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Letter from CASSA

Dear colleagues,

Council of Agencies Serving South Asians (CASSA) is delighted to release its
report titled “A Diagnosis for Equity: An initial analysis of South Asian
Health Inequities in Ontario”. This preliminary report brings the much needed
attention to the various health inequities faced by South Asians in Ontario.

As an umbrella organization of agencies serving South Asians in Ontario, we
undertook extensive community consultations in early 2008 to develop our
strategic priorities for a three year period. Through conversations with over
hundred stakeholders, health equity for South Asians was identified as one of the
four key priorities for CASSA for the period covering April 2008 — March 2011

In the last two years, with the intention of working on addressing health inequities
faced by South Asians in Ontario, CASSA had a series of roundtables and many
one-on-one meetings with LHINs, health care providers, health related coalitions,
educational/academic institutions, service providers, front line workers and last,
but not least, South Asian residents of Ontario. The recommendations in this
report are based on the conversations had during meetings and roundtables and
on the limited research that is available on this issue.

We extend our sincere thanks and appreciation to Sheela Subramanian, who has
done an excellent job with doing the necessary research and putting this report
together, with very limited resources and time. We would like to thank all of our
board, staff and volunteers, the roundtable participants and key informants who
have contributed enormously to this report. CASSA is very appreciative of all of
your contributions in making this non-funded initiative a success.

As a social justice organization, CASSA feels that there needs to be a set of
concerted, anti-racist and anti-oppressive prevention and intervention strategies
in place to address health inequities faced by various racialized communities in
Ontario. CASSA will continue its work in improving access and availability of
mental health, sexual health, chronic health conditions related support and last
but not least, health care governance opportunities for South Asians across
Ontario. As this is our first step, there are definitely places where the report could
be improved. We welcome your feedback both about the report and about the
potential next steps for collaborations, partnerships and community action.

We look forward to your continued support, guidance and involvement.
Sincerely,
Neethan Shan

Executive Director
Council of Agencies Serving South Asians
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Executive Summary
Introduction

Growing research shows that diverse and marginalized communities in Ontario
experience inequalities when it comes to health. These inequalities include
higher rates of illness, uneven access to services, poorer quality of care and
poorer health outcomes overall[1']. In fact, it has been shown that men living in
Toronto’s lowest income neighbourhoods face life expectancy rates of over four
years less than men from the city’s highest income neighbourhoods; for women,
the difference is two years (Toronto Public Health, 2008).

While it is widely known that South Asian communities in Ontario experience
disproportionately high rates of chronic health conditions such as diabetes and
heart disease, there has been little examination of the range or impacts of health
disparities experienced by these communities. It is time to prioritize this work,
given recent evidence showing that these kinds of health inequalities are not
caused by biology alone but are symptoms of social inequity (Bierman et al,
2009b; Raphael et al, 2010).

This exploratory report combines findings from consultations with community
stakeholders with a scan of existing research and key informant interviews. The
key message of this report is that South Asian communities in Ontario
experience health disparities that can be understood as health inequities
because they are symptoms of social inequity. These health inequities are
complex but can be reduced through community-based action that addresses the
social determinants of health, including racialization and poverty.

Purpose

The purpose of this report is to synthesize existing evidence with stakeholder
perspectives to:

e Consolidate evidence about South Asian health inequities in Ontario,

¢ |dentify needs and concerns of community providers, and

e Develop recommendations for stakeholder action.

The Council of Agencies Serving South Asians (CASSA) is a social justice
umbrella organization working with Ontario’s diverse South Asian communities.
CASSA undertook this research project to following repeated calls from key
stakeholders to document the health inequities faced by South Asian
Communities. CASSA’s mission is to foster the economic, social, political and

! See Toronto Public Health, 2008; J. Smylie and P. Adomako, 2009; Beth Wilson et al., 2009; P.
Caulford and Y. Vali, 2006; A. S. Bierman et al 2009a



cultural empowerment of South Asians by serving as a resource for information,
research, mobilization, coordination and leadership on social justice issues
affecting our communities. Our goal is to affect systemic change through the
prioritization of the recommendations for South Asian health equity among key
stakeholders.

Method & Approach

The data for this report was gathered through a literature scan, service provider
roundtable sessions, and key informant interviews.

Literature Scan

e Conducted to identify existing research relevant to South Asian health
disparities in Ontario and other jurisdictions through Ovid Medline and
PubMed databases and the Scholar’s Portal database.

e Internet searches were completed to identify policy, community and other
research as well as relevant news media articles.

Roundtables

e CASSA conducted an initial general roundtable on South Asians and
Health in October 2008. Community service providers identified four key
themes for South Asian health equity: chronic diseases, sexual health,
mental health and overall health care governance.

e Break-out groups were formed for each theme to discuss challenges and
barriers in both the delivery of and access to services for South Asian
communities, as well as opportunities to bridge the gaps.

¢ Roundtables were conducted on each of the four topics between May
2009 & February 2010 to identify key challenges, strengths and
opportunities, and recommendations for action in each area.

e A total of close to 150 participants from over 60 organizations participated
in the roundtable sessions.

Key Informant Interviews

e Seven key informant interviews were conducted to further supplement the
service provider consultations.

e Subject area experts were asked to recommend relevant research during
key informant interviews.

e Experts were consulted through the Health Equity Council and the York
University Social Determinants of Health electronic mailing lists which
together reach over 1,400 members.

This research was guided by an anti-oppression analysis that situates health
within a larger socio-political context through examination of the intersecting
social determinants of health, such as racialization, gender and poverty.



Learnings from Existing Research

Like all ethno-racial terminology, the term ‘South Asian’ is a double-edged sword:
it usefully enables us to speak strategically about the social inequities that can
create common experiences among groups of people; it problematically hides the
diversity and difference between within these groups of people. This tension is a
defining characteristic of racialization - because ‘race’ is produced socially, it
cannot be fixed, quantified or categorized neatly.

e More research is needed to offer a nuanced understanding of their range
and scope, as well as differential outcomes within and between different
South Asian communities. The lack of adequate and consistent research
poses challenges for all stakeholders.

e A key factor in this area is the need for consistent and meaningful data
collection and analysis related to various social determinants of health,
especially race and ethnicity, to enable analysis of intersecting
determinants of health.

South Asian Communities in Ontario

Based on the most recently available census data, South Asians are identified as
the largest and one of the fastest growing racialized groups in Ontario (Statistics
Canada, 2008a)?. In 2006, there were 794,200 South Asian people living in
Ontario, making up 28.9% of all racialized people in the province (Statistics
Canada, 2008a). This population grew by 43% between 2001 and 2006
(Statistics Canada, 2008a).

Significant numbers of the South Asian communities are living in poverty across
the province and country. Research shows that in 2000, 23% of South Asians in
Canada had incomes below Statistics Canada’s low-income cut off, compared
with 16% of the total population (Statistics Canada, 2007). Within this group,
28% of South Asian children were living in families with incomes below the low
income cut-off, compared with 19% of all children in the country (Statistics
Canada, 2007). Additionally, 70% of South Asian senior women living alone and
50% of South Asian senior men living alone were living in poverty (Statistics

* This finding reflects how data about race is treated by the Canadian Census where it is collected
under the visible minority population variable’s classifications of 13 groups, including the category
‘South Asian’ (see Statistics Canada (2)). More detailed data is collected in the Ethnic Origin
section (see Statistics Canada 2008d), where respondents are asked to specify beyond ‘South
Asian’ (i.e. Gujarati, Tamil, etc.). In contrast, separate Visible Minority classifications exist for
‘Chinese,’ ‘Japanese,’ ‘Korean,’ ‘Filipino’ and ‘Southeast Asian’, the latter including ‘Vietnamese’,
‘Cambodian’, ‘Malaysian’ and other categories (Statistics Canada (2)). The other visible minority
classifications are Black, Latin American, Arab, West Asian, ‘Visible Minority not included
elsewhere’, ‘Multiple Visible Minority’ and ‘not a Visible Minority’ (Statistics Canada (2)).



Canada, 2007). In Toronto that year, figures indicate that 53% of all
Bangladeshis; between 27 to 37% of Pakistani, Sri Lankan, Tamil and “other
South Asians;” and 15% of Indian, Punjabi, Sikh, “South Asian and South-east
Asian”, and “South Asian and European” groups were living under the low-
income cut off (Ornstein, 2006).

Health Equity Framework

A growing body of health equity literature makes use of indicators including rates
of illness, access to care, self-reported health and negative impacts of the
intersecting social determinants of health. A framework for understanding and
measuring health equity involves comparison of health for more and less socially
advantaged groups. Health disparities can be understood as health inequities
when existing knowledge indicates that their causes are strongly associated with
unjust social structures or the social determinants of health at some point
(Bravemen and Gruskin, 2003).

For this reason, the literature scan for Diagnosis for Equity presents existing
evidence related to disproportionate rates of illness, self-reported health and
access to care to build a foundation for analyzing South Asian health inequities in
Ontario.

Rates of lliness

Existing literature and stakeholder consultations provide evidence that South
Asians experience health inequities in Ontario. This evidence includes
significantly higher prevalence rates of manageable and preventable chronic
conditions, including diabetes and heart disease, as well as evidence of
disproportionately poorer health outcomes overall when compared to non-
racialized Ontarians and other groups.

o Diabetes: Diabetes prevalence rates have been calculated for South
Asian communities at 11-14% compared to 5-6% for non-racialized
Ontarians (Shah, 2008; Manuel and Schultz, 2003).

e Cardiovascular Disease: Extensive evidence shows an increased risk of
cardiovascular or heart disease for South Asians compared with other
ethno-racial groups, including a three to five times increase in the risk for
myocardial infarction and cardiovascular death (Gupta et al, 2006b;
Bierman et al, 2009).

e Hypertension: The Ontario Survey on the Prevalence and Control of
Hypertension results shows that African-Canadians are 3.3 times and
South Asians are 2.7 times more likely than non-racialized people to have
hypertension (Leenan et al, 2008).



Neo-Natal Mortality: a recent study of neonatal mortality of Canadian
born infants finds a mortality rate for South Asian infants is over three
times the rate of non-racialized infants in neonatal intensive care units
(NICU) despite adjusting for factors such as small-size for gestational age,
outborn status and having a gestational age less than or equal to 28
weeks (Claydon et al, 2007, 449)°.

Mental Health & Wellness: Available research points to a clear link
between mental health and migration and includes the literature on
acculturation, integration and refugee health. A recent study found that
only one in ten Tamil Sri Lankan participants who qualified for a PTSD
diagnosis had received treatment of any kind (Beiser et al, 2003).

Uneven Access to Care

Existing research reveals that South Asian communities in Ontario and across
Canada experience uneven access to health care services, with greater access
to primary health than other types of health services.

South Asians are less likely to have contact with specialist physicians,
undergo screenings for prostate, breast and cervical cancer, or be
admitted to hospital (Quan et al, 2006). Similarly low levels of cervical
cancer screening were found for South Asian and Tamil-speaking women
in another study (Gupta et al, 2002).

Despite higher prevalence rates for heart disease, a Calgary Health
Region focused study showed that South Asians were 70% less likely than
non-racialized patients to report to hospital emergency departments within
three hours of the onset of symptoms of acute myocardial infarction (King
et al, 2009).

Qualitative studies on the accessibility and quality of health care highlight
the critical importance of language interpretation and inclusive or anti-
racist approaches to service delivery and health promotion (Brotman,
2003; Johnson et al, 2004).

South Asians who are recent immigrants and refugees or who are without
status face additional challenges in securing public health insurance,
beginning with the mandatory wait time for public health insurance for all
new residents of Ontario (Caulford and Vali, 2006). While the mandatory
waiting period is three months, physicians who work closely with
immigrant and refugee communities indicate that patients have waited an
average of over two years to secure public health insurance (Caulford and
Vali, 2006).

? This study is based on research of 6528 infants admitted to nine NICUs across the country.
Ethnicity was determined by ‘ethnic race’ as identified on the medical record with the category of
‘South Asian’ including both East-Indian and Indo-Canadian (Claydon et al, 2007).



Self-Reported Health

Variations in self-perceived health have been recorded by income, gender,
immigrant status and racialization (Bierman et al, 2009a; Ministry of Health and
Long-Term Care, 2010; Veenstra, 2009).

e Data from the 2003 Canadian Community Health Survey (CCHS) reveals
that people who self-identified as South Asian, Aboriginal, Aboriginal and
White or Chinese are significantly more likely to report fair or poor self-
rated health than those identifying as White (Veenstra, 2009).

e The POWER Study additionally shows that South Asian, West Asian and
Arab women were more likely than men to report fair or poor health in the
2005 CCHS (Bierman et al, 2009b).

e An analysis of the 2005 and 2007/08 CCHS shows that the Canadian-born
population was significantly more likely to report their health and mental
health as very good or excellent compared with the immigrant population
in Ontario (Ministry of Health and Long-Term Care, 2010).

e Other research indicates that Canadian-born South Asians are more likely
to report positive health and be free of disability than their first-generation
counterparts (Kobayashi et al, 2008).

Intersectionality

Additional qualitative and community-based research highlights the impact of
intersecting social determinants on health and well-being of South Asian
communities. Evidence shows that health inequities are experienced by various
marginalized groups including women, low-income individuals and families,
immigrants, social assistance recipients, Aboriginal communities and other
marginalized groups (Bierman et al, 2009a; Toronto Public Health, 2008; Wilson
et al, 2009; Smylie and Adomako, 2009; Ministry of Health and Long-Term Care,
2010).

Learnings from Community Providers

Stakeholder consultations reveal that access barriers are complex and multi-
layered and perhaps most effectively addressed from a community-based
approach that promotes a nuanced understanding of the issues, and the
integration of an analysis of the roots of social inequity at all levels of policy,
planning and program delivery by all stakeholders to address health disparities
affecting South Asians.

Meaningful and consistent research needed

There exists significant biomedical literature about South Asian communities and
chronic diseases, but more information is needed overall about South Asian
health. The lack of consistent and meaningful ethno-racial data collection plays a
key role.



Accessibility barriers are complex and multi-layered

Accessibility is about more than getting community members to services; it
includes all dimensions of planning and providing effective, inclusive,
contextualized care that reaches the most disengaged individuals. Efforts to
improve accessibility must consider the intersecting social determinants of
health.

Community engagement is health promotion

A community engagement model is most effective for health promotion. Health
services are most effective when integrated into a community-based approach.

Anti-oppression not cultural competence

An analysis of the power relationships behind inequities is essential for
addressing health disparities and promoting health equity. Rather than cultural
competence, community agencies identified the importance of centering the
individual’'s needs within a larger socio-political context that can be understood
through the social determinants of health.

Responsive and effective funding needed

The funding landscape presents opportunities and challenges for addressing
health inequities.

Open dialogue and knowledge exchange

Dialogue is needed among all stakeholders — community members, community
organizations, researchers, decision-makers and funders — to ensure that health
promotion work is inclusive, effective and equitable.

A coordinated systems-level response needed

A coordinated response is needed among all levels of government and other
stakeholders to ensure initiatives are effective and target the roots of inequities.

This is the right moment for action

Health equity is increasingly a priority for all stakeholders and there are new
opportunities for community involvement and engagement.



Recommendations

Based on this analysis, the following recommendations are put forth:

1. Build a body of meaningful research about South Asian health

and health inequities

Recommendation

Potential Lead

Collect meaningful ethno-racial data by key data
compilers and researchers such as the Ontario Health
Survey, Canadian Community Health Survey and
Statistics Canada

Health Care Providers
and LHIN
Advocacy by CASSA

Develop guidelines for the collection and analysis of
data about South Asian communities

and
the

Organizations
Networks  with
Health Equity focus

Maintain a list of researchers doing work related to
South Asian communities in Ontario and convene the
academics as necessary to share their findings with
the other stakeholders, such as an annual research
symposium on South Asian Health

CASSA, Universities,
Organizations involved
in CBR

Document community based learning and promising
practices as it relates to data gathering and CBR

Networks focused on
Health Equity, CASSA,
Organizations doing
CBR with a focus on
Social Determinants of
Health

Identify and prioritize areas where research is needed.
For eg: the areas of neonatal mortality for South Asian
infants born in Canada; relationship between chronic
diseases, sexual and mental health; impacts of
settlement and migration on overall health

CASSA, LHINs, Health
Service Providers and
member agencies

2. Develop a targeted South Asian health promotion strategy
grounded in cross-sectoral community action

Recommendation

Potential Lead

Make investments in long-term community-based
health promotion initiatives that are grounded in an
equity-oriented analysis

Funders (particularly
those from MOHLC and
MHP)

Conduct a public education campaign to increase
awareness in South Asian communities about healthy
lifestyles, sexual health, mental health as well as about
risks and symptoms of heart disease, especially acute
myocardial infarction, and diabetes prevention and
management

CASSA with its media
partners and member
agencies

Develop an integrated community-based approach to

member agencies and
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sexual and mental health promotion

system level institutions
such as the LHINs

Develop information for health providers on South
Asian risk factors and assessment tools (i.e. waist-hip
ratio measurements, not BMI)

Health Care Providers
and Academics

Work with community level partners to increase access
to healthy living and recreation for low-income and
“high-risk” communities by designing programs that
are inclusive of ethno-racial communities and
completing audits to identify organizational/institutional
barriers that prevent access for marginalized
communities

All three levels of
governments and
Health Service
Providers

3. Increase knowledge exchange and transfer between key
stakeholders — community organizations, health providers,
researchers, funders, health planners, decision-makers

Recommendations

Potential Lead

Coordinate a quarterly roundtable on specific health
topics for information sharing between key
stakeholders, including decision-makers, community
partners, health providers and researchers

CASSA

Maintain this report’s bibliography of research and
resources related to South Asian health

CASSA

Compile list of existing health-related programs and
services for South Asian communities in Ontario and
share it with other stakeholders through print and
online channels

CASSA

Use existing initiatives like the Equity Toolkit web-
portal initiative and create new online initiatives as
necessary to promote knowledge transfer and
exchange

CASSA, already
existing initiatives such
as the one developed
by Scadding Court
Community Centre

4. Promote an inclusive approach to care - service delivery that
is person-centred but informed by an analysis of the social

determinants of health

Recommendation

Potential Lead

Increase support provided by effective language
interpretation services and improve the amount/extent
of availabilities of translated materials

Health Care
Interpretation Network,
Translation and
Interpretation Services,

Ensure that existing standards of care are observed
and that members of South Asian communities know
their rights (through awareness and public education

CASSA, partner media
and member agencies
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projects)

Identify or develop an ‘Ask the Right Questions’ tool
that integrates an analysis of the social determinants
of health including issues related to migration,
settlement, sexuality, poverty, food security,
employment conditions and other factors

CASSA and Health
Service Providers

Maintain and inventory of promising practices for
providing effective and respectful care to diverse South
Asian communities

CASSA

Identify promising practices for the inclusion of

families, faith communities and spirituality, and
alternative health practices in health care and
promotion

Health Equity related
networks and coalitions

5. Integrate an equity approach to overall health systems

governance and planning

Recommendation

Potential Lead

End the three-month waiting period for OHIP coverage

MOHLTC

Integrate equity-oriented planning tools, such as an
equity lens or Health Equity Impact Assessment in
health planning and decision-making at all levels of
government and governance; ensure that these tools
integrate an anti-oppression approach to equity.

MOHLTC/LHINs/Health
providers/Public Health

Ensure that community-level knowledge informs health
planning, policy and program delivery.

MOHLTC/LHINs/Health
providers/Public Health

Advocate for a facilitated recognition of international
credentials to address inequities within the health
sector.

CASSA

Include South Asian communities and organizations in
community engagement initiatives at the LHIN level.

CASSA and LHINs

Initiate mentorship and training program for South
Asian individuals to be trained in general board
governance and in health care governance and
planning

CASSA and other
organizations involved
in leadership
development

Compile and share information related to opportunities
available for community members to be involved in
Health Care Governance (board positions, public
appointments etc)

CASSA and other
organizations and
projects related to
public appointments
(such as Maytree
Foundation)
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. INTRODUCTION

1.1 South Asian Health Inequities in Ontario

Growing research shows that diverse and marginalized communities in Ontario
experience inequalities when it comes to health. These inequalities include
higher rates of illness, uneven access to services, poorer quality of care and
poorer health outcomes overall®. In fact, it has been shown that men living in
Toronto’s lowest income neighbourhoods face life expectancy rates of over four
years less than men from the city’s highest income neighbourhoods; for women,
the difference is two years (Toronto Public Health, 2008).

While it is widely known that South Asian communities in Ontario experience
disproportionately high rates of chronic health conditions such as diabetes and
heart disease, there has been little examination of the range or impacts of health
disparities experienced by these communities. It is time to prioritize this work
given recent evidence showing that these kinds of health inequalities are not
caused by biology alone but are symptoms of social inequity (Bierman et al,
2009b; Raphael et al, 2010).

Based on a scan of existing literature, service provider consultations and
stakeholder interviews, this exploratory report synthesizes findings and
perspectives to put forth recommendations for action.

The key message of this report is that South Asian communities in Ontario
experience health disparities that can be understood as health inequities
because they are symptoms of social inequity. These health inequities are
complex but can be reduced through community-based action that addresses the
social determinants of health, including racialization and poverty.

1.2 Purpose

In 2008, service providers called on the Council of Agencies Serving South
Asians (CASSA) to include health equity in its strategic directions. This
exploratory report concludes the development phase of CASSA’s work in this
area and lays groundwork for the next phases of action. The report’s purpose is
to synthesize existing evidence with stakeholder perspectives to:

1. Consolidate evidence about South Asian health inequities in Ontario
2. ldentify needs and concerns of community providers
3. Develop recommendations for stakeholder action

The report’s findings will inform CASSA’s health equity work internally by
informing strategic planning around health equity, and externally by building a
context and evidence-base for collaborative action with other stakeholders. This

% See Toronto Public Health, 2008; J. Smylie and P. Adomako, 2009; Beth Wilson et al., 2009; P.
Caulford and Y. Vali, 2006; A. S. Bierman et al 2009a.
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report also contributes to the growing health equity literature and the advocacy
efforts of other equity-seeking communities in Ontario.

The Council of Agencies Serving South Asians (CASSA)

The Council of Agencies Serving South Asians (CASSA) is a social justice
umbrella organization working with Ontario’s diverse South Asian communities.
CASSA’s mission is to facilitate the economic, social, political and cultural
empowerment of South Asians by serving as a resource for information,
research, mobilization, coordination and leadership on social justice issues
affecting our communities. For over twenty years, CASSA has worked to create
social change by building alliances and working collaboratively with those who
share a vision of empowering all communities to participate in defining Canada’s
future. CASSA is currently located in Scarborough.

CASSA’s Vision: Envision and strive for a Canada free from all forms of
discrimination in which all communities are free from marginalization and are fully
empowered to participate in defining Canada’s political, economic, social and
cultural future.

CASSA’s Values: Social justice, anti-oppression, anti-racism, anti-homophobia,
responsiveness, diversity, collaboration and solidarity, and accountability.

CASSA'’s Strategic Directions for 2008-2010: Poverty reduction, coordinating
access to health and wellness, strengthening the communities’ capacity to
address inter-generational and family relationship issues, and strengthening
responsiveness to community stakeholders.

1.3 Why Prioritize Health Equity in Ontario?

Health disparities are understood as health inequities when they are connected
to unjust social structures (Bravemen and Gruskin, 2003). Health inequities are
both caused by, and further contribute to marginalization; already disadvantaged
groups are put at a further disadvantage with respect to health, a necessary
element for addressing impacts of inequities.

In addition to the individual- and community-level impacts mentioned above,
health inequities have cascading impacts on public policy and programs,
research and service delivery. These impacts include increased system costs
and inefficiencies such as longer wait times for service (Rachlis, 2008).

There are signs that health equity is becoming a priority at multiple levels of
government. At the provincial level, the Government of Ontario has identified
strong links between health promotion and poverty reduction in the Breaking the
Cycle: Ontario’'s Poverty Reduction Strategy report (2008); and an Equity Unit
has been established within the Ministry of Health and Long-Term Care
(MOHLTC). At the level of the Local Health Integration Networks (LHINSs), the
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regional health governance bodies established by MOHLTC in 2006, activities
include formal requirements for community engagement and various initiatives
such as the Toronto Central LHIN requirement for hospitals to complete equity
plans.

This landscape is also shaped by opportunities for community action and
engagement. As mentioned, the recently-established LHINs are in the formative
stages of defining how community engagement requirements will be
implemented in partnership with community stakeholders. Grassroots and
community-level movements like the Ontario-wide Colour of Poverty campaign
have raised public awareness about the social determinants of health and have
created new spaces for community action by groups like CASSA. A health equity
approach could mean working in partnership with racialized communities to
address social determinants of health, offering strategies and solutions for
existing policy priorities and challenges.

1.4 Methods and Approach

The data for this report was gathered through a literature scan, service provider
roundtable sessions, and key informant interviews.

Literature Scan

A literature scan was conducted to identify existing research relevant to South
Asian health disparities in Ontario and other jurisdictions. Keyword searches
were completed through the Ovid Medline and PubMed databases to ensure that
medical literature was being scanned, and the Scholar's Portal database to
ensure that social sciences (e.g. sociological and social work) literature was
included.

The scan was supplemented by asking subject area experts to recommend
relevant research during key informant interviews. Experts were also consulted
through the Health Equity Council and the York University Social Determinants of
Health electronic mailing lists which together reach over 1,400 members.

Internet searches were completed to identify policy, community and other
research as well as relevant news media articles.

Roundtables

In October 2008, CASSA conducted an initial general roundtable on South
Asians and Health. The four key themes for South Asian health equity
identified by community service providers were chronic diseases, sexual
health, mental health and overall health care governance. After the initial
group discussion, break-out groups were formed for each theme. Discussion
focused on challenges and barriers in both the delivery of and access to services
for South Asian communities, as well as opportunities to bridge the gaps.
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Roundtables were conducted on each of the four topics — chronic diseases (May
2009), mental health (July 2009), sexual health (October 2009), health
governance (February 2010) - to identify key challenges, strengths and
opportunities, and recommendations for action in each area.

A total of close to 150 participants from over 60 organizations participated in the
roundtable sessions.

Key Informant Interviews

Key informant interviews were conducted to further supplement the service
provider consultations. Participants were recruited through existing networks and
selected because of their expertise in one or more of the four identified issue
areas. Nine potential participants were approached and seven were interviewed.
Interviews ranged from thirty minutes to an hour in length.

Approach

This research was guided by an anti-oppression analysis that situates health
within a larger socio-political context through examination of the intersecting
social determinants of health, such as racialization, gender and poverty.

This report uses the terms “visible minorities,” “racialized” and “ethno-racial
communities” in varying instances. The term “visible minorities” refers to “persons
other than Aboriginal peoples, who are non-Caucasian in race or non-White in
colour” as per the Employment Equity Act. This term is used in some cases
where it has been used in the original research or data source. While this term is
commonly used in data collection by Statistics Canada, CASSA and many
organizations prefer the terms “racialized” or “people of colour.” This choice is
informed by the anti-oppression analysis that CASSA espouses.

While efforts have been made to ensure that this analysis is as complete as

possible given the available resources, an in-depth assessment with community
member consultations, greater resources and time is recommended.
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Il. LEARNINGS FROM EXISTING RESEARCH

This section consolidates existing research to identify evidence of health
inequities affecting South Asian communities in Ontario. Indicators from the
growing health equity literature are used to organize the literature scan. This
research is framed within a larger context of the challenges associated with
ethno-racial health research and a brief overview of demographic data related to
South Asian communities in Ontario.

2.1 Racialization and Health Research

Like all ethno-racial terminology, the term ‘South Asian’ is a double-edged sword:
it usefully enables us to speak strategically about the social inequities that can
create common experiences among groups of people; it problematically hides the
diversity and difference between within these groups of people. This tension is a
defining characteristic of racialization - because ‘race’ is produced socially, it
cannot be fixed, quantified or categorized neatly.

This tension has important implications for this report. First, there may be
significant differences in health status and outcomes between and within
different South Asian communities in Ontario. These differences are difficult
to assess based on existing data and research. Currently available data sources
are not disaggregated beyond the category ‘South Asian’. While some qualitative
research exists, more in-depth analysis is needed to better assess the
experiences of different communities or groups of individuals. For example,
differences in migration patterns or histories may lead to different health
outcomes; while some South Asian communities are shaped by experiences of
conflict and the refugee system, others may be disproportionately exposed to
occupational health hazards because of an overrepresentation in certain
employment sectors.

Secondly, the complexity of racialization - a social rather than biological
process - poses many challenges for operationalizing or talking about race
and ethnicity in health research. As there is no standard or consistent way to
operationalize ethnicity or race in research, all data and research about ethno-
racial communities reflects the way that the original data compilers or interpreting
researchers understand race and racialization. Additionally, because of the ways
in which health data is collected and interpreted, there are multiple points during
the research process where decisions are made, either deliberately or not, about
how to categorize and understand race.

For example, the Ontario Health Surveys of 1996/97 and 1990, questionnaires
administered to a representative sample of people living in the province®, are a

*> The Ontario Health Survey does not include Foreign Service personnel or people living on First
Nations reserves, in institutions such as hospitals and care or correctional facilities, or residents
of extremely remote locations (Association of Public Health Epidemiologists in Ontario website).
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key source of health data for the province. The questionnaires asked five
questions related to race and ethnicity: country of birth, ethnic origins, languages
in which one is able to carry on a conversation, first language learned and still
understood, and race or colour (Manuel and Schultz, 2003). Researchers then
use the resulting data differently in their data analysis process. For example, one
article about South Asian health may be based on data from respondents
indicating certain countries of birth while another article may be based on data
from respondents who self-reported a particular race or colour.

Ethno-racial health data is also collected unevenly and in different ways by
different sources. One data compiler or researcher may combine health data for
“West and South Asians” while another separates it. This complexity is captured
by the Canadian Census categorization of mixed-race individuals. Individuals
who self-report White in combination with the “visible minority” categories of
South Asian, Black, Chinese, Filipino, Southeast Asian, Japanese, or Korean are
counted as “visible minorities” in the specified visible minority group reported.
Individuals that self-report White in combination with West Asian, Latin American
or Arab are counted as “not a visible minority”®.

2.2 South Asian Communities in Ontario

Because census data includes information for South Asian communities as a
whole, the group’s incredible diversity is obscured. This diversity is shaped by
distinct languages, geographies, histories, faiths, legacies of colonization,
economies and experiences of settlement and Canadian immigration and
refugee policy.

What do the numbers tell us? Based on the most recently available census data,
South Asians are identified as the largest and one of the fastest growing
racialized groups in Ontario (Statistics Canada, 2008a)’. In 2006, there were
794,200 South Asian people living in Ontario, making up 28.9% of all racialized
people in the province (Statistics Canada, 2008a). This population grew by 43%
between 2001 and 2006 (Statistics Canada, 2008a).

Diversity is reflected in data about the geographic spread and migration trends of
the communities. There are 684,100 South Asians in the census metropolitan
area of Toronto - more than half of all South Asians in Canada - representing
31.5% of the area’s racialized communities and 13.5% of its total population

% See detailed discussion at Statistics Canada (2)

" This finding reflects how data about race is treated by the Canadian Census where it is collected
under the visible minority population variable’s classifications of 13 groups, including the category
‘South Asian’ (see Statistics Canada (2)). More detailed data is collected in the Ethnic Origin
section (see Statistics Canada 2008d), where respondents are asked to specify beyond ‘South
Asian’ (i.e. Gujarati, Tamil, etc.). In contrast, separate Visible Minority classifications exist for
‘Chinese,’ ‘Japanese,’ ‘Korean,’ ‘Filipino’ and ‘Southeast Asian’, the latter including ‘Vietnamese’,
‘Cambodian’, ‘Malaysian’ and other categories (Statistics Canada (2)). The other visible minority
classifications are Black, Latin American, Arab, West Asian, ‘Visible Minority not included
elsewhere’, ‘Multiple Visible Minority’ and ‘not a Visible Minority’ (Statistics Canada (2)).
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(Statistics Canada, 2008b). More than one quarter of Toronto’s South Asian
communities were born in Canada (Statistics Canada, 2008b). Of the 72% of
South Asians who were born outside Canada, 22% arrived in Canada between
2001 and 2006, and 28% in the 1990s (Statistics Canada, 2008a). Significant
South Asian communities are also present in Ottawa-Gatineau, Hamilton,
Kitchener and Windsor (see Table 2.0 below).

Table 2.1: Population and Percentage Distribution of South Asians in Ontario, 2006,
by Census Metropolitan Area

Census Number of % of
Metropolitan Area South Asians Population

Canada 1,262,865 4.0
Ontario 794,170 6.6
Toronto 684,070 13.5
Ottawa-Gatineau 26,640 3.2
(Ontario side)
Hamilton 19,970 2.9
Kitchener 16,240 3.6
Windsor 10,270 3.2
London 6,415 1.4
Oshawa 6,195 1.9
Guelph 3,875 3.1
St. Catharine’s-Niagara 3,595 0.9

Source: Statistics Canada 2008c

Significant numbers of the South Asian communities are living in poverty across
the province and country. Research shows that in 2000, 23% of South Asians in
Canada had incomes below Statistics Canada’s low-income cut off, compared
with 16% of the total population (Statistics Canada, 2007). Within this group,
28% of South Asian children were living in families with incomes below the low
income cut-off, compared with 19% of all children in the country (Statistics
Canada, 2007). Additionally, 70% of South Asian senior women living alone and
50% of South Asian senior men living alone were living in poverty (Statistics
Canada, 2007). In Toronto that year, figures indicate that 53% of all
Bangladeshis; between 27 to 37% of Pakistani, Sri Lankan, Tamil and “other
South Asians;” and 15% of Indian, Punjabi, Sikh, “South Asian and South-east
Asian”, and “South Asian and European” groups were living under the low-
income cut off (Ornstein, 2006).

2.3 Overview of Literature

In addition to supporting this report, the literature review is a useful tool as an
initial consolidation of existing research in the area of South Asian health
disparities in Ontario. The attached bibliography further supplements this review.

Existing research offers evidence of unequal health outcomes for South Asians in

Ontario especially related to burden of illness (diabetes and cardiovascular
disease) and uneven access to care, especially for groups impacted by multiple

22



determinants of health such as women and LGBTQ South Asians. This evidence
is framed within the context of the growing health equity literature to suggest that
these inequalities are not caused by biology alone, but are symptoms of social
inequities related to the determinants of health.

Existing literature in the area includes a significant body of biomedical research
that is dominated by research focused on chronic diseases, especially diabetes
mellitus and cardiovascular disease. A growing body of epidemiological and
population health research seeks to calculate and analyse illness prevalence
rates and health service utilization rates, often through analysis of the Canadian
Community Health Survey and the Ontario Health Survey. Qualitative research
exists in social sciences-related disciplines, including analyses of accessibility
barriers and experiences or narratives related to overall health and the body.

To integrate an analysis of the intersectionality of the determinants of health, this
literature scan is interdisciplinary and incorporates disconnected and broad areas
of research. This approach poses challenges as relevant research is categorized
and organized in varying ways including by ethno-racial categorizations (e.g.
Asian, South Asian, Indian, Punjabi, Tamil speaking), by determinant of health
(e.g. income and diabetes; the racialization of poverty; access to health services
for members of trans communities) and by health condition or issue (e.g.
cardiovascular disease in South Asians; cervical cancer screening and Punjabi
speaking women in Hamilton, Ontario).

A more complete scan of the literature is recommended in order to better assess
differences in health outcomes between and within South Asian communities.

2.4 Health Equity Framework

This scan is organized by indicators from the growing health equity literature
including rates of iliness, access to care, self-reported health and negative
impacts of the intersecting social determinants of health.

In their 2003 article, “Defining Equity in Health,” Bravemen and Gruskin develop
an understanding of health equity and put forth a framework for its measurement
through a comparison of health for more and less socially advantaged groups.
Health disparities can be understood as health inequities when existing
knowledge indicates that their causes are strongly associated with unjust
social structures or the social determinants of health at some point
(Bravemen and Gruskin, 2003).

The authors of the Project for an Ontario Women’s Health Evidence-Based
Report (Bierman et al., 2009b) write that health inequalities that are caused by
social conditions are manifested through chronic conditions that can be
managed and prevented, such as diabetes, heart disease and asthma. As a
result these conditions are more prevalent among marginalized groups
(Bierman et al., 2009b). The authors write,
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[W]hen socioeconomically disadvantaged women and men experience barriers to
accessing care or receive health care of lower quality, they experience
suboptimal health outcomes. Access to quality health care can potentially
improve the health of population groups of lower socioeconomic status, whereas
poor access and quality of care can compound these inequalities. There is
evidence that access to effective primary care can contribute to reducing health
inequities (Bierman et al, 2009b, 9).

For this reason, the literature scan below presents existing evidence related to
disproportionate rates of iliness, self-reported health and access to care to build
a foundation for analyzing South Asian health inequities in Ontario.

2.5 Rates of lliness

Diabetes Mellitus (Diabetes)

Evidence shows that South Asians experience significantly higher
prevalence rates of diabetes than non-racialized Ontarians. Based on data
from the Ontario Health Survey, the Canadian Community Health Survey and the
Ontario Diabetes Database, B. R. Shah (2008) calculates a diabetes prevalence
rate for South Asian communities at 11.1% compared to 5.9% for non-racialized
Ontarians. Using different data sets, the Institute for Clinical and Evaluative
Sciences (Manuel and Schultz, 2003) calculates the prevalence rate for South
and West Asian communities in Ontario to be 14.1%, compared with 5.2% for
Canadian- or American-born, and 5.5% for European-born Ontarians (Manuel
and Schultz, 2003)8.

Table 2.2 Diabetes Prevalence Rates in Ontario by Ethnicity

Total Population

Ethnic Origin Diabetes Mellitus Prevalence Ratio
Prevalence Rate (%)

Canadian/U.S. 5.2 1.0
European 55 1.1

South or West Asian 14.1 2.7
Aboriginal, Black or Latin 8.9 1.7
American

Other 7.2 1.4

Source: Manuel and Schultz (2003)

Impacts of these disproportionate rates are felt at the provincial level. While
South and West Asian communities comprise only 3.9% of the non-diabetic
population in Ontario, they make up 12% of the population with diabetes (Manuel
and Schultz, 2003). Additionally, Metro Toronto and Peel Region are identified as
fith and ninth respectively in a list of counties with highest diabetes rates in

¥ Differences in prevalence rates may reflect different characterisations of ethnicity. For example,
while Manuel and Schultz (2003) aggregate South and West Asian communities and look
primarily at place of birth, Shah (2008) uses survey data for self-reported ethnicity.
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Ontario because of higher South Asian populations (Hux and Tang, 2003).
Manitoulin, Kenora, Sudbury and Rainy River are also identified among the top
counties because of the presence of First Nations communities, who also
experience disproportionately high prevalence rates (Hux and Tang, 2003).

Table 2.3 Distribution of Ethnicity among Ontarians with/without Diabetes Mellitus,

1996-1997
Total Population
Ethnic Origin % with % without
Diabetes Mellitus | Diabetes Mellitus

Canadian/U.S. 24.6 30.1
European 44 .4 52.2
Aboriginal/Black/Latin 3.8 2.6
American

South or West Asian 12.1 3.9

Other 15.1 11.2

Source: Manuel and Schultz (2003)

Additional research indicates that South Asian women are at increased risk of
developing gestational diabetes mellitus, which may increase risk for non-
gestational diabetes, when compared to non-racialized women, despite having
lower body mass index (BMI) (Retnakaran et al, 2005).

The role of socio-economic factors in diabetes prevention and management are
evident in research on Toronto. In Toronto, neighbourhoods with lower income
levels and higher racialized or immigrant residents have the highest rates of
diabetes (Glazier et al, 2007). Importantly, lower diabetes rates are found in
socio-economically disadvantaged neighbourhood in south-central
Toronto because of increased access to resources (Glazier et al., 2007).

Cardiovascular Disease

Extensive evidence shows an increased risk of cardiovascular or heart disease
for South Asians compared with other ethno-racial groups, including a three to
five times increase in the risk for myocardial infarction and cardiovascular death
(Gupta et al, 2006b; Bierman et al, 2009). The evidence in this area is so
conclusive that South Asian ethnicity has been identified as an independent
predictor of cardiovascular disease (Gupta et al, 2006b).

For example, an analysis of age-standardized coronary heart disease (CHD)
mortality in Canada over a 15-year period shows South Asians as having the
highest CHD mortality compared with other racialized and non-racialized groups
(Gupta et al, 2006b). South Asians are also prone to developing CHD at a
younger age, often before age forty for men and are significantly younger at the
time of first hospitalization for heart failure, despite having similar or lower rates
of traditional risk factors such as hypertension and tobacco use (Gupta et al,
2006b). South Asians undergoing coronary artery bypass graft surgery (CABG)
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also have significantly poorer outcomes and survival than others in Canada
(Gupta and Brister, 2006a).

The national Study of Health Assessment and Risk in Ethnic Groups (SHARE)
based at McMaster University aims to identify major risk factors among ethno-
racial groups for Canada’s two major chronic diseases, heart disease and
cancer’. The study finds evidence of a higher prevalence of subclinical
atherosclerosis for South Asians (Gupta et al, 2006b) and of the highest
prevalence of carotid atherosclerosis for South Asians among racialized groups,
although rates among non-racialized individuals are slightly higher (Anand et al,
2000).

The contributing factors of the increased risk for cardiovascular disease are
complex. As detailed further below, South Asians with acute myocardial infarction
(AMI, commonly known as heart attack) are more likely to present to hospital
much later and to have an anterior location of infarction (Gupta et al, 2006b).
Gupta and Brister (2006a) suggest that the increased risk for South Asians
cannot be explained by traditional risk factors alone, but needs additional
consideration of abdominal obesity and insulin resistance. For example, research
indicates that South Asians may have increased abdominal fat at similar levels of
body mass index (BMI), and that there is a need for South Asian-specific risk
indicators such as hip to waist ratio and waist measurements instead of BMI
(Gupta and Brister, 2006a).

Hypertension

The Ontario Survey on the Prevalence and Control of Hypertension results
shows that African-Canadians are 3.3 times and South Asians are 2.7 times
more likely than non-racialized people to have hypertension (Leenan et al,
2008). Higher rates of hypertension exist for South Asian men than women.

There are important health implications of this finding within the larger context of
South Asian health. Research indicates that individuals between 40 to 79 years
of age who have hypertension experience higher rates of myocardial infarction,
heart failure, stroke, kidney disease, and diabetes mellitus (Leenan et al, 2008).
A prevalence of hypertension is also higher among individuals with diabetes,
obesity, high cholesterol or any comorbidity (Leenan et al, 2008).

Low Birth Weight and Neo-natal Mortality

Some debate exists in the area of low-birth weight, an important indicator for
health outcomes. In Quebec, there exists a low birth weight prevalence of 9.2%
for South Asian born mothers and 8.2% for Caribbean born mothers, compared
with 4.5% for Canadian born women (Moore et al, 2009). Some researchers
contest the significance of these findings based on evidence that low birth weight

? See the SHARE website at http://www.ccc.mcmaster.ca/share.htm for more information.
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thresholds should vary by ethnicity, resulting in lower thresholds for South and
East Asian infants (Ray et al, 2009).

Regardless, in a finding that researchers identify as of “grave concern”, a recent
study of neonatal mortality of Canadian born infants finds a mortality rate for
South Asian infants is over three times the rate of non-racialized infants in
neonatal intensive care units (NICU) despite adjusting for factors such as
small-size for gestational age, outborn status and having a gestational age less
than or equal to 28 weeks (Claydon et al, 2007, 449)'. The study calculated a
mortality rate of 9.0% for Canadian-born South Asian infants compared with
2.8% for non-racialized infants and 5.8% for African-Canadian infants (Claydon
et al, 2007). Additionally, a larger proportion of South Asian infants were small for
gestational age or less than 29 weeks gestation at birth (Claydon et al, 2007).

Mental Health and Wellness

Less research exists about the mental health and wellness of South Asian
communities in Ontario. The research that is available points to a clear link
between mental health and migration and includes the literature on acculturation,
integration and refugee health.

For example, a third of the 1,110 Tamil Sri Lankans participating in a
research study in Toronto reported experiencing traumatic events
including witnessing combat, physical or sexual assault; the rates for
women were higher at 36.8% than 30.7% of men (Beiser et al, 2003). Among
these individuals, 36.2% qualified for a diagnosis of post-traumatic stress
disorder (PTSD) (Beiser et al, 2003). Overall, a PTSD rate of 12% was
determined for all participants, much higher than the 1% rate determined for the
general Canadian population, but comparable to rates among other refugee
communities (Beiser et al, 2003). The study found that only one in ten Tamil
Sri Lankan participants who qualified for a PTSD diagnosis had received
treatment of any kind (Beiser et al, 2003).

A study of South Asian women in Canada’s Atlantic Provinces identified the
acculturation process, intergenerational conflict, discrimination and depression in
employment and school as key sources of stress (Samuel, 2009). It is also found
that while mental health becomes an overarching concern to many South Asian
women following immigration, health providers and health care encounters are
not perceived as opportunities for support (Ahmad et al, 2004a).

A Calgary-based study of 210 South Asians aged 55 and older found that 21.4%
reported at least a mild level of depression, compared to an estimated

1 This study is based on research of 6528 infants admitted to nine NICUs across the country.
Ethnicity was determined by ‘ethnic race’ as identified on the medical record with the category of
‘South Asian’ including both East-Indian and Indo-Canadian (Claydon et al, 2007).
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prevalence rate of 10% among individuals aged 65 and older across Canada (Lai
and Surood, 2008).

The need for increased research in the area of mental health and well-being of
South Asian communities is highlighted by findings in other jurisdictions. A United
Kingdom-based study suggests that the rate of untreated depression among
South Asian women is twice as high as that of non-racialized women (Gurm et al,
2006). Additional research indicates that South Asian women aged 65 and older
are at a risk for suicide at double the overall rates in England and Wales
(McKenzie et al, 2008).

2.6 Uneven Access to Care

Existing research reveals that South Asian communities in Ontario and across
Canada experience uneven access to health care services, with greater access
to primary health than other types of health services.

Quantitative analysis of access issues includes analysis of service utilization
rates and self-reported service use. An analysis of the 2001 Canadian
Community Health Survey finds similar rates of access to general practitioners
for racialized and non-racialized communities, with South Asians reporting the
highest levels of access at 84%, compared to 78.4% for non-racialized
individuals (Quan et al, 2006). However, the same study found that South Asians
were less likely to have contact with specialist physicians, undergo screenings for
prostate, breast and cervical cancer, or be admitted to hospital (See Table below,
Quan et al, 2006). Similarly low levels of cervical cancer screening were found
for South Asian and Tamil-speaking women in another study (Gupta et al, 2002).

Table 2.4 Health Services Utilization by Ethnicity, in % of weighted numbers* of survey

respondents
Service White | Minority | Chinese | Japanese/ | S SE Arab/ | Black | Latin
Korean Asian | Asian/ | W American
Filipino | Asian
General 784 | 784 76.7 70.0 83.6 | 79.0 759 | 78.8 |73.7
practitioner
Specialist 547 | 48.3 474 46.3 47.0 | 455 526 | 534 |48.5
practitioner
Hospital 8.3 5.5 3.7 4.4 5.0 5.5 9.4 7.2 8.1
admission
PSA blood | 44.7 | 30.4 28.4 39.0 29.2 | 31.1 28.2 | 394 |18.2
test (men
aged 40 yr)
Mammogram | 65.7 | 53.8 49.9 68.7 48.4 | 51.2 58.9 |60.6 |60.4
(women
aged 35 yr)
Pap smear | 884 |70.3 65.1 73.6 66.7 | 67.3 67.0 | 826 |81.2
(women
aged 18 yr)
Note, PSA = prostate-specific antigen / *numbers of respondents weighted to obtain estimates

representative of ethnicity (according to Statistics Canada) of the Canadian population.
Source: adapted from Quan et al (2006)
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Despite comparable utilization rates of primary and specialist care for non-
racialized and racialized Ontarians with diabetes, significant differences exist in
rates of eye examinations, an important part of diabetes management (Shah et
al, 2008). A study of Ontario’s service and billing claims for the year 2002 found
that 54.7% of diabetic non-racialized Ontarians received eye examination
services, compared to 33.3% of diabetic South Asians (Shah et al, 2008).

Despite higher prevalence rates for heart disease, a Calgary Health Region
focused study showed that South Asians were 70% less likely than non-
racialized patients to report to hospital emergency departments within
three hours of the onset of symptoms of acute myocardial infarction (King
et al, 2009). The same study found that South Asian, Chinese and South-East
Asian patients were 64 to 69% less likely than non-racialized patients to have
classic symptom profiles and less likely to speak English. Interestingly, non-
racialized patients were significantly more likely to undergo angiography within
three hours of presentation to the emergency department (King et al, 2009).

An analysis of the Canadian Community Health Survey results found that non-
racialized or White Canadians were more likely to report use of mental
health services than South Asian, South-East Asian or Chinese immigrants
(Tiwari and Wang, 2008). Only 5.7% of South Asians and 2.5% of Chinese
immigrants reported use of mental health services, in contrast to 9.8% of non-
racialized Canadians and 8.4% of non-racialized immigrants (Tiwari and Wang,
2008). Among respondents reporting major depressive episodes, 37.5% of South
Asian immigrants and 26.1% of Chinese immigrants reported use of mental
health services, in contrast to 46.2% of non-racialized Canadians and 44.7% of
non-racialized immigrants (Tiwari and Wang, 2008).

Qualitative studies on the accessibility and quality of health care highlight the
critical importance of language interpretation and inclusive or anti-racist
approaches to service delivery and health promotion (Brotman, 2003; Johnson et
al, 2004). For example, community-based outreach materials in South Asian
languages were found to be very effective in improving knowledge, beliefs and
clinical breast examination (CBE) rates among South Asian women (Ahmad et al,
2005). Similarly, dietary education tools were found to be more effective when
provided in South Asian languages and when oriented towards appropriate diets
(Mian and Brauer, 2009).

A needs assessment of South Asians living with HIV/AIDS in Ontario identified
language issues and a fear of recognition as significant barriers to receiving
sexual health services (Myers et al, 2009). The assessment argues that these
barriers would be best addressed by an approach to outreach and service
delivery that integrates an understanding of the impacts of racism on sexuality as
well as internalized racism (Myers et al, 2009).
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The study on the mental health and well-being of the Sri Lankan Tamil
community in Toronto found barriers to accessing health care included language,
especially for women and seniors; logistics related to transportation and mobility;
personal beliefs that the condition would go away or embarrassment to seek
support; mistrust of health care system; a preference for and lack of Tamil
speaking physicians; fear of hospitalization and violation of confidentiality and
experiences of racism during encounters with the health care system (Beiser et
al, 2003). Another study indicated that despite access to health care providers,
South Asian women failed to identify health care providers as an opportunity to
seek help for mental health issues (Ahmad et al, 2004a).

South Asians who are recent immigrants and refugees or who are without status
face additional challenges in securing public health insurance, beginning with the
mandatory wait time for public health insurance for all new residents of Ontario
(Caulford and Vali, 2006). While the mandatory waiting period is three
months, physicians who work closely with immigrant and refugee
communities indicate that patients have waited an average of over two
years to secure public health insurance (Caulford and Vali, 2006). Additional
barriers are faced by individuals whose refugee claims are rejected and are in
the process of appeal who lose eligibility for public insurance (Caulford and Vali,
2006).

2.7 Self-Reported Health

Variations in self-perceived health have been recorded by income, gender,
immigrant status and racialization (Bierman et al, 2009a; Ministry of Health and
Long-Term Care, 2010; Veenstra, 2009). Data from the 2003 Canadian
Community Health Survey (CCHS) reveals that people who self-identified as
South Asian, Aboriginal, Aboriginal and White or Chinese are significantly
more likely to report fair or poor self-rated health than those identifying as
White (Veenstra, 2009). The POWER Study additionally shows that South Asian,
West Asian and Arab women were more likely than men to report fair or poor
health in the 2005 CCHS (Bierman et al, 2009b).

An analysis of the 2005 and 2007/08 CCHS shows that the Canadian-born
population was significantly more likely to report their health and mental health as
very good or excellent compared with the immigrant population in Ontario
(Ministry of Health and Long-Term Care, 2010). Other research indicates that
Canadian-born South Asians are more likely to report positive health and be free
of disability than their first-generation counterparts (Kobayashi et al, 2008).

2.8 Intersectionality

Additional qualitative and community-based research highlights the impact of
intersecting social determinants on health and wellbeing of South Asian
communities. Evidence shows that health inequities are experienced by various
marginalized groups including women, low-income individuals and families,
immigrants, social assistance recipients, Aboriginal communities and other
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marginalized groups (Bierman et al, 2009a; Toronto Public Health, 2008; Wilson
et al, 2009; Smylie and Adomako, 2009; Ministry of Health and Long-Term Care,
2010).

A recent study from York University offers evidence that the traditional
approaches to diabetes prevention and management — medication, diet and
exercise — will be ineffective without challenging the social determinants of
health, especially poverty and social marginalization (Raphael et al, 2010). A
data analysis revealed that even when traditional risk factors are taken into
account, low income significantly increases the risk of developing type 2
diabetes (Raphael et al, 2010). More information is needed to better understand
how poverty impacts on the experiences of South Asians in Ontario.

Racialization impacts on health in many complex ways: through limited access to
extended health services and insurance due to limited employment and
education; through segregation or concentrations of racialized communities in
urban residential areas with a lack of amenities or with a presence of
environmental toxins; and through the negative psychological and physiological
impacts in which everyday experiences of racism may result (Veenstra, 2009).
The health of racialized immigrant communities must be understood within
a larger discussion of integration and inclusion (Dyck, 2006).

Gender plays a key role in health but must be considered in the context of other
intersecting determinants of health. Evidence suggests that South Asian
women’s health is intrinsically tied to experiences of settlement and migration,
and negotiations of national and racialized identities continue to have an impact
on the health and health practices of second-generation South Asian Canadian
women (Dyck and Dossa, 2007; George, 2004). The impacts of intersecting
determinants of health are complex; for example, a study from British Columbia,
newly immigrated and second-generation Asian and South Asian-Canadian
women indicated that they would not feel comfortable requesting emergency
contraception from a service provider of the same ethnicity due to a fear of
disclosure and compromise of confidentiality (Shoveller et al, 2007). Additional
barriers included transportation issues, location of services, lack of information
and fear of community judgment. It has also been found that both South Asian
immigrant and Canadian European-descent women prefer women physicians for
gynecological exams and those involving exposure of “private body parts”, which
may result in lessened access to care or services given the under-representation
of women in medicine (Ahmad et al, 2002).

2.9 Limitations

In addition to challenges associated with ethno-racial health research discussed
above, other limitations must be noted. First, the gaps in existing research make
it difficult to identify South Asian prevalence rates for many health conditions.
There is little available research about sexual health, mental health and
substance use within the context of South Asian communities.
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Access to care research often involves quantitative analysis of utilization rates or
practitioner biIIings”. This research does not provide an assessment of the
quality or outcomes of care received.

The two surveys that provide the data that forms a basis of much health
research, the Canadian Community Health Survey and the Ontario Health
Survey, are conducted through in Person or telephone surveys, with some self-
completed questionnaire sections'?. Although some additional languages are
used, individuals who experience language barriers or low literacy in English are
less likely to be surveyed or to complete the questionnaire (Quan et al, 2006). It
should be noted that data from the surveys is reflective of self-reported health.

Disaggregated data is required for an increased understanding of the differential
health outcomes within and between South Asian communities and of the
impacts of various social determinants of health.

'See B. R. Shah (2008) for example.

12 See websites of Association of Public Health Epidemiologists of Ontario and Statistics Canada
(1) at <http://www.apheo.cal/index.php?pid=211> and <http://www.statcan.gc.ca/concepts/health--
sante/cchs-escc-info-eng.htm#sam> for more information.
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lll. LEARNINGS FROM COMMUNITY PROVIDERS

Roundtable consultations and key informant interviews were conducted in order
to capture and document community provider learnings to supplement evidence
found through the literature scan. This section highlights the dominant themes
from the consultations.

3.1 Meaningful and consistent research needed

There exists significant biomedical literature about South Asian communities and
chronic diseases, but more information is needed overall about South Asian
health. The lack of consistent and meaningful ethno-racial data collection plays a
key role.

Community agencies face multiple challenges related to the lack of
meaningful research, including the “funding trap.” Without a strong
evidence base, it is hard to secure funding. Without adequate funding, it is
hard to make a case for more research.

Qualitative community-based research is needed to supplement existing
biomedical data with nuanced understandings of the diversity of lived
experience. Little or no funding exists to support the documentation of the
community-level learnings that provide this critical insight.

We need to better understand health disparities within and between South
Asian communities. South Asian researchers and service providers must
be involved in data collection to ensure it results in meaningful and
effective data that is disaggregated by language, sex, sexual identity,
income and other factors.

More information is needed about the sexual and mental health of South
Asian communities in Ontario.

From what we e We need more research about South Asian health
heard on... disparities and promising practices for service delivery.

e The three month wait period for OHIP presents major

South Asians and challenges for South Asians who are new to Ontario.
Health in Ontario | « Language barriers pose challenges for access to and

quality of service delivery; more effective and consistent
interpretation services are needed.

e Transportation issues pose barriers to accessing health
services; more services are needed where South Asian
communities are established.

e |t matters how services are provided. Care must be
provided in an inclusive, safe, confidential and anti-
oppression-based space and approach.
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3.2 Accessibility barriers are complex and multi-layered

Accessibility is about more than getting community members to services;
it includes all dimensions of planning and providing effective, inclusive,
contextualized care that reaches the most disengaged individuals. Efforts to
improve accessibility must consider the intersecting social determinants of

health.

There is a critical need for language interpretation services.

While language interpretation is essential, it does address all issues
related to the provision of inclusion and equitable care; individual needs
must be assessed within context of the larger social determinants of
health. Service providers need training to ‘ask the right questions’.

For example, rather than providing Tamil-speaking individuals with
services in Tamil, it is important to identify if other issues are at play. In
this context, it may be possible that the individual may feel more
comfortable to disclose sensitive information to a non-Tamil speaking
service provider for fear of compromised confidentiality.

More outreach is needed to raise awareness of existing services. For
example, many community members are not aware that some foundations
provide transportation to medical appointments and that some mental
health caseworkers provide assessments and referrals at home.
Promoting accessibility may involve expanding participation at all levels of
the organization; if services are not being accessed, internal structures
like governance, staffing and organizational culture need review.

Racism compromises the quality and effectiveness of care. It was shared
that some health providers do not screen South Asian women for sexually
transmitted infections because it is assumed that they are not at risk.

We need to develop promising practices for addressing the impacts of
stigma on access to care and service delivery.

From what we e We need better research and promising practices for
heard on... program planning and service delivery.

e We need more appropriate and effective funding for this
Health Care work, including support for advocacy.
Governance e We need to identify and promote opportunities for

increasing the capacity of South Asians to participate in
health-related decision-making.

e Develop inventory of health services to improve service
coordination.

e Create more mentorship opportunities and information
sharing mechanisms to increase the number of South
Asians involved in health-care governance
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3.3 Community engagement is health promotion

A community engagement model is most effective for health promotion. Health
services are most effective when integrated into a community-based approach.

Mental and sexual health promotion is effective when both are integrated
into existing community initiatives as well as through focused initiatives.
This approach may help address issues related to stigma and engage
individuals with competing priorities related to settlement, the law,
employment, education and other areas.

Long-term trust building is necessary to engage disengaged
individuals or communities. An example was shared of a therapist who
worked with local community workers to support a women’s group on an
ongoing basis. Over time, community members perceived the therapist as
part of the neighbourhood, and community workers were able to make
successful referrals for mental health support. In contrast, drop-in crisis
counselors with no relationship with the community were unsuccessful.

An integrated approach enables service providers to better identify and
document the impacts of intersecting determinants of health and
relationships between different areas of health, such as chronic diseases,
sexual health and mental health.

Partnerships between community-based agencies and large health
institutions can be effective, but need safeguards in place to ensure they
are equitable.

From what we e We need more dialogue about the relationship of sexual
heard on... health to overall health.

e LGBTQ South Asians face multiple layers of

Sexual Health marginalization that impact on health.

e We need more safe spaces for South Asian
communities, especially women, to talk about sexuality.

¢ Dialogue about sex should go beyond the act itself to
include, for example, discussion on overall health and
the impact of racism on our bodies and minds.

e Racism plays an important role in shaping the sexual and
mental health of people of colour in Canada.

e Both separate and mainstream services are needed to
promote access and safety in different contexts.

e Anonymous spaces like phone lines promote access.

3.4 Anti-oppression not cultural competence

An analysis of the power relationships behind inequities is essential for
addressing health disparities and promoting health equity. Rather than cultural
competence, community agencies identified the importance of centering the
individual’'s needs within a larger socio-political context that can be understood
through the social determinants of health.
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Creative intake and assessment tools are needed to help providers to ask
the right questions for a contextual assessment.

It should not be assumed that South Asian individuals are part of, defined
by or supported by a community. Each individual’s experience is different
and communities are not fixed or neatly defined.

Mainstream services continue to be unreflective of racialized communities;
there continues to be a need for separate services.

As health equity is mainstreamed, we should not lose an analysis of power
relationships and oppression.

3.5 Responsive and effective funding needed

The funding landscape presents opportunities and challenges for addressing
health inequities.

Community partners are positive about current funding for community-
based diabetes prevention and management. To maximize the potential of
this funding, increased dialogue is needed among the funders, community
partners and government to share knowledge about promising practices.
As noted above, the “funding trap” poses serious challenges to do
effective and meaningful work related to health.

Effective community-based approaches to health promotion require a
different kind of funding investment than service delivery. Dialogue is
needed among community partners, funders and government to explore
and identify effective sustainability strategies.

Core and operational funding is needed for advocacy and coordination
work to enhance front-line service delivery and effect systems-level
change, like improved data collection and management.

Limited availability of resources creates a competitive funding landscape
where equity-oriented groups are pitted against one another, resulting in
division and competition.

From what we e Different South Asian communities and individuals face
heard on... different needs and challenges; we need to locate those

needs and challenges within an analysis of the

Chronic Disease determinants of health.

e Peer-training approaches are effective in building
community-capacity and promoting health.

e We need creative healthy active living programs that
make sense in the context of different South Asian
communities and that reach out to people who are not
engaged in mainstream recreational programs.

e Engage the whole family in this process.

e We need better outreach to increase awareness of
existing programs and services and the severity of
chronic diseases that affect South Asians.
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3.6 Open dialogue and knowledge exchange

Dialogue is needed among all stakeholders — community members, community
organizations, researchers, decision-makers and funders — to ensure that health
promotion work is inclusive, effective and equitable.

e Funder and government partners must be involved in this process to
ensure that systems-level change is informed by community-level
learnings.

e Decision-makers need access to community-level learnings in order to
make informed policy and program decisions.

e We need to document community practices and learnings in order to be
more effective in promoting health equity for South Asian communities.

¢ Increased dialogue and information sharing will help stakeholders arrive at
realistic and shared expectations.

From what we e Confidential and effective language interpretation is

heard on... critical in mental health service delivery — children must
not be used as interpreters.

Mental Health e The mental health system is hard to navigate, especially

for those facing multiple barriers.

e Communities need more information about legal issues
related to mental health in Ontario.

e A nuanced understanding of the differential impact of the
social determinants of health on communities should
inform the mental health system.

e This nuanced understanding should inform service
delivery through new assessment tools and training to
‘ask the right questions’.

e Where appropriate, involve family, community, faith and
alternative therapies in mental health promotion.

e Issues that impact on the mental health and wellbeing of
South Asian communities include poverty, migration and
settlement, recognition of credentials, intergenerational
conflict, family violence, war and trauma.

e More support is needed for refugee communities.

3.7 A coordinated systems-level response needed

A coordinated response is needed among all levels of government and other
stakeholders to ensure initiatives are effective and target the roots of inequities.

e A coordinated commitment to addressing inequity is needed from all
levels and areas of government; social inequities cannot be
addressed through one social policy area alone.

e An equity analysis must be integrated to all areas of policy, planning and
program delivery.
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Requirements are needed at the LHINs level to ensure equitable
allocation of resources and accountability of health providers to diverse
communities.

South Asian voices must be represented across the health system.
Service coordination is needed to identify gaps and duplication.
Stakeholders are not aware of promising practices and existing services
across the province.

3.8 This is the right moment for action

Health equity is increasingly a priority for all stakeholders and there are new
opportunities for community involvement and engagement.

The release of the Government of Ontario’s Poverty Reduction Strategy
presents opportunities to integrate an equity analysis in all provincial
programs and policies.

Service providers are positive about health equity initiatives from the Local
Health Integration Networks (LHINs), notably the Toronto Central LHIN
and the Central LHIN, but are unsure about how the LHINS’ engagement
mandates will be implemented.

The priorities of the Ministry of Health and Long-Term Care (MOHLTC)
include a commitment to chronic disease management and prevention,
and mental health promotion, both of which are relevant for South Asian
communities.

Community-based initiative like the Colour of Poverty campaign and the
Health Equity Council are building momentum and opportunities for
community-level actors to influence the agenda.

CASSA is strong and includes diverse member agencies committed to
and active on health equity issues. CASSA’s work on health equity has
given South Asian serving agencies an opportunity to reflect on the
successes and challenges of the past decade and identify priorities.
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IV. SUMMARY AND RECOMMENDATIONS

Existing literature and stakeholder consultations provide evidence that South
Asians experience health inequities in Ontario. This evidence includes
significantly higher prevalence rates of manageable and preventable chronic
conditions, including diabetes and heart disease, as well as evidence of
disproportionately poorer health outcomes overall when compared to non-
racialized Ontarians and other groups.

While existing research shows that health inequities of South Asian communities
in Ontario are complex and multi-layered (see Appendix 2), more research is
needed to offer a nuanced understanding of their range and scope, as well as
differential outcomes within and between different South Asian communities. The
lack of adequate and consistent research poses challenges for all stakeholders.
A key factor in this area is the need for consistent and meaningful data collection
and analysis related to various social determinants of health, especially race and
ethnicity, to enable analysis of intersecting determinants of health.

There is additional evidence that barriers to accessing care further compound the
impacts of these health inequities on South Asian communities in Ontario. As
noted above, in the case of cardiovascular disease, South Asians face a three to
five times increased risk when compared with other ethno-racial groups, yet
present much later to emergency rooms with symptoms of acute myocardial
infarction. In addition, non-racialized patients are more likely to undergo
angiography within the first three hours of arrival to the emergency room than are
racialized groups.

Stakeholder consultations reveal that access barriers are complex and multi-
layered and perhaps most effectively addressed from a community-based
approach that promotes a nuanced understanding of the issues, and the
integration of an analysis of the roots of social inequity at all levels of policy,
planning and program delivery by all stakeholders to address health disparities
affecting South Asians.

Based on this analysis, the following recommendations are put forth:

4.1 Build a body of meaningful research about South Asian
health and health inequities

Recommendation Potential Lead

Collect meaningful ethno-racial data by key data | Health Care Providers
compilers and researchers such as the Ontario Health | and LHIN

Survey, Canadian Community Health Survey and | Advocacy by CASSA
Statistics Canada

Develop guidelines for the collection and analysis of Organizations and
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data about South Asian communities

Networks with the
Health Equity focus

Maintain a list of researchers doing work related to
South Asian communities in Ontario and convene the
academics as necessary to share their findings with
the other stakeholders, such as an annual research
symposium on South Asian Health

CASSA, Universities,
Organizations involved
in CBR

Document community based learning and promising
practices as it relates to data gathering and CBR

Networks focussed on
Health Equity, CASSA,
Organizations doing
CBR with a focus on
Social Determinants of
Health

Identify and prioritize areas where research is needed.
For eg: the areas of neonatal mortality for South Asian
infants born in Canada; relationship between chronic
diseases, sexual and mental health; impacts of
settlement and migration on overall health

CASSA, LHINs, Health
Service Providers and
member agencies

4.2 Develop a targeted South Asian health promotion strategy
grounded in cross-sectoral community action

Recommendation

Potential Lead

Make investments in long-term community-based
health promotion initiatives that are grounded in an
equity-oriented analysis

Funders (particularly
those from MOHLC and
MHP)

Conduct a public education campaign to increase
awareness in South Asian communities about healthy
lifestyles, sexual health, mental health as well as about
risks and symptoms of heart disease, especially acute
myocardial infarction, and diabetes prevention and
management

CASSA with its media
partners and member
agencies

Develop an integrated community-based approach to
sexual and mental health promotion

member agencies and
system level institutions
such as the LHINs

Develop information for health providers on South
Asian risk factors and assessment tools (i.e. waist-hip
ratio measurements, not BMI)

Health Care Providers
and Academics

Work with community level partners to increase access
to healthy living and recreation for low-income and
“high-risk” communities by designing programs that

are inclusive of ethno-racial communities and
completing audits to identify organizational/institutional
barriers that prevent access for marginalized
communities

All three levels of
governments and
Health Service
Providers
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4.3

Increase knowledge exchange and transfer between key

stakeholders — community organizations, health providers,
researchers, funders, health planners, decision-makers

Recommendations

Potential Lead

Coordinate a quarterly roundtable on specific health
topics for information sharing between key
stakeholders, including decision-makers, community
partners, health providers and researchers

CASSA

Maintain this report’s bibliography of research and
resources related to South Asian health

CASSA

Compile list of existing health-related programs and
services for South Asian communities in Ontario and
share it with other stakeholders through print and
online channels

CASSA

Use existing initiatives like the Equity Toolkit web-
portal initiative and create new online initiatives as
necessary to promote knowledge transfer and
exchange

CASSA, already
existing initiatives such
as the one developed
by Scadding Court
Community Centre

4.4 Promote an inclusive approach to care - service delivery
that is person-centred but informed by an analysis of the social

determinants of health

Recommendation

Potential Lead

Increase support provided by effective language
interpretation services and improve the amount/extent
of availabilities of translated materials

Health Care
Interpretation Network,
Translation and
Interpretation Services,

Ensure that existing standards of care are observed
and that members of South Asian communities know
their rights (through awareness and public education
projects)

CASSA, partner media
and member agencies

Identify or develop an ‘Ask the Right Questions’ tool
that integrates an analysis of the social determinants
of health including issues related to migration,
settlement, sexuality, poverty, food security,
employment conditions and other factors

CASSA and Health
Service Providers

Maintain and inventory of promising practices for
providing effective and respectful care to diverse South
Asian communities

CASSA

Identify promising practices for the inclusion of
families, faith communities and spirituality, and
alternative health practices in health care and
promotion

Health Equity related
networks and coalitions
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4.5
governance and planning

Integrate an equity approach to overall health systems

Recommendation

Potential Lead

End the three-month waiting period for OHIP coverage

MOHLTC

Integrate equity-oriented planning tools, such as an
equity lens or Health Equity Impact Assessment in
health planning and decision-making at all levels of
government and governance; ensure that these tools
integrate an anti-oppression approach to equity.

MOHLTC/LHINs/Health
providers/Public Health

Ensure that community-level knowledge informs health
planning, policy and program delivery.

MOHLTC/LHINs/Health
providers/Public Health

Advocate for a facilitated recognition of international
credentials to address inequities within the health
sector.

CASSA

Include South Asian communities and organizations in
community engagement initiatives at the LHIN level.

CASSA and LHINs

Initiate mentorship and training program for South
Asian individuals to be trained in general board
governance and in health care governance and
planning

CASSA and other
organizations involved
in leadership
development

Compile and share information related to opportunities
available for community members to be involved in
Health Care Governance (board positions, public
appointments etc)

CASSA and other
organizations and
projects related to
public appointments
(such as Maytree
Foundation)
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Appendix 2 — Overview of South Asian Health Disparities

in Ontario

Table 1.0 Overview of impacts of health disparities on South Asian

communities in Ontario

Example

| Evidence

Burden of lliness

Higher prevalence rates of diabetes mellitus

Anand et al, 2002
Manuel and Schultz, 2003

Higher prevalence rates of cardiovascular
disease

Shah et al, 2008
Gupta et al., 2006b
Moore et al., 2009

Higher prevalence rates of hypertension

Leenan et al, 2008

Higher rates of infant mortality in neo-natal
intensive care units

Claydon et al, 2007

Some evidence suggests higher rates of
depression among older South Asian adults,
with more research from the UK

Lai and Surood, 2008
Gurm, 2006
McKenzie et al, 2008

South Asians are more likely than non-
racialized Canadians to report fair/poor self-
rated health.

South Asian women are more likely than men
to report fair or poor health.

Veenstra, 2009
Bierman et al, 2009b

Access to Care

Lower rates of cancer screening

Quan et al, 2006

Lowered utilization rates for mental health
services

Tiwari and Wang, 2008

Delayed presentation to emergency
departments during acute myocardial
infarction

Moore et al, 2009
Shah et al, 2008

Experiences of racism, sexism, homophobia,
transphobia when accessing health care
services

Johnson et al, 2004
Community provider
consultations

Gaps and challenges in providing health
services in an appropriate, effective and
respectful manner

Community provider
consultations

Additional challenges in providing and
accessing services related to mental and
sexual health

Community provider
consultations

Myers et al, 2001

Alliance for South Asian AIDS
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Prevention, 1999

Lack of access to health services for Caulford and Valli, 2006
uninsured individuals
Lack of access to transportation Community provider

consultations

Lack of language interpretation available in Community provider
health service provision and use of clear, consultations
plain language

Lack of access to extended health services Veenstra, 2009
and insurance because of employment and
education barriers

Living in neighbourhood with lack of access | Community provider
to health and community services consultations

Challenges experience by women seeking Ahmad et al., 2002
women physicians, who are under
represented in the field

Lack of access to information about available | Community consultations
health services

Intersectionality and determinants of health - Racialization, Gender, Sexuality,
Migration and Health

Impacts of overlapping and intersection Alliance for South Asian AIDS
marginalities or oppressions for South Asians | Prevention

with disabilities or LGBTQ South Asians, Myers et al., 2001

women, transpeople, people living with Community provider
HIV/AIDS, mental health, the elderly, etc. consultations

Also oppression on the basis of caste, colour,

faith, class.
Impacts of conflict, displacement and the Beiser et al., 2003
asylum seeking process on refugee Caulford and Valli, 2006

communities

Challenges for women and LGBTQ South Banneriji, 2000
Asians to speak out about violence or sexual
oppression for fear of further stigmatizing or
racializing South Asian communities

Impact of racism on mental health McKenzie, 2006
Impact of migration and settlement process Dyck, 2006
on health and wellness Community provider

consultations

Recognition of credentials of internationally Community provider
trained or educated individuals and access to | consultations
gainful employment

Impacts of internalized racism or Community provider
homophobia on overall health, especially consultations
sexual health and mental health
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Impacts of negotiating identity and
community values on overall health,
especially for youth and parents

George, 2004
Community provider
consultations

Negative and avoidable impacts of health
inequities on marginalized communities in
Ontario related to the social determinants of
health, including racialization,
immigration/refugee status, socio-economic
status, sexual identity, gender and disability.

Impacts of the growing racialization of
poverty and of poverty on overall health.

Toronto Public Health, 2008
Caulford and Valli, 2006
Wilson et al., 2009

Raphael et al., 2010

Increased exposure to workplace hazards
due to barriers to employment and education

Community provider
consultations

Increased exposure to environmental toxins
or hazards by living in marginalized housing,
neighbourhoods or communities

Veenstra, 2009

Health Systems Governance

Under representation of South Asians in
healthcare governance at all levels, for
example within health institutions, advisory
committees, as decision-makers

Community provider
consultations

Inequitable partnerships between
mainstream health institutions and South
Asian service providers or service providers
working with South Asians

Community provider
consultations

Lack of consistent data collection and
meaningful ethno-racial indicators/categories
and consequent challenges for health equity
policy making

Community provider
consultations

Lack of core funding poses challenges for
South Asian serving organizations to remain
viable

Community provider
consultations
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