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How to Use This Document
This report is targeted towards those working in local public health practice in Ontario including Medical
Officers of Health, Public Health Nurses, Public Health Inspectors, Health Promoters, Managers,
Epidemiologists and Researchers. It is intended to help with the understanding of priority populations as
outlined in the Ontario Public Health Standards (OPHS), in response to an expressed need by Ontario’s
PHUs to provide guidance in identifying priority populations.
Section 1 provides background information on the priority populations mandate as written in the OPHS,
and on the framework of this project. It can be used to orient readers to the priority populations
mandate.
Section 2 provides the results of data collected from three sources:


Section 2.1 reports on a systematic scoping review and summarizes literature using the term
“priority population”. This is of particular interest to those wanting more information on the
international, national and local use of the priority populations terminology



Section 2.2 reports on key informant interviews including Ontario policy-makers and
practitioners. This is of particular interest to those wanting to understand the origins and
current interpretation of the priority populations terminology.



Section 2.3 reports on a role-based survey of Medical Officers of Health, Social Determinants of
Health Public Health Nurses, and PHU Epidemiologists. This would be of particular interest to
those wanting to better understand current practice in this area.

Section 3 summarizes our findings according to the main study questions:
1) What are priority populations?
2) Why do we identify priority populations?
3) How do we identify populations?
This section also discusses the issues and controversies arising, and may inform those who are wishing
to gauge their local practices against the balance of opinion based on our findings. Public health
practitioners are encouraged to use this information in their strategic planning to guide their
surveillance, program planning, implementation and evaluation.
Section 4 lists potential next steps, including unresolved issues, data challenges and areas for capacitybuilding.
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Executive Summary
Background
According to the Ontario Public Health Standards (OPHS), “the board of health shall use population
health, determinants of health and health inequities information to assess the needs of the local
population, including the identification of populations at risk, to determine those groups that would
benefit most from public health programs and services (i.e., priority populations).”3(p.24)
The Priority Populations Project is a response to the need expressed by Ontario’s public health units
(PHUs) for guidance in identifying priority populations to meet this mandate of the OPHS. Health units
cited difficulty in terms of; understanding the term priority populations, navigating multiple
interpretations of the term, the lack of a clear process for identifying priority populations, and
uncertainly regarding resource implications.
This report summarizes the data collected examining three questions:
1) What are priority populations?
2) Why do we identify priority populations?
3) How do we identify populations?

Methods
To answer these questions, data was collected using the following methods:
1) A systematic scoping review of the peer-reviewed and grey literature, to examine the current
use of the term “priority population(s)”.
2) Key informant interviews, to explore the genesis of the term as written in the OPHS and to
understand its current interpretation and application by practitioners.
3) A role-based survey, to develop a comprehensive picture of how PHUs in Ontario are currently
undertaking the process of identifying priority populations in their health units.
Multiple sources were consulted during the data collection phase of the project, including the literature,
policy-makers and field practitioners. An integrated knowledge translation approach was used, wherein
the joint Association of Local Public Health Agencies – Ontario Public Health Association (alPHa-OPHA)
Health Equity Working Group, which consists of Medical Officers of Health, Social Determinants of
Health Public Health Nurses, Health Promoters, Managers, and Epidemiologists, was engaged at project
scoping, and during data collection, interpretation and report review.
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Findings
What are priority populations?
We found that there is no single common understanding or definition in the literature for the term
“priority populations”. Various groups, primarily within the U.S., Canada and Australia have developed
different definitions of priority populations. We grouped these into three categories: general, diseasespecific, and predefined.
General definitions make broad statements regarding the characteristics of priority populations, without
referring to any specific criteria. Disease-specific definitions refer in part to diagnostic criteria as a basis
for characterizing priority populations. Predefined definitions list those populations to be considered
“priority” based on specific criteria. Characteristics used to describe priority populations include sociodemographic factors, medical factors, behavioral factors, geographical factors, burden of disease, and
access to health and social services.
Among public health practitioners in Ontario, individual understanding of the term priority populations
was found to be generally rooted in a determinants of health (DOH), burden of disease, or effectiveness
of interventions approach. Of note, each approach can be directly related to a section in the OPHS that
discusses priority populations.
Within Ontario, there was general consensus that DOH were linked to priority populations, and were an
important consideration when identifying priority populations. However, the actual relationship of
priority populations to health equity and the DOH remained unclear to practitioners, and there was no
agreement on the interpretation and application of the term “priority populations”.
Across all three parts of this project it became clear that understanding and practice, as it relates to
priority populations, was informed by individuals’ fundamental views and values. Importantly, we
identified a theoretical divide between two approaches to public health action: health equity and
burden of disease. In addition, the significant discrepancies in role-based responses necessitate
consideration for how priority populations are understood within a PHU, and how action is taken to
operationalize this mandate.
The first approach considers health equity with respect to the DOH as the primary component of
determining priority populations. The second considers burden of disease as the starting point for the
determination of priority populations.
Most respondents acknowledged the integrated nature of these perspectives in determining priority
populations. Still, participants tended to lean towards either the health equity or burden of disease
approach in their understanding of priority populations.
Why do we identify priority populations?
We found significant variability in perspectives on the purpose of the priority populations mandate. Key
informants who were policy-makers discussed how the priority populations mandate is meant to
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strategically balance targeted and universal population health perspectives, which may be consistent
with Dr. Michael Marmot’s concept of proportionate universalism.1,2
However, the predominant interpretation of the mandate tended to lean toward a highly-targeted
approach (targeted universalism) in which a sub-group (i.e., the priority population) was chosen to be a
focus for resource allocation, either based on the health equity or disease burden approach. With this
targeted approach as an interpretation of the OPHS mandate, burden of disease was often seen to be
perceived by others as a more “legitimate” justification for allocation of funds within public health, as
compared with the allocation of resources from a DOH perspective on upstream primordial or preburden of disease.
The priority population mandate appears to have come from a program planning perspective, which
recognized the importance of addressing health inequities and the DOH. It does not appear to have
been the intention of the priority populations mandate in the OPHS to represent the totality of health
equity work in PHUs. However, many respondents indicated that operationalizing the priority
populations mandate at the local level frequently engaged significant health equity concerns. In some
cases, this required that any identified priority population needed to be experiencing health inequities.
How do we identify priority populations?
Without a consistent understanding of the term or the purpose, it is not surprising that we did not find
consistent processes for identifying priority populations. It is generally understood that identifying
priority populations requires use of surveillance, epidemiology and research information. Furthermore,
to identify priority populations the OPHS outlines some considerations, such as increased burden of
illness, increased risk for adverse outcomes, barriers in accessing public health services, or benefit from
public health action. What remains unclear is how these criteria should incorporate a DOH lens in order
to label a population as a priority.
Lack of available data specific to sub-populations and small population sample sizes are the most
common challenges to identifying priority populations. While it is not clear that a structured process or
tool would be helpful to PHUs, many participants expressed the need for additional support in terms of
identifying priority populations.

Key Considerations Moving Forward
Additional work can be done to develop a common understanding of the priority populations mandate.
That includes:


Providing guidance on how to operationalize the mandate.



Initiating an evaluation and/or accountability framework to support public health units in
pursuing this work.
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Initiating steps to increase the dialogue amongst PHUs around their individual understandings of
their own and each other’s priority populations.



Considering educational programs to help practitioners decide how to identify and support their
priority populations.

While methods and tools to in identify priority populations may be helpful, many respondents spoke of
the need to focus the work on interventions, and on further research to address the needs of the
identified groups.
A guidance document could provide a priority populations perspective to public health programs. Such
a document would achieve several goals: establish a common understanding of priority populations, or
allow for the burden of disease and health inequity views to work iteratively; outline processes for
identifying priority populations; and support the appropriate modification of public health programs and
services, by acting as a tool in applying the priority populations perspective across programs. This would
be instrumental in operationalizing the OPHS mandate of meeting the needs of priority populations
across all public health units in Ontario.
Lastly, further clarification of the priority populations mandate could occur through the development of
related outcomes, targets, goals and accountabilities.
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1.0 Introduction
Public health units (PHUs) in Ontario are mandated to assess the needs of the local population.
According to the Ontario Public Health Standards (OPHS) released in 2008,3 this mandate includes
identifying priority populations to determine groups that would benefit most from public health
programs and services. The Priority Populations Project responds to an expressed need by Ontario’s
PHUs to provide guidance in identifying priority populations, in order to meet this mandate of the OPHS.
This report represents a summary of findings examining three questions:
1) What are priority populations?
2) Why do we identify priority populations?
3) How do we identify populations?

1.1 Background and Context
1.1.1 The Ontario Public Health Standards
In 2008, the OPHS were released as an update to the 1997 Mandatory Health Programs and Services
Guidelines (MHPSG). The OPHS consists of seven sections, including five Program areas, 13 Program
Standards and one Foundational Standard.
The introduction section of the OPHS describes the legislative and statutory basis for the Standards, as
well as other core elements of the OPHS.
The Foundations section describes the four principles of the OPHS, namely, need, impact, capacity and
partnership. This section includes the Foundational Standard, which speaks to population health
assessment, surveillance, research and knowledge exchange, and program evaluation. The Program
Standards follow, covering the areas of chronic disease and injury prevention, family health, infectious
disease, environmental health and emergency preparedness.
All of these Standards include requirements in the areas of assessment and surveillance, health
promotion and policy development, disease prevention and health protections, as appropriate.
The OPHS are supported by 27 protocols,4 which are legally-binding documents that provide direction
on how boards of health must operationalize specific requirements identified within the OPHS. In
contrast, guidance documents5 are not legally binding unless the protocol states “in accordance with”
and names a specific guidance document. There are a couple of instances of this in the OPHS, for
example, the Small Drinking Water Systems Protocol. Guidance documents are intended as a resource to
assist professional staff employed by local boards of health as they plan and execute their public health
responsibilities, as mandated by the OPHS.
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The priority populations mandate was introduced into the OPHS by writing committees who
represented different experiences, values and perspectives (BH, personal communication 2014). The
OPHS include 38 references to priority populations in the main document, and eight unique references
to priority populations in the Protocols. Specifically, the Nutritious Food Basket Protocol (one reference),
the Population Health Assessment and Surveillance Protocol (three references) and the Sexual Health
and Sexually Transmitted Infections Prevention and Control Protocol (four references).
For the purposes of this paper we have called this combination of statements the "priority populations
mandate" of the OPHS. Justifying the use of the term “mandate” is that the OPHS outlines minimum
requirements for fundamental public health programs and services which are legally binding under the
Health Promotion and Protection Act (HPPA), and boards of health are required and responsible for
providing these requirements. As outlined below, references to priority populations are made in several
sections of the document, with varying degrees of specificity.

1.1.1.1 Introduction and Principles
The introduction to the Standards1 states that, “a key component of the requirements outlined in the
Ontario Public Health Standards is to identify and work with local priority populations…that are at risk
and for whom public health interventions may be reasonably considered to have a substantial impact at
the population level."3(p.4) Nearby text identifies that, "addressing determinants of health and reducing
health inequities are fundamental to the work of public health in Ontario."3(p.4)
In describing the principle of need, the Standards state that, “need is established by assessing the
distribution of determinants of health, health status, and incidence of disease and injury."3(p.19) While
not explicitly stating that priority populations are those who experience health inequities, the Standards
link these ideas as follows: "It is evident that population health outcomes are often influenced
disproportionately by sub-populations who experience inequities in health status and comparatively less
control over factors and conditions that promote, protect, or sustain their health. By tailoring programs
and services to meet the needs of priority populations, boards of health contribute to the improvement
of overall population health outcomes."3(p.19)
In describing the principle of impact, priority populations are not mentioned, however, a directive states
that, “public health interventions shall acknowledge and aim to reduce existing health inequities…. while
at the same time maximizing health gain for the whole populations.”3(p.21)

1.1.1.2 Foundational Standard
The Foundational Standard requires boards of health to, "use population health, determinants of health
and health inequities information to assess the needs of the local population, including the identification

1

Although social determinants of health (SDOH) is used interchangeably in the literature with
determinants of health (DOH), the latter term is used in the OPHS and will be used for consistency in this
document.
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of populations at risk, to determine those groups that would benefit most from public health programs
and services (i.e., priority populations)."3(p.24) It also states that, "the board of health shall tailor public
health programs and services to meet local population health needs, including those of priority
populations to the extent possible based on available resources."3(p.24)
The determinants of health (DOH) addresses the identification of priority populations by instructing
that, "priority populations are identified by surveillance, epidemiological, or other research studies and
are those populations that are at risk and for which public health interventions may be reasonably
considered to have a substantial impact at the population level."3(p.4)

1.1.1.3 Population Health Assessment and Surveillance Protocol
The Population Health Assessment and Surveillance (PHAS) Protocol states that, "the board of health
shall identify priority populations to address the determinants of health, by considering those with
health inequities including: increased burden of illness; or increased risk for adverse health outcome(s);
and/or those who may experience barriers in accessing public health or other health services or who
would benefit from public health action. The board of health shall use the following to identify priority
populations: 1) socio-demographic and geographic considerations of the health unit; 2) interpretation of
existing and acquired data and information; 3) program evaluation data and information.”6(p.8)

1.1.1.4 Program Standards
The majority of Program Standards state that, "the board of health shall conduct epidemiological
analysis of surveillance data, including monitoring of trends over time, emerging trends, and priority
populations in accordance with the PHAS Protocol."3(p.44)

1.1.2 The Ontario Public Health Organizational Standards
The Ontario Public Health Organizational Standards was released in 2012.7 The Organizational Standards
are complementary to the OPHS and guide boards of health in assessment, planning, delivery,
management, and evaluation of public health programs and services. Similar to the OPHS, which outline
the expectations for providing public health programs and services, the Organizational Standards outline
the expectations for the effective governance of boards of health and effective management of PHUs.
Section 3.3 of the Organizational Standards states that, “the board of health shall have a strategic plan
and shall ensure that it … describes how equity issues will be addressed in the delivery and outcomes of
programs and services … [and] how the outcomes of the Foundational Standard in the 2008 OPHS (or as
current), will be achieved.”7 (p.14) In this way the Organizational Standards form a key link to the
Foundational Standard requirement to identify priority populations and tailor public health programs
and services to meet local population health needs.

1.1.3 Implementation Concerns
The predecessor to the OPHS, the Mandatory Health Program and Service Guidelines (MHPSG) (1997),
had language implying the identification of priority populations; however, the term itself was not used.
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Thus, the priority populations mandate was generally perceived to be new to PHUs in 2008, with the
interpretation and implementation of the requirements being, in essence, field tested as a natural
experiment by the PHUs in Ontario.
Although there is no formal research or evaluation effort currently investigating the implementation of
the priority populations mandate, in the years following its release, this mandate has received
considerable attention at all levels of public health practice. The practitioners who requested this report
noted a considerable range of action on the priority populations mandate within the practice of public
health in Ontario.
Prior to this project, in consultation with the Association of Local Public Health Agencies (alPHa)-Ontario
Public Health Association (OPHA) Health Equity Working Group, a health equity indicator survey was
conducted in March 2013. In trying to develop guidelines for identifying priority populations, the
following implementation concerns were identified:


Confusion related to the difference between a priority population and a target population.



Lack of clarity regarding the need for a definitive, reproducible process to identify priority
populations.



Unclear linkage between health inequity, the determinants of health and the priority
populations mandate.



Possible need for direction regarding the weighting of criteria to assist with identifying priority
populations.



Lack of tools and resources available for the identification of priority populations.

1.2 The Priority Populations Project
1.2.1 Project Framework
The purpose of the Priority Populations Project and this report is to provide support to PHUs in Ontario
in meeting the OPHS priority populations mandate by clarifying some of the implementation concerns
noted above. The Project framework is depicted in Figure 1.
Using a mixed-methods approach informed by literature, policy-makers and field practitioners, the
Project examines three key questions:
1) What are priority populations?
2) Why do we identify priority populations?
3) How do we identify priority populations?
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Figure 1: Priority Populations Project Framework

1.2.1.1 Methods
Three methods were used to inform the Priority Populations Project. Each method – the scoping review,
the key informant interviews (KIIs) and the PHU survey – addresses one of the key questions of the
project. Section 2 presents the details of each methodological component. The discussion in Section 3
further integrates results from all three methods, allowing for an in-depth and nuanced analysis.
i.

Scoping review: The purpose of the scoping review was to understand how the term
"priority population(s)" was being used within the peer-reviewed and grey literature. By
focusing on the key term “priority population(s)” and not on related concepts (e.g.
“vulnerable/ marginalized” and “at-risk populations”), the scoping review was intended to
map the existing intention, interpretation and application of the term “priority
population(s)” in the literature.

ii.

Key informant interviews: The purpose of the KIIs was to understand the genesis of the
term "priority population(s)" in Ontario, the intentions of OPHS policy-makers when
including the term, and how the term is interpreted and applied in PHUs in Ontario.

iii.

Public health unit survey: The purpose of this survey was to understand how PHUs in
Ontario are identifying priority populations, including ways in which priority populations
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may be differentially understood by various practitioners. The survey also provided insight
into current PHU activities with regard to identifying priority populations, and will facilitate
sharing of PHU experiences, tools and resources across Ontario.

1.2.1.2 Sources
In order to ensure a full representation of perspectives, multiple sources were consulted during data
collection. These sources were the literature, policy makers and field practitioners. Each source
informed the methodological components of the project to different degrees, as depicted in Figure 1.
For example, policy makers and field practitioners contributed grey literature and resources that were
included in the scoping review, and several field practitioners who were on the Technical Review
Committee (TRC) that advised on OPHS development, are included as key informants in this project.
i.

Academic literature and grey literature: Taking a broad representation of the literature
permitted an international perspective, as well as local practice and policy information.
Academic literature and grey-literature sources were formally collected through systematic
searching; in addition, grey-literature sources were also volunteered by key informants and
survey participants. Sources that met the inclusion criteria of the scoping review were included
in that component of the project. Other documents are shared as resources in Appendix C.

ii.

Decision-makers: Ministry of Health and Long-Term Care (MOHLTC) staff involved in developing
the OPHS is represented in this project, primarily through the key informant component. Local
PHU decision makers were also represented, providing valuable perspectives on current
"priority population" interpretation and implementation.

iii.

Field practitioners: Field practitioners were consulted to better understand how priority
populations are currently being identified in Ontario and to get a better understanding of the
challenges faced in addressing the OPHS mandate. Selected individuals were interviewed as key
informants and the survey of PHUs included the distinct role-based perspectives from Medical
Officers of Health (MOH), Associate Medical Officers of Health (AMOH), Social Determinants of
Health Public Health Nurses (SDOH-PHN) and PHU Epidemiologists. SDOH-PHNs are provincially
funded positions in the each of Ontario’s 36 boards of health to provide expertise on social
determinants of health and health inequities issues; these PHNs provide enhanced support to
address the program/service needs of priority populations in the board of health area that are
impacted most negatively by the determinants of health.8

Priority Populations Project: Technical Report

Page 12

1.2.1.3 Key Questions
The Priority Populations Project was structured to answer the three key questions, listed below. In each
case, the data collection and analysis aims to clarify the priority populations mandate as written in the
OPHS.
i.

What are priority populations? Despite the definition in the OPHS, PHU practitioners have
described a lack of common understanding of the priority population term. In considering
the issues related to identifying priority populations to fulfill the mandate of the OPHS, it is
necessary to first understand the intended interpretation of the term “priority
population(s)”.

ii.

Why do we identify priority populations? There appear to be several different
interpretations of the purpose of the priority population mandate in the OPHS. This may
contribute to confusion regarding the definition of priority populations and may influence
the process and methods used to identify priority populations.

iii.

How do we identify priority populations? Interpretations of the term “priority populations”
will inform how these populations are identified. We examine current practices and
processes to identify priority populations, in order to inform best practices in this area.

In summary, we aim to gain insights into the origin and interpretation of the priority populations term in
the OPHS. This will inform best practices for identifying priority populations to meet the OPHS priority
populations’ mandate.

1.2.1.4 External Engagement
Throughout the Priority Populations Project, an integrated knowledge translation approach was used
through collaboration with the key knowledge user group: the joint alPHa-OPHA Health Equity Working
Group. Engagement of the Working Group allowed access to of local Medical Officers of Health, Social
Determinants of Health Public Health Nurses, Health Promoters, Epidemiologists, academics and
representatives from several external agencies (including the Wellesley Institute, Health Nexus and
others that work in the area of health equity).
Through ongoing consultations, this group: contributed to the formulation of the project objectives and
scope; provided suggestions for key informants; consulted on the content of the PHU survey; assisted
with the distribution of the survey; and provided comment on report drafts.

1.2.2 Technical Report Overview
1.2.2.1 Purpose
The project was conceived in response to an expressed need by Ontario’s PHUs to provide guidance in
identifying priority populations. This technical report represents a summary and interpretation of the
data collected.
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Local public health practitioners involved in meeting the OPHS priority populations requirements could
use this information to:


Better understand issues related to priority populations; and



Apply information from this report in their ongoing implementation of programs and services.

1.2.2.2 Target Audience
The primary audience for this report are decision makers and practitioners in local public health practice
in Ontario. Although drawing on international literature and experience, this report discusses the
identification of priority populations to meet the requirements of the OPHS. Consideration has not been
given to its application to other mandates or jurisdictions.

1.2.2.3 Scope
The scope of this report is to provide information pertaining to the definition, intended purpose and
current practices for identifying priority populations to meet the OPHS mandate in Ontario. This report
is not intended to change, edit, adapt or alter the current OPHS definition or policy intent of priority
populations; rather, it is to document and clarify existing issues to support implementation of the policy
as written.

1.2.2.4 Limitations
This report is a comprehensive perspective on priority populations current as of November 2013. It
would not reflect any changes to policy or perceptions after this date.
Furthermore, while every effort was made to include a representation of multiple perspectives, some
specific views may have been missed. In particular the role-based survey did not include all potential
health unit employees who may be involved in identifying priority populations such as health promoters
or public health inspectors. Formal external engagement by Public Health Ontario staff in regards to this
project leaned toward those working in the areas of health equity and DOH.
Issues across the spectrum of health unit activities were addressed by KIIs who came from a variety of
disciplines. However, the extent to which some specific activities, such as the incorporation of priority
populations into protocol-based practices, were influenced by the balance of practitioners included in
the study. Specific limitations of individual methods are discussed in the sections which follow.
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2.0 Methods and Results: Project
Component Findings
2.1 Scoping Review Findings
A systematic scoping review was undertaken to understand the use of the term “priority population(s)”.
This part of the project had two goals, namely, to:


Provide a contextual understanding of the term; and



Gain a high-level understanding of how the language “priority population(s)” is used by
researchers, practitioners, and policy-makers in Ontario, Canada and internationally.

The scoping review focused exclusively on the term “priority population(s)”, and not on related concepts
such as vulnerable, marginalized and at-risk populations. Therefore this review maps the use of this
specific language within the academic and grey literature.

2.1.1 Methods
The six-stage Arksey and O’Malley framework (2005)9 was used to guide the scoping review process. Our
methodology was also informed by other published scoping review studies that have used this
framework. For instance, Daudt, van Mossel & Scott (2013)10 suggest maintaining flexibility towards the
research question as the team becomes familiar with the literature. See Appendix A.1 for the detailed
scoping review methodology regarding both the peer-reviewed and grey literature used in this project.
In collaboration with Library Services at Public Health Ontario (PHO), a keyword search on the term
“priority population*” was conducted in July 2013. Databases searched included Ovid MEDLINE,
EMBASE, PsycINFO, EBSCOhost CINHAL Plus, Health Business Elite, and SocINDEX, as well as Google for
grey literature. The search was limited to English language articles only, however no date limitations
were set. Documents were also provided by key informants and respondents to the public health unit
(PHU) survey. Inclusion criteria were applied to the abstracts to identify articles using the term "priority
population(s)". Documents that did not include the term “priority population(s)” were excluded from
the scoping review analysis. If unsure of eligibility, the full text article was retrieved.
A data extraction table was developed iteratively and inductively. The first 25 included articles were
read by two reviewers (NH, IT), who independently developed headings and subsequent categories for
extraction. Categories were developed through discussion and review to cover the breadth of themes
identified in the retrieved literature. Through discussion, a consolidated data extraction table was
produced. As extraction progressed with the remaining articles, updates and edits to the data extraction
table were made as necessary.
In reviewing the retrieved grey literature, it was determined that the data extraction table already
developed for the academic literature would be appropriate. The table was edited slightly to take into
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account the different formats of grey literature. The final categories for both the peer-reviewed and
grey literature are outlined in Table 1 below. Data were extracted from the articles independently by
one reviewer and verified by a second reviewer. Any disagreements arising were resolved through
discussion. Extracted data were analyzed numerically and thematically in MS Excel.
Table 1: Scoping Review Data Extraction Variables
Extraction variable

Purpose

Year of publication

To map usage of the priority populations term over time.

Journal of publication

To gain a better understanding of which journals are associated with publications
using the term priority populations.

Country of primary
author

To gain a better understanding of geographic areas where the term priority
populations is being used.

Focus area of the
article/document

To categorize areas of practice in which the term priority populations is used, nine
“focus areas” were iteratively derived based on the objectives and content of the
articles. Focus areas included: 1) health promotion/primary prevention; 2)
secondary prevention/screening; 3) education; 4) capacity-building among priority
populations; 5) treatment/access; 6) policy; 7) communication; 8) access; and 9)
health services planning.

Topic area covered by
the article/document

To categorize practice topics with which the term priority populations is
associated, 18 “topic areas” were iteratively derived including: 1) tobacco
(cessation and control); 2) obesity (prevention and treatment); 3) cancer
(screening and treatment); 4) mental health; 5) vascular diseases; 6) HIV/AIDS; 7)
immunization; 8) general health; 9) injury prevention; 10) child health; 11)
maternal health; 12) sexual health; 13) occupational health; 14) health disparities;
15) health service delivery; 16) health research; 17) other; and 18) unclear. This
information was extracted from the articles based on the research questions,
objectives and other aspects of the articles.

Approach to the term
priority population

To capture the usage of the term priority populations, we categorized authors
apparent intentionality and approach to the priority populations terms in six
ways:
“A priori,” to indicate when authors explicitly or implicitly referred to having a
specific definition or list of priority populations from which to frame their work.
“Author justified,” where authors included a specific justification as to why the
population under discussion is a priority population at the outset of the paper.
“A posteriori,” to indicate studies where authors appeared to come to the
conclusion that their population is/should be a priority at the end of their report.
“Target,” in which authors primarily referred to priority populations as target
populations for intervention.
“Identification,” where the purpose of the article was to describe the
identification or target or priority populations.
“Unclear,” where the term was used very generally and/or specific intentionality
was not discernable.
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Extraction variable

Characteristics making
a population a priority

Purpose
To capture stated or implied characteristics of priority populations, such as
behavioural, geographic, medical or social risk factors; access to health services;
or epidemiological burden of disease. Where applicable, more than one
characteristic could be noted.

Depth of use of the
term

The depth of use of the term was assessed based on recording the total number
of times that the term priority population(s) was used in each article, and
locations (i.e., abstract, introduction, methods, results, discussion).

Priority population
definition

Whether an explicit definition for the term priority population, or a list of included
sub-populations, was provided.

Priority population
identification

Whether identification of priority population was discussed.

Methodological Limitations
Articles included in the scoping review varied in the richness of information describing priority
populations. In some cases, researchers had to make inferences when categorizing the approach,
characteristics, and definition of priority populations described in the articles. Primary authors were not
directly contacted to verify the categories assigned by the researchers.
Grey literature searches supplemented the scoping review; however, these web searches are not
replicable. Trends in publishing may be misrepresented in the grey literature search given the increased
use of e-publishing since the first identifiable use of the term in 1983.
Our grey literature strategy specifically included local public health unit websites in Canada and the U.S.,
as well as major public health agencies, government websites, and international and national
organizations. As such, this review may have favoured North American literature. Some relevant
material may have been missed, due to the English language limitation, and the focus on the abstract
field in the search strategy. We did not hand-search the reference lists of included articles. Lastly, we
acknowledge that many tools, applications and identifications of priority populations are likely kept
within institutional files and are not publically available. Therefore, this review may not represent the
entire breadth of experience in this area.

2.1.2 Results
A total of 201 unique articles using the term "priority population*" were identified in the peer-reviewed
(n=137) and grey literature (n=64). The database strategy for peer-reviewed literature returned 308
articles, of which 158 articles were retrieved for full-text review. Twenty-one articles were excluded in
the full-text stage, leaving 137 to be analyzed (see Appendix A.2.1).
A total of 138 grey literature documents were identified. The Google web search returned 104 results, of
which 60 were selected for further review. Furthermore, 18 documents were provided by key
informants and 16 documents were collected from the PHU survey. Once duplicates were removed and
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inclusion/exclusion criteria applied, a total of 64 grey literature sources were analyzed and assessed (see
Appendix A.2.2).

2.1.2.1 Frequency of "Priority Populations" Term in the Literature
Year of publication: There has been an increase in use of the term “priority populations” over time. The
term first appeared in the literature in 1983, and peaked in 2011 during which 20 peer-reviewed articles
and 11 grey literature documents were identified (Table A.8: Appendix A.2.3).
Country of the primary author: It was clear through analysis that in research conducted in another
country, the use of the term priority populations most often originated from the country of the primary
author. By the country affiliation of the lead author, the U.S. has published the most peer-reviewed
literature (75 per cent of included articles) containing the term “priority population(s)” (Table A.9:
Appendix A.2.3). This may be accounted for by the fact that in 1999, the Healthcare Research and
Quality Act defined a list of priority populations to be considered in conducting research.11
By comparison, Canada has published six per cent of the peer-reviewed articles containing the term
“priority population(s)”. In terms of grey literature, Canada has the second highest number of identified
published documents (43 per cent) after the U.S. (46 per cent). The publication of the OPHS in 2008,
containing the priority populations mandate, may have increased use of the term in Canada (Figure 2).
Finally, there is another area of use in Australia and New Zealand (9 per cent of the total sources
examined). Other country affiliations of lead authors included the United Kingdom and the Netherlands
(three articles); China (two articles); and Turkey, Spain, Japan, Ukraine, Israel, Mozambique and South
Africa (one article each).
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Figure 2: Peer-reviewed Publications by Year of Publication and Country of Lead Author Affiliation

Journal of publication: Health Promotion Practice was the only predominant journal featured in the
results, with 21 articles citing the term “priority populations” (Table A.10: Appendix A.2.3). Within any
one article in any journal, the frequency of use of "priority populations" ranged from 1-31 uses. Thirtyone articles used the term only in the abstract (and not in the body of the text), signifying that the term
“priority population(s)” may have been used as a term of convenience or to loosely refer to a population
of interest (Table A.11: Appendix A.2.3).

2.1.2.2 Definitions of "Priority Populations" Found in the Literature
Priority population definition: The majority of peer reviewed articles (67 per cent) and several grey
literature documents (nine per cent) provided no definition, construct or pre-defined list describing their
use of the term priority populations. Only 14 per cent of peer-reviewed articles and 33 per cent of grey
literature documents provided a definition for the priority populations term. An additional 12 per cent
of peer-reviewed articles and 47 per cent of grey literature documents provided a list of the priority
populations being referred to or under consideration (Table A.12: Appendix A.2.3).
The various lists and definitions of priority populations are found in Appendix B. We categorized these as
general, disease-specific, or predefined based on the peer-reviewed literature (see Appendix B). General
definitions were those which did not refer to any specific criteria and made broad statements, such as,
“populations whose daily lives are most immediately affected by the issues.“12
Although some general definitions may suggest specific sub-populations, these definitions remain
general as they are not limited to only those populations listed. In contrast, an example of a disease-
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specific definition is found in the Virginia Priority Populations Effort,13 which seeks, “a state-wide
approach to determining who is to receive services based on: *diagnostic criteria (DSM diagnoses or risk
of same); and *need-for-service, as defined by likely
impairment and functioning.” Finally, the Agency for
The Healthcare Research and Quality
Healthcare Research and Quality’s (ARHQ)
Act, 1999 defines the Agency for
definition11 was categorized as predefined as it
Healthcare Research and Quality’s
provides a list of populations to be considered (see
(AHRQ) priority populations as including:
box).

low-income groups; minority groups;
Approach to the term priority population:
women, children, the elderly; residents
Overall the majority of authors of peer-reviewed
of inner city and rural areas; and
literature indicated a specific definition or list of
individuals with special healthcare
priority populations. From that, they framed their
needs, including individuals with
use of the priority populations term (33 per cent), or
disabilities and individuals who need
they justified why the population under discussion is
chronic care or end-of-life health care.
a priority at the outset of the paper (22 per cent).
The idea of a priority population as a target
population for intervention was also clearly reflected in about 20 per cent of the literature reviewed. In
only eight per cent of the literature reviewed did the authors classify a population as a priority, following
the discussion in their article (“a posteriori”). Only seven per cent of the literature reviewed specifically
undertook methods to identify priority populations through their work (Table A.13: Appendix A.2.3).

2.1.2.3 Characteristics of Priority Populations in the Literature
The most common characteristics of populations labelled "priority populations" were social
characteristics such as income, race, ethnicity, gender, sexual orientation, and language, as seen in Table
2:


Social factors were cited as a characteristic of priority populations in 105 (52 per cent) of the
total peer-reviewed and grey literature documents reviewed.



Medical (31 per cent), behavioral (25 per cent) and epidemiological (24 per cent) factors were
also cited as characteristics of priority populations.



Access (15 per cent) and geographical (11 per cent) factors were less commonly noted.



Nearly half (47 per cent) of the articles used only one category or characteristic to describe a
priority population.



Thirty-six per cent used three or more characteristics to describe priority populations (Table
A.14: Appendix A.2.3).
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Table 2: Characteristics Associated with "Priority Populations" in the Peer-reviewed Literature
Characteristics

Total

Peerreviewed

Grey
Literature

Example

Social

105

59

46

Income, race, ethnicity, culture, prison
inmates, gender, sexual orientation,
language

Medical/Biological

63

40

23

Disabilities, pregnancy, mental illness,
addiction, HIV infection, cancer,
medication

Behavioural

51

42

9

Smoking, needle sharing, unprotected
sex, sedentary lifestyle, attitudes,
stigma

Burden of Disease

49

30

19

Mortality rates, incidence, prevalence

Health Services/Access 31

19

12

Remote access, lack of services,
underserved populations

Geographical

16

7

Urban, rural, inner-city

3

Population lacking research on smoking
cessation treatments, elementary
school, high school, students, teachers

Other (do not fit in
above categories)

23

15

12

Topic area covered by the article/document: Of health topics that used the term “priority populations”,
health service delivery (14.5 per cent) and health equity (14 per cent) were the most represented. This
result is highly influenced by the grey literature component. Mental health (11 per cent) was also
significantly represented in both sources. Within the peer-reviewed literature, the most common topics
were tobacco (12 per cent) and HIV/AIDS (11.5 per cent), with cancer screening and immunization also
highly represented (Table A.15: Appendix A.2.3).
Focus area of the article/document: Peer-reviewed publications using the term “priority populations”
were primarily focused on health promotion/primary prevention (44 per cent). Six of these articles used
the term “high-priority population” to refer to population groups that are a priority for immunization,
for example in relation to the H1N1 vaccination.
The grey literature primarily used the term in a policy and planning context (69 per cent) (Table A.16:
Appendix A.2.3). This difference in focus speaks to the nature of academic versus grey literature; the
grey literature incorporated documents that focused on tangible processes of operationalizing and
implementing programs, services and policies.
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2.1.2.4 Methods for Identification of Priority Populations Found in the Literature
The majority of the peer-reviewed literature (59 per cent) did not specifically describe any methods for
the identification of priority populations (Table A17: Appendix A.2.3). Where methods for identifying
priority populations were discussed, these included: use of disease-based criteria and cut-offs; 13 a
serological survey for vaccine immunity;14 geo-spatial studies to identify spatial distribution of HIV
infection across sub-Saharan Africa;15 surveys of providers;14 database analysis;16,17,18,19 and document
review.20 The grey literature had more sources which described or suggested methods for identifying
priority populations, including many sources such as PHUs from Ontario, Canada. These and other
related documents found throughout the Priority Populations Project are compiled in Appendix C.

2.1.3 Summary
We did not find a common or consistent use of the term priority populations in the international
literature. While there are high-frequency areas of use in the U.S. and Canada, definitions used between
and within these countries vary widely.
The term “priority population(s)” has been applied with a preconceived definition, as a term of
convenience, or as a synonym for the population which is being targeted by a specific program of policy.
Most uses of the term refer to one specific population characteristic, of which the most common is
social factors (such as income, race, ethnicity, culture, gender, sexual orientation, language). Up to five
characteristics have been used in any one conception of priority populations, including:


Medical factors (such as disabilities, pregnancy, mental illness, addiction, HIV infection, cancer);



Behavioural factors (such as smoking, needle sharing, unprotected sex, sedentariness, attitudes,
stigma, etc.).



Epidemiological burden of disease (including mortality rates, incidence, prevalence).



Health service access (remote access, lack of services, underserved populations, urban, rural,
inner-city).

The identification of priority populations was not specifically taken up as an issue in the peer-reviewed
literature, although some individual studies do discuss the methods they used. The grey literature has
more to offer in the area of identification of priority populations. Many of these documents have been
written by PHUs in Ontario, which are mandated by the Ontario Public Health Standards (OPHS) to
determine groups that would benefit most from public health programs and services (i.e., priority
populations).
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2.2 Key Informant Interview Findings
The key informant interviews (KIIs) aimed to gain an understanding of two areas; first, how was the term
priority populations intended to be used in the context of the Ontario Public Health Standards (OPHS)?
Second, how was the term being applied by practitioners in the field?
We interviewed policy makers who were involved in developing the OPHS as well as practitioners
currently involved in identifying priority populations. In doing so, we could compare the intended
interpretation and application of the priority population mandate in the OPHS with what’s actually
happening with the policy direction in practice.

2.2.1 Methods
The initial recruitment of key informants came from public information on those involved in developing
the 2008 OPHS. This included Ministry of Health and Long-Term Care (MOHLTC) staff and members of
the Technical Review Committee (TRC) who advised on the development of the OPHS, and those who
are part of the key knowledge user group the joint Association of Local Public Health Agencies (alPHa)OPHA Health Equity Working Group. Through snowball sampling, subsequent key informants were
identified and contacted for an interview. Key informants were as follows:


Four MOHLTC staff involved in the development of the OPHS;



Six current practitioners who were also TRC members who advised on the development of the
OPHS; and



Six current practitioners who were not involved in the development of the OPHS.

Given that some current practitioners were involved in the development of the OPHS (through their
membership on the TRC), this sample reflects 10 individual perspectives on the development of the
OPHS, and 12 individual perspectives on the current application in practice.
Three separate semi-structured interview guides were developed based on the category of the key
informant (Appendix D.1). An appropriate semi-structured interview guide was sent to participants,
along with the consent form, once an interview time was scheduled. The project was approved by the
Public Health Ontario (PHO) Research Ethics Board.
Sixteen interviews were conducted between July and August 2013, either in-person or by telephone.
The average length was 45 minutes (ranging from 30 to over 60 minutes). One interviewer conducted all
interviews to ensure uniformity.
Interviews were audio recorded and transcribed. Two individuals then coded and analyzed the data,
using thematic content analysis, to identify themes related to the research questions.
The first six interviews represented the perspectives of one MOHTLC staff, two current practitioners and
three TRC members. This informed an initial codebook. The remaining 10 interviews were then coded,
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and as that took place, the codebook was iteratively refined. These codes were then grouped into
themes. Final concept sections were generated by reviewing the themes.
As each statement was coded, it was tracked by interview and line numbers (reported with each direct
quote used) and given a code descriptor. The final theme-related statements were sent to the 16 key
informants for verification.
Methodological Limitations
The number of key informant interviews conducted was limited by time and resource constraints; i.e.,
not all interviewees recommended through snowball sampling were able to be interviewed. In addition
the way in which the interview was structured and the questions were stated may have influenced
participant responses. As with all key informant studies, although a variety of views are represented,
certain participant biases may emerge.22,23,24

2.2.2 Results
In total, 722 statements were organized into 47 themes and arranged into 12 concepts and four concept
sections as summarized in Table 3. Individual contributions from each key informant interview are
summarized in Appendix D.2.1 and a detailed summary of concepts and themes can be found in
Appendix D.2.2 .
While Table 3 summarizes that total number of key informants contributing to each theme, some key
informants may have contributed ideas in contrast to the majority opinions. For example one key
informant stated that there was little depth of discussion during evolution of priority populations term.
Another key informant statement, categorized under the theme of “contribution to understanding the
term as rooted in the determinants of health (DOH),” stated that these terms should not be considered
as synonymous.
In addition, it is important to note that many key informants may have contributed statements to
several seemingly exclusive themes. For example, three key informants noted that priority populations
were rooted only in the DOH or burden of disease, while most respondents’ statements covered a
number of different areas.
Key informants were asked directly how they understand the term to be related to populations at risk,
vulnerable/marginalized and target populations and how they see the link between “priority
population(s)” and the DOH and the burden of disease. Responses to these questions largely informed
concept sections 1 and 4 (i.e., “What are Priority Populations?” and “Influences on the Development and
Interpretation of the Priority Populations Mandate”).
One interview question asked, “when should PHUs use a social justice/health equity approach to the
identification of priority populations…a health outcome or burden of disease approach…or an approach
that identifies those who would benefit most from public health programs and services?” This also
informed concept sections 1 and 4. Concept sections 2 and 3 (i.e., “What are the Purposes of the
Priority Populations Mandate?” and “Identifying Priority Populations”) were primarily informed by
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responses to interview questions initiating discussion of whether the term priority populations is used in
PHUs as intended, and how should PHUs identify priority populations.
Table 3: Results Summary – Key Informant Interviews
Concept Sections

Concepts

The OPHS Definition Genesis and Reaction

What are priority
populations?

Understanding the
definition of priority
populations "rooted
in"…

Vulnerable,
marginalized, at-risk
and target
populations

Also related to
priority populations
definition

The “vision” for the
priority populations
mandate in the OPHS
What is the
purpose of the
priority
populations
mandate?
Interpretation and
implementation in
practice

Themes

No.
Statements

No.
Informants

Priority populations as a value-neutral term

25

11

Priority populations as interchangeable with
vulnerable, marginalized, and at-risk

25

14

Interpretations of priority populations
mandate in relation to the DOH

21

10

The significant depth of discussion during
evolution of priority population term

12

6

The definition of priority populations as
rooted in the DOH

25

15

The definition of priority populations as
rooted in the burden of disease

9

7

The definition of priority populations as
rooted in needs-based programming

16

7

The definition of priority populations as
rooted in intervention/action

17

8

Understanding of the term "vulnerable"
population

12

7

Understanding of the term "marginalized"
population

3

3

Understanding of the term "at-risk"
population

3

2

Understanding of the term "target"
population

9

9

Current thinking in relation to the DOH

10

7

The term social justice causes divide

11

6

Meeting expressed need to address DOH in
the OPHS

6

5

Priority populations operationalize action on
the DOH

15

8

The OPHS balancing targeted and universal
approaches

8

4

Lack of clarity in field interpretation of the
definition and mandate

22

11

Field interpretations of priority populations
mandate beyond service delivery

8

4

Resource allocation/business case
implications of priority populations mandate

20

9

Priority Populations Project: Technical Report

Page 25

Concept Sections

Concepts

Next steps

Methods to identify
priority populations

Identifying
priority
populations

Variables that
Influence priority
populations
Identification

Challenges to
identifying priority
populations

Activities and tools to
identify priority
populations

Influences on the
development
and
interpretation of
the priority
populations
mandate

Features of the
priority populations
mandate

Perspectives

Themes

No.
Statements

No.
Informants

Need to strengthen intervention in the
priority populations mandate

11

6

Need for measurement and evaluation of the
priority populations mandate

20

8

Clarity in the OPHS on identifying priority
populations in relation to the DOH

16

8

Quantitative methods to Identify priority
populations

15

8

Qualitative methods to Identify priority
populations

10

4

Mixed methods and situational assessment
to identify priority populations

21

12

Other methods to identify priority
populations

6

4

Community Influence in identifying priority
populations

7

3

Practitioner “art and science” in identifying
of priority populations

9

5

Jurisdiction as a variable in priority
populations identification

11

6

Health unit capacity and resources as a
variable in priority populations identification

10

7

Program area as a variable in priority
populations identification

17

6

Lack of available and relevant data (and
other data-related issues)

31

10

Other challenges in identifying priority
populations

10

6

Current PHU activities being undertaken to
identify priority populations

12

7

Benefits and limitations of a standardized
tool to identify priority populations

58

15

PHU activities to incorporate priority
populations into program planning

25

10

Role of SDOH nurses in PHU action related to
Priority Population Mandate

3

2

Partnerships for the identification and action
on priority populations

10

5

The Foundational Standard is a lens
underlying each program

24

8

7

4

Standards as flexible/permissive/not
prescriptive

16

5

Keeping the OPHS “resource-neutral”

3

2

20

10

Requirement for evidence in the
OPHS/Foundational Standard

Health equity approach
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Concept Sections

No.
Statements

No.
Informants

Concepts

Themes

influencing
interpretation

Burden of disease approach

11

7

Combined approach

21

11

Interpretations of population health theories
underlying the priority populations mandate

37

13

2.2.2.1 Features of the Priority Populations Mandate
Key informants provided a contextual
understanding of the development of the
priority populations mandate. Both Ministry
staff and TRC members indicated that the
Foundational Standard was written as a lens
through which the other Program Standards
should be read, interpreted and applied.

"The Foundational Standard drives what is
your priority population...where is the
most need in your community, using social
determinants as a way of figuring it out.
Public health is a way of equalising the
health benefits in a community, so where
do you put your resources, where do you
put your time, where do you put your
efforts? That’s what [the Foundational
Standard] was supposed to help."

The Foundational Standard provides a
framework for addressing the DOH across each
required service area, and was written in direct
response to advocacy to include and focus public
health efforts on health equity. By laying out
criteria related to epidemiological assessment and evidence-informed practice, the Foundational
Standard provides local practitioners with the flexibility to choose the populations that they will serve
with each program or service. A key consideration was the need to introduce more flexibility compared
to the 1997 Mandatory Health Programs and Services Guidelines (MHPSG). Five key informants
identified the need to be "permissive" as opposed to "prescriptive", and to allow for flexibility and
maximum adaptability of the priority population
mandate to the local context.
"We wanted to get a bit more objective

so it [the OPHS] said it’s surveillance,
epidemiology or other research
studies…that makes [a population] a
priority…so you had some more
evidence base and data supported
premises for identifying [priority
populations] rather than a sociological
term or a popular media-type concept."

Another consideration of the revised OPHS was
the requirement for evidence to guide service
provision and ensure effective interventions are
implemented. Therefore, the mandate
emphasizes ways in which priority populations
can be objectively identified, which is meant to
allow for accountability and evaluation. Lastly, the
funding environment was brought up by three key
informants as a major factor in developing the
OPHS. The resulting OPHS was meant to be “strategic” in this sense. That way, PHUs could provide
justification for why certain programs were necessary and why certain populations needed to be
categorized as a “priority.”

Priority Populations Project: Technical Report

Page 27

"The intent with the Standards was to allow and acknowledge the need for local flexibility to
be able to respond to community needs, priorities and the local context within the delivery
of public health programs."

2.2.2.2 What are Priority Populations?
The majority of key informants involved in Technical Review Committee (TRC) discussions during the
development of the OPHS recalled that the concept of priority populations and the use of the term were
discussed extensively. Those involved in including the term believed “priority populations” to be valueneutral and not offensive. Two key informants stated that this term had relatively no history or prior use
(as opposed to terms such as “vulnerable”) and
was therefore providing a blank slate of sorts for
"In some peoples mind came an inference
the term to take on its own broader definition.
Furthermore, it was felt that the term "priority
populations" seemed to be applicable to diverse
and complex issues. Lastly, it was made clear
that the label of a priority population need not
be permanently assigned. Therefore, priority
populations can be reassessed.

of lesser ability or quality that meant [a
population] are 'vulnerable'…. Whereas
'priority' would mean that you've identified
them not in their vulnerability but maybe
[because of] a lack of programming on your
side."

It was acknowledged by policy-makers and practitioners alike that the definition of priority populations
as written in the OPHS has a broad interpretation. Individual understanding of the term priority
populations was rooted in the DOH, the burden of disease, or the effectiveness of the intervention (see
Tables 4 and 5 for supporting quotes). Each of these views above can be directly related to a section in
the OPHS discussing priority populations (as outlined in Section 1.1.1 above).
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"[Our health unit] population of men
having sex with men are white, middle
class, middle aged men…It was deemed as
a priority population because of the
adverse health outcomes they
experienced…but it’s not to do with
inequities. So we’re putting a lot of
resources into that "priorities population"
but they are not a population at risk of
health inequities. It’s really important to
clearly define what we mean by
populations at risk of health
inequities…and bringing the two together."

These various considerations were perceived
as fluid and complementary by many key
informants, to be applied depending on
context and allowing for flexibility in
interpretation. Researchers observed that
likely as a consequence of the flexibility in the
OPHS, the priority populations mandate has
significant variability in the field. This has
added to confusion regarding the term and a
lack of consensus on how to identify priority
populations.

Only the term "target population" was seen as
distinct from priority populations, although
the concepts are not mutually exclusive. Most
often, priority populations were seen as a
qualified sub-group, usually based on social
and economic conditions and the
determinants of health. Whereas target
populations were identified based on burden or need, and are essentially the groups a program or
service are catered to (regardless of who that might be), priority populations would have to be identified
within this (target) group as a result of marginalization, vulnerability or risk.
Table 4: Roots of the OPHS Priority Populations Definition
Definitional Interpretations

Example

… rooted in the DOH

"I think that it was fairly uniformly understood by the TRC as we were
moving through that you use a robust understanding of determinants
of health to identify, characterize priority populations."

… rooted in the burden of
disease

"In terms of defining what makes a priority…I think it’s well done in
the Ontario Standards, it’s a priority based on the burden of illness or
the increased risk of adverse health outcomes, so that’s where your
research or surveillance will determine how much of a priority they
will be."

… rooted in effective
intervention

"In order to decide it was a priority population [you need to] know
[there are interventions that] are going to make a difference for that
group at a population level and [if there] really aren't [any] public
health interventions, then there's no point in naming it as a priority
population."
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There was general consensus that DOH are linked to priority populations and are an important
consideration when identifying priority populations. Yet the relationship of the priority populations to
health equity and the DOH caused much discussion in our interviews. That was true among both those
involved in writing the Standards and practitioners implementing them.
Most practitioners associated the term "priority populations" primarily with the DOH. In some cases,
they believed a population cannot be called "priority" unless it is significantly disadvantaged with
respect to one or more DOH. Some of this may be attributed to the fact that when the OPHS was
written, health units were "hoping to influence the new mandate for more explicit direction to level-up
and do work that is focused on reducing the inequity." The priority populations mandate responded to
this (in part).
Several key informants felt the current mandate does “not go far enough” in addressing issues of DOH
and health equity. Others expressed concern that the mandate could be superficially applied, and that
populations are labeled a priority without considering a broad range of evidence related to needs and
effective intervention.
Among those developing the OPHS, the general consensus was that the DOH clearly plays a pivotal role
in determining need at the population level. However, when identifying priority populations many
factors must be considered.

“My sense is that people didn't grasp the definition of priority population…When I hear
people say we went through this whole process and decided that recent immigrants are a
priority population, I kind of look at them and go, well, priority for what…because we know
their health is better in some things, but if you could be more specific about your priority for
what, then maybe I'd buy that they're your priority population."
2.2.2.3 What is the Purpose of the Priority Populations Mandate?
The intent of the OPHS appears to have been to provide a flexible foundation, where PHU programs
could focus their attention while operationalizing the DOH through an evidence-based mandate. In this
mandate, local sub-populations are identified “through surveillance, epidemiology and other research
studies.”3(p.16) The intended result is that programming is based on need, and the availability and
effectiveness of public health interventions. The priority populations mandate in the OPHS appears to be
action-oriented, evidence-based and cross-cutting.

"The direction within mandate has also been interpreted as building capacity, skills,
competencies across health units to [reduce inequities] across the board and may not
translate into specific work or service provision."
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Perhaps as a consequence of the flexibility provided in the OPHS, the priority populations mandate has
been variably interpreted and applied in the field. This includes actions such as:
1) Identification of populations for direct service provision.
2) Broadly improving the social and economic conditions.
3) Building health unit capacity to reduce inequities.
4) "Community engagement in terms of decisions that might affect them, or in terms of
development of programs that would be used by the particular group."
The most common interpretations we encountered are summarized in Table 5 with supporting quotes.
Service provision and resource allocation in relation to priority populations were prominent themes.
There were three ways in which priority populations have been interpreted in relation to resource
allocation, as outlined with supporting quotes in the Table 5. Given the breadth of this mandate, it is
perhaps not surprising that individuals focus on one or another aspect when interpreting its direction. In
fact, within a single interview respondents frequently referred to various parts of the mandate, without
any consistent or unifying framework.

Table 5. Interpretations of the Priority Population Mandate
Interpretation

Example

…as providing health units with
the opportunity to
operationalize determinants of
health work

"It [the priority populations mandate] was intended to take the
vagueness out of the social determinants of health and put [action
on the SDOH] into application."

…as intended to help identify
where the greatest need for
allocation of resources

"You identify where the greatest need is from a population health
perspective...using the idea where would that particular program or
service be of the most benefit.”

…as allowing for program
specific, local-level decisions
regarding targeting (as opposed
to universality) of programs

" ...to apportion in any given program planning, implementation,
evaluation area, how much we want to do on a general communitywide basis versus how much we want to do in a more focused, direct
at priority population basis."

2.2.2.4 Identifying Priority Populations
This concept section outlines: i) current methods used to identify priority populations; ii) the variables
that influence priority population identification; iii) challenges to identifying priority populations (like
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lack of available data); iv) the benefits and limitations of a potential priority population identification
tool; and v) current PHU actions to identify priority populations.
i.
Methods to identify priority populations
Interviews revealed a wide variety of methods to identify priority populations, including traditional
quantitative data sets, geographic information system (GIS) mapping, qualitative needs assessment, and
practitioner skill and expertise. The importance of community was highlighted by key informants who
spoke about knowing of one's community, interpreting data from the perspective of community, and
respecting community priorities (including priority populations that have already been identified locally
by other groups).
Some participants thought the process of identifying priority populations was simply a matter of looking
at the prevalence data: "You're going to adjust, look at the rate or the outcome in a certain population
and look at it in other populations. And then you're going to see if it's similar or if it's not similar. And if
it's not similar, the harder next step is to decide…if it's not similar, is it something we can live with or is it
just not…like it's unjust somehow." Others thought that the identification requires more nuanced
thinking: "Data and the disparity is one piece of the puzzle - it tells us what the difference is but it
doesn't necessarily point us into the root of that difference or the underlying factors contributing to that
health disparity."

“I would hope that as part of the strategic planning and the operational planning that
priorities - community priorities and health priorities and so on – would support the
identification of populations based on overall assessment with respect to what the needs
are. [Overall assessment means] inputs with respect to assessment, traditional assessment
and surveillance, inputs specifically on the determinants of health and so on, with respect to
partnerships; so gap analysis, but a much broader approach to it.”
Most key informants discussed that a combined approach (both quantitative and qualitative), is the way
to identify priority populations. They identified both an "art" and a "science" to identifying priority
populations. This acknowledged the importance of good qualitative and quantitative data to support the
process, but also of using intuition based on practitioner experience as a data source for identifying
priority populations: "...statistical information that will frame your judgment but it’s professional
judgment - there is no one tool that is going to say oh and it’s only this population that I need to serve."
Yet while the knowledge and experience of public health practitioners was referenced in the OPHS,3
there is ambivalence about whether practitioners are in a position to identify priority populations and
take action on the determinants of health: “I’m not sure to what extent public health practitioners are
equipped and ready and able to deal with all these complexities, because it’s all those complexities that
create the priority population terminology.”
During member checking, one participant expressed a particular concern with the notion that identifying
priority populations is both an art based on experience and intuition, and a science, stating: “I am
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worried about the expressed ‘art and science’ of identifying priority populations…The ‘art” dimensions
should be minimal, it should be predominantly a ‘science’ process, the only art perhaps being something
like the capacity to facilitate a really useful and informative focus group or community consultation.”
ii.
Variables that influence priority population identification
There are several variables that influence methods for identification of priority populations (Table 6). It
was noted that for any given OPHS program, the priority population may differ based on local context.
Several informants acknowledged that local capacity and resources will affect the way that priority
populations are identified and how their needs are addressed in a health unit or by a program.
Under Impact, the OPHS states that, “boards of health shall not only examine the accessibility of their
programs and services to address barriers but also assess, plan, deliver, manage, and evaluate programs
to reduce inequities in health.”6(p.21) Differences in how priority populations could be identified in
different OPHS program areas were noted by several informants. Based on these variables (and
consistent with the intent of the OPHS), the overall consensus in the interviews was that identification
of priority populations should occur at a local program level, considering local context and resource
availability.
Table 6: Variables That Influence Priority Population Identification
Identification Variable

Example

Jurisdictional context

"If I’m responsible for vaccine preventive disease programs, in
downtown Toronto, priority populations there would be probably
linked with low income, maybe reduced access to primary care... Say
I’m out in South Western Ontario where there’s pockets of Amish,
Mennonite… my understanding, my surveillance, my monitoring, my
approach to prevention and education, etc. is going to be very different
from what you know my counterpart in Toronto may be looking at."

PHU capacity and resources

"Some health units are smaller and to them this type of work is a pipe
dream. [Identifying priority populations] depends where you live and
how well you are funded, as to whether there is a whole lot of work
happening in this regard."

OPHS program area

"A priority population isn’t a constant thing if you’re talking about
injury prevention, your priority population is going to look a certain
way, if you’re talking about tuberculosis, your priority populations are
likely going to be a very different...so some of the difficulty [is that]
across all of the different public health standards, it’s not a consistent
issue."

Community

"You have a whole bunch of people that feel they have a stake in the
issue…they come up and say there is a need for this…but in reality
there is no evidence base to support that but because the community
thinks it is a priority it becomes a priority."
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iii.
Challenges to identifying priority populations
Lack of data, small size and inadequate health unit resources and capacity were the most commonly
stated challenges to identifying priority populations. In addition, we have noted that the term priority
population has multiple interpretations, amongst policy-makers as well as within the field. This appears
to add to the challenge in definitively identifying priority population groups. The fact that key informants
would refer to priority populations in several different ways during the same interview demonstrates
that use of the term “priority population” is prone to change based on context. Furthermore, a
spectrum of approaches influences both the interpretation and the application of the mandate.
Lack of available data (and other data-related issues)
The most commonly discussed challenge to the
identification of priority populations was the lack of
surveillance and other population-based data. A
number of issues were mentioned including: not
having enough data to disaggregate into small
populations; identifying the issue of "hidden
populations"; and the issue of knowing "how much
data is enough to move forward?"

"There has to be a balance in
putting resources into data
collection [and] putting resources
into doing interventions...Our data
collection systems in Ontario by and
large are very poor in many ways.
We've got some systems that are
quite good, and other systems that
are almost laughable for a province
of our stature…[still] I think the first
part about looking at differences is
what epidemiologists do all the time
...I don't think that's very hard."

The compilation of various data sources and available
methods would be a useful resource to public health
practitioners. Missed opportunities for data sharing
and access - for example accessing the Early
Development Instrument (EDI) and mapping Local
Health Integration Network (LHIN) data to PHU
communities – were also noted. Lastly, the issue of
data integrity, specifically challenges related to the loss of long-form census data, was discussed.

Other challenges
Lack of capacity and resources, particularly in smaller health units, was brought up as a challenge to the
identification of priority populations in addition to issues of sample size affecting smaller jurisdictions.
Also raised were: the lack of appropriate accountability to the Ministry regarding the priority
populations mandate; and the feeling that, without more explicit direction, the mandate may not be
interpreted or implemented accurately. During member checking, one participant emphasized the lack
of accountability as a challenge, tying it back to concern regarding PHU capacity: “I was very concerned
about comments that smaller PHUs didn’t have the capacity to address the identification and
programming for priority populations. I find this fundamentally flawed, as these activities are core to
[public health] planning and practice, irrespective of your size. Capacity exists to do this, within any PHU
or by using innovative shared processes and skills across PHUs. It is an issue related to the lack of
accountability measures related to these [OPHS] requirements.”
An additional challenge included the potential for competing interests as priority populations are
identified, including difficulties that may arise if PHU programs or communities have different
perspectives.
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"It can be challenging if there’s competing interest and it may be deemed that one
population that’s chosen is in conflict with different programs, or the community, who’ve
already chosen something else."
Lastly, the basic processes of identifying priority populations using surveillance, epidemiology and
research seem clear. However, there is confusion. How do the DOH factor into the priority population
identification? And which of the criteria outlined in the Population Health Assessment and Surveillance
(PHAS) Protocol are to be applied in any given case? For example, increased burden of illness, increased
risk for adverse outcomes, those who may experience barriers in accessing public health services, or
those who would benefit from public health action? Some health units would like more specific
guidance in weighting these factors to decide which populations should be a "priority" for any given
program or health unit.
Benefits and limitations of a template/tool
There are polarizing opinions on whether a "structured process or tool" (as described in the interview
guide) would be helpful to PHUs to identify priority populations. PHUs that already have structures in
place stated that a tool may not be as useful to them, but acknowledged that it would be valuable for
PHUs with less resources or capacity. For many, data access was the more significant issue; several
practitioners mentioned that further support would be useful and relevant in this area. This might be in
the form of linking PHUs to data sources, but will need to be carefully assessed to ensure that
investment is made into something that is useful and relevant.
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iv.
Current action to identify priority populations
Examples of PHU action related to the identification of
priority populations include, designing methods for data
collection and analysis to identify priority populations,
and developing tools and checklists to support program
areas in choosing priority populations. Other examples
of current PHU action include strong leadership,
strategic planning, assigned committees, staff education
and capacity building.
It was acknowledged by several participants that the
OPHS principle of partnership needs to be taken into
consideration as strategies to identify and address
priority populations are developed. Partnerships with
other health units, agencies and organizations for data
sharing and identification of priority populations were
discussed, as were partnerships with communities and
stakeholder groups. In terms of action, partnerships
with other sectors to address the root causes leading to
increased burden of disease or inequities should be
pursued, for instance, "somebody else takes the lead
and public health takes a collaborative, brokering or
facilitating role."

“We developed a checklist…it covered a
myriad of characteristics about the
population in terms of differences in health
risk, access to services and health status, so
essentially the programs were asked to use
information that they already had…and this
was limited in that they had to use
anecdotal knowledge and/or first-hand
observations and/or needs assessments
that we had done and/or local, provincial,
and national data that we already had.
Sometimes they actually went back to the
literature and pulled from the literature,
[so this is the way that they] identify, for
their program, who their priority
populations would be."

2.2.2.5 Influences on the Development and Interpretation of the Priority Populations
Mandate
Overall the idea of the priority populations mandate as "targeted universalism" (see quote below) came
through strongly, with an emphasis on delivery of program and services.

"For many programs and services you can take a population wide approach, put it out there
and see who subscribes to it…but… given limited resources you may want to take a more
targeted approach that center[s] on a given priority population [within the universal
population] depending on the program or service you are talking about."
An individual’s approach to priority populations can be thought of as a spectrum, with the health equity
approach on one end and the burden of disease approach on the other (Table 7). This has a clear
influence on an individual’s interpretations and understanding of the term.
In the middle of the spectrum is the combined approach, which integrates the health equity and burden
of disease approaches.
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The health equity approach considers the DOH to be the root cause of health disparities, and believes
that priority populations should be identified based on sources or criteria of disadvantage. This
approach considers that the burden of disease for these populations will be higher than the rest of the
population.
The burden of disease approach considers epidemiology, surveillance and data as the primary method
of identifying a priority population. While this approach understands that priority populations may be
affected by various determinants of health, it is not the first means of identifying them. Key informants
discussed how this latter approach is looked on more favourably, considering the requirement for
financial responsibility and accountability given limited resources and fiscal constraints.
Table 7. Continuum of Approaches to Priority Populations
Priority population
approach

Health equity

Example
"Priority populations or assessing priority populations was put within the
context of the work of public health focusing on decreasing health
inequities."
Equity first: "Our goal is [health]…and to reduce overall burden of disease
across all populations…but those who suffer greater burden need to have
greater assistance…so we are looking to decrease the gap in the inequity
and decrease the disparity."

Combined

Burden of disease

Burden first: "I think it is essentially looking at mortality and morbidity,
whether it’s through hospitalization rates or incidence of chronic disease
and some other ways, but always keeping in mind you know that we have
to ask a whole bunch of socio-demographic questions in order to be able
to see where these differences are."
"A burden of disease looking at cancer rates, looking at diabetes rates, I
find those are more well received, and we tend to have better data on that
too, than say using a health equity approach."

During the interviews the notion was brought up that automatically classifying a population as a
“priority” or “vulnerable” simply because of their demographics (i.e., lower socioeconomic status) could
be perceived as offensive, either by the populations themselves or by others. However, using data to
identify a specific health outcome or higher burden of disease, as the first step in identifying a priority
population, can be considered as an objective decision that is evidence-based.
Most participants stated that both health equity and burden of disease should be considered in the
process. But many individuals taking this combined approach would often consider one or the other of
primary importance, described as either “burden first” or “DOH first”. In determining identification
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processes and methods for priority populations it would be useful to clarify the perspectives and
underlying theories used (i.e., “DOH first” or “burden first”) for identifying these populations.

2.2.2.6 Next Steps
Practitioners felt that the priority populations mandate needs to be strengthened to clearly lay out the
definition of priority populations and the intended application in practical terms. A focus on
interventions for priority populations, and evaluation of the priority populations mandate, are also seen
as important next steps in the evolution of the mandate in Ontario. Three directions for evaluation of
the mandate were noted across eight key informants including:


Evaluating the strategic direction of the priority populations mandate and its overall population
impact;



Evaluating the implementation of the mandate by PHUs; and



Evaluating the impact on local priority population groups.
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“We were hoping that the Ministry would come out with an accountability framework that
would have very explicit questions, grounded in the PHAS Protocol…[with] the continuous
evaluation of practices to actually identify: whether populations at risk have been identified;
have we learned what their unique needs and capacities are and how their needs could be
met; and do they have access and do they benefit from modified interventions, assuming
that universal interventions in some cases would have to be modified in order to meet their
unique circumstances.”

2.2.3 Summary
The priority population mandate and the definition of priority populations in the OPHS were meant to
be flexible and permissive, while providing direction to identify priority population groups to receive
services. However, through key informant interviews we found some fundamental differences in
interpretation of this mandate that may be contributing to implementation concerns. The basic process
of identifying priority populations using surveillance, epidemiology and research seem clear. Yet there is
confusion about how the DOH factor into the priority population identification, specifically which of the
criteria outlined in the OPHS are to be applied.
Jurisdiction, PHU capacity and resources, OPHS program area and local communities were all described
as significant variables that would influence how priority populations should or could be identified.
Additionally, lack of data, small sample sizes and inadequate health unit resources and capacity were
the most common challenges identified. Current methods to identify priority populations include
traditional quantitative data sets, Geographic Information Systems (GIS) mapping, qualitative needs
assessment, and practitioner skill and expertise.
There appears to be varying opinions regarding whether a "structured process or tool" would be helpful
to PHUs in terms of identifying priority populations; for many, data access was the more significant
issue. Although additional methods and tools to identify priority populations may be helpful, many
respondents spoke of the need to focus the work on interventions for priority populations, and the need
for further research to inform how to best address the needs of the identified groups. A focus on
interventions for priority populations and evaluation of the priority populations mandate are also seen
as important next steps in the evolution of the mandate in Ontario. Further research should contribute
to an evidence base for how to best address DOH in this area.

2.3 Public Health Unit Survey Findings
The PHU survey helped us to develop a comprehensive picture of how public health practitioners in
Ontario are identifying priority populations, in their PHUs and specific departments. The results facilitate
sharing of PHU experiences, tools and resources across Ontario.
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The survey took a role-based approach, targeting the Medical Officers of Health (MOH), Associate
Medical Officers of Health (AMOH), Social Determinants of Health Public Health Nurses (SDOH-PHN) and
PHU Epidemiologists in all 36 PHUs (as applicable). In doing so, we were able to provide insight into:


Current activities; and



How different types of public health practitioners perceive their practice in relation to the
priority populations mandate.

2.3.1 Methods
The online survey was distributed in October/November 2013 in collaboration with the alPHa-OPHA
Health Equity Working Group. This survey was approved by the Public Health Ontario (PHO) Ethics
Review Board. The recruitment letter indicated that recipients of the survey were free to delegate
responsibility for its completion as appropriate. The survey was administered using FluidSurveys25 and
included consent. The survey was sent through institutional listservs – Council of Medical Officers of
Health (COMOH), SDOH-PHN listserv, Association of Public Health Epidemiologists (APHEO) – by
members of the alPHa-OPHA Working Group.
The survey consisted of multiple choice questions, free-text options pertaining to the role of the
respondent, and questions relating to the definition and implementation of priority populations at
various organizational levels (Appendix E.1.). Questions were pilot tested prior to being distributed.
Questions were preceded by a survey rationale, description and outline of confidentiality. FluidSurveys
allows for the creation of a non‐multimedia format of the questionnaire. This was attached as a PDF in
the outgoing emails to allow respondents to preview the full survey prior to accessing the online
version. The survey was live for six weeks and two follow-ups by email were sent before the survey was
closed.
We did not ask individual respondents to identify their specific health unit. Given the role information
collected, individuals could be identifiable through this combination of variables; the level of specificity
was not necessary for our analysis. The overall representativeness of PHUs was assessed by
independently verifying de-linked IP addresses of responses. Survey data was exported into Microsoft
Excel and descriptive and numerical analyses were conducted. The free-text responses were
qualitatively analyzed, according to the same themes inductively produced through the key informant
interviews.
Methodological Limitations
Since respondents were not required to identify their PHU, it is not possible to know which PHUs
participated in the survey. The role-based PHU survey under-represents certain roles, such as health
promoters and public health inspectors. Role-based comparisons should be interpreted with caution,
since perspectives from different public health practitioners were not equally represented.
As with all surveys, there is potential for self-selection and responder bias, skewing the
representativeness of results. While issues across the spectrum of public health activities did arise, the
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extent to which these were incorporated into priority population-based practices were not addressed
equally by frontline practitioners.

2.3.2 Results and Discussion
Eighty-three (83) practitioners responded to our survey. This includes 17 (20 per cent) MOH or AMOH
respondents, 25 (30 per cent) PHU Epidemiologist respondents, 33 (40 per cent) SDOH-PHN
respondents, and 8 (10 per cent) who identified themselves on the “other” category (Table E.1:
Appendix E.2.1).
Based on the identified peer-group cross-referenced with IP addresses, we know that at least 27
individual PHUs participated. Of 36 PHUs, 12 were represented by MOH or AMOH respondents, 23 by
SDOH-PHN respondents and 18 by PHU epidemiologist respondents.
(Table E.2: Appendix E.2.1). Complete quantitative and qualitative results of the survey can be found in
Appendix E.2.

2.3.2.1 Role-based Differences in Understanding Priority Populations
MOHs/AMOHs were most likely to agree that the definition of priority populations is well understood in
their health unit (71 per cent agreed). PHU Epidemiologists (36 per cent agreed) and SDOH-PHNs (21 per
cent agreed) were less likely to agree that the term “priority populations” was well understood (Table
E.5: Appendix E.2.1). The significant discrepancies in role-based responses necessitate consideration for
how priority populations are understood within a PHU, and how action is taken to operationalize this
mandate.
In analyzing qualitative responses to the definition of priority populations (see Table E.11: Appendix
E.2.2) four considerations were found to be represented as noted in Table 8. One survey respondent
wrote: “In theory, it should be those population groups at risk for socially produced health inequities. In
practice, priority populations and targeted interventions seem to be predominantly determined based
on epidemiological data and the identified barriers to accessing public health programs and services.”
Table 8: Categories of Priority Populations Definitions
Definition Category

Example

Determinants of health

“Subgroups of our local population who have disadvantages (or face barriers)
that may lead to poor health outcomes or who are at a higher risk of a
negative health outcome.”

Burden of disease

“When local data suggests a certain demographic subgroup carries the
highest incidence of disease, they are also considered a priority population.”
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Definition Category

Example

Need

“Simply put, priority populations are persons in most need of services.”

Impact

“Sub group of the population for which public health intervention may be of
high priority or is expected to have reasonable impact.”

Similar to findings from the key informant interviews, we identified a distinction in individuals’
interpretation of the term priority populations based on whether they took a health equity or burden of
diseases approach, as shown using relevant quotes in Table 9.
Table 9: Health Equity and Burden of Disease Approaches Reflected
Health Equity Approach

Burden of Disease Approach

“Our health unit is forming a workgroup to address
SDOH and identify strategies for the identification of
priority populations.”

“Populations [were] named in general in [the]
strategic plan. Health status assessments used
to identify populations and characterize
health needs.”

“The health unit uses a health equity mapping checklist
as a part of program planning. We have a program
specifically dedicated to poverty and health and have
social determinants integrated into the strategic plan.”

“Priority populations are identified through
the routine analysis of health status data.”

2.3.2.2 Current Practices to Identify Priority Populations
Three survey respondents (four per cent) stated that priority populations are not currently being
identified at their PHU (see Figure 3). Others most commonly stated that priority populations were
being identified within the PHU at the level of program teams.
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Figure 3: Level of the Organization at Which Priority Populations Are Being Identified and
Documented
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(N=144 responses from 77 respondents)
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Representative comments related to this question (see Table E.6: Appendix E.2.1) show some vagueness
or uncertainly on how decisions regarding the identification of priority populations are made:






“I work with two populations that are identified as priority but I don't know who or how the
decision was made.”
“Management chose the priority populations, and from what I understand they were based
on epidemiological data.”
“As the epidemiologist, I am currently in the process of analyzing indicators in order to
identify priority populations. I am not aware of what is occurring in the various
organizational departments and teams at this time.”
“Priority populations are identified informally at the team or individual activity level. Priority
populations are considered during program delivery but there is no documentation or
consistency across teams.”
“We have generated awareness of the importance of including an assessment of
disadvantaged people in developing and implementing all programs. The work in the
community is influenced by opportunities presented by our partners.”

There are multiple strategies being used by various PHUs to identify priority populations (Table E.7:
Appendix E.2.1). The most common response (38 per cent) to this question indicated their public health
unit/program has no formal approach to the identification of priority populations. Still, 33 per cent of
responses mentioned use/development of internal checklists and tools, and 16 per cent mentioned PHU
equity, determinants of health or priority populations committees. Thirty-four per cent of responses
indicated that there are other processes such as strategic planning, health equity reports, capacity
building, education sessions, and integration into program planning.
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Respondents also mentioned different variables involved in making decisions regarding priority
populations. These included PHU resources, OPHS program areas, geographic location, organizational
level and data availability. Compiling resources that are currently being used by PHUs in Ontario was
seen as an activity that would facilitate better inter-PHU collaboration. Many respondents also
referenced internal checklists and tools, as well as externally-available guides produced by various
Ontario PHUs to support the priority populations mandate.
Supporting the results above, 46 per cent of respondents disagreed or strongly disagreed that clear
processes are in place at their health unit to identify priority populations (Table E.8: Appendix E.2.1). A
discrepancy was seen among MOH/AMOHs (47 per cent), PHU Epidemiologists (36 per cent), and SDOHPHNs (18 per cent) regarding whether the “health unit has clear and consistent structures, activities,
processes, tools and methods to identify priority populations.” MOH/AMOH respondents were more
likely to respond that there is clarity compared to SDOH-PHNs who expressed a significant lack of clarity.

2.3.2.3 Data Sources and Tools Used to Identify Priority Populations
Common sources used to identify priority populations included local surveillance data (83 per cent),
census data (80 per cent), staff consultation and front-line experience (74 per cent), research literature
(64 per cent) and program evaluation data (59 per cent). Community consultation and grey literature
were also used as data sources (Table E.9: Appendix 2.1.2).
Respondents mentioned many specific sources of data and tools used, including:










Canadian Community Health Survey (CCHS).
Geographic Information System (GIS) mapping.
Ontario Marginalization Index (ON-Marg).
Early Development Instrument (EDI).
Intellihealth.
Canadian Index of Wellbeing (CIW).
Rapid Risk Factor Surveillance System (RRFSS).
Integrated Public Health Information System (iPHIS).
Institut national de santé publique Québec (INSPQ) Deprivation Index.

Although the MOHLTC Health Equity Impact Assessment (HEIA) tool26 was not developed to identify
priority populations, practitioners are using it as a checklist. Practitioners noted the loss of the long-form
census as a challenge to effectively identify priority populations. Also mentioned was difficulty in
disaggregating data for small population samples and a lack of data on those who are “hard to reach”.
To support identification of priority populations, some common methods, processes and tools used
were collaboration with community partners, embedding priority population representatives into
operational planning, and local data analysis (Table E.12: Appendix 2.2.2).
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2.3.2.4 Challenges
In addition to data challenges identified, there are a number of organizational and resource challenges
associated with meeting the priority populations
mandate “to assess the needs of the local
“Lack of common approach and
population, including the identification of priority
understanding of the issues;
populations to determine groups which would
underlying resistance to perceived
benefit most from public health programs and
changes in practice (e.g. from universal
services.”3(p.16) Interestingly, across all roles nearly
programs to targeting within
equal numbers of all respondents (N=83) replied that
universalism); lack of a formal
they agreed (28 per cent), were neutral (24 per cent)
mechanism regarding partnership
or disagreed (24 per cent) that they faced challenges
consultation and collaboration; lack of
in identifying priority populations in their health
agreement related to application of
unit. (Tables E.10 and E.13: Appendix 2.1.1).

the knowledge (e.g. what to do once

Respondents mentioned the lack of agreement they
priority populations are identified?
noted regarding various interpretations of the
Clarification regarding role of public
priority populations definition as a challenge to
health in addressing the social
identifying priority populations. Respondents
determinants of health).”
acknowledged that “there isn't a ‘one-size-fits-all’
approach,” and that public health units need to
determine which methods are appropriate within
their own local context. The prioritization of priority populations based on available resources was also
cited as a challenge.

“Size and scope, consistency, ability to impact/access population, resource constraints,
disagreement on which groups should be considered a ‘priority’, different value sets.”

2.3.3. Summary
There are role-based differences in the understanding of priority populations and in perceptions of how
priority populations are identified within the PHUs. It appears that front line staff (PHU Epidemiologists
and SDOH-PHNs) is more likely to feel that there is:


Inconsistent understanding of the priority populations term; and



A lack of clear and consistent activities, processes, tools and methods to identify priority
populations.

Currently, PHUs are identifying priority populations through a number of mechanisms, including
surveillance and census data, but are also relying heavily on experience. Three respondents stated that
priority populations are not currently being identified in their PHU. While data challenges were noted,
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challenges related to process were more frequently identified. In particular, respondents noted “a lack
of common understanding” and “different value sets” as a challenge.
Consistent with the KII findings, the survey noted a variety of perspectives on priority populations,
including a DOH perspective, burden of disease perspective, needs perspective and impact perspective.
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3.0 Discussion
The Priority Populations Project sought to answer three overarching questions:
1) What are priority populations?
2) Why are we identifying priority populations in the context of the Ontario Public Health
Standards (OPHS) priority populations mandate?
3) How do we identify priority populations?
The complementary parts of this project allowed for an in-depth and nuanced understanding, from
those working in local public health units and from what is understood about priority populations from
the literature.
Policy-makers from the Ministry of Health and Long-Term Care (MOHLTC) involved in developing the
OPHS, and public health practitioners involved in implementing priority populations programs, were
part of key informant interviews. The goal was to compare the intended interpretation of priority
populations with the actual application of this OPHS mandate in the public health field.
A survey of public health practitioners working at the local PHU level solicited a better understanding of
their comprehension of priority populations, and of the challenges faced in identifying priority
populations to meet the OPHS mandate.

3.1 What Are Priority Populations?
There is no one common understanding or definition for the term priority populations. General, diseasespecific, and list-based definitions have been developed by many different groups primarily within the
U.S., Canada and Australia.
Priority populations are most often discussed in the context of health promotion, primary prevention,
policy and planning. In the U.S., the Agency for Health Research Quality (ARHQ) has a policy on the
inclusion of priority populations in research. This appears to have been influential in guiding the use of
the term in that country. In Canada, use of the term appears to have increased since the publication of
the OPHS in 2008. Interestingly, none of our key informant interviewees, nor survey respondents,
referenced the ARHQ in their discussions of the priority populations term.
The term “priority populations” is most often used to indicate a need to focus on a certain population
sub-group based on implicit criteria. These criteria include varying emphasis on the following
characteristics, listed from most common to least common:


Social factors



Behavioural risk factors
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Medical/biological factors or conditions



Epidemiological burden of disease



Health service access



Geographical factors

Often, more than one criterion are applied (implicitly or explicitly), such that “priority populations” have
multiple characteristics that define them; for example, income, race, smoking and pregnancy.
In Ontario, the definition of priority populations is provided in the OPHS, as “those groups that would
benefit most from public health programs and services…that are at risk and for which public health
interventions may be reasonably considered to have a substantial impact at the population level.”3(p.4)
Several additional statements speak to the identification of priority populations through assessment of,
“population health, determinants of health and health inequities information to assess the needs of the
local population, including the identification of populations at risk,“3(p.24) and “by considering those with
health inequities including: increased burden of illness; or increased risk for adverse health outcome(s);
and/or those who may experience barriers in accessing public health or other health services or who
would benefit from public health action.”4(p.8)
While the determinants of health and health inequities are prominent in the discussion of priority
populations, “risk” and “impact” are the terms specifically used in the definition of priority populations
in the OPHS. Determinants of health and health inequities are factors in the identification of priority
populations, as are burden of illness, risk for adverse health outcomes, barriers in access and benefit
from public health action. We found this to be consistent with the literature and the varying
characteristics that were commonly applied to the concept of priority populations.
We found through our scoping review that some articles use the term “priority populations” to mean a
target population (i.e., the term referred to the target population of the research or of an intervention).
However, the overall consensus from our Ontario-based sample (including key informants and survey
respondents) was that "target population" was seen as being distinct from priority populations.
This is interesting, as the term target group was used in Ontario in the mid-1990s in reference to what
now is referred to as priority populations. However, target group was viewed as having both military
and disempowering (i.e., unilateral power over) connotations (BH, personal communication 2014). Since
that time, priority populations as a term appears to have emerged as a more acceptable alternative.
In our study, target populations were seen as the specific groups to whom a program or service is
catered. Priority populations were seen as a subset of this group, usually as a result of marginalization,
vulnerability or other risk factors. In the OPHS the term priority populations was considered by several
respondents to be interchangeable with the terms vulnerable, marginalized, or at-risk; others in the
Ontario sample would have serious concerns with these interpretations.
The priority populations mandate in the OPHS was informed by: 1) a requirement for evidence; 2) a
condition of resource neutrality, i.e., that any changes made in the development of the new OPHS would
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not have additional resource implications (beyond those of the old Mandatory Health Programs and
Service Guidelines [MHPSG]); and 3) the need to introduce more flexibility.
In addition, some have commented that the priority populations mandate was introduced into the OPHS
by writing committees whose membership represented different experiences, values and perspectives.
These differences in working groups – with some having stronger grounding in a health equity vs. a
burden of disease approach – may account for statements of required practice related to priority
populations in some Standards, while others remained silent (BH, personal communication 2014).
The introduction of more flexibility in the Standards can be seen as both a benefit and a liability. The
OPHS allows flexibility to apply the ideas of risk and benefit broadly based on program areas, PHUs, or
other contextual factors. However, this flexibility may have led to important differences in
interpretation of the priority populations mandate (depending on the priority population under
consideration), as we found that understanding of the term priority populations appeared to be rooted
in one of four key areas: the determinants of health; the burden of disease; population need; or
population impact.
In terms of the priority populations terminology, it is understood that what is important isn’t whether all
levels of the PHU use the same terminology. What is important is that they are achieving the outcomes
desired. However, the introduction of a new terminology, appears to have caused confusion. Our data
indicate that although the term priority populations is understood by practitioners, it seems to be
understood differently by different people. This lack of consistency may lead to difficulties in
operationalizing the term in practice, in the face of varying interpretations, and presents a barrier (for
some) to identification and action.
What informs interpretation and practice as it relates to priority populations? Across all three parts of
this study, it became clear that these were informed by individuals’ approaches to public health action.
We identified a theoretical divide between two approaches to public health action. A health equity
approach considers health equity first, as embedded in the determinants of health (DOH), including
access to service. In a burden of disease approach, the interpretation of priority populations considers
the burden first, as an objective starting point for determining priority populations.
Most public health practitioners and staff interviewed and surveyed acknowledged the complementary
roles that these two perspectives play in identifying priority populations. However, participants tended
to lean towards one or other in their understanding priority populations.
Not surprisingly, we also found that individual understanding of the priority population definition – from
a health equity or burden of disease approach – influences an individual’s understanding of how to
identify priority populations.
It is necessary to recognize and distinguish between these different value sets and approaches, while
acknowledging the merits of each, to move forward team-based action on priority populations.
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3.2 Why Do We Identify Priority Populations?
In general, the priority populations mandate does not introduce actions different from what PHUs
normally do. As noted above, the predecessor to the OPHS, the Mandatory Health Program and Service
Guidelines (MHPSG) (1997), had language implying the identification of priority populations (although
the term itself was not used). However, our findings show that the intention of the priority populations
mandate and actions required to be taken has been variably interpreted as written in the OPHS.
If taken literally, as “[populations] that are at risk and for which public health interventions may be
reasonably considered to have a substantial impact at the population level,”3(p.3) then priority
populations are identified to maximize benefit and impact of PHU programs and services. However, our
key informants from the Technical Review Committee (TRC) also stated that the term priority
populations served as a way of operationalizing public health action on the DOH.
Key informants who were policy-makers discussed how the priority populations mandate is meant to
strategically balance targeted and universal population health perspectives. This is consistent with the
proportional universalism approach discussed by Marmot.1 However, the predominant interpretation of
the mandate tended to lean toward a highly targeted approach in which a sub-group (i.e., priority
population) was chosen to be a focus for resource allocation, either based on the health equity or
disease burden. For many, the idea is to be selective in circumstances where universal public health
interventions failed to reach the populations that could benefit the most, and where some resource
shifts would increase their access and benefits from the PHU interventions. In using this more targeted
approach as an underlying understanding of the mandate, the burden of disease was often seen as a
more legitimate justification for allocation of funds within public health. However, many respondents
recognized the clear relationship that often exists between equity-seeking populations and burden of
disease therefore, interpreting the mandate related to the application and operationalization of health
equity and the determinants of health. Across our findings, there was a significant focus on allocation
decisions and aligning services to need in a fiscally constrained environment.
One way to understand priority populations is through the perspective of proportionate universalism.
This approach is distinct from targeted universalism, as it recognizes that across the health equity
gradient, programs and policies must include a range of responses for different levels of disadvantage
experienced within the population, as opposed to focussing solely on the least disadvantaged groups.
“Policies need to consider both the people at the bottom of the health gradient and the gradient as a
whole ensuring that their impact is proportionately greater at the bottom end of the gradient.”1
A leading proponent of this approach is Dr. Michael Marmot, past Chair of the World Health
Organization Commission on the Social Determinants of Health. In his words, “focusing solely on the
most disadvantaged will not reduce health inequalities [inequities] sufﬁciently. To reduce the steepness
of the social gradient in health, actions must be universal, but with a scale and intensity that is
proportionate to the level of disadvantage.”27
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Using proportionate universalism as a framework to understand the concept of priority populations as
outlined in the OPHS, one has the potential to identify priorities across a spectrum of need, depending
on local context. It also allows for priority populations to be identified based on the distribution of
burden of disease and epidemiological risk factors.
As well, proportionate universalism recognizes that groups that would benefit most from public health
interventions, which may be reasonably considered to have a substantial impact at the population level
(i.e., priority populations as defined by the OPHS), can occur at each level of the socioeconomic gradient
in differing degrees.
Since health inequities are manifested as differences in burden of disease across the population, the
Commission on Social Determinants of Health recommends the following: “In addressing health
inequity, the strategies that should be given priority are those that are universal but are resourced and
delivered with an intensity that is related to the level of social need (proportionate universalism).”2
The OPHS in fact encompasses the idea of proportionate universalism in its mandate to address the
determinants of health, which is captured by the statement to “include a broad range of populationbased activities designed to promote the health of the population and reduce health inequities.”3
Some practitioners express concern that the priority populations mandate does not go far enough in
representing health equity in the Standards. Indeed, the mandate appears to have come from a place of
program planning that recognized the importance of addressing health inequities and the DOH, without
making health equity the only criteria for decision making. As currently written, action on priority
populations does not necessarily equal health equity action, although in many cases there is significant
overlap between populations in need and those with socially produced health inequities. For example, it
is well established that early child development is fundamental for health in later life. It has been
demonstrated that a socio-emotional gradient by family income exists for children aged 3 to 5 years.
Children in the lower-income groups were more likely to have socio-emotional challenges than the
cohort from higher-income.28

3.3 How Do We Identify Priority Populations?
We found a general lack of information specifically outlining methods on how to identify priority
populations. In only eight per cent of the literature reviewed did the authors classify a population as a
priority “after conducting a study or investigation.” Additionally, only seven per cent of the peerreviewed literature reviewed specifically sought to identify priority populations.
The literature to date has generally used the term “priority population(s)” referring to predefined
groups, as a term of convenience or as a synonym of target populations rather than seeking to identify
populations to prioritize based on empirical studies or evidence. While the peer-reviewed literature
concerning the identification of priority populations is sparse, the grey literature does include a number
of documents, many from Ontario, pertaining specifically to the identification of priority
populations.29,30,31,32 However, without a consistent understanding of the term priority populations or a
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consistent understanding of the purpose for identifying priority populations, it is not at all surprising
that we found no consistent processes for identifying priority populations.
Nearly half (46 per cent) of the respondents did not agree that there were clear or consistent methods
to identify priority populations in their PHU. The basic process of identifying priority populations – using
surveillance, epidemiology and research – seems clear. Still, there is confusion about how the
determinants of health factor into identifying priority populations. Specifically, which criteria outlined in
the OPHS should be applied in any given case (i.e., increased burden of illness, increased risk for adverse
outcomes, and/or those who may experience barriers in accessing public health services or who would
benefit from public health action.) One of the key tensions from an equity perspective is the
fundamental need to have a clear analysis of where and how inequities are created. This leads to an
approach in which identifying priority populations, and then deciding on what strategies/interventions
to implement, does not place the responsibility for change solely on “priority populations”;
responsibility is also on priority systemic and structural problems.
There are a range of actions on the priority populations mandate across PHUs in Ontario. Some PHUs
incorporate priority populations into health equity strategies and program planning templates, while
others are only now beginning to establish working groups or committees to look at meeting the
mandate. While the Foundational Standard was intended to be a lens through which to read each of the
Program Standards, there has also been variability with respect to whether priority populations are
identified at a PHU level, by OPHS program areas or at a more granular program level within Ontario
PHUs.
The requirement for evidence that informed the development of the OPHS is reflected in the need for
objectivity when deciding which priority populations to focus programs and services on. “A key
component of the requirements ... is to identify and work with local priority populations. Priority
populations are identified surveillance, epidemiological, or other research studies and are those
populations that are at risk and for whom public health interventions may ... have a substantial impact
at the population level.”3(p.4)
Qualitative methods and social research are not specifically mentioned in the priority population’s
definition; however these are not excluded by the OPHS as potential data sources. Use of combined
approaches and mixed methods were noted by several KIIs and survey respondents. Marmot also
advocates the use of participatory mechanisms to engage stakeholders with an interest in determinants
of health.2
The PHU survey and key informant interviews also identified various approaches and methods that are
being taken across Ontario in the identification of priority populations, including the use of traditional
quantitative data sets, Geographic Information Systems (GIS) mapping, qualitative needs assessment
and practitioner skill and expertise. There are several variables that influence how priority populations
are identified including, jurisdiction, PHU capacity, OPHS program area and community influences. Lack
of available data specific to subpopulations or small populations is the most common challenge in
identifying priority populations; it is not clear that a "structured process or tool" would be helpful to
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PHUs in terms of identifying priority populations. However many participants acknowledged that
additional support in identifying priority populations may be helpful for public health practitioners.
Lastly, several participants and reviewers identified the need to focus less on identifying priority
populations and equally on potential action to support priority populations. In other words, by applying
proportionate universalism with regards to determinants of health, public health can begin to address
health inequities across the broad population – including priority populations.

3.4 Summary
Much work remains to establish a common understanding of the priority populations mandate within
Ontario. There are a number of perspectives from which to understand and apply the mandate. That
includes a health equity approach and a burden of disease approach, both of which inform the targeting
of a sub-group (i.e., priority population) identified within the broader population (usually the population
served by a public health unit or program).
A unifying structure is needed, for which we propose proportionate universalism as a mediating
framework. It recognizes that a health equity gradient exists, and recommends that programs and
policies include a range of responses for different levels of disadvantage experienced within the
population.
In applying proportionate universalism (with regards to determinants of health), we can begin to
address health inequities across the broad population. However, without a consistent understanding of
the term priority populations, or the purpose for identifying it, that identification has been challenging
for many practitioners. A range of quantitative data sets, mapping, qualitative methods, community
consultation and practitioner experience has been used. The most common issue in identifying priority
populations is a lack of available data specific to sub-populations or small populations. Many
participants acknowledged that additional support in identifying priority populations could be helpful for
public health practitioners.
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4.0 Considerations Moving Forward
The priority populations mandate was introduced in the Ontario Public Health Standards (OPHS) in 2008.
Since that time, the mandate has been interpreted and implemented in different ways by public health
units in Ontario. It is hoped that local public health practitioners involved in meeting the OPHS priority
populations requirements will be able to use the detailed data provided in this report to better
understand issues related to priority populations, and to apply this information to their implementation
of programs and services.
However, more work can be done to 1) develop a common understanding of the priority population
mandate; 2) provide further guidance on how to operationalize the mandate; and 3) evaluate and/or
develop an accountability framework to support health units in focussing their work.
Generate a common understanding of the priority population mandate
As highlighted throughout this report, a common understanding of the priority populations mandate
across public health practitioners in Ontario does not currently exist. Although many public health units
(PHUs) are moving forward to operationalize the mandate, they face challenges in taking concrete
action due to the various interpretations and differences in approaches. A clearer understanding of the
policy intentions of the priority populations mandate would allow practitioners to appropriately allocate
their ongoing work. This would help to address priority populations, advance health equity and balance
the needs of other program and strategies – all in ways that support coordinated action (e.g., at team,
program, public health unit and provincial levels).
One recommended approach is to ground the priority populations mandate within a proportionate
universalism framework,1,2,27 which recognizes that across the health equity gradient, programs and
policies must include a range of responses for different levels of disadvantage experienced within the
population. As suggested by Marmot, only by addressing and acting on the social determinants of
health, with a focus on the gradient as a whole, can inequity “which runs from top to bottom of the
socio-economic spectrum” in health be reduced.1
Provide health units with guidance to operationalize the mandate
Based on the findings in this report, PHUs could benefit from additional support in identifying priority
populations. The basic process of identifying priority populations using surveillance, epidemiology and
research seems clear. However, there is confusion about which of the criteria outlined in the OPHS increased burden of illness, increased risk for adverse outcomes, those who may experience barriers in
accessing public health services or who would benefit from public health action - are to apply in any
given case.
Innovative methods to collect or analyze data on small or hard-to-reach populations may support health
units in addressing the priority populations mandate. A guidance document could be instrumental in
operationalizing the mandate across all PHUs in Ontario. This document would establish a common
understanding, provide resources to identify priority populations, and provide evidence to support the

Priority Populations Project: Technical Report

Page 54

appropriate modification of public health programs and services to meet the needs of these
populations. Such a document could include an optional range of approaches/tools suited to different
and unique PHU circumstances and preferences.
Given that members of the Technical Review Committee (TRC) identified that one of the purposes of the
priority populations mandate was to “operationalize action on the determinants of health (DOH),” a
proportionate universalism approach would be a useful framework upon which to base this guidance.
Create supportive evaluation and/or accountability frameworks to guide practice
Further support for the work on priority populations mandate could occur through the understanding of
specific outcomes, targets or goals associated with the mandate as illustrated by the 2013 U.K. initiative
Improving Children and Young People’s Health Outcomes: a system wide response to the report the
children and young people’s health outcomes forum.33 In this way, PHUs could maintain flexibility within
the mandate while having clear targets for action.
This would also aid in creating a better understanding of the priority populations definition because
striving toward the achievement of targets could also focus the identification of priority populations.
This is consistent with the Foundational Standard requirements for program evaluation, and
commitment to understanding how these modifications work, do they work in the intended way, and
how they could contribute to changes in population outcomes. However, public health practice may
need to be further along in understanding and implementing the priority populations mandate before
any large scale evaluation would be appropriate.
Overall three directions for evaluation of the mandate were noted including: 1) evaluating the overall
strategic direction of the priority populations mandate; 2) evaluating PHU implementation of the
mandate, including the impact of public health programming on priority populations; and 3) evaluating
the impact of the priority populations mandate on local public health programming.
Our grey literature search found some efforts already being made in this direction – specifically
regarding the development of health equity indicators in Ontario to assist public health units in
measuring their use and application of DOH through their programs and services.34
In addition a locally driven collaborative project (LDCP) is underway to identify a comprehensive set of
indicators that boards of health could use to monitor and guide progress toward fulfillment of public
health roles to address the social determinants of health and reduce health inequities. This project also
includes a review of the literature and pilot testing in the field.35
Questions posed by the LDCP to boards of health include: 1) outlining processes and mechanisms for the
identification and planning for priority populations; 2) including equity issues in their strategic plans; and
3) operational planning to include a health equity assessment of their programs and services.
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Next Steps
Many stakeholder groups – including the Ministry of Health and Long-Term Care (MOHTLC), Public
Health Ontario (PHO), Association of Local Public Health Agencies (alPHa), Ontario Public Health
Association (OPHA), public health units (PHUs) and other public health partners – could collaborate on
immediate next steps. Finding solutions for issues raised needs to be driven by a process which
acknowledges that we will be learning as we go rather than providing a prescription for success. This
change is complex and needs to be grounded in a strong collaborative stakeholder–driven process,
including the priority populations themselves, to form a strong participatory action approach such as
that recognized by Marmot.2 The recommendations below were informed by our data, project
reviewers, and our knowledge user group.
Establish a multi-stakeholder based steering group to:
1) Develop a set of working definitions that address the findings of this report and guide further
operationalization of the priority populations mandate, which may include:
a) Developing consensus definitions, for example, using the term “target population” when
considering the overall burden of disease, and “priority population” when both burden of
disease and health equity are being considered.
2) Develop a common understanding of the goal of the priority populations mandate as it relates to
health equity and determinants of health, which may include:
a) Adopting a proportionate universalism framework.27
b) Defining the concept of “benefit(s) most” and the basis upon which this assessment is made.
3) Develop a guidance document that will organize and recommend promising practices and tools
(based on the above working definitions), which may include:
a) Collecting and organizing PHU best practices (tools, resources and approaches) to address the
priority population mandate and analyzing the purposes, objectives, content and outcomes
associated with each best practice.
b) Describing options for the identification of priority populations beyond the provision of specific
tools/resources through documentation of best practices/case studies of various approaches.
c) Undertaking an evaluation of current PHU practices in identifying priority populations using a
hybrid of developmental and cluster evaluations,36,37 which could involve participatory research.
4) Design a comprehensive, multi-level evaluation framework to address process (developmental) and
outcome indicators of the introduction and implementation of the new practice, which may include:
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a) Acknowledging the need to develop strong logic models for potential interventions and related
evaluation plans, in order to monitor the success of designed interventions.
b) Continuing to build on LCDP project, in this area and others mentioned in the report.
5)

Provide recommendations to the MOHLTC regarding the “evergreening” or ongoing review and
updating, of the priority populations mandate in the OPHS.

Address data challenges, including:
6) Design a methodological framework to assist with collecting and interpreting data in support of
planning, implementation and evaluation practices that acknowledge these three areas: 1)
proportionate universalism; 2) health equity; and 3) determinants of health. This framework should
take into consideration:
a) Current data issues including differences in assessing inequities and inequalities, analyzing small
populations, and accessing data for disaggregation.
b) The benefits of mixed method and qualitative approaches, i.e., the use of participatory and
action-oriented, community-based social science research methods for deciding which
populations should be a "priority" for any given program/PHU or health unit.
7) Consider opportunities for centralized data analysis (e.g., through PHO) as it relates to the
assessment of inequalities and inequities across population groups in Ontario.
8) Establish a “community of practice” on novel approaches to collecting and using priority population
data to reduce health inequities.
Maintain and expand local and provincial capacity-building efforts, including:
9) Facilitate discussions about health inequities in the context of overall population health.
10) Provide information and education on proportionate universalism including dissemination of
tools/best practices, and other approaches.
11) Create portal (or collaboration site) for those engaged in addressing the priority population
mandate, in order to facilitate the sharing of information and best practices.
12) Provide further education on the requirements of the OPHS related to priority population.
13) Build capacity for use of the developmental evaluation method,36 which is particularly well-suited to
the complexities of identifying, examining and evaluating efforts to address the priority population
mandate.
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Glossary
Burden of disease is the amount of ill health from a given cause (disease, injury, cause of disease, or risk
factor) in a population. Source: Last J, editor. A Dictionary of Public Health. New York: Oxford University
Press; 2007.
Cluster evaluation refers to an approach to program evaluation which addresses outcome questions. It
is a participatory and collaborative method which helps build capacity and involves multiple
perspectives. Source: Sanders J. Cluster evaluation. HFRP. 1998;6(2):7-8. Available from:
http://www.hfrp.org/var/hfrp/storage/original/application/5a4d2e4b3f79525ef39c5e31d2e8efbf.pdf
Determinants of health, as per the OPHS, refer to the factors which “play a key role in determining the
health status” of the individual and population. These include: income and social status; social support
networks; education and literacy; employment/working conditions; social and physical environments;
personal health practices and coping skills; health child development; biology and genetic endowment;
health services; gender; culture; and language. Source: Ontario. Ministry of Health and Long-Term Care.
Ontario public health standards, 2008. Revised May 1, 2014 [Internet]. Toronto, ON: Queens Printer for
Ontario; 2014 [cited 2015 Aug 6].
Developmental evaluation refers to the evaluation processes and activities that support program,
project, product, personnel and/or organization development. Source: Patton MQ. Qualitative
evaluation and research methods. 2nd ed. Newbury Park: SAGE Publications; 1990.
Health inequality can be defined as differences in health status or in the distribution of health
determinants between different population groups. Source: Source: World Health Organization. Health
impact assessment: glossary. [internet] 2015. [cited 2015 Aug6]. Available from:
http://www.who.int/hia/about/glos/en/
Health inequity is the unnecessary, avoidable, unjust and unfair differences in health status or in the
uneven distribution of health determinants between different population groups resulting in health
inequalities. Source: World Health Organization. Health impact assessment: glossary. [internet] 2015.
[cited 2015 Aug6]. Available from: http://www.who.int/hia/about/glos/en/
Ontario Public Health Standards (OPHS) are published guidelines developed by the Minster of Health
and Long-Term Care, pursuant to Section 7 of the Health Protection and Promotion Act, R.S.O. 1990, c.
H.7., for the provision of mandatory health programs and services. They are legal mandates that every
board of health must comply with in Ontario. Source: Ontario. Ministry of Health and Long-Term Care.
Ontario public health standards, 2008. Revised May 1, 2014 [Internet]. Toronto, ON: Queens Printer for
Ontario; 2014 [cited 2015 Aug 6].
Population health is the state of health of the population, or a specified subset of the population,
measured by health status indicators. Source: Last J, editor. A Dictionary of Public Health. New York:
Oxford University Press; 2007.
Priority populations, as defined by the OPHS, “are those populations that are at risk and for whom
public health interventions may be reasonably considered to have a substantial impact at the population
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level”. Source: Ontario. Ministry of Health and Long-Term Care. Ontario public health standards, 2008.
Revised May 1, 2014 [Internet]. Toronto, ON: Queens Printer for Ontario; 2014 [cited 2015 Aug 6].
Proportionate universalism refers to the concept that people across the whole population gradient are
entitled to social benefits proportionate to their needs. For policy, it encompasses both targeted and
universal approaches to ensure that the population as a whole is proportionately allocated benefits and
services. Source: Marmot M, Bell R. Fair society, healthy lives. Public Health. 2012;126(Suppl 1):S4-10.
Targeted population refers to a priority sub-group within the broader, defined population.
Source: National Collaborating Centre for Determinants of Health. Let’s talk: universal and targeted
approaches to health equity. Antigonish, NS: National Collaborating Centre for Determinants of Health,
St. Francis Xavier University; 2013. Available from: http://nccdh.ca/resources/entry/lets-talk-universaland-targeted-approaches.
Targeted approach applies to a sub-group priority population whose eligibility and access to services are
determined by selection criteria, such as income, health status, employment status or neighbourhood. It
is based on a belief that social constructs are barriers to equitable access to the determinants of health,
and that interventions directed to disadvantaged members of society are needed to close the health
gap. Source: National Collaborating Centre for Determinants of Health. Let’s talk: universal and targeted
approaches to health equity. Antigonish, NS: National Collaborating Centre for Determinants of Health,
St. Francis Xavier University; 2013. Available from: http://nccdh.ca/resources/entry/lets-talk-universaland-targeted-approaches.
Targeted universalism refers to the eligibility of a population to social benefits involving some type of
criteria to determine the true worthiness of this group. Source: Mkandawire T. Targeting and
universalism in poverty reduction. Geneva: United Nations Research Institute for Social Development;
2005.
Universal approach refers to the concept that eligibility and access to services such as health are based
simply on being a part of a defined population without any further qualifiers such as income, education,
class, race, place of origin, or employment status. It is based on the belief that each member should
have equal access to basic services. Source: National Collaborating Centre for Determinants of Health.
Let’s talk: universal and targeted approaches to health equity. Antigonish, NS: National Collaborating
Centre for Determinants of Health, St. Francis Xavier University; 2013. Available from:
http://nccdh.ca/resources/entry/lets-talk-universal-and-targeted-approaches.
Universalism refers to the eligibility of an entire population to social benefits as part of a basic right.
Source: Mkandawire T. Targeting and universalism in poverty reduction. Geneva: United Nations
Research Institute for Social Development; 2005.
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Appendices
Appendix A: Scoping Review
A.1 Detailed Methods
A.1.1 PEER REVIEWED LITERATURE
A.1.1.1 Search Strategy
A keyword search was conducted for the scoping review on the term “priority population*” within the
peer-reviewed literature. The following databases were searched: Ovid MEDLINE, Embase, PsycINFO,
EBSCOhost CINAHL Plus, Health Business Elite and SocINDEX.
The term “priority population*” was searched for in all major fields of the relevant records,
including: title field, author field, abstract field, and subject headings. Any articles pertaining to animal,
tree, and plant species that were identified as priority populations were excluded. Results were
carefully filtered to only include articles relevant to priority populations in the context of the human
species. If the specific keyword was not presented within the article, it was excluded.
Table A.1: Peer-reviewed Literature Search Parameters
Ovid MEDLINE
(In-process & other non-indexed citations, and 1946 to present)
#
Searches

Results

1

priority population*.mp.

147

2

limit 1 to English language

145

3

from 2 keep 1-2, 4-6, 8-21, 23-50, 53-55, 57-87

137

EMBASE
(1974 to 2013, June 25)
#
Searches

Results

1

priority population*.mp.

157

2

limit 1 to exclude M
edline journals

6

3

limit 1 to English language

5

4

from 3 keep 1-5

5
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PsycINFO
(1987 to 2013, July Week 1)
#
Searches

Results

1

priority population*.mp.

74

2

limit 1 to English language

72

3

from 2 keep 1-26, 28-52, 55-72

69

EBSCOhost CINAHL Plus
(With Full Text)
#

Query

Limiters/Expanders

Results

1

priority population*

Search modes - Boolean/Phrase

161

2

priority population*

3

priority population*

Limiters - Exclude MEDLINE records
Search modes - Boolean/Phrase
Limiters - English Language; Exclude
MEDLINE records

29

28

Search modes - Boolean/Phrase
Health Business Elite
#

Query

Limiters/Expanders

Results

1

priority population*

Search modes - Boolean/Phrase

161

2

priority n2 population*

Search modes - Boolean/Phrase

28

Soc INDEX
(With Full Text)
#

Query

Limiters/Expanders

Results

1

priority population*

Search modes - Boolean/Phrase

60

2

priority n2 population*

Search modes - Boolean/Phrase

41
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Table A.2 Terms Related to Priority Populations
These terms were retrieved from available subject headings across all databases used for this search. A
conscious decision was made to not include these terms in the search strategy, as the purpose is to
understand and map specific use of “priority population*”.
Aborigines –Western Australia

High-priority populations

Overweight persons

Adolescent

High-risk population

Pregnant women

Aged

Hispanic Americans

Priority adolescent population

Aged, 80+ over

Homeless persons

Prisoners

African Americans

Homosexuality, female

Rural population

African Continental Ancestry
Group

Homosexuality, male

Sexual partners

Indians, North American

Special populations

Infant

Top-priority populations

Infant, newborn

Transients and migrants

Mentally disabled persons

Urban population

Middle aged

Veterans

Migrant farm workers

Victims of violent crimes

Military personnel

Vulnerable populations

Native Americans

Young adult

Child
Driver
Disabled persons
Ethnic groups
European Continental
Ancestry Group
Female
Hard-to-reach populations

Oceanic Ancestry Group
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A.1.1.2 Article selection
The following criteria were applied in two rounds, first after reading the abstracts and the second round
after retrieving and reviewing the full article.
Table A.3: Peer-reviewed Literature, Inclusion and Exclusion Criteria
Criteria Category

Inclusion

Exclusion

Type of document



Journal article






Conference abstracts and proceedings
News articles, newsletters
Poster presentation
Dissertations

Content







Includes the term “priority
population*”
Context of human species



Does not include the term “priority
population*”
Non-human species



English language



Non-English language

Language

A.1.1.3 Data Extraction
A standardized data extraction table was iteratively created based on the first 25 full-text articles.
Where applicable, categories were defined and additional contextual information was provided. Two
reviewers independently extracted data into the table, which were then compared, discussed and
combined. Other than author, year of publication and jurisdiction, the following information was
abstracted:
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Table A.4. Peer-reviewed Literature, Data Extraction Variables
Focus of the document

Topic of the document

PP
definition

PP
identification

Number and
depth of use

Author’s
approach

Characteristics making
population a priority

 Access

 Tobacco

 Yes

 Yes

 'a priori'

 Capacity Building

 Immunization-Influenza/H1N1

 No

 Access/Health
Services

 Communication,
Health

 Immunization-Other

 Provides
a list

 Title - #
Abstract - #

 Education
 Health Promotion
 Primary Prevention
 Policy
 Screening and
Monitoring
 Secondary
Prevention
 Treatment
 Other
 Planning - strategic,
operational program,
system

 Mental Health-Substance useETOH Mental Health-Substance
use-illicit
 Mental Health-[Other]
 Maternal Health
 Sexual Health
 HIV/AIDS

 No
 Implied

 Implied

 Introduction/
Background #
 Methods - #
Results - #
Discussion #
 Conclusion –
# Total Count
=#

 'a posteriori'
 Author
justified
 General usage
 Identification
or Validation
 Target
Population
 Unclear

 Behavioral Risk
Factors
 Epidemiological
Burden of Disease
 Geographical/
Environmental Risk
Factors
 Medical/Biological
Risk Factors

 Health Service Delivery

 No clear statement
(of factors making
the population a
priority)

 Health Disparities/Health Equity

 Social Risk Factors

 Obesity

 Other

 Child Health
 Health Research

 Abstract
Only (Y/N)

 Occupational Health
 Cancer
 Cancer Screening
 General Health
 Injury Prevention
 Vascular Diseases
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A.1.2 GREY LITERATURE REVIEW
The search of the peer-reviewed literature was supplemented with a grey literature search. Within the
Canadian context, the search was limited to: Canadian Public Health Units (PHUs); public health
agencies; provincial and territorial health ministries; and national and any other relevant Canadian grey
literature sources, such as material presented at public health conferences.
Additionally, reports that had sections or chapters with substantial information on priority populations
were included, such as annual reports and board reports that contained any relevant information on
completed or in process projects.
A search of international and American sources was conducted using a combination of a keyword search
for ‘priority populations’ along with the use of a few descriptive concepts as described below.

A.1.2.1 Search Strategy
A web search was performed using Google to identify grey literature regarding priority populations. The
websites of Canadian PHUs and major public health agencies, American public health units, government
websites, and international and national organizations were the focus. A web search was also
performed limiting the results to .gov, .org., and .edu domains. References with highly relevant results
were also examined.
Table A.5. Grey Literature Search Parameters
Canada by Public Health Unit (Google Web Search)
Google Web Search
#
Query

Results

Canada by Public
Health Unit

1

(“priority population*”)

28

Canada

1

(“priority population*”)

14

United States

1

(“priority population*”) AND (def* OR identif* OR project*
OR polic*)

47

United Kingdom

1

(“priority population*”) AND (def* OR identif* OR project*
OR polic*)

3

International

1

(“priority population*”) AND (def* OR identif* OR project*
OR polic*)

12
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A.1.2.2 Document Selection
Table A.6: Grey Literature Inclusion and Exclusion Criteria
Criteria Category

Inclusion

Exclusion

Type of Document



All types except journal article



Journal article



Content




Includes the term “priority population*”
Context of human species



Does not include the term
“priority population*”
Non-human species

Language



English language



Non-English language

A.1.2.3 Data Extraction
The same standardized data extraction table used for the academic literature was slightly edited and
used to extract the grey literature documents. In addition to Author, Year of Publication and Jurisdiction,
Type of Document was extracted as well.
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Table A.7: Grey Literature, Data Extraction Variables
Focus of the document

Topic of the document

PP
definition

PP
identification

Number and
depth of use

Authors
approach

Characteristics making
population a priority

 Access

 Tobacco

 Yes

 Yes

 'a priori'

 Capacity Building

 Immunization-Influenza/H1N1

 No

 Access/Health
Services

 Communication,
Health

 Immunization-Other

 Provides
a list

 Title count
=#

 Education
 Health Promotion
 Primary Prevention
 Policy
 Screening and
Monitoring
 Secondary
Prevention
 Treatment
 Other
 Planning - strategic,
operational program,
system

 Mental Health-Substance useETOH Mental Health-Substance
use-illicit
 Mental Health-[Other]
 Maternal Health
 Sexual Health
 HIV/AIDS

 No
 Implied

 Implied

 Abstract
count = #
 Total Count
=#
 Abstract
Only (Y/N)

 'a posteriori'
 Author
justified
 General usage
 Identification
or Validation
 Target
Population
 Unclear

 Behavioral Risk
Factors
 Epidemiological
Burden of Disease
 Geographical/
Environmental Risk
Factors
 Medical/Biological
Risk Factors

 Health Service Delivery

 No clear statement
(of factors making
the population a
priority)

 Health Disparities/Health Equity

 Social Risk Factors

 Obesity

 Other

 Child Health
 Health Research

 Occupational Health
 Cancer
 Cancer Screening
 General Health
 Injury Prevention
 Vascular Diseases
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A.2 Scoping Review Detailed Results
A.2.1 FINAL FULL-TEXT OF ARTICLES REVIEWED: PEER-REVIEWED LITERATURE
Step 1: Articles identified
through searching multiple
electronic databases
308
Step 2: Duplicates
72

Step 7: Additional articles found
through expert suggestions
2
Step 4: Full-text articles
retrieved for further review
158

Step 3: Articles excluded after
title and abstract scan for
relevance based on exclusion
criteria
78

Step 5: Original articles
discarded based on exclusion
criteria
19

Step 6: Articles to be
included in the review
137

Step 8: Additional articles
excluded based on exclusion
criteria
2

Figure A.1: Flowchart of the Scoping Review Process: Identifying Relevant Studies (Stage 2) and Study
Selection (Stage 3) – Peer-Reviewed Literature
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Ovid MEDLINE
1.
2.

3.
4.
5.

6.

7.

8.

9.

10.
11.

12.

13.

14.

15.

16.
17.

Bondy SJ, Bercovitz KL. Hike up yer skirt, and quit. What motivates and supports smoking
cessation in builders and renovators. Int J Environ Res Public Health. 2013; 10(2):623-37.
Boyd CA, Gazmararian JA, Thompson WW. Knowledge, attitudes, and behaviors of low-income
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A.2.2 FINAL FULL-TEXT DOCUMENTS REVIEWED – GREY LITERATURE
Step 1: Documents identified
138
Through Google Web search - 104
Through Key Informants - 18
Through Public Health Unit
Survey - 16
Step 2: Duplicates
9
Step 7: Additional documents
found through expert
suggestions
1

Step 3: Documents excluded
after title and abstract scan for
relevance based on exclusion
criteria
36
Step 4: Full-text documents
retrieved for further review
94

Step 6: Documents to be
included in the review
64

Step 5: Original documents
discarded based on exclusion
criteria
30

Step 8: Additional documents
excluded based on exclusion
criteria
0

Step 9: Final documents included
64
Through Google Web search – 60 (including expert suggestion); Through Key Informants - 3
Through Public Health Unit Survey - 1
Figure A2: Flowchart of the Scoping Review Process: Identifying Relevant Studies (Stage 2) and Study
Selection (Stage 3) – Grey Literature
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A.2.3 SCOPING REVIEW RESULT TABLES
Table A8: Literature Using the Term “Priority Population(s)” by Year of Publication
Year

Peer-Reviewed Literature

Grey Literature

Total

No date (n.d.)

0

8

8

2013

9

9

18

2012

16

9

25

2011

20

11

31

2010

13

6

19

2009

11

4

15

2008

10

3

13

2007

12

2

14

2006

7

4

11

2005

8

0

8

2004

2

1

3

2003

4

1

5

2002

6

1

7

2001

2

0

2

2000

1

2

3

1999

2

2

4

1998

1

1

2

1997

0

0

0

1996

4

0

4

1995

1

0

1

1994

1

0

1

1993

1

0

1

1992

0

0

0

1991

1

0

1

1990

0

0

0

1989

2

0

2

1988

2

0

2

1987

0

0

0

1986

0

0

0

1985

0

0

0

1984

0

0

0

1983

1

0

1

TOTAL

137

64

201
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Table A9: Publication by Lead Author Country Affiliation
Country

Peer-Reviewed Literature

Grey Literature

Total

USA

103 (75%)

30 (46%)

133 (66%)

Canada

8 (6%)

27 (43%)

35 (17%)

Australia & NZ

11 (8%)

7 (11%)

18 (9%)

Other

15 (11%)

0 (0%)

15 (8%)

TOTAL

137 (100%)

64 (100%)

201 (100%)

Table A10: Frequency of Articles Using the Term “Priority Population(s)”, by Journal
Peer-Reviewed Journals, publishing the term priority
populations > 3 times*

Number of Articles per Journal

Health Promotion Practice

21

American Journal of Public Health

5

AIDS Education and Prevention

3

PLOS ONE

3

Journal of Public Health Management & Practice

3

Total Number of Articles

35

* 102 additional articles were identified in 91 unique journals, each publishing the term priority
populations only 1-2 times
Table A11: Frequency of Use of Term “Priority Population(s)” Within Articles
Frequency of Use of Priority
Populations Term

Peer-Reviewed Literature

Grey Literature

Total

1 (abstract only)

31 (23%)

n/a

n/a

> 20

4 (3%)

n/a

n/a

11-20

8 (6%)

n/a

n/a

6-10

18 (13%)

n/a

n/a

2-5

63 (46%)

n/a

n/a

3 (2%)

n/a

n/a

Used “high-priority” populations

10 (7%)

n/a

n/a

TOTAL

137 (100%)

n/a

n/a

1 (not abstract)
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Table A12: Number of Articles Providing a Definition or List of Priority Populations
Presentation of Definition

Peer-Reviewed
Literature

Grey Literature

Total

Definition provided

19 (14%)

21 (33%)

40 (20%)

Definition implied

10 (7%)

6 (9%)

16 (8%)

Provides a list

16 (12%)

30 (47%)

46 (23%)

No definition or list provided

92 (67%)

6 (9%)

98 (49%)

Unclear

0 (0%)

1 (2%)

1 (0.5%)

TOTAL

137 (100%)

64 (100%)

201 (100%)

Table A13: Authors’ Approach to Use of the Term “Priority Population(s)”
Approach to use of PP term
A priori

a

Author justified

b

Target population
General

d

A posteriori

e

Identification
TOTAL

f

c

Peer-Reviewed
Literature

Grey Literature

Total

36 (26%)

31(48%)

67 (33%)

43 (31%)

2 (3%)

45 (22%)

25 (18%)

16 (25%)

41 (20%)

11 (8%)

7 (11%)

18 (9%)

16 (12%)

0 (0%)

16 (8%)

6 (4%)

8 (13%)

14 (7%)

137 (100%)

64 (100%)

201 (100%)

a- authors indicated a specific definition or list of priority populations from which they framed
their use of the priority populations term
b- authors stated why the population under discussion is a priority at the outset of the paper
c- authors refer to priority population as a target population for intervention
d- did not refer to any specific criteria and made broad statements
e- authors classify a population as a priority following the discussion in their article
f-

specifically undertook methods to identify priority populations
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Table A14: Number of Priority Populations Characteristics* Categories Identified in any Individual
Article
Number of Characteristics Identified

Total Occurrence

5 characteristic categories

3 (1%)

4 characteristic categories

10 (5%)

3 characteristic categories

61 (30%)

2 characteristic categories

33 (16%)

1 characteristic categories

94 (47%)

TOTAL

201 (100%)

*Characteristics categories include: social, medical/biological, behavioural, epidemiological, health
services/access, geographical, and other.
Table A15: Health Topics Addressed in Articles Using the Term “Priority Population(s)”
Topic

Peer-Reviewed Literature

Grey Literature

Total

Health Service Delivery

13 (9.5%)

16 (26%)

29 (14.5%)

Health Disparities/Health Equity

10 (7%)

18 (28%)

28 (14%)

Mental Health

12 (9%)

10 (16%)

22 (11%)

Tobacco

16 (12%)

4 (6%)

20 (10%)

HIV/AIDS

15 (11.5%)

5 (8%)

20 (10%)

Cancer Screening

12 (9%)

1 (2%)

13 (6%)

Immunization

10 (7%)

0

10 (5%)

Sexual Health

8 (6%)

2 (3%)

10 (5%)

Child Health

6 (4%)

3 (5%)

9 (4.5%)

General Health

8 (6%)

0

8 (4%)

Obesity

5 (3.5%)

1 (2%)

6 (3%)

Vascular Diseases

3 (2%)

2 (3%)

5 (2.5%)

Other

3 (2%)

1 (2%)

4 (2%)

Cancer

4 (3%)

0

4 (2%)

Health Research

4 (3%)

0

4 (2%)

Injury prevention

3 (2%)

0

3 (1.5%)

Maternal Health

3 (2%)

0

3 (1.5%)

Occupational Health

2 (1.5%)

0

2 (1%)

Unclear

0

1 (2%)

1 (0.5%)

TOTAL

137 (100%)

64 (100%)

201 (100%)
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Table A16: Focus of Articles Using the Term “Priority Population(s)”
Focus

Peer-Reviewed Literature

Health Promotion/Primary
Prevention

60 (44%)

1 (2%)

61 (30%)

Policy

17 (12%)

15 (23%)

32 (16%)

29 (45%)

29 (14%)

Planning

0

Grey Literature

Total

Treatment/Access

14 (10%)

4 (6%)

18 (9%)

Secondary
Prevention/Screening

15 (11%)

1 (2%)

16 (8%)

Education

13 (9%)

0

13 (6%)

Communication

6 (4%)

6 (9%)

12 (6%)

Other

3 (2%)

8 (13%)

11 (5%0

Capacity Building

9 (7%)

0

TOTAL

137 (100%)

64 (100%)

9 (4%)
201 (100%)

Table A17: Number of Articles Specifying how Priority Populations were Identified
Method of Identification

Peer-Reviewed
Literature

Grey Literature

Total

Method of identification was
described

7 (5%)

29 (45%)

36 (18%)

Method of identification was
implied

30 (22%)

16 (25%)

46 (23%)

No methods of identification
discussed

100 (73%)

19 (30%)

119 (59%)

TOTAL

137 (100%)

64 (100%)

201 (100%)
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Appendix B. Priority Populations Descriptions
Peer-Reviewed Descriptions of “Priority Populations” (x – referenced as per list of final included peer-reviewed articles in Appendix A.2.1)
Author

Year

Definition

2011

The group (or groups) of people that a program is designed to help and/or educate in some way. Priority populations are
commonly defined in terms of gender, race/ethnicity, age, and other key demographic, geographic, and/or personal features".

2012

"Populations whose daily lives are most immediately affected by the issues."

2012

"The population or community to which a given intervention is directed."

GENERAL DEFINITIONS
Card JJ, et.al.
Kahan B.

M29

M19

Bugeja L, et.al.

M14

DISEASE SPECIFIC DEFINITIONS

Johnson PJ, et.al.

Khan MR, et al.

Gu Q , et al.

M33

M18

M60

2012

"Virginia Priority Populations effort, seeks to establish a statewide approach to determining who is to receive services based on:
diagnostic criteria (DSM diagnoses or risk of same); and need-for-service, as defined by likely impairment and functioning.
Service delivery will eventually be assigned using a combination of this prioritization with ability to pay for services.

2009

"We defined priority populations for HIV testing as individuals who were HIV infected or who had sex in the past 3 months with
an HIV-infected partner and priority populations for HSV-2 testing as individuals who were infected with HSV-2 or who had sex
in the past 3 months with a partner who was infected with HSV-2."

2011

The Advisory Committee on Immunization Practices (ACIP) recommends influenza vaccination for all people age 6 months and
older, with a focus on priority populations with a high risk of complications (e.g. older adults, people with certain medical
conditions, and pregnant women) and those that come in frequent contact with these populations (e.g. healthcare
professionals).
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Author

Year

Definition

2005

The Agency for Healthcare Research and Quality Act of 1999 directs the Agency for Healthcare Research and Quality (AHRQ) to
produce an annual report that examines "disparities in health care delivery as it relates to racial factors and socioeconomic
factors in priority populations. This legislation defines AHRQ's priority populations as including “low-income groups, minority
groups, women, children, the elderly, residents of inner city and rural areas, and individuals with special healthcare needs,
including individuals with disabilities and individuals who need chronic care or end-of-life health care."

2006

Priority populations, specified in AHRQ's authorizing statute, include women, children, the elderly, low-income urban
populations, racial and ethnic minorities, persons residing in rural areas, individuals with chronic illness and disabilities, and
persons at the end of life.

2008

The American Legacy Foundation made a substantial investment in capacity building for culturally competent, community based
tobacco control programs through its Priority Populations Initiative (PPI)" and "identified and made a commitment to 6
underserved priority populations (African Americans; Asian Americans/Pacific Islanders; Hispanics; American Indian/Alaska
Natives; lesbian, gay, bisexual, transgender individuals; and those of low socioeconomic status) to help people in these
communities reduce tobacco use and educate their youths about the health risks associated with smoking."

M6

2013

Priority populations, as defined by ClearWay Minnesota, SM are groups of individuals who use commercial tobacco at higher
rates than the general population, have higher rates of tobacco-related morbidity/mortality, may not use traditional cessation
services, and/or are targeted by the tobacco industry...The Institute’s goal was to build the leadership and advocacy skills of
community leaders in 5 priority populations (Africans/African Americans, American Indians, Asian Americans, Chicanos Latinos
and Lesbian, Gay, Bisexual, and Transgender [LGBT] communities).

M24

2012

Ontario Public Health Standards (OPHS) definition: “those populations that are at risk and for whom public health interventions
may be reasonably considered to have a substantial impact at the population level.”

1994

"Priority populations are defined as groups currently underserved in treatment programs or as groups requiring special
interventions because of unique treatment needs and/or the relative ineffectiveness of standard treatment programs (IOM
1990), These groups include older persons, women, minorities, and adolescents."

2010

"Congress has explicitly identified the need to focus on high priority populations, including specific demographic groups (the
elderly, children, racial and ethnic minorities) and those with disabilities, multiple chronic conditions or specific genomic
factors.”

PREDEFINED

Moy E, et.al.

Clancy CM.

M95

HBE3

Lettlow HA.

PI2

Ericson R, et.al.

Pinto AD, et.al.

McCaul ME, et.al.

Levy AR, et.al.

HBE2

PI8
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Grey Literature Definitions of “Priority Populations” (x – referenced as per list of final included peer-reviewed articles in Appendix A.2.1)
Author

Year

Definition

GENERAL DEFINITIONS
Niagara Region
3
Public Health Unit

2013

“Those populations who are at risk and for whom public health interventions may be reasonably considered to have a substantial
impact at a population level."

Sudbury and
9
District Health Unit

2009

“Priority populations are those population groups at risk of socially produced health inequities.”

2008

"Population groups with potential access barriers for which data was available including: aboriginal, francophone, recent immigrants
or racialized groups, disability or long term mental health issue, geographic access barriers, low income. It was not possible to include
data for other priority populations, homeless, LGBTT…”

2000

"Identifiable populations with a significant health disadvantage and specific access problems, whether it be to knowledge or services.
Examples may be Aboriginal and Torres Strait Islander peoples, people with a high level of socioeconomic disadvantage and
geographic sub-groups. In addition a focus on infant and child health populations may also be necessary due to the lifetime effects of
early childhood health problems and the global impact of family and social disadvantage in childhood."

AOHC

26

National Public
Health
64
Partnership

DISEASE SPECIFIC DEFINITIONS

National Alliance
47
on Mental Health

2013

NAMI's priority populations are children, youth and adults with serious mental illnesses who need services and support, often
throughout their lives. These include children and adults who have diagnoses that are considered major mental illnesses that
significantly impair major life activities, interpersonally, vocationally, educationally, and in managing activities of daily living.
Additionally the policy describes the following priority subpopulations in details: culturally diverse groups, older adults with mental
illness, homeless or missing persons, people in the military or veterans, minor children of parents with mental illness, children with
severe mental illness.

Middlesex, London
2
Public Health Unit

2012

“Those at risk of poor reproductive health outcomes (based on evidence) for which preconception and prenatal public health
interventions may be reasonably considered to have a positive impact."

MOHLTC
20
Ontario

2004

“First priority population” is defined as the target population for mental health reform remains those individuals with a serious
mental illness - three categories to identify these individuals are: disability, anticipated and/or current duration and diagnosis. The
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Author

Year

Definition
critical dimension is the extent of disability and the risk of harm to themselves or others.

Mental Health and
Mental Retardation
Authority of Harris
45
County

2000

"Priority population is the term used within the Texas MHMR system to describe the people we serve — people diagnosed with a
severe and persistent mental illness, children with serious emotional disturbances and people diagnosed with moderate to severe
mental retardation.”

2012

"Most common priority populations identified are: children and youth; parents (single, teen, vulnerable), low income groups, mental
health issues, substance misuse/harm reduction clients, immigrant populations, newcomers, displaced persons, first nations,
homeless, under housed street involved.”

2013

"There are several groups in Australia with worse health than the general population due to a range of environmental and socioeconomic factors. For instance, people living in rural and remote areas may experience difficulties accessing health services and this
could have a direct impact on their health. These are described as priority population groups for health interventions. They include
the following: Indigenous people; people in rural and remote areas; socioeconomically disadvantaged people; veterans; prisoners;
overseas born people."

2011

“Groups with unique health care needs or issues that require special attention. AHRQ's priority populations, specified by Congress in
the Healthcare Research and Quality Act of 1999 (Public Law 106-129), include: Racial and ethnic minority groups; Low-income
groups; Women; Children (under age 18); Older adults (age 65 and over); Residents of rural areas; Individuals with special health care
needs, including individuals with disabilities and individuals who need chronic care or end-of-life care; Other populations, such as
LGBT.”

PREDEFINED
MOHLTC
23
Ontario

Australian Institute
of Health and
2
Welfare

Agency for
Healthcare
Research and
27
Quality (AHRQ)
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Appendix C: Resources for Identifying Priority Populations
Methods and Tools


Region of Waterloo Public Health. Process to determine priority populations. Waterloo, ON: Region
of Waterloo Public Health; no date. Available from:
http://chd.region.waterloo.on.ca/en/researchResourcesPublications/resources/Link3.pdf



Stratton J, Region of Peel Public Health. Priority populations: method for identifying priority
populations in Peel. In: Applying the four P’s of the foundational standard: examples from the GTA
health units. Presented at: 2010 APHEO workshop, September 20, 2010. Available from:
http://www.apheo.ca/resources/events/2010/Session1B%20-%20GTA.pdf



Guarda B. Identification of priority populations in Simcoe Muskoka. Presented to the Association of
Public Health Epidemiologists in Ontario. Simcoe Muskoka District Health Unit; 2013. Available from:
http://www.apheo.ca/resources/events/2013/conf2013/5_325430_BGuarda_IdentificationPriorityPopulationsSimcoeMuskoka.pdf



Ontario. Ministry of Health and Long-Term Care. First steps to health equity: your guide to equitybased program planning. Toronto, ON: Queen’s Printer for Ontario; no date. Available from:
http://www.health.gov.on.ca/en/pro/programs/publichealth/oph_standards/docs/first_steps_to_h
ealth_equity_executive_summary.pdf



Patychuck D. Toward equity in Access to Community-based primary health care: A population needs
based approach. Toronto, Steps to Equity Research Services. 2012. Available from:
http://aohc.org/sites/default/files/documents/towards-equity-in-access.pdf



Public Health Planning and Practice Improvement. A planning framework for public health practice.
Victoria, AU: National Public Health Partnership; 2000. Available from:
http://www.nphp.gov.au/publications/phpractice/planfrwk.pdf

DATA SOURCES
(Note: Although links to information on data sources in included, it is beyond the scope of this report to
address data access and analysis)


Canadian Community Health Survey.
Information available from: http://www23.statcan.gc.ca/imdb/p2SV.pl?Function
=getSurvey&SurvId=1630&InstaId=3359&SDDS=3226



Canadian Index of Wellbeing.
Information available from: https://uwaterloo.ca/canadian-index-wellbeing/
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Canadian Marginalization Index (CAN-Marg).
Information available from: http://www.crunch.mcmaster.ca/documents/CANMarg_user_guide_1.0_FINAL_MAY2012.pdf
Early Development Index. Information available from:
http://www.offordcentre.com/readiness/index.html



INSPQ Deprivation Index for Public Health. Information available from: http://www.phacaspc.gc.ca/publicat/cdic-mcbc/34-1/ar-03-eng.php



Institute for Clinical Evaluative Sciences (ICES). Information available from:
http://www.ices.on.ca/Data-and-Privacy/ICES-data



IntelliHealth. Information available from: https://www.intellihealth.moh.gov.on.ca



Integrated Public Health Information System (iPHIS).
Information available from: http://www.apheo.ca/index.php?pid=187



KFL&A Public Health Social Determinants of Health (SDOH) Mapper.
Information available from: http://www.kflaphi.ca/sdoh/



Ontario Marginalization Index (ON-Marg). Information available from:
http://www.torontohealthprofiles.ca/onmarg.php



Ontario Student Drug Use and Health Survey. Information available from:
http://www.camh.ca/en/research/news_and_publications/ontario-student-drug-use-and-healthsurvey/Pages/default.aspx



Rapid Risk Factor Surveillance System. Information available from: http://www.rrfss.ca/

Resources to Support Priority Populations Work


Niagara Region (homepage on the Internet). Niagara Falls, ON: Niagara Region; c2013. Priority
populations for health story of Niagara; 2013. Available from:
http://www.niagararegion.ca/living/health_wellness/health-story/demographics/prioritypopulations.aspx



Middlesex-London Health Unit. Identifying priority populations: process, recommendations, and
next steps. London, ON: Middlesex-London Health Unit; c2012. Available from:
https://www.google.com/url?q=https://www.healthunit.com/uploads/identifying-prioritypopulations.pdf&sa=U&ei=4q4DUoy6MceOrgHihYGACA&ved=0CAsQFjAC&client=internal-udscse&usg=AFQjCNEmkHb5JBLVN0tA-Ua1pO2GVY2AFw



Region of Waterloo Public Health. Why we need to work with priority populations and how this
relates to population health. Waterloo, ON: Region of Waterloo Public Health; 2009. Available
from: http://chd.region.waterloo.on.ca/en/researchResourcesPublications/
resources/Population_HealthSummary.pdf
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Region of Waterloo Public Health. Evidence and practice-based planning framework (EPPF): with a
focus on health inequities. Based on the new Ontario Public Health Standards and the Population
Health Assessment and Surveillance Protocol. Waterloo, ON: Region of Waterloo Public Health;
2009. Available from: http://chd.region.waterloo.on.ca/en/researchResourcesPublications/
resources/EPPF_maindoc.pdf



Simcoe Muskoka District Health Unit. Simcoe Muskoka District Health Unit’s approach to
addressing the determinants of health: a health equity framework. Simcoe Muskoka District
Health Unit; 2012. Available from: http://www.simcoemuskokahealth.org/Libraries/
JFY_Communities/SDOHFoundationalDocument_-_FINAL_2.sflb.ashx



Sudbury & District Health Unit. Priority populations primer: a few things you should know about
social inequities in health in SDHU communities. Sudbury, ON: Sudbury & District Health Unit;
2009. Available from: http://www.sdhu.com/uploads/content/listings/prioritypopprimer.pdf



Gardner B. Building on the evidence: advancing health equity for priority populations. Presented
at OPHA/HPO Fall Forum: October 5, 2011. Available from: http://www.ahrniirras.ca/index.php?option=com_sobipro&task=download.file&fid=269.8288&sid=102&Itemid=115



alPHa-OPHA Health Equity Workgroup. Health equity indicators: draft for consultation. Appendix
B: methods for identifying priority populations. Toronto, ON: Association of Local Public Health
Agencies; Ontario Public Health Association; 2013. Available from:
http://c.ymcdn.com/sites/www.alphaweb.org/resource/collection/822EC60D-0D03-413E-B590AFE1AA8620A9/HE_Indicators_Draft_for_Consultation.pdf

Other Resources


Health Equity Impact Assessment (HEIA). Available from:
http://www.health.gov.on.ca/en/pro/programs/heia/
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Appendix D: Key Informant Interviews
D.1 Detailed Methods
KEY INFORMANT INTERVIEW GUIDES
D.1.2.1 Interview Guide for Those Involved in OPHS Development
Research Question: What is the intended interpretation and application of the “priority population(s)”
mandate in the OPHS?
Checklist
1. Confirm acceptability of audio recording and start recording. Explain confidentiality of the interview.
2. Brief explanation of the purpose of the interview.
3. Verification that the participant has read the consent form and verbal consent.
Questions
Background
 In your own words, what was your role in the development of the OPHS?
 What led to the choice of the term “priority population(s)” in the OPHS?

Prompts:
 What makes a population a priority?
If the response is that it is in the definition, etc.:
 Some PHUs have come to us and want a structured quantitative/qualitative process for
identifying priority populations and ranking them. Does this align with the intent?
 To what extent does there need to be a structured qualitative/quantitative process to
identify priority populations?
Intended Interpretation and Application
 Based on your knowledge of the development of the OPHS in 2006-2007, what was the intended
interpretation of the term “priority population(s)”?
Prompts:
 How is the term “priority population(s)” related to populations at risk, vulnerable/
marginalized and target populations?
 Is there a link between “priority population(s)” and the determinants of health?
 How is the term related to the burden of disease?


Based on your knowledge of the development of the OPHS in 2006-2007, what was the intended
application of the term “priority population(s)”?

In Practice
 In your view, is the term “priority population(s)” currently used in PHUs in the way in which it
was intended?
 In your understanding, how should PHUs identify “priority population(s)”?
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Prompts:
 Should they or when should they use a social justice/ health equity approach?
 Should they or when should they use a health outcome or burden of disease approach?
 Should they or when should they use an approach that identifies those who would
benefit most from public health programs and services?
Final Questions
 Is there anything you would like to add about the intended interpretation and application of the
term “priority population(s)” in the OPHS?
 Is there anyone else you think we should be interviewing for this project? Do you know they are
now working? How can we contact them in their professional role?
End of Interview: Offer to be available if the participant has any further questions or would like to clarify
anything.

D.1.2.2 Interview Guide for Practitioners Involved in Identifying Priority Populations
Research Question: How is the term “priority population(s)” being interpreted and applied in public
health units in Ontario?
Checklist
1. Confirm acceptability of audio recording and start recording. Explain confidentiality of the interview.
2. Brief explanation of the purpose of the interview.
3. Verification that the participant has read the consent form and verbal consent.
Questions
Background
 In your own words, what was your role when the OPHS was developed?
 In your understanding, how should the term “priority population(s)” be interpreted?
Prompts:
 What makes a population a priority in this context?
If the response is that it is in the definition etc.:
 Some PHUs have come to us and want a structured quantitative/qualitative process for
identifying priority populations and ranking them. Does this align with the intent?
 Is it required that a structured qualitative/quantitative process be used to identify
priority populations?
Interpretation in Practice
 In your experience, how is the term “priority population(s)” currently being interpreted and
applied in practice?
Prompts:
 How is the term “priority population(s)” related to populations at risk, vulnerable/
marginalized and target populations?
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Is there a link between “priority population(s)” and the determinants of health?
How is the term related to the burden of disease?
What other ways, if any, might the “priority population(s)” mandate be applied?

Application in Practice
 How should PHUs in Ontario be identifying “priority populations”?
Prompts:
 Should they or when should they use a social justice/ health equity approach?
 Should they or when should they use a health outcome or burden of disease approach?
 Should they or when should they use an approach that identifies those who would
benefit most from public health programs and services?
Final Questions
 Is there anything you would like to add about the intended interpretation and application of the
term “priority population(s)” in the OPHS?
 Is there anyone else you think we should be interviewing for this project? Do you know they are
now working? How can we contact them in their professional role?
End of Interview: Offer to be available if the participant has any further questions or would like to clarify
anything.

D.1.2.3 Mixed Interview Guide for Practitioners Who Were Involved in OPHS Development
Research Question A: What is the intended interpretation and application of the “priority population(s)”
mandate in the OPHS?
Research Question B: How is the term “priority population(s)” being interpreted and applied in public
health units in Ontario?
Checklist
1. Confirm acceptability of audio recording and start recording. Explain confidentiality of the interview.
2. Brief explanation of the purpose of the interview.
3. Verification that the participant has read the consent form and verbal consent.
Questions
Background
 In your own words, what was your role in the development of the OPHS?
 What led to the choice of the term “priority population(s)” in the OPHS?
Prompts:
 What makes a population a priority in this context?
If the response is that it is in the definition etc.:
 Some PHUs have come to us and want a structured quantitative/qualitative process for
identifying priority populations and ranking them. Does this align with the intent?
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Is it required that a structured qualitative/quantitative process be used to identify
priority populations?

Intended Meaning and Application
 Based on your knowledge of the development of the OPHS in 2006-2007, what was the intended
interpretation of the term “priority population(s)”?
Prompts:
 How is the term “priority population(s)” related to populations at risk, vulnerable/
marginalized and target populations?
 Is there a link between “priority population(s)” and the determinants of health?
 How is the term related to the burden of disease?


In your experience, how is the term “priority population(s)” currently being applied in practice?
Prompts:
 How is the term “priority population(s)” related to populations at risk, vulnerable/
marginalized and target populations?
 Is there a link between “priority population(s)” and the determinants of health?
 How is the term related to the burden of disease?
 What other ways, if any, might the “priority population(s)” mandate be applied?

In Practice
 In your view, is the term “priority population(s)” currently used in PHUs in the way in which it
was intended?
 How should PHUs in Ontario be identifying “priority populations”?
Prompts:
 Should they or when should they use a social justice/ health equity approach?
 Should they or when should they use a health outcome or burden of disease approach?
 Should they or when should they use an approach that identifies those who would
benefit most from public health programs and services?
Final Questions
 Is there anything you would like to add about the interpretation and application of the term
“priority population(s)” in the OPHS?
 Is there anyone else you think we should be interviewing for this project? Would it be possible
for us to contact them?
End of Interview: Offer to be available if the participant has any further questions or would like to clarify
anything.
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D.2 Key Informant Interview Detailed Results

Total
Statements

Total KII
Contributors

D.2.1 SUMMARY OF KII RESPONSES BY THEME

25

11

25

14

1

21

10

1

12

6

1

1

25

15

2

2

10

8

1

2

15

8

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

#1

#2

#3

#4

#5

#6

#7

#8

#9

#10

#11

#12

#13

#14

#15

#16

Priority populations as a valueneutral term

1

1

3

3

1

5

3

1

3

2

Priority populations as
interchangeable with
vulnerable, marginalized, and
at-risk

1

2

3

2

2

1

4

1

1

1

3

1

Interpretations of priority
populations mandate in
relation to the determinants of
health (DOH)

2

2

6

Interview Themes

1

1

The significant depth of
discussion during evolution of
PP term
The definition of priority
populations as rooted in the
DOH

5

The definition of priority
populations as rooted in the
burden of disease

1

1

The definition of priority
populations as rooted in
needs-based programming

2

1

3

2

4

2

2

2

1

1

1

1

1

2

1

1

1

1

2

1

1

Understanding of the term
"vulnerable" population
Understanding of the term
"marginalized" population

1

1

The definition of priority
populations as rooted in
intervention/action
1
1

2

1

1
3
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2

3

3

2

3

1

1

1

2

1

3

1

1

2

3

2

6

17

8

1

1

1

2

5

12

7

6

3
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Total KII
Contributors
2

9

9

1

10

7

2

13

6

1

6

5

1

15

8

2

8

4

2

22

11

8

4

1

19

9

3

11

6

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

#1

#2

#3

#4

#5

#6

#7

#8

#9

#10

#11

#12

#13

#14

#15

#16

2

1

Understanding of the term
"target" population

1

1

1

1

Current thinking in relation to
the DOH

2

1

1

3

1

5

3

The term social justice causes
divide

1
1

Priority populations
operationalize action on the
DOH

1

1

3

2

Lack of clarity in field
interpretation of the definition
and mandate

3

Field interpretations of priority
populations mandate

3

Resource allocation/business
case implications of priority
populations mandate

1

Need to strengthen
intervention in the priority
populations mandate

1

1

4

2

4

4

1

1

1

2

3

1

4

Clarity in the OPHS on
identifying priority
populations in relation to the
DOH
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1

1

1

1

1

3

6

1

1

1

3

1

2

1

1

4

3

2

1

2

1

1

1

1

1

1

3

1

1

1

4

1

2

The OPHS balancing targeted
and universal approaches

Need for measurement and
evaluation of the priority
populations mandate

3

KII

Understanding of the term "atrisk" population

Meeting expressed need to
address DOH in the OPHS

Total
Statements

Interview Themes

3

1

1

2

3

2

1

2

20

8

3

3

2

16

8
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KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

#1

#2

#3

#4

#5

#6

#7

#8

#9

#10

#11

#12

#13

#14

#15

#16

Quantitative methods to
Identify priority populations

2

1

1

3

1

2

Qualitative methods to Identify
priority populations

1

Mixed methods and situational
assessment to identify priority
populations

1

5
3

Other methods to identify
priority populations

1

Community Influence in
identifying priority populations

1

3
2

1

1

4

2
1

1

3

1

Practitioner “art and science”
in identifying of priority
populations

2

3

Jurisdiction as a variable in
priority populations
identification

3

2

2

1

Program area as a variable in
priority populations
identification

3

4

2

1

3

Other challenges in identifying
priority populations

1

1

2

Current PHU activities being
undertaken to identify priority
populations

1

2

2

6

1

3

1

6

2

1
2

2

1

2

6

4

7

3

9

5

2

11

6

1

10

7

17

6

31

10

4

10

6

2

12

7

4

4

1

4
12

2

1

10
21

1

1

8

2

2

1

15

1

1

1

4

2

3

1

1

1

Lack of available and relevant
data (and other data-related
issues)
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2

2
2

Health unit capacity and
resources as a variable in
priority populations
identification

2

Total KII
Contributors

KII

Total
Statements

KII

Interview Themes

5
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Total
Statements

Total KII
Contributors

58

15

25

10

3

2

10

5

1

24

8

1

7

4

6

16

5

2

3

2

20

10

11

7

21

11

37

13

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

KII

#1

#2

#3

#4

#5

#6

#7

#8

#9

#10

#11

#12

#13

#14

#15

#16

Benefits and limitations of a
standardized tool to identify
priority populations

5

4

4

1

1

10

4

1

6

2

3

3

2

8

4

PHU activities to incorporate
priority populations into
program planning

1

5

2

1

3

3

Interview Themes

3

Role of SDOH nurses in PHU
action related to priority
population mandate

1

1

2

Partnerships for the
identification and action on
priority populations

1

The Foundational Standard is a
lens underlying each program

1

Requirement for evidence in
the OPHS/ Foundational
Standard

4

Standards as
flexible/permissive/not
prescriptive

1

1

1
7

1

8

1

1
1

1

3

4

4

1

2

Keeping the OPHS “resourceneutral”
Health equity approach

5

3

4

1
5

Burden of disease approach

1

2

2

Combined approach

3

1

Interpretations of population
health theories underlying the
priority populations mandate

3

1

1
2
1
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3

3
1

1
2

1

5

2

1

1

2

2

1

2
1

1

2

1

2

2

4

4

6

2

3

3

4

2
2
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D.2.2 SUMMARY OF THEMES
#

Theme

Description of Theme (NOTE: where statements are identified as participant X, this is to avoid potential
identification of individual KIs)

CONCEPT SECTION A. WHAT ARE PRIORITY POPULATIONS? Development and interpretation of the Priority Populations (PPs) definition. The data collected
from KIIs provides a snapshot of the development of the definition by the TRC (and others engaged in writing the OPHS), as well as some current field
interpretations of the PP term. During these discussions, it was observed that individuals often referred to different sections of the OPHS documents when
considering the definition/description of priority populations.
Concept Section A.i. The OPHS Definition - Genesis and Reaction: The PP term (definition and description) is a value-neutral term closely linked to the
concept of vulnerable and/or marginalized populations, but allowing for additional concepts of burden, need and interventions (see Themes 1-4.B.iii
Understanding the definition of PP as rooted in DOH, burden, need or intervention). For some this linkage to the DOH is not made as explicitly as possible.

PP is a value-neutral
term

It appears that the term PP was favoured as it was seen as a "neutral term" whereas other alternatives
(vulnerable, marginalized, etc.) were thought to have undesirable negative connotations that are
inappropriate or exclusionary. For example, "in some peoples mind came an inference of lesser ability or
quality that meant they're 'vulnerable'….Whereas 'priority' would mean that you've identified them not
in their vulnerability but maybe [because of] a lack of programming on your side." (2:140)
It was also seen as a "new" term for which its own definition could be developed, and that this
definition is an "active" term which encompasses not only the existence of inequities but, "would be
more focussed on what can we do about people who experience health inequities." (14:39)

Theme 2.A.i.

Vulnerable,
marginalized, and atrisk terms
interchangeable with PP

"Priority populations" is seen to encompass all of the concepts included within the terms vulnerable, atrisk, marginalized and target populations. As per one participant from the TRC, "I think we were trying
to pull all of those concepts into one. They’re close terms, but I think we ended up with priority as [a way
of] pulling in everything we wanted to say." (13:128)
Most felt that the "the term [PP] is used interchangeably [with population at risk, vulnerable population
or marginalized population]." (5:127) Only the term “target population” came forward as a somewhat
separate concept (see Theme 4.B.ii Understanding of the term "target" population). Several KIIs
responded that your choice of language may depend on your audience and/or purpose of the
discussion.

Theme 3.A.i

Interpretation of PP
definition/description in
relation to the
determinants of health

There are those who feel that the OPHS "[couldn't] be any clearer. It clearly is highlighting all the key
issues of determinants of health and the fact that this group who have inequities with these particular
issues, be it income, education, working conditions…are felt to be a PP that needs population based
strategies to help them out." (4:67).

Theme 1.A.i.
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#

Theme

(DOH)

Theme 4.A.i.

Significant depth of
discussion during
evolution of PP term

Description of Theme (NOTE: where statements are identified as participant X, this is to avoid potential
identification of individual KIs)

Others see the PP definition as open to interpretation. This provides necessary flexibility to apply the PP
term within local and program context. However, some feel that the Standards should provide more
direction: "I think it would be great to define what we mean by surveillance, epidemiological or other
research...it’s not very clear when you look at the definition…it says identify priority populations by
considering those health inequities including … increased burden of illness or increased risk of adverse
health outcomes and/or those who may experience barriers and accessing public health." (15:141).
Many feel that the definition is not clear in its relation to DOH and/or that it did not go far enough in
"referring to those who may be at greater risk of health inequities due to modifiable social or economic
factors." (1:492) As a result "priority population in the OPHS is much broader [then SDOH] and it could
include almost any target population." (1:81) or "It could be misconstrued as... a population prioritized
that they’re at risk of adverse health outcomes but not as a result of inequities that we would normally
see with populations that are at risk due so social inequities." (15:503)
It was felt (by the majority of KI participants who were involved in TRC discussions during the
development of the 2008 OPHS) that the concept of PP and the use of the term were discussed
extensively. The term PP appears to have been discussed largely in reference to the determinants of
health, vulnerable and/or marginalized populations.

Concept Section A.ii. "Vulnerable", "marginalized", "at-risk" and "target" populations – how are these understood and what is their relation/contribution to
the concept of priority populations? As noted in Theme 3.B.i, many saw the terms "vulnerable, marginalized and at- risk" as largely synonymous with the
idea of PPs. The term "target population" was seen as being somewhat different from "priority populations", although the two were not mutually exclusive.
Reviewers observed that most KIIs were not consistent in their use of these terms throughout the interview – which is not unlike everyday parlance.

Theme
1.A.ii.

Understanding of the
term "vulnerable"
population

As noted in Theme 3.B.i, many saw the term "vulnerable population" as largely synonymous with the
idea of PPs. However, in further exploring the idea of vulnerability, concepts of risk and need emerged.
In addition, concerns that vulnerability may be applied as a catch-all or "forever-label" were expressed:
"So, for example, if you were looking at diabetes, Aboriginal populations might be an important priority
population for public health because we know they are at risk and we know there are things we can do
about it. But they might not be a priority population for everything... And that's, I think, the important
thing to define. Like, vulnerable for what?." (16:159)

Theme
2.A.ii.

Understanding of the
term "marginalized"
population

As noted in Theme 3.B.i, many saw the term "marginalized population" as largely synonymous with the
idea of PPs. The term marginalized was largely interpreted as being excluded through "decreased access
to services, no voice in terms of decision making and not high on the public policy radar screen. Services
may be inaccessible and interventions may not take their unique needs into account." (3:316)
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Theme

Description of Theme (NOTE: where statements are identified as participant X, this is to avoid potential
identification of individual KIs)

Theme
3.A.ii.

Understanding of the
term "at-risk"
population

As noted in Theme 3.B.i, many saw the term "at-risk population" as largely synonymous with the idea of
PPs.

Understanding of the
term "target"
population

The term "target population" was seen as being somewhat different from PPs, although the two were
not mutually exclusive. Priority populations were seen as a qualified subgroup (usually based on social
and economic conditions). For most, it was seen that target populations were identified based on
burden or need, and priority populations were identified within this group as a result of
marginalization, vulnerability or risk.
For example, a target population may have priority populations within it: "A target population I see as
being very broad, right. So it could be that we want to target a particular population to prevent falls in
the elderly in general, for instance, right. But then within that target population we need to segment it,
because we need to identify within that who are lower income, who doesn’t have access to
transportation, who is not well educated. And then how do we tailor our strategy specifically for that
portion of that population so that we’re not really, I mean, providing information or strategies,
programming, only to people who are well educated and who are more likely to be aware of our
programs, have transportation to our programs, etc." (9:152)

Theme
4.A.ii.

Concept Section A.iii. The definition of PPs is "rooted in" all of burden of disease, the DOH, programming based on need, and availability and effectiveness of
intervention. Interestingly, these emphases were not seen in any way as mutually exclusive, rather as fluid and complementary - with varying degrees of
emphasis placed on each depending on the context.

Theme
1.A.iii.

Understanding the
definition of PP as
rooted in the
determinants of health
(DOH)

Many participants understood PPs to be rooted in the DOH, some very emphatically. Several espoused
the SDHU definition of PPs as "populations at risk of a socially-produced health inequity." (X:45). One
respondent quoted their PHUs operational definition of PPs "populations at risk of health inequities that
require a specific service area response are prioritized and that when a priority population has been
identified, a determinants of health plan for action to address risk conditions to meet the priority
population’s public health needs is developed, approved operationalized and tracked." (X:446)
However, one participant clearly made a distinction that PPs may not always be related to DOH: "I don't
think that the two terms are synonymous (DOH and PP). For a particular programming or service, you
may not view the label PP using a DOH lens." (3:339)

Theme
2.A.iii.

Understanding the
definition of PP as

Burden of disease was also identified as an important factor in understanding priority populations (also
see Theme 2.D.iv - Burden of Disease Approach). Some participants noted that burden of disease is a
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#
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rooted in the burden of
disease

Theme
3.A.iii.

Theme
4.A.iii.

Description of Theme (NOTE: where statements are identified as participant X, this is to avoid potential
identification of individual KIs)

pragmatic approach to priority populations that is reflected in the OPHS. It is noted that the burden of
disease interpretation is not incompatible with a DOH interpretation, "because people coming from
certain populations tend to have a higher burden of many diseases…than the rest of the population."
(7:209)

Understanding the
definition of PP as
rooted in the needsbased programming

The concept of priority populations as those in greater need for service (based on either burden or
inequities or another factor) was expressed through reference to matching service to need through
public health programming. As noted in the OPHS Principle of Need (p.12), "by tailoring programs and
services to meet the needs of priority populations boards of health contribute to the improvement of
overall population health outcomes." For many, this was where the concept of “priority” of these
populations was addressed – "It was a way to I think support the planning and decision making process
with respect to trying to balance the fact that the needs exceed resources." (12:94)

Understanding the
definition of PP as
rooted in
intervention/action

Of the "other" factors in which PP may be rooted, the idea of public health intervention came through
strongly. "I think it combines that concept of at-risk with the concept that [there] has to be that...public
health intervention [that] can have an impact." (16:183)
Some respondents were able to envision a mixed approach to PPs that "allow you to bring a multitude
of lenses to this work with a great deal of overlap" (11:231) and "perhaps goes a little further than
vulnerable population – which really speaks to while identifying that someone is at greater risk...of
experiencing health inequities or negative health outcomes...so it is more action oriented terms so to
speak, at least in my interpretation. A population may be considered a priority population if they’re
determined to be at a higher risk of negative outcomes, in comparison to other populations, and that for
such a group there is a belief that public health interventions would have substantial impact in terms of
improvement as well as creating substantial impact at the population level." (14:55)

Concept Section A.iv. Individual understanding of the PP definition appears to be informed by several factors. One, theoretical constructs of DOH and social
justice. Two, the purpose for identifying PPs (i.e. universalism and targeting in public health; see Theme 1.C.iv Interpretations of population health theories
underlying the PP mandate). Three, the process of identifying PPs (see Themes 1-3.D.v. Health Equity, Burden of Disease and Combined approaches).

Theme
1.A.iv.

Current thinking in
relation to the
determinants of health
(DOH)

Priority Populations Project: Technical Report

Although most KIIs agreed that the determinants of health are an important way of addressing health
inequalities and clearly linked to the priority populations mandate, others noted that the DOH are not
as well understood as some believe: "I would suggest that more research is done in that area in terms of
better understanding how, what are the pathways that those determinants influence health and maybe
more research on connecting them to specific health outcomes" (7:196).
This is not a new issue: "...when I have talked to staff who have been around a lot longer than myself
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Theme

Description of Theme (NOTE: where statements are identified as participant X, this is to avoid potential
identification of individual KIs)

they tend to say it’s [SDOH] not a new topic...and how public health’s role in addressing the social
determinants of health [is not new]...but what they say is new is the amount of social determinants of
health that we are aware [of] that influence health status and influence our ability to identify priority
populations." (7:196)
Underlying this there is also frustration that public health work in this area is not moving forward as
quickly as we'd like: "Theoretically everyone agrees on SDOH but nothing happens." (2:871)

Theme
2.A.iv.

The term social justice
causes divide

The term social justice was seen as divisive and to be avoided. "It doesn’t mean you can’t use the
approach, because I think increasing health equity and reducing health inequities is your overall goal,
but the words you use when trying to achieve those goals are important to pay attention to." (7:305)

CONCEPT SECTION B. WHAT IS THE PURPOSE OF THE PRIORITY POPULATIONS MANDATE This concept section explores why the PP mandate
was included in the OPHS and some of the ways it has been interpreted and applied in the field.
Concept Section B.i. What is the “vision” for the PP mandate in the OPHS. In response to feedback from the field, the TRC included the PP mandate "as a way
to address public health action on the determinants of health and inequities”. Fundamentally the vision of the OPHS PP mandate appears to be an evidencebased, action-focused, cross-cutting way, within the context of every-day program delivery, to meet areas of greatest need.

Theme 1.B.i.

Theme 2.B.i.

Expressed need to
address determinants of
health (DOH) in the
OPHS

At the time that the OPHS was being written, health units were "hoping to influence the new mandate
for more explicit direction to level-up and do work that is focussed on reducing the inequity"(1:500)
which was responded to (in part) by the priority populations mandate.

"Priority populations"
operationalizes action
on the determinants of
health (DOH) in the
OPHS

There was a strong sentiment expressed that the PP mandate in the Standards is meant to be actionoriented, evidence-based and cross-cutting - providing health units with the opportunity to
operationalize DOH work within the context of their daily program delivery: "...It was intended to take
the vagueness out of the social determinants of health and put it into application"(2:330) such that
"you identify where the greatest need is from a population health perspective...using the idea where
would that particular program or service be of the most benefit." (8:420).
The PP mandate was seen as an opening to more fully embrace this work "...we knew with these
standards nobody had the answer on how to deal with the determinants of health explicitly. But we
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need to do that journey together." (4:351)

Theme 3.B.i.

The OPHS strategically
balancing targeted and
universal in the OPHS

The “balance” between targeted and universal interventions in public health has been described by the
KIs as one of several "dynamic tensions" that the OPHS was trying to address (also see Theme 3.C.iii Interpretations of population health theories underlying the mandate). The PPs mandate allows for
program specific, local-level decisions to be made "...to apportion in any given program planning,
implementation, evaluation area, how much we want to do on a general community wide basis versus
how much we want to do in a more focus, direct at priority population basis." (6:134)

Concept Section B.ii. How has the PP mandate been interpreted and implemented in the field. There is still considerable variability of interpretation in the
field of this PP mandate. Many will include the full combination of interventions that could be used to address health inequities, which may in fact lead to
some of the uncertainties that exists around identifying priority populations (see Theme 1.D.i - Clarity on how to identify PP in the OPHS in relation to the
DOH). There are concerns expressed that the mandate is not applied with the same intensity across various public health program areas, or that it is applied
too superficially and an existing target population is simply labeled priority without appropriate considerations of the DOH issues. Lastly, there are various
interpretations in how the mandate may affect or be used to effect resource allocation. Yet, many would likely agree that "...my gut is telling me that
probably a lot of this was happening already anyways. What I’m hearing now is that we’re seeing a lot more of uptake and understanding of [the DOH]."
(13:350).

Clarity in field
Theme 1.B.ii. interpretation of the PP
definition and mandate

Priority Populations Project: Technical Report

There is significant variability in the field in how the mandate, as currently written in the OPHS, should
be understood and applied. For example, "My general sense is that people didn't grasp the definition of
priority population the same way, because when I hear people say "We went through this whole process
and we decided that, you know, recent immigrants are a priority population", I kind of like look at them
and go, "Priority for what?" because we know their health is better in some things..." (16:411) and "…
Sometimes I think it's being interpreted as simply the group whom your program is making a priority,
[regardless of DOH considerations]." (1:236)
Others see that "it's like peeling layers of an onion when it comes to priority populations. Sometimes you
know we already have an intervention that’s geared to, for example, women or young children, so in a
way you can say we are dealing with priority population, but within each of those populations, there are
still segments that might be might be considered a vulnerable population, for example the young
children 0 to 5 in a particular type of a neighbourhood you know might be at a greater risk, those whose
parents are new immigrants and unemployed might be at even greater risk..." (14:454) Commonly, field
representatives find that formal identification of PPs is not seen as cross-cutting, "I see it in the
foundational standard but...unless there is program level accountability attached I find it doesn’t
happen." (7:235).
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Theme 3.B.ii.
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Additional
interpretations of PP
mandate (beyond
service delivery)

There are several other ways that the mandate has been further interpreted including:
1) "identifying PPs for direct service provision" (1:341);
2) "broader enhancement of social and economic conditions to create opportunities for health" (1:341);
3) "building capacity, skills, competencies across health units to [reduce inequities] across the board"
(1:331); and
4) "community engagement and community participation in terms of decisions that might affect them,
or in terms of development of programs that would be used by the particular group." (9:206)
One participant took the mandate to mean the full continuum of activities associated with reducing
health inequities as follows: "First of all, we need to be identifying and engaging with these priority
populations, so building these relationships. And then the next step is actually targeting programs and
services to make sure that they’re reaching these priority populations and not unintentionally widening
this gap or have health inequities because they’re being missed or overlooked through the processes
we’re doing. And then looking at the bigger picture, so knowing what Public Health’s role is and acting
on it in terms of the social determinants of health, these things outside of the healthcare system, so
doing what we can in terms of inter-sectoral partnerships and initiatives and advocacy. Whether it’s
housing or poverty reduction initiatives, kind of bigger than just our mandated programs and services,
looking at the bigger picture and the impact that we can have. Looking upstream and addressing it kind
of outside the health sector, outside of just our direct programs and services, the interventions we can
have." (10:183)

Relation to resource
allocation/business case

There were three ways in which the priority populations have been interpreted in relation to resource
allocation: 1) The idea that as there are only so many resources to go around, therefore identification of
priority populations will help to align service to need, 2) the idea that the identification of priority
populations needs to be systematic and evidence based - such that if "priority" [for funding] needs to
be allocated among these populations, there would be objective information available to base
allocation decisions; and 3) the idea of creating a business case or justification for "population health"
spending on a targeted group.

Concept Section B.iii. Next steps – a focus on interventions for PPs (as opposed to identification) and evaluation of the PP mandate are seen as important
next steps in the evolution of the PP mandate in Ontario.

THEME
1.B.iii.

Strengthening
intervention and

Priority Populations Project: Technical Report

One of the next steps seen was strengthening the priority populations mandate, including more
emphasis on interventions.
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application in the
PP mandate

THEME
2.B.iii.

Measurement and
evaluation of the PP
mandate/approach

Measuring the impact of the mandate was also seen as a significant gap. Measurement opportunities
were identified at three levels, including: 1) Evaluating the Strategic Direction- refers to targeting within
universalism; 2) Evaluating Implementation at PHUs - refers to accountability frameworks; and 3)
Evaluating Impact of local PH programs - refers to the Health Unit looking at the impact of their
programs.

CONCEPT SECTION C. IDENTIFYING PRIORITY POPULATIONS. This concept section outlines how this mandate is being interpreted, methods
currently used to identify priority populations, the variables that influence priority population identification, challenges faced, current PHU
actions and partnerships and the benefits and limitations of a potential identification tool.
Concept Section C.i. Methods to identify PPs – quantitative, qualitative, mixed and other. Our interviews identified a wide variety of methods that were
employed to identify priority populations, including traditional quantitative data sets, GIS mapping, qualitative needs assessment and practitioner skill and
expertise. The importance of knowledge of one's community, interpretation of data from the perspective of community, community consultation and
respecting community priorities (including priority populations that have already been identified locally by other groups) came up as issues. KIs identified
both an "art" and a "science" to identifying priority populations – acknowledging the importance of good qualitative and quantitative data to support the
process, but that also "...statistical information that will frame your judgment but it's professional judgment – there is no one tool that is going to say oh and
it’s only this population that I need to serve." (8:126) and "you kind of look [at the information collected] and go with your best gut instinct [on what] will
work for your population." (13:432)

Theme 1.C.i.

Clarity of how to
identify priority
populations in the OPHS
- in relation to the
determinants of health
(DOH) intent

Priority Populations Project: Technical Report

While the basic process of identifying priority populations using surveillance, epidemiology and
research seems clear, there is confusion. How does the DOH factor into the PP identification? And
which of the criteria outlined in the PHAS – increased burden of illness, increased risk for adverse
outcomes, and/or those who may experience barriers in accessing public health services or who would
benefit from public health action – are to be applied in any given case?
Some health units would like more specific guidance in weighting these factors to make decisions about
which populations are "priority" for any given program or health unit. This unclear linkage between the
instructions on how to identify priority populations, and the clear DOH mandate associated with
priority populations, can be viewed from two angles illustrated in the quotations below.
"The idea of priority populations and who and what groups are priority populations is not clear [in
relation to DOH], so if you're not meeting the social determinants of health, then you're a priority
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population?... because I think you need the extra step of proving that particular determinant that you
don't have, has an impact [on the outcome of your program](16:242)
"... for example, men having sex with men... [our] population are white, middleclass, middle aged men.
Are they at risk of health inequities? That specific group? No, not based on how we interpret it in the
Standards, however it was deemed as a priority population because of the adverse health outcomes
they experienced … but it’s not to do with inequities. So we’re putting a lot of resources into that
"priority population", but they are not a population at risk of health inequities. It’s really important to
clearly define which isn’t currently in the Standards, what do we mean by populations at risk of health
inequities … And bringing the two together." (15:458)

Theme 2.C.i.

Quantitative methods
to identify priority
populations

Many quantitative data sources, methods and indicators are used for identifying priority populations
including: GIS mapping; deprivation indices; median family income portion; people who have not
graduated with a certificate, diploma or degree; unemployment rate; proportion of single parent
families; proportion of people living alone; proportion of persons who are separated, divorced and
widowed; other demographic data; spoken languages; behaviours and risk factors; and others.
For some, the process seemed very straightforward: "You're going to adjust, look at the rate or the
outcome in a certain population and look at it in other populations. And then you're going to see if it's
similar or if it's not similar. And if it's not similar, the harder next step is to decide…if it's not similar, is it
something we can live with or is it just not…like it's unjust somehow." (16:541)
For others, the quantitative analysis was not sufficient, "Data and the disparity is one piece of the puzzle
- it tells us what the difference is but it doesn't necessarily point us into the root of that difference or the
underlying factors contributing to that health disparity…" (1:369)

Theme 3.C.i.

Qualitative methods to
identify priority
populations

Qualitative approaches to identifying priority populations were understood on two levels. One level
was pragmatic - often data does not exist to look at small, subspecialized or vulnerable populations.
One level was based on the principle of need, and action on the determinants of health - to understand
priority populations and effective measures, qualitative methods need to be undertaken.

Identifying priority
populations: community
influence

Some KIs raised issues related to "community-identified priority populations" which may be neither
qualitatively nor quantitatively supported through an evidence based process.
In one case you may have "a whole bunch of people that feel they have a stake in the issue…they come
up and say there is a need for this…but in reality there is no evidence base to support that but because
the community thinks it is a priority it becomes a priority." (5:338).

Theme 4.C.i.
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Whereas other times "All the evidence points to having safe injection sites...but what the community
wants is the contrary [so actions are not taken to benefit a high needs population]." (5:374). "So [if] the
community has already identified who the priority population is [e.g. new immigrants '15:196] which
comes first? Our process and the method we use to internally identify in public health is that priority
population or is it better if the community has already gone ahead and done that, would it be wiser then
for us to support them in acknowledging that population they have identified, because they’ve already
done the research....So that’s what I think is when do we not go ahead and go into this rigorous method
of identifying the priority population, because part of that method needs to include where the
community’s at." (15:220)

Theme 5.C.i

Identifying priority
populations: mixed
methods/situational
assessment

Many informants concluded a mixed methods approach to identifying priority populations is
appropriate – combining burden of disease information, social determinants of health and other
demographic variables (for which geographical mapping was frequently suggested) with local
understanding of the community, as well as incorporating program-specific factors. Additional
considerations may include community and health priorities, knowledge of current research on risk
factors, and data from other sectors beyond health.

Theme 6.C.i.

Identifying priority
populations: other

A few key informants commented on the fact that there are already relatively agreed upon populations
who experience increased burden of disease and/or social inequities, who have been established by
research, or who are listed by other organizations/agencies (e.g. HEIA)

"Art and science":
application of
practitioner skill to
identification of priority
populations

Practitioner experience was identified as a data source for identifying priority populations: "staff
knowledge of the general literature, combined with just local frontline program experience and
information from community partners, can really provide valuable insights to allow for the identification
of priority populations." (11:269)
KIIs identified both an "art" and a "science" to identifying priority populations. They acknowledged the
importance of good qualitative and quantitative data to support the process. It’s important too to seek
"statistical information that will frame your professional judgement - there is no one tool that is going to
say ‘it’s only this population that I need to serve" (8:126) and "you kind of look [at the information
collected] and go with your best gut instinct [on what] will work for your population." (13:432)

Theme 7.C.i.

Concept Section C.ii. Variables that influence PP identification. Three were identified - namely, jurisdiction, program area and health unit capacity. It was
noted that the actual PP identified should differ by both program area and jurisdiction, reflecting the importance of local context on this kind of decision
making. It was also noted that the process of identifying priority populations is likely to be different based on local capacity
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#

Theme 1.C.ii.

Theme 2.C.ii.

Theme 3.C.ii

Theme

Description of Theme (NOTE: where statements are identified as participant X, this is to avoid potential
identification of individual KIs)

Jurisdiction as a variable
in priority populations
identification

It was noted that for any given OPHS program, the priority population for that program may differ
based on local context: "If I’m responsible for vaccine preventive disease programs, in downtown
Toronto, priority populations there would be probably linked with low income, maybe reduced access to
primary care, I’m certainly going to be very concerned about new immigrant ethno cultural populations
... Say I’m out in South Western Ontario where there’s pockets of Amish, Mennonite and, especially in
public health jurisdictions such as [Oxford] County, a large population of Netherlands reformed
communities who for a variety of religious philosophical reasons do not accept vaccinations. My
understanding, my surveillance, my monitoring, my approach to prevention and education, etc. is going
to very different from what you know my counterpart in Toronto may be looking at." (6:456)

PHU capacity and
resources as a variable
in priority populations
identification

Several informants acknowledged that local capacity and resources will affect the way that priority
populations are identified in any given health unit or program. "Some health units are smaller and to
them this type of work is a pipe dream. [Identifying priority populations] depends where you live and
how well you are funded, as to whether there is a whole lot of work happening in this regard." (3:531)
This was also true for pragmatic program considerations: "it might be as simple as, you know, do you
have staff who are capable of working with that priority population at this stage." (16:399)
In other cases, there was an identified need for capacity building around the issues of health equity and
the determinants of health, "So I’m not sure to what extent public health practitioners are equipped and
ready and able to deal with all these complexities, because it’s all those complexities that create the
priority population terminology so to speak." (14:454)

Program area as a
variable in priority
populations
identification

The specific OPHS program area was also identified as a variable to PP identification. This was based on
program content: ".a priority population isn’t a constant thing if you’re talking about injury prevention,
your priority population is going to look a certain way, if you’re talking about tuberculosis, your priority
populations are likely going to be a very different ...so some of the difficulty [is that] across all of the
different public health standards, it’s not a consistent issue." (6:135) Across different program
orientations, "I think it [the PP identification approach] depends on what the program and service are,
as to whether you focus on epidemiology vs. some other paradigm that maybe uses an ethical
framework…I would be surprised if at the staff level here we took a cookie cutter approach." (3:560)

Concept Section C.iii. Challenges to identifying PP: included lack of data, need for appropriate accountability, developing necessary partnerships and the
potential for competing priorities as "priority" populations are identified.

Theme 1.C.iii

Lack of available and
relevant data (and other
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The most commonly discussed challenge to the identification of priority populations was the lack of
surveillance and other population based data. A number of issues were mentioned including not having
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#

Theme

data-related issues)

Theme
2.C.iii.

Other challenges
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Description of Theme (NOTE: where statements are identified as participant X, this is to avoid potential
identification of individual KIs)

enough data to disaggregate in small populations, for example at the community level and in some
cases in particular local contexts: "Getting the local information about what are the health differences
within our population, of the different subgroups in our specific community, is a really big challenge we
face... getting that data so that it’s not all just based on experience." (10:75)
The challenge of identifying issue "hidden populations" was also noted: "Often we refer to census data
and yet people who are the most vulnerable are homeless, hidden homeless, low income families …
Their issues is lack of housing, they don’t have an address, they have unstable housing, so they’re not
available at the time to provide and inform the data." (15:100)
This leads to an issue of knowing "how much data is enough to move forward?": ".there has to be a
balance in putting resources into data collection [and] putting resources into doing interventions... our
data collection systems in Ontario by and large are very poor in many ways. We've got some systems
that are quite good, and other systems that are almost laughable for a province of our stature. [still] I
think the first part about looking that there's differences is what epidemiologists do all the time ...I don't
think that's very hard." (16:508)
Missed opportunities for data sharing and access, for example accessing the EDI and mapping LHIN data
to PHU communities were also noted. Lastly, the issue of data integrity - specifically the loss of longform census data - was discussed: "I mentioned our Epi’s tried their best but the most current data they
have is the 2006 census. To me that’s not good enough: A) its seven years old and B) moving away from
the long forms census we [won't] have the best local data to be making priority populations decisions."
Additional challenges included need for appropriate accountability, developing necessary partnerships
and the potential for competing priorities as "priority" populations are identified.
There is a feeling that without more explicit direction and accountability the PP mandate may not be
interpreted or implemented, "If I've learned anything "post" the OPHS it is that despite our best efforts
to have fairly clear cut mandate, Boards of Health will, or should I say staff will, kind of interpret
whatever to meet their own ends - even if you have a more well defined and circumscribed definition
staff will use it or not as the circumstances and as their own preferences dictate" (3:108) and "...I have
also seen other health units that unless they are told to do it won’t do it." (7:452)
Another challenge is being in synch with the community direction through the identification process:
"[other stakeholders] too have identified they need to do that and are planning to go out and do
community consultation to understand more who their priority population is. So do we do it parallel with
one another or do we do it together." (15:662)
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Description of Theme (NOTE: where statements are identified as participant X, this is to avoid potential
identification of individual KIs)

Lastly, the issue of "prioritizing priority populations" has been raised: "It can be challenging if there’s
competing interest and it may be deemed that one population that’s chosen is in conflict with different
programs, or the community, who’ve already chosen something else , so that needs to be discussed …
The decision making process." (15:565)
Concept Section C.iv. Activities (and tools) to identify Priority Populations. PHUs are already undertaking activities to identify PPs and address the PP
mandate, including: designing methods and data collection systems for PP information; designing, tools and or checklists to aid in the identification of PPs;
striking organizational-wide committees to guide this work; leveraging the role of SDOH nurses; and building capacity among staff for the identification of
PPs. The benefits and limitations of a standardized tool for the identification of PPs were discussed with mixed views. Should such a tool be available, it
would need to be flexible enough to 1) be applied across a variety of programs; 2) include a menu of quantitative, qualitative and planning resources; and 3)
provide some guidance on priority setting.

Theme 1.C.iv

Theme
2.C.iv.

Current PHU activities
to identify priority
populations

Operational examples of PHU action related to the identification of priority populations in order to
meet the PP mandate. That includes designing methods for data collection/analysis to identify priority
populations, and the development of tools and/or checklists to support program areas in "choosing"
priority populations.
"A check list that we developed covered a myriad of characteristics about the population in terms of
differences in health risk, access to services and health status. So essentially the programs were asked
to use information that they already had. And this was limited, in that they had to use anecdotal
knowledge, firsthand observations and/or needs assessments that we had done or local provincial and
national data that we already had. Sometimes they actually went back and pulled from the literature,
but they used that to identify, for their program, who their priority populations would be." (11:136)
The concept of partnership and sharing of information and resources with other health units as well as
other sector partners for the identification of priority populations came up in relation to both data
collection and tools.

Benefits and limitations
of a standardized tool to
identify priority
populations

The benefits and limitations of a provincially generated standardized tool (labelled "a structured
qualitative and quantitative process to identify priority populations" in the KII interview questions) to
identify priority populations was discussed.
Views were mixed as to whether such a tool would be helpful, and many participants seemed
ambivalent. It was also noted that while many health units have already developed tools for this
purpose to use locally: "I think if I were in a Health Unit where there was no prior discussion, examples,
identify priority population primer for instance, that it might be difficult for me to plan. So I think it
would be helpful, in the absence, to have something. I think in terms of this Health Unit, we’ve done
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some work on that and it doesn’t seem to be as much of an issue for us right now." (9:83)
Perhaps some others would use the resource: "I think health units would find it very useful to have
guidance and tools to help then through the process of identifying those populations… especially when
we think of those health units that don't have the same kind of epidemiological support…" (1:115)
Furthermore, it was noted that perhaps those with existing tools could incorporate components of a
provincially developed tool into their current activities: "I don’t know [whether a structured tool or
process would be useful] because we’ve been doing this on our own now since 2009 and I’m not sure if it
would change anything that we’re doing at this point. But however, I mean if there was an evidencebased tool that actually allowed PHUs to, or gave them the choice of using something that’s been
researched and developed and standardized it might be helpful. But you know, I don’t know without
seeing it." (11:103)
Should such a tool be created, it was felt that specific characteristics should be incorporated:
1) Some guidance on priority setting: "It can be challenging if there’s competing interest and it may be
deemed that one population that’s chosen … Is in conflict with different programs who’ve already
chosen something else or the community." (15:628).
2) A menu of resources that would apply to all of the various stages of PP identification including
community engagement, for example "a menu of qualitative and quantitative tools developed in terms
of assisting health units in identifying priority populations…having a way to bring in political
considerations ...talking about partnerships" (7:272) or "direction to data sources, guidance through
what level of geography is appropriate, how to look at qualitative data, how to consult with
partners/stakeholders…something that would combine all of those types of things into some guidance
and direction." (1:181)
3) Flexibility, such that the tool could be applied at the program level across the breadth of public
health service areas.

Theme
3.C.iv.

Methods used to
incorporate of priority
populations into
program planning and
intervention
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Related to Theme 1.D.iv (PHU Action to Identify PPs), action to operationalize the PP mandate within
the health unit structure takes several forms. None of the examples given are mutually exclusive, i.e.
any one health unit may have employed one of more of the strategies outlined.
Leadership was seen as a particularly important component in operationalizing work on the priority
populations: "I have seen some health units like Niagara, like Sudbury, Simcoe Muskoka, Peterborough
who [have] progressive senior leadership and they are not waiting they are just moving"(7:451).
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Many health units have incorporated identification of priority populations into their strategic plans or
have created an organizational wide framework for addressing health equity issues. Committees who
guide this work or provide programs assistance in identifying priority populations were commonly
described, as were the development and use of program planning tools that incorporate consideration
of priority populations into annual operational plans.
Lastly, staff development and capacity building such as education sessions "giving concrete examples to
see how the programming can be improved" (4:293) were mentioned.

Theme
4.C.iv.

Theme
5.C.iv.

Role of SDOH nurses in
PHU action related to
Priority Population
Mandate

Some KIs noted that the role of the SDOH nurse (announced as an unrelated government initiative
following the release of the 2008 OPHS) can also be intricately involved in the operationalization of the
PP mandate. One KI noted "I think that how [PHUs] ended up using their SDOH nurses would speak
volumes to how they are addressing this whole issue [of priority populations]. We are basically trying to
use them to affect the whole strategic outlook and programming and why we set up a crossdepartmental committee to try to advance this agenda, knowing we don't have all the answers.. in
other examples (if what is told to me is correct), they use the nurses for very localized basic service
delivery to a specific group, who very well are a priority population. But they aren't doing anything
about changing the culture of the rest of the department and training the staff to deal with this issue in
a systematic manner." (4:205)

Partnerships for the
identification and action
on priority populations

Partnerships with other health units, agencies and organizations for data sharing and identification of
PPs were discussed, as were partnerships with communities and stakeholder groups.
In terms of action, partnerships with other sectors to address the "root causes" leading to increased
burden of disease or inequities, including situations where "somebody else to take on the lead and
Public Health takes on a collaborative or a supportively brokering or facilitating" (12:212).
Clarity on the definition of the PP term again resurfaced, "When you look at the literature or are
working with other sectors they don’t use [the term] priority population, they’re more inclined to use
wording such as vulnerable populations. So I believe that in order to do this work properly…it would be
helpful to use similar terminology…Defining the word similar to what our partners are saying and that
would be vulnerable populations or disadvantaged populations." (15:23)

CONCEPT SECTION D. INFLUENCES ON THE DEVELOPMENT AND INTERPRETATION OF THE PRIORITY POPULATIONS MANDATE. According to our
KIs involved in the renewal of the 2008 OPHS (i.e. members of the Technical Review Committee (TRC) or key support staff), this process was in
part guided by the following considerations: a requirement for evidence/rigour, the need to introduce more flexibility and a requirement for
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resource neutrality.
Concept Section Di. Features of an OPHS requirement. The Ontario Public Health Standards (OPHS) includes a "mandate" to identify PPs. This mandate is
primarily described in the Foundational Standard of the OPHS, with references back in the OPHS program standards. The PP mandate follows other core
principles of the 2008 OPHS, including requirement for evidence/rigour, flexibility and resource neutrality

Theme 1.D.i

The Foundational
Standard is a lens
underlying each
program

The Foundational Standard provides a flexible framework for addressing the determinants of health
(DOH); it should be applied as a "foundation" to each Program Standard (see Theme 3.D.ii Program
Area as a variable in PP identification). The Foundational Standard also lays out criteria related to
epidemiological assessment, evidence and evaluation, providing local practitioners with the flexibility to
rationally choose the populations that they will serve, as it is acknowledged that "you can't serve 100%
who should you target." (8:76)

Theme 2.D.i

Requirement for
evidence in the OPHS/
Foundational Standard

An implicit goal of the OPHS is to guide effective service provision – the requirement for evidence
outlined in the Foundational Standard can help to guide service choices for accountability, objective
identification of service groups, evaluation and to help ensure effective interventions are being used.

Theme 3.D. i

Standards as flexible/
permissive/not
prescriptive

The Standards were developed with several guiding principles in mind, including the need to be
"permissive" as opposed to "prescriptive", such that they can be applied with "flexibility" in order to
meet the needs of local communities. This flexibility has been described as a benefit - allowing for use
of local data and expertise to inform programming decisions. And as a liability - explicit instructions for
the identification of PPs, allowing for comparability between programs and jurisdictions, have not
(some argue should not) been outlined.

Theme 4.D.i

Strategically keeping
the "new" OPHS
resource-neutral

The Standards were developed with several guiding principles in mind, including "resource-neutrality".

Concept Section D.ii. Perspectives influencing interpretation. Approaches to identifying and taking action on Priority Populations. All of the discussions
above - from the definition of the PP term, to the methods to identify PPs and the approaches to action - appeared to be informed by individuals’
fundamental values informing their approach to their public health work. While linked to Theme 1.C.iv (Interpretations of population health theories
underlying the PP mandate), this theoretical divide was between a health equity and a burden of disease approach to public health action. Even combined
approaches appear to have a bias for "equity-first" or "burden-first" orientation: "some people were confused when they talk about population health
assessment - they think "okay well you look at the mortality rates or morbidity rates" and yes you do, but how do you deconstruct what’s behind those rates,
when it comes to a specific segment where we see disproportionate burden of illness with certain segments that should be preventable.” (14:405),. While
both approaches are completely compatible with public health practice it is possible that, in the identification of priority populations, barriers could be
experienced if the underlying approaches of individuals are in conflict.
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Theme
1.D.ii.

Health equity approach

This approach considers health equity first, as inherent to public health practice and embedded in the
social determinants of health, including service access.

Theme
2.D.ii.

Burden of disease
approach

This approach considers burden of disease first, as an objective starting point for the determination of
priority populations.

Combined approach

The combined approach often sees burden and determinants as overlapping or all part of a "mix of
things" when it comes to considering priority populations. For example, "if you looked at it as a Venn
diagram there would be crossover, one [PP] is dealing obviously with populations and the other [burden]
is dealing with various diseases…as we show in our income and health and equalities report, for many
diseases there is a disproportionate burden among particular priority populations." (4:236).
However, we found that many individuals taking a combined approach would often consider “burden
first” or “DOH first” as follows: "I think it is essentially looking at mortality and morbidity - whether
through hospitalization rates or incidence of chronic disease and some other ways - but always keeping
in mind that we have to ask a whole bunch of socio-demographic questions in order to be able to see
where these differences are." (14:557). "Those who suffer greater burden of disease need to have
greater assistance…so we are looking to decrease the gap in the inequity and decrease the disparity."
(1:296)

Interpretations of
population health
theories underlying the
PP mandate

The idea of the priority populations mandate as targeted universalism came through strongly. There
were two common interpretations of the theoretical underpinnings of the priority population mandate
- a focus on targeted programming only (to priority populations), to narrow the health equity gap and
improve the overall health of the entire population, vs. targeting (to priority populations) within the
context of ongoing universal programs, balancing the universal approach to populations with higher
needs, again to narrow the gap. Lastly, a third interpretation was less commonly noted - that
interventions are generally equally applied with attention paid to priority populations, specifically as
not to widen the gap.

Theme
3.D.ii.

THEME
3.D.ii.
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Appendix E: Public Health Unit Survey
E.1 Detailed Methods
E.1 PHU SURVEY QUESTIONS
PART 1: Who are you? Demographic Questions to Contextualize Survey Responses
1. What is your professional role? (Only one response permissible)
 MOH or AMOH
 SDOH Nurse
 Epidemiologist
 Other
2. Which best describes your role in relation to the priority populations requirements as outlined in the
OPHS? (Only one response permissible)
 Policy/decision-maker
 Direct service delivery
 Supportive
 Other, please specify:
3. With which if the following Program Areas are you primarily situated? (Only one response
permissible)
 Chronic Disease and Injuries
 Family Health
 Infectious Diseases
 Environmental Health
 Emergency Preparedness
 All of the above (i.e. MOH/Executive role)
 Other, please specify:
4. With which if the Statistics Canada Peer Groups are you associated? (Note: Two Ontario health
units are in their own peer group and have been grouped with similar peers below)
 Peer group A
(Brant County Health Unit; Elgin-St. Thomas Health Unit; Haldimand-Norfolk Health Unit;
Haliburton, Kawartha, Pine Ridge District Health Unit; City of Hamilton Health Unit;
Hastings and Prince Edward Counties Health Unit; Kingston, Frontenac and Lennox and
Addington Health Unit; Lambton Health Unit, Leeds, Grenville and Lanark District Health
Unit; Middlesex-London Health Unit; Niagara Regional Area Health Unit; Oxford County
Health Unit; Peterborough County-City Health Unit; The Eastern Ontario Health Unit;
Windsor-Essex County Health Unit)




Peer group B
(Durham Regional Health Unit; Halton Regional Health Unit; City of Ottawa Health Unit;
Simcoe Muskoka District Health Unit; Waterloo Health Unit; Wellington-Dufferin-Guelph
Health Unit)
Peer group C
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(District of Algoma Health Unit; Chatham-Kent Health Unit; North Bay Parry Sound District
Health Unit; Porcupine Health Unit; Sudbury and District Health Unit; Thunder Bay District
Health Unit; Timiskaming Health Unit; Northwestern Health Unit; Peer group H)
Peer group D
(Grey Bruce Health Unit; Huron County Health Unit; Perth District Health Unit; Renfrew
County and District Health Unit)
Peer group J
(Peel Regional Health Unit; York Regional Health Unit; City of Toronto Health Unit; Peer
group G)

PART 2: How are priority populations being understood in your health unit? Information pertaining to
the interpretation of the priority population requirements as outlined in the OPHS?
5. Overall, the definition of priority populations is well understood in my health unit:
 Strongly Disagree
 Disagree
 Neutral
 Agree
 Strongly Agree
6. In my experience, (using your own words if applicable) the definition of priority populations which
is most often applied is as follows: (Unlimited text)
Part 3: How are specific Priority Populations being identified within your Health Unit? Information
pertaining to the organizational structures, activities, processes, tools and methods currently being used
for the identification priority populations?
7. My health unit has clear and consistent structures, activities, processes, tools and methods to
identify priority populations
 Strongly Disagree
 Disagree
 Neutral
 Agree
 Strongly Agree
8. At which level(s) in the organization are priority populations being identified and documented
(Check all that apply)
 Health unit/Organizational-wide (i.e. We have a health unit list of priority populations
that all OPHS program areas apply to their work)
 Ontario Public Health Standards (OPHS) Program (i.e. Program areas have identified
priority populations, see Question 8a below)
 Team (i.e. Team areas have identified priority populations, see Question 8b below)
 External Community (i.e. Our community partners identify priority populations that the
health unit/OPHS program then supports)
 None (i.e. Priority populations are not currently being identified at this health unit)
 Other, please specify:
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a. If you selected “Ontario Public Health Standards (OPHS) Program” in the question above, please
identify which of the following program areas have identified priority populations: (Check all
that apply)







Chronic Disease and Injuries
Family Health
Infectious Diseases
Environmental Health
Emergency Preparedness
Other, please specify:

b. 8b. If you selected “Team” in question 8, please identify which of the following team areas have
identified priority populations: (Check all that apply)















Chronic disease prevention
Prevention of injury and substance misuse
Reproductive health
Child health
Infectious diseases prevention and control
Rabies prevention and control
Sexual health, STI and blood borne infections
TB prevention and control
Vaccine preventable diseases
Food safety
Safe water
Health hazard prevention and management
Public health emergency preparedness
Other, please specify:

9. What processes are currently in place to identify and document priority populations? (Check all
that apply)







There is a committee tasked with identifying priority populations
There is a health unit/program policy specific to the identification of priority populations
There is a health unit/program procedure specific to the identification of priority
populations
Our health unit/program uses a specific tool/checklist for the identification of priority
populations
Our health unit/program currently has no formal approaches to the identification of
priority populations
Other, please provide details including any additional processes/methods used:
(Unlimited text)
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10. What sources of information are used to identify priority populations in your health unit? (Check
all that apply)
 Census data
 Local surveillance data
 Program evaluation data
 Other program data
 Primary research/data collection
 Research literature
 Grey literature
 Community consultation
 Staff consultation/front-line experience
 Other, please provide details including any additional sources of information used:
(Unlimited text)
11. If you are able to share any documents, checklists, tools, policies or procedures for identifying
priority populations please upload them here:
Part 4: What’s working? What’s missing? Positive experiences and challenges to be overcome in
identifying priority populations in Ontario
12. I am challenged to identify priority populations in my health unit:
 Strongly Disagree
 Disagree
 Neutral
 Agree
 Strongly Agree
13. What have been the most effective methods, processes and tools in identifying priority
populations? (Unlimited text)
14. What has been the most challenging aspect of identifying priority populations? (Unlimited text)
15. Additional comments/observations: (Unlimited text)
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E.2 Public Health Unit Survey Detailed Results
E.2.1 QUANTITATIVE SURVEY RESULTS
Table E1: PHU Survey Respondents by Professional Role
#

Percentage PHU Survey Question 1: What is your professional role?

83 100%
17
33
25
8

20%
40%
30%
10%

MOH or AMOH respondents
SDOH-PHN respondents
PHU Epidemiologist respondents
Other respondents (not-specified)

Table E2: Representation of PHUs, Categorized by Professional Role
#

Percentage Representation of Public Health Units categorized by role, derived from IP address

36 100%
27 75%

of 36 PHUs in Ontario represented

12
1
23
4
18
2
7
1

of 36 PHUs represented by MOH or AMOH respondents
Unidentified MOH or AMOH respondent
of 36 PHUs represented by SDOH-PHN respondents
Unidentified SDOH-PHN respondents
of 36 PHUs represented by PHU epidemiologist respondents
Unidentified PHU epidemiologist respondents
of 36 PHUs represented by Other respondents
Unidentified Other respondents

33%
64%
50%
19%
-
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Table E3. Respondents by PHU Peer Group, Categorized by Professional Role
#

Percentage PHU Survey Question 4: With which of the Statistics Canada Peer Groups are you
associated?

83 100%
32
15
21
6
9

39%
18%
25%
7%
11%

Total Peer Group A respondents
Total Peer Group B respondents
Total Peer Group C respondents
Total Peer Group D respondents
Total Peer Group J respondents

32 100%

Total Peer Group A Respondents

8
14
10
0

MOH or AMOH respondents (Peer Group A)
SDOH Nurse respondents (Peer Group A)
PHU Epidemiologist respondents (Peer Group A)
Other respondents (Peer Group A)

25%
44%
31%
0%

15 100%

Total Peer Group B Respondents

3
4
4
4

MOH or AMOH respondents (Peer Group B)
SDOH Nurse respondents (Peer Group B)
PHU Epidemiologist respondents (Peer Group B)
Other respondents (Peer Group B)

20%
27%
27%
27%

21 100%

Total Peer Group C Respondents

3
10
5
3

14%
48%
24%
14%

MOH or AMOH respondents (Peer Group C)
SDOH Nurse respondents (Peer Group C)
PHU Epidemiologist respondents (Peer Group C)
Other respondents (Peer Group C)

6

100%

Total Peer Group D Respondents

1
2
3
0

17%
33%
50%
0%

MOH or AMOH respondents (Peer Group D)
SDOH Nurse respondents (Peer Group D)
PHU Epidemiologist respondents (Peer Group D)
Other respondents (Peer Group D)

9

100%

Total Peer Group J Respondents

2
3
4
1

22%
33%
44%
11%

MOH or AMOH respondents (Peer Group J)
SDOH Nurse respondents (Peer Group J)
PHU Epidemiologist respondents (Peer Group J)
Other respondents (Peer Group J)
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Table E.4: Respondent Job Function in Relation to the OPHS Priority Populations Requirements
#

Percentage PHU Survey Question 2: Which best describes your role in relation to the priority
populations requirements as outlined in the Ontario Public Health Standards
(OPHS)?

83

100%

16
14
42
11

19%
17%
51%
13%

Policy/decision-maker
Direct service delivery
Supportive
Other: (listed below)
 Consultant - SDOH nurses meet with each team to identify priority populations as
part of a program review process.
 Building internal capacity, advocacy through Homeless Coalition. Food security
external pilot project to develop curriculum peer to peer facilitators to teach food
skills
 Developer of partnerships and collaborations in the community
 My role has recently changed after our health unit completed its Service Review.
Part of my job is still direct service delivery and community development but the
new focus of the job is in providing education regarding health equity and SDOH
to health unit staff as well as assisting staff to identify priority populations in their
planning
 With some direct service delivery responsibilities
 Policy/decision maker and supportive
 All of the above in addition to health education internally and externally,
awareness raising and advocacy, and community development.
 Rolling out SDOH position
 Manager
 Consultative
 Population health and surveillance

Table E5. “The definition of priority populations is well understood”: Agreement (Likert scale), by role
#

Percentage

PHU Survey Question 5: Overall, the definition of priority populations is well
understood

83 100%
4

5%

30
18
23
5

36%
22%
28%
6%

3

4%

17 100%

Strongly agree the definition of priority populations is well understood in my health
unit
Agree the definition of priority populations is well understood in my health unit
Neutral the definition of priority populations is well understood in my health unit
Disagree the definition of priority populations is well understood in my health unit
Strongly disagree the definition of priority populations is well understood in my
health unit
No response
MOH Respondents
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#

Percentage

4

24%

8
2
1
1
1

47%
12%
6%
6%
6%

PHU Survey Question 5: Overall, the definition of priority populations is well
understood
Strongly agree the definition of priority populations is well understood in my health
unit
Agree the definition of priority populations is well understood in my health unit
Neutral the definition of priority populations is well understood in my health unit
Disagree the definition of priority populations is well understood in my health unit
Strongly disagree the definition of priority populations is well understood in my
health unit
No response

33 100%

SDOH Nurse Respondents

0

0%

7
9
13
3

21%
27%
39%
9%

1

3%

Strongly agree the definition of priority populations is well understood in my health
unit
Agree the definition of priority populations is well understood in my health unit
Neutral the definition of priority populations is well understood in my health unit
Disagree the definition of priority populations is well understood in my health unit
Strongly disagree the definition of priority populations is well understood in my
health unit
No response

25 100%

PHU Epidemiologist Respondents

0

0%

9
7
7
1

36%
28%
28%
4%

1

4%

Strongly agree the definition of priority populations is well understood in my health
unit
Agree the definition of priority populations is well understood in my health unit
Neutral the definition of priority populations is well understood in my health unit
Disagree the definition of priority populations is well understood in my health unit
Strongly disagree the definition of priority populations is well understood in my
health unit
No response

8

100%

Other Respondents

0

0%

6
0
2
0

75%
0%
25%
0%

0

0%

Strongly agree the definition of priority populations is well understood in my health
unit
Agree the definition of priority populations is well understood in my health unit
Neutral the definition of priority populations is well understood in my health unit
Disagree the definition of priority populations is well understood in my health unit
Strongly disagree the definition of priority populations is well understood in my
health unit
No response
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Table E6: Organizational Levels Within PHUs at Which Priority Populations Are Being Identified
#

Percentage

77
48 62%
39 51%
25 32%
18 23%
3 4%
15 19%

PHU Survey Question 8: At which level(s) in the organization are priority populations being
identified and documented?

CHECK ALL THAT APPLY
Team areas have identified priority populations
Ontario Public Health Standards (OPHS) program areas have identified priority
populations
We have a health unit list of priority populations that all Ontario OPHS program areas
apply to their work
Our community partners identify priority populations that the health unit/OPHS
program then supports
Priority populations are not currently being identified at this health unit
Other levels [text]
 We have generated awareness of the importance of including an assessment of
disadvantaged people in developing and implementing all programs. The work in
the community is influenced by opportunities presented by our partners.
 Informatics and Epidemiology have developed operational tools
 MOH, Senior Management
 I work with 2 populations that are identified as priority but I don't know who or
how the decision was made.
 Our health unit has recently undergone changes. Currently my team is charged
with staff education and resource development that will assist staff in the
identification of priority populations.
 Planning and Decision Support Unit (i.e. Epidemiology)
 We have just started looking at identifying priority populations for the health unit.
To date my SDOH colleague and myself have worked with Ontario Works clients at
a grassroots level. We are now at the beginning stages of identifying other
priority populations specific to the teams' service delivery.
 Using the HEIA tool to begin to identify and document priority populations more
consistently across the Health Department
 Management chose the priority populations and from what I understand they
were based on epidemiological data.
 It's in the early stages and done on a project-by-project basis. Some teams, such
as Chronic Disease, Reproductive Health, and School Health have been doing
more work in this area as they are in the process of significant program changes
and program planning.
 As the epidemiologist I am currently in the process of analyzing indicators in order
to identify priority populations. I am not aware of what is occurring in the various
organizational departments and teams at this time
 Priority populations are identified informally at the team or individual activity
level. Priority populations are considered during program delivery but there is no
documentation or consistency across teams.
 Priority populations are not being identified for every health outcome or
behaviour. That would be a tremendous waste of analysis resources. Instead, we
have identified populations from our strategic priorities.
 Analyses by topic area for age and sex breakdowns
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Table E7: PHU Processes in Place to Identify and Document Priority Populations
#

Percentage PHU Survey Question 9: What processes are currently in place to identify and
document priority populations?

76

CHECK ALL THAT APPLY

29 38%

Our health unit/program has no formal approaches to the identification of priority
populations

25 33%

Our health unit/program uses a specific tool/checklist for the identification of priority
populations

10 13%

There is a health unit/program procedure specific to the identification of priority
populations

12 16%

There is a committee tasked with identifying priority populations

6

There is a health unit/program policy specific to the identification of priority
populations

8%

26 34%

Other processes [text]
 There was a process initially including situational assessment but there is no
policy in place to revise, review or update
 Populations named in general in strategic plan. Health status assessments used to
identify populations and characterize health needs.
 HEIA, www.kflaphi.ca/sdoh/
 One of the tools our programs can use is an internally produced, "Evidence and
Practice-Based Planning Framework"
 Our health equity strategic plan is in the process of being adopted, and we start
applying the HEIA tool in the new year.
 If our Health Unit has a formal/specific approach, I am not aware of it. I was not
involved in the initial decision
 Our team is currently looking at developing resources (and adapting resources
that are already developed) to assist in the identification of priority populations.
In the past, teams have used the OPHS
 Many programs reflect on the data as they do their program planning.
 Some teams have started to conduct HEIAs, but this process is not yet being used
consistently.
 Sub-committee has just been struck. In early stages of discussion/exploration.
 We are currently reviewing and attempting to identify tool/checklist that will be
appropriate to our needs at our Health Unit.
 The health unit uses a health equity mapping checklist as a part of program
planning. We have a program specifically dedicated to poverty and health and
have social determinants integrated into the strategic plan.
 Beginning to roll out the HEIA tool but this has not been formalized yet. We
expect in gathering data around the priority populations listed in the tool will
help us better identify the priority populations relevant for our work.
 Our health unit is forming a workgroup to address SDOH and identify strategies
for the identification of priority populations
 Consideration during the program planning process by all teams
 Supported by Foundational Standards Team
 Determining priority populations is integrated in the program planning cycle.
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#

Percentage PHU Survey Question 9: What processes are currently in place to identify and
document priority populations?










Generally, ad hoc requests to the epidemiologist to provide data on priority
populations relevant to individual projects or program areas.
Our organization is currently in the process of rolling out a new organizational
planning process. Part of this new process asks managers/teams to identify
priority populations when planning. As an organization we also plan to start using
the HEIA tool in the new year to assist with planning as well. As these processes
are new or in development, the benefits/outcomes of this planning, and how it
will impact our final process to identify priority populations will be better
understood at the end of 2014.
The region has identified priority populations in strategic planning, and these can
be applied at the program or team levels (but not necessarily).
Our Social Determinants of Health Committee has the identification of priority
populations on the radar for the coming year.
Priority population nurses have been key to our progress
Priority populations are identified through the routine analysis of health status
data
Evidence and Practice-Based Planning Framework
Our SDOH committee is working on developing a policy, procedures and a tool for
identifying priority populations
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Table E8. “My Health Unit Has Clear and Consistent Structures, Activities, Processes, Tools and
Methods to Identify Priority Populations”: Agreement (Likert Scale), by Role
#

Percentage

PHU Survey Question 7: My health unit has clear and consistent structures,
activities, processes, tools and methods to identify priority populations

83 100%
2
23
14
30
8
6

2%
28%
17%
36%
10%
7%

Strongly agree my health unit has clear methods to identify priority populations
Agree my health unit has clear methods to identify priority populations
Neutral my health unit has clear methods to identify priority populations
Disagree my health unit has clear methods to identify priority populations
Strongly disagree my health unit has clear methods to identify priority populations
No response

17 100%

MOH Respondents

1
7
3
3
2
1

Strongly agree my health unit has clear methods to identify priority populations
Agree my health unit has clear methods to identify priority populations
Neutral my health unit has clear methods to identify priority populations
Disagree my health unit has clear methods to identify priority populations
Strongly disagree my health unit has clear methods to identify priority populations
No response

6%
41%
18%
18%
12%
6%

33 100%

SDOH Nurse Respondents

0
6
5
16
4
2

Strongly agree my health unit has clear methods to identify priority populations
Agree my health unit has clear methods to identify priority populations
Neutral my health unit has clear methods to identify priority populations
Disagree my health unit has clear methods to identify priority populations
Strongly disagree my health unit has clear methods to identify priority populations
No response

0%
18%
15%
48%
12%
6%

25 100%

PHU Epidemiologist Respondents

1
8
5
7
2
2

4%
32%
20%
28%
8%
8%

Strongly agree my health unit has clear methods to identify priority populations
Agree my health unit has clear methods to identify priority populations
Neutral my health unit has clear methods to identify priority populations
Disagree my health unit has clear methods to identify priority populations
Strongly disagree my health unit has clear methods to identify priority populations
No response

8

100%

Other Respondents

0
2
1
4
0
1

0%
25%
13%
50%
0%
13%

Strongly agree my health unit has clear methods to identify priority populations
Agree my health unit has clear methods to identify priority populations
Neutral my health unit has clear methods to identify priority populations
Disagree my health unit has clear methods to identify priority populations
Strongly disagree my health unit has clear methods to identify priority populations
No response
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Table E9: Information Sources Used by PHUs to Identify Priority Populations
#

Percentage

PHU Survey Question 10: What sources of information are used to identify
priority populations in your health unit?

76
63
61
56
49
45
42
36
31
26
19

83%
80%
74%
64%
59%
55%
47%
41%
34%
25%

Local surveillance data
Census data
Staff consultation/front-line experience
Research literature
Program evaluation data
Community consultation
Grey literature
Other program data
Primary research/data collection
Other
 Canadian index of well-being survey administered locally, health system data
through ICES
 Stakeholder consultation, key Informant interviews
 All teams during program review are referred to the resource librarian to
access resources which may consist of all the above as well as contacting other
health units to find what practices may be effective in their region.
 Epidemiology is in the process writing a Health Equity report
 Local EDI scores
 I have no idea is any sources of data were used.
 Again, our team is just in the process of planning in terms of priority
populations. In the future, I believe that we will be involved in all of the above
when searching out specific priority populations
 Unsure of all processes
 Often this is done unintentionally, whereby PPs are identified in the process.
 Being used inconsistently and with no formalized process
 Again we are at the beginning stage of identifying the priority populations and
our team Health Planning, Research and CQI includes a Health Planner,
Epidemiologist, Data analyst, SDOH nurses and Emergency Preparedness
Coordinator. One of our roles is determining priority populations in
partnership with the HU teams. We are currently planning strategies for how
priority populations will be identified. Stakeholder consultations and key
informant interviews
 IntelliHealth
 CCHS data, OSDHUS data
 CCHS data, IntelliHealth data
 secondary data sources
 iPHIS, IntelliHealth, CCHS, RRFSS
 Clinical guidelines, evidence summaries, GIS health neighbourhood maps, ON
Marg, EDI & Parent survey, DOH worksheet developed by PHU
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E10: Responses by Role to “I Am Challenged to Identify Priority Populations in My Health Unit”
PHU Survey Question 12: I am challenged to identify priority populations in my
health unit:

#

Percentage

83

100%

6
23
20
20
5
9

7%
28%
24%
24%
6%
11%

Strongly agree they are challenged to identify priority populations in health unit
Agree they are challenged to identify priority populations in health unit
Neutral they are challenged to identify priority populations in health unit
Disagree they are challenged to identify priority populations in health unit
Strongly disagree they are challenged to identify priority populations in health unit
No response

17

100%

MOH Respondents

0
4
4
4
2
3

0%
24%
24%
24%
12%
18%

Strongly Agree they are challenged to identify priority populations in health unit
Agree they are challenged to identify priority populations in health unit
Neutral they are challenged to identify priority populations in health unit
Disagree they are challenged to identify priority populations in health unit
Strongly Disagree they are challenged to identify priority populations in health unit
No response

33

100%

SDOH Nurse Respondents

3
9
11
7
1
2

9%
27%
33%
21%
3%
6%

Strongly agree they are challenged to identify priority populations in health unit
Agree they are challenged to identify priority populations in health unit
Neutral they are challenged to identify priority populations in health unit
Disagree they are challenged to identify priority populations in health unit
Strongly disagree they are challenged to identify priority populations in health unit
No response

25

100%

PHU Epidemiologist Respondents

3
9
3
7
0
3

12%
36%
12%
28%
0%
12%

Strongly agree they are challenged to identify priority populations in health unit
Agree they are challenged to identify priority populations in health unit
Neutral they are challenged to identify priority populations in health unit
Disagree they are challenged to identify priority populations in health unit
Strongly disagree they are challenged to identify priority populations in health unit
No response

8

100%

Other Respondents

0
1
2
2
2
1

0%
13%
25%
25%
25%
13%

Strongly agree they are challenged to identify priority populations in health unit
Agree they are challenged to identify priority populations in health unit
Neutral they are challenged to identify priority populations in health unit
Disagree they are challenged to identify priority populations in health unit
Strongly disagree they are challenged to identify priority populations in health unit
No response
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E.2.2 QUALITATIVE SURVEY RESULTS
Table E11: “In my Experience, the Definition of Priority Populations Which Most Often Applied in the Field“, Qualitative Responses by Role
#

Role

Definition of priority populations, qualitative responses

(N=79)

PHU Survey Question 6: In my experience, the definition of priority populations which is most often applied in the field is as follows:

n=16

MOH or AMOH

-Those groups of individuals who ordinarily have difficulty accessing programs.
-Groups of people that have lower levels of health and lower levels of access to health care (both of which lead to
health inequities).
-Priority populations are those population groups at risk of socially produced health inequities.
-Populations whose health needs are significantly greater than the general population and which require special or
additional interventions to achieve public health objectives.
-People who have poorer health outcomes because of conditions such as poverty, (poor or no housing), low
education (illiteracy), medical disease and conditions, mental illness, race, place of birth.
-There isn't a specific standard definition that I would say our staff here consistently use/apply. Both the OPHS'
definition, often supplemented with Sudbury's definition are most commonly used. In summary, I would say it is
population groups with higher rates/risks of disease. Initially, "target" populations has been used (based on
gender, age), but now specific emphasis has been placed on "socially-produced" factors, particularly poverty.
-The OPHS describes the need for targeting subpopulations that experience either health inequities or are
disadvantaged in terms of their health outcomes.
-I find this term is applied in a nebulous manner to reference any population with special needs in terms of their
ability to access or use services.
-Priority populations are those that are disadvantaged and at risk for poor health outcomes due to social
determinants of health (income, education, employment, social and physical environments). These populations
especially include people living in poverty, newcomers (immigrants) and people living with mental illness and
addictions.
-Groups and individuals who are disadvantaged in our community because of income, education, life circumstance,
or ability.
-A population that may require extra attention or resources because of higher defined need related to the social
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#

Role

Definition of priority populations, qualitative responses
determinants of health.
-A priority population is a group of individuals identified by a unifying characteristic or set of characteristics,
including, but not limited to, demographics (age, gender, ethnicity), socioeconomics (education, income), and
diagnostics (diabetics, persons with mental illness), that are at higher risk of worse health outcomes by virtue of
their identifiable characteristic(s). The priority population differs for each program and service department.
-We use the deprivation index by Pampalon, marginalization index as well as HEIA tool to identify priority
populations.
-Population groups that are most vulnerable and need targeted support and services.
-The definition in the OPHS.
-Simply put, priority populations are persons in most need of services

n=32

SDOH Nurse

-Any person or group of people that are at a higher risk for not having their basic needs met due to a number of
factors. These factors include the SDOH with the consideration that there are subgroups within priority populations
(priority populations inside priority population) or multiple DOH impacting a specific person or group of people.
-Low socioeconomic.
-Populations that are affected by one or more of the OPHS-identified SD0Hs that place them at a disadvantage to
good health. They individuals or groups of people that are negatively affected by unjust, unfair systemic policies.
-Priority populations are those groups who are at risk and vulnerable for poor health outcomes and for whom public
health interventions would have the greatest impact.
-A segment(s) of the population which is/are at-risk of an adverse (usually avoidable) health outcome
-Populations that do not have access to services, whether that be because of isolation, culture, language or lack of
awareness, etc.
-Clients who have difficulty accessing health care in the traditional, usual way because of barriers, which can be
physical, social and/or mental/emotional.
-Those populations who experience the greatest health disparities because they are vulnerable and marginalized
from mainstream society.
-When our roles began initially, our region's priority populations were identified by management as our Ontario
Works clients. The OW caseloads in our region increased over 43% from 2006 to 2010. The majority of our OW
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#

Role

Definition of priority populations, qualitative responses
clientele are living in poverty and have housing issues. Many have addictions/mental health issues and have huge
barriers when trying to access services. My colleague and I were charged with the task of working one on one with
the "hardest to serve clients", assisting them to overcome their barriers. Recently, our roles have changed. We are
still working one on one with OW clientele (on a much smaller scale) and we are now looking at educating our staff
on SDOH and Health Equity. We are also working with our health planner and epidemiologist in developing
resources that will assist staff with identifying priority populations in their program planning.
-I see the definition of priority populations as vulnerable or targeted populations. This population is seen as the
clients that our front line staff want to work with because of at risk situations or behaviours.
-Priority populations are those who most at risk for experiencing health inequities. Data that supports identification
of PP includes demographic data (age, income, etc.), reports, surveillance, etc.
-Usually a combination of OPHS recommended population and demographics as well as morbidity and mortality
stats
-In theory, it should be those population groups at risk for socially produced health inequities. In practice, priority
populations and targeted interventions seem to be predominantly determined based on epidemiological data and
the identified barriers to accessing public health programs and services.
-Clients with highest or complex needs.
-Those populations at risk for poorer; health and social outcomes, differs within specific program areas.
-The population that is the focus for public health service delivery based on epidemiology, surveillance and need.
-A population is identified as being at risk using either indicator info, SDOH criteria or qualitative data.
-Priority populations refers to those people who are most negatively impacted by the social determinants of health.
-Priority populations are those who experience, and have increased risk of experiencing a greater burden of illness,
disability and poor health outcomes. Priority populations link to the population health paradigm which looks to
improve the health of entire populations by addressing determinants of health and health inequities. Negative
health outcomes are largely impacted by social factors and some groups and sub groups of individuals have greater
challenges and barriers in reaching their full potential in health, wellbeing and life. Therefore, in order to maintain a
focus on priority populations, efforts must be made to specifically reduce the barriers for these groups and improve
access to supports, services, community engagement and resources. Addressing the needs of priority population is
intrinsically linked to health equity and issues of social justice.
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#

Role

Definition of priority populations, qualitative responses
-Population groups that experience inequities that are deemed unjust or unfair.
-A subgroup within a population whose health status and overall health outcomes are more likely to be
compromised due to age, gender, race, income, education, geographical location and other social factors.
-As an SDOH PHN, I feel that within the conversations that I am a part of, priority populations are defined as groups
of people who are at risk of experiencing socially produced health inequities. However, discussions which involve
the SDOH PHNs typically tend to sway towards the definition of priority populations in this direction (i.e. because
the SDOH PHNs are part of the discussion we must be talking about SDOH). Outside of conversations involving the
SDOH PHNs, the definition of priority populations used by the OPHS is typically used through the lens of a traditional
medical model to define risk e.g. seniors identified as a priority population for influenza immunization.
-Groups at risk of socially produced health inequities.
-Priority populations are those populations identified to be at most risk of developing a health issue or being
affected by the social determinants of health.
-SDOH Nurses and some staff would define priority populations as those that are at greater risk for poor health
outcomes due to socially determined factors. However, some staff may be using the term synonymously with
“target populations”.
-The groups of people who are experiencing the greatest systemic barriers to health.
-There is an inconsistent understanding of priority populations. Some staff perceive priority populations as their
program's target population, for example children ages 0-6 for a program in Family Health division. Others in the
field look deeper into the program target populations and prioritize to focus some of their resources to those
population groups that are at higher risk of health inequities.
-Individual and/or person at increased of negative health outcomes related social and/or economic factors.
-SDHU’s definition: “Priority Populations are individuals and groups at a greater risk of negative health outcomes
due to their social and/or economic position within society. They are those population groups at risk of socially
produced health inequities” (Sudbury and District Health Unit. Sudbury and District Health Unit Ontario public
health standards planning path. 2011.) and OPHS Population Health Assessment and Surveillance Protocol definition
(which is not a definition hence we use SDHUs): “The board of health shall identify priority populations to address
the determinants of health, by considering those with health inequities including: increased burden of illness; or
increased risk for adverse health outcome(s); and/or those who may experience barriers in accessing public health
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#

Role

Definition of priority populations, qualitative responses
or other health services or who would benefit from public health action”
-Those populations faced with greater barriers that result in health disparities and inequities.
-Those who are at risk for experiencing barriers to accessing services or not receiving the optimal benefit from tHU
services and programs.
-Those that are experiencing health inequities related to social and economic conditions.

n=24

PHU
Epidemiologist

-Populations or groups who are at higher risk of negative health outcomes and would benefit most from healthy
public policy and/or public health interventions.
-Subgroups of the population who are at higher risk or vulnerable for disease/risk factor.
-Population who is more in need than others.
-The group(s) of people or residents that are most at risk for a particular health issue and also likely to benefit from
public health programs or interventions. I.e. If we were to target our programs/interventions, to whom would we
target them?
-The definition from the Ontario Public Health Standards is often used at our organization.
-Those demographics that are in most need of services due to social, economic, and other factors. Those who are at
risk for poor health outcomes.
-Specific groups within our larger population that have specific needs or attributes that can be associated with
increased health risks.
-Priority populations are groups that experience health negative outcomes at disproportionately greater rates than
comparators.
-Subgroups of our local population who have disadvantages (or face barriers) that may lead to poor health
outcomes or who are at a higher risk of a negative health outcome.
-Those in need.
-I would say this is commonly defined as "lower socioeconomic status" however this commonly treated as "persons
at risk", though I don't feel these terms are interchangeable (i.e., some populations may be "at risk", despite being
from middle and higher SES populations).
-Sub group of the population for which public health intervention may be of high priority or is expected to have
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#

Role

Definition of priority populations, qualitative responses
reasonable impact.
-Those with health inequities including increased burden of illness, or increase risk for adverse health outcomes(s)
and/or those who may experience barriers in accessing public health services or who would benefit from public
health action.
-Honestly, the application that I see most frequently is a sub-population that has needs special accommodation in
some way, as decided through higher-level strategic planning or strategic focus for the region/health
unit/department.
-The group of people identified as most in need of our services or most at risk of a negative health outcome.
-In my health unit - low income, First Nations, Mennonite/Amish.
-There is no single definition - but it can be generalized to be the characteristics of a group of people with a specific
health outcome or behaviour that could be improved.
-Locally we have basically adapted the general priority populations that have been outlined provincially. When local
data suggests a certain demographic subgroup carries the highest incidence of disease, they are also considered a
priority population.
-Groups that are at a greater risk due to socially produced health inequities.
-Segments of our population that suffer from health inequities and by nature of their place in society (low income,
ethnic background, low education levels etc.) have poorer health status than the overall population.
-Priority populations are referred to as “minority groups” or “low income groups”. If a Program Manager is asked
"Who does your program target?" they may identify sub-groups of people that would benefit from their program.
-Program areas consistently refer to definition from OPHS: Priority populations are identified by surveillance,
epidemiological or other research studies and are defined as populations that are at risk and for whom public health
interventions may be reasonable considered to have a substantial impact at the population level.
-The group of people a team is most interested in reaching with their programs.
-Populations at higher risk for poor health outcomes or risky health behaviours.

n=7

Other

-A population group who experience one or more disparities that would increase their likelihood of negative health
outcomes.
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#

Role

Definition of priority populations, qualitative responses
-We primarily use the definition of priority populations from OPHS.
-Priority populations are individuals that are at higher risk of poor health outcomes as determined by their social
determinants of health or by their high risk behaviours.
-Populations at risk of socially produced health inequities.
-Priority populations are those populations that are at risk and for whom health promotion activities are likely to be
effective in mitigating the risk at a population level.
-Priority populations are individuals and groups at a greater risk of negative health outcomes. This definition was
taken from Sudbury and District Health Unit Ontario public health standards planning path.
-Target population.
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Table E12: “What Have Been the Most Effective Methods, Processes and Tools in Identifying Priority Populations”, Qualitative Responses by
Role
#

Role

N=65
n=15

Effective methods processes and tools for identifying priority populations, qualitative responses
PHU Survey Question 13: What have been the most effective methods, processes and tools in identifying priority
populations?

MOH/AMOH

-Community engagement/partners.
-Population health data, program/service access data, info from frontline workers (Public Health or community).
-Making it an organizational imperative for the staff when completing their program's operational plan. Therefore,
identifying priority populations is embedded in every program.
-Analysis of existing data, collection of new data, and collaboration with other community based health organizations
which knowledge of local health needs.
-Stats Canada, staff involvement in community programs, our own program evaluation.
-From age/gender (local surveillance; provincial/national surveys, research/literature). Re. SES, we use GIS mapping,
postal codes as a proxy to help us understand geographically where the issues are. There is good (though not
perfect) correlation/relationship between postal codes and income.
-Having a consistent tool and ensuring that all program areas incorporate it into their operational planning.
-I am still working on getting the public health unit to understand the social determinants of health and how they
apply to programs. "Priority population" is not a useful term to address what I believe it was meant to address, which
is the social determinants of health.
-HEIA tool, we also use epidemiology data and consultation with community and staff to identify priority populations.
-Analysis of data, knowledge of front-line workers, partner discussions.
-Community Health Status Resource; understanding of the community; community partners.
-A combination of front line experience and local surveillance data.
-www.kflaphi.ca/sdoh.
-Demographics, Ottawa neighbourhood study, programme staff, partners.
-The expectation from our MOH/Senior Management to managers to staff that work to identity priority populations
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#

Role

Effective methods processes and tools for identifying priority populations, qualitative responses
needs to be done in every Division.

n=24

SDOH Nurse

-The SDOH working as a member as the consultant team in program review. The SDOH PHN meets with each
supervisor and program team after the situational assessment are completed to review the tools and work through
examples of identifying priority populations (or priority populations inside their priority population) relating to their
specific programs. The SDOH again consults with the team after they complete the tools for review and further
advise.
-Community partners’ research.
-Most effective method is the situational assessment, using a variety of sources and evidence to determine priority
populations.
-No comment as I was not involved in the identification process. The priority population was identified prior to my
being hired in this position.
-My priority populations were chosen for me using questionable process. My health unit needs your guidance
document.
-I find asking clients and the agencies that work closely with them is a great way to identify what people need what.
-Census tract data as well as epidemiological data pertaining to rates of diseases, which is then superimposed with
census data and reveals that individuals who have low income also have higher rates of diseases compared with those
who have higher income.
-Looking back, two years ago when our management identified OW clientele as our priority population, I believe they
used local data that had been compiled by our epidemiologist. As well, I believe they used evidence based data
regarding the SDOH and how income and social status greatly affect the health and well-being of this priority
population. Going forward, we are currently investigating various tools that will assist our staff in identifying priority
populations, such as HEIA, tools provided by various other health units. Our epidemiologist has advised that poverty
seems to be a key concept that she hears across teams and has said that she plans to make this a priority in her work
over the coming year.
-Health Equity Impact Assessment is being piloted presently, literature review, frontline experiences, community
consultations.
-We do not have a formal approach to identifying PP.
-None that we have.
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Effective methods processes and tools for identifying priority populations, qualitative responses
-In the absence of more systematic, organization-wide processes, primary research (e.g. community assessments and
other local studies), epidemiological data, and anecdotal evidence have been helpful in identifying priority
populations (PPs). Informal partner consultations have supported research findings. Resources and learned lessons
from other PHUs have also enhanced our understanding and ability to identify priority populations. Increased
utilization of the Health Equity Impact Assessment tool is also proving to be quite promising.
-Community consultations.
-HEIA (MOHTLC/PHO) has been used (pilot) and shows promise. However, process was adapted by the users
(deviated from list from provided within the tool) and that worked well. There may be other methods being used of
which I am not aware.
-Literature search has been completed and compiled. Presently need to look at community profile. Also currently inservicing members of teams on “what is health equity”.
-Integrating assessment of priority populations into program planning and having a process by which all health unit
programs are supported to consider how they are already addressing the needs of priority populations and where
they could make changes to improve this. Integrating these conversations into program meetings, committing staff
time to do this work, and having specific designated staff who can support all program areas in doing this work.
-Community consultation.
-Review of community reports/local data, statistical data , literature review, GIS.
-I am unsure of the methods, processes and tools used to identify the priority populations but do agree with the
selected populations based on data that I am aware of.
-Our Evidence and Practice Based Planning Framework
(http://ilink/index.php?option=com_content&task=view&id=2525&Itemid=239).
-Participating in indicator development with programs in health unit to aid in identifying and documenting priority
populations within each program. This allows to provide a consistent message across department on definition of
priority populations and to build capacity in skills to identify and document priority populations. Encouraging the use
of and using our equity lens tool.
-Not many tools have developed and used a checklist to use during program planning, use of local data and grey data
from community partner consultations and collaborations to guide the process. Currently applying the
recommendations of the EXTRA Project that recommended 10 Promising Practices for applying health equity to local
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Effective methods processes and tools for identifying priority populations, qualitative responses
public health practice.
-Determining priority population for the entire agency using our decision making matrix based on collecting what is
already known from quantitative and qualitative data.
-Integrating the use of the adapted HEIA into our annual planning processes.

n=20

PHU
Epidemiologist

-Facilitated discussions with program staff; making use of the Health Equity Mapping Checklist during program
planning.
-Discussing potential priority populations during program planning meetings.
-Focussing on larger priority populations for which we have data has been an EASIER approach (e.g. low income,
gender, age groups) and including them in our ongoing health indicator and health status reports. Consulting with
frontline staff and community organizations has also been key to help confirm what the “hard data” might be telling
us.
-Local data analysis.
-Analyzing various forms of data - examining health outcomes, etc. Also the past experience of employees who have
worked in the program.
-Integrating the identification of priority population into the planning process. Staff now think about priority
population at the beginning of their work.
-Given the lack of locally available data, in most cases, using the literature to identify priority populations for each
topic area has been helpful.
-Staff experience - we have a high proportion of staff who have worked in our community long-term and we have
staff who are members of some of our priority populations. We are most successful at identifying priority populations
when we directly ask individuals to self-identify.
-Niagara Region Public Health's SDOH Menu of Tools.
-Data from Intellihealth has been the most effective tool to identify priority populations.
-limited by sample size of local data; literature and anecdotal experience seen to be most effective.
-HEIA, Ontario Public Health Standards Population Health Assessment and Surveillance Protocol, Ontario
Marginalization Index (ON-Marg).

Priority Populations Project: Technical Report

Page 148

#

Role

Effective methods processes and tools for identifying priority populations, qualitative responses
-My specific experience has had priority populations identified in the context of developing health education
campaigns, to best segment and target the relevant population. In this, we really just look to understand the context
of the project as best as possible, and use methods that suit that context. This is very detailed-level, in contrast to the
usual practice of just trusting region-wide strategic planning.
-HEIA tool; have been looking at work from other HUs (Niagara, Sudbury).
-Descriptive analysis and logistic regression modelling for specific health behaviours.
-Internal tools and primer.
-Using a variety of data sources, triangulation, to help fill in some of the knowledge gaps regarding specific vulnerable
populations. Development of a priority population matrix at our organization and vetting the results through our
SDOH Advisory Committee.
-Analyses of local data by age and sex. This is the only plan that has been implemented thus far.
-Situational assessments during program level evaluation and planning have been helpful. Neighbourhood level
analysis has been helpful for focussing geographical areas. Incorporating social determinants of health into priority
population planning as also helped.
-I don't think we have any methods I would define as most effective. The process seems haphazard to me.

n=6

Other

-Stakeholder consultations.
-Having our tool, which was adapted from other sources, has been helpful in streamlining the process.
-Local surveillance.
-Waterloo Health Unit process to determine Priority Populations.
-The use of GIS and custom neighbourhood boundaries as a tool to disaggregate data by SDOH.
-Using the desktop HEIA tool to identify the priority populations at a program level.
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Table E13: “What has Been the Most Challenging Aspect of Identifying Priority Populations”, Qualitative Responses by Role
#

Role

N=69
n=14

Challenges to identifying priority populations, qualitative responses
PHU Survey Question 14: What has been the most challenging aspect of identifying priority populations?

MOH or
AMOH

-Those not identified by other groups will not likely be identified by us. Small rural area presents difficulties for data
extraction and reliability/validity.
-Size and scope, consistency, ability to impact/access population, resource constraints (need to maintain universal
with some targeted work), disagreement on which groups should be considered a "priority" - different value sets.
-Establishing a sound methodology or criteria for identifying priority populations which then reduces or eliminates
subjectivity.
-Data limitations, e.g. in newcomer health, racialized group health, Aboriginal health.
-Identifying the population is not that difficult- trying to enable the individuals to move out of that designation is
really the challenge.
-Lack of quality data. We often have data related to basic demographics (age, gender), which can help our
planning/service delivery. We have less reliable data on other issues such as: education, income etc. Even less, if
you consider very specific subpopulations (LGTBQ, specific ethnic minorities, those with physical disabilities).
-A lack of local data. And now, the National Household Survey has made incomes unreliable. Also, we created our
own tool but it has not been validated.
-Not sure this is a useful exercise without a consistent and common understanding of what makes a population a
"priority".
-Challenges with finding data on priority populations due to inability to reach them, e.g. in surveys and other epi
studies.
-Identifying the need and which population should take priority among the multiple needs of priority populations.
-None specifically.
-Up to date census data.
-Language,, new immigrants, seniors at home.
-There are a number of priority populations that can be identified. Prioritizing among them. What is the appropriate
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Challenges to identifying priority populations, qualitative responses
emphasis/investment of resources on priority populations interventions as opposed to universal measures? Finding
the right balance.

n=29

SDOH Nurse

-Impart the understanding that priority populations do not benefit from most universal programing. By identifying
program specific priority population (also identify the most vulnerable people inside a priority population) and gaps in
service will we be able to develop programming to decrease barriers to this population. That there is not one priority
population for all public health but they are program specific.
-Lack of direction.
-Limited data.
-Completion of situational assessments is time consuming.
-I can only assume (as I was not involved in the identification process) that deciding on WHICH at-risk group would be
challenging, as our community has a high unemployment rate, low literacy rate, at-risk teens, low paying jobs, etc.
-What the health unit may think is a priority population is not necessarily the case. Health units must include the
population in question in the discussions and decision making. Government and health units are very good at making
decisions for people whether they are appropriate decisions or not.
-Some priority populations don't want to be identified as needing help. I find some groups who really need help are
not wanting to be seen as needing that help.
-No standardized tool that can be applied and adjusted to support programmatic needs and issues as they arise.
-Most challenging so far has been the change in my role since becoming one of the SDOH nurses. In the beginning,
our priority population had already been assigned. Now, our focus has changed and we are attempting to "wrap our
heads around" things. Our previous work with OW clientele gave us an in depth knowledge about the numerous
challenges they face on a daily basis. The challenge now will be to ensure that whatever tools we choose, whatever
program planning models we use can be used to accurately identify our priority populations so that we don’t lose
sight of the many barriers and issues they encounter. From there, we need to ensure that the programs we develop
are tailored to meet the needs of these priority populations.
-Not being initially involved in the identification process. Differing opinions on what the priority populations should
be.
-Not having a good tool/identified approach to use when program planning. I think this work needs to be embedded
in a purposeful program planning process.
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-Need a common tool for guiding priority population identification.
-Lack of common approach and understanding of the issues; underlying resistance to perceived changes in practice
(e.g. from universal programs to targeting within universalism); lack of a formal mechanism re: partnership
consultation and collaboration; lack of agreement related to application of the knowledge (e.g. What to do once PPs
are identified? Clarification re: role of public health in addressing the social determinants of health).
-Small population in a large and diverse district.
-Lack of common understanding and structured process. It would be helpful if HEIA tool provided more detail about
"how to" identify priority populations rather than providing a "canned" list.
-Time to do the data collection.
-Unable to answer this question since we are just at the beginning stages of the process of identifying priority
populations.
-I’m glad to see the breadth of options in question 10 regarding sources of data. I think that data management,
determining the quality of data and understanding what weight to give each type of data is challenging. Sometimes
data is not available. Other times staff and community consultation is very sufficient in identifying who priority
populations are, and an extensive analysis is not required. Not meeting people where they actually are in the
community makes things challenging. Long form census data is no longer available. There are also challenges linking
information about what is happening in front line service delivery to people who are able to influence the processes
of priority population identification and resource allocation. The SDOH PHN roles are one important way to bridge
this gap in communication as many of us have previously provided front line service delivery to vulnerable clients, but
also have the capacity to consider the societal level issues. Another challenge is recognizing that different
communities, organizations, and even programs within the same organization have different needs. A tool that helps
identify priority populations needs to maintain a certain amount of flexibility to be tailored to the specific context.
-Clear definition.
-Insufficient data and difficulty accessing this data.
-The process seems to vary across programs and teams. Additionally, each program and team has very different
mandates. Therefore, priority populations will differ across these programs. The lack of a consistent definition that
explicitly identifies priority populations as populations that experience socially produced health disparities.
-Common definition within the health unit.
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Challenges to identifying priority populations, qualitative responses
-Lack of data specific to program areas. Lack of formal guidance/assistance/tools for the identification of priority
populations from the Ministry of Health.
-Narrowing it down so that you can prioritize the priority populations.
-An inconsistent understanding of what priority populations are across the health unit.
-Language, competing priorities, resources allocations.
-Lack of variety in use of data – very linear, lack of disaggregated data, use of deprivation data, lack of GIS systems
and reporting on recently released data. Currently what has been found and described in PHO’s recent report on:
Summary Measures of Socioeconomic Inequalities in Health is not yet considered here but will be in 2014. Another
challenge is comfort with using data that is not scientific e.g. qualitative data such as stories from those with lived
experience. The ability to create in a timely way information from an environmental scan of community stakeholders
and lived experience is a lengthy process and delays sharing relevant knowledge to assist with decision making
internally for programs as well as externally with key community stakeholders.
-Supporting teams in their translation of identifying relevant literature and stats to the priorities for their programs to
how activities must be changed or created to meet these needs. For many the knowledge is there but its putting pen
to paper and seeing it through as a process that can be challenging.

n=21

PHU
Epidemiologist

-Lack of good quality local data.
-For me the most challenging aspect of identifying priority populations is trying to get teams to use evidence to make
decisions regarding which populations to classify as priority. Also, finding evidence at a local level is very challenging.
-Low numbers of certain groups in our health unit than are often “hidden” (e.g. Aboriginal, Francophone, homeless),
as well as limited or missing local surveillance data that include demographic information such as sexuality and
religion. There are so many gaps in the data and staff expect to have data where there is none.
-Low sample numbers, even after multiple years of data is combined, make it hard to do some subpopulation
analyses.
-Due to small numbers, data is hard break down demographically at times - sometimes all we can do is aggregate.
-Lack of consistency in using information to identify priority populations. Initial research on topics is not always
undertaken. Compliance with processes is not consistent.
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Challenges to identifying priority populations, qualitative responses
-Getting the resources and having sufficient data to identify priority population and assess effectiveness in these
groups.
-It is challenging to identify populations that we are not able to reach. There is stigma attached to some priority
populations. We are a small health unit and priority populations tend to be a small proportion resulting in very small
numbers of individuals in each priority population (and the problems associated with small numbers). We have
difficulty identifying individuals by geographic attribution because we cannot divide our Health Unit into sub-areas
fine enough to be relatively homogenous because the populations would be too small. Also, it is hard to
geographically locate our rural clients.
-Development of the SDOH Menu of Tools.
-Inconsistent data sources across the Health Units (i.e.., HU specific data sources are limited, smaller HUs need
multiple years of data to answer the same question with confidence that larger HUs can do in six months).
-Sample size.
-Ongoing cost of SAS software to use with PCCF+ and ON-Marg, 2011 change to National Household Survey from
mandatory long form Census will probably result in challenges in updating the ON-Marg for use at the local level.
-That there isn't a one-size-fits-all approach. I don't believe that it's possible to have a "best" method for identifying a
priority population, and that different methods are appropriate for different PH programming (chronic disease is very
different than environmental health, or food safety is very different than zoonotics, etc.).
-Difficulty getting information about some hard to reach populations (Amish/Mennonite; some First Nations - poor
census data; no long-form census).
-Sometimes there are not enough data (e.g., lacking demographic variables to help in the definition of a population).
-What definition is being used; lack of local data to identify differences in health status across population groups.
-Incorporating the information into practice.
-Limited data for specific vulnerable populations (as outlined in the HEIA tool).
-The lack of a consistent definition of priority populations (e.g. how is SES defined?) and few resources to do the job.
There are multiple ways of defining priority populations (e.g. from the data, from the literature, by programs), so
which way is the best way? We are limited by what we can do with local data in our analyses as well.
-We find it challenging to know which SDOH measures we should be using for priority population identification since
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there are a number out there that get at different indicators (i.e.) INSPQ deprivation index, ON-marginalization Index,
Median income quintiles, LICO cutoffs, LIM cutoffs, etc. We also find it difficult to identify priority populations for
broad program areas (i.e.) health living, child and family health. It is less straightforward than for more specific
disease-focused program areas (i.e. TB) which have identifiable high risk populations based on risk factor information
being available. It is also difficult knowing how to interpret priority populations identified at the PHU or division level
because the populations that need to be prioritized vary widely by the program/topic area (i.e.) priority population
for STIs very different than for dental health, but both groups fall in the same division and meaningful differences can
cancel out when combined into a single index/measure or rank.
-The staff know who they want to target but seeing that translate to changes in programs is much more difficult.
Transportation barriers are huge for all of our priority populations and it's something we, along with other
departments and agencies in the region, are struggling with.

n=5

Other

-Limited data sources.
-Gaps in data/ability to evaluate—are our initiatives reaching priority populations and are they addressing health
inequities?
-No formal process/tools in our Health Unit.
-Differing levels of specificity (i.e., youth versus youth at risk such as homeless youth, youth not in school, etc.
-Getting data at small enough levels of geography to understand meaningful patterns.
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Table E.14: Additional Qualitative Comments/Observations, by Role
#

Role

N=19
n=2

Responses
Question 15) Additional comments/observations:

MOH or
AMOH

-I believe that "priority population" is a term that is thrown about without meaning or accuracy to capture two ideas:
1) that there may be groups who would most benefit from a particular intervention or 2) groups who would derive
benefit from an intervention but whose access to an intervention is limited by barriers. No one has identified whether
priority populations should be named at the program level or the organizational level. It is an idea that was not fully
thought through prior to penning it into the OPHS.
-Our health unit has started working on identifying and assessing needs of priority populations about 18 months ago.
Each stage is a learning stage and we are improving our knowledge and skills in this area.

n=8

SDOH Nurse

-I look forward to learning more about identifying priority populations. I also want to/need to learn more about
HEIAs. We SDoH PHNs are learning a lot 'on the fly' / on our own as we go along. We NEED to have a go-to person
that can provide feedback, guidance, leadership etc. re- the newly created SDoH PHN position. We are learning from
each other however one identified key Lead or Champion would be so beneficial.
-Some guidance and standard procedure to identify priority populations is overdue.
-It may be helpful to have a tool which helps to identify health unit wide priority populations vs. the HEIA tool which is
used for certain program.
-We look forward to receiving the results of your research!
-Despite being in an infancy stage, I have seen a lot of positive changes and growing support related to identifying and
addressing the needs of priority populations over the year that I have been working at this health unit. I am confident
that support for the necessary policies, processes, and tools will continue to grow as we move forward.
-If the guiding document contains tools, processes, strategies for application, please vet them through staff level
positions before releasing the document. We will be able to comment on their usefulness.
-Lack of a definition regarding what a priority population is within the context of this survey means that there is likely
some subjective interpretation in many of the questions.
-A guidance document for PHUs on this topic would benefit changing current culture and may assist in giving
programs support to address how to support priority populations.
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n=8

PHU
Epidemiologist

-The "identification" isn't necessarily the issue, it is data collection about these populations and marginalized groups
that is a challenge (behaviours, risk factors, outcomes, etc.).
-Examples of how other health units have identified priority populations would be helpful.
-As an epidemiologist it is a struggle to help teams identify priority populations for several reasons. 1. Staff expect
that the epidemiologist will have the data “on hand” with instant answers (we seem to always be telling people “we
don't have that”). 2. It takes significant time to analyze existing local data (if we do have it). 3. We do not have
capacity in the health department to easily collect new data on specific priority groups (they are difficult to find,
methods may need to be non-traditional, and our resources are limited). 4. It’s not always clear whose responsibility
it is to identify priority populations, especially if research and literature are being used versus surveillance & local data
which is a more obvious epi role. Lastly, once information is gathered, properly weighing the importance of the data,
dealing with conflicting results/opinions, and dealing with the gaps in the data/knowledge can be challenging.
-I'm not entirely sure what the acceptable definition of priority populations is. It would be helpful to have clarity on
this. One confusing factor is how the priority populations are related to the SDOH. For instance, do we identify PP
based on the SDOH and are they applied for ALL programs or are PPs determined for each separate
health/risk/behaviour outcome? Generally I think there is a lack of understanding of what a PP is. PP and target
population are often used interchangeably.
-I received this invite through APHEO. I know that my health unit has specific people filling out this survey for each of
the roles identified, but I am not part of that process.
-Sometimes programs are conducted regardless of evidence, and not changed despite evidence.
-It is difficult to provide data or information for priority populations if it is not seen as important to the organization.
An evidence-informed approach would be best.
-Although we do have consistent definition for priority populations (from OPHS), it is difficult to know how well the
definition is understood. Standard tools for priority population identification have been developed but it is unclear as
to what extent everyone in HU is using it.

n=1

Other

-The tool has only been in use for 1 year with 1 program area and was recently rolled out to the other programs and
divisions. Therefore insight regarding use of this tool is limited and is a work in progress.
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