme
specifications
Data explained in relation to the research questions

Results from
rapid realist
review

Results from focus
group/realist interview
with individuals
involved in developing
the indicators

Results from
secondary data
analysis of pilot
case study

Stage one
Production of initial programme
theory and hypothesis

Identifying and coding C-M-Os
emerging from the data sources

Stage two
Assess the relationships between
the various C-M-O s identified in
stage one and also refine the
programme theories

Two rounds of realist interviews
with public health practitioners

Researcher refines C-M-O
configurations

Stage two & three
Programme specification
developed (what works, for whom,
how and in what circumstances)
61 the Ontario Public Health Equity Indicators
Figure 3.3: The research process undertaken to evaluate

Realist evaluations are initiated when researchers begin to review existing literature and
programme theories in order to generate hypotheses. Build ing on the work of Pawson and Tilley
(1997), hypotheses were generated for this research using three questions:
-

What is it about the LDCP funded Health Equity Indicators that might produce
change?

-

Which practitioners, subgroups and locations might benefit most readily from the
programme?

-

Which social and cultural resources are necessary to sustain change brought through
the implementation of the LDCP funded Health Equity Indicators?

(Pawson & Tilley, 1997, p. 85)
There is variation among the questions asked in the rapid realist review, the realist
evaluation, and those used to guide the hypotheses generation of the realist evaluation. This
variation results from a difference in the purpose of the rapid realist review and the purpose of
the realist evaluation. The purpose of the rapid realist review was to glean from the literature
existing evidence and information regarding the implementation of existing health equity tools
into public health organization. The purpose of the realist evaluation, as stated earlier, was to
evaluate the Locally Driven Collaborative Project (LDCP) funded health equity indicators and
generate hypotheses using the guidelines provided by Pawson & Tilley (1997). Table 3.2 lists the
questions asked in the rapid realist review, the realist evaluation, and the questions used to guide
the building of the hypotheses.
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Table 3.2
Research questions by type of review
Purpose of Research Questions
Questions asked in the rapid realist review

Research Questions
• Why and how do organizations use equity
tools within their public health
organizations?
- What are the mechanisms that explain the
implementation of equity tools by public
health organizations?
- What factors must exist within an
organization for the successful
implementation of health equity tools into
public health organizations?
• What mechanism(s) enable or hinder the

Questions asked in the realist evaluation

implementation of the LDCP health equity
indicators into LPHAs’ practice?
• What are the reasonings and responses that
are triggered as a result of integrating
particular resources into a specific
context?
• What are the outcomes generated
throughout the process?
Questions used to guide hypotheses
generation to answer the questions asked in
this realist evaluation

• What is it about the LDCP funded health
equity indicators that might produce
change?
• Which practitioners, subgroups and
locations might benefit most readily from
the programme?
• Which social and cultural resources are
necessary to sustain change brought
through the implementation of the LDCP
funded health equity indicators?

Realist programme evaluation is heavily dependent on the theories that underpin it. As a
result, the starting point in a realist evaluation is the production of programme theories, which
then form the foundation for the entire realist evaluation (as demonstrated in Figure 3.1) (Pawson
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& Tilley, 1997). For the purpose of this realist evaluation, programme theory development and
hypotheses generation was done through the synthesis of three different research approaches: (a)
a rapid realist review; (b) secondary data analysis from a pilot case study of the LDCP funded
health equity indicators; and (c) a realist focus group with the individuals involved in the
development of the indicators. This approach to data collection was selected because realist
evaluation methodology requires the assessment of the relationships between the mechanisms in
different (LPHA) contexts using multiple data sources to generate and refine programme theories
(Rycroft-Malone et al., 2015).
Stage One Initial Programme Theories
Objective
As stated in chapter two, a rapid realist review was conducted to analyze existing
literature in order to support the development of nascent programme theories relating to the
LDCP funded health equity indicators. I used the nascent programme theories generated from the
rapid realist review as a foundational starting point to refine, build on, and iteratively generate
stage one initial programme theories, which are presented in chapter four of this dissertation. The
objective in stage one initial programme theory generation was to determine the theoretical
constructs underpinning the implementation of the health equity indicators. Additional objectives
included identifying what aspects of the indicators work, for which Local Public Health
Agencies (LPHAs) in Ontario, and under what circumstances (Rycroft-Malone et al., 2015).
Approach
Stage one initial programme theory generation integrated data collected through the pilot
study done to test the relevance, understandability, feasibility, and reliability of the indicators at
four different LPHAs (Antonello et al., 2016). The pilot study focused on exploring applicability
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of the health equity indicators within the diverse LPHAs (Antonello et al., 2016). Stage one
initial programme theory generation was also informed by data collected though a realist focus
group with six individuals that developed the indicators. In the following section, I explain the
process undertaken in data selection and analysis.
Data Sources
Secondary Analysis of Data from Pilot Case Study. The PI of the pilot case study
submitted an ethics amendment to add my name to the application, in order for me to gain access
to the data. After being granted approval from Western university’s ethics board the transcripts
of the focus groups conducted with the public health practitioners that participated in the pilot
case study were shared with me. Individuals who participated in the original LDCP funded pilot
study were selected from the health equity and social determinants teams in the four participating
LPHAs. Prior to data collection, participants were invited to participate in a webinar to orient
them to the project. In advance of the webinar, all participants from the four participating
LPHAs, the test sites, received a workbook containing a draft of the proposed indicators,
background information and definitions, and data collection worksheets. This allowed
participants to ask questions about the process and the materials provided and establish a
common understanding of project goals (Antonello et al., 2016). The presentation was recorded
to afford access by any participant unable to attend the webinar as scheduled. The data about
relevance, understandability, feasibility, and reliability of the Health Equity Indicators were
collected during three focus groups. The indicators were refined according to the
recommendations provided by the participants (Antonello et al., 2016). The data generated from
this case study was selected to inform the programme theories and the hypotheses presented in
stage one of this thesis.
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There are drawbacks to using secondary data analysis; for example, data were not
collected to answer the research question asked in this study. The data used in the secondary data
analysis were collected by other researchers, and I was not involved in that process. Therefore,
there is a possibility that I may have been unaware of perceptual nuances of issues that emerged
in the data collection process (Cheng & Phillips, 2014). I addressed this limitation by engaging
in close conversation with two individuals who were collaborators on the pilot case study, and
from which the secondary data were derived. These two individuals are also members of this
thesis committee and have provided background information and insight regarding the data
collected for the pilot case study.
Realist Focus Group with Indicator Developers. The perspectives of the individuals
who developed the health equity indicators were captured to further inform stage one initial
programme theory development. A realist focus group was conducted with six of these
individuals. Two public health practitioners who were part of the team that developed the
indicators were not able to attend this realist focus group. I moderated the realist focus group,
which was conducted in a semi-structured manner (see Appendix D for the realist interview
guide). A realist focus group is different from other types of interviews since the focus is on “the
teacher-learner function and the conceptual refinement process” (Manzano, 2016; Mukumbang
et al., 2019; Pawson & Tilley, 1997, p. 165). In this case, the “teacher-learner function” denotes
the role of the researchers in actively teaching the conceptual framework of inquiry to
participants (Pawson & Tilley, 1997, p. 165). The researcher presents the programme theory to
participants in terms of “what bit of the programme works best for which subjects in what
circumstances” (Pawson & Tilley, 1997, p. 165). The conceptual refinement process follows the
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teacher-learner function and at this point the participants engage in providing the researcher with
feedback regarding the programme theory (Pawson & Tilley, 1997, p. 165).
Through conducting a realist focus group, I introduced realist methodology to the
individuals who were involved in the creation of the indicators, and identified key issues relating
to the foundational underpinning of the indicators. Examples include the intended purpose for
developing the indicators, the context in which the indicators were introduced, and the
anticipated outcomes resulting from the implementations of the indicators. This helped unpack
the thinking of the group and helped illustrate the rationale for developing the indicators and
their use (Manzano, 2016; Mukumbang et al., 2019; Nagy Hesse- Biber & Leavy, 2006). The
realist focus group lasted one hour during which participants provided their feedback regarding
the key issues relating the foundational underpinning of the indicators. The data derived from the
realist focus group were descriptive and process-oriented, and thus allowed for a wide range of
experiences to be uncovered and also helped generate consensus among the participants
regarding the purpose for the development of the indicators, and the anticipated outcomes
resulting from the implementations of the indicators (Manzano, 2016; Mukumbang et al., 2019;
Nagy Hesse- Biber & Leavy, 2006). The realist focus group was audio recorded, and I took field
notes throughout the interview to capture some of my own reflections regarding the conversation
among the team members.
Data Analysis
I first immersed myself in the data in order to engage in a deep level of interpretation. As
noted in Table 3.1, the first stage of analysis involved reading and rereading the transcripts of
data from the pilot study and the focus group. The transcripts were then coded in an inductive
manner to continue the theory generation process. The coding process began with line-by-line
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coding of the data and placing the data into a spreadsheet of ‘if-then’ statements. The
development of ‘if-then’ statements involved the generation of a spreadsheet where one column
listed all the ‘if’ statements and the second column listed all the ‘then’ statements. The intent
behind generating ‘if-then’ statements was to search for a link between the initial ‘if’ statement
and the following ‘then’ statements, in order to build a causal chain of ‘if-then’ statements. The
‘if-then’ statements were generated in accordance with guidelines provided by Booth et al.
(2016).
I also avoided the oversimplification of the ‘if-then’ statements by noting the interrelationships and intersections between the ‘if-then’ statements prior to moving to the next stage
of theory development. For example: If organizational staff receive formal training on the
importance of measuring health equity, then it created shared understanding, enhanced trust, and
engagement for the implementation of the health equity tools. In order to avoid the
oversimplification of the ‘if-then’ statements, the accounts were not limited to only those that
were expressed in this way. I recognized that this notion of enhancing staff’s value for health
equity tools can be expressed in various ways in the data collected and literature examined; all of
which is informative in the process of theory generation and refinement (Pearson et al., 2015).
For example, staff’s enhanced shared understanding regarding health equity and the importance
of implementing health equity tools was discussed though informal personal experiences of
inequities or working with priority populations prior to becoming a public health practitioner.
See chapter four and Appendix E for the ‘if-then’ statements produced at this stage of the
analysis.
Similar ‘if-then’ statements were clustered together and given a name that captured the
themes presented in the ‘if-then’ statement cluster. All the ‘if-then’ statement clusters found on
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the spreadsheet were then reviewed and coded for descriptions on context, mechanisms, and
outcomes that addressed the implementation and embedding of the health equity indicators into
practice. To do this, I generated another spreadsheet that had four columns: the first column
captured the description and explanation of the contexts, the second column captured the
description and explanation of the mechanisms, the third column that captured the description
and explanation of the outcomes, and finally, the fourth column captured the title for the
programme theory which the Context-Mechanism-Outcome Configuration attempts to explain. It
is critical to note that CMOCs are central to theory development and refinement with multiple
CMOCs within the same programme theory (Gilmore et al., 2019).
From this analytical process, three new programme theories were generated and then
incorporated with the existing nascent programme theories generated from the rapid realist
review. The nascent theories generated from the rapid realist review were used as the
foundational starting point to refine, build on, and iteratively generate stage one initial
programme theory (presented in chapter four of this dissertation). The intended result from stage
one initial theory generation was to develop additional CMOCs that explain the implementation
of the indicators into LPHAs across Ontario. The process of theory development and refinement
was not linear, and included iteration and discussion between the thesis committee and me
throughout the entire process.
Stage Two and Three: Observation and Specification
Objective
The realist evaluation cycle turns to observation at stage two (as illustrated in Figure 3.1).
The purpose of this was to assess and test the programme theories generated from the rapid
realist review and stage one initial programme theory development. In stage two of this realist
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evaluation, I observed and determined what works, for whom, and under what circumstances.
Assessment of the relationships between the various C-M-O Configurations occurred at this
stage of the evaluation. The realist evaluation cycle turns to theory specification, where the
identified programme theories were further refined by going back to the broader community to
enhance their explanation and specification (Rycroft-Malone et al., 2015).
Sampling and Sample
Realist interviews were conducted with public health practitioners. Participants were
purposefully selected from each LPHA based on their formal health equity role within the
organization. Participants recruited in this evaluation were social determinants of health nurses,
programme evaluators, or programme managers. I sent the recruitment study information via
email to all Medical Officers of Health (MOH) across all 34 LPHAs in the province of Ontario.
The information for the study was then shared by the MOH’s office to individuals in the
organization that work in the field of health equity. I sought to conduct two rounds of interviews
with public health practitioners in order to gather rich and comprehensive data from every
participant.
First interviews were conducted with 22 public health practitioners from 17 LPHAs.
Following this, follow up interviews were conducted with 11 of the 22 public health practitioners
that participated in the first interviews. The 11 public health practitioners who participated in the
second follow up interview were from 10 different LPHAs. The data from these two rounds of
interviews were then used to develop, refine, and challenge programme theories that explain the
implementations of the health equity indicators into LPHAs. From the 22 participants recruited
for the first interview, 13 were social determinants of health nurses, and four individuals had
programme manager positions within the LPHA. Out of the 17 participating LPHAs, nine
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LPHAs are governed by autonomous governance structure, six are governed by regional
authorities, and two LPHAs are governed by municipal authorities. This reflects the general
proportion of the governance structures among LPHAs across Ontario. Seven LPHAs were in
large/midsize cities in Ontario, four LPHAs were located in northern/remote parts of Ontario,
and six LPHAs were located in small town centres.
Data sources
Realist interviews. One realist interview was conducted with 22 public health
practitioners from 17 LPHAs (See Appendix F for the realist interview guide). During the first
realist interview, I asked exploratory questions regarding how the participants conceptualized
equity within their organizations and how the LDCP funded health equity indicators influenced
their organization’s focus and delivery of programmes, presented the C-M-O configurations
resulting from the rapid realist review, and asked for feedback regarding the most important
themes related to their practice (Manzano, 2016; Mukumbang et al., 2019). In the first interview,
I determined whether the indicators were used by the LPHA and unpacked the context,
resources, reasonings, responses, and outcomes generated in the LPHA as a result of the
implementations of the indicators. I also explored the contexts, resources, reasonings, responses,
and outcomes within LPHAs that did not implement the tool into their practice. This was done in
order to uncover the factors that facilitate and hinder the implementation of the indicators. The
interviews with participants were audio recorded in order to accurately capture the data.
Following the first realist interview with the public health practitioners, I analysed the
data from the interviews (data analysis is explained in the following section) and then generated
programme theories which were presented to the participants in the second realist interview
(Manzano, 2016; Mukumbang et al., 2019). These programme theories were also presented to a
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group of approximately 50 public health practitioners at The Ontario Public Health Convention
in March 2019. The duration of time between the first interview and the second interview with
participants was about four months. During this time I reflected and recollected significant issues
linked to the research questions and analyzed the data to refine the programme theories (Webster
& Mertova, 2007).
During the second round of interviews, I asked questions to further clarify potential
uncertainties noted from the first interview and presented to the participants the revised C-M-O
configurations. I took detailed field notes at this stage of data collection, and captured the
recommendations made by the participants regarding how to further refine the programme
theories, and identify demi-regularities, or patterns that inform the formation of the mid -range
theory (Pawson & Tilley, 1997; Wong et al., 2013)
Setting
The realist interviews and focus group occurred at a mutually agreed upon location, either
in person or over teleconference. Two first interviews were conducted in person, and 20 first
interviews were done via teleconference. All follow-up second interviews were conducted over
teleconference.
Data Analysis
The audiotaped data collected during the realist interviews were transcribed verbatim.
The handwritten field notes were also transcribed. The data analysis process in realist evaluation
was an iterative process and occurred at each stage of data collection for every source of data
included in this realist evaluation (Rycroft-Malone et al., 2015). I began data analysis to generate
the stage two refined programme theories in the same manner that I did when generating stage
one initial programme theories presented in chapter four. I immersed myself in the data collected

72

in stage two in order to engage in a deep level of interoperation. I read and reread the transcripts
from the realist interviews with the public health practitioners, then coded the data in an
inductive manner to continue the theory generation and refinement process. Similar to the coding
process in stage one, I began with line-by- line coding, then placed the data into an ‘if-then’
statements spreadsheet. The spreadsheet included a column for the ‘if’ statements, and a column
for the ‘then’ statement. The ‘if-then’ statements were generated in accordance with the
guidelines provided by Booth et al., (2016). See chapter 5 and Appendix G for the ‘if -then’
statements produced at the stage two data analysis.
Similar ‘if-then’ statements were clustered together and given a name that captured the
themes presented in the ‘if-then’ statement cluster. Each of the ‘if-then’ statement clusters were
then reviewed and coded for descriptions on context, mechanisms, and outcomes that addressed
the implementation of the health equity indicators into practice. A secondary spreadsheet was
created which included four columns: the first column captured the description of the contexts,
the second column captured the description of the mechanisms, a third column captured the
description of the outcomes, and a final fourth column captured the title for the stage two refined
programme theory which the Context-Mechanism-Outcome Configuration attempts to explain.
From this stage two analysis process, three new programme theories were generated, and were
then refined through a process of comparison with existing programme theories generated at
stage one initial programme theory development.
The intended results from stage two was to develop additional programme theories and
refine/challenge existing programme theories generated in stage one. The intended purpose of
the theories generated in this stage was to produce explanations regarding who the LDCP funded
health equity works for, for which LPHAs, and under what type of organizational circumstances.
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At this stage of the realist evaluation, the evaluation cycle moved full circle towards theory
generation and hypothesis formation, and the knowledge gained from this study intended to
provide feedback and support further theoretical development (Pawson & Tilley, 1997).
Quality Criteria
Different methodological approaches to qualitative research methods require different
approaches to establishing validity. Pawson et al. (2003) developed a set of validity criteria with
the acronym TAPUPAS, which stands for Transparency, Accuracy, Purposivity, Utility,
Propriety, Accessibility, and Specificity. These criteria include elements that assess rigour,
ethics, and the accessibility of results (Porter, 2007). Transparency refers to the process of
knowledge generation that is open to external examination, and accuracy helps to assess whether
the claims made are based on relevant and appropriate information (Porter, 2007). I enhanced the
transparency and accuracy of the findings by confirming the reasonableness of the ‘if -then’
statements used to construct the stage one, stage two, and mid-range theory; all the ‘if-then’
spreadsheets were reviewed by the thesis supervisors to ensure that the stage one, stage two, and
mid-range theories were constructed based on data collected throughout the study, pilot case
study, and literature captured through the rapid realist review.
Purposivity refers to whether the methods used for data collection fit the purpose (Porter,
2007) and utility is concerned with determining whether the knowledge claims are appropriate
for the needs of the practitioners (Porter, 2007). I ensured that this realist evaluation used the
proper methods of data collection to address the questions and the purpose of the study by
engaging in conversations with experts in the realist evaluation community, through the
RAMESES email list. Additional conversations with the thesis advisory committee were
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conducted to ensure that the methods used for data collection are suitable to address the purpose
of the research.
Propriety is concerned with determining whether the research has been conducted in an
ethical and legal manner (Porter, 2007). This was ensured by obtaining ethics approval from the
Western University’s Health Science Research Ethics Board, file number: 110386 (see
Appendix H for ethics approval letter). Accessibility is concerned with determining whether the
research is presented in a manner that is accessible to the practitioners, while specificity seeks to
determine whether the knowledge produced reaches the source specific standards (Porter, 2007).
I plan to publish findings from this realist evaluation inclusive of venues that are accessible to
public health practitioners. Reporting standards have been developed to support realist
evaluations. These reporting standards have been designed to enhance the consistency and rigour
in reporting, while making realist evaluations accessible and useable for end -users (Wong et al.,
2016). The guiding standard is that transparency is critical, since it will allow the reader to
decide whether the arguments and judgments are coherent, trustworthy, and plausible (Wong et
al., 2016). Appendix I provides a comprehensive layout of the reporting standards that were
adhered to in this realist evaluation. Furthermore, going back to the community of practitioners
for feedback on the programme theories enhanced the specification of the theory. This means
that the programme theories will more accurately explain who the LDCP funded health equity
indicators work for, and under what type of circumstances.
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Chapter 4: Stage One Initial Programme Theories

Background
The initial aim of this realist evaluation was to produce, test, and refine the
hypothesis/programme theory specifications of the implementation of the health equity
indicators. More specifically, the initial purpose of this study was to generate programme
theories that provide a deep understanding of how the indicators can help each organization
examine the extent to which it is working towards health equity. Through the conduct of this
evaluation, I sought to answer the following questions:
What mechanism(s) enable or hinder the implementation of the health equity indicators
into LPHAs’ practice?
-

What are the reasoning and responses that are triggered as a result of integrating
particular resources into a specific context?

-

What are the outcomes generated throughout the process?

However, since the purpose of the evaluation evolved, the theories presented in this chapter, and
in this thesis more broadly, provide in depth and detailed descriptions regarding the foundational
support required within an organization to enhance the implementation of the indicators.
The findings of the rapid realist review, discussed in chapter two, led to the identification
of three areas for nascent theory generation: system level, organization level, and
functional/operational level. A decision was made to focus the study on the organizational and
operational levels because factors at the socio-political systems level would be nearly impossible
to change, and findings from this work are meant to support.
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The intended results from stage one initial theory generation were to develop CMOCs
that explain the implementation of the LDCP health equity indicators into LPHAs across
Ontario. I employed deductive coding methods, where I used the nascent programme theories
generated from the rapid realist review as a comparison point from which I built on, iteratively
refined, challenged, and evaluated stage one programme theories.
The results of the rapid realist review identified a large gap in the literature; that is, the
reasoning and responses of staff towards the implementation of health equity tools in public
health organizations were not articulated in the literature. In this chapter I present the stage one
initial programme theories that explain the organizational and the functional/operational level
landscapes. The stage one initial programme theories were generated iteratively through the first
stage of data collection and analysis. The data used to generate the stage one initial programme
theories presented in this chapter came from the following three sources: (a) the rapid realist
review , (b) the secondary data analysis of data collected through the pilot study of the health
equity indicators conducted with four different LPHAs across the province of Ontario, and (c)
data generated from a realist focus group with six individuals who were part of the team that
developed the LDCP health equity indicators. Table 4.1 lists the characteristics of the six
individuals who participated in the realist focus group. At this stage of the realist evaluation, I
was interested in exploring and identifying for whom might the indicators work, how, and under
what circumstances. The questions that guided this analysis were:
-

What is it about the LDCP funded health equity indicators that might produce
change?

-

Which practitioners, subgroups and locations might benefit most readily from the
programme?
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-

Which social and cultural resources are necessary to sustain change brought through
the implementation of the LDCP funded health equity indicators?

Table 4.1
Characteristics of the six participants in the realist focus group
Role

Level of Work at the Organization

Location

Associate Professor

Associate Professor

Ontario

Associate Professor

Associate Professor

Ontario

Associate Professor

Associate Professor

Manitoba

Medical Officer of Health (MOH)

Leadership Level

Urban LPHA in Ontario

Research Evaluation Manager

Leadership/Management Level

Northern/Remote LPHA in Ontario

Social Determinant of Health Nurse

Functional/ operational level

Rural LPHA in Ontario

As described in chapters two and three, mechanisms are social forces defined as
underlying entities, processes, or social structures that operate in a particular context to produce
an outcome of interest (Pawson & Tilley, 1997; Wong et al., 2013). Examples of mechanisms
include social norms/values, collective beliefs, and preferences. In this thesis I was interested in
unpacking the mechanisms that led to the use of the indicators within specific contexts. In a
realist evaluation, the programme activity and process are the mechanism, which may be
concealed from our view. Throughout this thesis, mechanisms have been presented to illustrate
how the resources provided by LDCP health equity indicators trigger specific responses and
reasonings.
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A mechanism can only be triggered within a specific context, where context describes
features of the circumstances where the programme/intervention is implemented (Wong et al.,
2013). Mechanisms are relevant to, influenced, sparked, and altered by the context (Pawson &
Tilley, 1997, 2004). Context is not an unchanging background to the site/study/case but is the
mechanism that causes specific mechanism(s) (Rycroft-Malone et al., 2015). The outcome, in a
realist evaluation, represents the reactions to different mechanisms in specific contexts
Process of Analysis
After conducting the rapid realist review, I generated the stage one initial programme
theories by conducting a secondary data analysis of the pilot study data, and an analysis of
primary data collected through a realist focus group with the team of six individuals that
developed the LDCP health equity indicators. I began the process of analysis by first reading and
rereading the secondary data transcripts from the pilot study, and the realist focus group
transcripts. Data from the secondary data analysis and focus group were coded in an inductive
manner to continue the theory generation process.
I then conducted line-by-line coding of the data and began to place the data into a table of
‘if-then’ statements in a spreadsheet that included a column for the ‘if’ statements, and a column
was for the ‘then’ statement. I avoided the oversimplification of the ‘if-then’ statements by
noting the inter-relationships and intersections between the ‘if-then’ statements, prior to moving
to the next stage of theory development (Please refer to chapter three for a detailed description of
the data analysis process, and see Appendix E for the ‘if-then’ statements produced at this stage
of the analysis).
Following the analysis method provided by Booth et al., (2016), the intent of generating
‘if-then’ statements was to identify a link between the initial ‘if’ statement and the following
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‘then’ statement, to identify conditional outcomes related to the use (or not) of the health equity
indicators. The purpose of this was to build a causal chain of ‘if-then’ statements. Moreover, the
intent of generating ‘if-then’ statements was to see if the repetition of a specific ‘if’ in the second
and third statements might have multiple consequences in subsequent ‘then’ statements, and also
to see if there are multiple ‘if’ statements to the same ‘then’ statements (Booth et al., 2016).
Similar ‘if-then’ statements were then clustered together and given a name that captured
the themes presented in the ‘if-then’ statement cluster. Next, the ‘if-then’ statement clusters were
reviewed and coded for descriptions about context, mechanisms, and outcomes that address the
implementation of the health equity indicators. To do this, I generated another spreadsheet that
captured the description and explanation for contexts, mechanisms, outcomes, and a name was
given to each of the stage one initial programme theories. Each programme theory included
multiple Context-Mechanism-Outcome Configurations (CMOC) that provided explanations
regarding whom the indicators work for, and under what circumstances.
The column for mechanisms included three sections: resource(s), reasoning(s), and
response(s), which were captured through scanning the clusters of ‘if-then’ statements for quotes
that described the resources introduced into the context, and the responses triggered, and the
reasonings for those responses. Similar mechanisms that were triggered within similar contexts
to produce similar outcomes were clustered together to inform the generation of a programme
theory. For example, contexts – mechanisms – outcomes that described the role of organizational
leadership in influencing preparation for the implementation of the health equity indicators
informed the generation of a programme theory (e.g., “If organizational leadership supports
health equity, then this will be clearly mandated through an organizational strategic plan”).
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Using this analytical process, three new programme theories were generated in stage one, and
were then linked to existing programme theories generated from the rapid realist review.
I also incorporated deductive theory generation methods, where I used the two nascent
programme theories, and seven CMOC configurations, generated from the rapid realist review as
a point of reference to refine, build on, and iteratively generate stage one initial programme
theory. More specifically, I used the programme theories generated from the rapid realist review
to compare, contrast, refine, and build on, and improve the programme theories generated from
the data collected in stage one. The intended result of the stage one initial theory development
was to refine, challenge, and develop additional CMOCs that explain the implementation of the
health equity indicators in LPHAs across Ontario. As it is evident from this description of data
analysis, the process of theory development and refinement was not linear but involved an
iterative process of theory refinement that involved ongoing discussion with my thesis
committee. The ‘if-then’ statements resulting from data analysis of the pilot study data and the
realist focus group with the team that developed the indicators is presented in Appendix A. The
two nascent programme theories and their corresponding CMOCs generated from the rapid
realist review are listed on table 4.2. (Please see table 4.3 for the description of the new theories
generated from stage one data analysis and refer back to chapter two for more detailed
information about the nascent programme theory generation).
Table 4.2
List of nascent programme theories generated from the rapid realist review
Programme theory
Organizational level preparedness

Corresponding Context-Mechanism-Outcome Configuration
Thematic Labels
Clear mandate
Supportive organizational leadership
Connect health equity tools with organizational evaluation
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Functional level preparedness

Appropriate details regarding the application of the tool
Building partnerships and team configuration
Enhancing shared understanding
Building staff capacity
Building the data and information Infrastructure

Although this research aimed to evaluate the health equity indicators and their
implementations in LPHAs across Ontario, it became clear from the data collected that
participants believed that there were basic foundational antecedent elements that were important
and needed to support the use of the indicators. As a result, the stage one initial programme
theories presented in this chapter provide detailed descriptions regarding the foundational
support required within each organization to enhance the implementation of the indicators. The
evaluation of the health equity indicators is positioned within a broader evaluation of the
contexts in which the indicators were introduced and implemented, and the various intraorganizational mechanisms that facilitated their implementation. Therefore, the theories
generated at this stage explain the contexts, mechanisms, and outcomes that need to exist at the
organizational level to support the implementation of the indicators. The theories do not provide
detailed information regarding how the indicators were implemented by organizations. Table 4.3
presents the programme theories generated through stage one initial data analysis, and the
corresponding context – mechanisms – outcomes.
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Table 4.3
List of initial programme theories generated from the rapid realist review and the stage one initial data collection and
analysis
Stage of
Data
collection
and
Analysis
Rapid
Realist
Review

Programme
Theory

Context

Mechanism

Resources, and
Opportunities
Organizational
preparedness

Support from
government at the
national, regional, and
organizational
leadership levels
through a clear mandate

Supportive senior level
management/organizati
onal leadership

Public health
organization has a

Level and
Actor(s)

Policies at the
government level
triggers the
implementation of
health equity policies at
the government and
organizational levels
through a clear
organizational mandate.
This can be enhanced
through an
organizational health
equity plan with a
strong theoretical
foundation
Access to the best
available evidence that
is contextually relevant,
and establishment of
formal venues, working
groups, and formal
health equity positions
designed to enhance the
implementation of
health equity tools into
the organization
Development of an
organizational
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Outcome
Reasonings

Responses

Unknown

Unknown

Enhance
organizational
preparedness by
increasing
ownership over
health equity
initiatives
conducted by the
organization.

Enhancing
organizational
preparedness to
address health
inequities

Unknown

Unknown

Unknown

Enhancing
organizational
preparedness to
address health
inequities

Unknown

Unknown

Unknown

Enhancing
organizational

Stage One

Rapid
Realist
Review

Preparedness
prior to
implementation

Functional Level
preparedness

robust evaluation
capacity and health
equity is linked to
programme evaluation

evaluation framework
strategy and the staff’s
knowledge by engaging
in communities of
practice, or other
professional
development
programmes.

Supportive senior level
management/
organizational
leadership, who have a
vision for and value
health equity

Organizational
leadership prioritizes
health equity by
allocating resources
(staff and monetary)

Organizational/
leadership level

Enhances perceived
importance and urgency
of health equity work at
all levels of the
organization.

Dedication and
responsibility
from leadership
and staff

LPHAs prepare for and
prioritize the
implementation of the
LDCP funded health
equity indicators

Clear mandate in
organizational strategic
plan

Organizational/
leadership level

The prioritization of the
implementation of the
tool will enhance its
perceived relevance of
health equity to the
organization.

Awareness and
ownership from
leadership and
staff

Begin the
process of health
equity tool
implementation

Public health agencies
apply health equity
tools that are based on
explicit and coherent
theoretical foundation

Equity tools that are
short, use layperson
terminology, provide
specific examples,
integrate cultural
competencies, and gain
input from individuals
experiencing health
inequities

Unknown

Unknown

Unknown

Building staff
capacity and
enhancing
organizational
preparedness to
address health
inequities
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preparedness to
address health
inequities,
provide health
organizations
with sensitive
information on
whether health
inequities are
being addressed
Formalizes
organizational
preparedness.
Health equity
becomes a
strategic
organizational
priority for all
staff in the
LPHA

Public health agencies
compose a team made
up of various members
from different
organizations to allow
for cross sectoral
training and help build
staff skills in the area of
health equity

Unknown

Unknown

Unknown

Health inequities
do not have a
single source;
thus, public
health
practitioners will
engage with
individuals from
multiple sectors
to address health
inequities

Public health agencies
establish a common
understanding of what
health equity means and
develop comprehensive
awareness of the
specific inequities
experienced by the
community

Building strong
partnerships and
coalitions with other
organizations assists
with diversifying the
skills and methods
available to uncover
hidden inequities
experienced by the local
population, or
subgroups within the
populations
This process can be
initiated through
development of a
common language
among the staff and
partners from all
backgrounds and
sectors. Shared
understanding begins
with building a common
understanding of what
health equity means and
what the health equity
strategies are designed
to address. It is also
important to create
common guidelines for
communication on
health equity work and
how it is being
operationalized.

Unknown

Shared understanding
helps establish a
common purpose and
fosters trust among the
team members.

Shared
understanding
helps establish a
common purpose
and fosters trust
among the team
members.

Enhances the
shared
understanding
among team
members and
facilitates the
uptake and
integration of
health equity
tools into
practice

Public health
organizations have a
deliberate approach
when recruiting/hiring
staff and intentionally

This can be done via
outreach strategies
targeting members of a
professional groups, or
connections made

Unknown

Unknown

Unknown

These
expectations will
help change
organizational
culture and
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Stage One

Introducing
indicators for
implementation

building their skills to
do health equity work.
Building the staff’s
capacity to do health
equity work can be
accomplished through
re-examining and
expanding recruitment
and hiring initiatives
Enhancing the
organization’s capacity
to conduct research and
use the local data and
information to design
and evaluate
programmes and
activities

through cultural
networks. Engage staff
to participate in specific
training requirements
and/or workgroup
engagements.

provide
additional clarity
regarding staff
roles in
advancing health
equity

Availability of local
data enhances the
organization’s
understanding of the
inequities experienced
by the local population.

Unknown

Introduction of the
LDCP health equity
indicators as an interorganizational self
assessment tool

Integration of indicators
into organizational
performance measuring
system

Organizational/
leadership and
management
level

Develop comprehensive
awareness of inequities
experienced by the local
population among staff

Use of understandable
language, supported by
specific examples to
help integrate health

Functional/
operational
level
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Unknown

Introduction of the
indicators as a self
assessment tool helps
reduce comparison and
potential feelings of
inadequacy between the
LPHAs across Ontario
The locally supported
information
infrastructure increases
and legitimizes the
feelings of stewardship

Unknown

Accountability
and credibility
from leadership
and staff

Trust and
commitment
from staff

This will also
allow
organizations to
assess the
influence of
existing
programmes and
services on
underserved
groups within the
population, since
sensitive locally
generated data
provides trusted
knowledge on
the root causes
of inequity
Supports the
improvement of
existing
programmes and
services

Establishes a
common
understanding
among staff

equity tool into existing
organizational culture

Stage One

Build
organizational
capacity

and ownership that staff
have over the evidence
and data

Support the LPHA to
improve existing
research capabilities, or
build the capacity to
collect local data

Build organizational
capacity for research
and collection of data to
integrate into
programme planning
and evaluation

Organizational/
leadership and
management
level

Legitimizes the feelings
of stewardship and
ownership that staff have
over the evidence and
data

Confidence and
assurance from
leadership and
staff

Uses local data
to inform
programme
planning and
target local
health inequities

Staff have
comprehensive
knowledge in various
methodological
approaches

Build staff’s capacity
and value for health
equity through formal
training

Functional/
operational
level

Enhance staff’s
competencies and
confidence to collect data
and synthesize evidence

Enhanced clarity
and shared
understanding
from staff

Designs
programmes and
services that
integrate health
equity in their
programme
planning

Formation of
sustainable partnerships

Develop, establish, and
maintain good working
relationships/
partnership with
organizations that work
with priority
populations

Organizational/
leadership level

This helps with the
collection and use of
local, sensitive, reliable,
and contextually rich
data that helps to inform
programme planning and
evaluation. This validates
the vision of LPHA’s
leadership, and the work
done by the staff to
address health inequities

Comprehensive
and dynamic
support for
health equity
from leadership

Target local
health inequities
through various
institutions and
organizations

87

Findings
A total of three initial programme theories were generated at this stage, and they are: (a)
preparedness prior to implementation, (b), introducing indicators for implementation, and (c)
building organizational capacity. In the following section I provide detailed descriptions of these
programme theories and describe the CMOCs that correspond with each programme theory.
There are multiple CMOCs that have been generated to provide explanation for each programme
theory.
Initial Programme Theory 1 – Organizational Preparedness
The health equity indicators are implemented and used to inform LPHA’s programmes
and services when the organization is prepared, ready, and provides support for the
implementation of the tool. The first programme theory provides an explanation regarding
organizational leadership and management level development. A total of two ContextMechanism-Outcome Configurations (CMOCs) supported the development of the first
programme theory at this stage. The first CMOC that supported the first programme theory
provides an explanation about the support required from senior leadership to prepare the
organization for the implementation and implementation of the indicators. The second CMOC
that supported the first programme theory explains how establishing a clear organizational
mandate facilitates the implementation of the health equity indicators into practice. Table 4.4
includes a description of the first programme theory that describes organizational preparedness
prior to the implementation of the health equity indicators.
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Table 4.4
Summary table of the first programme theory describing organizational preparedness prior to
the implementation of the health equity indicators
Title of ContextMechanismOutcome
Configurations

Support from
Management

Context-Mechanism-Outcome Configurations

Context: Supportive senior level management/organizational leadership,
who have a vision for, and value health equity, enhance organizational
preparedness to implement the health equity indicators
Resources: Senior level management can prepare for and prioritize the
implementation of the tool by allocating resources and staff time toward
implementing health equity indicators into organizational activities and
programmes.
Reasonings and responses: Support from senior level management and
organizational leadership enhances the capacity of organizational
influence, and organizational empowerment to address local health
inequities. This helps justify the allocation of resources and funds to
support health equity work within the LPHA. It also enhances perceived
importance and urgency of health equity work at all levels of the
organization. As a result, health equity becomes a strategic organizational
priority for all staff in the LPHA. This amplifies the organization’s
dedication to and responsibility over the health equity work being done.
Outcome: Enhancing the organization’s dedication to and responsibility
over health equity work helps formalize the process of organizational
preparedness, making health equity a priority on the organizational
agenda. This also triggers support for the implementation and embedding
of the health equity indicators, which helps inform the development of
programmes and services that target social determinants of health
(SDoH).

Clear Mandate

Context: The LPHAs prepare for and prioritize the implementation of the
LDCP health equity indicators through a clear organizational mand ate
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Resources: The organization can prepare and prioritize for the
implementation of the indicators by establishing a comprehensive vision,
a clear mandate, and explicit standards presented in the organizational
strategic plan which explain the importance for the implementation and
integration of health equity into organizational practice
Reasonings and responses: The prioritization of the implementation of
the tool will enhance its perceived relevance of health equity to the
organization. This enhances organizational preparedness by increasing
awareness of and ownership over health equity initiatives conducted by
the organization. This triggers the implementation and embedding of
health equity measures into practice.
Outcome: Enhancing organizational preparedness, through a clear and
explicit organizational mandate, begins the process of implementation of
the health equity tools into organizational practice. This tool can be used
to internally assess whether programmes and services address issues
associated with health inequity experienced by the population, and subgroups served by the LPHA

In the following section, I present the corresponding CMOCs that provide explanation for
initial programme theory 1- organizational preparedness and ongoing support. There are two
CMOCs that provide explanation for this programme theory, and they are: (a) support from
management, and (b) clear mandate.
First Context-Mechanism-Outcome Configurations: Support from Senior
Organizational Management
Context. Supportive organizational senior level leadership and management
Supportive senior level management and organizational leadership can have a vision for
and value health equity. This is closely linked to the provision of clear, direct, and explicit topdown support that boosts the organization’s preparedness for implementing health equity
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measures into programmes and services. The top-down support for health equity reflects the
leadership’s awareness of, and proximal involvement in addressing the health inequities/Social
Determinants of Health (SDoH) experienced by the local population being served.
Mechanism. Enhanced commitment to health equity and health equity tools
The top-down support from senior level management and leadership at the organization is
essential for the implementation of health equity and implementing health equity tools.
Leadership vision and support for health equity directly impacts the prioritizing of health equity
and implementing health equity into organizational activities and programmes. The following
quote is an example from the data of the resources needed to trigger reasonings and responses in
this CMOC.
Health equity work was starting way before I started here. Like 2002 our MOH [Medical
Officer of Health] was already thinking health equity and apply health equity and the
social determinants of health in frameworks and structures. […] I’m not familiar wit h all
of my CEO’s background. I know [the MOH] had experience working with Indigenous
communities. [The MOH] stays well connected provincially to all of these things that
happen you know. [The MOH is] aware, [and is] on a lot of […] provincial groups and
ministry groups and diverse types of things, and you know, and [the MOH] got an
approach. […] [The MOH] brings in folks, so the steering committee is comprised of
senior leaders in our agency and management, and so part of [the MOH’s] thing is getting
buy in, getting those leaders to buy in so that they can spread the message, so that they
can convince and get buy in from their teams, that they can empower their teams to do
this work, and vice versa
[…]
We have health equity steering committee. So [The MOH] brings in folks, so the steering
committee is comprised of senior leaders in our agency and management, and so part of
[the MHO’s] thing is getting buy in, getting those leaders to buy in so that they can
spread the message, so that they can convince and get buy in from their teams, that they
can empower their teams to do this work, and vice versa. – Participant who is part of the
team that developed the Indicators
Furthermore, the top-down support from senior leadership is the pivotal element that facilitates
the prioritization of health equity and its integration into organizational practice. This top-down
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support creates and grows the perceived importance and urgency of health equity work at all
levels of the organization and enhances feelings of commitment to, interest in, and responsibility
over health equity work at all levels of the organization. As stated in the quote above, top-down
support for health equity mobilizes programme managers and staff for the implementation of
health equity indicators into programme design and evaluation.
Outcome. Organizational human resource management that supports the implementation
of health equity tools
An organization builds and manages its human resource capacity to address health
inequities through the implementation of equity tools. The human resource capacity is enhanced
through an organizational action plan and the presence of supportive organizational leadership
and senior management. Without clear support from organizational leadership and management,
the health equity indicators are not likely to be implemented into programme design and
evaluation. Figure 4.1 provides and illustration of the CMOC that explains the importance of
having support from senior management.
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CONTEXT
RESOURCE
Staff time designated
towards implementing
health equity into
practice

Supportive senior level
organizational leadership
and management who
have a vision for and
value health equity

MECHANISM

REASONINGS
& RESPONSES

OUTCOME
Organizational human
resource management that
support the implementation
of the health equity
indicators

Enhances perceived importance
of health equity work at all
levels of the organization.
Health equity becomes a
strategic organizational priority
and amplifies the organization’s
commitment to health equity
work

Figure 4.1: CMOC illustrating the support from senior management
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Second Context-Mechanism-Outcome Configurations: Clear Mandate
Context. LPHAs prioritize the implementation of the health equity indicators
The implementation of the health equity indicators into LPHAs across Ontario is
dependent on the organization’s readiness to integrate health equity as a foundational
organizational value. A clear organizational mandate can prioritize, describe, and explain the
organizational vision and purpose for integrating health equity into organizational practice. An
organizational mandate provides foundational support for the integration of health equity as a
core organizational value. This can be done through explicitly stating the approaches taken by
the organization to operationalize health equity into programme planning and evaluation. The
implementation of the health equity indicators can further ensure the integration of health equity
as an organizational value. Tyler et al., (2014) suggested that a clear and deliberate action plan
could provide a comprehensive description regarding the roles of all organizational staff in
implementing and embedding health equity into various levels of the organization. Having a
clear organizational mandate to integrate health equity into the organization is a critical step that
helps prepare the organization for the implementation of the health equity indicators.
Mechanism. LPHA increases staff’s awareness of and confidence in health equity tools
Establishing a clear mandate and explicit internal standards that reflect the organizational
vision for and, commitment to the, and value of health equity, enhances the organization’s
preparedness for the implementation of the health equity tool. The integration of health equity
into the organization’s strategic plan or a strategic mandate facilitates the implementation of the
health equity indicators into practice. These resources improve organizational preparedness
through enhancing staff’s awareness of the importance of health equity to the organization. The
prioritization of the implementation of the health equity tool enhances the perceived relevance of
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health equity to the organization. Establishing a clear mandate and explicit internal standards that
reflect the organizational vision to health equity helps reinforce to organizational leadership and
other staff members that health equity is an integral part of the organization. The following quote
is an example from the data of the resources needed to trigger reasonings and responses in this
CMOC.
I was just going to say for me you know, you could have the greatest toolkit and user
guide, but if you don’t have an organizational structure where sort of health equity is
valued as a core value by the people with power in those organizations, and its not kind
of integrated into a mission and vision and values, which I know is just on paper, so you
know, its no guarantee, but just because it is in those documents that it will be a practice
or operationalized, but anyway, so this might just be me but I always go towards the
organizational ones that I think are particularly instrumental, so you know, does the
board, does your strategic plan identify the health equity as a priority, that sort of thing. –
Participant who was part of the team that developed the indicators
Establishing a clear health equity mandate and explicit internal standards helps secure staff and
monetary resources (i.e., capacity) to support health equity work at the organizational level. The
allocation of funds and resources is critical in supporting the implementation and embeddedness
of the health equity tool into organizational practice. These factors also increase the
organization’s ownership over the integration of health equity into practice, and begin the
process of operationalizing health equity, which can be facilitated through the use of a health
equity tool.
Outcome. The process of implementation of health equity tools into organizational
practice
Enhancing organizational preparedness is a process which an organization could undergo
to support the implementation of health equity. By integrating health equity as a core
organizational value through a clear health equity organizational mandate, and an organizational
strategic plan, the organization can become more ready to address health inequities. This
activates the indicator implementation process by initiating the building of organizational
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capacity to address local health inequities experienced by the population. The following quote is
an example from the data of the outcome in this CMOC.
We had no explicit standards to use in order to plan or assess the work that we did in
health equity. And so that, so we felt that it would be helpful to have a tool like the
indicators that were relevant to the work of public health and that would enable or help to
you know, advance their progress, towards fulfilling their public health roles, and to plan
areas where that required additional focus or you know, more of an investment. –
Participant who was part of the team that developed the indicators
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RESOURCES
CONTEXT

Establishing a vision
towards taking up and
integrating health
equity in the
organization’s
strategic and action
plans

LPHA prepare and
prioritize the
implementation of the
health equity indicators

MECHANISM

REASONINGS &
RESPONSES

OUTCOME(S)

Enhance perceived relevance of health
equity among leadership and staff,
which boosts awareness and
ownership over health equity work.
This will also help secure the
allocation of resources and fund to do
health equity work

Activation of indicators
implementation process,
and enhanced
organizational capacity for
addressing local health
inequities and Social
Determinants of Health

Figure 4.2: CMOC explaining how a clear organizational mandate triggers the implementation of
indictors
97

Initial Programme Theory 2 – Introducing the Indicators into the LPHA
In the following section, I present the Context-Mechanism-Outcome Configurations
(CMOCs) associated with the initial programme theory 2 generated from stage one data analysis.
This initial programme theory 2 explains how the health equity indicators could be introduced
into LPHA’s practice. The first CMOC that supports the initial programme theory 2 suggests that
the health equity indicators can be introduced as an intra-organizational self-assessment tool,
linked to programme planning and evaluation. The second CMOC describes the need for
comprehensive details explaining the application of the tool into the organization. Table 4.5
includes a summary description of the second programme theory, and the CMOCs that explain
how to enhance the implementation of the health equity indicators into LPHAs.
Table 4.5
Summary table of the second programme theory that described the introduction of the health
equity indicators into the public health organization setting
Title of ContextContext-Mechanism-Outcome Configurations
MechanismOutcome
Configurations
Introduce the
Health Equity
Indicators as a
Self-Assessment
Tool and Link
into Programme
Evaluation

Context: Introduction of the health equity indicators as an interorganizational self assessment tool that can be embedded in the design
and evaluation of every programme and activity at multiple levels of the
organization
Resources: Integrate the health equity indicators into the organization’s
performance monitoring system. This can be done through development
of a logic model that integrates the indicators
Reasonings and responses: The introduction of the indicators as an
intra-organizational self-assessment tool, rather than a province-wide
assessment tool, helps reduce comparison and potential feelings of
inadequacy between the LPHAs across Ontario. Integrating the
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indicators into the LPHA’s programme planning and evaluation
enhances the organization’s accountability over the local work done to
address health inequities, and establishes ownership and credibility
within the organization, especially when linking the indicators to the
organization’s evaluation framework(s).
Outcome: Introducing the health equity indicators as an organizational
self-assessment tool and supporting the implementation of the indicators
into organizational practice. This can support the evaluation of existing
programmes and services and inform new programs about how to best
address the health inequities experienced by the local population.
Provide
Comprehensive
Details on the
Application of
the Health
Equity Tool

Context: Develop comprehensive awareness of inequities experienced
by the local population among staff and establish a common
understanding of how health equity is going to be operationalized within
the LPHA. This eases the implementation of health equity tools into the
LPHA.
Resources: Use layperson terminology and provide specific examples to
help implement the health equity tool in the organization’s existing
cultural norms and align with staff competencies. Also, provide a user
guide that clearly outlines the approaches to using the health equity tool
Reasonings and responses: Enhancing the shared understanding about
health equity among organizational leadership and staff helps establish a
common purpose among all people in the organization. This is initiated
through development of a common language among the staff and
partners from all backgrounds and sectors. The development of a
common language helps to foster trust among the staff.
Outcome: Establishing common understanding about the health equity
tool among the staff at the LPHA enhances the integration of the health
equity indicators at the organizational level.

In the following section, I present the corresponding CMOCs that provide explanation for
initial programme theory 2: introducing indicators for implementation. There are two CMOCs
that provide explanation for this programme theory, and they are: (a) introduce the health equity
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indicators as a self-assessment tool and link into programme evaluation, and (b) provide
comprehensive details on the application of the health equity tool.
Third Context-Mechanism-Outcome Configurations: Introduce the Health Equity
Indicators as a Self-Assessment Tool and Link into Programme Evaluation
Context. Introduction of LDCP health equity indicators as an organizational assessment
tool
The health equity indicators were designed to assist LPHAs in developing their roles
and assessing their performance when addressing the social determinants of health and reducing
health inequities in their local community (Antonello et al., 2016). The indicators have been pilot
tested in four LPHAs across the province of Ontario, and the developers of the indicators suggest
that they be implemented at the individual LPHA level (Antonello et al., 2016). The indicators
are to be used as an internal self-assessment tool that guides LPHAs in the delivery of equityinformed programmes and services, as mandated in Ontario’s legislative framework and the
2018 Ontario Public Health Standards. The indicators developers suggest that the indicators not
be used to compare LPHAs to one another across the province (Antonello et al., 2016). Rather,
these indicators can help individual LPHA to internally determine the extent to which the
organization is working towards addressing local health inequity. The following quote is an
example from the data of the context in this CMOC.
One of the things I think we absolutely landed on was that this was not supposed to be
used for provincial level management, but really, we were hoping that health units
[LPHAs] would, or health agencies would pick it up and use it to improve their own
approach to health equity. – Participant who was part of the team that developed the
indicators
Mechanism. Enhance the organization’s accountability and credibility
Introduce the health equity indicators as a self assessment tool that guides LPHAs in the
delivery of equity informed programmes and services and promotes the integration of the
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indicators into the organization’s existing performance monitoring system(s) and/or
organizational logic models. Integrating the indicators into existing organizational performance
monitoring system mobilizes the implementation process of the indicators into programme
design and evaluation. The following quote is an example from the data of the resources needed
to trigger reasonings and responses in this CMOC.
I know here in [this LPHA] we have used it to determine a baseline; we then were able to
use to identify some areas where we needed to do more work, so it was helpful in
creating a work plan for us on health equity, and hopefully when we do it again next year
in 2019, we will be able to use it to measure our progress. – Participant who was part of
the team that developed the indicators
Introducing the indicators as an organizational self-assessment tool, rather than a province-wide
assessment tool, helps reduce comparison and a sense of competition between the LPHAs across
Ontario. This will also prevent potential feelings of failure and guilt from leadership and staff at
LPHAs who are not able to complete the questions presented in the indicators. Therefore,
integrating the indicators into the individual LPHA’s programme planning, monitoring and
evaluation system enhances the organization’s accountability over the local work done to address
health inequities, and enhances the credibility of information that is used to inform future
programme planning within each organization.
Outcome. Support the evaluation of existing programmes and services
Introducing the health equity indicators as an organizational self-assessment tool
enhances the implementation of the indicators into LPHAs. This can improve the organization’s
existing evaluation capacity and begin to embed health equity into programmes and services.
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CONTEXT
Introduce the indicators
as an intra-organizational
assessment tool that is
embedded in the design
of every programme and
activity

RESOURCE
Integrate the indicators
into a performance
monitoring system. This
can be done through
development of a logic
model that includes the
indicators.
MECHANISM

REASONING &
RESPONSES

OUTCOME

The integration of the indicators
into an organizational monitoring
system and programme planning
and evaluation enhances the
organization’s accountability
over the work done to address
health inequities, and credibility
within the organization

The organization’s
existing evaluation
capacity is improved

Figure 4.3: CMOC explaining the use of the indicators as a self-assessment tool and link to
programme evaluation
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Fourth Context-Mechanism-Outcome Configuration: Provide Comprehensive
Details on the Application of the Health Equity Indicators
Context. Intra-organizational guidelines provided to all staff
Increasing staff awareness of the specific inequities experienced by the local community
also enhances the common and shared understanding of health equity (CDC, 2010; Tyler, 2014).
It is critical to establish a common understanding of what health equity means across and within
LPHAs. The creation of common and shared understanding about health equity can be
established by designing intra-organizational equity strategies and guidelines (CDC, 2010; Tyler,
2014). These strategies and guidelines are specific to the organization and designed to address
the inequities experienced by the local population. Creating a shared and common understanding
through the creation of a common language and developing specific organizational strategies and
guidelines legitimizes the implementation of health equity measuring tools (CDC, 2010; Tyler,
2014), such as the LDCP funded health equity indicators. The following quote is an example
from the data of the context in this CMOC.
So, I think some of the indicators require an all of staff approach. It requires that all staff
either are, receive appropriate training and orientation or deliver the indicator in a
consistent way, whether it’s on meaningful engagement, or modifying and orienting our
services, some of those. We need everybody to do it, everybody has to do it in order for
you to tick that box right, and so it takes time. – Participant who was part of the team
that developed the indicators.
Mechanism. Enhanced trust among staff and commitment to health equity work
The health equity indicators can be introduced to LPHA staff using layperson
terminology, supported by specific examples, and integrated using the organization’s existing
cultural norms, strategies, and competencies (CDC, 2010; Pauly et al., 2018; Tyler, 2014).
Moreover, the health equity tool can be supported by a user guide that clearly outlines the
approaches to the use of the tool. A user guide for the use of the LDCP funded health equity

103

indicator has been provided to all LPHAs across Ontario. A supporting manual, composed by the
team that developed the indicators, provides a comprehensive description of how to apply the
tool at every stage. This resource enables staff to have meaningful engagement through a
common resource that fosters a common language to explain health equity. This enhances trust
among the staff and also increases the organization’s commitment to reducing the health
inequities experienced by the local population.
Outcome. Integration of the health equity indicators at the organizational level
Establishing a common understanding of what health equity means helps to support
health equity work at the staff and management levels. Enhancing the shared understanding
about health equity among organizational leadership and staff helps to establish a common
purpose and a common goal among all people in the organization. Establishing common
understanding about the health equity tool among the staff at the LPHA enhances the integration
of the health equity indicators at the organizational level.
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CONTEXT
Establish a common
understanding of what health
equity means for the LPHA
and develop comprehensive
awareness of the specific
inequities experienced by the
local population

RESOURCE
Use layperson
terminology, include
specific examples to
integrate the health
equity tool to align with
the organization’s
existing cultural norms
and competencies

MECHANISM

REASONING & RESPONSES
Enables staff to have meaningful
engagement through a common
resource that fosters a common
language to explain health equity.
This promotes trust among the staff
and increases the organization’s
commitment to reducing the health
inequities experienced by the local
population.

OUTCOME
Establishing common
understanding about the
health equity tool
among the staff at the
LPHA enhances the
integration of the health
equity indicators at the
organizational level

Figure 4.4: CMOC that explains how the provision of comprehensive details on the application
of the indicators assists in the implementation process

105

Initial Programme Theory 3 – Embedding Indicators into Practice
The initial programme theory 3 generated in stage one explains the factors that facilitate
the implementation of the health equity indicators into LPHAs’ programmes and services. A total
of three Context-Mechanism-Outcome Configurations (CMOCs) have been developed to support
this programme theory. The first CMOC associated with the initial programme theory 3
describes how building an information infrastructure that supports local research initiatives
facilitates the implementation of the health equity indicators into LPHAs’ practice. The second
CMOC provides an explanation for the need to hire, train, and engage staff interested in and who
value implementing health equity into practice. The third CMOC that supports this programme
theory explains broadly the need to enhance the inner organizational capacity to build
partnerships with local stakeholders and other organizations. Table 4.6 includes a description of
the third programme theory that describes the building of organizational capacity to do health
equity work.

Table 4.6
Summary table of the third programme theory that described the building of organizational
capacity to do health equity work
Title of ContextContext-Mechanism-Outcome Configurations
MechanismOutcome
Configurations
Build an
Information
Infrastructure
that Supports
Local Research
Initiatives

Context: The implementation of the health equity indicators into public
health practice is strongly dependent on the organization’s existing
research capabilities. This is because health equity is taken up within a
local organizational context that prioritizes the generation and use of
locally, and contextually appropriate evidence.
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Resources: Support the integration of local data, especially in the design
and evaluation of programmes and activities. This helps to create a
comprehensive information infrastructure that houses local and timely
data on SDoH and health inequities. An information infrastructure that
houses local data is a consistent, sensitive, and reliable resource, which is
foundational for building the organization’s capacity to conduct research.
Reasonings and response: The locally supported information
infrastructure increases and legitimizes the feelings of stewardship and
ownership that staff have over the evidence and data. The response to
these resources is improved trust in the impact that the programme and
activities might have in reducing local health inequities, and commitment
to addressing local health inequities.
Outcome: Creating an information infrastructure, where local data can be
collected, analyzed, and used to inform programmes and services is a
critical element in enhancing local health equity
Hire/ Train/
Engage Staff
who are
Interested in
Health Equity

Context: It is critical for staff, especially those involved in programme
design and evaluation, to have comprehensive knowledge in health equity,
and the disparities experienced by the local population. This increases the
likelihood of using local data to best address health inequities experienced
by the local population.
Resources: Hiring staff that understand the value of health equity can be
facilitated through recruitment initiatives and outreach strategies directed
at specific professional groups, or links made through cultural networks.
Job descriptions can explicitly ask for individuals with skills and expertise
in working with specific population groups experiencing health inequities.
Lastly, organizations can create a supportive learning environment where
ongoing training and open dialogue between staff and management can
occur.
Reasonings and response: Organizations can create a supportive learning
environment, where ongoing training and open dialogue between staff and
management can occur. These resources enhance staff’s competencies and
confidence in collecting data and synthesizing evidence to inform
programmes and services.

107

Outcome: The creation of an organizational culture that allocates human
and financial resources to support heath equity work, will facilitate the
implementation and embedding of health equity into LPHAs.
Enhance
Organization’s
Capacity to
Build
Partnerships

Context: A critical contributor for the implementation of health equity
tools into public health practice is the formation and sustainability of
strong partnerships with stakeholders, other partnering organizations, and
priority populations.
Resources: The resources necessary to facilitate the formation and
continuity of partnerships between LPHAs and other organizations is
through the development of a community engagement strategy.
Reasonings and Response: Establishing and maintaining close working
partnerships with community organizations and other stakeholders is
especially critical because it helps with the collection and use of local,
sensitive, reliable, and contextually rich data that help to inform
programme planning and evaluation. This validates the vision of LPHA’s
leadership, and the work done by the staff to address health inequities.
This validation encourages the LPHA to create buy-in from staff at other
organizations, to ultimately create a comprehensive and dynamic system
to address health inequities.
Outcome: Forming strong and sustainable partnerships enhances the
skills and resources available to address health inequities experienced by
the local population.

In the following section, I present the corresponding CMOCs that provide explanation for
initial programme theory 3: embedding indicators into practice. There are three CMOCs that
provide explanation for this programme theory, and they are: (a) build an information
infrastructure that supports local research initiatives (b) hire/train/engage staff who are interested
in health equity, and (c) enhance organization’s capacity to build partnerships.
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Fifth Context-Mechanism-Outcome Configuration: Build a Research and
Information/Data Infrastructure
Context. LPHA builds research capabilities
Enhancing the organization’s capacity to address health inequities experienced by the
local population involves building the organization’s capacity to conduct research within their
local context (CDC, 2010; Tyler, 2014). The implementation of the health equity indicators into
public health practice is strongly dependent on the organization’s existing research capabilities.
This is because health equity is taken up within a local organizational context that prioritizes the
generation and use of locally and contextually appropriate evidence. This locally generated
evidence provides reliable information on SDoH and health inequities experienced by the
population served. These data have immense potential in shaping the design and evaluation of
programmes and activities (CDC, 2010; Tyler, 2014). The following quote is an example from
the data of the context in this CMOC.
I think we’re really struggling to have enough sources of data focusing specifically on
priority and vulnerable populations, to do this well, especially since the long form census
was removed, we just don’t have a lot of sources to especially comprehend some of the
[Board of Health] levels to say we’re doing this well for all of our programmes.
[…]
So for [our LPHA], the factors that help us [are] that it's an agency priority for all
programmes to do this […] we have a central location for all the information as well as
places where everybody goes to see each other’s [information], and the only thing […]
that we don't have […] is that we don't have that central place to [track what is being
done by each department] . – Participant one, organization one
Mechanism. Information infrastructure provides consistent, sensitive, and reliable data
Building the organizational capacity for research is done through the collection and
integration of local data into programme planning and evaluation. A critical resource needed to
support the integration of local data in the design and evaluation of programmes and activities is
a comprehensive information infrastructure that houses local and timely data on SDoH and
health inequities. An information infrastructure that has local data is a consistent, sensitive, and
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reliable resource that is foundational for building the organization’s capacity to conduct research.
It also facilitates the process of implementing health equity at every level of programme planning
and evaluation, since programmes can better be informed about local health inequities as an
SDoH experienced by the local population (CDC, 2010; Guglielmin et al., 2018; Tyler, 2014).
The following quote is an example from the data of the resources needed to trigger reasonings
and responses in this CMOC. The following quote is an example from the data of the resources
needed to trigger reasonings and responses in this CMOC.
I have a list because the constraining factors […] is the different interpretation of data
generation by [the epidemiologist], and then data will not be forthcoming if [the
epidemiologist] is challenging the quality of the availability of data, there is confusion
over needing to have socioeconomic factors above reporting on demographics […] so
[the epidemiologists] don't always believe [the local municipal level] data sources are
best. – Participant one, organization ten
The locally supported information infrastructure increases and legitimizes the feelings of
stewardship and ownership that staff have over the evidence and data being used to inform
programme planning and evaluation within their LPHA. The response to these resources is
improved trust in the impact that the programme and activities might have in reducing local
health inequities, since their design and evaluation was informed with data and evidence deemed
relevant, appropriate, and context sensitive.
Outcome. Local data informs programme planning and evaluation
The collection of local data helps to establish a reference point to monitor health equity
trends over a specific time period and inform community partners and stakeholders where to best
allocate resources when designing programmes and activities. It is critical to note that health
inequity experiences within a specific community may differ from the national or provincial/state
data, or other surrounding communities. Therefore, creating an information infrastructure where
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local data can be collected, analyzed, and used to inform programmes and services is a critical
element in enhancing local health equity (CDC, 2010; Tyler, 2014).
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CONTEXT

Support the LPHA to
improve existing
research capabilities, or
build the capacity to
collect local data

RESOURCE

Build organizational
capacity for research
and collection of
data to integrate into
programme planning
and evaluation

MECHANISM

REASONING & RESPONSES

Increasing and legitimizing
the feelings of stewardship and
ownership that staff have over
the evidence and data. The
response to these resources is
improved trust and
confidence in the impact that
the programme and activities
might have

OUTCOME

Use local data to
inform programme
planning and target
local health
inequities

Figure 4.5: explaining how building an information infrastructure facilitates the implementation
of the indicators
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Sixth Context-Mechanism-Outcome Configuration: Hire/Train/Engage Staff
Interested in and have Value for Health Equity
Context. LPHAs build all staff’s capabilities to apply health equity into practice
An important facilitator for the implementation of health equity tools into LPHAs’
organizations is closely linked to the staff’s capacity to understand, value, and make sense of
available evidence (Jacobs et al., 2012). This means that staff at multiple levels of the
organization understand and value the use of data and use it to inform the design and evaluation
of programmes and services. Moreover, it is critical to establish a diverse skill set among the
staff in the organization. It is especially critical to provide comprehensive knowledge in various
methodological approaches to staff involved in programme design and evaluation. This increases
the likelihood of using local data to best address health inequities experienced by the local
population. The following quote is an example from the data of the context in this CMOC.
We just went through the whole process of trying to gather data involving directly people
with lived experience, and we did a whole ethics review. We had everything in place but
we just couldn't do it, we didn't have the staff who had the skills to go out and spend time
with people with lived experience, and it was people living in low income and poverty to
give us data, and we realized that wow, we thought we could do it in 3 months and we
really needed 6 months. [This experience] made us realise, it validated that we need to do
this but we just it was figuring out how so and I think a lot of health units are in that
place- Participant one, organization ten
Mechanism. Prioritization and enhanced perceived value of health equity at the staff
level
Organizational leadership and management staff can take a clear and directed approach
when hiring new staff and provide continual methodological training on the collection, analysis,
synthesis, and integration of local evidence into programme planning and evaluation. Hiring staff
that value health equity can be facilitated through recruitment initiatives and outreach strategies
directed at specific professional groups, or links made through cultural networks (CDC, 2010;
Tyler, 2014). Job descriptions can explicitly ask for individuals with skills and expertise in
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working with specific population groups experiencing health inequities. Lastly, organizations can
create a supportive learning environment where ongoing training and open dialogue between
staff and management occur. These resources enhance staff’s competencies and confidence in
collecting data and synthesizing evidence to inform programme and activity design targeting the
health inequities experienced by the population served. The enhanced competencies and
confidence allow for the establishment of a clear shared understanding among staff within the
organization, and enhance clarity about how to operationalize health equity, through the use of
the health equity indicators. These resources and initiatives help to prioritize health equity work
and enhance the perceived value of health equity at the staff level. These responses help to
further embed health equity into the operational and functional standards of the organization.
Outcome. Facilitate the implementation and embedding of health equity into LPHAs
The creation of an organizational culture that allocates human and financial resources to
support heath equity work will facilitate the implementation and embedding of health equity into
LPHAs (CDC, 2010; Tyler, 2014). This process is triggered through building staff capacity to
collect local data using various methodological approaches, and it involves creating opportunities
for staff and management to participate in activities that help advance health equity work at the
operational/functional level of the organization (CDC, 2010; Tyler, 2014). Examples of this
include engaging staff to participate in specific training requirements and/or workgroup
engagements. Staff can be held accountable to completing these activities within their training or
performance plans. These expectations will help change organizational culture and provide
additional clarity regarding staff roles in advancing health equity (CDC, 2010; Tyler, 2014).
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CONTEXT

RESOURCE

Staff have
comprehensive
knowledge in various
methodological
approaches

Hiring staff that have
value for health equity
through recruitment
initiatives and outreach
strategies directed at
specific professional
groups, or links made
through cultural networks

MECHANISM

REASONING & RESPONSES
OUTCOME

These resources enhance
staff’s competencies and
confidence to collecting data
and synthesizing evidence to
inform programmes and
services.

Facilitate the
implementation and
embedding of health
equity into LPHAs

Figure 4.6: CMOC that explains how hiring/training/engaging staff supports implementation of
indicators
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Seventh Context-Mechanism-Outcome Configuration: Enhance Organization’s
Capacity to Build Partnerships
Context. Formation of sustainable and strong partnerships
A critical contributor for the implementation of health equity tools into public health
practice is the formation and sustainability of strong partnerships with stakeholders, other
partnering organizations, and priority populations. This includes forming sustainable
partnerships with other LPHAs that serve communities with similar demographic and regional
profiles, or partnerships with academia, non-governmental organizations, industry such as the
media, and the broader community (CDC, 2010; Tyler, 2014). Forming strong and sustainable
partnerships and coalitions with other organizations help to diversify the skills and methods
available to uncover hidden inequities experienced by the local population. This is critical since
health inequities do not have a single source of causation; thus, public health practitioners can
engage with individuals from multiple sectors to comprehensively address health inequities
(CDC, 2010; Tyler, 2014). These individuals can have an equal opportunity to define the issue,
formulate strategies, and implement solutions at various system levels.
Mechanism. Affirmation for the LPHA’s vision to address health inequities
Forming partnerships with local organizations and stakeholder groups help to foster
opportunities for cross-sectoral training and build each other’s knowledge and skills to better
address health inequalities (CDC, 2010; Tyler, 2014). Organizational leaders and management
staff who establish and maintain close working partnerships with community organizations and
other stakeholders is especially critical because it helps with the collection and use of local,
sensitive, reliable, and contextually rich data that helps to inform programme planning and
evaluation. This is especially influential for smaller LPHAs founded in rural/remote areas of
Ontario. The resources necessary to facilitate the formation and continuity of partnerships
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between LPHAs and other organizations is through the development of a community
engagement strategy. The following quote is an example from the data of the resources needed to
trigger reasonings and responses in this CMOC.
[Our medical officer of health, along with] another medical officer of health from
[similar regional characteristics], they were the only two from public health on this large
steering committee of mostly [primary] healthcare folks, and you know, they’re
swimming upstream, and it’s like you know, we’re constantly having to like paddle
upstream and try to get you know, those early adopters to learn about the message, and to
buy into it, to influence it and I find that’s the biggest feat, the biggest challenge and the
most important to me would be, would be does your public health agency have an
organizational level community engagement strategy? – Participant who was part of the
team that developed the indicators
The creation of a community engagement strategy – through which the voices of multiple
partners and priority populations are integrated – affirms the vision of LPHA’s leadership and
the work done by the staff to address health inequities. This validation encouraged the LPHA to
create buy-in from staff at other organizations, to ultimately create a comprehensive and dynamic
system to address health inequities.
Outcome. Creating a multifaceted approach to addressing health inequities
Forming strong and sustainable partnerships, supported through a organizational
community engagement strategy, helps to enhance the skills and resources available to address
health inequities experienced by the local population. This is critical since health inequities are
determined by multiple factors. Therefore, targeting health inequalities can be addressed by
various organizations and stakeholder groups.
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RESOURCE
CONTEXT

The resources necessary
to facilitate the formation
and continuity of
partnerships between
LPHAs and other
organizations is through
the development of a
community engagement
strategy

Formation and
sustainability of strong
partnerships with
stakeholder, other
partnering organizations,
and priority populations

MECHANISM

REASONING & RESPONSES
This validates the vision of
LPHA’s leadership, and the work
done by the staff to address
health inequities. This validation
encouraged the LPHA to create
buy-in from staff at other
organizations, to ultimately
create a comprehensive and
dynamic system to address health
inequities

OUTCOME
Forming strong and
sustainable partnerships
to help enhance the skills
and resources available
to address health
inequities experienced
by the local population

Figure 4.7: CMOC explaining how enhanced organization’s capacity to build partnerships
facilitates the implementation of the indicators
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Conclusion
Three initial programme theories, and seven CMOCs, were generated as a result of stage
one data analysis. These initial programme theories were positioned within the two areas of
theory development informed through the rapid realist review at the organization level, and the
functional/operational level. The programme theories described how organizational staff can
prepare prior to the implementation of the health equity indicators, how the health equity
indicators can be introduced to the LPHA for implementation, and how organizations can build
their capacity to support health equity work. The findings from this stage one programme theory
development begin to describe the resources, reasoning, and responses (the mechanisms) found
within organizational contexts that seek to implement the health equity indicators to inform their
practice.
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Chapter 5: Stage Two Refined Programme Theories
Background
The findings of the rapid realist review, discussed in chapter two, led to two areas of
nascent theory development that focused this thesis: organization level and
functional/operational level. I employed deductive coding methods for which I used the two
nascent programme theories as a foundational starting point upon which to build in stage one.
Using the data generated from secondary data analysis of the pilot case study of the indicators
and a realist focus group with six individuals who created the indicators, three initial programme
theories were generated in stage one. These theories were then used as a point of comparison in
stage two, where I built on, iteratively refined, challenged, and evaluated the theories. The final
result was three consolidated refined programme theories generated in stage two. This process
illustrates the iterative nature of theory development and refinement in realist evaluation.
I began to develop the programme theories through analysis of realist interviews with 22
individuals working at 17 LPHAs across Ontario (Manzano, 2016; Mukumbang et al., 2019).
Data were collected and synthesized to explore and evaluate for whom the indicators might
work, how, and under what circumstances. The research questions were:
What mechanism(s) enable or hinder the implementation of the LDCP health equity
indicators into LPHAs’ practice?
-

What are the resources that facilitate or hinder the implementation of the indicators?

-

What are the reasonings and responses that are triggered within the organization as a
result of integrating these resources into a specific context?

-

What are the outcomes generated throughout the process?

120

The process of analysis for this stage was identical to the process conducted in stage one.
The first stage of analysis involved reading and rereading the transcripts. Data were coded in an
inductive manner to continue the theory generation process. The coding process began with lineby-line coding of the data and placing the data into a table of ‘if-then’ statements (See Appendix
G). The development of ‘if-then’ statements involved the generation of a spreadsheet where one
column was for the ‘if’ statements and the second column was for the ‘then’ statement (Booth et
al., 2016). As I began to code the text, I looked for and noted direct ‘if-then’ statements or
deduced from the text where participants described the actions taken or resources introduced into
the organizational context which triggered a specific responses that caused unique outcome(s).
The intent behind generating ‘if-then’ statements is to see a link between the initial ‘if’
statement and the following ‘then’ statement. The purpose of this is to construct a sequence of
‘if-then’ statements. Moreover, the intent of generating ‘if-then’ statements is to see if the
repetition of a specific ‘if’ in the second and third statements might have multiple consequences
in subsequent ‘then’ statements (Booth et al., 2016). Similar ‘if-then’ statements were grouped
together and given a label that captures the themes presented in the ‘if-then’ statement grouping.
For example, similar ‘if-then’ statements emerged from the data and described the importance of
building staff capacity, those ‘if-then’ statements were clustered under the same section, and
given a higher-level descriptor – i.e., ‘Building Organizational Capacity’ (See Appendix E and
Appendix G for the list of ‘if-then’ statements resulting from stage one and stage two data
analysis respectively. The Appendices also illustrate how the ‘if-then’ statements are clustered
together).
The ‘if-then’ statement clusters were then examined and coded for explanations on
context, mechanisms, and outcomes that address the implementation of the health equity
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indicators into LPHAs. To do this, another spreadsheet was generated that had four columns: (a)
a column that captured the description of the contexts, (b) a column that captured the description
of the mechanisms, (c) a column that captured the description of the outcomes, and (d) a column
that captured the label or configuration given to the programme theories generated from stage
two data. The Context-Mechanism-Outcome Configurations (CMOC) were generated in order to
explain the programme theories. The column for mechanisms included three sub-sections:
resource(s), reasoning(s), and response(s), which were captured through scanning the clusters of
‘if-then’ statements for quotes that described the resources introduced into the context, and the
responses generated, and the hypothesized reasonings for those responses. Related mechanisms
that were triggered within similar contexts to produce similar outcomes were clustered together
to inform the generation of a programme theory. The ‘if-then’ statements resulting from data
analysis of the realist interviews with the 22 individuals from the 17 LPHAs are presented in
Appendix G. Table 5.1 lists the characteristics of the 22 individuals who participated in the
realist interviews.
The questions that guided this analysis were:
-

What is it about the LDCP funded health equity indicators that might produce
change?

-

Which practitioners, subgroups, and locations might benefit most readily from the
programme?

-

Which social and cultural resources are necessary to sustain change brought through
the implementation of the LDCP funded health equity indicators?
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Table 5.1
Characteristics of the 22 participants in the realist interviews
Role

Level of Work at the
Organization

Location

Duration of
Employment

Medical Officer of Health

Leadership/Management
Level

Rural LPHA

Three Years

Programme Manager

Leadership/Management
Level

Urban LPHA

One Year

Programme Manager

Leadership/Management
Level

Urban LPHA

27 Years

Programme Manager

Leadership/Management
Level

Urban LPHA

20 Years

Programme Evaluator

Functional/operational
level

Rural LPHA

Three Years

Programme Evaluator

Functional/operational
level

Northern/Remote LPHA

Two Years

Programme Manager

Leadership/Management
Level

Urban LPHA

10 Years

Social Determinants of Health Nurse

Functional/operational
level

Northern/Remote LPHA

Six Years

Social Determinant of Health Nurse

Functional/operational
level

Urban LPHA

Three Years

Social Determinants of Health Nurse

Functional/operational
level

Urban LPHA

Two Years

Social Determinants of Health Nurse

Functional/operational
level

Urban LPHA

Recent Hire

Social Determinants of Health Nurse

Functional/operational
level

Rural LPHA

12 Years

Social Determinants of Health Nurse

Functional/operational
level

Urban LPHA

28 Years

Social Determinants of Health Nurse

Functional/operational
level

Urban LPHA

30 Years

Social Determinants of Health Nurse

Functional/operational
level

Urban LPHA

Two Years

Social Determinants of Health Nurse

Functional/operational
level

Northern/Remote LPHA

Seven Years

Social Determinants of Health Nurse

Functional/operational
level

Rural LPHA

11 Years
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Social Determinants of Health Nurse

Functional/operational
level

Rural LPHA

20 Years

Social Determinants of Health Nurse

Functional/operational
level

Urban LPHA

Two Years

Social Determinants of Health Nurse

Functional/operational
level

Urban LPHA

One Year

Social Determinants of Health Nurse

Functional/operational
level

Urban LPHA

11 Years

Social Determinants of Health Nurse

Functional/operational
level

Rural LPHA

Four Years

Three programme theories, and six CMOCs, were generated from this analytical process
and these theories were then compared and contrasted to the existing programme theories
generated from the rapid realist review stage (presented in chapter two), and stage one initial
programme theory (presented in chapter four). It became clear from the data that participants
reflected on foundational elements needed to support the use of the indicators. As a result, the
programme theories presented in this chapter provide information regarding the foundational
support required within each organization to enhance the implementation of the indicators. In
other words, the evaluation of the LDCP funded health equity indicators is positioned within a
wider examination of the contexts in which the indicators have been introduced and implemented
and the various mechanisms that exist within the organization that could better facilitate their
implementation. Therefore, the theories produced in this stage explain the contexts, mechanisms,
and outcomes that are needed at the organizational level and at the functional/operational level to
support the implementation of the indicators. The theories do not provide information regarding
how the indicators were implemented by organizations. Table 5.2 provides detailed summary of
the stage one nascent and initial programme theories and their corresponding contexts,
mechanisms, and outcomes configurations. Table 5.3 provides a detailed list of the programme
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theories generated though the rapid realist review, stage one, and stage two data collection and
analysis.
Table 5.2
Nascent and initial programme theories and their corresponding CMOCs
Stage

Programme theory

Corresponding Context-Mechanism-Outcome
Configuration Thematic Labels

Rapid Realist
Review

Organizational level preparedness

Clear mandate
Supportive organizational leadership
Connection between health equity tools and
organizational evaluation

Stage One

Preparedness prior to
implementation

Supportive senior level management and
organizational leadership
Organization prioritizes implementation of indicators

Rapid Realist
Review

Functional level preparedness

Stage One

Introducing indicators for
implementation

Acquire details regarding
the application of the tool
Build partnerships and team configuration
Enhance shared understanding
Build staff capacity
Build the data and information Infrastructure
Introduce indicators as an intra -organizational
assessment tool
Develop comprehensive awareness of health
inequities

Stage One

Build organizational capacity

Improve existing organizational research capacity
Enhance staff’s knowledge in methodological
approaches
Form sustainable partnerships

125

Table 5.3
Programme theories generated though the rapid realist review, stage one, and stage two data collection and analysis
Stage of
Data
Collection
and
Analysis
Rapid Realist
Review

Programme
Theory

Context

Mechanism
Resources and
Opportunities

Organizational
preparedness

Support from
government at the
national, regional, and
organizational
leadership levels
through a clear
mandate

Supportive senior
level management/
organizational
leadership

Public health
organization has a
robust evaluation

Level and
Actor(s)

Policies at the
government level
triggers the
implementation of
health equity policies at
the government and
organizational levels
through a clear
organizational mandate.
This can be enhanced
through an
organizational health
equity plan with a
strong theoretical
foundation
Access to the best
available evidence that
is contextually relevant,
and establishment of
formal venues, working
groups, and formal
health equity positions
designed to enhance the
implementation of
health equity tools into
the organization
Development of an
organizational
evaluation framework

Outcome
Reasonings

Responses

Unknown

Unknown

Enhances
organizational
preparedness by
increasing
ownership over
health equity
initiatives
conducted by the
organization.

Enhancing
organizational
preparedness to
address health
inequities

Unknown

Unknown

Unknown

Enhancing
organizational
preparedness to
address health
inequities

Unknown

Unknown

Unknown

Enhancing
organizational
preparedness to
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Stage One

Stage Two

Preparedness
prior to
implementation

Organizational
preparedness
and ongoing
support

capacity and health
equity is linked to
programme
evaluation

strategy and the staff’s
knowledge by engaging
in communities of
practice, or other
professional
development
programmes.

Supportive senior
level management/
organizational
leadership, who have
a vision for and value
health equity

Organizational
leadership prioritizes
health equity by
allocating resources
(staff and monetary)

Organizational/
leadership level

Enhances perceived
importance and urgency
of health equity work at
all levels of the
organization.

Dedication and
responsibility
from leadership
and staff

LPHAs prepare for
and prioritize the
implementation of the
LDCP- funded health
equity indicators

Clear mandate in
organizational strategic
plan

Organizational/
leadership level

Awareness and
ownership from
leadership and
staff

Top-down support
enhances buy-in from
staff for the governing
body’s vision

Allocation of resources
and staff time towards
integrating health equity
into programmes and
activities

Organizational/
leadership and
governance
levels

The prioritization of the
implementation of the
tool will enhance its
perceived relevance of
health equity to the
organization.
Passion and
understanding from
boards of health towards
enhancing the
implementation of health
equity triggers the
perceived importance of
health equity
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Commitment and
dedication

address health
inequities,
provide health
organizations
with sensitive
information on
whether health
inequities are
being addressed
Formalizes
organizational
preparedness.
Health equity
becomes a
strategic
organizational
priority for all
staff in the
LPHA
Begin the
process of health
equity tool
implementation

Organization
delivers
programmes to
address health
equity,
regardless of
changes in
leadership

Rapid Realist
Review

Functional
Level
preparedness

Health equity clearly
prioritized and
mandated by all the
LPHAs

Performance scorecard
and a steering
committee made up of
individuals from
various departments
within the organization

Organizational/
leadership level
& functional/
operational
level

A clear organizational
mandate helps to
enhance the motivation
of the organizational
staff by providing a
consistent and reliable
process to measure
health equity throughout
the organization

Ownership and
accountability

Allocation of
funds and
resources to
support the
implementation
of the health
equity tool into
organizational
practice

Public health agencies
apply health equity
tools that are based on
explicit and coherent
theoretical foundation

Equity tools that are
short, use layperson
terminology, provide
specific examples,
integrate cultural
competencies, and gain
input from individuals
experiencing health
inequities
Building strong
partnerships and
coalitions with other
organizations assists
with diversifying the
skills and methods
available to uncover
hidden inequities
experienced by the local
population, or
subgroups within the
populations
This process can be
initiated through
development of a
common language
among the staff and
partners from all
backgrounds and

Unknown

Unknown

Unknown

Building staff
capacity and
enhancing
organizational
preparedness to
address health
inequities

Unknown

Unknown

Unknown

Health inequities
do not have a
single source;
thus, public
health
practitioners will
engage with
individuals from
multiple sectors
to address health
inequities

Unknown

Shared understanding
helps establish a
common purpose and
fosters trust among the
team members.

Shared
understanding
helps establish a
common purpose
and fosters trust
among the team
members.

Enhances the
shared
understanding
among team
members and
facilitates the
uptake and

Public health agencies
compose a team of
various members
from different
organizations to allow
for cross sectoral
training and help
build staff skills in the
area of health equity

Public health agencies
establish a common
understanding of what
health equity means
and develop
comprehensive
awareness of the
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specific inequities
experienced by the
community

Public health
organizations have a
deliberate approach
when recruiting/hiring
staff and intentionally
building their skills to
do health equity work.
Building the staff’s
capacity to do health
equity work can be
accomplished through
re-examining and
expanding
recruitment and hiring
initiatives
Enhancing the
organization’s
capacity to conduct
research and use the
local data and
information to design
and evaluate
programmes and
activities

sectors. Shared
understanding begins
with building a common
understanding of what
health equity means and
what the health equity
strategies are designed
to address. It is also
important to create
common guidelines for
communication on
health equity work and
how it is being
operationalized.
This can be done via
outreach strategies
targeting members of a
professional groups, or
connections made
through cultural
networks. Engage staff
to participate in specific
training requirements
and/or workgroup
engagements.

Availability of local
data enhances the
organization’s
understanding of the
inequities experienced
by the local population.

integration of
health equity
tools into
practice

Unknown

Unknown

Unknown

These
expectations will
help change
organizational
culture and
provide
additional clarity
regarding staff
roles in
advancing health
equity

Unknown

Unknown

Unknown

This will also
allow
organizations to
assess the
influence of
existing
programmes and
services on
underserved
groups within the
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Stage One

Stage Two

Stage One

Introducing
indicators for
implementation

Introduction of the
LDCP health equity
indicators as an interorganizational self
assessment tool

Integration of indicators
into organizational
performance measuring
system

Organizational/
leadership and
management
level

Develop
comprehensive
awareness of
inequities experienced
by the local
population among
staff

Use of understandable
language, supported by
specific examples to
help integrate health
equity tool into existing
organizational culture

Functional/
operational
level

Implementation
into evaluation
infrastructure

Clear organizational
strategic plan that
prioritizes, describes,
and explains the
organizational vision
and purpose for health
equity

Identify the strategic
priorities, create an
evidence informed
systematic process
where each division in
the organization
integrate health equity
into their programmes
and activities, and train
staff on how to use the
LDCP-funded health
equity indicators

Functional/
operational
level

Build
organizational
capacity

Support the LPHA to
improve existing
research capabilities,

Build organizational
capacity for research
and collection of data to

Organizational/
leadership and
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Introduction of the
indicators as a self
assessment tool helps
reduce comparison and
potential feelings of
inadequacy between the
LPHAs across Ontario
The locally supported
information
infrastructure increases
and legitimizes the
feelings of stewardship
and ownership that staff
have over the evidence
and data
Creation of a
standardized evidencebased mechanism that
supports teams as they
evaluate and integrate
heath equity into their
programmes and
activities. As a result,
programme managers
and staff feel that there is
a dependable mechanism
upon which programme
and activity design are
based
Legitimizes the feelings
of stewardship and
ownership that staff have

Accountability
and credibility
from leadership
and staff

population, since
sensitive locally
generated data
provides trusted
knowledge on
the root causes
of inequity
Supports the
improvement of
existing
programmes and
services

Trust and
commitment
from staff

Establishes a
common
understanding
among staff

Accountability
and assurance

LPHAs can
continue to
improve their
approaches
towards
addressing local
health inequities

Confidence and
assurance from

Uses local data
to inform
programme

or build the capacity
to collect local data

integrate into
programme planning
and evaluation
Build staff’s capacity
and value for health
equity through formal
training

management
level

over the evidence and
data

leadership and
staff

Functional/
operational
level

Enhance staff’s
competencies and
confidence to collect data
and synthesize evidence

Enhanced clarity
and shared
understanding
from staff

Formation of
sustainable
partnerships

Develop, establish, and
maintain good working
relationships/
partnership with
organizations that work
with priority
populations

Organizational/
leadership level

Comprehensive
and dynamic
support for
health equity
from leadership

Programme and
activity performance
are evaluated to
assess whether the
intended health
inequities have been
addressed

The LDCP funded
health equity indicators
are a practical tool that
help LPHAs improve
their programmes and
services by clearly
showing what can be
integrated in the
upcoming planning
cycle

Organizational/
leadership and
management
level

This helps with the
collection and use of
local, sensitive, reliable,
and contextually rich
data that helps to inform
programme planning and
evaluation. This validates
the vision of LPHA’s
leadership, and the work
done by the staff to
address health inequities
Programme managers
and staff feel that there is
a dependable mechanism
upon which programme
and activity design and
evaluation are being
based on

Accountability
and assurance

LPHAs can
continue to
improve their
approaches
towards
addressing local
health inequities

Employ individuals
who have formal
training in areas
related to social
justice, SDoH, and
health equity

Organizations
can create a supportive
learning environment,
where ongoing training
and open dialogue
between staff and
management occurs;
this includes process-

Organizational/
leadership and
management
level

Create shared
understanding, shared
vision, and shared value
for the use of the health
equity indicators, which
allows for each staff to
make evidence informed

Consistency and
accountability

Facilitates the
implementation
of the LDCP
funded health
equity indicator

Staff have
comprehensive
knowledge in various
methodological
approaches

Stage two

Build capacity
and support for
implementation

Functional/
operational
level

Functional/
operational
level
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planning and
targets local
health inequities
Designs
programmes and
services that
integrate health
equity in their
programme
planning
Targets local
health inequities
through various
institutions and
organizations

Establish and
maintain sustainable
partnerships with
local stakeholders

bases learning and peerto-peer learning
approaches
Provide LPHA staff
with cultural safety
training, especially
when partnering with
Indigenous
communities

decisions within their
roles
Organizational/
leadership and
management
level

Functional/
operational
level
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Shared understanding
among all partnering
organizations and
stakeholders regarding
the value and importance
of addressing health
inequities

Shared
understanding
and perceived
effectiveness

Sustainable
partnerships
limit the
duplication of
efforts taken by
the different
organizations to
address health
inequities

Findings

A total of three refined programme theories were generated at this stage, and they are: (a)
organizational preparedness for health equity, (b) implementation into evaluation infrastructure,
and (c) build capacity and support for implementation. In the following section I provide detailed
descriptions of these programme theories and describe the CMOCs that correspond with each
programme theory. There are multiple CMOCs that have been generated to provide explanation
for each programme theory. Table 5.4 provides a description of the identifiers given to the quotes
used to support the CMOCs presented in this chapter.
Table 5.4
Description of identifiers used to identify the quotes
Identifier
P

Description
• Participant number from each LPHA
- P1: First participant
- P2: Second participant

O

• Organization number in no specific order

R1
R2
R3

• Role of the participant within the organization
- R1: Social determinants of health nurse
- R2: Programme manager
- R3: Health equity initiative coordinator

Refined Programme Theory 1 - Organizational Preparedness for Health Equity
The LDCP funded health equity indicators are implemented into public health practice to
inform LPHAs’ programmes and services. To do this, the organization can provide sustainable
and ongoing support for the implementation of the tool. In this section, I present the first refined
programme theory and provide additional explanations regarding the provision of an
organizational strategic mandate by the leadership in mobilizing the implementation of the
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indicators into organizational culture and practice. Novel Context-Mechanism-Outcome
Configurations (CMOCs) were not generated from stage two data analysis to inform the first
programme theory; however, the existing CMOCs from stage one were refined and are presented
in this chapter. The first refined CMOC provides additional explanation regarding the support
required from the organizational governance body and leadership, which includes Boards of
Health. The second CMOC presented below provides additional support for what is needed to
make health equity an organizational priority. This CMOC explains that the use of the LDCP
funded health equity indicators can help implement the health equity indicators into
organizational practice. Table 5.5 includes a description of the first refined programme theory,
which describes organizational preparedness and ongoing support for health equity.
Table 5.5
Refined programme theory 1 - organizational preparedness and continuous support for health
equity indicators
Title of ContextContext-Mechanism-Outcome Configurations
MechanismOutcome
Configurations
Health Equity is Context: Health equity is clearly prioritized and mandated by the LPHA
a Strategic
and supported by an intra-organizational corporate-level strategy that
Organizational
explicitly details how the organization can support the implementation of
Priority
health equity in their own organization.
Resource: Annual measurement of organizational performance through
implementing a performance scorecard. Additional resources required to
support these initiatives include a steering committee made up of
individuals from various departments within the organization who meet
regularly to plan future organizational strategy about how to
operationalize health equity to best address local health inequities.
Reasonings and responses: A clear organizational mandate helps to
enhance staff motivation by providing a consistent and reliable process to
measure health equity throughout the organization. The enhanced
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consistency in addressing health equity creates feelings of accountability
and ownership over the work being done.
Outcome: Allocation of funds and resources to support the
implementation of the health equity tool into organizational practice.
Commitment
from a Visionary
Governing Body

Context: Consistent and continuous support from organizational
governing leadership, including the Board of Health, is critical in
organizational contexts where there is frequent turnover of individuals in
direct leadership or decision-making positions, such as the Medical
Officer of Health.
Resource: Allocation of resources and staff time towards integrating
health equity into programmes and activities. This includes providing
mandatory training for all staff on how to integrate health equity within
their individual roles
Reasonings and responses: Passion and understanding from senior
organizational leadership, such as the Board of Health, towards enhancing
the implementation of health equity into the organization triggers the
perceived importance of health equity for staff and allows for the creation
of a clear direction to operationalize health equity. Top-down support
enhances buy-in from organizational staff for the leaders’ vision. These
factors enhance employee commitment and dedication towards
integrating health equity into their roles.
Outcome: Organization becomes prepared and ready to address health
inequities through the implementation of equity tools, supported through
the vision and direction provided by the organizational leadership and
senior management
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In the following section, I present the corresponding CMOCs that provide explanation for
refined programme theory 1: organizational preparedness and ongoing support. There are two
CMOCs that provide explanation for this programme theory, and they are: (a) heath equity is an
organizational strategic priority, and (b) commitment from a visionary governing body.
First Context-Mechanism-Outcome Configurations: Health Equity is an
Organizational Strategic Priority
Context. Strong and continuous supports for the implementation of indicators from the
organizational governing body
As described in stage one initial programme theories (chapter 4), the implementation of
the health equity indicators is heavily dependent on the organization’s capacity to embed health
equity as a foundational organizational value. This in turn is linked to continuous support from
organizational leadership and management. Top-down support enhances buy-in from staff for the
leadership’s vision. From the data collected in stage two, support from the organizational
governing body such as the boards of health is also a critical factor for the sustainable
implementation of health equity indicators, especially in LPHAs that experience frequent
turnover in leadership and/or individuals in decision making positions, such as the Medical
Officer of Health (MOH). Support helps create a sustainable organizational context where buy-in
from staff for the integration of health equity into programme planning and evaluation is
enhanced. Support from the organization’s governing body also creates an organizational context
that is resilient to the negative consequence associated with frequent changes in management
and/or leadership positions within the LPHA, such as, fragmentation in implementing health
equity tools to measure organizational performance and gaps in addressing health inequities.
Therefore, support from the board of health allows for the use of health equity tools even within
an organizational context where there are rapid changes to the leadership and or management
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structure. The following quote provides an example of how a context that has strong and
continuous supports from the organizational governing body is critical for the implementation of
indicators.
If your senior leadership does not feel that it’s a priority or does not value it, then its
almost impossible to work it from the bottom up. It’s very difficult. If you have buy-in at
the senior leadership level, if they feel this is a critical foundational component of the
work that you’re doing then those doors are opened because that’s been my experience.
[…] We’ve had a lot of senior leadership changes in the last few years, like a lot. […] So,
while we kept moving forward with our own plan.[…] When you have support from the
head down which includes staffing resources, your ability to prioritize and organize your
organization in a way that’s reflective of equitable programming, then you can really
move forward. If you’re constantly having to convince every level of the organization
that this is important, so you might have one programme that really, they totally
understand it, completely understand what health equity means and how that impacts the
work they’re doing, they may have a manager of that programme who completely gets it
but then above them they may have a layer of the organization that says that’s not a
priority for us, we’re doing this. So, it stops. So, there’s that need to then convince every
layer of the organization. If you can start at the top and then work it’s way down so
which includes the board of health in their role because they are needing to bless and
monitor the work that’s happening, and that’s really important because if your leadership
changes, your board of health, if they’ve already blessed it, they’re monitoring the work
so if you have someone else come to the organization who perhaps doesn’t see it as being
critically important but you’ve already, that’s already gone to the board of health level
then they’re going to be saying well no, we’re expecting you to report on this, this has
already been put in place, whether its strategic direction which is the case for a lot of
people before it became one of the primary standards on its own. – P1 O5 R1
Mechanism. Passion and understanding for health equity by governing body linked to
enhanced perceived importance of the indicators by staff
As noted in stage one initial programme theory generation, top-down support from senior
level management and leadership is essential for the implementation of health equity tools into
organizational practice. Leadership vision and support for health equity directly impacts the
allocation of resources and staff time towards prioritizing and integrating health equity into
organizational programmes and activities. In addition, the findings illustrate that the
137

organization’s governing body can demonstrate their passion for and understanding of the
importance of health equity and engage directly to enhance the organization’s capacity to address
health equity. The following quote provides an example of the resources needed to trigger
reasoning and responses.
So, our medical officer of health has actually taken it on to lead that relationship building
effort, and we recently hired an analyst specifically tasked with supporting that work
around engaging with and building the capacity to address the needs of Indigenous
communities – P1 O6 R1
Top-down support helps to create sustainable commitment and dedication towards integrating
health equity into the organization by all staff. The following quote is an example of the
reasoning and responses triggered.
I actually have a manager and a MOH [Medical Officer of Health] that are very
supportive of this kind of work and also have heavily prioritized health equity work
within our organization. So that’s really supportive. So pretty much anything that we can
bring forward that we feel is important, beneficial, can help to organize some of the work,
can help create direction, any of these sort of qualities of the tool that we want to use, will
get support to use and so I know that we’ve used this already and I know that we’ll
continue to be supported so that is something that exists already – P1 O3 R1
Outcome. Formal integration of health equity indicators into organizational practice
A supportive leadership team will facilitate the creation of an organizational culture that
provides continuous and sustainable support for health equity and where ongoing encouragement
to address health inequities is an organizational priority. Figure 5.1 provides an illustration of the
CMOC that explains how LPHAs can prioritize the implementation of the health equity
indicators.
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CONTEXT
Health equity is clearly
prioritized and mandated by
each LPHA

RESOURCES
Annual measurement of
organizational performance
through implementing a
performance scorecard

This includes establishing of an
intra-organizational corporate
level strategy that explicitly
details how the organization
ought to support health equity

A steering committee made
up of individuals from various
departments and divisions
within the organization

MECHANISM

REASONINGS &
RESPONSES

OUTCOME(S)
Allocation of funds and
resources to support the
implementation of the
health equity tool into
organizational practice.

A clear organizational mandate helps to
enhance the motivation of the
organizational staff by providing a
consistent and reliable process to measure
health equity. The enhanced consistency
in addressing health equity creates
feelings of accountability and ownership
over the work being done .

Figure 5.1: CMOC illustrating how LPHAs prioritize the implementation of the health equity
indicators
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Second Context-Mechanism-Outcome Configurations: Commitment from
Governing Body

Context. LPHAs prioritize the implementation of the health equity indicators
As noted in stage one initial programme theory generation, to enhance the
implementation of the health equity indicators into LPHAs across the province, health equity
ought to be clearly prioritized and mandated by LPHAs. Organizational mandates for health
equity can be supported through an organizational corporate level strategy and/or action plan that
explicitly details how that specific organization is committed to supporting health equity. The
following quote provides an example from the data about the organizational context that
prioritizes the implementation of the indicators.
We’re going into a new strategic planning cycle right now […] I mean really when they
sat down and they talked to board members and they talked to staff across the
department, equity was one of our foundational core values you know, evidence informed
practice, absolutely part of those foundations and the real commitment to excellence. So,
I think when you have those 3 things as part of your foundational core values, it’s hard to
not want [to]be able to engage in this work – P1 O2 R1
Mechanism. Enhance organizational commitment to address health inequities
As stated in stage one initial programme theory generation, establishing a clear mandate
and explicit internal standards that reflect the organizational vision for, commitment to, and
value of health equity enhances the organization’s preparedness for the implementation of the
health equity tool. Analysis of the data collected for stage two clearly describes that shared
commitment to addressing local health inequities is enhanced when health equity is prioritized
and measured through an annual performance score card. By annually measuring organizational
performance, the LPHAs can move forward in defining and refining the future vision for the
organization to better advance health equity. Additional resources required to support these
initiatives might include a steering committee made up of individuals from various departments
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within the organization who meet regularly to plan the future strategy of the organization, and
design organizational plans to address local health inequities. The following quote is an example
from the data of the resources needed to trigger reasonings and responses in this CMOC.
Well I think when you have a commitment and you have a shared goal and you have
shared objectives and you have outcomes that you want to see, and you put a plan in
place you know together, you’re committing to the resources that you’re going to provide
in order to meet those objectives, right, and I just think when you have something that’s
there and you have a timeline associated with it and you have interventions or strategies
that you want to put in place and it’s something that you’ve developed together as
opposed to just one division or you know, one programme saying this is important to us,
it’s again kind of having that vision of where we want to go and I think that when you
have it kind of written in paper and you’re monitoring it and you’re going to report on it
and there is that commitment that as an organization we decided together this is where we
want to focus, and so we expect that these are the results that we are going to see and the
only way to do that would be to allocated resources to meeting those objectives. – P1 O3
R2
A clear organizational mandate that includes explicit internal standards that reflect the
organizational vision for health equity helps to enhance the employee’s motivation by providing
a consistent and reliable process to measure if and how health equity has been integrated within
their roles, and throughout the organization. This provides a consistent process for measuring
health equity implementation and organizational performance and which creates feelings of
accountability and ownership over the work being done throughout the organization. The
following quote is an example from the data of the reasonings and responses triggered in this
CMOC.
Now that we have these health equity requirements and we have, like, accountabilities
with regards to those things, they will get done, and if there is limited capacity that’s
sometimes where we fall to, we fall to do the things that need to get done and things that
need to get done get done first, and when you have time you’ll get to the other pieces. –
P2 O3 R2
Outcome. Every division and department within the LPHA strategically work towards
addressing local health inequities
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An explicit organizational strategic plan that frames health equity as a foundational
organizational standard helps to enhance the capacity of every staff within every department
towards addressing health inequity. As described in stage one initial programme theory
generation, establishing a clear mandate and explicit internal standards that reflect the
organizational vision for, commitment to, and value for health equity helps secure staff and
monetary resources to support health equity work at the organizational level. The allocation of
funds and resources is critical in supporting the implementation of the health equity tool into
organizational practice. This helps to create a comprehensive approach towards addressing local
health inequities by making health equity an expectation that ought to be addressed within each
staff members’ role. The following quote is an example from the data of the outcome in this
CMOC, and figure 5.2 is an illustration of the CMOCs that explains the commitment from a
visionary governing body and organizational leadership.
We have a strategic plan, it has health equity built into it, it’s not explicit enough, that’s
one of the things we have to work on, but it does exist. From it we have built scorecards
for each of the divisions and they just basically say how they’re going to meet what the
strategic plan says we’re going to meet, once again they’re not explicit enough, they talk
about working with the community but they don’t talk about priority populations, so
we’re going to build that in so that the teams then meeting the divisional scorecard are
going to have to say this is how I identified or addressed my priority populations because
there’s language built in there. – P1 O4 R1
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CONTEXT
Consistent and continuous
support from organizational
governing bodies is especially
critical in LPHAs that
experience frequent turnover
in leadership or those in
decision making positions

RESOURCES
Top-down support enhances
buy-in from organizational staff
for the leaders’ vision.
Allocation of resources and
staff time towards integrating
health equity into programmes
and activities. This includes
providing mandatory training
for all staff on how to integrate
health equity within their roles

MECHANISM

OUTCOME(S)

REASONINGS &
RESPONSES

The organization
becomes prepared and
ready to address health
inequities, and
addressing health
inequities becomes a
sustainable initiative
resilient to changes in
leadership

Passion and understanding from senior
organizational leadership and board of
health towards enhancing the
implementation of health equity into
the organization triggers the perceived
importance of health equity and
provides staff a clear direction to
operationalize health equity and
enhance their commitment and
dedication towards integrating health
equity into the organization

Figure 5.2: CMOC illustrating how the commitment from a visionary governing body and
leadership
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Refined Programme Theory 2 – Implementation into Evaluation Infrastructure
In the following section, I present the Context-Mechanism-Outcome Configuration
associated with the second refined programme theory which explains how the health equity
indicators can be introduced and integrated into LPHAs. The CMOC generated from data
collected through stage two describes in detail the approach required to implement the health
equity indicators as an organizational self-assessment tool and linked to programme planning and
evaluation. Table 5.6 includes a summary description of the refined programme theory and the
CMOC that explains how to systematically integrate the health equity indicators into
organizational practice.
Table 5.6
Refined Programme Theory 2: Implementation of the health equity indicators into LPHAs’
existing evaluation infrastructure
Title of ContextContext-Mechanism-Outcome Configurations
MechanismOutcome
Configurations
Introduce the
Health Equity
Indicators as a
Self-Assessment
Tool and Link it
to Programme
Evaluation

Context: Every programme and activity designed by the organization is
equity informed. Programme and activity performance are evaluated to
assess whether the intended health inequities have been addressed.
Information collected through evaluation of these programmes and
activities require that the findings be integrated into the following year’s
organizational planning cycle.
Resources: The health equity indicators are a practical tool that help
LPHAs improve their programmes and services by clearly showing what
can be integrated in the upcoming planning cycle, and who needs to be
involved in the planning of programmes and activities.
Reasonings and responses: Creation of a standardized evidence-based
approach that supports various divisions and teams to implement heath
equity into programmes and activities and evaluate their performance.
Programme managers and staff feel that there is a dependable foundation
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upon which programme and activity design and evaluations are being
based on, which enhances feelings of accountability and assurance
over the interventions introduced to reduce health inequities.
Outcome: By improving the organizational capacity to monitor their
annual performance, LPHAs can continue to improve their approaches
towards addressing local health inequities.

In the following section, I present the corresponding CMOC that provide explanation for
refined programme theory 2: implementation into evaluation infrastructure. There is one CMOC
that provides explanation for this programme theory, and it is: (a) Introduce the Health Equity
Indicators as a Self-Assessment Tool and Link it to Programme Evaluation.
Third Context-Mechanism-Outcome Configurations: Introduce the Health Equity
Indicators as a Self-Assessment Tool and Link it to Programme Evaluation

Context. Organization prioritizes health equity in its strategic and annual service plans
The health equity indicators were designed to assist LPHAs in developing their roles and
assessing their performance when addressing the social determinants of health and reducing
health inequities in their local community (Antonello et al., 2016). Therefore, the indicators can
help individual LPHAs to internally determine the extent to which the organization is working
towards addressing local health inequity. The implementation of the indicators requires an
organizational context that supports health equity work, and this can be done through the
development of an organization wide strategic plan where health equity is a priority. As
described in stage one initial programme theory generation, a clear strategic plan can prioritize,
describe, and explain the organizational vision and purpose for integrating health equity into
practice. Having a clear strategy to support the implementation of health equity into the
organization is a critical step. This notion is further refined here through the data collected in
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stage two, i.e., through the realist interviews with the public health practitioners. The following
quote is an example from the data of the context in this CMOC.
[We need a] health equity strategy that describes the kind of approaches that allow our
staff to have that health equity thinking and health equity practices and health equity
focused approaches that will come out with health equity and work to reduce health
inequities and to do that across the organization – P1 O7 R1
Integrating health equity into LPHAs’ strategic plans encourages every programme and activity
to be inherently designed to address specific local health inequities, followed by an assessment
process where the programmes’ and activities’ performances in reducing the intended health
inequities are measured. Information collected through evaluation of these programmes and
activities is then integrated into the following year’s organizational planning cycle.
Mechanism. Enhance the organization’s accountability and assurance
The health equity indicators are a practical tool that help LPHAs to improve their
programmes and activities by showing clearly what can be integrated in the upcoming cycle, and
who needs to be involved in the planning of programmes and activities. This can be done by first
identifying the organizational strategic priorities, creating an evidence informed systematic
process where each department in the organization integrates health equity into their programmes
and activities, and concurrently trains staff on how to use the health equity indicators tool to
measure their performance in addressing health inequity. The following quote is an example
from the data of the resources needed to trigger reasonings and responses in this CMOC.
One thing is that programmes aren’t […] using a set process to programme plan and so if
you don’t have a set process then you’re probably not integrating health equity into that
process. So […] we have to figure out that process first and then integrate health equity
into that and integrate whatever other priorities there are too […]So, we’ve recognized
here that in the past we haven’t really provided any specific training for managers and
managers are generally the people who are expected to do programme planning, but we
don’t know if they have the skills to do that programme planning and we’re not checking
up and supporting them in that process. So, it’s not really a surprise that they haven’t
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been integrating a health equity lens or any sort of lens or any sort of programme or
standardized process to do programme planning because that hasn’t been supported or
provided to them. – P1 O8 R3
As part of an evidence informed systematic process, each department in the LPHA integrates
health equity into the design of their programmes and activities. Staff can also identify the
priority population(s) that their programmes and activities are serving and involve these
populations in future programme planning and evaluation. This standardized evidence-based
approach supports various divisions, departments, and teams to evaluate and (re)integrate local
and sensitive data to address heath inequity with their programmes and activities. As a result,
programme managers and staff feel that there is a dependable approach upon which programme
and activity design and evaluation are based. This increases accountability and ownership over
the interventions designed and implemented to reduce local health inequities. The following
quote is an example from the data of the reasonings and responses triggered in this CMOC.
I think the indicators […] are one tool that we’re using to attach a bit of accountability to
it, so if we see some indicators that have results that maybe we’re not really happy with it
gives us an opportunity to go back and say ‘why isn’t this happening, what do we need to
do differently, how can we support you,’ that again it is an expectation from senior
leadership. – P1 O9 R1
Outcome. Enhance the organization’s capacity to monitor performance
Integrating health equity into LPHAs requires that every programme and activity
designed by the organization be equity-informed and measures the performance of the initiative
in reducing the intended health inequities. Information collected through the evaluation of these
programmes and activities requires that the findings be integrated into the upcoming year’s
organizational programme planning cycle. By enhancing their capacity to monitor their annual
performance, LPHAs can continue to improve their approaches towards addressing local health
inequities. The following quote is an example from the data of the outcome in this CMOC, and
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figure 5.3 is an illustration of the CMOCs that explains the implementation of indicators into
programme planning and evaluation.
So, if we were to use those indicators year after year, every year you would say yes, we
do have a tool in place to support this.[…]We are looking at the number of [health equity
assessments] that have been completed and to what stage, so we know that that’s the tool
that we’re using, we’re really doing a lot of work to try and support teams to use that as
part of their planning, so what we’re hoping to see over time is […] that we would have
more of those tools completed […] so we sort of suspected that these teams in the initial
stage of it maybe get through the identifying priority populations, but as we’ve been
doing it for a number of years we’re hoping to see more teams really get to that
monitoring stage. – P2 O9 R1
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CONTEXT
RESOURCES
The LDCP-funded health equity
indicators are a practical tool that
help LPHAs improve their
programmes and activities through
clearly describing what can be
integrated in the upcoming
programme planning cycle and
identifying the priority populations
who might be involved in the
planning of programmes and
activities

Every programme and activity
designed by the organization
focuses on addressing health
inequities and measures the
performance of the initiatives
in reducing health inequities

MECHANISM

REASONINGS &
RESPONSES

OUTCOME(S)
By enhancing their
capacity to monitor their
annual performance,
LPHAs can continue to
improve their approaches
towards addressing local
health inequities

Creation of a standardized evidencebased process that supports teams and
departments. As a result, programme
managers and staff feel that there is a
dependable process upon which
programme and activity design are
based. This improves feelings of
accountability and assurance over
programmes and activities

Figure 5.3: CMOC illustrating how the implementation of indicators into programme planning
and evaluation enhances health equity
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Refined Programme Theory 3 – Build Organizational Capacity for Health Equity
This third refined programme theory specifically explains how to improve the LPHA’s
capacity to build partnerships with local stakeholders and other organizations that also seek to
reduce health inequities. Table 5.7 includes a description of the third programme theory that
explains how to build organizational capacity and design comprehensive approaches to support
and embed health equity indicators.
Table 5.7
Refined programme theory 3 - building the organizational capacity and design of comprehensive
approaches to support the implementation health equity indicators
Title of ContextContext-Mechanism-Outcome Configurations
MechanismOutcome
Configurations
Enhance
Organizational
Capacity to
Collect and
Integrate Local
Data into
Programmes
Planning and
Evaluation

Context: An organization that employs skilled staff who have
knowledge in various methodological approaches. These organizations
expect the skilled staff to use their knowledge of research methodologies
to collect local data and use it to inform programme planning and
evaluation.
Resources: A systematic organizational process used to identify and
engage priority populations in programme planning. Provide staff with
continuous training on topics related to research methodology, and the
collection of data in a culturally respectful, sensitive, and ethical
manner. Hire an epidemiology team to assist with stratifying data based
on priority populations. Establish an ubiquitous electronic information
host that stores demographics and other social determinants of health
data.
Reasonings and responses: Organizations can use and complete
specific health equity measurements tools such as the health equity
indicators to assess their organizational performance in addressing
health inequities. This enhances feelings of accountability and shared
vision in addressing local health inequalities.
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Outcome: Local data provide a reference point to monitor health equity
trends, which helps in future planning and evaluation of programmes
and activities. The use of health equity tools creates a feedback loop for
the LPHA, and provides an assessment regarding whether the
programmes and activities are addressing the health inequities
experienced by priority populations. This helps to create a dependable
structure for each department, team, and division within the organization
on which to base their future programme planning and evaluation.
Hire Staff that
Value Health
Equity and
Continue to Build
their
Understanding
and Knowledge of
Health Equity

Context: Employ individuals who have formal training in areas related
to social justice, Social Determinant of Health (SDoH), and health
equity. It is also critical to employ individuals who value health equity
and have demonstrated this through their previous experiences where
they worked closely with vulnerable populations to address health
inequities.
Resources: Job descriptions can explicitly ask for individuals with skills
and expertise in working with priority populations, or groups
experiencing health inequities. Organizations can create a supportive
learning environment and provide ongoing training and create open
learning spaces for staff and management; this includes process-based
learning and peer-to-peer learning approaches.
Reasonings and responses: Employment of health equity champions
helps to enhance shared understanding, shared vision, and shared
value for the use of health equity and the use of health equity indicators.
This helps to create a consistent structure that has built-in
accountability to address local health inequalities.
Outcome: The creation of an organizational context where health equity
is prioritized, and health inequities are addressed is done using evidencebased approaches. This is a natural next step and a natural shift in
organizational culture and provides additional clarity regarding staff
roles in advancing health equity. This also helps facilitate the
implementation of the LDCP-funded health equity indicator.

Enhance the
Organization’s
Capacity to Build
Partnerships

Context: LPHAs establish and maintain sustainable partnerships with
local stakeholders such as local school boards, regional planning
authorities, local government and social services organizations, priority
populations, other community health centres, other LPHAs, academia,
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other non-governmental organizations such as the media, the broader
community, and local Indigenous/ First Nations communities.
Resources: Identify gaps where health equity is not addressed by the
LPHA and identify partnering organization(s) that have the capacity to
address those health inequities. Also, provide LPHA staff with cultural
safety training, especially when partnering with Indigenous
communities.
Reasonings and Responses: Shared understanding among all
partnering organizations and stakeholders regarding the value and
importance of addressing health inequities. This enhances perceived
effectiveness of the programmes and services designed to address health
inequities by staff and creates opportunities for the staff from the various
organizations to collaborate and learn from each other.
Outcome: Sustainable partnerships limit the duplication of efforts taken
by the different organizations to address health inequities.
In the following section, I present the corresponding CMOCs that provide explanation for
refined programme theory 3: Build Organizational Capacity for Health Equity. There are three
CMOCs that provide explanation for this programme theory, and they are: (a) Enhance
Organizational Capacity to Collect and Integrate Local Data into Programmes Planning and
Evaluation, (b) Hire Staff that Value Health Equity and Continue to Build their Understanding
and Knowledge of Health Equity, and (C) Enhance the Organization’s Capacity to Build
Partnerships.
Fourth Context-Mechanism-Outcome Configuration: Enhance Organizational
Capacity to Collect and Integrate Local Data into Programmes Planning and
Evaluation
Context. Information infrastructure with clearly identified priority populations
As described in the programme theories generated from stage one and presented in
chapter four, it is critical to introduce the health equity indicators as an organizational self
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assessment tool that guides LPHAs in the design of equity focused programmes and activities. In
addition, the indicators can be integrated into the organization’s existing performance monitoring
system(s). The data collected for stage two clearly describe that the organization is encouraged to
access local and sensitive data in order to best evaluate its internal practices and determine
whether programmes and activities address local health inequities. Therefore, the integration of
health equity into programme planning and evaluation is intimately linked to an existing
information infrastructure which requires the support of skilled staff who have knowledge in
various methodological approaches. Data need to be collected in a systematic way through
regular population-based surveys as well as other data collection methods, such as semistructured/realist interviews (Manzano, 2016; Mukumbang et al., 2019).
The creation of an information infrastructure that houses local data is foundational to
building the organization’s capacity to design programmes and activities that address local health
inequities. In order to best integrate the data housed in a comprehensive organizational
information infrastructure, LPHAs can generate a systematic organization-wide evidence-based
process that requires each programme and service to clearly identify its priority population(s)
and the health inequities addressed through the programme. This can be supported through the
collection of local data at the programme level, since information is needed about the specific
priority populations that the programme or activity are designed to serve. The following quote is
an example from the data of the context in this CMOC.
One thing is that programme aren’t […] using a set process to programme plan and so if
you don’t have a set process then you’re probably not integrating health equity into that
process. So here what we have to do is […] figure out that process first and then integrate
health equity into that and integrate whatever other priorities there are too. So we also
have a mental health promotion strategy here, so how does that also incorporate into your
programme planning, and what are the other strategic priorities of your division or what
are the things that you’re trying to do as a division, how do you work that in to
programme planning. […] So, we’ve recognized here that in the past we haven’t really
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provided any specific training for managers and managers are generally the people who
are expected to do programme planning, but we don’t know if they have the skills to do
that programme planning and we’re not checking up and supporting them in that process.
So, it’s not really a surprise that they haven’t been integrating a health equity lens or any
sort of lens or any sort of programme, [or] standardized process to do programme
planning because that hasn’t been supported or provided to them– P1 O8 R3
Mechanism. Enhanced accountability and shared vision when local data are used to
inform programme planning and evaluation
Building the organizational capacity to collect local data and inform programme planning
and evaluation is a critical resource that enhances the organizational capacity in addressing
health inequities. Multiple resources are also needed to support the collection and integration of
sensitive and local data at the programme level. As stated earlier, identifying and engaging
priority populations in programme planning is a critical step. In addition to receiving training on
research methodology, staff are encouraged to receive training on how to collect data in a
culturally respectful, sensitive, and ethical manner. This is important to build trust between the
propriety population(s) and the staff at the organization and will enhance the quality of data
collected. The following quote is an example from the data of the resources needed to trigger
reasonings and responses in this CMOC.
The ‘We Ask Because We Care program’ [is a programme that a LPHA in Ontario used].
[It is designed to address a gap in data], it’s a gap across health organizations across the
country basically that in Canada we generally thought oh, we’re a multicultural country,
we treat everyone the same, everyone is equal so we don’t need to collect other than the
basic demographic data. There hasn’t been as much of a recognition of the importance of
the social determinants of health so that you’re income, your race, your gender, your
sexual orientation, those different components actually have a big impact on your health
so its not just about access to health care and your age and your sex. There’s a lot of other
compounding factors and so because of that lack of understanding, health care
professionals and due to time and money and that kind of stuff, they just ask the basic
questions but it means that we don’t have a very good picture of what specific groups or
income levels or sexual orientations are affected by certain health problems more than
others. So, to combat that, there is a programme that [a LPHA in Ontario] and a couple of
other partners undertook to ask some of those questions at points of access to health care
and in implementing that the biggest obstacle they found was the healthcare professionals
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not wanting to ask the questions. Because they thought you know, it might be breaching
people’s privacy, people don’t want you to pry into the things of their personal lives, so
that was kind of their biggest barrier in that. Once they convince people you know, that’s
why the mantra, we ask because we care, if you explain to people why you’re asking this
information then its because we want to be able to provide better services. It was only a
very small percentage of people that denied to answer those questions. – P1 O8 R3
Additional resources required to support the collection and integration of local data into
programme planning and evaluation include an epidemiology team that supports departments,
teams, and divisions to stratify data based on priority populations. Moreover, establishing a
ubiquitous electronic information host that stores demographics and other social determinants of
health data is needed. This will allow for data sharing between the different departments within
the LPHA and between LPHAs. These resources enhance the organizational leadership,
management, and staff value for the collection and use of local data to help with the design and
evaluation of the programmes and activities. Sensitive and local data also provide a critical piece
in the evaluation of programmes and services and can be used to assess whether a specif ic
programme has addressed the intended health inequities it initially was designed to address. To
do this, organizations can use specific health equity measurements tools such as the health equity
indicators, which enhance the organization’s accountability and shared vision in addressing
health inequalities. The following quote is an example from the data of the reasonings and
responses triggered in this CMOC.
I think the indicators […] are one tool that we’re using to attach a bit of accountability to
it, so if we see some indicators that have results that maybe we’re not really happy with it
gives us an opportunity to go back and say ‘why isn’t this happening, what do we need to
do differently, how can we support you, that again it is an expectation from senior
leadership’. So, we do have programme planning process, the [health equity tool] is part
of that programme planning process, and the direction, we’ve tried to give a bit of loose
direction but to say any time we start, stop or change something that’s a good time to
consider the use of the [health equity] tool. – P2 O9 R1
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Outcome. Collection of local data help establish a reference point to monitor health
equity trends among local priority populations
The collection and integration of local data into programme planning and evaluation
ensures that programmes, activities, and services delivered by the LPHA are targeting and
addressing the intended local health inequities. The collection of local data helps establish a
reference point to monitor health equity trends and helps in the future planning of programmes
and activities. Health equity tools can be used to create a feed -back loop to the LPHA and to
provide an assessment regarding whether the programmes and activities are addressing health
inequities experienced by local priority populations. This helps to create a formal organizational
structure on which each department, division, and team within the organization can base their
future programme design. Figure 4.5 provides an illustration of the CMOC that explains how
organizational capacity can be enhanced to collect and integrate local data into programmes
planning and evaluation.
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CONTEXT
RESOURCES

Local data are collected and
integrated into programme
planning and evaluation.
Organization has skilled staff
who understand various
methodological approaches

Provide staff with training on
research methodology and the
collection of data in a culturally
respectful, sensitive, and ethical
manner. Hire an epidemiology
team to help stratify data based on
priority populations. Establish a
ubiquitous electronic information
host

MECHANISM

OUTCOME(S)

REASONINGS &
RESPONSES

Local data help establish a
reference point to monitor
health equity trends, and
help with future planning of
programmes and activities

Organizations use specific health
equity measurement tools such as the
LDCP-funded health equity indicators
and enhance feelings of
accountability and shared vision in
addressing health inequalities

Figure 5.4: CMOC illustrating how organizational capacity to collect and integrate local data into
programmes planning and evaluation enhanced health equity
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Fifth Context-Mechanism-Outcome Configuration: Hire Staff that Value Health
Equity and Continue to Build their Understanding and Knowledge of Health Equity
Context. Hire staff who value and have formal training in addressing health equity
As described in stage one initial programme theories and presented in chapter four, an
important facilitator for the implementation of the health equity indicators is closely linked to the
staff’s capacity to understand, value, and make sense of available evidence (Jacobs et al., 2012).
This notion was captured in greater detail through the data collected from the realist interviews
conducted with the 22 public health practitioners. Organizational leaders and management staff
can seek to employ individuals who have formal training in areas related to social justice, Social
Determinant of Health (SDoH), and health equity (Manzano, 2016; Mukumbang et al., 2019). It
is also critical to employ individuals who value health equity and have demonstrated this through
their previous experiences where they worked closely with vulnerable populations to address
health inequities. The following quote is an example from the data of the context in this CMOC.
So, I would say that my commitment and value for social justice, and by extension, health
equity, […] followed me through my life and it’s the reason I chose nursing as a
profession. I was very privileged when I was in elementary school, it had similar beliefs,
that’s probably where I started listening and learning. Prior to nursing […] I did some
academic years of just focusing on social science so really from sociology, psychology,
humanities from that perspective and so the whole idea about privilege and pressure, that
was sort of foremost on my mind as well. I also worked in a number of Indigenous
communities, in isolated communities in northern Ontario and Quebec. – P1 O1 R1
Addressing health inequities requires a comprehensive strategy where all staff understand their
roles and how addressing health equity fits within their roles. Therefore, it is critical to have an
organizational context where shared value for health equity is enhanced and staff’s capacity and
knowledge is built and supported through formal and informal training methods. The following
quote is another example from the data of the context in this CMOC.
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Often there’s these intersecting roles that are happening and really good things I think are
going to happen if we can learn how to speak the same language and find and share
values and outcomes that I don’t think have traditionally been there, like the hospitals
have certain motivations […] I’m looking at a stakeholder analysis and developing that
and what motivates different, you know our leadership team or our board of health versus
a front line staff to be able to craft messages that resonate with them so that we can all
have a shared understanding of where we want to get to, but each person understands
their piece of that puzzle. It’s absolutely fascinating. – P1 O7R1
Mechanism. Provide continuous training and education about health equity to create a
common vision and enhance shared understanding among staff
As described in stage one initial programme theory generation, LPHAs can have a clear
and directed approach when hiring new staff and can also provide continuous methodological
training regarding the collection, analysis, synthesis, and integration of local evidence into
programme planning and evaluation. Organizations can create a supportive learning
environment, where ongoing training and open discussion between staff occurs. Organizational
leadership and management staff can support staff during work hours to receive training and
education provided through process-based learning and peer- to-peer learning approaches in
addition to more conventional lecture-based approaches. The following quote is an example
from the data of the resources needed to trigger reasonings and responses in this CMOC.
We are working on […] developing a curriculum that incorporates the different topics
that […] have come out from our research from the health equity strategy. […] We’ve
recognized that there’s a number of foundational pieces that aren’t just health equity
related. […], Programme planning is one of those, data literacy is also another big one, so
people don’t necessarily know what to do with data. And you need to know what to do
with data in order to help that inform your programme planning. […]. So we are having a
team that’s going to be looking at different training possibilities and figuring out what
that looks like, and also developing a kind of curriculum of training that will be kind of
like baseline training that everyone across the board will have, so like a health equity
basic training. And then depending on your role or the division that you work in, there’ll
be some specific trainings that are [about] provided for you to do. […] It’s not just about
providing training for people; […]it is providing a system of support. So, its not about
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just doing an e-module and looking at that, but its also about providing peer to peer
learning or mentorships or training. – P1 O8 R3
The presence of a health equity champion within the organization and the establishment of these
resources improves shared understanding, shared vision, and shared value for addressing health
inequities and the implementation of health equity indicators. This encourages each staff member
in the organization to make evidence informed decisions within their roles, since there is a
consistent structure of built-in accountability and support available to facilitate the
implementation of health equity. The following quote is an example from the data of the
reasonings and responses triggered in this CMOC.
I think you know it comes back to having what we have, we’re starting with the same
knowledge base, we’re using the same language, we’re using the same tools, […]so that
we have consistency. I think consistency is really important and in particular we’re all
dealing with you know, many times we’re working with the same community partners, so
even being able to come up with a similar language, a similar goals, similar vision, and
speaking that with our partners I think is helpful in being able to move forward as well at
a community level because our community partners are hearing the same thing over and
over again. – P1 D2 R2
Outcome. Well informed and trained organizational staff
Having health equity champions within the organization and building staff capacity,
knowledge, and understanding of health equity helps to prioritize health equity at the
organizational level. This creates buy-in across the various level of the organization where local
health inequities can be comprehensively addressed. The creation of a consistent and evidencebased approach towards the integration of health equity into practice facilitates the
implementation of the health equity indicator. This is a shift in organizational culture and
provides additional clarity regarding staff roles in advancing health equity. Figure 5.5 is an
illustration of the CMOC explaining the importance of hiring staff that value health equity.
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CONTEXT
Staff have formal and informal
training opportunities in areas
related to social justice, SDoH,
and health equity. Staff also
value health equity and have
demonstrated this through
previous experiences

RESOURCES
Hire health equity champions
and create a supportive
learning environment, where
ongoing training and open
discussion between staff
occurs; this includes processbased learning and peer-topeer learning approaches

s
MECHANISM

REASONINGS &
RESPONSES
Create shared understanding, shared
vision, and shared value for the use
of the health equity indicators. This
allows for each staff member in the
organization to make evidence
informed decisions within their roles,
and thus feel there is consistent builtin accountability.

OUTCOME(S)
The creation of a consistent
and evidence-based
approach towards the
implementation of health
equity into LPHA facilitates
the implementation of the
LDCP-funded health equity
indicator.

Figure 5.5: CMOC illustrating the hiring of staff that value health equity
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Sixth Context-Mechanism-Outcome Configuration: Enhance Organizational
Capacity to Build Sustainable Partnerships
Context. Form sustainable partnerships with local stakeholders
As described in stage one initial theory generation, formation of sustainable partnerships
with stakeholders is a critical contributor to the implementation of health equity tools and to
addressing local health inequities. Clear and intentional support and action from organizational
leadership helps generate an organizational context with few barriers to addressing health
inequities. For example, LPHAs can develop an engagement strategy that affirms commitment to
bolstering public health programmes and services with Indigenous peoples. This can be done
through a negotiated memorandum between the LPHA and the local authorities in the Indigenous
community, and urban indigenous health and social services organizations. Assisting and
consulting partners, such as local Indigenous communities, to address local health inequities
enhances the community’s capacity to address local health inequities, while maintaining and
respecting their autonomy and self-governance. The following quote is an example from the data
of the context in this CMOC.
I did a bunch of research and worked to try and connect the leaders of that Indigenous
health planning committee, which is [made up of] representatives with lived experience,
who are subject to the direction of an elder council, and connect them with our leadership
team to try and advance conversations about what an organization like public health can
do, like I created a document that’s 3 pages long and it kind of outlines the joint
alignment what public health is trying to do and what the LHIN indigenous health
planning committee and their strategy has been informed by a huge multi-year process
where they engage directly with those with [the] Indigenous experience […], so,
indirectly try to gain and support access and work with the Indigenous health clinics. […]
Our leadership team is ready and willing and excited and wants to do something. We
actually developed an Indigenous health strategy that [provides] cultural safety training
strategy and we had it planned out so that all of our staff would be trained in the Ontario
Indigenous cultural safety training. – P1 O7 R1
Mechanism. Tailored knowledge translation methods to enhance common understanding
about health equity among partnering organizations
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Establishing partnerships between organizations begins with the desire and support from
organizational leadership to partner with other organization(s) with the aim of reducing local
health inequities. This is followed by identifying the gaps in areas where health equity is not
addressed; perhaps determined through an environmental scan to discover which programmes
and activities can be improved and identifying the partnering organizations that can assist in
addressing the particular health inequity. Following this, the LPHA and partnering
organization(s) can mutually identify their respective roles in addressing the health inequities.
This can be done through tailored knowledge translation methods, where the meaning of health
equity is provided using language and examples understandable by the stakeholders. At this
stage, it is also critical to highlight the common goals between the partners involved in
addressing health inequities. This helps in the development of critical resources needed to
address health inequities, such as a shared information infrastructure where LPHAs and
stakeholders can reach a data sharing agreement where data collected on various Social
Determinants of Health (SDoH) variables can be shared between the all partnering organizations.
In order to develop a comprehensive understanding of local health inequities, it is critical to
provide LPHA staff with cultural safety training, especially when partnering with Indigenous
communities. The following quote is an example from the data of the resources needed to trigger
reasonings and responses in this CMOC.
We alone cannot work on income and education and employment and housing and the
rest of it, so that really needs to be a really big focus on the work that we do, and that’s
part of the reason why, and we’ve asked for, I mean every year we provide an annual
report to the ministry when it comes to the SDoH public health nursing initiative, we’re
asking for more support in that area you know, what does that look like and that’s partly
the reason why we’ve engaged in […] the NCCDH project looking at community
engagement. – P1 O2 R1
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These resources create a shared understanding among all partnering organizations and
stakeholders regarding the value and importance of addressing health inequities. The resources
also create a collaborative trusted network of organizations that focus on addressing local health
equities and create novel opportunities for LPHAs to address more complex intersecting health
inequities. This enhances perceived effectiveness of the programmes and services designed to
address health inequities by staff and creates opportunities for the staff from the various
organizations to collaborate and learn from each other.
Outcome. Comprehensive approach towards addressing health inequities
The formation of partnerships with stakeholders provides support for LPHAs to address
health inequalities and establishes coordinated services. Health equity can be addressed in a
comprehensive way, through organizations in various sectors. Building sustainable partnerships
limits the duplication of efforts taken by the different organizations to address health inequities.
Figure 5.6 provides and illustration of the CMOC that explains how the organizational capacity
to build sustainable partnerships enhances health equity.
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CONTEXT
RESOURCES

LPHAs establish and maintain
sustainable partnerships with local
stakeholders such as local school
board, LHIN, local government
and social services organizations,
priority populations, other
community health centres, other
LPHAs, academia, other nongovernmental organizations such
as the media, the broader
community, and local Indigenous/
First Nations communities.

Establish and maintain
sustainable partnerships
with local stakeholders.

s
MECHANISM

REASONINGS &
RESPONSES

OUTCOME(S)
Sustainable partnerships limit
the duplication of efforts taken
by the different organizations
to address health inequities.

Shared understanding among all
partnering organizations and stakeholders
regarding the value and importance of
addressing health inequities. This
enhances perceived effectiveness of the
programmes and services designed to
address health inequities by staff and
creates opportunities for the staff from the
various organizations to collaborate and
learn from each other.

Figure 5.6: CMOC illustrating how the organizational capacity to build sustainable partnerships
enhances health equity
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Conclusion
A total of three refined programme theories which are composed of six CMOCs were
generated as a result of stage two data analysis. The refined programme theories described how
organizations can prepare prior to the implementation of the organizational health equity
indicators and how they can provide ongoing support for the implementation of the indicators.
This includes the integration of the indicators into an existing evaluation infrastructure and
building the organizational capacity to support the implementation of the health equity
indicators.
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Chapter 6: Mid-Range Theories, Discussion, and Conclusion
I used a retrospective realist evaluation to examine the implementation of the health
equity indicators. This evaluation generated, tested, and refined mid-level theories describing
how the health equity indicators could be successfully implemented into public health agencies.
These theories were developed iteratively through the collection and analysis of research
literature, secondary data and primary data. This was done to understand barriers, challenges,
and facilitators, and their inter-relationships required for the implementation of these indicators
into organizational practice. The research questions were:
•

What mechanism(s) enable or hinder the implementation of the health equity
indicators into LPHAs’ practice?
-

What are the resources that facilitate or hinder the implementation of the
indicators?

-

What are the reasonings and responses that are triggered within the organization as
a result of integrating these resources into a specific context?

-

What outcomes are generated throughout the process?

The questions that guided the hypotheses generation (i.e., the CMOCs), to answer the research
questions asked in this realist evaluation, were:
- What is it about the health equity indicators that might produce change?
- Which practitioners, subgroups and locations might benefit most readily from the
programme?
- Which social and cultural resources are necessary to sustain change brought through the
implementation of the LDCP funded health equity indicators?
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The nascent programme theories were presented in chapter two where the processes and
results from conducting a rapid realist review of literature related to the implementation of health
equity tools into public health organizations were explained. The results of the literature review
provided information regarding context, mechanism, and outcome configurations that explain the
implementation of health equity tools. The findings from the review of literature unveiled three
levels in the system where theories were developed to explain the implementation of health
equity tools. The three levels in the system are (a) broader social and political level, (b)
organizational level, and (c) functional/operational level. For the purpose of answering the
questions asked in this realist evaluation, programme theories were developed and refined for the
organizational level factors, and the functional/operation level factors. Programme theories were
not generated for the broader social/political level factors. This was done in order to make the
study feasible and generate programme theories at a level that others could influence in their
own settings if they were interested in implementing health equity indicators; it would be next to
impossible to modify external socio-political system level factors. Consequently, the programme
theories, and their corresponding context- mechanism-outcome configurations (CMOCs), were
positioned at the public health organizational and functional/operational level.
From the results of the rapid realist review, a clear gap in the literature was revealed;
namely, detailed explanations regarding the reasoning and responses triggered within a specific
context when health equity tools are introduced and implemented into health organizations. To
produce new knowledge and address this gap in the literature, standard realist procedures were
followed and nascent programme theories generated from the rapid realist review were used as a
foundational starting point to iteratively produce the initial programme theories (presented in
chapter four). The data used to build the initial programme theories presented in chapter four
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came from a secondary data analysis of data collected through a pilot study of the health equity
indicators with four LPHAs, and primary data collected during a realist focus group with six
individuals involved with the development of the indicators.
Three initial programme theories and seven CMOCs were generated as a result. The
initial programme theories described how organizations can prepare prior to the implementation
of the health equity indicators, how the health equity indicators can be introduced to the LPHA
for implementation, and how organizations can build their capacity to support health equity
work. Detailed descriptions of the resources, reasoning, and responses underlying these three
theories were generated from the analysis (See table 5.3 for the full list of programme theories
generated at the different stages of data collection and analysis, and table 6.1 for a description of
which data were used to inform which stage of theory generation).
Table 6.1
Description of data used to inform each stage of theory generation and refinement
Chapters where
programme
theories
presented
Chapter Two

Level of
Programme
theory

Source(s) of Data

Number of
Number of
Programme Theories CMOCs
Generated
Generated

Nascent
programme
theories

Seven peerreviewed articles,
and five grey
literature
documents (used
to help set
context)

Two programme
Eight CMOCs
theories (excluding the
social and political
level factors)

Chapter Four

Initial
programme
theories

Secondary data
Three programme
analysis from pilot theories
case study, and a
realist focus group
with six
developers of
indicators
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Seven CMOCs

Chapter Five

Refined
programme
theories

Two rounds of
interviews with
public health
practitioners
n= (22) for the
first interview

Three programme
theories

Six CMOCs

In chapter 5, the refined programme theories generated from the second stage of data
collection and analysis were described. The intended outcome from this stage was to iteratively
develop additional CMOCs that provide detailed explanations regarding for which LPHAs did
the indicators work, and under what circumstances. The theories were generated through the
collection and analysis of data generated from realist interviews with 22 individuals working at
17 LPHAs across Ontario. Deductive data analysis method was employed where nascent
programme theories generated from the rapid realist review, and the initial programme theories
presented in chapter four were used as comparison point to iteratively refine, challenge, and
evaluate the refined programme theories presented in stage two (presented in chapter five). The
three refined programme theories were generated and supported by six context-mechanismoutcome configurations (See Table 5.3 for the full list of programme theories). Additional data
collection was conducted through individual interviews and at a public health conference to
further refine theory specification.
Proposed Programme Theory
In realist philosophy, programmes are understood to be social products stemming from
human creativity to bring about social improvement (Pawson 2013; Pawson, 2006; Pawson &
Tilley, 2004). Programmes outline a supposed course, where the wrongs can be made right,
deficiencies can be corrected, and injustices can be addressed (Pawson & Tilley, 2004). The
programme/intervention examined in this realist evaluation are the heath equity indicators, which
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are conceptualized as resources that provide steps, questions, and frameworks for public health
practitioners to follow in order to improve health equity (Pauly et al., 2018). The programme
theories generated from this realist evaluation uncovered the underlying programme theories and
the core of how the health equity indicators are designed to work, and for whom (Pawson 2013;
Pawson, 2006; Pawson &Tilley, 2004).
The findings generated from this theory driven evaluation uncover the underlying
processes and mediating factors that influence the outcome of the programme/intervention
(Lanham et al., 2013; Rogers, 2008; Salter & Kothari, 2012). Furthermore, the findings from this
realist evaluation draw out assumptions and identify theoretical explanations that describe how
and why LPHAs implement the health equity indicators into their organization. This was done by
identifying and explaining the contexts (C), mechanisms (M), and outcomes (O) (Rycroft
Malone et al., 2015), which are detailed explanations that provide insight into the process of
implementation of health equity indicators within LPHAs. The final CMOCs presented in
chapter 5 (See Table 5.3) have undergone multiple degrees of transformation and are described
in the following section. The following section also includes a description of who the indicators
work for, and under what conditions.
Organization Prepared Prior to Implementation of Indicators
The successful implementation of health equity performance measurement tools is
strongly dependent on the support from organizational leadership for health equity work. The
programme theories generated in this realist evaluation illustrates that support from
organizational leadership is pivotal, and this support is materialized through the allocation of
monetary resources and staff time towards health equity work. Additionally, organizational
leadership can begin the process of implementation by ensuring that health equity is a
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foundational organizational value within their official documents, such as the organizational
strategic plans. This can also be supported by inner organizational policies and strategies that
allow the organization to measure their own progress and performance (CDC, 2010; Tyler et al.,
2014).
The Context-Mechanism-Outcome Configurations (CMOCs), supporting this programme
theory, provide detailed descriptions of the processes that explain how to prepare an organization
for the implementation of the health equity indicators. The CMOCs that explain this programme
theory can be used by organizational leaders and management staff. These descriptive processes,
presented through the CMOCs, provide organizational leaders and management staff insight into
the mechanisms triggered when inner organizational policies, strategies, monetary resources, and
staff time are allocated towards health equity work; that is, the implementation of these resources
by organizational leaders helps to enhance organizational commitment and dedication to improve
health equity work.
The results of this realist evaluation illustrate that the process of successful
implementation of health equity is not identical among organizations that deliver similar types of
services. It is highly recommended that each organization design a tailored approach for
implementing health equity indicators. As described by Tyler et al., (2014), this can include a
clear and deliberate organizational action plan that provides comprehensive descriptions of staff
roles in implementing the indicators. The organizational strategy can provide explicit details
regarding how the organization is committed to supporting health equity work. This allows the
organizational staff to take ownership, accountability, commitment, and dedication for health
equity work.
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Introduce and Implement Health Equity Indicators into Existing Evaluation System
Health equity measurement tools are designed to evaluate organizational performance by
providing feedback regarding what the organization is doing well, what it can improve in
upcoming cycles, and who needs to be involved in the planning of programmes and activities
(Pauly et al., 2018). The findings from this realist evaluation suggest that all staff’s
accountability and commitment to addressing health inequities is enhanced when health equity
measurement tools are integrated into an existing organizational intervention design and
evaluation infrastructure. It is especially important for the organization to have a pre-existing
capacity for the collection, storage, and sharing of local and sensitive data. The data can be made
available to all staff, and the data can then be used in subsequent modifications of
programmes/interventions to more closely align with health equity goals.
The descriptions of the Context-Mechanism-Outcome Configurations (CMOCs) that
explain this programme theory can be used by organizational staff, specifically those involved in
programme planning and evaluation. The detailed descriptions presented in the CMOCs
emphasize to programme evaluators the importance of integrating local knowledge into
programme planning and evaluation. Additionally, the CMOCs explain in great detail the
processes prompted at the functional level when health equity tools are implemented by
programme evaluators into a pre-existing organizational evaluation system. More specifically,
the CMOCs explain how and why the implementation of health equity tools into a pre-existing
organizational evaluation system enhances the staff’s perceived credibility and trustworthiness of
the health equity indicators.
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Building Sustainable Organizational Capacity and Support for Health Equity Work
Continuous and sustainable support, and capacity building for staff, is necessary for the
implementation of health equity into organizational practice. The programme theories generated
in this realist evaluation indicate that continuous and sustainable organizational capacity building
for health equity is critical for the creation of a shared understanding and buy-in from staff. As
stated earlier, this process can vary among different health organizations. A critical strategy that
can be used to enhance organizational capacity for health equity is to strengthen the staff’s
knowledge of and skills in the use of culturally sensitive/culturally informed research tools and
methodologies that consider factors such as language, and literacy level (CDC, 2010).
The Context-Mechanism-Outcome Configurations (CMOCs), supporting this programme
theory, provide detailed descriptions of the processes that explain how to build organizational
capacity for health equity work, and why . The CMOCs that describe this programme theory can be

used by organizational leaders and management staff. The CMOCs provide organizational
leaders and management staff with detailed processes that include explanations of the
mechanisms triggered when organizational capacity for health equity is strengthened,
specifically through enhancing the staff’s knowledge of and skills in culturally
sensitive/culturally informed research tools and methodologies. The implementation of these
resources by organizational leaders and management staff help to create consistency and stability
in the work that is produced by the organization to address local health inequities.
An important finding generated from this realist evaluation is that organizational capacity
building for health equity work can be supported through the development and maintenance of
sustainable partnerships with other organizations and local stakeholders who seek to address
similar health inequities. This includes building partnerships with priority populations. The
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CMOCs that describe this programme theory can be used by organizational leaders and
management to enhance the implementation of the health equity indicators into their practice.
The CMOCs describe that the creation and maintenance of these partnerships can be done
through the creation of a shared understanding among all partnering organizations and
stakeholders regarding the value and importance of addressing local health inequities, and
highlighting their roles in that process. This might be particularly useful for LPHAs governed
through the regional governments, since these LPHAs are governed through regional health
boards, and their members are made of the regional chairs and councillors. Therefore, the
budgets for these LPHAs are integrated with the regional budget (Izenberg, 2019). As a result,
these LPHAs might not have the same capacity or independence to address health inequities on
their own the same way that LPHAs governed through an autonomous model do. Hence,
developing and maintaining partnerships with other organizations and local stakeholders is
extremely important in this context.
An example that demonstrates the importance of building equity-oriented partnerships with local
communities, within the Canadian context, is building partnerships with Indigenous/First Nations
communities. Local Indigenous communities can engage, assist, and consult in the development
and design of programmes and activities geared towards addressing the health inequities
experienced within their communities. An equity-oriented partnership with local Indigenous
communities can be supported through a negotiated memorandum between the provincially
funded health organization(s) and the local authorities in the Indigenous community.
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Contribution to Science
In many traditional evaluation models, specific outcomes are selected and evaluated
based on an expected “effect of the limited number of variables controlling for the effects of
identified confounders” (Salter & Kothari, 2014, p. 2). Traditional evaluation models provide
basic methods for programme assessment, but they may not address how a complex
intervention/programme operates within a complex system. In order to evaluate a complex
intervention/programme, such as the health equity indicators, researchers can use theory-driven
evaluations to generate programme theories that explain for whom the complex
intervention/programme works and under what conditions. In the case of this study, I used the
realist evaluation approach to generate theories around the implementation of the indicators
within a complex health system characterized by its connectivity and diversity (Hawe, 2015;
Lanham et al., 2013; Rogers, 2008; Salter & Kothari, 2014).
Conducting this realist evaluation provided a rich, theory-driven description regarding the
contexts that trigger specific mechanisms, which enable the implementation of health equity
indicators. The programme theories generated in this realist evaluation provide unique
contributions to implementation science for the field of public health. First, most work around
implementation in public health focuses on barriers and facilitators (Johnson, et al., 2011; Tricco
et al., 2015), or intervention development (Deliens et al., 2014; Yardley et al., 2015). The
findings from this realist evaluation provide theories that explain the implementation of health
equity indicators into health organization. This is done through the prevision of detailed
explanations regarding the processes that address for whom the indicators work, why, and under
what conditions. The findings from this realist evaluation move past offering a descriptive list of
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facilitators and barriers of indicator implementation, which can risk providing an oversimplified
explanation of the implementation process.
This realist evaluation contributes to the field of healthy equity. The programme theories
generated in this realist evaluation provide insight into the human interactions and relationships
that occur at different levels of health organizations, which involve organizational leaders,
management staff, and all organizational staff. The programme theories generated in this realist
evaluation, and their corresponding CMOCs, expose the complexities of human interactions by
explaining the distinct responses that leaders, managers, and staff have when a resource is
introduced into the organizational context to help trigger the implementation of health equity
tools. The literature related to health equity in public health is mostly conceptual (Cooper et al.,
2016; Sa’Aid et al., 2020; Williams et al., 2014) or related to intervention testing (Purnell et al.,
2016; Welch et al., 2010; 2016). There is less discussion about how to embed interventions at an
organizational level to support public health practitioners. Additionally, this realist evaluation
spanned a large geographical area and included 22 public health practitioners from 17 LPHAs
across Ontario, and as far as we know, is one of the few studies that explores a complex notion
like the implementation of health equity indicators into public health organizations, using realist
methodology.
Contribution to Practice
The programme theories generated in this realist evaluation provide detailed explanations
of the Context-Mechanism-Outcome Configurations (CMOCs), and these CMOCs can be
extremely useful for health organizations that want to change their practice through the
implementation of health equity tools. It is important to note that ‘staff’ in this realist evaluation
were not viewed as a homogenous group; but rather, as actors that operate at different levels of
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the organization (i.e., organizational leadership/management level, and operational/functional
staff level). The tools that are available for practitioners (Pauly et al., 2013) tend to be
accompanied by checklists that don’t take into account the system within which practice occurs.
As it has been demonstrated through the programme theories, and their corresponding CMOCs,
preparation for the implementation of the health equity indicators requires different contextual
factors that trigger specific mechanisms, which generate specific outcomes for specific actors.
Programme theories generated in this realist evaluation can help health organizations
evolve their own practice by allowing staff and management to choose the CMOCs that they see
as pertinent for their own organizational needs. In this way, these programme theories and their
corresponding CMOCs can help LPHAs become responsive to their own organizational areas of
improvement, by assessing their readiness for the implementation of health equity indicators.
The findings from this realist evaluation generate a deep understanding of the processes that are
needed at the organizational level to facilitate the implementation of health equity indicators into
practice. Table 6.2 lists the key recommendations and principles generated from the programme
theories.
Table 6.2
Key recommendations and principles generated from the programme theories
Actors

Recommendations

Organizational leadership and
management

Organizational leadership can support the implementation of
health equity indicators by ensuring that health equity is a
foundational organizational value within their official
documents. It is also critical for the organizational leadership
to provide continuous and sustainable support to enhance
health equity work done by the organization by providing
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continuous support for staff. Organizational leadership and
management can support health equity work through the
allocation of resources (i.e., monetary and staff time) towards
health equity work.
Organizational staff

Organizational staff can enhance their awareness of inequities
experienced by the local population and collect local data that
can inform programme planning and evaluation. Staff can also
strengthen relationships existing partners, or form new ones,
to address local health inequities.

Researchers

The programme theories presented in this study provid e
detailed descriptions regarding the foundational support
required within an organization to enhance the
implementation of the indicators. Future research can use
these theories as foundational points to generate, refine, and
test additional theories that explain the implementation of
equity indicators in health organizations. Future research can
also focus on evaluating the impact of broader socio-political
system factors on health equity implementation.

Contribution to Policy
According to Greenhalgh et al. (2004) “context and ‘confounders’ lie at the very heart of
the… implementation of complex innovations. They are not extraneous to the object of study;
they are an integral part of it” (Greenhalgh et al., 2004, pg., 165). There are multiple contextual
factors that exist in an organization which influence the extent to which a policy, a programme,
or an intervention are implemented (Damschroder et al, 2009; Zardo et al., 2015). Some of the
organizational factors that affect the implementation of evidence based interventions include
structural characteristics, networks and communication within the organization, organizational
culture, and implementation climate (Damschroder et al, 2009; Zardo et al., 2015); incentives,
preparedness for change, collaborations and partnerships, and training and resources (Mitton et
al, 2007; Zardo et al., 2015).
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The programme theories generated in this realist evaluation provide explanations not only
of the contextual factors that influence the implementations of the health equity indicators, but
also provide knowledge regarding the resources needed to support the implementation process.
Some of the resources described in the programme theories include inner organizational factors
such as allocation of staff time, training, and mandating health equity as an organizational value
by explicitly stating this in the organizational strategic plan. Organizational leaders and
management staff can use the programme theories to inform the development of inner
organizational policies that support the implementation of the health equity indicators.
Additionally, organizational staff can also use these programme theories to advocate for the
generation of organizational policies that support the implementation of health equity indicators.
Limitations
A limitation associated with the realist evaluation is linked to the boundaries that were
drawn around the social context. This decision excluded the impact of broader social and
political influences on the implementation of the indicators, e.g., the provincial government. The
boundaries drawn around this realist evaluation ensured the feasibility of the study and was
focused on answering the research questions. The inclusion of the broader macro level might
have provided insight into the processes that occur at the broader social and political context, and
offered detailed information regarding the impact that these processes have on the
implementation of health equity indicators at the organizational level. The inclusion of broader
macro level might have also revealed in great depth the influence of funding and resource
allocation, as well as official mandates from the government on the implementation of health
equity indicators at the organizational level.
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Also, the data were collected from one or two individuals per LPHAs, and the role of
participants was not the same among all participants recruited from the 17 LPHAs. It would have
been useful to gain multiple perspectives within the same organizations in order to get a deeper
understanding of the role of actors in the indicator implementation process. The recruitment of
multiple participants who work in different roles within the same organization (i.e., management,
evaluation, or programme delivery) would have potentially revealed valuable knowledge
regarding how the system is designed within the local organizational context and what
interactions, experiences, power relations, reasonings and responses interactions, power
relations, reasoning, and responses between staff are like at the intra-organizational level.
In this study, participants were limited to LPHA practitioners and individuals that
developed the indicators. Additional knowledge from a range of participants would have
provided more detailed and nuanced explanations of the inner-cultural contextual factors that
influence the implementation of health equity indicators. As well as how health equity is
addressed at the local context, and how organizations try to address local inequities. Therefore,
future research can explore one level, or all three levels, of the organization (i.e., leadership
level, programme evaluation level, and front-line staff level), and keep a consistent recruitment
sampling strategy among all participating organizations. It would have also been useful to
analyze organizational level documents and strategic plans to investigate how each organization
approached the process of equity implementation, and this could have informed the programme
theory generation and refinement process.
The effectiveness of the health equity indicators was not assessed as part of this study.
The health equity indicators are organizational level process indicators, meaning that they can be
used by an organization to self-assess the extent to which its internal operations are addressing
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health equity in its programmes. The intended primary users of the indicators are organizational
staff, and hence the participants recruited in this study were all LPHA staff. These individuals
might have a vested interest in providing positive feedback about the organization. Additional
data collected from end users would have provided insight into what exactly the LPHA is doing
to address health inequities experienced among the local community.
The voices of end users and people with lived experience did not inform the generation
and refinement of the programme theories about the process of implementing organizational
health equity indicators. The absence of service users is a limitation in the study. As a result, this
work cannot comment on what service users might think about these indicators or on the health
equity outcomes for a community. Future research is merited to capture the voices of priority
population, as well to evaluate outcome level indicators, once the indicators are implemented in
practice
Qualitative research is not an exact science. It does require the researcher to ultimately
declare what counts as a significant finding (McChesney & Aldridge, 2019). My analysis in this
evaluation is influenced by my knowledge, experiences, and awareness. In addition, the rigour of
the qualitative data analysis conducted in this realist evaluation has been maintained by drawing
on methods suggested by experts in the field (Booth et al., 2016; Manzano, 2016; Mukumbang et
al., 2019; Pearson et al., 2015) and other techniques outlined on page 67. Realist methodology is
under development, and there are multiple contending issues related to paradigmatic and
ontological positioning, as well as the integration of the researcher’s experience and knowledge
throughout the process of data analysis.
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Finally, when conducting data analysis, I looked for and noted direct ‘if-then’ statements
or deduced from the text where participants described the actions taken, or resources introduced
into the organizational context, which triggered specific responses that caused unique
outcome(s). The method of analysis has evolved since I completed the analysis for this realist
evaluation. The current proposed data analysis method in realist methodology recommends
including ‘if-then-leading to’ statements (Stephens et al., 2018).
Although this research aimed to evaluate the health equity indicators and their
implementations into LPHAs across Ontario, it became clear that participants reflected on the
context, mechanisms, and outcomes required to support the implementation and use of the
indicators. As a result, the programme theories presented in this thesis provide in depth and
detailed descriptions regarding the foundational support required within an organization to
enhance the implementation of the indicators. The evaluation of the health equity indicators is
positioned within a broader evaluation of the contexts in which the indicators have been
introduced and implemented, and the various inner organizational mechanisms that have
facilitated their implementation. Therefore, the theories generated explain the contexts,
mechanisms, and outcomes that need to exist at the organizational level to support the
implementation of the indicators. The theories do not provide detailed information regarding
how the indicators were implemented by organizations.
Advantages and Disadvantages in Using Realist Methodology
The development and refinement of the CMOCs presented in this evaluation was difficult
and time-consuming. I engaged in a long and time-consuming process to generate and iteratively
glean, refine, and consolidate the final programme theories presented in chapter 5. Realist
methodology requires the researcher to collect and analyze different forms of data to inform
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CMOC generation. I found the process of theory generation, refinement, and consolidation to be
challenging at the beginning, specifically when attempting to identify and decipher what
constituted a context, mechanism, and an outcome. The process of discerning what formed a
context, mechanism, and an outcome required reading and becoming familiar with different
theoretical texts, and papers that clearly demonstrated how CMOCs are built. Understanding
mechanisms in terms of resources, reasonings, and responses helped make the data analysis
process more manageable and straight forward (Westhorp, 2014). Additionally, generating ‘ifthen’ statements was also a helpful exercise that informed the generation of CMOCs and helped
consolidate the final programme theories. Conducting data analysis by first generating ‘if-then’
statements helped produce patterns that illustrated how mechanisms are triggered in specific
context, to produce specific outcomes (Booth et al., 2016).
As stated earlier in this thesis, many conventional evaluation models, such as RCTs,
present simplified approached to programme evaluation because these types of evaluations are
limited in their capacity to revealed how complex interventions, such as the health equity
indicators, can work within a complex system (Salter & Kothari, 2014). For example, the
generation of a logic model (conventional evaluation) reveals high level understandings of
regarding organizational practices, projects, programmes, and operations. Therefore, in order to
gain a deep understanding of how the health equity indicators are implemented within a
complex/context rich health system, it was best to utilize a realist evaluation approach, which is
theory driven and allowed for the generation of causal models that explain who the indicators
work for, and under what circumstances (Hawe, 2015; Lanham et al., 2013; Rogers, 2008; Salter
& Kothari, 2014).
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Conducting a realist evaluation is time consuming and involves a long and difficult
process of data collection and analysis. However, it is critical to recognize the programme
theories generated from this evaluation are credible and robust. In addition to this, the
programme theories can inform practice more generally; for example, even though the health
equity indicators examined in this study were designed for the public health agencies, it is clear
that the programme theories can be applied, tested, and refined for the use by primary health care
organizations.
Conclusion and Implications of Findings
This realist evaluation of the LDCP health equity indicators provides evidence regarding
what about the indicators works, and under what circumstances. This study allowed for a close
examination of an intervention that has been implemented by various LPHAs across Ontario.
These LPHAs differ in their governance structure, geographical location, and the populations
served. Therefore, this evaluation adds valuable insight and knowledge about the use of the
health equity indicators, and it provides evidence generated at a local level which can be used to
inform and design policy interventions. Finally, this realist evaluation contributes to the
emerging and vibrant dialogue around the implementation of ‘equity’ as a core value in health,
but more specifically in public health.
The programme theories generated in this realist evaluation illustrate that there are
foundational elements that can be integrated into an organization to support the use of health
equity indicators. The implementation of these programme theories can help generate innovative
approaches that an organization can develop to help embed health equity into their practice. The
findings from this realist evaluation illustrate the important role that context has over facilitating
the implementation of a social programme or an intervention and determining how effective the
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programme or intervention can be. The findings from this realist evaluation also provide a list of
different actors that operate at different levels of the organizations and also provide detailed
descriptions regarding their roles in creating a context that supports the implementations of the
health equity indicators. These programme theories can assist organizations in planning for the
implementation process of health equity indicators, as they provide detailed descriptions that
move past providing a list of the barriers and facilitators to indicator implementation. The
programme theories generated from this realist evaluation provide organizations clear testable
theories that can support the implement of health equity indicators.

Glossary
Term

Definition

Context-Mechanism- The primary structure for realist analysis
Outcome
Configuration
Generative
Causation

A causal model that seeks to identify the mechanisms that explain the
relationship or the association between ‘X’ and ‘Y’. Generative
causation challenges the assertion that suggests an intervention
independently produces an outcome. A generative view of causation
suggests that there are underlying mechanisms that trigger the
occurrence of a relationship.

Mechanism

Social forces defined as underlying entities, processes, or social
structures that operate in a particular context to produce an outcome of
interest

Outcome

The responses to different mechanisms in specific contexts. Outcomes
include intended and unintended consequences of the intervention
/programme that result from the activation of one or more mechanisms
in different contexts.
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Programme Theory

Description of how the intervention is expected to lead to its effects
and in which conditions it should do so
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Appendices
Appendix A

The Ontario Public Health Equity Indicators
Role
1
Assess and Report

Indicator

Description

Indicator 1

Does your public health agency conduct routine
data analysis of health outcomes of public health
importance stratified by demographics and/or
socioeconomic variables?
Does your public health agency identify and plan
for priority populations that have experienced (or
are at risk for experiencing) health inequities?
In addition to surveys, have community members
from priority populations who are experiencing (or
who are at risk for experiencing) health inequities
been involved in data collection activities (e.g.
using community asset mapping, photo-voice,
digital storytelling, walking audits, focus group, or
other methods) over the past year? This may
include data collection opportunities gained through
work with partner organizations that may be
considered to be supportive of the role played by
public health in population health assessment and
surveillance as specified by the OPHS.
Is there an overarching, written plan in place that
addresses public health agency reporting to the
community?

Indicator 2

Indicator 3

Indicator 4

2
Modify and Re-orient
Indicator 1

In the past 12 months, has your public health
agency assessed program/services provided to
priority populations experiencing health inequities
to ensure that they are provided in a culturally
competent manner?
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Indicator 2

Indicator 3

Does your Public Health Agency employ a
mechanism to ensure that operational planning
includes a health equity assessment of programs
and services provided by the health unit, at least
annually (or with any updates)?
Please indicate (and describe where possible) in
which of the following ways members of priority
populations experiencing health inequities have
participated in the development and delivery of
Public Health Agency-led programs and services,
over the past year.

3
Engage
Indicator 1

Indicator 2

Does your public health agency have an
organizational level community engagement
strategy?
Does your public health agency establish and
participate in collaborative partnerships and/or
coalitions to address health equity and social
determinants of health issues?

4
Lead/Support/
Participate
Indicator 1

Indicator 2

How many position and policy statements, vetted
and approved by the board of health (over the past
year), reflect advocacy for priority populations
experiencing (or at risk for experiencing) health
inequities?
Please indicate in which SDoH area(s) public health
unit staff have been engaged in cross-sectoral
advocacy for policy development.

5
Organize and System
Develop
Indicator 1
Indicator 2

Does the Board of Health’s (BOH) strategic plan
describe how equity issues will be addressed?
Is there a human resource strategy in place to
consider the workforce diversity (e.g. by age,
gender, race/ethnicity, disability,
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Indicator 3
Indicator 4

Indigenous/Aboriginal identity) within the public
health agency?
Does your public health agency provide health
equity training to all staff?
Do performance appraisals or your organization’s
equivalent processes for your public health
agency’s staff require health equity goals be
included?
If no, what other mechanisms are being used to
reflect or appraise staff member’s health equity
goals?
Do performance appraisals or your organization’s
equivalent process for your public health agency’s
management require the inclusion of health equity
goals? If no, what other mechanisms are being used
to reflect or appraise management’s health equity
goals?
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Appendix B
Scopus CINAHL

ABI/INFORM Global

Web of Science

“Organizational
indicators” and
“uptake”

0

0

5

13

“Organizational
indicators” and
“utilization”

2

9

98

83

“Best practice”
and
“Uptake process”

0

0

45

455

“Best practice” and
“utilization
process”

0

0
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905

“Uptake” and
“Equity tools”

0

0

6

33

“utilization” and
“Equity tools”

0

0

26

58

“Uptake” and
“tools” and “health
organizations”

92

0

16

118

“utilization” and
“tools” and “health
organizations”

185

4

222

260

“Process of
uptake” and

1

0

39

272

0

0

527

500

“Health
organizations”
“utilization
process” and
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“Health
organizations”
“Organizational
Processes” and
“Equity”

13

1

549

337

“health equity” or
“health care
services policy”
and “performance
measures*” or
“quality
assessment” or
“process
indicators” or
indicators and
implementation or
uptake or
compliance or
utilization or
“management
capacity” or
“government
support” or
“mobilization”

54

0

14

26

Total

347

14

1767

3060
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Appendix C
PHASE I: Title and Abstract Screening:

Title
Abstract
 Study discusses public health, and

Included:

 Study talks about tools/ interventions/methods used in public health
practice





Excluded
(If “yes” for any, then
exclude article)

Focus is on primary health, or
Focus is on non-health sectors (i.e., business), or
Focus is on Low/Middle Income Countries (LMIC).
Other (please describe):

Phase II: Data EXTRACTION
Purpose/Objective of
Study
Research Questions
Describe the
programme or the
public health
intervention
reviewed in this
article
Type of paper

1.
2.
3.
4.

Study (including review articles)
Description (data not collected)
Commentary/opinon piece
Other (describe):

What theory is used
to support this paper?
(Name theory(ies))
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How is theory used
1. In the introduction, to guide the research design/questions
to support this paper? 2. In the analysis
3. To explain the findings
4. Other (please describe):
1. 1. Canada
Geographical
2. 2. UK
Location of study 3. 3. Australia
4. 4. Netherlands
5. 4. USA
6. 5. Other (specify): _____________________
Methodology
(if a study)
Study design

Data collection
methods

1.
2.
3.
4.
5.

Review article (name type)
Quantitative (name type)
Qualitative (name type)
Mixed methods (name type)
Other (name type)

1.
2.
3.
4.
5.
6.
7.

Focus groups
Interviews
Observation
Survey
Administrative dataset
Documents
Other (please describe)

Describe the method
of data analysis
Describe the
sampling method
Describe the
population included
in the sample
Outcome/results
Type of outcome(s)
reported (provide
some description)
For example: change
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in practice, supports
policy decision
making, etc.
Limitations as noted
by authors
Future directions as
noted by authors
Other
comments/notes
Evidence Regarding
Programme Theory
Describe the outer
and inner
organizational
context in which this
intervention/ tool is
introduced in?

(i.e., rural/ urban,
type of governance
structure, type of
funding model, etc)
What are the
resources that have
allowed for the
uptake of this public
health tool/
intervention
What changes has
this intervention
bring into public
health practice within
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the organization, if
any?
List the evidence
generated
Conclusion/
recommendations
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Appendix D
Guide for focus group with Health Equity Indicator development teams
Theory gleaning stage
Thank you very much for agreeing to participate in this study, I am conducting a realist
evaluation of the Health Equity Indicators. A critical part of this evaluation requires that the
researcher forms a programme theory. This theory is designed to provide an explanation
regarding how this tool works, why it works/does not work for specific local public health
agencies, and what circumstances allow the tool to work.
In this case, work means that the Health Equity Indicators as a tool reach their intended
purpose(s), and in this case the purposes are:

1. The Health Equity Indicators have been used as internal organizational assessment of
services and programmes (as required by OPHS and OPHOS)
2. The Health Equity Indicators have been used to assist in the planning and delivering of
public health activities directed at the SDOH
Therefore, “work” means that the Health Equity Indicators have been used in designing,
planning, and assessing programmes and services in a local public health agency.
Questions
1. What were the goals and aims in creating the Health Equity Indicators?
2. How did you intend the Health Equity Indicators to be used?
3. What would you consider to be an ideal outcome for the use of the Health Equity
Indicators, among the various local public health agencies across Ontario?
4. Which aspects of the Health Equity Indicators do you see as being particularly
instrumental in potentially shifting public health programmes and activities?
a. Please be explicit regarding the outcomes that the Health Equity Indicators
promote.
5. In your opinion, what are some factors that allow/hinder the successful uptake, and
support the use of the Health Equity Indicators in local public health agencies in Ontario?
- E.g., organization factors, governance factors, social/ political context?
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Appendix E
Stage one programme theories and the corresponding ‘if-then’ statements. Data for these programme theories came from three sources
(literature review, secondary analysis of pilot case study, & focus group with individuals who developed the indicators)
Programme Theory

Description of
ContextMechanismOutcome
Configurations

Corresponding if/then statements from pilot case study and interview with team

If

Then

Local public health agencies provide a
clear mandate to do health equity work

explicit standard to use in the planning
and assessment of health equity work
will be developed and taken up by the
organization

Use of the LDCP funded health equity
indicators are integrated into the
foundation of programme planning of
evaluation

LPHAs will successfully integrate
health equity into their organizational
structure and culture

1. Organizational
preparedness
prior to the
uptake and
implementation of
the health equity
indicators
Clear Mandate
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Support from
management/
senior staff at the
LPHA

Health equity is valued as a core
organizational value/ priority by people in
power

Health equity will be operationalized,
using specific tools

Health equity is not integrated into the
mission and vision of the organization

Health equity will be operationalized,
using specific tools

There is leadership support and vision to
do health equity work

LPHAs can operationalize health equity
work by building the infrastructure, get
buy in from staff, design steering
committees for health equity, establish
health equity team, embed health equity
into programme evaluation, and
identify priority populations

LPHA leadership involved in various
provincial, national, and local groups

Enhanced awareness of health issues
faced by population

LPHA leadership is actively involved in
building partnerships with local
stakeholders and programme managers

Diverse perspectives can be integrated
into the planning and development of
programmes, and enhances buy in from
staff

Emphasis on the co-creation of public
health interventions and programmes
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with the communities (especially First
Nation communities)
Board of Health (BOH) establish a public
policy directorate that focused on SDoH
and health equity

Increase awareness of health equity,
and the importance of assessing
organizational performance.

BOH provide:

Enhance the vision of equity within the
organization and the specific
programmes, and provide clear
vision/direction towards implementing
health equity

Support for equity work by emphasizing
the importance of integrating the indicators
into public health practice.

Communicate this support for equity work
through an organization wide statements,
and creat an official organizational level
action/strategic plan (separate from the
regional/ municipal)

Create cohesion structure between the
various staff working in the different
programmes at the LPHA

Support a health equity framework and
mandates the collection of data for the
indicators.

Increases the sensitivity and
understanding, of the staff, regarding
what is occurring on an organizational
level
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Provide a step-by-step breakdown
regarding what is required from each
level/programme within the organization.

Enhance uptake of equity measuring
tools

Build cultural competency within the
strategic plan which focuses on health
equity

Increase awareness of health equity,
and the importance of assessing
organizational performance.

BOH explicitly makes equity a priority on
the organizational and programme levels.

Increase awareness of health equity,
and the importance of assessing
organizational performance.

Shift LPHAs’ organizational practice by
embedding equity and SDoH as an integral
part of public health, and imbed equity into
the action plan

Better uptake of tool

2. Introducing
the LDCP
funded health
equity
indicators
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into the
LPHA for
uptake
Introduce the
health equity
indicators as a selfassessment tool and
link into
programme
evaluation

Provide
comprehensive
details on the
application of the
tool into practice

LPHAs use the indicators to guide their
programme planning and evaluation

Organizational standards for boards of
health can ensure that their strategic
plan has health equity seeking goals

LPHAs use the health equity indicators

LPHAs can use it as an internal tool to
improve their own approach towards
health equity

Introduce the health equity tool as an intraorganizational tool, and it is not intended
to be used to compare between the various
LPHAs across Ontario.
Introduce the tool into LPHA in small
segments, and allow agencies to creativity
and autonomously introduce the tool as
they see fit
LPHAs use the workbook provided to
support the health equity indicators

Increase trust in the tool and enhance
uptake

Increase “buy in” from public health
practitioners, and enhance the uptake of
tool
Enhance the uptake of the health equity
indicators by the various agencies

*Indicators not to be used in a
punitive way*
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Conduct and facilitate a workshop to
introduce the indicators and explicitly
define their use

Will enhance understanding of the tool,
and integration into practice

Align the indicators with OPHS, and other
pre-existing (familiar) tools

Will enhance understanding, and
perceived credibility/ usability of tool
and integrate it into existing
organizational cultural practices

Integrate the indicators as part of a
programme planning protocol

Enhances uptake of tool

Each programme to define and integrate
“priority populations” as part of
programme design, data analysis,
organizational planning, and
implementation. Define the extent of
involvement of “priority population in this
process.

Enhances uptake of tool with
organizations and at the programme
level

For example: provide staff with
information regarding the extent of
involvement from “priority populations”
Create a formal process for the mandatory
integration of the indicators in LPHAs
practice; however, frame it as a tool that
will shift public health practice to make it
more sensitive and contextually focused.
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Enhances the perceived usefulness/
credibility and uptake of tool

Shift LPHAs’ organizational practice by
embedding equity and SDoH as an integral
part of public health, and imbed equity into
the action plan

Better uptake of tool

Integrate the indicators as part of a
programme planning protocol

Increase “buy in” from public health
practitioners, and enhance the uptake of
tool

Clear standardized service planning
process which helps identify what is being
done and identify key informants
throughout the process

Increase “buy in” from public health
practitioners, and enhance the uptake of
tool

3. Building
organizational
capacity
support
health equity
work and
embedding of
the health
equity
indicators
into public
health
practice
Build an
information
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infrastructure that
supports local
research initiatives
Integrate creative methods of communication,
such as infographics
Create a standardized template for
communication – “Strategies to disseminate
information”
The use of multiple methodological tools to
collects social determinants of health data (not
just surveys), at the programme and the
organization level

Enhances the staff receptivity and
uptake of equity tool

provides credible/sensitive/
trusted/contextually rich data
which can inform the
development and implementation
of programs that address health
inequities experienced by the
populations beings served.

Establish a research team within the LPHA, that
has experience in working with “priority
populations” and collect data on a local/
regional/ municipal level using various research
methods.

provides credible/sensitive/
trusted/contextually rich data
which can inform the
development and implementation
of programs that address health
inequities experienced by the
populations beings served.

Emphasize the theoretical foundations upon
which these indicators are based on

Increases the perceived credibility
of the indicators

Build the organizational capacity to conduct
their own research with priority populations, and

provides credible/sensitive/
trusted/contextually rich data
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train staff at the individual, programme, and
organizational level in the methodologies/
methods, knowledge translation tools, ethics of
research, and cultural competencies.

which can inform the
development and implementation
of programs that address health
inequities experienced by the
populations beings served.

Involve priority populations in organizational
and programme level planning, data collection,
data analysis, and programme design.

provides credible/sensitive/
trusted/contextually rich data
which can inform the
development and implementation
of programs that address health
inequities experienced by the
populations beings served.

Establish a rigorous model of qualitative
assessments and evaluations to be used by staff,
how to involve community members in the
programme planning process.

Increases the credibility of the
indicators

Create channels of communication for individual
programmes, and the entire organization, to
communicate their positions of issues through
policy statements

Produces relevant data that can
help with advocacy about equity
issues

Create an intra-organizational communication
system where programmes within the LPHA can
share their planning and work with each other.

Builds a culture of transparency,
encourages intra-organizational/
inter-sectoral partnership and
collaboration, and establishes an
environment of trust, which can
help improve the services offered.
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Hire/ train/ engage
staff who are
interested in and
value health equity

Report on health equity issues, and move beyond
life style behavioural issues, using lay language

Build trust with priority
populations

Report on SDoH data separately from
demographic data

Produces relevant data that can be
used for advocacy initiatives on
equity issues

LPHAs build their organizational capacity by
allocating resources and train staff to do health
equity work

Health equity will be
operationalized, using specific
tools

The use of the LDCP funded health equity
indicators

Allows for the implementation of
health equity into action

Staff receive appropriate training and
orientation, or ordinate themselves to deliver the
health equity indicators in a specific way
Develop and provide ethics training to all staff
in the organization, especially those working in
equity, & SDoH

Health equity will be taken up in
public health practice

Establish a health equity team within each
organization

Increased interest in equity related
work within the LPHA

Develop and identify staff who collect data on
SDoH, and on community engagement strategy

Increase data on health
equity/inequity
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Increase awareness of the
importance of health equity work,
and the need to design
programmes and services to meet
the requirements of people.

Enhance
organization’s
capacity to build
partnerships

Integrate personal/ professional development
initiatives, related to equity tools, throughout the
organization

Reduce staff turnover and allows
for better training for staff on
equity issues.

Identify “champions” of equity work, and
provide them with credits, and recognition for
their work in equity, and public health policy
advocacy.
Building partnership with other organizations
that want and have the capacity to do health
equity work

Increased interest, and prioritize
equity related work within the
LPHA
Health equity will be taken up in
public health practice

Develop a strategy to help establish, and
maintain good working relationships/
partnerships with community stakeholders and
populations in the region

Sensitive, reliable, and
contextually rich data can be
collected and can better inform
programme and organizational
performance

Develop, establish, and maintain good working
relationships/ partnership with organizations
that work with priority populations

Sensitive, reliable, and
contextually rich data can be
collected and can better inform
programme and organizational
performance

*Note: This was an issue for small
LPHAs who serve a large
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geographical area. It was not
possible to collect their own data
on a municipal level, so they
depend on regional level data.
Develop a modifiable tool that provides
direction regarding how to establish and
maintain long term trusted relationships/
partnership with priority populations, where the
focus is to work “with” them, and not do work
“on” them.
Build strong relationships with regional and
municipal government

Reduces “survey fatigue” and
ensures the establishment of an
ethical/ equitable partnerships

Communicate and disseminate reports/
data/findings to stakeholders/ priority
populations in lay language
Involve community partners, stakeholders, and
priority populations in every level of
organizational and programme planning
Encourage public health staff to sit on various
community tables/ community coalitions

Increase trust and impact of equity
work

Reduce barriers faced by priority populations
and encourage their participation in
organizational planning by compensating for

Allows for the formation of
trusted relationships with
community members
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Increases access to data in the
cases where it is difficult to collect
comprehensive data (i.e., LPHAs
in rural areas)

Enable trust and impact of equity
work
Allows for the formation of
trusted relationships with
community members

time, providing transportation, and providing
food.
LPHAs have staff that join the health equity
Community of Practice (CoP)

Identify gaps where
the LPHA can
better
operationalize
health equity

Communication between LPHAs
will be enhanced, and they will be
able to learn from each others’
experiences

The use of the LDCP funded health equity
indicators

Enhance LPHAs clarity and vision
towards developing a community
engagement strategy

Use the LDCP funded health equity indicators

LPHAs can identify some areas
where they need to do more work
to orient their work to make it
more health equity focused

LPHAs can create a work plan for
health equity

LPHAs use the LDCP funded health equity
indicators

LPHAs will be able to track their
progress against themselves

“equity improvement tool”
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LPHAs use the LDCP funded health equity
indicators

LPHAs can:

Programmes integrate the LDCP funded health
equity indicators

They can establish a structure that
provides resources and capacity to
do health equity work

LPHAs use the LDCP funded health equity
indicators

LPHAs can improve their internal
structures

1. Assess and measure health
equity
Assess and measure health
outcomes in their
communities – and inform
decision making

•

Local public health agencies use the LDCP
health equity indicators
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Improving practice, or
making public health
practice more health equity
informed using the
existing resources
Moving each LPHA one
step closer to health equity
given the context in which
operate in

It will assist in the
implementation of health equity
within the organization

Appendix F
Guide for semi- structured interview for the public health practitioners (two rounds of interviews)
Theory refining and consolidation stage
Preamble
Thank you so much for agreeing to participate in this study. My name is SZ and I am a doctoral student at Western University,
working with Drs. Anita Kothari and Marlene Janzen Le Ber. Please be aware that the interview will be audio-recorded to help with
data collection. Please feel free to ask any questions you may have at any time during the interview. You can withdraw from the
interview at anytime.
I am conducting realist and impact evaluations of the Health Equity Indicators developed by a by a team supported through Public
Health Ontario’s Locally Driven Collaborative Project (LDCP) Program team. These indicators were developed to address equity
issues in the delivery and outcomes of programmes and services. Therefore, the indicators are meant to be used as an internal
organizational assessment of services and programmes, and also in the planning and delivery of public health activities.
Interview guide for the first interview
Rapport building questions (general questions asked to all participating health units)
1. What is your role within this public health agency?
2. What attracted you to health equity work?
3. Did you have any other health related work experience prior to working at this public health agency? If yes, can you describe
it?
4. How would you describe the demographic characteristics of the population, and sub-groups, that you serve? (e.g., rural, urban,
aboriginal, immigrants, types of economic opportunities for the population in this region)
5. How would you describe the governance structure of this particular public health agency?
6. What do you think is the most important factor that is influencing the delivery of equitable public health programmes and
activities for your public health agency?
7. How did you hear about the Health Equity Indicators?
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8. How did the Health Equity Indicators influence practices with your organization?
Specific questions for local public health agencies, depending on their experience with the Health Equity Indicators
Local public Health Agencies that have used/use
the indicators

Local Public Health Agencies that
participated in the development of the
indicators but have not used them since

Local Public Health Agencies that have not
used the indicators

• To what extent has your public health agency
used the Health Equity Indicators?
• How long have you been using the health equity
indicators at your public health agency?
• How many rounds of internal assessments have
you done using the Health Equity Indicators?
- How did you integrate these indicators in
your practice?
• Why did the public health agency decide to use
the Health Equity Indicators?
• How did the use of the Health Equity Indicators
influence your practice? Knowledge?
• How did your specific public health agency
respond to these health indicators?
• In your opinion, should these indicators be used
by public health agencies regularly?
• In your opinion, what are some of the factors
within your organization that help support the
use of the Health Equity Indicators?
- Which of these factors are currently present
in your public health agency?
- Which of these factors might need to be
developed further in your public health
agency?

• What was your role/ involvement with
the development of the Health Equity
Indicators? How did your involvement
influence your personal practice?
• Has your particular public health agency
used the Health Equity Indicators?
(excluding the pilot project)
- Why, or why not?
• How did your involvement in the pilot
project, for the testing of Health Equity
Indicators, influence or change your
public health agency? For example, were
any other resources developed?
- Did change happen?
- What/who enabled that change?
• In your opinion, do you recommend that
other public health agencies use the
Health Equity Indicators?
- If not, what other equity measures do
you recommend public health
agencies use?
• In your opinion, what are some of the
factors within your organization that
might help support the use of the Health
Equity Indicators?

• Are you using other methods and/or tools
to ensure that the programmes and
activities delivered by your public health
agency are equity oriented?
• Why do you think the Health Equity
Indicators were not taken up in your
specific public agency? Did it motivate
other, related activities or resources?
• In the future, do you see a use for the
Health Equity Indicators, or other equity
tools, in your health unit?
• In your opinion, would you change
anything in the way that programmes and
activities are designed and evaluated in
this public health agency?
• If yes, what are the changes that you
would recommend, and why?
• How would those changes make the
programmes and activities more equity
oriented?
• In your opinion, what are some of the
factors within your organization that might
help support the use of the Health Equity
Indicators?
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-

Which of these factors are currently
present in your public health agency?
Which of these factors might need to
be developed further in your public
health agency?

-

Which of these factors are currently
present in your public health agency?
Which of these factors might need to be
developed further in your public health
agency?

Interview guide for the second interview Let’s take a look after the first round of interviews have been analyzed (so exciting!)
Preamble
Thank you so much for joining me for the second interview. As you know, I am conducting realist and impact evaluations of the
Health Equity Indicators developed by a LDCP team. These indicators were developed to address equity issues in the delivery and
outcomes of programmes and services. Therefore, the indicators are meant to be used as an internal organizational assessment of
services and programmes, and also in the planning and delivery of public health activities.
Since our last interview, I have developed a preliminary programme theory that is meant to explain how the Health Equity Indicators
work, for which health units, and under what circumstances. So, the purpose of this interview is to review this programme theory. I
hope to get your input on the programme theory, which is like a logic model about how things work but also includes how people
react to the indicators. A programme theory includes the social interaction component that logic models do not include, so it can be
refined. [Review programme theory developed at this point.]
1. What are your general thoughts on the preliminary programme theory?
2. In your opinion, based on the list presented to you which Context-Mechanism- Outcome (CMOs) do you find to be the most
important, and influential?
o Context: It is understood as the space or place, but it can also be thought of as the setting where the
programme/intervention is placed.
o Mechanism: The response to the programme/intervention
o Outcome: The net result from introducing the programme/ intervention
3. Do you recommend any changes to the programme theory? How, and why?
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Appendix G
Stage two programme theories and the corresponding ‘if-then’ statements. Data for these programme theories was created from data
analysis conducted on data generated from one interview with 22 practitioners from 17 LPHAs across Ontario
Theme

If

Then

Public health nurses take on the SDoH/ health equity
portfolio role

There is a natural attraction towards doing health equity
work

LPHAs management and staff engage with stakeholders
and local partnering organizations to enhance
partnerships at a grassroot bottom up level

Designing programmes and services to meet the health
inequities experienced by the population will be
successful

Staff translate health equity to stakeholders and partner
organization

Enhance community support for health equity work

Management and staff at LPHAs develop intersectoral
partnerships

Address health inequities experienced by the
community

Management and staff Enhance partnerships with local
indigenous communities

Organization addresses local health inequities

1. Role of SDOH
RPNs

2.Enhance
organization’s
capacity to build
partnerships

Identify priority population based on local evidence
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Staff at LPHA collect SDoH data in consultation with
partnering organizations

Generate sensitive data to address health inequities
experienced in the community

Readiness of partnering organizations and stakeholder
groups to do health equity work

Provides critical support to do health equity work at the
LPHA’s organizational level

Staff at LPHA use effective KT methods to communicate
health equity to partnering organization

Organization addresses local health inequities

Identify priority population based on local evidence
Management and staff at LPHA enhance partnerships
between first nations/ indigenous communities in the
region

Address the health inequities experiences in the local
community

Staff and management to enhance external partnerships
to focus on health equity

Allows targeted approaches towards addressing health
inequities in the community

Staff develop a tool to assess the partnership/ how
partners are going health equity work
Senior management support to enhance partnerships with
community organizations

Provides support for organizational capacity to do
health equity

Staff build strong partnerships to do collaborative health
equity work

Provides support for organizational capacity to do
health equity

231

Staff at LPHA partner up with community organizations
that do health equity work

Enhances, supports, and maintains the uptake and
embedding of health equity into public practice

Staff build sustainable partnerships with local indigenous
communities

Enhance capacity to target health inequities in the
community

Management passion about health equity will help build
sustainable community engagement strategy

Enhance capacity to target health inequities in the
community

Staff build relationships and partnership with
organizations that support health equity work

Helps with local data sharing

Municipal governance
Staff integrate community voices into the development of Target local health inequities in the community
programmes and services
Leadership creates a shared understanding and a common
language among partners, especially among regional and
municipal governance boards.

Allowed for health equity work to be better mobilized
and embedded into practice

Staff and leadership enhance LPHAs’ partnership with
indigenous communities

Target health inequities in the community

Staff and leadership establish common goals with
partnering organizations

Enhance health equity work at a community level

Staff and leadership establish a common vision with
partnering community organizations

Enhance health equity work at a community level
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Staff create a community of practice that focuses on
health equity

Keeps the conversation about health equity vibrant at
the organization and enhances the organization’s
commitment and consistency to do health equity work

LPHAs staff build a strong community engagement
framework

Better integrate the voices of community members to
inform programme planning and evaluation to target the
health inequities experienced by population

Staff enhance intentional cross sectoral collaboration to
do health equity work

Targets health inequities in the community

Staff at small LPHAs must enhance their partnerships
with local organizations that do similar work

Enhance capacity to target health inequities in the
community

Governance structure is regional or municipal

Public health is included in the development of various
community pieces, and greater possibility to enhance
the impact of health equity on the community

Governance structure is autonomous

Public health initiatives informed by health equity have
a clear and consistent message, that is driving by health
promotion principles.

Autonomous governance structure allows for public
health agenda to make health equity a priority

Enhance health equity work

Autonomous governance structure allows for enhanced
shared understanding, and advocacy initiatives to be
streamlined

Enhance capacity to target health inequities in the
community

3. Role of LPHA’s
governance
structure
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LPHA’s governed through an autonomous board

Health equity work will be taken up easily through the
organization

Regional governance structure
LPHA’s with regional or municipal governance structure
establish shared goals and objective about health equity
work with partners

Health equity work will be enhanced in the community

Using knowledge translation tools in regional/ municipal
governance LPHAs with partnering organizations

Enhance partner organization’s understanding of health
equity work, and move it forward in the community

LPHAs that have municipal governance structure

Move quickly through integrating health equity into
their programs

LPHAs that have a regional or municipal governance
structure

There are established relationships that exist with
community stakeholders

LPHA has an autonomous governance

More liberty to do integrate health equity into practice

4. Support from
leadership
Consistent support, buy-in, and a general feeling that
There will be enhanced support and resources allocated
health equity from leadership is critical as a foundation to to do health equity work
public health practice from leadership
Easier to create buy-in by project managers

234

Top- down approach is more successful for the uptake
of health equity
The will at the leadership level to enhance health equity
at the organization

Organization addresses local health inequities

Allocation of resources to do health equity work from
leadership

Enhanced the embedding of health equity tools into
practice

Leadership support for health equity

Enhances the organizational capacity to do health
equity work

Create a corporate culture supported by the leadership to
take up health equity

Enhanced the embedding of health equity tools into
practice

Passion and understanding from leadership

Enhances the support for the uptake and embedding of
health equity into practice

Leadership support from health equity

Enhances the integration of health equity into
organization

Leadership support for health equity work

Enhances the resources allocated for health equity
work, and ensure the successful uptake of health equity
into practice

Leadership support

Mobilize the uptake of health equity into organizational
practice

Consistent and engaged leadership support for health
equity work

Enhance the integration and embedding of health equity
into organizational practice
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Having support from senior leadership

Better uptake of health equity indicators into practice

Mandatory training for staff on health equity supported
by leadership

development of organizational standards and tools to
operationalize health equity is critical

Support from senior leadership

Development of an equity protocol in the LPHA

Visionary leadership

The LPHA will take a lead to develop their own context
specific health equity measures

Commitment from organizational leadership to do health
equity work

Helps build the organization’s capacity to do health
equity work

Consistent leadership – especially is smaller LPHAs

Focus the vision of the organization, and enhance
health equity work

Consistent visionary support from leadership

Enhances commitment and capacity to do health equity
work

Organizational leadership support

Allows for the conversation about health equity to
continue

Medical Officer of health takes on a leadership role in
enhancing partnerships with first nations/ indigenous
people

Enhance organization’s capacity to do health equity

Managers/ leadership champion/advocate for health
equity

Resources will be allocated to support health equity
work in the LPHA

Leadership support at a LPHA

Enhances the uptake of health equity tools
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Support from senior management team to make health
equity an organizational priority

Support the embedding of health equity into public
health practice

Direction from LPHA leadership and governance body
towards health equity work

Provides support for organizational capacity to do
health equity

Support from leadership at the LPHA

Enhances the integration of health equity into
organization

Organizational leadership to take on direction role in
doing health equity work

Provide direct support and resources for the
organization to do health equity work

Staff are provided with education on health equity

The system will begin to develop in a direction that best
supports health equity

Create shared values among organization staff

Creates ownership over the health equity work being
done at the organization

Create a common language will help create a shared
understanding and common values among staff and
partnering organizations

Enhances with the uptake and embedding of health
equity into practice

5. Hire staff that
value health
equity and
continuing to
build their
understanding
and knowledge of
health equity
work
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Heir staff that have an interest and practical experience in Enhance health equity work in the organization
health equity
LPHAs to provide professional development and training
for staff

Enhances the integration of health equity into
organization

Create peer-to-peer learning and communication and
environment where staff can learn from each other

Enhance the organization’s staff capacity to do health
equity work

Networking teams that support health equity
Provide process-based training for staff

Enhances the integration of health equity into
organization

Build staffs’ capacity and knowledge of health equity

Enhances the integration of health equity into
organization

Heir staff that have commitment to social justice and
health equity

Enhances the integration of health equity into
organization

This could be gained through formal education/ work
experience
Establish shared understanding about health equity
between organizational staff
238

Enhances the integration of health equity into
organization

Enhance buy-in from staff about the importance of health
equity work

Enhances the integration of health equity into
organization

LPHA develop staff competencies

Enhance health equity work

Conduct a competency mapping of staff

Provide appropriate training to meet the gaps in
learning

Planned thoughtful training
Heir individuals with personal interest in health equity
and social justice

Build organizational capacity to do health equity

Link staff competencies to organizational and
departmental goals

Enhance the uptake and embedding of health equity
into the organization

Heir staff who have the training that meet the
organizational values and required competencies
Create buy-in from staff, and buy-in from management
for health equity work

Enhance the uptake and embedding of health equity
tools into practice

Public health practitioners have personal values that
include social justice, equity, and SDoH

Individual values will align with organizational values,
which will enhance the uptake of health equity
indicators
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Creating a shared understanding of health equity among
LPHA staff

Mobilize a bottom up movement to enhance health
equity work in the LPHA

Person has formal training and practical experience in the Pushes the understanding of health equity beyond
area of health equity
“access”, and makes the understanding of health equity
more comprehensive
Hire individuals with background experience in working
with vulnerable population

Staff will have health equity values that align with
organization values

Having buy in from staff is critical by conducting
education on internal organizational proprieties

Health equity will be better integrated into practice by
frontline staff

LPHAs create a common understanding about health
equity among staff through formal education and
selection of workforce that has the training and
background knowledge of health equity

Enhanced uptake of health equity tools into
organizational practice

LPHA create a common vision, a common language, and
common objectives

Health equity can be better integrated into
organizational practice

Providing organization staff to understand and know how Determine priority populations in programme planning
to use data
and evaluation and enhance health equity
Organizational values should reflect health equity, and
should align with personal staff values, and integrated
into programme planning and evaluation

Establish a comprehensive approach towards
integrating health equity into practice

Capacity building

Health equity can be successfully taken up and
embedded into practice

1. Leadership support
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2. Readiness of staff to do health equity work
3. Resource to build the capacity for health equity
work
Build staff knowledge
Have formal training for staff on what health equity
means

Create a shared understanding among staff in the LPHA

Create shared understanding of health equity through
professional training

Enhance the embedding of health equity into practice

Heir and train staff to champion health equity

Enhance the integration of health equity into
organizational practice

Heir individuals with practical experience in SDoH

Enhance staffs’ capacity to do health equity work

Assign roles for staff to do health equity, and provide
mentorship

Creates ownership over the health equity work being
done at the organization

LPHA leadership and staff focus on integrating local
population data

Activities and programmes designed and delivered will
be informed by local context to support equity work
from the early stages

6. Enhance the
organization’s
capacity to
collect and
integrate local
data into
programme
planning
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Municipal governance
LPHAs staff collect their own data

Allows for sensitive data to inform and address health
inequities

Staff collect local data in an ethical way

Enhance the accountability over how programmes are
designed and evaluated

Staff collect data at a programme level

Sustain health equity measures at a LPHA

Leaders support capacity to collect local data

Help embed health equity measured into programme
planning and evaluation

Staff collect local data

Enhance organization’s capacity to do health equity

Staff collect local data to better know who the priority
populations are

support programme planning and evaluation and make
them more equity orientated

Staff integrate health equity into programme evaluation

Support the embedding of health equity into public
health practice

Staff collect local sensitive data to inform programme
planning and evaluation

Allows for sensitive data to inform and address health
inequities

Leadership build organizational capacity for collecting
local data

Organization addresses local health inequities

Identify priority population based on local evidence
7. Integrate health
equity into
programme
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planning and
evaluation
Staff begin the integration of health equity at the stage of
programme planning

Results in successful embedding of health equity into
practice

Integration of health equity into program planning and
evaluation

Enhanced the embedding of health equity tools into
practice

Staff integrate health equity within programme planning
and evaluation

Enhanced the embedding of health equity tools into
practice

Staff include health equity into the strategic and
operational planning of the organization and strengthen
network of health equity champions

Address health inequities experienced by the
community

Staff integrate health equity into programme planning
and evaluation

Embed health equity into practice

Leadership develop an organizational level health equity
strategy that provides a comprehensive breakdown of
how health equity should be integrated into all the
programs in the LPHA

Enhanced the embedding of health equity tools into
practice

Leadership formally integrate health equity into
programme planning and evaluation

Embed health equity into organizational activities

Leadership integrate health equity into organization’s
strategic plan

Mobilize the uptake of health equity into organizational
practice

Staff embed health equity into programme evaluation

Health equity indicators measure organizational
performance over time
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Staff use heath equity indicators at the LPHA

They will help to produce structured programme
planning, and help create a formal framework

Staff integrate health equity within existing
organizational programming planning and evaluation
processes in the organization

Enhance the uptake and embedding health equity
measures with an organization

Staff integrate health equity into programme planning
and evaluation

Enhances the integration of health equity into
organization

Staff in large LPHAs what coordinate and collaborate on
health equity work

There will be consistency in the delivery of programme
and services that look at health inequities in the
community

Staff share data internally with the LPHA and among
similar LPHAs

Enhances the integration of health equity into
organization

Staff create an inter-organizational systematic way of
data sharing

Makes data available for all staff in the organization
and inform programme planning and evaluation

Staff to communicate data and information between
LPHAs

Allows for sensitive data to inform and address health
inequities

8.
Collaboration
between LPHAs to
address health
equity

9. Enhancing
organizational
commitment to
health equity
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Organizational leadership commitment to health equity
values are measured through a score card

Enhance the organization’s commitment to health
equity work

Leadership integrate health equity as part of foundational Enhances the organizational capacity to do health
standards and have SDoH to inform the foundational core equity work
of the organization
Leadership make organizational level strategy / corporate
level strategy to explicitly state what health equity work
needs to look like

Creates ownership over the health equity work being
done at the organization

Leadership make health equity an organizational priority

Helps build staff capacity and create a shared
understanding about SDoH and health equity

Leadership demonstrate an organizational commitment,
shared goals and shared objectives

Organization will commit resources to do health equity
work

Leadership and management integrate health equity into
the organizational strategic plan

Enhance the uptake of health equity measures in the
organization

Forming a steering committee
Leadership make health equity into the organizational
strategic priority

Enhance the embedding of health equity into practice

Leadership make health equity a strategic priority for the
organization

Take ownership over the integration of health equity
into practice

Leadership, management, and staff form an internal
health equity advisory committee in the LPHA

Take ownership over the integration of health equity
into practice
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Organizational mandate to do health equity work

Enhance the integration and embedding of health equity
into organizational practice

Leadership and management integrate health equity into
organization’s strategic plan

Enhances the integration of health equity into
organization

Make it explicit
Leadership and management build organizational
capacity to do health equity:

Enhanced the embedding of health equity tools into
practice

1. Co-creating a supportive environment
2. Increasing and having an empowered workforce
Creating a sustainable practice
10. Formal
tracking and
organizational
monitoring of
health equity
Staff to organization wide monitoring of initiatives to
address health equity

Organization can track their progress in how they are
addressing health inequities and integrate proper
measures to do that

Organizational staff to design a communication tool that
is shared within the organization

Enhances shared understanding and awareness of how
health equity is being done at the organization
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Organizational staff to design an internal framework that
guides staff on organizational priorities

Enhance shared understanding of values and
organizational priorities

Staff enhance ability of data sharing between smaller
LPHAs with similar contexts

Allows for sensitive data to inform and address health
inequities

Staff enhance organizational capacity to do evaluation of
programmes and services to assess the extend of health
equity integration

Provides a comprehensive understanding of how well
health equity is being integrated into practice

Staff build organizational capacity to report back on
health equity progress

Build and Improve organizational capacity to support
health equity work

Staff enhance coordination and information sharing
within LPHAs

Provides support for organizational capacity to do
health equity

Staffa t LPHA track how their programmes use health
equity measures/ tools

Have a systematic and consistent feedback on the
performance of the LPHA
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Appendix I
List of items to be included when reporting realist evaluations

TITLE
1

In the title, identify the document as a realist evaluation

SUMMARY OR ABSTRACT
Journal articles will usually require an abstract, while
reports and other forms of publication will usually benefit
from a short summary. The abstract or summary should
include brief details on: the policy, programme or initiative
under evaluation; programme setting; purpose of the
evaluation; evaluation question(s) and/or objective(s);
evaluation strategy; data collection, documentation and
analysis methods; key findings and conclusions
2
Where journals require it and the nature of the study is
appropriate, brief details of respondents to the evaluation
and recruitment and sampling processes may also be
included
Sufficient detail should be provided to identify that a realist
approach was used and that realist programme theory was
developed and/or refined
INTRODUCTION
3

Rationale for evaluation

Explain the purpose of the evaluation and the implications
for its focus and design

4

Programme theory

Describe the initial programme theory (or theories) that
underpin the programme, policy or initiative

5

Evaluation questions,
objectives and focus

State the evaluation question(s) and specify the objectives
for the evaluation. Describe whether and how the
programme theory was used to define the scope and focus of
the evaluation

Ethical approval

State whether the realist evaluation required and has gained
ethical approval from the relevant authorities, providing
details as appropriate. If ethical approval was deemed
unnecessary, explain why

6

METHODS
7

Rationale for using
realist evaluation

Explain why a realist evaluation approach was chosen and
(if relevant) adapted
250

TITLE
8

Environment
surrounding the
evaluation

Describe the environment in which the evaluation took
place

9

Describe the programme
policy, initiative or
product evaluated

Provide relevant details on the programme, policy or
initiative evaluated

Describe and justify the
evaluation design

A description and justification of the evaluation design (i.e.
the account of what was planned, done and why) should be
included, at least in summary form or as an appendix, in the
document which presents the main findings. If this is not
done, the omission should be justified and a reference or
link to the evaluation design given. It may also be useful to
publish or make freely available (e.g. online on a website)
any original evaluation design document or protocol, where
they exist

10

11

Data collection methods

Describe and justify the data collection methods – which
ones were used, why and how they fed into developing,
supporting, refuting or refining programme theory
Provide details of the steps taken to enhance the
trustworthiness of data collection and documentation

12

13

Recruitment process and
sampling strategy

Describe how respondents to the evaluation were recruited
or engaged and how the sample contributed to the
development, support, refutation or refinement of
programme theory

Data analysis

Describe in detail how data were analysed. This section
should include information on the constructs that were
identified, the process of analysis, how the programme
theory was further developed, supported, refuted and
refined, and (where relevant) how analysis changed as the
evaluation unfolded

RESULTS
14

15

Details of participants

Report (if applicable) who took part in the evaluation, the
details of the data they provided and how the data was used
to develop, support, refute or refine programme theory

Main findings

Present the key findings, linking them to contexts,
mechanisms and outcome configurations. Show how they
were used to further develop, test or refine the programme
theory

DISCUSSION
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TITLE
16

17

Summary of findings

Strengths, limitations
and future directions

Summarise the main findings with attention to the
evaluation questions, purpose of the evaluation, programme
theory and intended audience
Discuss both the strengths of the evaluation and its
limitations. These should include (but need not be limited
to): (1) consideration of all the steps in the evaluation
processes; and (2) comment on the adequacy,
trustworthiness and value of the explanatory insights which
emerged
In many evaluations, there will be an expectation to provide
guidance on future directions for the programme, policy or
initiative, its implementation and/or design. The particular
implications arising from the realist nature of the findings
should be reflected in these discussions

18

Comparison with
existing literature

Where appropriate, compare and contrast the evaluation’s
findings with the existing literature on similar programmes,
policies or initiatives

19

Conclusion and
recommendations

List the main conclusions that are justified by the analyses
of the data. If appropriate, offer recommendations consistent
with a realist approach

20

Funding and conflict of
interest

State the funding source (if any) for the evaluation, the role
played by the funder (if any) and any conflicts of interests of
the evaluators
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