Sexuality Research and Social Policy (2022) 19:610–621
https://doi.org/10.1007/s13178-021-00577-8

Where Is LGBTQ+ in Ontario’s Health Care Policies and Programs?
Cameron McKenzie1

· Nick J. Mulé2 · Maryam Khan3

Accepted: 6 April 2021 / Published online: 22 April 2021
© The Author(s), under exclusive licence to Springer Science+Business Media, LLC, part of Springer Nature 2021

Abstract
Introduction The LGBTQ+ community experiences health inequities that are linked to the social determinants of health
(SDH), though the full extent of these health inequities is not fully understood.
Methods This study is a comparative thematic content analysis of the Ontario Ministry of Health and Long-Term Care’s
(MOHLTC) website and the websites of each of the 14 local health integration networks (LHINs) in 2009 and 2017. It
provides a snapshot and evaluation of the amount and type of online content concerning LGBTQ+-specific health needs
and determines how well the programs and services aligned with the Ministry’s stated priorities and population health/SDH
philosophy.
Results We found very little content that suggested a population health approach on the Ministry’s website. We also found
very little LGBTQ+-specific content on the LHINs’ websites in both periods, with two notable exceptions in 2017. Our
analysis revealed a persistent emphasis on HIV/AIDS risk containment in the LGBTQ + community over the two periods.
Conclusions We argue that to promote healthy equity, the MOHLTC needs to acknowledge inequalities and intervene through
political and social mechanisms that extend beyond HIV.
Keywords LGBTQ+ health · Ontario · Population health · Social determinants of health · Health policy

Introduction
Health inequity refers to the systemic, population-based differences in health outcomes that are “structurally imposed
and socially produced” (Graham, 2007, p. 36), and therefore “politically, socially, and economically unacceptable”
(World Health Organization, 1978, para. 3). A health equity
lens challenges the medical model’s emphasis on illnessbased health promotion by emphasizing the social determinants of health (SDH) including class, race, gender, culture
and ethnicity, and education among others (Blaxter, 2010;
McGibbon, 2012; Raphael, 2016). Sexual orientation and
gender identity and expression (SOGIE) often appears on
the ‘list’ of SDH (Blaxter, 2010; McGibbon, 2012), but is
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not widely recognized as a specific SDH in Canadian public
policy (Public Health Agency of Canada, 2018). Further,
the health inequities faced by these populations is often disregarded (Mulé et al., 2009). This research examines the
extent to which and how well the Ontario Ministry of Health
appears to understand and address these health inequities in
a comparative two-stage period (2009 and 2017). Through
a thematic content analysis, this study evaluates the Ontario
government’s online communications concerning their policies affecting LGBTQ+-specific health needs. Of importance is that the findings reveal little, if any progress, on the
part of the provincial government to adequately address the
health needs of the LGBTQ+ populations in Ontario, despite
the 8-year period of time between our points of examination.
Current and future provincial governments need to be cognizant of this moribund in their ongoing health strategies.

Background
The full extent of health inequities experienced by the
LGBTQ+ community is likely not fully understood. Dharma
and Bauer (2017) found flaws in definitions and measures
of sexual identity in Canadian health surveys; these surveys
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may not capture the nuances of sexual behaviours and gender identity and expression. (See also Cahill & Makadon,
2017; Wolff et al., 2017). Gay, bisexual, and transgender
men, including men who have sex with men (MSM)—but
who do not necessarily identify as gay, bisexual, or queer—
continue to be at high risk for HIV/AIDS and sexually transmitted infections (Public Health Agency of Canada, 2015).
However, the illness-based focus of most health promotion
programs and services has overshadowed the LGBTQ+ community’s diverse health inequities.
Our literature review employed to the following search
terms: social determinants of health OR health equity OR
well-being; AND sexual orientation, sexual minorit*, LGB*,
GLB*, sexual identit*, gender identit*, and gender expression. We searched titles, abstracts, and subject headings in
17 academic databases through ProQuest from January 1,
2009 to October 1, 2020. We used peer-reviewed articles
that were in English and referred to North America only.
We excluded book reviews, commentaries, and articles that
examined on lifestyle issues (e.g., smoking, substance use,
individual behaviours) or had a disease-specific focus other
than HIV/AIDS (e.g., cancer patients). Furthermore, our
search required that articles focused explicitly on sexual
minorities and/or LGBTQ+ populations. Lastly, we conducted a manual search on the reference lists in some of the
selected articles. Our search yielded 708 results. To make
the numbers more manageable, we removed the search term
‘well-being’; the search then yielded 186 results. After
reviewing titles and abstracts, 159 articles were used for
this review.
The extant literature exploring the experiences of
LGBTQ+ individuals in health care and social service settings documents significant access related barriers. For example, Tjepkema (2008) found that bisexual individuals, when
compared to heterosexuals, experienced marginalization and
had many unmet health care needs. As well, lesbians have
been found to consult doctors less frequently than heterosexual women and report having fewer pap tests (Tjepkema,
2008). Transgender people, in particular, face unique barriers
to accessing appropriate health care regarding reproductive
health and transition surgeries (Bauer et al., 2009; Hudson,
2019; Institute of Gender & Health, 2012; Martinez-Velez
et al., 2019). Access to appropriate sexual health education
and resources for queer youth are also ongoing health equity
concerns (Johns et al., 2019; McKenzie, 2015). One international study indicated “that many queer young people feel
unsafe in their schools and regularly experience verbal or
physical abuse” (Schmitt, 2012, p. 374). The Canadian Coalition Against LGBTQ+ Poverty recently demonstrated that
this community is at risk for poverty (Ross & Khanna, 2017).
Other research also documents mechanisms that create a noted
wage gap between sexual minorities and heterosexuals (Waite
& Denier, 2015). Other income-related elements discussed
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in the literature include housing, food insecurity, and stable employment (Downing & Rosenthal, 2020; FredriksenGoldsen et al., 2017; Hudson & Romanelli, 2020; Lazarevic
et al., 2016; Logie et al., 2016). The LGBTQ+ community
is also at higher risk of homelessness (Abramovich, 2012,
2016). One study estimates that more than one in five (over
20%) of youth accessing homeless shelters in Toronto identify
as LGBTQ+ (City of Toronto, 2013).
The LGBTQ+ community also faces greater risks of
mental health issues such as anxiety and depression, including higher risks of suicide and substance use (Hailey et al.,
2020; Kulick et al., 2017; Pakula et al., 2016; Veale et al.,
2017), despite evidence that concerted community engagement with this population can have a significant positive
impact on mental health outcomes (Crouch et al., 2015;
Hudson & Romanelli, 2020; Kosciw et al., 2014; Toomey
& Russell, 2011).
Overall, our review of the literature found that research
tends to address how SDH and SOGIE affect behaviours,
rather than conceptualizing SOGIE as an SDH. The emphasis on behaviours is reflected in the literature with the ongoing dominance of HIV/AIDS and mental health, especially
regarding substance use.
Some recent research, however, has focused more explicitly on SDH embedded in SOGIE. Literature on ‘minority
stress’ recognizes ‘stress processes’ including direct experience of prejudice, anticipating rejection, having to remain
closeted, and internalized homophobia (Hatzenbuehler,
2009; Meyer, 2003). Krieger (2012) offers the “ecosocial
theory of disease distribution” (p. 936) that considers disease distribution in the context of social inequalities, including discrimination, which become embodied and manifest
as health inequalities. Thus, there is a fledgling discussion
in the literature about turning attention to structural issues
such as social stress and exclusion (Gahagan & Colpitts,
2017; Gower et al., 2019; Hudson & Romanelli, 2020; Khan
et al., 2017; Krieger, 2012; Meyer, 2003; Steele et al., 2017;
Zeeman et al., 2017) housing and poverty (Blosnich et al.,
2017; Emlet, 2016; Ferlatte et al., 2018) and issues of migrations status and nativity (Allen & Leslie, 2019; Logie et al.,
2016; Oster et al., 2013), including the effects of migration status during COVID-19 (Kline, 2020) We argue that
these aspects of health must be prioritized if we are to better
understand SOGIE as an SDH and to influence health policy
and outcomes for the LGBTQ+ community.
Given that sexual orientation and gender identity and
expression are both recognized in the Ontario Human Rights
Code (Ontario Human Rights Code, 2020), we were curious
to see whether the provincial government in Ontario was utilizing a health equity lens in their health policies regarding
the LGBTQ+ populations in the province. With the legal and
growing social recognition of the LGBTQ+ populations, we
set out to examine the extent to which the province utilized
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both the population health framework and SDH model regarding these groups in their health policies. Two periods of time
were chosen to examine provincial health policies providing for an 8-year span to determine progress if any on the
part of the government in recognizing the health needs of
LGBTQ+ Ontarians.

Current Policy and Funding Environment
in Ontario
In Canada’s federated system of governance, health care is
primarily a provincial and territorial responsibility. With a
population of nearly 14 million, Ontario is the most populous and one of the richest provinces in Canada (Statistics
Canada, 2019). Ontario’s capital, Toronto, is home to one
of the largest LGBTQ+ communities in Canada (Clarke &
Coughlin, 2012). According to the 2015 Canadian Community Health Survey, 1.7% of people between 18 and 59 years
old identified themselves as gay or lesbian and 1.3% of people in that age range identified as bisexual (Statistics Canada,
2016). The Canadian Community Health Survey does not
include trans populations and likely underestimates all queer
communities, as is often the case with groups of stigmatized
people (Clark et al., 2018; Dharma & Bauer, 2017).
Ontario’s Ministry of Health and Long-Term Care decentralized health care oversight by setting up 14 local health
integration networks (LHINs) across the province in 2005
(Bill 36, Local Health Integration Act, 2006). The putative
reason for this reorganization was that “local people are best
able to determine their health service needs and priorities”
(Central West LHIN, 2014, para. 1). The LHINs oversee hospitals, community health centres, long-term care facilities,
mental health and addiction programs, and other community
supports. More recently, the LHINs have taken responsibility
for co-ordinating home care services (CBC, 2017).
Gaining authority in 2007, each LHIN determines its
own process, format, and frequency of community engagement to develop an annual Local Integrated Health Service
Plan. Although LHINs make funding decisions based on
local needs and priorities, programs and services must still
meet provincial strategic directions (Central LHIN, 2017).
All LHINs are listed on a centralized hub (www.l hins.o n.c a)
that provides links to each of the 14 LHIN websites.

Methods
This study is a thematic content analysis of the MOHLTC’s
website and the websites of each of the 14 LHINs. The use
of a thematic content analysis is appropriate to this task
because themes emerged from the content we reviewed,
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which in turn guided our analysis. This analysis was conducted on the content at two different points in time, from
September to November, 2009 and again from July to
November, 2017. During this 8-year span, Ontario was
governed by the Liberals headed by Premiers Dalton
McGinty in 2009 and Kathleen Wynne, an ‘out’ lesbian,
in 2017. These two points of data analysis provided us
with an opportunity to examine any progress by the same
government headed by different premiers during this time
period.
Although we recognize that website content allows
for only a high-level analysis of intentions and actuality,
the web resources we examined represent the Ministry’s
and the LHINs’ public face and a key point of contact to
access information. As such, we feel they were an appropriate source of information to understand the Ministry’s
publicly reported and self-defined approach to administering its mandate. This content analysis also examines the
LHINs’ funding of services and programs for LGBTQ+.
Finally, we examined whether the content changed over
the two time periods.
For the website content analysis, we used the following
search terms: bisexual, gay, gender identity and expression, homophobia, lesbian, LGBT, transgender, transsexual, Queer, sexuality, and sexual orientation to assess the
amount of content related to that population. These terms
were entered into each LHIN’s website search option.
Additionally, these terms were combined with the name
of each of the LHINs in a broader Google search engine.
For example, on a Google site, we searched for ‘Central
East LHIN and transsexual’. This was done for each term
listed above, i.e. gay, homophobia and combined with the
names of the 14 LHINs.
We then assessed the quality of health information
judged by whether or not it was contextualized or relevant
to a population health/SDH approach and to see whether
intersections of social locations (i.e., age, class, disability,
ethnicity, gender, gender identity/expression, race, sexual
orientation) were recognized. Due to the focus of this
research, we searched for named social locations of sexual
orientation (LGB+) and gender identity and expression
(T+), as well as any intersections these social locations
had with the aforementioned ones. ‘Queer’ can refer to
both sexual orientation and gender identity and expression.
From there, we assessed whether what was offered dealt
directly with LGBTQ+ as a recognized population with
specified health issues. Given the continued dominance
of HIV/AIDS in discussions of LGBTQ+ health (Mulé &
Smith, 2014), we also paid particular attention to HIV/
AIDS content and which populations were named in relation to HIV/AIDS.
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Ministry of Health and Long‑Term Care Website

Findings

For both time periods, we assessed how well the Ministry’s
stated commitment to a population health/SDH philosophy
aligned with the actual programs and services that were
emphasized in the content of the website. To do this, we
categorized programs based on their main focus and found
that they could be organized under four themes: ‘benefits’
(e.g., covered health services or programs), ‘health issues’
(e.g., illnesses or diseases), ‘social locations’ (e.g., age, race,
gender, SDH) and ‘systemic operations’ (e.g., health service provision functionalities such as accessing services).
We also assessed how much emphasis a program or service
received on the website by identifying whether their mention occurred in more than one of these categories. Of these
categories, we considered social locations to best reflect a
population health/SDH philosophy. Discussion of benefits,
systemic operations and health issues, on the other hand,
were seen to reflect a disease-specific approach.

Ministry of Health & Long-Term Care Websites, 2009 and
2017.
Our analysis showed that there are disconnections between
the MOHLTC’s stated commitment to population health and
SDH (MOHLTC, 2017a) and how it implemented policy
and delivered programs and services, particularly regarding
LGBTQ+. This was evidenced in the categorization of its programs and services that placed a heavy emphasis on service
accessibility and delivery over social locations and the particular populations therein. Based on the mention and discussion of social locations, the Ministry’s broad policy approach
showed less emphasis on SDH in 2017 than in 2009. Our
analysis also showed a persistent emphasis on HIV/AIDS risk
containment in the LGBTQ+ community over the two periods.
In both time periods, the MOHLTC website highlighted two main areas: governance issues and broad policy
approaches. In 2009, the MOHLTC indicated its transition
from a centralized to a regionalized approach, but with a process to filter the LHINs’ decisions back up to the MOHLTC to
ensure overall adherence to its priorities (MOHLTC, 2009a).
Eight years later, the MOHLTC elaborated on this ‘new’
mission and ‘stewardship’ mandate as providing “the overall
direction and leadership for the system, focusing on planning”
and “guiding resources to bring value to the health system”
(MOHLTC, 2017a, para. 2). This reorganization involved little
relinquishment of power: the branches of the MOHLTC were
reorganized and decision-making processes were transformed
and increasingly distanced from actual health care delivery.

Local Health Integration Network Websites
For the analysis of the 14 websites for the LHINs, we
also examined the amount and nature of information presented, the programs available, LHIN-led consultation
activities and any publications created that were targeted
to LGBTQ+ populations. The search terms yielded various
sources of data: technical reports produced by the LHINs,
meeting minutes, PowerPoint presentations, website content and news releases. LHINs’ websites were categorized
for the amount and type of LGBTQ+ content for both time
periods as follows: (1) minimal or absent LGBTQ+ content,
(2) limited LGBTQ+ content and (3) LGBTQ+ -specific
content. The ‘minimal or absent’ category applied when
LIHNs’ website content made no mention of LGBTQ+ or
simply listed LGBTQ+ among ‘priorities’ in its materials,
but did not expand on goals or targets. Website content was
categorized as ‘limited’ when there was information about
LGBTQ+ unique health needs, but with little evidence of
community consultation and/or emphasis on LGBTQ+specific services. Website content was categorized as
‘LGBTQ+-specific’ when initiatives with a LGBTQ+ focus
were highlighted, or a clear articulation of LGBTQ+ diverse
health needs was provided, or past and planned collaboration
with the community (e.g., advisory committees, community
surveys) was indicated.
One author reviewed the contents of the Ministry websites,
and the LHIN websites were divided between the other two
authors. Because of the straightforward nature of the content
sought, that is, presence or absence of information and whether
it focused on specific diseases/conditions or social location/
SDH, we did not feel the need for inter-rater reliability tests.

Categorization of Services and Programs
When the 28 general MOHLTC programs were categorized
on the 2009 website, it became clear that ‘health issues’
(diseases and conditions) dominated, with eight program
listings, indicating an illness-based focus. Seven program
listings were systemic operations that suggest a preoccupation with operationalizing the programs of the largest and
costliest ministry in the province. Additionally, four programs in each of these categories were considered ‘combined’ when the material of two programs was discussed
together under more than one of the categories. Examples of
combined programs include immunization discussed under
benefits, health issues and systemic operations; organ and
tissue donation under health issues and systemic operations
and Telehealth Ontario under benefits and systemic operations. These cross-representations of programs in more than
one category signified their systemic importance. Only singular, targeted programming for each of children and seniors
could be considered for the social locations category in 2009
(MOHLTC, 2009b).
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In 2017, the MOHLTC increased its listings of programs
and services to 36, of which 19 were categorized as systematic operations dealing with provincial health programming administration and providing information and means of
accessing services. There was a noted increase in the number
of listings in social locations category, specifically within
combined programs, such as people with disabilities, children, pregnant women and seniors (MOHLTC, 2017c); yet,
LGBTQ+ were not identified separately. Similarly, well over
90% of the MOHLTC’s online publications were focused on
specific health issues or benefits rather than issues for specific populations. The only categories in the latter were children, youth and women, identified both in 2009 (MOHLTC,
2009b) and 2017 (MOHLTC, 2017d). All content on women
focused on cisgender, heterosexual health needs; none dealt
with lesbian, bisexual and trans women’s health issues.
Despite what we found to be an increase in content related
to social location, it remains the most minimal of all the
categories and pays little attention to LGBTQ+ communities. In 2009, the only named social locations were women
and seniors. Although children, youth, women and seniors
were social locations identified on the 2017 website, little
attention was paid to their SDH other than their health needs
and access issues, and only minimal attention to how their
social location has a direct impact on their health. In short,
the Ministry continued to focus heavily on benefits, health
issues and diseases and systemic operations categories, with
far less attention paid to the social locations of Ontarians.
In summary, programming described on the website did
not emphasize population health in 2009 and 2017. Rather,
most of the public content focused on accessibility to the
provincial health insurance system, medical care, emergency
care, home care and prescription drugs. This was particularly the case in 2017 (MOHLTC, 2017a).

HIV/AIDS‑Focused Content
In 2009, the MOHLTC used what is considered sensitive wording in the LGBTQ+ community: gay and bisexual men are
explicitly and primarily named ahead of the epidemiological
term “Men who have Sexwith Men (MSM) (MOHTLC, 2009c,
2009d,2009e). Concerns have been raised both in the community
and the literature regarding the obscuring effect the term MSM
can have over men who self-identify as gay or bisexual (Mulé,
2005; Young & Meyer, 2005). The site identified other specific
social locations related to HIV/AIDS, such as people from Africa
and the Caribbean, people who use injection drugs, Indigenous
people and women (2009d; MOHLTC, 2009e). These populations
were discussed only in the context of HIV/AIDS.
Gay and bisexual populations also are included in 2017;
yet interestingly, the term MSM is no longer used, despite
the fact that MSM continue to be at risk for HIV and are
a target for HIV programming in the community. Ideally
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room can be made for all these terms, given that health
effects can be differentially determined based on behaviour as well as identity (Brennan et al., 2017). Furthermore,
these populations are discussed solely within the context of
an illness-based program, specifically HIV/AIDS, and the
discussion lacks any mention of the intersectionality of the
various social locations or SDH (MOHLTC, 2017b). The
only area where the website hints at understanding intersectionality is where it discusses the interaction of women with
one or more social location such as African, Caribbean, or
Indigenous women, and/or women who use injection drugs
(MOHLTC, 2017b).

Local Health Integration Network Websites
Our content analysis of the 14 LHIN websites led to
three main findings. First, we found a remarkable lack of
LGBTQ+ content in general and little change in the amount
and type of content between the two periods. Second, those
LHINs that made an effort to consult the LGBTQ+ community also produced the only LGBTQ+-specific content
that we found. Third, among those websites with only a
limited amount of content, a number of interesting issues
directly related to the SDH were raised, somewhat incidentally and usually in documents reflecting an interaction
between the LHIN and the LGBTQ+ community or providers working in the community. We categorized this content
as ‘emergent’. For a comparative breakdown of the amount
of LGTBQ+ content on LIHN websites in 2009 and 2017,
see Table 1.

Lack of Content
As shown in Table 1, in 2009, no LHINs included
LGBTQ+-specific content on their websites. Only two
had what we categorized as limited content: WaterlooWellington and Toronto Central. Among those LHINs with
minimal or absent content, five showed some awareness of
specific LGBTQ+ health issues, discussing the community
in terms of population health. For example, LHINs identified LGBTQ+ as an underserved and underrepresented
Table 1  Level of
LGBTQ+ content on LHIN
websites, 2009 and 2017

Number
of LHINs
(n = 14)

Level of content
Minimal/absent
Limited
Specific
Total

2009

2017

12
2
0
14

8
4
2
14
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community (Mississauga Halton LHIN, 2009; Central
LHIN, 2009), or as a higher-risk population (Central East
LHIN, 2009) with specific health and service needs (South
East LHIN, 2009) requiring culturally sensitive attention
(Mississauga Halton LHIN, 2009). The Central West LHIN
made its first mention of LGBTQ+ populations in 2010.
By 2017, there was a moderate increase in the recognition
of LGBTQ+ community health needs. Eight of the LHINs
had minimal LGBTQ+ content, four had limited content and
two had LGBTQ+-specific content, discussed in more detail
below.
The Central LHIN provides an example of minimal content in a 2015 call for proposals for funding new services,
because it merely ‘listed’ LGBTQ+ as one of many equity
criteria (Central LHIN, 2015). Similarly, in 2014 and 2017,
the Central East LHIN identified the LGBTQ+ demographic
among their priority populations in their addictions and
mental health strategy (Central East LHIN, 2014, 2016)
and referred to LGBTQ+ identity in reports (Central East
LHIN, 2017). The South West LHIN (2011), Champlain
LHIN (2016) and the Erie St. Clair LHIN (2013) identified
unique LGBTQ+ mental health and addiction vulnerability, but only in the context of the needs of various minority groups requiring targeted education and programming
(Champlain LHIN, 2016; Erie St. Clair LHIN, 2013; South
West LHIN, 2011). A commissioned strategic plan for the
Erie St. Clair LHIN in 2012 on adult mental health singled
out the LGBTQ+ population; however, this was not posted
on the website. It was posted elsewhere.
Other LHINs stated a commitment to diversity, while
simultaneously showing a serious lack of understanding of
LGBTQ+ issues. For example, the Erie St. Clair LHIN did
not develop LGBTQ+ content for their website, despite citing ‘diversity’ as a key principle to “guide the development
of health care” (Erie St. Clair LHIN, 2014, para. 1). This
LHIN defined ‘gender,’ as a male/female binary, rather than
as a fluid construct. Similarly, a report on the South East
LHIN’s site addressing SDH makes no mention of sexuality and/or sexual orientation; rather, this document actually
conflates gender and sexual orientation (South East LHIN,
2014a, b). The South West LHIN noted that the small number of LGBTQ+ in the region made data collection and
analysis difficult (Gilliland et al., 2016).

Impact of Community Consultation
Despite the lack of content on the Waterloo-Wellington
LHIN website in 2009, their Integrated Health Service Plan
noted that they had completed a survey of the LGBTQ+ community in 2009. The 2017 site provided a detailed report of
this consultation with comprehensive recommendations for
raising awareness, providing services, improving service
integration and increasing provider training. The report
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also called for the LHINs to provide regional leadership by
becoming LGBTQ+ safe spaces and encouraged all health
service providers to do the same (Waterloo-Wellington
LHIN, 2014, para. 8). This LHIN specifically argued that
“[s]exual orientation and sexual identity should be considered social determinants of health as they fundamentally
impact health status” (Waterloo-Wellington LHIN, 2014,
para. 7).
The Toronto Central LHIN had also developed a 2009
community consultation on mental health and addictions
(Toronto Central LHIN, 2009; Zanin, 2009). They developed
a voluntary ‘citizens’ panel’ through which the LHIN consulted with its diverse residents on matters related to shaping
the health care system. The citizens’ panel had representation from many groups including Métis and trans-identified
persons (Toronto Central LHIN, 2014, para. 6). By 2017,
this LHIN had also undertaken an Aboriginal Health Needs
Assessment, including survey questions for two-spirited
individuals (Scheim et al., 2013). Indigenous (First Nations,
Inuit, and Métis) persons who identify as trans might also
use the term two-spirit. This is an umbrella term specifically for First Nations/Indigenous persons who are located
between female and male gender roles (Anguksuar, 1997;
Balsam et al., 2004). The 2017 content of Toronto Central
LHIN site reflected these consultations—with as many as
300 people—in that it recognized the internal diversity
of the LGBTQ+ community, including the recognition of
health risks associated with different age groups (Toronto
Central LHIN, 2016).

Limited Amount of Content
In 2017, there were four LHINs that posted a limited amount
of content. While the Central West LHIN (2010) lacked
LGBTQ+-specific content, their report, Diversity and Equity
Core Action Group Meeting, indicated a need for more statistics on marginalized communities such as ‘LGBT’ (Central
West LHIN, 2010). In their 2011 and 2012 environmental
scans, LGBTQ+ were listed as a priority population (Central
West LHIN, 2011, 2012). In 2016, this LHIN’s diversity
and health equity core action group enumerated ongoing
plans to engage the LGBTQ+ community in its meeting
notes, including collaboration with a non-profit organization to increase the LIHN’s knowledge of LGBTQ+ (Central
West LHIN, 2011, 2012, 2016, 2017). Interestingly, meeting minutes also highlighted the “uncomfortability of asking
the LGBT questions” and recommended better training for
health professionals (Central West LHIN, 2016, p.3).
The Mississauga Halton LHIN, as of 2010, had taken
some measures to incorporate LGBTQ+ content, including
a reference to positive space training (Mississauga, 2014a).
Their website identified the need for “advancing health
equity” (Mississauga, 2014a, p. 6) through their Integrated
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Health Service Plan 2016–2019, with specific reference to
sexual orientation (Mississauga, 2014b).

Emergent Content
In addition to the coded content, some interesting information emerged through the analysis. The North East LHIN
mentioned LGBTQ+ populations only in 2016 during a
board of directors’ teleconference meeting. Interestingly, the
community needs identified in the discussion were SDH:
the need for LGBTQ+-inclusive living environments, staff
sensitivity training on LGBTQ+ issues, inclusive language
and greater community engagement. Members of the teleconference also recognized the often-overlooked issue of
inclusive living arrangements specifically for bisexual and
transgender residents (North East LHIN, 2016).
Other LHINs made singular or few mentions, but in doing
so, they highlighted important health issues in the community. The only content about LGBTQ+ populations posted
by the North West LHIN (2017) was a presentation from service providers describing the lack of services and supports,
which was corroborated in a Health Quality Ontario’s (2016)
review of services and programs in this LHIN (Health Quality Ontario, 2016). Health Quality Ontario (HQO) is an
agency that exists to educate the Ontario government and
the many health care providers on providing the best care
possible, based on evidence (research). The aim is also to
inform the public about the quality of care and monitor its
delivery. The North Simcoe Muskoka LHIN makes a single but interesting mention of LGBTQ+ in a description of
the inclusion of LGBTQ+ individuals on a 2015 patientcaregiver-family advisory panel (North Simcoe Muskoka
LHIN, 2016). These references to LGBTQ+ health concerns
arose during the latter point of our analysis indicating an
emergence of such concerns and the need for the provincial
government to address them.

Discussion
Our study’s aim was to evaluate the amount and quality of
LGBTQ+ health content on the MOHLTC’s and LHINs’ websites in 2009 compared with 2017. Our research reveals that
the Ministry’s public information about LGBTQ+ health has
been consistently minimal between 2009 and 2017. Despite the
claim of a population health approach and SDH perspective,
the MOHLTC public website content is organized according
to an illness framework. Most information about programming
focuses on access to health care with very little attention to
the SDH; only some specified groups such as people with disabilities, children, pregnant women and seniors were accorded
pages on the sites. We also found little change between 2009
and 2017 as to how the MOHLTC presented itself.
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This lack of a population health approach hinders equitable health care delivery and our ability to fully address
the SDH (Blaxter, 2010; McGibbon, 2012; Raphael, 2016).
We argue that a population health approach with an SDH
perspective would better recognize the specific health needs
of at-risk, minoritized populations (Graham, 2007), such as
LGBTQ+. Furthermore, an SDH perspective would consider
not only ongoing, specified health concerns such as HIV/
AIDS but also broader health concerns of these populations
and SDH such as poverty and discrimination.
Regarding the LHINs, we found that there was very little on LGBTQ+ health except for Waterloo-Wellington and
Toronto Central, who significantly increased the amount
and quality of their LGBTQ+-specific content in the periods examined. Not surprisingly, these two LHINs had conducted strong community consultations, which improved
their content. Among some LHINs that did not consult the
community and had very little LGBTQ+ content, contact
with community health care providers still managed to raise
interesting SDH issues, such as housing and inclusion in
family patient care. Given the lack of data and small numbers of LGBTQ+ in some of the regions, community consultation seems particularly important if policy-makers are
to fully grasp their health situation.
As mentioned, Waterloo-Wellington LHIN stands out as a
leader in community collaboration and advocacy for accessible and appropriate LGBTQ+ services. However, even
this LHIN appears to be focused on access to services—an
issue identified by Tjepkema (2008) a decade ago—without
addressing structural barriers like poverty and social exclusion that are emerging in the literature (City of Toronto,
2013; Ross & Khanna, 2017). This absence may signal
a limited understanding or other barriers for addressing
broader SDH that need to be remedied.
The recognition of structural imbalances and the health
consequences these produce must inform funding availability for LGBTQ+ health beyond HIV/AIDS containment.
This includes a deep-rooted recognition of health challenges
premised on society’s oppression of LGBTQ+ people that
addresses ‘eco-social’ approaches to health (Krieger, 2012)
and contribute to our understanding of social determinates
such as ‘minority stress’ and ‘internalized homophobia’
(Hatzenbuehler, 2009; Meyer, 2003). As well, an SDH
approach that recognizes sexual orientation and gender and
identity expression as a specific determinant cannot obscure
the diversity of the LGBTQ+ community by subsuming it
within an analysis of gender.
How population health and SDH perspectives could be
operationalized in a policy context for the LGBTQ+ population is yet to be determined, but it is apparent that these
health issues are not reflected on the MOHLTC and most
of the LHIN websites. Further research could undertake a
literature scope of pressing health and well-being issues
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affecting the LGBTQ+ communities to provide more evidence for the recognition of SOGIE as an SDH and potential
policy and programming responses.
The public websites examined are a key resource for public access to services and the policies that shape them. That
said, one key limitation of this study is that it can be difficult to extrapolate what is actually happening at the level
of community services and programs from the high-level
analysis of a website. It is noteworthy that in some cases,
the search of the LHIN websites yielded little or no content; yet, a broader Google search combining the name of
the LHINs and some of the key words yielded additional
LGBTQ+ content that one might have expected to see on the
LHIN website. At the very least, this suggests some navigation problems in the design of the websites, which could be
discouraging for those looking for information. When those
looking for information are part of a vulnerable and stigmatized population, this barrier is particularly troublesome.
In the course of conducting this research, we realized
that many of the key organizations, such as AIDS Service
Organizations and Rainbow Health Ontario, which provide
services to this community, are not funded by the LHINs.
The process and rationale behind this might be an interesting area for further research on how LGBTQ+ health is
addressed. More research on Rainbow Health Ontario’s contribution to LGBTQ+ health equity might also be helpful to
understand community needs and to integrate this understanding within the LHINs and the Ministry for moving
forward. The improvement in the content of those website
where the LHINs consulted the community underscores the
importance of a fully representative consultation process.
Some LHINs noted the small number of LGBTQ+ in
their regions, and one commented the ‘uncomfortability’
of discussing sexual orientation and gender and identity
expression. These factors, combined with a disproportionate
risk for serious health issues and small numbers of people
concentrated in urban areas, speak in favour of a population
health approach with an SDH perspective to avoid overlooking a stigmatized community. Currently, the Ontario provincial conservative government is in the process of phasing out
the LHINs and will need to replace it with an infrastructure
and administrative process that does not duplicate the inequities that were produced by the former LHINs.

Call to Action
We feel that there needs to be a robust SOGIE health equity
strategy based on a population health approach. This could
be achieved through a three-pronged approach of research,
consultation and community mobilization. Our review of
the literature suggests that more research on SOGIE and
the social determinants of health for the LGBTQ+ community would be beneficial, as would ensuring better research
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tools with accurate and inclusive definitions and categories.
Although sexual orientation is sometimes included in the
‘list’ of SDH, we question whether the current health literature and policy environment adequately address SOGIE as
an SDH. Even experts in SDH research continually neglect
SOGIE, sometimes subsuming sexual orientation under the
concept of gender (Mikkonen & Raphael, 2010; Raphael
et al., 2020). This heteronormative viewpoint contributes
to the invisibility of the health disparities faced by the
LGBTQ+ community. Conflating gender and SOGIE also
occludes the debates and experiences of fluid sexualities.
Our research shows that when the LHINs made the effort
to consult the LGBTQ+ community, they improved their
understanding of health disparities. However, for meaningful consultation to occur and for representation within
a population approach, a concerted effort must be made on
the part of the government to reach out to and connect with
LGBTQ+ communities (activists, service providers, academics), doing work on LGBTQ+ health issues that are not
necessarily restricted to HIV/AIDS/STIs. Such a consultation was undertaken at the federal level (House of Commons Canada, 2019), yet the results fell short of a nuanced
understanding of LGBTQ+ health issues (Mulé, 2020), and
was not as localized as the focus here. Government must
also be cognizant of focused attention on smaller and/or
rural communities where LGBTQ+ presence and resources
may be more limited. By engaging in a focused outreach
attempt, the government would more consistently be aligning LGBTQ+ health issues with the Ontario Human Rights
Code and its inclusion of sexual orientation and gender
identity and expression in areas such as service provision
(OHRC, 2020). That said, given the limitations of a strictly
human-rights approach, LGBTQ+ communities will also
have to mobilize to prioritize the broad health issues being
experienced and to communicate them with government
along with recommendations for redressing. A more inclusive process of health policy development between the government and the LGBTQ+ communities will better examine
the issues, determine equitable responses and develop meaningful interventions. The community has a rich and fruitful
history of mobilization (including in response to HIV/AIDS)
to draw from and needs to rekindle the activism of the past
to address the broad health and wellbeing issues of SOGIE
communities.

Conclusion
This study adds to the growing body of scholarship on
the health inequities experienced by LGBTQ+ community members. In particular, this study’s comparative thematic content analysis conducted on the 14 LHIN websites
in 2009 and 2017 suggests that there is meagre Ministry
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content which adequately incorporates and reflects a SDH
approach. The findings in conjunction with the extant literature suggest that healthcare policies, programs and services
need to shift beyond a purely HIV/AIDS focus and apply
a more expansive understanding of health and well-being,
which is inclusive of diverse identities and experiences of
LGBTQ+ individuals. One of the key recommendations
urges the federal government to create a population specific
approach to support the unmet and inequitable health care
needs of LGBTQ+ communities that in turn would influence
provincial and territorial administration of health care to
these populations.
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