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Abstract

Climate change holds the potential to exacerbate existing health inequalities, yet understanding how
practitioners conceive health equity and health equality has received little attention in the scholarly
literature. This contribution utilizes in-depth interviews with public health practitioners from health units
across Ontario, Canada to characterize understandings of equity in relation to on-going climate change
adaptation work. Perceptions of health equity and associated public health practices are described before
discussing the resulting implications for how and why practitioners take up the equity agenda in relation
to climate change. In doing so, this work problematizes existing public health tools and competencies and
signals the emergence of new practices capable of simultaneously promoting adaptive capacity to climate
change and reducing health inequity in Ontario.
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Introduction

Climate change is associated with increasing incidence of heat-related morbidity and
mortality, increasingly poor air quality and resulting respiratory conditions, increasing accidental
morbidity and mortality attributable to extreme weather—as well as the increasing incidence of
mental health impacts post disasters, the spread of vector-borne diseases to previously
inhospitable climates, and risks associated with food and water contamination (Health Canada
2005). However, these impacts will not be distributed evenly across the Canadian population,
and research suggests that population groups who already experience relatively poor health
outcomes compared to national or provincial averages are likely to be differentially impacted,
and thus, climate change holds the potential to exacerbate existing health inequalities (Health
Canada 2008).

To date, the scholarly literature has primarily focused on climate justice and the health
equity implications of climate change for developing countries (Campbell-Lendrum and
Corvalan 2007; Ikeme 2003; Kjellstrom et al. 2007), but less attention has been given towards
health equity related to climate change in the North American context (Buse 2013). This paper
critically examines understandings of health (in)equity and health (in)equality by frontline
practitioners. Using empirical data from a case study of climate change adaptation in Ontario,
Canada, | analyze and discuss how public health practitioners working on climate change locate
health equity in their work, and identify practices related to the promotion of health equity. The
discussion problematizes existing tools and approaches for addressing health equity in relation to
public health adaptation to climate change, and builds a theoretical case for how health equity
discourse can further the field of climate change adaptation in public health.

Situating health equity in the context of public health adaptation to climate change
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The primary focus of North American climate change and health research has thus far
sought to document existing vulnerabilities and the uneven health outcomes resulting from
physiological sensitivity or differential exposure to climate variability and extreme climate
events based on key demographic, social and cultural variables (Berry, Paterson and Buse 2014;
Ebi, Kovats and Menne 2006; WHO/PAHO 2012). This literature employs “vulnerability
assessments” to identify vulnerable populations according to socioeconomic status, social
isolation, and geographic proximity to climate-related hazards. Such assessments indicate that
populations more vulnerable to climate change tend to have higher rates of pre-existing chronic
conditions or disability and include groups such as the elderly, children, and those experiencing
relative socio-economic deprivation or social isolation (Berry and Cheng 2013; WHO/PAHO
2012).

Climate change therefore requires a nuanced understanding of health inequity and health
inequality in relation to specific interventions. For example, sharing health risk information
about the impacts of climate change—a requirement in the Ontario Public Health Standards—
will not serve vulnerable populations equally (Ebi and Semenza 2008). This is primarily because
such health promotion activities often fail to incorporate an understanding of how health
behaviours and risks are influenced by environmental, socioeconomic and cultural settings
(Baum and Fisher 2014).

Promoting health equity has been identified as a central goal of public health practice
(Krieger and Birn 1998; Marmot et al. 2008). It has been enshrined in the Canadian public health
profession since the development of the Ottawa Charter of Health Promotion and more recently
as an underlying value for practitioners in the Public Health Agency of Canada’s (2008) Core

Competency Statement. A large body of scholarship focuses attention on definitional differences
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between inequalities in health and wellness and inequities (Braveman 2006). Health inequalities
largely refer to an unequal distribution or difference in health outcomes between or within
populations, whereas health inequity is more specifically concerned with what is right, fair, or
just based on whether the cause is unavoidable or unnecessary (Braveman and Gruskin 2003;
Kawachi et al. 2002).

Following de Maio (2014), what is fair or moral is ultimately a subjective assessment
rooted in deep political values and normative philosophical understandings of morality. While
some might argue that this is a semantic difference, the intentional use of the evaluative words
“equity” or “inequity”, rather than the merely descriptive ‘inequality,” invites us to consider the
broader social, political, cultural, and environmental contexts that produce health and ill-health
in the first place:

If our analysis remains focused on inequality, it becomes distracted by the symptoms of

the problem, rather than its determinants. Inequity reflects the essence of the problem;

inequality is an empirical measure of inequity made apparent through statistical
analysis...Inequality is the observable and collective expression of inequity. Inequalities

are measured; inequities are judged (Guzman 2009, p.116).

Nevertheless, it remains unclear how these values are understood, interpreted and
embodied by public health practitioners, and how values are translated into concrete action to
address the social and environmental determinants of health, particularly in relation to climate
change adaptation programming. This paper utilizes a comparative analysis of interviews with
public health practitioners working on climate change adaptation initiatives across Ontario,
Canada to inform an understanding of the degree to which equity considerations factor into
climate change adaptation at the level of regional public health authorities. This paper addresses

how health equity is conceptualized by front line public health practitioners in relation to climate

change and documents how the meanings associated with equity are translated into practical
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action. The paper ends with a discussion of the theoretical implications these results hold for
understanding the discursive construction of emerging fields of public health practice and the

role of healthy equity therein.

Research Methods

This paper is part of a broader study that examined the emergence of climate change
adaptation among Ontario health units. The study used a critical realist epistemology informed
by Pierre Bourdieu’s (1990) ‘theory of practice’ to understand how some practices in public
health are forwarded as more legitimate than others, and to examine the moral and professional
commitments of the people responsible for the climate change file across Ontario’s 36 regional
health units. The primary focus of the investigation was to understand how individuals are able
to promote social change within public health organizations in the face of new and emerging
fields of public health practice (i.e. climate change adaptation).

| used qualitative semi-structured interviews with employees of Ontario public health
units. All 36 health units were invited to participate in a one-hour interview, and research
participants were recruited by email from a web-scan where participants were contacted based on
whether they were listed as having engaged in climate-related programs or were situated in an
environmental health hazards division. In cases where multiple people from a single health unit
were identified, | invited that group to select the person they felt was best able to speak to the
interview questions. This sampling protocol was designed given that climate change is mandated
to be addressed under the environmental health hazards protocol of the Ontario Public Health
Standards (2008/2014).

| conducted all data collection, transcription and analysis with formal ethical approval

from the University of Toronto Research Ethics Board. Informed consent was obtained in writing
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prior to the interviews, which were conducted by person wherever possible, but primarily over
the telephone. Interviews were recorded to ensure the accuracy of collected data. Ultimately, |
completed 20 interviews with practitioners from 20 different health units, with 13 health units
refusing to participate on the grounds that they did not feel they had engaged with climate
change as a public health issue, and three not responding.

Research participants were asked about their personal and professional backgrounds,
what their health unit is doing related to climate change adaptation, and how practitioners
understand and act on health equity concerns related to climate change. Interviews were
transcribed verbatim by the author. Given that climate change is a politically charged topic,
pseudonyms were created to ensure anonymity of research participants, and the health units that
participated in this research study are also not identified by name.

Additionally, three interpretive analytic tools were iteratively used to explore the data,
establish rigor, and develop themes emerging from the data. First, to preserve the contextual
uniqueness of each interview and to highlight key findings at the level of individual interview
respondents, case summaries were produced. Case summaries are essentially condensed
transcripts that identify key individual actions, personal reasons for engaging with equity issues,
and other thematic issues that arose during the interview. Given that interpretive decisions were
made in terms of what was included or excluded in the case summary, they were not intended to
be complete synopses of interview transcripts and were therefore not sent to research participants
for validation. Rather, case summaries were simultaneously utilized to reflexively assess the
interview process through a language-centred analysis of my own social location in relation to
those being interviewed (Mauthner and Doucet 2013). Second, a cross-case display matrix

(Miles and Huberman 1994) visually displayed key variables loosely organized around the
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interview questions that largely spoke to organizational responses to climate change. Throughout
these processes, extensive qualitative memos were produced in relation to how practitioners
conceived the notion of health equity in their climate change work, and what practices specific
health units leveled at the equity question. Finally, the analysis utilized memos and the data
produced from the first components of the analysis to conduct a form of triangulation called
“category zooming” (Halkier 2011) that allows researchers to pursue greater interpretive depth
on single points and findings from the broader study. This approach seeks to develop analytic
insights, explore counter evidence, and determine how the concept of health equity was taken up

by practitioners in the interview context.

Results

The 20 completed interviews offer a geographically representative sample of Ontario
health units when aggregated by census division. A key finding that emerged from interviews
was that eight interview participants were innovative champions of climate change work,
actively pursuing new practices and new ways of engaging with this issue. The remaining twelve
assumed an environmental approach that was oriented towards traditional elements of public

health practice including disease monitoring and surveillance.

How do practitioners conceive of health equity in relation to climate change? When asked
what role health equity plays in climate change adaptation programming and how it informs day-
to-day practice, practitioners often asked for clarification, such as “what do you mean by health
equity?” or “so what exactly do you mean by that though, like in terms of health equity and the

social determinants of health for public health programming?”. This may be the result of
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widespread recognition within the public health community of the definitional difference
described above. Indeed, half of the research participants accepted, in principle, the importance
of the health equity agenda and how it was (or could be) linked to climate change adaptation. In
reflecting upon this and wanting to more deeply engage with supposed underlying core values of
Canada’s public health community, | prompted practitioners to describe their understanding of
equity in relation to climate change and to identify any associated programs where both were
being addressed.

Findings suggest that health equity is most typically associated with a focus on
“vulnerable’ populations.” Vulnerable populations were often perceived as individuals who are
differentially exposed or physiologically sensitive to climate-related health impacts (e.g. seniors,
children and attendees of outdoor events are all more susceptible to the physiological impacts of
extreme heat; new immigrants may face language barriers in terms of understanding and
adapting to extreme weather events). However, health equity was most typically associated with
poverty:

I mean we've got, and I shouldn't say this...but we're poor! [laughs] We have vulnerable

populations. | mean it's not an issue that is disappearing. We have real hard case poverty

rates [in this area] that are above the Ontario average and we are aware of this.
Both champion practitioners and non-champion practitioners often conceived of health equity as
measurable differences in resource access or distribution between or within population groups
and how those differences manifest in terms of disparate health outcomes through monitoring
and surveillance.

Several practitioners went on to add that populations living in poverty may be doubly
disadvantaged because low incomes are often associated with poor housing or living in areas that

may be differentially exposed to extreme weather events (e.g. living in a flood plain). For
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example, one research participant claimed “there is a bit of a tendency for poorer people to live
in lower lying areas. | mean that's not a universal thing, but there is definitely a tendency there.”
This was echoed by other research participants as well:

We know that, for example, for flooding, the areas of [laughing], like most areas in most

flooding events, they tend to impact the areas of town where...the population with the

lowest income tend to live. With the poorest housing stock. That type of thing. And, so,
we do know that we have like this, um, people with low socioeconomic status and the
most marginally housed people are the people that are most likely to be affected by
flooding.

The common focus on poverty and multiple layers of social or economic disadvantage
was not surprising given that practitioners also often evoked the discourse of the social
determinants of health to contextualize their thinking around health equity:

As far as health equity advocacy work and different strategies and activities, and in terms

of bigger projects and plans to address all that. You know, that's a priority identified

again within health hazards.

In generalities, the health department is very well aware of health equity issues and social

determinants of health and in my mind the two are linked, though | know they are a little

bit different. Um, we do have a couple of people working on both, I'm going to say both,

I might not be right about this, but certainly the social determinants of health and as |

mentioned what flows out of those kinds of things or issues around health equity.
The quotes above not only exemplify how provincial policy and the values of specific health
units inform understandings of equity, but they also signal that health equity exists as its own
subfield of public health practice with its own meanings and cultural competencies, some of
which may overlap with climate change activities.

For example, some practitioners took a more nuanced view of equity issues in relation to
climate change. Specifically, the champions of climate change adaptation work tended to utilize

the language of “differential exposure”, “sensitivity” and “adaptive capacity” to describe their

activities. This language is explicitly related to climate impacts and adaptation which may be
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unfamiliar to those who do not have a working knowledge of the emerging field, but which
seems to be used by practitioners to bridge the sub-fields of climate change adaptation and health
equity:
Our poor are the ones that are least able to cope with it so we analyze it from an exposure
perspective, as | said. Poor people, vulnerable people, people that aren’t able to protect
themselves, could be exposed differently which is an issue of location, urban vs. rural in
our area and their individual susceptibilities or sensitivity, call it what you want.
This proposed model that I've developed to reduce vulnerability is something that embeds
some of the familiar terms and some of the familiar approaches and processes that public
health typically is accustomed to, with the exception of the whole vulnerability piece: the
sensitivity, exposure, adaptive capacity. Those are new terms that | need some work to do
to educate on. But, you know, just presenting this, I've actually, you know, gone around
informally and presented this to various departments...And it really resonates.
The use of climate-specific language for describing health equity is aligned with existing
scholarly work on climate change and health. Its discursive use helps to further contextualize the
relatively new and emerging nature of climate change adaptation in the public health sector.
However, it should be noted that this language for describing differential health outcomes is still
heavily steeped in a definition of equity that privileges distributional health inequalities or
disparities over considerations of fairness or justice in the conditions that lead to those disparities
in the first place. Moreover, the methodology employed to identify health vulnerabilities is very
much rooted in epidemiological principles of monitoring and surveillance (WHO/PAHO 2012),
with the hopes that such activities will lead to interventions. This approach is therefore
reactionary rather than precautionary. To build on these arguments further, | contextualize these

understandings of health equity by identifying the practices associated with climate change

adaptation that have an explicit equity focus, as identified by interview participants.
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What are the specific practices that comprise the field of climate change adaptation
in relation to health equity? The fact that there was little variation between research
participants in terms of their description of equity issues in relation to climate change is unique
insofar as there are key differences in how program development and service delivery link health

equity and climate change adaptation across Ontario health units.

An emerging focus on heat extreme heat preparedness and risk communication. The most
common association identified between climate change and health equity manifested in terms of
heat alert and response systems (HARS)—response plans that trigger a range of activities aimed
at mitigating heat exposure in the general population when a certain temperature is reached. It is
worth noting that practitioners likely evoked heat-related programs primarily because it is an
area that is most tangibly or logically understood in relation to climate change. Heat
programming is also mandated in the Ontario Public Health Standards (2008/2014).

However, there is nuance in how HARS are delivered across health units. In more
populated areas, health units run a suite of programs including the implementation of cooling
centres in public spaces, piloting cooling spaces in apartment buildings, and the dissemination of
risk information to the public. In smaller, rural health units which have less staff and resources
dedicated to day-to-day logistics, HARS typically consist of basic outreach activities to
communicate the health risks associated with exposure to extreme heats, as well as disseminating
strategies to avoid overheating:

So I think by that way, we're achieving a level of health equity by spreading the message

in a way that is, you know, it's not just us that's saying it, we're sending it to, it's like train

the trainer kind of thing where you send it to different groups and then they deal with it
in, with people they work with.
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The practice of communicating risk in an attempt to bolster adaptive capacity can, however, be
problematized in the context of a relatively robust literature that challenges the degree to which
behaviour change is possible, particularly for groups that experience systemic disadvantages
(Baum and Fisher 2014). The communication of health risks further gives the illusion that health
units are doing something on climate adaptation issues, while simultaneously downloading the
responsibility for ill health outcomes to other agencies or to the public themselves. There are also
additional challenges for evaluating who uses this kind of health information and to what end,
and whether priority populations are reached at all. For example, several champion practitioners
expressed concern that communicating heat information may be culturally incompatible with
some populations in their community. When probed on a cooling centre pilot project for
apartment buildings, one champion noted that:
There were some cultural aspects of a room that some groups didn't like to mix or felt
uncomfortable. Other people felt that they would go other places. So they would go visit
their friends. Unfortunately, some of the real vulnerable people just stayed in their
apartments because they didn't have the ability to get down to a cooling room.
Champions were also quick to point out the limitations of existing risk communication
approaches and the documenting and monitoring of so-called vulnerable populations. These
practitioners had a keen awareness of the stigmatizing impacts of labeling a particular
community as vulnerable and were actively struggling with how to intervene in a way that was
equitable and fair:
So for example, if we identify that low socio-economic status is a risk factor for exposure
to extreme heat and then we start mapping those locations of low socioeconomic status,
some municipalities may not want that information to be identified on a map. Whether
they feel it's going to stigmatize that neighbourhood or it might affect their economic
development if they're trying to bring growth into their communities. So we're kind of

struggling with on one hand, we need to protect the public and we need to target where
that, the public is most vulnerable. How do we reach that target population if we're not
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allowed to show that information and share that with our municipalities? So right now we

are having an internal conversation to address that challenge.
Other promising practices for integrating health equity in climate change adaptation. By virtue
of occupying larger health units with more staff and resources, champions may be better
equipped to attune themselves to equity issues in their communities. Moreover, by virtue of
having resources to focus on new and potentially innovative program design, well-resourced
health units may be able to more actively engage with climate change adaptation programming
more generally. For example, one Medical Officer of Health suggests that the burgeoning focus
of Ontario health units on built environment issues (i.e. promoting walkable and ‘green’
communities) are a meaningful way of addressing equity:

Certainly the built environment piece overlaps explicitly with health equity. In our

literature review, for example, we looked at the potential for built design to address

poverty issues and found that mixed neighbourhood issues are important for that...The

complete, complete communities and complete streets approach helps everybody,
including and probably in particular, including people of lower income.

This focus on the built environment also required increased collaboration with regional and city
planners to ensure that communities are being developed in a sustainable and health promoting
manner was corroborated with other practitioners. This was further evidenced in interviews by
positioning the focus on the built environment to mitigate urban heat islands.

Moreover, at least four Ontario health units—the majority of which are located in larger
metropolitan areas and have larger staff, budgets, and more resources—developed climate
change and health vulnerability assessments specific to their regions which provide baseline
epidemiologic surveillance and monitoring of specific populations who may be more vulnerable
to specific health impacts. Three others developed various forms of health impact assessments

related to heat, vector-borne diseases, and extreme weather events. These approaches primarily
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resorted to using disease monitoring and surveillance data to describe current vulnerability and
project future vulnerability. As suggested above, such assessments were largely driven by the
fact that these organizations tended to employ health equity as a discursive tool to frame a broad
array of strategic priorities and utilize the goals of a pre-existing subfield of public health
practice to engage in other activities on the fringes of more conventional practice. However,
given the novel nature of the vulnerability assessment approach and the fact that these practices
are early on in their tenure, few programs have resulted from this form of surveillance and
monitoring and further research may be needed to determine the utility of vulnerability
assessments in producing practices that are capable of eliminating or reducing health disparities,

rather than just documenting them as a baseline.

Rural and urban health units have varying capacity to address climate change adaptation. The
findings above indicate that there are a variety of health equity programs linked to climate
change adaptation across the province, but that some health units are so under-resourced they
lack the capacity to even engage in the communication of environmental health hazards with
vulnerable populations, or have yet to complete this work but are planning on incorporating this
type of program in the future. For instance, one research participant indicated that cooling
centres are an important element to incorporating health equity considerations into climate
change adaptation programming:
You know, I think heat alerts, working with municipalities about heat alerts and having as
part of that their consideration about cooling centres would be particular[ly] important for
people of lower income who don't have access to air conditioning, right? So we, this is
speaking to intentions, we haven't gone on with this, but we intend to go on with this type

of thing. So there you're getting into health equity and climate change adaptation
explicitly.
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A lack of programming targeting heat was mirrored with a general low level of focus on
climate change in predominantly rural or northern health units. Several practitioners identified
health equity as a strategy within their health hazards division, but almost all health units had
limited resources to engage with climate change and related equity concerns. This was largely
identified as being a product of how health units are funded across Ontario (a mix of provincial
and municipal/regional government funding). Thus, health units with a larger constituency have
a larger tax base to draw from, and accordingly, have more staff and funding to pursue
innovative activities. This is in contrast to rural and remote health units that utilize their limited
resources to address what they identify as priority health concerns throughout their respective
regions.

Climate change already takes a back seat in terms of staff and resources with the

programs that we all have to do, and then within that program we're talking about the

environmental soils study report and the housing situation here, in terms of mold
complaints, etc. And then with the rest of that, if there's any room leftover we, if we were
to contemplate climate change and radon and indoor air quality, outdoor air quality, etc.”

At this point, it is important to identify that the champions of climate change adaptation
work were almost exclusively employed by health units in the Greater Golden Horseshoe region
of Ontario. It is not surprising that the Greater Golden Horseshoe is a central hub of climate
change adaptation for public health. This area comprises the majority of Ontario’s population
and accordingly there are a dense array of social service and environmental organizations
working at the nexus of climate change and equity issues. Indeed, several research participants
indicated unfavorable comparisons to Toronto Public Health in terms of geography, density and
access to resources: “We’re not like Toronto at all and we can’t be, because we are

predominantly rural... We’re not the same...and there are a lot of other agencies in Toronto that

depend on those heat alerts to then initiate their action plans”.
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Equity as a guiding concept for climate change practice. Equity issues were identified as a
guiding concept to inform the overall practice of a health unit for both champions and those who
assumed a more conventional environmental health approach to engaging climate change. For
instance, an associate medical officer of health--before describing their health unit’s HARS—first
provided context to the equity component of their work by positioning it in relation to a
vulnerable population plan which provides emergency outreach to vulnerable populations across
all hazards:

Our vulnerable populations plan is all hazards, right? It's not just heat. And it's also,

again, a way of reaching vulnerable groups in whatever situation that's required... So, we

cross-reference that plan with our heat messaging, and so all our groups dealing with
vulnerable populations will receive that kind of heat messaging as well.
Similarly, one champion who was responsible for conducting his health unit’s climate change
and health vulnerability assessment indicated that equity was a strategic priority, but not in
relation to the on-going climate change adaptation work.

However, most champions of climate change adaptation who explicitly discussed the
strategic positioning of climate change and health equity work together in an attempt to identify
common ground and synchronize research and practice agendas:

So [health equity] really is an underlying area that we have focused on especially in the

last five years. [Our Medical Officer of Health] has really seen equity issues as being a

priority issue. We still do broad based public health, provide some messages out to the

general public, but we really see that the most vulnerable are the ones that are the most
impacted by various health determinants.

Thus, not only is health equity its own subfield of practice, but practitioners, and

champions in particular utilize the discourse of health equity to lend symbolic capital and
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credibility to their climate change adaptation work. In attempting to address existing
vulnerabilities and disparities in health outcomes, climate change champions tended to evoke
health equity as a legitimate entry point into climate change adaptation work. Health equity was
therefore employed as a discursive strategy by champions to “bridge the gap that exists across
the province” on climate change adaptation options. The simultaneous acknowledgement of
existing health equity concerns, when coupled with the fact that climate change can exacerbate
those conditions, also tended to resonate more highly with senior decision-makers, thereby

opening up possibilities for more innovative actions than conventional risk communication.

Discussion: Health equity as discourse vs. health equity as field

The way in which equity is defined and understood by public health practitioners led to a
relative absence of critical considerations of health equity as an explicitly moral goal to be
pursued by the public health community. This in turn led practitioners to equate health equity
with health disparities. Semantically, inequalities or disparities in health result from inequities.
As demonstrated above, defining equity as health disparities with little consideration of whether
those differences are moral or just engenders particular responses (i.e. risk communication) with
the goal of balancing health outcomes for vulnerable populations—a goal which may be
unachievable if the root causes of inequalities such as poverty and the conditions that maintain it
remain unaddressed.

However, taking a deeper look at the practices described by practitioners in addressing
health equity and climate change adaptation suggests that the champions of this work may be
more proactive in addressing equity issues in their communities than are those practitioners with

more conventional public health dispositions. However, this is evident through their climate
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change adaptation practice, rather than their definitional understanding of ‘equity’ or ‘equality’.
Despite a common focus on population health disparities, champions tended to pursue activities
to guide adaptation at the local level in ways that were more innovative and focused on
prevention. Moreover, the champions appear to be more proactive in identifying and leveraging
financial and staff resources to address health equity issues. Conversely, practitioners who did
not use equity as a concept to help guide their work tended to highlight their health unit’s
existing risk communication programs and a lack of resources to implement additional
programming.

The ways in which equity work is practiced was nuanced, but appeared to be most often
related to health unit budgets and resource allocation. In some cases, but primarily in the Greater
Golden Horseshoe, equity served as a guiding concept to influence climate change adaptation as
well as a multitude of pre-existing programs. In other cases, health equity was identified as a
guiding concept for a variety of public health activities, only not for climate change. For others
still, the equity discourse was absent entirely, or had not been given ample attention due to the
day-to-day activity needs of the community. Thus, there are very real equity issues between
health units across the province and the implications this has for programming between smaller
and larger health units.

Thus, the champions of this work, by virtue of primarily occupying larger health units,
tend to be better equipped to attend to health equity issues. Findings also serve to further
illustrate how the Ontario Public Health Standards (2008/2014)—which mandates health units
to communicate the health risks of climate change among other actions—are not necessarily
translated into practice by all health units. Moreover, | suggest that practitioners strategically

employ health equity as a discourse from which to legitimize additional actions related to climate
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change, whereas health equity—as a strategic priority identified by health units across Ontario—
has also become a field of practice in its own right oriented towards the social determinants of
health and eliminating health disparities.

As a discursive field (Snow 2008), health equity becomes a strategy employed by actors
to align existing goals and values of public health practice with emerging logics and rules of
climate change adaptation. This is likely due to the fact that the field of health equity has
acquired vast amounts of symbolic capital in the broader field of public health over the last 30
years. With the explosion of interest and action on the social determinants of health, health
equity has a degree of legitimacy which climate change adaptation as an emerging field may
lack. Accordingly, the practices associated with health equity (e.g. surveillance and monitoring
of vulnerable populations; information campaigns designed to improve health behaviours of the
most marginalized) can be reproduced on the field of climate change adaptation because they
already have a degree of professional credibility, and practitioners are already adept at
implementing such activities. These approaches place the onus of responsibility on the individual
rather than addressing systemic factors that produce ill-health conditions in the first place. Thus,
the existing discourse promotes particular understandings of equity and associated practices,
many of which are familiar to practitioners and build on existing public health competencies of
monitoring, surveillance and risk communication. The discourses are prescriptive; how they are
framed engenders the resulting practical responses. Insofar as new practices emerge from the
strategic employ of the health equity discourse, results here therefore suggest that the discourse
is also simultaneously representative of a sub-field of practice which overlaps with the emerging
field of climate change adaptation. Practitioners borrow logics and discourses from the field of

health equity as a way to legitimate emerging practices in others which also serve to reinforce
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dominant understandings of health equity. The relatively durable dispositions of actors trained in
public health and the structuring nature of the rules for understanding health equity in the
broader field of public health have reproduced an understanding of health equity in the sub-field
of climate change. Instead of utilizing climate change as an opportunity to engage in moral
discussions of disparate health outcomes between groups, the emphasis on documenting
vulnerabilities and communicating health risks is established as both normative and legitimate.

Interventions targeting the health impacts of climate change for priority populations, such
as new surveillance and monitoring activities and HARS represent borrowed logics from other
sub-fields of public health practice, including health equity. From a practice theory perspective ,
these findings lend credence to the notion that practices are imbued with materials,
competencies, and meanings, and that those meanings are telling of the motives of actors.
Whether conscious or subconscious, the practices discussed here are representative of both the
structuring nature of the field of public health, and the agency of actors attempting to influence
the health of vulnerable communities.

The power of cultural and professional competence is therefore wielded by practitioners
who are able to further legitimate particular ways of ‘doing’ public health. The implications for
social change are that practices are re-conceptualized with new language, but constantly
reproducing old meanings and recycled logics. This is not to say that nothing is new or
innovative about the climate change and health equity agenda in Ontario. For the first time in
Ontario’s public health history, practitioners are being forced to face uncomfortable questions
about how to combine fields of practice in ways that are commensurate with the values of the
profession, the goals of the communities they represent, and the interaction between a

hierarchical society rife with inequalities and the reality of our changing climate. Practices will



HEALTH TOMORROW, VOL. 3 (2015) 46

therefore continue to evolve as the meanings associated with them change. This is evidenced by
early adopters in the Greater Golden Horseshoe region of Ontario conducting vulnerability
assessments, promoting green and walkable communities, entering into discussions about
sustainability within their organizations and out in their communities, contributing ideas to
official plans, and revitalizing emergency response protocols in light of increasingly severe
weather patterns. These are all profound and positive changes in our efforts to begin adapting to
climate change.

However, this article suggests this change to be a slow and necessarily iterative process,
at least for the field of public health. Despite health equity and climate change both being areas
of policy priority identified by the provincial government, many health units still lack the
organizational capacity or the political will to meaningfully address the root causes of health
equity issues in their communities, let alone create a suite of potentially transformative practices
associated with the field of climate change adaptation, a field which is still slowly gaining a
foothold in many parts of the province. Thus, legacies of public health’s history continue to
inform how we understand environmental hazards and what to do about them. This is not
necessarily a negative process, but reproducing reductionist ways of thinking in an attempt to fit
linear cause and effect relationships on complex health issues may be ill-suited to addressing
multiple and compounding layers of social disadvantage. The importance of furthering the
preventative nature of public health action on climate change is therefore required from both the
champions of this work, as well as their ‘conventional’ environmental health practitioner

colleagues.

Conclusion
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Employing an equity analysis on this collection of interviews has served to contextualize
how health equity is understood by public health practitioners working on climate change
adaptation in Ontario, Canada. This analysis raises concerns about operational ability to engage
with vulnerable populations, drawing attention to the broader political economy of resource
distribution within and between health units and the resulting differences in practices with an
explicit equity component. This work also lends support for insights into the change process of
practices within public health, how fields emerge, and how their boundaries are contested or
reinforced through practice.

Much of the health equity literature suggests that the public health community must
entertain conversations about what is moral, fair, and just for the health of the public. Engaging
in this discussion requires practitioners to go beyond simply documenting and describing
unequal health outcomes. Rather, an equity lens involves addressing the root causes of
inequality, a task which frontline professionals may be under-prepared to engage in given the
root causes of climate-related health outcomes are outside of the conventional realm of public
health activities. Thus, drawing in other actors, leveraging unique policy resources, and being
staunch advocates of a moral agenda rooted in justice and fairness may be required. New tools
such as adaptive management, collaboration with new allies (e.g. conservation authorities,
planners), and applying greater local political pressure to existing systems that generate many of

the health inequities that we see today will be necessary to pursue such an agenda.
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