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EXECUTIVE SUMMARY

Toronto is the largest urban area in Canada. It contains approximately 2.6 million people with a
wide variety of socio-demographic and cultural backgrounds. It is quite natural for such a diverse
population to have various health needs depending on its socio-demographic and cultural
characteristics such as age, gender, income, education, and ethnicity. However, when health data
are presented for the region of Toronto as whole, the disparities in health status and access to
health services that may exist in different population subgroups are obscured. Thus, it is difficult to
plan comprehensive and relevant health care on the basis of aggregate population need.

Toronto District Health Council, in collaboration with the Institute for Clinical Evaluative Sciences
(ICES), Toronto Public Health (TPH), City of Toronto Community and Neighbourhood Services
Department, Central East Health Information Partnership, University of Toronto, as well as Ministry
of Health and Long-Term Care, formed a committee to address this issue.

This report describes an innovative way of dividing the region of Toronto into major and minor
planning levels (with 5 and 15 areas respectively) using a population based approach which
considers where people live as opposed to where they receive services. The new planning
areas were formed using census tracts as building blocks and the following three guiding
principles: 1) income homogeneity —- as income is highly correlated with health status, health
service utilization and health needs; 2) respect for natural and man-made boundaries (e.g.
Humber River and Highway 401); and 3) respect for forward sortation areas (FSAs) and
community neighbourhoods as much as possible. The new areas were defined by aggregating
census tracts to form areas, which are relatively homogenous in terms of proportion of
population living in low-income households.

Map 1 shows the major and minor health planning areas. The areas vary in population
characteristics, health status as well as health care utilization. The 5 major planning areas are
suitable for macro planning as well as reporting of health data while the 15 minor areas, which
are subdivisions of the larger areas, are suitable for planning at the micro/local level. A series of
consultations were conducted with various key informants, health care agencies and data
providers to obtain their feedback on these areas. Their overall comments were positive and
supportive of this project.

The main advantage of using these areas is that they improve our ability to depict underlying
differences in population characteristics. As these characteristics are strongly related to health
needs, this will allow health planners to have a better understanding of the health needs of their
communities. There are several potential uses for these areas such as planning integration of
health service delivery agencies, allocation of funding, and advocacy for equity in health.

It should be noted that these areas are not intended to replace other existing planning areas or

other population-based approaches (e.g. true quintile analyses) but rather to complement them
and create a comprehensive picture of population needs.
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Map 1: Major and Minor Health Planning
Areas for Toronto Based on CT & % of
Low Income
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WHY WAS THE PROJECT UNDERTAKEN?

Toronto is the largest city in Canada with approximately 2.6 million people of very diverse
socioeconomic and cultural backgrounds. Several studies have shown that these different
population subgroups have significant disparities in health status and access to health services
which are not evident when Toronto is considered as a whole (Vahabi & Damba, 2001; Patychuk,
2000; Glazier, Badley and Arnold, 1995; McLaughlin, Normolle, Wolfe, et al., 1989;). Currently,
there is no standardized way of dividing up Toronto for health planning and service delivery
purposes. The city is divided up in many different ways by different health planning and service
delivery organizations, primarily based on the specific objectives of the organizations as well as
availability of data. Many of the divisions are political boundaries which were not designed for
health planning. Some examples of divisions currently being used include the six former
municipalities (East York, Etobicoke, North York, Toronto, Scarborough & York), four regions
(mental health service planning and municipal community councils), three emergency service
networks and two cancer care regions. The use of such large units of analysis can limit health care
planners’ ability to accurately identify and address the specific needs of the population. In
addition, all these divisions make it difficult to compare information, plan, and report meaningfully
for Toronto. Hence, there is a need for defining comprehensive units in Toronto that would
facilitate the understanding of area differences in population health status as well as present a
consistent way of reporting health information, planning, and delivering health services.

The need for defining new planning areas within the Toronto region has been an ongoing issue for
the Toronto District Health Council (TDHC). Other health care and research organizations such as
hospitals, community health centers, the Institute for Clinical and Evaluative Sciences (ICES) and
Toronto Public Health (TPH) have also identified this need. This project was initiated to identify a
common approach that could be used by all organizations planning and delivering health services
in Toronto.

In response to this problem, TDHC, in collaboration with ICES, City of Toronto Community &
Neighbourhood Services Department, TPH, Central East Health Information Partnership (CEHIP),
University of Toronto and Ministry of Health and Long-Term Care (MOHLTC) formed the Small
Health Planning Areas Committee (See Appendix 1). The committee’s task was to examine and
define discrete planning areas within the Toronto region that could be relevant to planning and
delivery of health services and be acceptable to the community at large. By the same token, these
new planning areas are not meant to rationalize health service areas or to define and replace
catchment areas for health service agencies.

WHAT WERE THE OBJECTIVES?
The objectives were:
e To develop a sound methodology to define discrete and meaningful planning areas within

Toronto.

e To determine the appropriate number of planning areas using both internal coherency in
terms of population and flexibility/scalability to support aggregation into larger areas.

e To determine availability of health and demographic data for the proposed planning areas.

Toronto District Health Council Page 1
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e To assess the practicality of the proposed planning areas (i.e. whether they can be used for
only one particular or many different issues).

e To assess the acceptability/utility of the proposed planning areas.

WHAT APPROACH WAS USED?

A population-based approach was used to define the proposed new planning areas. This approach,
which considers where people live instead of where they receive services (service-based approach),
was selected because population characteristics are major determinants of health, and
understanding area differences in population health is an important first step in planning and
delivery of health services. The process of defining new planning areas involved three main steps,
which is depicted in Figure 1.

Figure 1: Steps Involved in Defining New Planning Areas

A

Comprehensive review of health and social planning and reporting areas utilized
by various organizations

v

Selecting an appropriate building block

'

C

Use of income homogeneity to divide up the city

A) Comprehensive review of health and social planning and reporting areas utilized by
various organizations.

A comprehensive review of geographical areas used by various health/research organizations in
Toronto for planning health and social services or reporting health-related data was conducted.
The following observations were made:

1) Geographic areas commonly used were: Toronto Census Division (CD) level; Toronto
Census Sub Division (CSD) level (Toronto, Etobicoke, Scarborough, East York, York,
North York); quadrants based on combinations of the CSDs (North/East/West and
South); forward sortation areas (FSAs) for mapping purposes and hospital profiles;
census tracts (CTs) & enumeration areas (EAs) in equity analyses.
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2) Other geographic areas used by some organizations include Greater Toronto Area
(GTA), Toronto Census Metropolitan Areas (CMA), 4 Community Council areas, 3
emergency service networks, 2 cancer care regions.

3) Most of the areas are political boundaries, or based on aggregations of political
boundaries, which were not designed for health planning purposes.

4) The areas vary depending on the organization and the purpose of the project. For
instance, hospitals usually use FSAs for planning health services whereas Toronto
District Health Council most often uses Toronto CD & former CSDs.

5) Data availability can also influence the selection of geographical areas. Data at smaller
geographical levels may not provide estimates as stable as at the larger levels. Small
numbers can limit ability to calculate rates for small geographic areas and many
organizations may feel more comfortable reporting information at the CD or CSD level
than at the FSA/CT level.

6) There have been efforts made by some organizations to develop new areas that better
suit their planning needs. For instance, the City of Toronto Community &
Neighbourhood Services defined 140 community neighbourhoods aggregated from CTs
based on income distribution, and reports on their sociodemographic characteristics.
Toronto Public Health has aggregated the neighbourhoods into 35 to 45 health
planning areas based on income and program specific indicators.

Selecting an appropriate building block

The selection of an appropriate building block for the project involved appraising the characteristics
of all the available census geographic areas (See Appendix 2). These included: EAs, Dissemination
Areas (DAs), CTs, FSAs, and CSDs. The selection was based on the presumption that the best
approach is to select the smallest possible geographic level, which could then be aggregated up
into larger areas. A critical assessment of these levels focusing on their advantages and
disadvantages was conducted and the following two building blocks were selected:

1) CTs - based on the 2001 census there are a total of 527 CTs in Toronto with populations

ranging from 2,500 - 8,000 with an average of 4,000. CTs are one of the smallest
geographic units, and have several advantages as potential building blocks. Their
boundaries follow permanent and easily recognizable physical features, and respect Census
Metropolitan Areas (CMAs) but do not necessarily respect Census Subdivisions; however,
they could still be combined to match CSDs. Most Census data are reported at this level.
One of the main advantages is that the CT population is relatively homogeneous with
respect to socioeconomic characteristics. Another advantage is that the changes made to
CTs to accommodate the growing population do not affect the boundary of the CT. Thus,
the new CTs can be easily aggregated back to the original CTs, which in turn would allow
comparison over time. Although hospital-related data are not captured at this level, CTs are
very appropriate for health data and market share analyses. It may be possible to influence
data collection procedures by requesting that health agencies (such as Canadian Institute for
Health Information (CIHI), hospitals) report hospital data by CTs.
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2) FSAs — FSAs are units of postal geography corresponding with the first three digits of the
postal codes. There are a total of 104 FSAs in Toronto, of which 97 are populated. They are
larger than CTs and are commonly used by health organizations. Most of the health-related
data (e.g. CIHI) and sociodemographic data are available at this level. FSAs are also
relatively stable over time. However, one of the main disadvantages is that due to their size
(population ranges from 0 to 50,000), they are not homogenous in terms of distribution of
population characteristics. Furthermore, FSAs are not standard geographic areas but may
indicate the location of the mailbox where people wish to receive mail. Mailbox locations
indicated by a postal code may not always be the same as the dwelling. Moreover, they
cannot easily be rolled up into other standard geographic areas such as CSDs.

O Use of income homogeneity to divide up the city.

As mentioned earlier, a population-based approach which recognizes that population
characteristics are strongly related to health was used. Hence, several sociodemographic variables
(such as income, recent immigration, ethnicity, age distribution, and knowledge of official
languages) were considered, and income was selected to be used as the basis for determining the
new planning areas. Several studies have demonstrated a strong correlation between income and
population health (MacKillop, Zhang-Salomons, Boyd, et al, 2000; Evans, Barer, & Marmor, 1999;
Wilkinson & Marmot, 1998; MacKillop, Zhang-Salomons, Groome, et al; 1997; Mustard and Frank,
1991). The distribution of three income variables (average household income, proportion of
population living in low-income households, and proportion of children living in low-income
households) at CT level was calculated and mapped using Maplnfo Version 7.0. Since these three
variables showed a similar distribution pattern, proportion of population living in low-income
households was selected as income indicator (see Map 2).

Next, the city was divided using the following guiding principles:

1) Income homogeneity (proportion of population living in low income households) was
assessed by visual inspection of CTs using overlays of choropleth (shaded) maps and
simple measures of variation such as confidence intervals

2) Respecting existing boundaries such as natural and man-made boundaries (e.g.
Humber river, Highway 401, Victoria Park Avenue)

3) Respecting FSA and neighbourhood boundaries as much as possible.

Consequently, this led to the division of the city into five major areas ranging in population from
316,575 to 694,675 (See Maps 3 and 4). Although the size of the population in each of these areas
appears to be large, the proposed areas are believed to be appropriate for Ontario-wide health
reporting (e.g. by ICES). Furthermore, a population of 200,000-300,000 is suggested to be a
reasonable geographic population for planning health services at the macro level (Metropolitan
Toronto District Health Council, 1996).

Each of the five areas was further subdivided, creating a total of 15 areas with population ranging
from 91,680 to 252,135. This level would be appropriate for micro planning purposes (see Maps 5
and 6).
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Map 2: Distribution of Population in Low In
Households (Quintiles) by CTs,
Toronto, 2000

% of Pop in Low Income Household
Quintiles by CT, 2000
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WAt 2% - 12.0% (106

RN AN

CT Boundary

Data Source: 2001 Census
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Map 3: Five Major Health Planning Areas in Toronto
Based on Census Tracts & % of Low Income

Toronto East &

Toronto
Central East
(Area 3)

%Central Wes

Page 6 Toronto District Health Council



Toronto Small Health Planning Areas Project — March 2004

Map 4: Distribution of Population in Low Income
Households (Quintiles) by CTs and
5 Major Areas, 2000
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Data Source: 2001 Census
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Map 5: 15 Minor Health Planning Areas in Toronto
Based on Census Tracts & % of Low Income
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Map 6: Distribution of Population in Low Income
Households (Quintiles) by CTs and
15 Minor Areas, 2000

% of Pop in Low Income Households
Quintiles by CT, 2000
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CT Boundary
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Data Source: 2001 Census

Toronto District Health Council Page 9



Toronto Small Health Planning Areas Project — March 2004

Appendix 3 provides more detailed information regarding all the FSAs, and community
neighbourhoods corresponding to the major and minor planning areas.

It should be highlighted that the following issues have been taken into consideration during the
defining of the new areas:

i) The changes that occurred between the 1996 Census and 2001 Census (some CTs have
been split up as their population increased, income distribution in CTs for both
censuses remained almost the same).

ii) The anticipated growth that will occur in the future.

iii) Consideration of non-residential areas (parks and employment areas).

WHAT WERE THE CHALLENGES?

A) Compatibility of FSAs and CTs

One of the challenges involved in this process was the compatibility of FSAs and CTs. Our analysis
revealed that less than half of the CTs fall within a single FSA. The rest overlap two or more FSAs.
Some of the health-related data available to health planners are grouped according to FSA rather
than CT. Thus this incompatibility between FSAs and CTs could cause complexity in analysis of
health data, particularly if we need to convert FSA information to the CT level. This problem could
be overcome by using Statistics Canada’s postal code conversion file (PCCF +). The postal code
conversion file provides a link between the six character postal code and the standard Census
geographic areas (e.g. DAs, CTs, CDs). It also provides the XY co-ordinates for a point representing
the approximate location of the postal code to support mapping. The PCCF + is a statistical analysis
system (SAS) program for automated geographic coding. When the association between the postal
code and the census geography is not unique, the PCCF + allows for a proportional allocation
based on the population count (Wilkins, 2000) . While this produces an unbiased assignment
relative to the population, one drawback is that allocations are not always reproducible as some
codes may not always be assigned to the same CT. Furthermore, the new PCCF + version will
include the new minor and major planning areas to allow for direct conversion from 6 digit postal
codes to these areas (Wilkins, 2004). It should be noted that many of the health organizations such
as hospitals may not have access to the PCCF +; thus, the creation of an Excel spreadsheet to
aggregate the postal code data to CT level and then allocate them to the new minor and major
areas would be useful. This will be available at the TDHC website, www.tdhc.org.

B) Lack of sociodemographic homogeneity in large areas

Toronto is an urban centre which is densely populated with over 4,000 people per square
kilometer. In addition, the population is highly diverse in terms of its sociodemographic and
cultural composition. For instance, even at Toronto’s CT level, one of the smallest levels of analysis,
the population can be quite diverse. In addition, adjacent CTs can have contrasting income
distribution. This diversity makes the task of dividing the city into homogeneous areas a challenge.
Furthermore, for planning purposes, we need to define areas that are contiguous. This limited our
ability to obtain totally homogenous areas.

Efforts were made to divide the city into homogeneous areas with respect to income. The proposed
new areas are more homogenous at the minor level (15 areas) than the major level (5 areas).
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However, even at the major level the proposed areas are an improvement since they are more
homogeneous than existing planning areas such as the historic CSDs.

O Problems with hospital utilization data at smaller geographic levels

While processing hospital-related data for the proposed areas, some issues related to postal code
information emerged. The issues varied based on the method used to select Toronto residents.
Data for Toronto residents could be selected using Toronto county residence code or Toronto
postal codes (i.e. postal codes starting with M).

When data were selected using the Toronto residence code, the following issues emerged: 1)
missing postal codes, 2) inaccurate postal codes (non-Toronto postal codes and invalid M codes).

1) Missing postal codes

The results showed that for approximately 5.3% of the 219,210 separations for Toronto residents
from acute hospitals in 2001/02, there was no postal code information. It is not possible to allocate
those separations without a postal code to any area. This may not be a problem when reporting the
overall separations, as 5.3% is a small proportion. However, missing postal codes become an issue
when one has to report data by program type. Analysis of the data by program type showed that
approximately 89% of the overall separations with missing postal codes were for mental health. It
should also be noted that approximately 75% of all mental health separations had missing postal
codes. This means that using patients’ postal code information for planning services for mental
health is problematic as the data are incomplete and thus mental health data are not included in
this report.

The problem of missing postal codes also affects other health databases. Vital statistics files on
births, deaths and still births have a considerable proportion of missing postal codes. The worst
problem (in terms of overall volume and proportion missing) is for deaths, and although the
situation has improved to some degree in recent years, approximately 20% of the postal codes are
missing or invalid. In the majority cases, these missing postal codes have to be generated from the
captured addresses. This limitation affects the applicability of data for small areas.

2) Inaccurate postal codes: non-Toronto postal codes, and invalid M codes.

The analysis of hospital data also showed that records for some people who resided in Toronto had
a postal code that fell outside of Toronto. Approximately 1.3% of the separations did not have a
postal code which began with M. In addition, 0.3% of the postal codes were invalid. These
conflicting postal codes were proportionately distributed among the different program types, hence,

they can be excluded from analysis without biasing analyses towards a specific program.

It should be mentioned that also when selecting Toronto residents using M postal codes a small
proportion (0.3%) of the separations did not correspond to a Toronto residence code.

D) Overlapping FSAs

Another challenge encountered was that FSAs do not match well with the areas in the 2 proposed
new planning levels. For instance some FSAs overlap 2 or 3 areas and the degree of overlap varies.
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Since the overlapping FSAs account for approximately 12% of the separations, excluding them may
affect the results of the areas (i.e. failure to show a distinction in utilization rates by income or
seniors). This may cause problems for health planners who commonly capture and use data at FSA
level. The problem can be addressed by using 6 digit postal code level data which can then be
aggregated to CTs (as described earlier under “What Were the Challenges”, Section A) and then to
the proposed areas.

WHAT ARE THE NEW AREAS AND SOME OF THEIR CHARACTERISTICS?

Based on the proportion of low income, 2 scenarios were created: major health planning areas with
5 areas, and minor health planning areas with 15 areas which are nested in the larger areas (Map 3
& Map 4). The 5 major health planning areas are 4 vertical bands across the city and a downtown
core area and differ from the 6 former municipalities with the exception of area 5 (Toronto East)
which corresponds to the former municipality of Scarborough. These new major and minor areas
are more homogeneous than existing divisions such as former municipalities. Table 1 shows that
the relative difference in proportion of low income between the highest to lowest area in these new
defined areas is higher than that in the existing political boundaries.
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Table 1: Summary of Characteristics of New and Old Geographic Areas Used for Health Planning in the City of Toronto

Geography # of areas/ 2001 Population % low income Advantages Disadvantages
divisions distribution distribution range,
2000
Former 6 115,195 18.9% Respect political boundaries Heterogeneous in
Municipalities to to Matches CCACs terms of income
676,335 25.2% Historical relevance distribution
(source: data compiled Known to most people
from census tracts by
Toronto Public Health)

Major 5 316,575 16.3% Relatively homogenous in terms of Do not fit well with
Planning to to income distribution FSAs
Areas 694,675 28.2% Respect natural breaks as much as Too large for micro

possible health planning

Relatively match 140 community

neighbourhood boundaries

Meaningful for macro-level planning and

delivering of health services

Appropriate for area-level reporting at the

provincial level. Population size is

comparable to larger Ontario CDs which

in turn permits province-wide regional

comparison
Minor 15 91,680 12.9% More homogeneous in terms of income Do not fit well with
Planning to to distribution FSAs
Areas 252,135 29.4% Respect natural and man-made

boundaries as much as possible

Reflect diversity in population

characteristics and health outcomes

Respect community neighbourhood

boundaries

Meaningful for planning and delivering of

health services
Community 4 588,665 22.3% Nearly similar in population size Divide up several
Council to to Maintains downtown core which is neighbourhoods
Boundaries 646,730 23.0% unique Not designed for

Toronto District Health Council
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Geography # of areas/ 2001 Population % low income Advantages Disadvantages
divisions distribution distribution range,
2000
health planning
Could change because
they are based on
amalgamation of the
44  wards  which
sometimes change.
Large  for  health
planning
4 regions 4 488, 365 20.8% Respect political boundaries Not designed for
based on to to Used by TPH and many other community health planning.
former 791, 530 24.3% services networks Large for health
municipalities planning
Wards 44 46,415 8.7% Political boundaries Not designed for
to to health planning
66,670 30.2%
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The following tables 2-7 provide some of the sociodemographic characteristics, health status and
hospital utilization for these major and minor health planning areas.

The mortality data reported here include all deaths for Toronto residents occurring either in the
community or institutions for 3 years from 1996 to 1998. These data were adjusted for age and sex
using the 1991 Canada population. The low birth weight data entail only singleton births for 1996-
1997. The hospital utilization data focus on acute in-patient separations for Toronto residents in
2001/2002 by program type (medical, surgical, obstetric, overall). Mental health separations are
excluded due to high number of separations with missing postal code information. In-patient
hospitalization data were also adjusted for age and sex using the 1991 Canada population.

Please note that in these tables the number of people in each category is not provided. These
numbers would be important to consider during the planning process. The information captured in
these tables demonstrates the differences in the characteristics of the new areas.

Table 2: Sociodemographic Characteristics for Major Health Planning Areas

Major Areas |Population | Population % % % of % of % of % with no
2001 Density in | Population | Population | Seniors Seniors Recent |Knowledge
Census 2001/Sq. in Low in Low (2001) Living |Immigrants| of Official
No.| Names Km Income Income Alone (2001) Language
Households|Households (2001) (2001)
(1995) (2000)
1) |Toronto 316,575 2592.6 20.6% 16.3% 16.3% 26.7% 8.4% 2.8%
West
2) [Toronto 694,675 4996.9 33.7% 27.3% 12.1% 24.9% 10.9% 7.4%
Central
West
3) [Toronto 528,995 4267.3 19.5% 16.5% 14.5% 30.7% 12.2% 3.0%
Central East
4) |Toronto 347,920 6136.5 34.4% 28.2% 9.6% 35.0% 12.4% 4.8%
Central
South
5) |Toronto East| 593,265 3207.3 27.4% 22.4% 12.2% 20.5% 12.5% 5.8%
Total 2,481,430 3959.1 27.6% 22.6% 12.8% 26.6% 11.5% 5.1%
High/Low 2.2 2.4 1.8 1.7 1.7 1.7 1.5 2.6

Source: Census 2001, 1996
High/Low is the ratio of the highest to lowest value

The five proposed areas vary moderately in their sociodemographic characteristics.
Population: the ratio of highest to lowest is 2.2 (range 316,575 to 694,675)
Population density: the ratio of highest to lowest is 2.4 (range 2,593/Sq. Km to 6,137/Sq. Km)

¢
¢
¢

* & o o

% of population in low-income households (Census 2001): the ratio of highest to lowest is 1.7

(range 16.3% to 28.2%)

% of seniors: the ratio of highest to lowest is 1.7 (range 9.6% to 16.3%)

% of seniors living alone: the ratio of highest to lowest is 1.7 (range 20.5% to 35.0%)

% of recent immigrants: the ratio of highest to lowest is 1.5 (range 8.4% to 12.5%)
% of people with no knowledge of official language: the ratio of highest to lowest is 2.6 (range

2.8% to 7.40/0).

Toronto District Health Council
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Table 3: Health Status — Age/Sex Overall Mortality Rates and LBW for Major Planning Areas

N A Age/Sex adjusted overall mortality rates/1000 population & % Low Birth
95% Confidence interval, 1996-98 Weight Births
No Names Both Male Female 1996/97
1) |Toronto West 6.2 (6.1,6.2) 6.4 (6.4, 6.4) 6.0 (6.0, 6.0) 5.1% (4.6, 5.6)
2) |Toronto Central 6.3 (6.2, 6.3) 6.7 (6.7, 6.8) 5.8 (5.8, 5.9) 5.8% (5.5, 6.2)
West
3) |Toronto Central East 5.4 (5.3, 5.4) 5.5(5.5, 5.6) 5.3(5.3,5.4) 4.2% (3.8, 4.6)
4) (Toronto Central 7.2(7.2,7.2) 8.1 (8.0, 8.1) 6.4 (6.4, 6.5) 5.2% (4.8, 5.7)
South
5) |Toronto East 6.2 (6.1, 6.2) 6.4 (6.3, 6.4) 6.1 (6.0, 6.1) 5.9% (5.5, 6.3)
Total 6.1 (6.1, 6.1) 6.5 (6.4, 6.5) 5.8 (5.8, 5.8) 5.4% (5.2, 5.6)
High/Low 1.3 1.5 1.2 1.4

Source: Statistics Canada, Russell Wilkins, mortality data 1996/1997/1998; Toronto Public Health, LBW
data 1996/1997
High/Low is the ratio of the highest to lowest value

There are significant variations in overall mortality rates for the five major planning areas which are

correlated with income. The higher income areas have lower mortality rates while the poorer

income areas have higher rates.

¢ For overall mortality rates for the total population (both males and females), the ratio of highest
to lowest is 1.3 (5.4/1000 to 7.2/1000).

¢ Generally, males have higher mortality rates for all the 5 areas, and a higher ratio of highest to
lowest than females. The ratio of highest to lowest for males is 1.5 (5.3/1,000 to 8.1/1,000)
compared to 1.2 (5.3/1,000 to 6.4/1,000) for women.

¢ % of low birth weight births: the ratio of highest to lowest is 1.4 (range 4.2% to 5.9%).
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Table 4: In-Patient Acute Hospital Separations by Program Type, Per 1000 Population for Major

Health Planning Areas, 2001/2002

Age/Sex adjusted acute in-patient hospital separations rates/1000 population by program type & 95% Confidence interval,

2001/2002

Major Areas * Overall Medical Surgical Obstetrics

No Names Male Female Male Female

1) |Toronto West |(78.4 (78.3, 78.5)|44.2 (44.1, 44.3) | 41.8 (41.7,41.9) | 21.3 (21.3,21.4)|17.1(17.1,17.2)|61.7 (61.5, 61.9)

2) [Toronto 80.9 (80.8, 81.0)[ 46.9 (46.8, 47.0) | 44.6 (44.5, 44.7) [ 20.6 (20.5, 20.7) [ 19.1 (19.1, 19.2) [61.7 (61.5, 61.9)
Central West

3) |Toronto 69.1 (69.0, 69.2)|38.4 (38.3, 38.5)|37.5(37.4,37.6) | 21.8 (21.7, 21.8) | 18.4 (18.4, 18.5) |44.3 (44.2, 44.5)
Central East

4) [Toronto 82.6 (82.5, 82.7)| 46.7 (46.6, 46.8) [ 46.9 (46.8, 47.0) | 24.3 (24.2, 24.4) [ 20.1 (20.0, 20.2) |56.7 (56.5, 56.9)
Central South

5) |Toronto East 81.7 (81.6, 81.8)|43.7 (43.5, 43.8) | 44.4 (44.2, 44.5) | 21.8 (21.7, 21.9) [ 20.2 (20.1, 20.3) |66.0 (65.8, 66.2)
Total 78.3 (78.2,78.4) | 44.0 (43.8, 44.1) | 42.8 (42.7, 42.9) [ 21.7 (21.6, 21.8) [ 17.5 (17.5, 17.6) | 58.0 (57.8, 58.1)
High/Low 1.2 1.2 1.2 1.2 1.2 1.5

Source: Ministry of Health Long Term Care Provincial Health Planning Database (PHPDB) & Canadian
Institute for Health Information Discharge Abstract Database (CIHI DAD), 2001/2002
High/Low is the ratio of the highest to lowest value
* Data for mental health is not reported due to high number of separations with missing postal code
information.

There is significant variation among some of the major planning areas.

¢ Overall separations: the ratio of highest to lowest is 1.2 (range 69.1/1000 to 82.6/1000)
¢ Medical separations: the ratio of highest to lowest is 1.2 for both males and females. The

overall medical separation rate for males is slightly higher than females: 44.0/1000 for

males vs. 42.8/1000 for females. The same observation holds true for majority of these areas
e Obstetric separations: the ratio of highest to lowest is 1.5 (range 44.3/1000 to 66.0/1000)
e Surgical separations: the ratio of highest to lowest is 1.2 for both males and females. The
overall surgical separation rate is higher for males than females (i.e. 21.7/1000 for males vs.
17.5/1000 for females).

Toronto District Health Council
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Table 5: Sociodemographic Characteristics for Minor Health Planning Areas

Minor Areas Population | Population % % % of | % Seniors % of % with no
2001 Density in | Population | Population | Seniors Living recent |Knowledge
Census 2001/Sq. in Low in Low (2001) Alone |Immigrants| of Official
No Names Km Income Income (2001) (2001) Languages
Households | Households (2001)
(1995) (2000)
1a) |Rexdale 101395 2150.8 23.1% 19.2% 15.9% 22.5% 11.7% 3.8%
1b) [Etobicoke 215180 2870.4 19.5% 15.0% 16.5% 28.6% 6.8% 2.4%
South
2a) (Humber- 252135 3458.8 33.1% 29.4% 12.6% 20.0% 13.5% 6.6%
Downsview
2b) |York Weston | 174950 5219.4 34.2% 26.7% 12.8% 28.5% 9.9% 6.7%
2¢) |York 160210 7593.7 31.3% 23.7% 11.6% 25.1% 7.9% 7.9%
Junction
2d) |Parkdale 107380 9330.4 38.4% 29.2% 10.5% 31.1% 11.5% 9.9%
3a) (Willowdale 186095 4005.6 23.9% 22.1% 15.1% 22.5% 18.1% 5.1%
3b) (North 155290 33334 15.6% 12.9% 15.4% 32.0% 9.3% 1.7%
Toronto -
Don Mills
3c) (Midtown 187610 6067.9 18.6% 13.9% 13.2% 38.7% 8.9% 1.8%
4a) |(Danforth 161775 6284.5 33.2% 27.6% 10.9% 31.9% 14.9% 5.4%
East York
4b) |Downtown &| 186145 6013.3 35.5% 28.7% 8.5% 38.5% 10.4% 4.3%
Waterfront
5a) |Agincourt 173935 2673.1 27.6% 22.2% 13.0% 16.5% 14.3% 11.31%
5b) |Rouge 98230 3260.8 17.7% 14.4% 8.1% 10.0% 8.8% 2.7%
5c¢) [Scarborough | 229420 3845.6 31.7% 26.1% 12.9% 22.8% 13.6% 4.4%
Centre
5d) |Scarborough 91680 3127.0 26.2% 22.3% 13.4% 29.6% 10.5% 2.2%
Cliffs
Total 2481430 3959.1 27.6% 22.6% 12.8% 26.7% 11.5% 5.1%
High/Low 2.8 4.3 2.5 2.3 2.0 3.9 2.7 6.5

Source: Census 2001, 1996
High/Low is the ratio of the highest to lowest value

The 15 proposed areas vary considerably in their sociodemographic characteristics.
¢ Population: the ratio of highest to lowest is 2.8 (range from 91,680 to 252,135).
¢ Population density: the ratio of highest to lowest is 4.3 (range 2151/Sq. Km to 9330/Sq. Km).
¢ % of population in low-income households (Census 2001): the ratio of highest to lowest is 2.3

(range 12.9% to 29.4%).

% of seniors: the ratio of highest to lowest is 2.0 (range 8.1% to 16.5%).
% of seniors living alone: the ratio of highest to lowest is 3.9 (range from 10.0% to 38.7%).
% of recent immigrants: the ratio of highest to lowest is 2.7 (range from 6.8% to 18.1%).

% of people with no knowledge of official language: the ratio of highest to lowest is 6.5 (range

* & & o

1.7% to 11.3%).
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Table 6: Health Status — Age/Sex Overall Mortality Rates and LBW for Minor Planning Areas

Minor Areas Age/Sex adjusted overall mortality rates/1000 population & % of Low Birth
95% Confidence interval, 1996-98 Weight Births
No Names Both Male Female (1996/97)
1a) |Rexdale 6.2 (6.1,6.2) 6.4 (6.4, 6.5) 6.0 (6.0, 6.0) 6.7% (6.4, 6.9)
1b) |Etobicoke South 6.2 (6.1, 6.2) 6.4 (6.3, 6.4) 6.0 (6.0, 6.1) 4.1%(4.0, 4.2)
2a) |Humber- 5.8 (5.8, 5.8) 5.9 (5.9, 5.9) 5.62(5.6, 5.7) 6.9%(6.7, 7.0)
Downsview
2b) [York Weston 6.2 (6.2, 6.2) 6.6 (6.5, 6.6) 5.9 (5.9, 6.0) 5.7%(5.6, 5.9)
2¢) |York Junction 6.4 (6.4, 6.4) 7.3(7.2,7.3) 5.8 (5.7, 5.8) 4.8%(4.8, 5.0)
2d) [Parkdale 7.3(7.2,7.3) 8.3 (8.2, 8.3) 6.3 (6.2,6.3) 4.5%(4.7, 5.0)
3a) |Willowdale 5.3(5.2, 5.3) 5.3 (5.2, 5.3) 5.3 (5.3, 5.3) 4.7%(4.4, 4.7)
3b) |North Toronto — 5.2(5.2,5.2) 5.4 (5.4,5.5) 5.0 (5.0, 5.1) 4.2%(4.1,4.3)
Don Mills
3c¢) |Midtown 5.7 (5.6, 5.7) 5.9 (5.8, 5.9) 5.7 (5.6, 5.7) 3.8%(3.6, 3.9)
4a) |Danforth East York 6.2 (6.1,6.2) 6.9 (6.9, 7.0) 5.6 (5.6, 5.7) 5.5%(5.3, 5.6)
4b) (Downtown & 8.3 (8.2, 8.3) 9.2 (9.1, 9.2) 7.4(7.4,7.4) 5.0%(4.9, 5.2)
Waterfront
5a) |Agincourt 5.2(5.2,5.2) 5.4(5.3,5.4) 5.2(5.2,5.2) 5.3%(5.1, 5.4)
5b) |Rouge 6.3 (6.2, 6.3) 6.6 (6.6, 6.6) 6.0 (6.0, 6.0) 6.1%(5.9, 6.4)
5¢) [Scarborough 6.7 (6.7, 6.8) 6.8 (6.7, 6.8) 6.8 (6.7, 6.8) 6.2%(6.0, 6.3)
Centre
5d) [Scarborough Cliffs 6.7 (6.7,6.7) 7.4(7.3,7.4) 6.2 (6.2, 6.3) 5.6%(5.4, 5.9)
Total 6.1(6.1,6.1) 6.5 (6.4, 6.5) 5.8 (5.8, 5.8) 5.4%(5.3, 5.4)
High/Low 1.6 1.7 14 1.8

Source: Statistics Canada, Russell Wilkins, Mortality data 1996/1997/1998; Toronto Public Health, LBW

data 1996/1997

High/Low is the ratio of the highest to lowest value

There is considerable variation in overall mortality rates for the fifteen minor planning areas.
¢ For overall mortality rates for the total population (both males and females), the ratio of highest

to lowest is 1.6 (5.2/1,000 to 8.3/1,000).

¢ Generally, males have higher mortality rates for all the areas, and a higher ratio of highest to
lowest than females. The ratio of highest to lowest for males is 1.7 (5.3/1,000 to 9.2/1,000)

compared to 1.4 (5.0/1,000 to 7.4/1,000) for women.

¢ % of low birth weight births: the ratio of highest to lowest is 1.8 (range 3.8% to 6.9%).

Toronto District Health Council
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Table 7: In-Patient Acute Hospital Separations by Program Type, Per 1000 population for Minor
Health Planning Areas, 2001/2002

Age/Sex adjusted overall acute in-patient hospital separations rates/1000 population by program type & 95% Confidence interval,

2001/2002
Minor Areas * Overall Medical Surgical Obstetrics
No. Names Male Female Male Female
1a) |Rexdale 82.5 (82.4, 82.6)| 47.0 (46.9, 47.1) | 43.9 (43.8, 44.0) | 20.0 (20.0, 20.1) | 17.1 (17.0, 17.1) |71.7 (71.5, 71.9)
1b) |Etobicoke 76.10 (76.0, [42.62 (42.5,42.7)(40.64 (40.5, 40.8)| 22.1 (22.0, 22.1) | 19.0 (19.0, 19.1) [56.1 (55.9, 56.2)
South 76.2)
2a) |Humber- 87.3(87.1,87.4)| 48.4 (48.3,48.6) | 47.0 (46.9, 47.1) | 21.2 (21.1, 21.2) | 21.0 (20.9, 21.0) |73.4 (73.2, 73.6)
Downsview
2b) |York Weston [83.1 (83.0, 83.2)| 46.9 (46.8, 47.0) | 45.0 (44.9, 45.1) | 20.5 (20.4, 20.6) | 19.0 (18.9, 19.0) {69.2 (69.0, 69.4)
2¢) |York Junction [73.6 (73.5, 73.7)| 43.6 (43.5, 43.7) | 40.7 (40.6, 40.8) | 20.4 (20.3, 20.5) | 17.7 (17.6, 17.8) |51.0 (50.8, 51.1)
2d) |Parkdale 75.8 (75.7, 75.9)| 47.7 (47.6, 47.8) | 44.8 (44.7, 44.9) | 20.1 (20.0, 20.2) | 17.2 (17.1, 17.3) [45.3 (45.1, 45.4)
3a) |Willowdale 69.6 (69.5, 69.7)| 40.0 (39.9, 40.0) | 38.0 (37.9, 38.1) | 20.4 (20.3, 20.4) | 17.5(17.4, 17.5) |47.1 (47.0, 47.3)
3b) |North Toronto|68.7 (68.6, 68.8)| 35.1 (35.0, 35.2) | 35.9 (35.8, 36.0) | 21.9 (21.8, 22.0) | 19.7 (19.6, 19.7) |48.3 (48.2, 48.5)
- Don Mills
3c¢) (Midtown 69.7 (69.6, 39.9 (39.8, 40.0) | 38.3 (38.2, 38.4) | 23.1 (23.0, 23.2) | 18.4 (18.4, 18.5) [40.5 (40.4, 40.7)
69.8)
4a) |Danforth East |85.0 (84.9, 85.1)| 45.2 (45.1, 45.3) | 46.4 (46.3, 46.5) | 23.8 (23.7, 23.8) | 19.9 (19.8, 19.9) |69.7 (69.8, 70.2)
York
4b) [Downtown & [81.3 (81.2,81.4)| 47.8 (47.7,47.9) | 47.4 (47.3, 47.6) | 24.6 (24.5, 24.7) | 20.5 (20.4, 20.6) |47.6 (47.4, 47.7)
Waterfront
5a) |Agincourt 69.2 (69.1, 69.3)[ 39.1 (39.0, 39.2) | 36.8 (36.7, 36.9) [ 17.7 (17.6, 17.7) | 16.4 (16.4, 16.5) |56.6 (56.4, 56.7)
5b) [Rouge 85.6 (85.5, 85.7)| 47.3 (47.2,47.4) | 46.7 (46.6, 46.8) | 21.7 (21.6, 21.8) | 20.6 (20.6, 20.7) 169.0 (68.8, 69.2)
5c¢) |Scarborough |88.4 (88.3, 88.5)| 46.4 (46.3, 46.5) | 48.1 (48.0, 48.2) | 23.7 (23.6, 23.8) | 21.8 (21.7, 21.8) |72.5 (72.3, 72.7)
Centre
5d) [Scarborough |86.2 (86.1,86.3)| 44.2 (44.1,44.3) | 47.1 (47.0, 47.2) | 24.9 (24.8, 25.0) | 23.0 (22.9, 23.1) |65.0 (64.8, 65.2)
Cliffs
Total 78.3 (78.2, 78.4)| 44.0 (43.8, 44.1) | 42.8 (42.7,42.9) | 21.7 (21.6,21.8) | 17.5(17.5, 17.6) [58.0 (57.8, 58.1)
High/Low 1.3 1.4 1.3 1.4 1.4 1.8

Source: Ministry of Health Long Term Care Provincial Health Planning Database (PHPDB) & Canadian
Institute for Health Information Discharge Abstract Database (CIHI DAD)
High/Low is the ratio of the highest to lowest value
* Data for mental health is not reported due to high number of separations with missing postal code
information.

There are significant differences in acute in-patient utilization rates among minor planning areas.

¢ Overall separations: the ratio of highest to lowest is 1.3 (range 69.2/1000 to 88.4/1000).
e Medical separations: the ratio of highest to lowest is 1.4 for males and 1.3 for females. The
overall medical separation rate for males is higher than females. This is true for the majority
of the areas.
e Surgical separations: the ratio of highest to lowest is 1.4 for both males and females. The
overall surgical separation rate is higher for males than females. This is true for all the areas.
e Obstetric separations: the ratio of highest to lowest is 1.8 (range 40.5/1000 to 73.4/1000).
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Summary of the major and minor health planning areas

The 5 major health-planning areas are quite different with respect to sociodemographic variables
and hospital utilization. In terms of income distribution, the areas divide Toronto into 5 distinct
areas — with 2 areas (area 1 (Toronto West) & 3 (Toronto Central East) having a small low income
population, 1 area having medium income (area 5 (Toronto East)), and 2 others (area 2 (Toronto
Central West)) & 4 (Toronto Central South)) having a large low income population. Furthermore,
the proportion of population in low- income households in area 4 (lowest income) is nearly double
that in area 1 (highest income). For other variables, the proportion of highest to lowest between the
areas range from 1.5 times for percent of population who are recent immigrants to 2.6 for
knowledge of the official languages. With respect to the health status, there is a 1.3 difference with
the highest overall age/sex adjusted mortality rate to that with the lowest. This ratio is more
pronounced in males than females (1.5 vs. 1.2). The highest mortality rates are in the area 4 that
has the highest proportion of people living in low-income households. In terms of acute in-patient
hospital utilization, although the differences between the highest to lowest utilization is small (i.e.
High/Low is 1.2) this difference is significant. There also appears to be a significant difference in
utilization of medical and surgical services by gender, with males having higher rates than females
for the majority of the major planning areas.

The 15 minor health-planning areas subdivide the larger (major) areas into smaller divisions with
more homogeneous populations. The differences between the 15 areas in terms of
sociodemographics, health status, and hospital utilization are more apparent than in the 5 major
areas. For instance, the proportion of population in low-income households in area 2a (Humber-
Downsview — lowest income) is 2.3 times that in area 3b (North Toronto-Don Mills — highest
income). In addition there is approximately a 7-fold difference for knowledge of official languages
between area 5a (Agincourt - highest proportion of people with no knowledge of official language)
and 3b (North Toronto-Don Mills - lowest proportion of people with no knowledge of official
language). These observations clearly indicate how reporting data at large levels masks the
underlying differences in population subgroups. For example, among the minor health planning
areas (i.e. 15 areas), the area with the lowest income is 2a (Humber-Downsview) which is a
subdivision of area 2 (Toronto Central West) in the Major health planning level. However, area 2 is
considered to have the 2" highest proportion of low income after area 4 (Toronto Central South).

It should be highlighted that the proposed new areas match relatively well with the 140 community
neighbourhoods that were defined by the City of Toronto Community and Neighbourhood
Services, which are also based on income distribution by census tract.

Maps 7-12 show the distribution of hospitals, LTC facilities, community health centres, community

care access centres, community support services, and addiction and mental health services in the
proposed new areas.
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WHAT WAS THE OPINION OF THE COMMUNITY?

A series of consultations were conducted with various key informants and specific target groups
and stakeholders to obtain their feedback on the proposed areas. These included the following
organizations:

e Toronto District Health Council (Board and Health planners)

e Research/academic organizations such as ICES and University of Toronto

e Service delivery and planning organizations such as Toronto Public Health, City of
Toronto Community & Neighbourhood Services Department and Toronto Social
Planning Council

e Service delivery agencies such as hospitals (CEOs and planners), Community Care
Access Centres (CCACs), Community Health Centres.

e Ontario Hospital Association (OHA)

e Joint Policy and Planning Committee (JPPC)

e Ministry of Health and Long-Term Care (Toronto Regional Office and Health Data and
Decision Support Unit, Health Planning Branch Planning and Policy)

e Statistics Canada and Canadian Institute for Health Information (CIHI).

The consultations aimed at eliciting feedback on the perceived usefulness and applicability of the
proposed new areas for planning and delivery of services, as well as policy development.
Furthermore, information regarding the technical skills and resources required to support the
utilization of the proposed new areas was obtained during the consultations. The following section
provides a detailed summary of these consultation proceedings.

Overall feedback

The majority of participants liked the idea of using a population based approach based on income
distribution and thought the new proposed areas were useful for health planning and reporting in
Toronto.

Potential uses of the areas

Participants identified several potential uses for the new planning areas:

a) Planning of health services

The areas would facilitate planning of health services by organizations such as hospitals, CHCs,

CCACs, primary care through the following means:

e Help the various service agencies/organizations to understand the population characteristics of
their catchment areas.

e Help the service delivery agencies/organizations understand utilization patterns in the different
areas.

e Areas are more suitable for community hospitals which have localized catchment areas than
specialty or teaching hospitals. They permit understanding of local needs especially for
ambulatory care.

e Areas more suitable for planning for primary and secondary health services rather than
quaternary services.
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e Important for planning for services which require co-payment, since they have to take into
consideration whether people from a particular area will be able to pay for the services.

e Respecting community neighbourhoods permits planning at smaller levels and helps to engage
local people better into planning. The idea of scalability is good because some neighbourhoods
in the areas need more support than others. It is good to be able to obtain demographic data at
community neighbourhood level.

e Useful for preparing hospital reports for accreditation as this process places emphasis on
defining the characteristics and needs of the population served by a hospital.

e Areas can be used to provide information on what is required from a consumer perspective in
terms of services and supports required to deal with a health condition (e.g. chronic
conditions).

e The areas can be used in the planning and enhancement of services for CCACs by helping to
identify service patterns such as high nursing/low support areas (cancer among middle aged
people).

e The 15 minor areas can be used to look at primary Care in each area.

b) Integration of health service delivery agencies

e The areas facilitate integration by helping agencies to understand who the other players in their
areas are (e.g. hospitals, CHCs, CCACs, LTC facilities, etc). They may permit collaboration
between different organizations.

¢) Funding allocation

e The areas could be used by the JPPC which is developing a population based funding formula
for hospitals based on catchment area. The current formula is based on income distribution and
uses the 6 former municipalities.

d) Advocacy for equity in health

e The areas can be used for advocacy for equity in health, and to influence funding for services in
the different areas based on population needs and income.

e Areas can help to pinpoint sections which require more services and can be used for service
overlay based on population needs. For example, when looking at physician (primary care
practitioner) concentrations, they are mainly in the green areas [low proportion of people living
in low income households] not in the red areas [high proportion of people living in low income
households] which have more needy populations.

e) Increased data availability

There is a potential for access to more data at smaller geographic levels.

e Respecting community neighbourhoods will allow access to data for social determinants of
health, from the City of Toronto, which is not normally available to health planners.

e Statistics Canada may be able to provide Canadian Community Health Survey (CCHS) data by
the new areas based on sufficient sample size and response rates for the areas. If the areas were
found to be stable, they could be used in subsequent CCHS. However, this would require more
funding to increase sample size for Toronto. The MOHLTC could be approached for this
additional funding.
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e The 5 areas may be used for reporting Canadian Institute for Health Information (CIHI)
indicators as they have sufficient population size. Normally CIHI reports at health region level.
The regions vary from 30,000 — 3 million. Regions with population under 75,000 are not easy
for CIHI to report on. Where data allowed, they could report indicators or give data for both
levels.

Concerns about the areas

Concerns about the areas focused on issues based on the methodology as well as potential side
effects of the new divisions. The following are the main concerns identified:

a) Limitations of population based methodology

e Although the methodology utilized is sound it is not useful for capturing catchment area and
market share for hospitals. Most hospital plans are based on service delivery patterns not
population based distribution. Hospital planning is mainly to help make decisions where to
place resources and facilities. Although hospitals should be doing population based planning,
this is not the reality. In addition, allocation of resources and Ministry funding are also service
delivery based.

e Areas are not useful for agencies/organizations that do not have localized catchment areas.
These include specialized hospitals such as Hospital for Sick Children and Princes Margaret
Hospital, and three community health centers (Women’s Health in Women’s Hands, Anishnabe
and Centre Medico Social Community) that serve the whole of Toronto.

e CCAC service planning and spending is shaped by external factors such as amount of funds
received from the government.

e People’s utilization of health services is not based on where they live but where their
physicians practice. Methodology does not look at where people get their services. There is a
potential for these areas to be interpreted by Ministry as rigid planning areas/catchment areas
for the hospitals.

e The project uses income as a basis; however, there are some other indicators which are more
important indicators (e.g. race/ethnicity) of health needs for some population subgroups.

b) Exclusion of non-Toronto areas

e The new proposed areas focus on Toronto only, and do not take into account neighboring
Greater Toronto Areas (GTA). Some hospitals, especially the border ones, have patients who
come from outside Toronto e.g. Humber River Regional Hospital (HRRH), William Osler and
Rouge Valley.

c) Lack of conformity with political boundaries

e The new areas do not match political boundaries. It may be meaningful to be able to translate
back the data into the political boundaries especially during political elections.
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Not matching catchment areas of service delivery organizations

The areas don't match catchment areas of service delivery organizations e.g. TPH Regions.
Therefore the areas are not directly useful for making needs-based resource allocation decisions
within and between TPH regions (e.g. percent of staff resources required in each region given
difference in need/capacity to benefit). The proposed areas should therefore not replace TPH
service regions as a reporting level but should be considered a complement to regional level
data.

Stigmatization issues

Need to be careful of encouraging stigmatization arising from these new areas e.g. saying that
low-income people in a particular area use more services and are a burden to the system.

Other Issues /Suggestions

Participants provided various suggestions related to the methodology, making the areas more user
friendly and presentation of the new areas.

a)

Increasing user- friendliness of proposed planning areas

Need to provide training to health planners to enable them to manipulate the data and have the
capability of dissolving the proposed planning areas as they relate to their planning purposes.
Helpful to have more information on how the organizations can use the data from the new
areas:

What interpretation and inferences can be made from the data?

How can the tool help the agencies do planning/service delivery differently?

How could planning areas be used to reconfigure services to be more comprehensive?
Since areas do not respect service organizations’ catchment areas, how does one deal with
catchment area politics — e.g. for the downtown organizations.

YV VVY

b) Methodology

It would be useful to have some validation of the areas e.g. the degree of homogeneity for the
areas (i.e. how homogeneous each area is internally with respect to specific population
characteristics or health service utilization).

Take into consideration changes in the population characteristics over time. Previous studies
have shown that populations change in 15-20 years periods. The distribution of income in the
map will change in the future e.g. the red areas downtown will change due to new high income
households/condos which are being built. How is this factored in the new areas?

This study was similar to other studies that have been done across Canada, such as, the one to
divide up Montreal. It would be good to see how the methodologies compare.

Evidence that demonstrates the usefulness and effectiveness of this approach to creating
reporting areas (such as the experience of other jurisdictions, the use of low income versus a
composite index of need) would be good to have as a support to deciding and explaining the
boundary selection and their limitations and as a context for using the information.
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c) Further research

¢ An examination of market share by the areas to see where the various patients come from to the
different hospitals would be interesting.

e An exploration of the factors that account for the differences in the areas, e.g. focusing on
selected indicators such as cardiovascular indicators, behavioral indicators from the CCHS,
outcome indicators (e.g. mortality) and home care use.

d) Additions/modifications

e Inclusion of more streets e.g. Bloor and Danforth, on the maps, to give people orientation
for the areas in the South.
e Naming the minor planning areas.

Modifying areas and developing tools for using the areas

Based on the feedback obtained from the consultations, the proposed areas were re-assessed and
modified. An Excel look-up table was developed to help users to assign postal codes and FSAs to
their corresponding minor and major areas (will be posted on the TDHC website, www.tdhc.org).
Furthermore, Statistics Canada will include these proposed areas in the PCCF + for easy conversion
to various geographic levels. This will allow Census data as well as vital statistics data (births,
deaths) to be available at the new planning areas levels.

The minor planning areas were named as follows: Area 1Ta=Rexdale; Area 1b= Etobicoke South;
Area 2a= Humber-Downsview; Area2b= York Weston; Area 2c= York Junction; Area 2d =
Parkdale; Area 3a= Willowdale; Area 3b= North Toronto - Don Mills; Area 3c= Midtown; Area
4a= Danforth East York; Area 4b= Down Town & Waterfront; Area 5a= Agincourt; Area 5b=
Rouge; Area 5c= Scarborough Centre; Area 5d= Scarborough Cliffs.

Furthermore, Appendix 4 provides a list of other health planning tools that are available and can be
used in conjunction with the new planning areas.
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CONCLUSION & RECOMMENDATIONS

Many attempts to divide Toronto into smaller, more manageable, units for health reporting and
planning have been unsatisfactory in capturing population needs. The region of Toronto is variously
divided into six (former municipalities, community care access centre catchments areas), four
(mental health service planning, municipal community councils), three (emergency networks), and
two (cancer care). These divisions are unsatisfactory because they proceed from political
boundaries or other geographic features that have little bearing on population characteristics.

This study is among the first in adopting a population-based approach, using census tracts as the
unit of analysis and income homogeneity as a guiding principle, to divide the region of Toronto
into major and minor planning area levels (with 5 and 15 areas respectively). These areas are
relatively more homogeneous in terms of population characteristics than existing planning areas
and offer a unique opportunity for understanding population characteristics in different
neighbourhoods in Toronto. It should be pointed out that although the underlying differences
in the population can be more pronounced using other approaches such as true income
quintiles, they do not lend themselves in defining planning areas that are contiguous. Thus, the
study approach remains the most appropriate tool in defining contiguous planning areas.

The following recommendations were proposed to provide future directions for improving the
methodology and analysis as well as utilization of these new areas:

1) Since the population characteristics of the proposed planning areas may change overtime,
TDHC should reassess the appropriateness of these areas for planning/reporting after data
from the next Census (2006) are released (probably in 2008).

2) In the next iteration the TDHC should utilize mathematical models and GIS that can more
accurately determine how homogeneous the planning areas are. For instance, measures
such as concentration of ratios of utilization, concentration indices, Townsend index,
minimizing ratios, and Gini coefficient can be used.

3) The TDHC should embark on further research to explore the following issues related to the
proposed areas:

i) A comparison of the methodology adopted in this project for defining the new
planning areas to those used in other jurisdictions such as Montreal.

ii) More complex models of analysis such as Gini coefficient should be used to
examine disparity indicators in these areas.

iii) Examine inter-urban comparisons of similar areas.

iv) Explore the causes of observed health inequalities in these areas in collaboration
with other health and research organizations as well as key informants from the
community.

V) Explore the potential impacts of utilizing a population-based approach focusing on

income in defining the new planning areas on residents of those areas (e.g.
stigmatization).

4) TDHC should use the proposed new areas (the 5/15 area levels) for their planning and
reporting purposes to further assess their validity.
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TDHC should collect information reported at the new planning area levels by all other
organizations including those represented on the committee and create a repository which
can be accessed by all the stakeholders.

TDHC should support and encourage other health organizations in the use of these new
major and minor planning areas.

TDHC should disseminate the report to the rest of the health planning organizations in the
GTA and explore the possibility of them adopting this approach for creation of their own
planning areas.

TDHC should disseminate the results both nationally and internationally (e.g. publication in
scientific journals).

TDHC should explore the best way to help those who do not have access to PCCF + for

conversion of postal codes to new planning areas (e.g. by using Excel look up table which
will be posted on the TDHC website (www.tdhc.org).
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Map 7: Distribution of Hospitals in Major
and Minor Health Planning Areas for_
Toronto, August 2003 e
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Map 8: Long-Term Care Facilities in Toronto
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Map 10: Distribution of Community Care Access Centres
(CCACs) in Major and Minor Health Planning
Areas for Toronto, 2003
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and Minor Health Planning Areas for
Toronto, 2003
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Map 13: Distribution of Mental Health Agencies in Major

and Minor Health Planning Areas for Toronto, 2003
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APPENDIX 2

Characteristics of Geographic Levels that are Potential Building Blocks for Small Planning Areas

Geographic Level

Definition & Characteristics

# of Units in Toronto

Advantages

Disadvantages

Enumeration Area (EA)/
Dissemination Area (DA)

EAs — geographic areas
canvassed by one census
representative. It is the smallest
standard geographic area for
which census data are
reported.

e In some cases, very small
(physically) EAs are
formed for large apartment
buildings, large
townhouse communities &
large collective dwellings

DAs — Small areas composed

of one or more neighboring

blocks. (New areas defined in

the 2001 census to replace

EAs).

e Have a population of 400
to 700 persons

e Boundaries follow roads
and may follow other

EAs = approximately 3,385
(1996 Census)

DAs = approximately 3,887

Can be rolled up into
larger geographic areas
since boundaries respect
boundaries of all standard
geographic areas e.g. CSD,
CTs.

Most census variables are
available at this level.
Some health data can be
converted to this level
using postal code
conversion file.

Social services data are
available at this level
(however, not sure if it can
be shared due to
confidentiality reasons)
Province wide coverage.

Can be rolled up into
larger geographic areas
since boundaries respect
boundaries of CSDs and
CTs.

Are relatively stable over
time because they follow
physical attributes.

Most census variables are

It may be difficult to
compare EAs between
censuses because EA limits
may change from censuses
to census due to dwelling
growth, changes in
delineation criteria &
changes to boundaries of
standard geographic areas.
Some census variables
(e.g. LICO) are not
available at this level due
to suppression re: small
numbers. Income was
suppressed for about 20%
of the EAs in 1996 census,
less suppression for other
variables e.g. education.
Cannot be rolled up into
FSAs.

EAs discontinued after
1996 census.

Cannot yet determine
comparability over time as
this is the first time they
are being used.

Subject to data
suppression for some
variables (see above in
EAs).

Homogeneity due to small

Toronto District Health Council
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Characteristics of Geographic Levels that are Potential Building Blocks for Small Planning Areas

Geographic Level

Definition & Characteristics

# of Units in Toronto

Advantages

Disadvantages

features e.g. railways,
waterways, power
transmission lines.

A DA is formed when the
population of an
apartment or townhouse
meets or exceeds 300
persons.

available at this level.
Some health data can be
converted to this level
using postal code
conversion file.
Maximum benefit in terms
of homogeneity because
these are the smallest
levels at which data are
available.

Can be mapped, however
due to small size of some
EAs, have to zoom in to
get a clear picture
Province wide coverage.

sizes may be a
disadvantage if looking at
particular attributes.

Census Tract (CT)

Small geographic units
representing urban or rural
neighbourhood-like
communities created in
Census Metropolitan Areas
(CMAs) and Census
Agglomerations (CAs) with an
urban core population of
50,000 or more at the previous
census).

Boundaries follow
permanent and easily
recognizable physical
features.

Boundaries may also
follow streets, property
lines and municipal limits.
Population ranges
between 2,500 to 8,000

482 (1996 Census)
527 (2001 Census)

Census data are available
at this level.

Postal code conversion file
can be used to convert
some health data to this
level.

Social data are available at
this level.

The minimum population
of 2,500 allows for
statistically significant data
tabulations.

Population range permits
data comparability among
CTs.

Relatively stable (i.e.
boundaries rarely revised)
thus permits comparability
from census to census.

Have some heterogeneity
when compared to EAs
(i.e. due to larger
populations).

Not universally
comparable with other
parts of Ontario because
some rural areas which are
not included in CMAs or
CAs do not have CTs.
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Characteristics of Geographic Levels that are Potential Building Blocks for Small Planning Areas

Geographic Level

Definition & Characteristics

# of Units in Toronto

Advantages

Disadvantages

with an average of 4,000.
e Boundaries respect CMAs

but do not necessarily

respect CSD boundaries.

Although, boundary
revisions which result in
splitting CTs or creating
new ones may occur due
to factors such as road
construction and suburban
growth, the new split CTs
are easily re-aggregated to
the original ones for
historical comparisons.
Are as homogeneous as
possible in terms of SES
characteristics e.g.
economic and social living
conditions.

Can be rolled up into
CSDs

Similar to census blocks in
US.

Forward Sortation Area
(FSA)

FSAs are the areas identified
by the first 3 characters of the
postal code. They are
associated with a postal facility
from which mail delivery
originates.

e The average number of
households in an FSA is
7,000 but numbers may
range from 0 to 50,000.

97

All Census data are
available at this level.
Some health data (e.g.
hospitalization data) are
available at this level.
Social Services and Tax
file data available at this
level.

Less confidentiality issues
at this level due to larger
populations.

Roughly comparable to
Zip codes in the US and
UK.

Should be used with
caution as they are not
standard geographic areas
but indicate the location of
the mailbox where people
wish to receive mail.
Mailbox locations
indicated by a postal code
may not always be the
same as the dwellings. So
for any given FSA, some
respondents whose
dwelling is located in the
FSA will provide postal
codes outside of this FSA
and vice versa (this is less

Toronto District Health Council
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Characteristics of Geographic Levels that are Potential Building Blocks for Small Planning Areas

Geographic Level

Definition & Characteristics

# of Units in Toronto

Advantages

Disadvantages

of a problem in Toronto).
Not easily rolled up into
other standard geographic
areas e.g. CSD.

Census Subdivision (CSD)

CSD is the general term
applied to municipalities (as
determined by provincial
legislation) or areas equivalent
to municipalities.

6 former municipalities

All Census data are
available at this level.
Some health data are
available at this level.
Most social services data

are available at this level.

Too big for planning
purposes in Toronto
(however, they are good
for reporting purposes).
Have too much
heterogeneity due to the
large size.
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APPENDIX 3

Major and Minor Planning Areas and their Corresponding FSAs and Community

Neighbourhoods
Major Planning Minor FSAs* Community Neighbourhoods™®
Area Planning
Area
West Rexdale MIP, MI9R, MOW*, | 1 — West Humber-Clairville
(Area 1) (Area 1a) M9V * 4 — Rexdale-Kipling

5 — EIms-Old Rexdale

6 — Kingview Village — The Westway

7 — Willowridge-Martingrove-Richview
8 — Humber Heights-Westmount

Etobicoke M6S, M8V, M8W, 9 — Edenbridge-Humber Valley
South M8X, M8Y, M8Z, 10 — Princess-Rosethorn

(Area 1Db) M9A, M9B, M9C 11 — Eringate-Centennial- West Deane
12 — Markland Woods

13 — Etobicoke West Mall

14 — Islington- City Centre West

15 — Kingsway South

16 — Stonegate-Queensway

17 — Mimco

18 — New Toronto

19 — Long Branch

20 — Aldenwood

87 — High Park — Swansea

89 — Runnymede-Bloor West Village
114 — Lambton Baby Point

Central East Humber- M3J, M3K, M3L, 2 — Mount Olive-Silverstone-Jamestown
(Area 2) Downsview | M3M, M3N, M9L, 3 — Thistletown-Beaumond Heights
(Area 2a) M9M, M9V *, 21 — Humber Summit
MOW*, M2R*, 22 — Humbermede
M3H* 23 — " Pelmo Park - Humberlea

24 — Black Creek

25 — Glenfield-Jane Heights
26 — Downsview-Roding-CFB
27 — York University Heights
33 — Clanton Park

34 — Bathurst Manor

35 — Westminister-Branson
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Major Planning Minor FSAs* Community Neighbourhoods™®
Area Planning
Area
York Weston | M6A, M6B*, M6C*, | 23 — “Pelmo Park - Humberlea
(Area 2Db) Mé6L, MIN, M6M, 28 — Rustic
M6E*, M6N * 29 — Maple Leaf

30 - Brookhaven-Amesbury
31 - Yorkdale-Glen Park
32 - Englemount-Lawrence
107 — Oakwood-Vaughan
108 — Briar Hill-Belgravia
109 — Caledonia-Fairbanks
110 - Keeledale-Eglinton West
112 — Beechborough-Greenbrook
113 — Weston
115 — Mount Dennis

York M6G*, M6H, 80 — Palmerston-Little Italy

Junction M6N*, M6P, M6E* | 83 — Dufferin Grove

(Area 2¢) 88 — High Park North
90 — Junction Area
91 — Weston-Pellem Park
92 - Corsa Italia-Davenport
93 — Dovercourt-Wallace Emerson-Junction
94 — Wychwood
111 — Rockcliffe-Smythe

Parkdale M5T, M5V*, M6], 78 — Kensington-Chinatown

(Area 2d) M6K, M6R* 81 — Trinity-Bellwoods
82 — Niagara
84 — Little Portugal
85 — South Parkdale
86 — Roncesvalles

Central North Willowdale | M2H, M2J, M2K, 36 — Newtonbrook West
(Area 3) (Area 3a) M2M, M2N, M2R*, | 37 — Willowdale West

M3H*

38 - Lansing-Westgate

46 — Pleasant View

47 — Don Valley Village

48 — Hillcrest Village

49 — Bayview Woods-Steeles
50 — Newtonbrook East

51 — Willowdale East

52 — Bayview Village

53 — Henry Farm
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Major Planning Minor FSAs* Community Neighbourhoods™®
Area Planning
Area
North M2L, M2P, M3B, 39 — Bedford Park — Nortown
Toronto — M4N, M4P, M4R, 40 - St. Andrew-Windfields41 — Bridle Path
Don Mills M5M, M5N, M4A, — Sunnybrooks-York Mills
(Area 3b) M3C*, M4G* 42 — Banbury-Don Mills

45 — Parkwoods-Donald

99 — “Mount Pleasant East
100 — “Eglinton Yonge

103 — Lawrence Park South
104 — “Mount Pleasant West
105 — Lawrence Park North

Midtown M4K, M4S, MA4T, 56 — Leaside-Bennington
(Area 3¢) M4V, M4W, M5P, 57 — Broadview North
M5R, M5S, M7A, 67 — Playter Estates — Danforth
M6C*, M6B*, 68 — North Riverdale
M6G*, M5N*, 79 — University
MA4G*, M4H* 95 — Annex

96 — Casa Loma

97 — Yonge-St.Clair

98 — Rosedale-Moore Park
99 — “Mount Pleasant East
100 — “Eglinton Yonge

101 — Forest Hill South

102 — Forest Hill North

104 — *Mount Pleasant West
106 — Humewood-Cedarvale

Central South Danforth M4A, M4B, M4C, 43 — Victoria Village
(Area 4) East York M4J, M3C*, M4G*, | 44 — Flemingdon Park
(Area 4a) M4H* 54 — O’Conner — Parkview

55 — Thorncliffe Park

58 — Old East York

59 — Danforth Village — East York
60 — Woodbine-Lumsden

61 — Crescent Town

64 — “Woodbine Corridor

65 — “Greenwood-Coxwell

66 — Danforth Village — Toronto
69 — Blake-Jones

Downtown MA4E, M4L, M4M, 62 — East End - Danforth

& M4X, M5A, M5B, 63 — The Beaches
Waterfront M5C, M5E, M5G, 64 — “Woodbine Corridor
(Area 4b) M5H, M5K, M5L, 65 — “Greenwood-Coxwell

M5W, M5X, M7Y, 70 — South Riverdale
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Major Planning
Area

Minor
Planning
Area

FSAs*

Community Neighbourhoods™®

M5V*, M7Z, M4Y

71 - Cabbagetown-South St. Jamestown
72 — Regent Park

73 — Moss Park

74 — North St. Jamestown

75 — Church-Yonge Corridor

76 — Bay Street Corridor

77 - Waterfront Communities — The Island

East
(Area 5)

Agincourt
(Area 5a)

M1S, M1T, M1V,
M1W

116 — Steeles

117 — L’Amoureaux

118 — Tam O’Shanter-Sullivan

128 — Agincourt South-Malvern West
129 — Agincourt North

130 — Milliken

Rouge
(Area 5b)

M1B, M1C, M1X

131 — Rouge

132 — Malvern

133 - Centennial Scarborough
134 - Highland Creek

Scarborough
Centre
(Area 5¢)

M1G, M1H, M1K,
M1L, M1P, M1R,
M7X, M1)*, M1E*

119 — Wexford/Maryville
120 - Clairlea-Birchmount
121 — Oakridge

124 — Kennedy Park

125 — lonview

126 — Dorsel Park

127 — Bendale

135 — Morningside

137 — Woburn

138 — Eglinton East

Scarborough
Cliffs
(Area 5d)

M1M, MTN, M1J*

122 — Birchcliffe-Cliffside
123 — Cliffcrest

136 — West Hill

139 - Scarborough Village
140 — Guildwood

* Some FSAs overlap more than one area.
* Some Neighbourhoods overlap more than one area.
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APPENDIX 4

Other Sources of Planning Data

Sources of Information

Organization Name

Website/email contact

e Neighbourhood Profiles CD
Series 1: Age/Gender
Series 2: Immigration &
Ethnicity

Other series forthcoming

City of Toronto, Community
and Neighbourhood Services
Department

http://www.city.toronto.on.ca/demogr
aphics/neighbourhood_profiles.html

e The ICES Reports

Institute for Clinical Evaluative
Sciences

http://www.ices.on.ca

e CIHI Health Indicators List

Canadian Institute for Health
Information

http://secure.cihi.ca/cihiweb/splash.ht
ml

e Statistics Canada
Community Profiles

Statistics Canada

http://www.statcan.ca

e Health Status Reports

Toronto Public Health

http://www.toronto.ca/health

e Ontario Women’s Health
Status Report

Ontario Women’s Health
Council

http://www. womenshealth
council.on.ca

e Toronto Report card on
Children

City of Toronto, Children &
Youth Action Committee

http://www.city.toronto.on.ca

e CEHIP Reports & Data

Central East Health
Information Partnership

http://www.cehip.org

e Hospital Reports

Hospital Report Research
Collaborative

http://www.hospitalreport.ca

e Interactive CD #1: Socio-
demographic data &
population projections

e Toronto Health System
Monitoring: Equity Analysis
report

e Toronto Local Health
System Monitoring report

Toronto District Health
Council

http://www.tdhc.org

e Cancer related data and
reports

Cancer Care Ontario

http://www.cancercare.on.ca

e Ward profiles/maps

City of Toronto

http:// www.toronto.ca/demographics

e HIT -Finance and
information management
branch’s private internet
web site

Ontario Ministry of Health and
Long-Term Care, Community
Health Division

http://www.mohltcfim.com

e JPPC Rate Model Results
e JPPC Volume Model Results

Ontario Joint Policy &
Planning Committee (JPPC)

http://www.jppc.org

e Working /Published Papers

Institute for Work and Health

http://www.iwh.on.ca/

Toronto District Health Council
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