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Highlights

•	 Population health status reporting 
is a core public health practice, but 
in Canada it does not tend to 
explicitly describe health inequi-
ties or make recommendations for 
action to improve health equity.

•	 This project used a unique collab-
orative learning circle approach to 
examine how to better integrate a 
focus on health equity in pop
ulation health status reporting 
processes.

•	 The result of the project is an 
action framework that puts knowl-
edge mobilization at the centre to 
support the implementation of a 
population health status reporting 
process that is more likely to result 
in action to improve health equity.

health function of surveillance and the 
common practice of population health sta-
tus reporting (PHSR). By assessing and 
reporting on health inequities, including 
effective strategies to reduce these inequi-
ties, the argument has been made that 
public health organizations are more 
likely to take action and be better able to 
support others to collaborate to decrease 
health inequities.7 

We went looking for population health 
status reports in Canada that demonstrate 
the effective integration of health equity 
issues and the social determinants of 

Abstract

The National Collaborating Centres for Public Health (NCCPH) collaborated on the 
development of an action framework for integrating equity into population health status 
reporting. This framework integrates the research literature with on-the-ground experi-
ence collected using a unique collaborative learning approach with public health practi-
tioners from across Canada. 

This article introduces the Action Framework, describes the learning process, and then 
situates population health status reporting (PHSR) in the current work of the public 
health sector. This is followed by a discussion of the nature of evidence related to the 
social determinants of health as a key aspect of deciding what and how to report. 
Finally, the connection is made between data and implementation by exploring the con-
cept of actionable information and detailing the Action Framework for equity-integrated 
population health status reporting. The article concludes with a discussion of the impor-
tance of putting knowledge mobilization at the core of the PHSR process and makes 
suggestions for next steps. The purpose of the article is to encourage practitioners to 
use, discuss, and ultimately strengthen the framework.
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of health, knowledge mobilization

Introduction

Describing differences in health status 
between and within populations or groups 
is central to population health status 
reporting in Canada.1 However, we are 
particularly interested in differences in 
health status that can be judged as sys-
tematic, unfair and avoidable. These dif-
ferences in health outcomes are often 
described as social inequalities, or inequi-
ties, and are rooted in unequal power rela-
tionships and structures across societies.2,3 
In order to address inequities and improve 
health equity, we must therefore take col-
laborative action to improve the social 
determinants at the root of the health 

disparity, which include a range of social, 
political and economic factors.4 This is at 
the heart of an equity-integrated popula-
tion health status reporting process.

The public health sector has a number of 
roles in addressing the social determinants 
of health and improving health equity.5 

The role we focus on in this article is 
‘assess and report’. Reporting purposefully 
on differences in health status between 
socio-economic groups, rather than 
adjusting for the effect of this difference 
on health status, has been identified as a 
promising practice for improving health 
equity.6 Purposeful reporting of health 
inequities leverages both the core public 
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health and found they were not common. 
When we did find them, there did not 
seem to be a consistent or standard 
approach.8-11 This led us to ask: What does 
the effective integration of health equity 
look like in a PHSR process? What do we 
need to pay attention to in order to do it 
well? How does such a process contribute 
to action on the social determinants of 
health to improve health equity? While 
exploring these questions we developed 
the Equity-Integrated Population Health 
Status Reporting: Action Framework,12 an 
action framework for the PHSR process 
that we thought might help to guide pub-
lic health organizations in their work of 
‘assessing and reporting’ in a manner that 
would drive action on the social determi-
nants of health and health inequity. 

This article introduces the Action Framework 
and provides the context for its develop-
ment. We start by briefly describing our 
learning process, and then situate PHSR in 
the work of the public health sector. This 
is followed by a discussion of the nature 
of evidence related to the social determi-
nants of health as a key aspect of deciding 
what and how to report. Finally, we make 
the connection between data and imple-
mentation by exploring the concept of 
actionable information, and then intro-
duce our Action Framework for equity-
integrated PHSR. We conclude with a 
discussion of the importance of putting 
knowledge mobilization at the core of the 
PHSR process and make suggestions for 
next steps.

Methods: our framework 
development process

Our learning process was led by the 
National Collaborating Centre for the 
Determinants of Health (NCCDH), one of 
six national collaborating centres for pub-
lic health established in 2005 to strengthen 
knowledge translation and exchange for 
public health in Canada.13 A learning cir-
cle of health equity champions from 
across Canada was established by the 
NCCDH, representing a diversity of per-
spectives from ten different public health 
organizations (such as program managers, 
medical health officers, policy analysts 
and epidemiologists from health units/
regional health authorities, and provincial 
public health departments) and universities 

(researchers specifically). They were tasked 
with identifying and exploring the core 
issues associated with integrating health 
equity into population health status 
reporting, and identifying promising prac-
tices in the Canadian context. This 
resulted in the Learning Together Series,14 

a collection of documents describing the 
learning circle process and the key ques-
tions explored during each meeting of the 
circle. This became the foundation for a 
collaboration with the other five NCCPH 
centres to develop the Equity-Integrated 
Population Health Status Reporting: Action 
Framework.12 This Action Framework was 
developed and refined through interviews 
with ten key stakeholders at local, provin-
cial and national levels in Canada. 
Iterations of the Action Framework were 
also presented and discussed during 
workshops at three Canadian public 
health conferences* and a webinar.†  
Feedback from over 100 public health 
practitioners attending these events was 
collected via notes of the proceedings and 
evaluations, and used to inform the final 
version of the framework. 

Results: production of an equity- 
integration population health 
status report

What is a population health status report?

The six core functions of public health in 
Canada include: population health assess-
ment, health promotion, disease and 
injury control and prevention, health pro-
tection, surveillance, and emergency pre-
paredness and epidemic response.15,16 All 
levels of government (federal, provincial, 
territorial and their delegated authorities 
including regional health authorities) per-
form some or all of these functions. All 
governments appoint a chief public or 
medical health officer to provide leader-
ship to their public health efforts in their 
respective jurisdictions,15 with the legisla-
tion and roles varying somewhat across 
provinces and territories. 

Reporting is not a core function but is an 
essential tool for fulfilling the public 
health mandate across the six core func-
tions. In a summary of the structural pro-
file of public health in Canada, the 
National Collaborating Centre for Healthy 
Public Policy found that the mandate to 

report on population health assessment 
and surveillance (as the key functions 
most relevant to population health status 
reporting) varied across jurisdictions. At 
the federal level “[t]he Chief Public Health 
Officer shall, within six months after the 
end of each fiscal year, submit a report to 
the Minister on the state of public health 
in Canada.”17 An example from the pro-
vincial level comes from British Columbia 
(BC), where the BC Public Health Act 
stipulates that population health assess-
ment is mainly the responsibility of the 
Provincial Health Officer (PHO). At the 
regional level, an example from Manitoba 
positions population health assessment as 
a public health function that is partially 
assumed on the regional level with some 
of its components instituted by the 
Regional Health Authorities Act.17 

Integrating the concept of equity

For our project, we used a definition of 
equity-integrated population health status 
reports to include “any instrument that 
uses existing scientific and local knowl-
edge to inform decisions, improve health 
programs, and reduce health inequities.”1,p.2 
Population health status reports generally 
include surveillance and other data, and 
tend to be used to highlight specific public 
health issues or topics.1 Having said that, 
one of the challenges of examining health 
equity in the context of a population 
health status report is that there is no 
standardized format, content or process 
for this report. If we consider PHSR at the 
broadest level to be a type of population 
health assessment, we can frame it within 
the larger context of health knowledge 
(Figure 1).18 Based on this, a population 
health status report can be understood as 
a product (e.g., print document, electronic 
file, or webpage) that provides an assess-
ment of the health of the population and 
generates actionable public health knowl-
edge. It is based on the same multiple 
data sources that inform both public 
health surveillance and public health 
research (Figure 1).18 

Characterizing the assessment process and 
its objectives

Information about how to undertake an 
effective and actionable population health 
status reporting/assessment process is 

* Public Health Association of British Columbia Annual Conference (PHABC), Vancouver, BC, November 2013; The Ontario Public Health Convention (TOPHC), Toronto, ON, April 2014;  
Canadian Public Health Association Annual Conference (CPHA), Toronto, ON, May 2014.
† Hosted by CHNET-Works!, March 2014.
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recommendations for action.21 With respect 
to action on the social determinants of 
health, this second “external” audience is 
critical. Health equity is determined by 
social factors related to broad public pol-
icy, norms and values—most of which are 
outside the influence of the health sector. 
Therefore, if the information is only 
actionable by the public health sector, it 
will be insufficient to reduce systemic 
health inequities.

Our learning circle of public health practi-
tioners and researchers came to the con-
clusion that a successful report is one that 
is used. What makes the information in 
the report actionable is the critical consid-
eration for how to best integrate health 
equity into a population health status 
report. What we learned from public health 
practitioners across Canada is that, in 
order to ensure a report is used, we need 
to attend to the format and content of a 
population health status report, as well as 
how we engage with stakeholders in the 
community as part of the data gathering 
and reporting process. 

We will more closely examine engagement 
as a key principle of PHSR, but first we 
need to apply an equity lens to what is 
considered valid evidence for a population 
health status report.

The evidence base for “health inequity” as 
a public health issue and area for action

The evidence base for health inequity as a 
public health issue and area for action is 
growing; helped considerably by the 
establishment of the World Health 
Organization (WHO) Commission on 
Social Determinants of Health (CSDH). 
One of the CSDH knowledge networks 
created a guide for constructing the evi-
dence base on the social determinants of 
health, including six conceptual and theo-
retical problems.22 One of the most impor-
tant points they make for translating 
knowledge about health inequities into 
action is that evidence on its own does 
not ensure success or provide an impera-
tive for action. It needs refinement and 
engagement of all the players involved in 
generating evidence, turning it into policy, 
and turning policy into action and prac-
tice. The guide concludes with a recogni-
tion that—although we know a lot about 
the social factors that affect health—what 
is known is not universal in its applicabil-
ity. What is known “… must therefore be 
read through a lens which deals with its 

In our review of public health reports 
across Canada, we found that the intended 
purpose of any particular report was con-
text/topic specific and could include any 
or all of: a)  a program/service focus 
around improving accountability and 
assessing quality/effectiveness; b) a popu-
lation focus to assess changes in health 
status over time and across geographic 
regions; and c) a health disparity focus to 
identify or quantify health differences 
between groups.21 We concluded that the 
evidence-based and public nature of pop-
ulation health status reports, while not 
standardized or necessarily inclusive of 
equity issues, has helped them become a 
key building block for the construction 
and realignment of public health policies 
and programs.1 

However, there is a second audience of 
healthy public policy stakeholders outside 
of the public health sector (including 
other government departments, munici-
palities, and community organizations) 
that is often targeted by these reports, 
usually through the inclusion of cross-
sectoral intervention examples and 

hindered by the lack of established report-
ing and process guidelines. Community 
health assessment is a comprehensive 
community development approach, which 
is normally part of a larger community 
health improvement process.19 It is often 
led by community organizations in part-
nership with the health sector and is most 
commonly found in the United States.20 
Like community health assessment, popu-
lation health status reporting (PHSR) is 
both the activity and product of identify-
ing and prioritizing population health 
issues, and it varies according to the size 
and nature of the community, the lead 
organization or partners and their goals, 
the resources available and other local 
factors.20 However, PHSR as a process in 
Canada is led by the public health sector 
and is therefore more likely to be under-
taken as a method of generating action-
able information for the public health 
sector, not the wider community. As we 
shall explain, this presents a particular 
challenge for reporting on health inequi-
ties with the objective of generating action 
to improve the social determinants of 
health.

FIGURE 1 
Public health surveillance in the larger context of health knowledge
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Source: Lexicon, definitions, and conceptual framework for public health surveillance.18,p.13



119 Health Promotion and Chronic Disease Prevention in Canada 
Research, Policy and PracticeVol 38, No 3, March 2018

the health research and policy agenda, the 
evidence base that is used, and the social 
actors who are deemed expert enough to 
participate in these decisions. As a result, it 
is the process of developing and using indi-
cators of health equity/inequities that cre-
ate opportunities for new healthy and 
equitable governance.38 This is reinforced 
in the WHO Europe report on governance 
for health equity,43 where they recommend 
equity and health equity as essential mark-
ers of a fair and sustainable society, requir-
ing evidence and analysis connected to 
broad sectoral goals and joint assessment 
methods across sectors and stakeholders. 

For public health institutions, using indi-
cators to shape policy and drive action to 
improve health equity requires capacity to 
move beyond traditional indicators and 
engage with a broad range of stakeholders 
in non-traditional ways. It is important to 
recognize that

[t]raditional indicators that measure mor-
bidity and mortality tend to either place 
responsibility for improving health on the 
medical or public health communities or 
on vaguely identified institutions such as 
the economy, education, or built environ-
ment. The result is an overemphasis on 
medical and public health solutions 
while failing to articulate the specific 
institutions and policies that might need 
to change to promote greater health 
equity.38,p.5 

A community-engaged approach to PHSR is 
critical for integrating health equity in a 
manner that informs the development and 
delivery of public health programs and ser-
vices, but also drives intersectoral action on 
health inequity. This requires that the pub-
lic health sector move beyond traditional 
monitoring and surveillance approaches 
and not be limited to population health sta-
tus defined by aggregating individual-level 
health data. Given that evidence is never 
free of values, if we do not apply an equity 
lens to collecting, analyzing and synthesiz-
ing evidence, we run the risk of ignoring 
systemic power and oppression issues 
potentially embedded in population health 
status measures. 

By adopting a community-engaged approach 
to the ‘assess and report’ role, the public 
health sector can benefit from the power of 
PHSR to blend evidence with values—in 
this case values of equity and fairness. A 
community-engaged approach to PHSR 

particularly change over time for groups 
who have been traditionally marginalized 
and oppressed (e.g. people with disabili-
ties, members of the LGBTQ community). 
We can also see these challenges in the 
poor quality and lack of Indigenous health 
information in Canada, the United States, 
New Zealand and Australia. Only recently 
have health surveys in Canada and else-
where made it possible for people to self-
identify as Indigenous, allowing analysts to 
better understand health inequities for 
Indigenous people living off-reserve and in 
urban settings. Finally, causal pathways 
between interventions and impacts on 
health inequities are not clearly under-
stood,22 making it difficult to know how 
and what data to collect as part of standard 
program evaluations. All of this has 
impeded “… the strategic implementation 
of evidence-based public health interven-
tions aimed at preventing avoidable 
mortality.”39,p.644 

In Canada, data associated with First 
Nation, Inuit and Métis populations are 
often not available, incomplete, culturally 
inappropriate, and impacted by fundamen-
tal power and control issues, including 
jurisdictional arguments among different 
levels of government.40,41 There have been 
attempts to overcome these challenges, for 
example through the work of the First 
Nations Information Governance Centre 
(FNIGC). The FNIGC has worked to put 
communities at the heart of the population 
health status reporting process by develop-
ing the First Nations Regional Health 
Survey (RHS). This has given communities 
control over the PHSR process, including 
decisions about participation, choice of 
indicators, ownership of data and the infor-
mation reported.42 However, this is only a 
first step as the First Nations RHS does not 
include the large number of Indigenous 
people living in urban settings across 
Canada or other Indigenous groups (e.g. 
Métis people).

Engagement and actionable health 
information

Corburn and Cohen make the case that 
“drafting, measuring, tracking, and report-
ing of indicators can be viewed not as a 
technical process for experts alone, but 
rather as an opportunity to develop new 
participatory science policy making, or 
what we call governance.”38,p.2 They refer 
to governance not just of formal institu-
tions, but also “norms, routines and prac-
tices” that help shape issues that get onto 

salience, meaning and relevance in par-
ticular local contexts.”22,p.218 This under-
scores the importance of engaging those 
who understand the local context in the 
process of gathering, analyzing and 
reporting data on population heath status 
in order to effectively integrate health 
equity considerations.

There are a number of population health 
status reports in Canada that have tackled 
the conceptual challenges in different 
ways in order to effectively integrate a 
health equity lens.8-11,23-26 These reports 
share the distinction of being explicit 
about their focus on equity and intention 
to drive action to improve health equity, 
and referencing the collaborations and 
consultations with both organizations and 
citizens that were necessary to produce 
the reports. However, these reports do not 
share a standardized approach, and most 
are one-time-only reports making it diffi-
cult to track change over time and evalu-
ate their collective impact on reducing 
health inequities. Notable exceptions to 
the one-time-only reports are the Toronto 
Unequal City reports from 2010 and 2015,11 
and the Community Health Assessments 
from Brandon 2004, 2009, and 201523 and 
Winnipeg 2004, 2009-10 and 2015.26

Part of the challenge of tracking change 
over time has been the diversity of mea-
sures and indicators used to assess and 
monitor health equity. This challenge has 
been of particular interest over the past 
decade or so in Canada, resulting in collab-
orative equity indicator development pro-
cesses,27,28 the development and application 
of a variety of socio-economic deprivation 
indices29-31 and an equity indicator trend 
report.32 Epidemiologists continue to dis-
cuss the best methods to measure and 
track health equity and inequity,33-36 but 
some argue that it is not the quality of the 
measures that are the issue, but establish-
ing agreement on which indicators to use 
and encouraging consistent collection and 
reporting over time.37,38 

There continue to be significant conceptual 
and methodological issues that create bar-
riers to accessing appropriate and high-
quality data. For example, administrative 
health data do not normally include 
income, ethnicity, employment and educa-
tion data that would allow us to disaggre-
gate population data in a manner that 
would support a health equity assessment. 
This makes it very difficult to look at differ-
ences in health status between populations; 
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The Action Framework draws from two 
similar evidence-driven frameworks: the 
Evidence informed public health model from 
the National Collaborating Centre for 
Methods and Tools (NCCMT)44 and the 
Action Cycle developed by the Robert Wood 
Johnson Foundation (RWJF).45 A brief sum-
mary of our framework is provided here, but 
a complete description—including promis-
ing-practice examples—can be found in the 
document Equity-Integrated Population 
Health Status Reporting: Action Framework12 
available from the NCCDH website. 

Knowledge mobilization

The knowledge mobilization core of the 
framework is the foundation for the essen-
tial knowledge synthesis, translation and 
exchange that happens throughout the 
PHSR process. It is specific to the intended 
users of the framework (intersectoral com-
munity leadership) and is based on a 

less common, there are increasing numbers 
of examples in Canada.9,11,24 

Orientation to action

We are proposing a PHSR framework that 
is oriented to action, putting equity-
informed knowledge mobilization at the 
core and surrounded by population health 
status reporting steps, as depicted in 
Figure 2. Although improved equity in 
population health status is the intended 
long-term outcome, the framework is 
unique in that it includes outcomes to 
ensure “the community is better equipped 
to take action to address health equity 
issues”12,p.9 and therefore puts local inter-
sectoral leadership at the very centre. The 
framework also identifies roles and spe-
cific outcomes for each of the three core 
stakeholder groups as a result of engaging 
in this process, including public health, 
community partners, and researchers.

makes these values explicit in evidence and 
increases the potential of the evidence to be 
actionable. The Action Framework identifies 
three essential components guiding the 
engagement process for equity-integrated 
PHSR, including communicate, collaborate, 
and apply a health-equity values lens12 (see 
the “knowledge mobilization core” in 
Figure 2).

Discussion: an action framework 
for PHSR

In traditional population health status 
reports, the knowledge to action process 
emphasizes evidence and concludes with a 
summary of health status. In reporting pro-
cesses oriented to action, however, the 
knowledge mobilization approach com-
bines research knowledge with other types 
of knowledge and turns them into policy 
recommendations to drive practice. Although 
this action-oriented approach to PHSR is 

FIGURE 2 
Equity-Integrated Population Health Status Reporting: Action Framework

Source: Summary – Equity-Integrated Population Health Status Reporting: Action Framework.49,p.2

B. REPORTING PROCESS/STEPS
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As a side note, the one step in the process 
that we were unable to find a promising 
practice for is the ’evaluate‘ step. One of 
the challenges around evaluating out-
comes such as the impact of policy 
changes is the long-term nature of the 
process. As Hilary Graham has pointed 
out, this has an impact on political com-
mitment to greater health equity, which 
“… may quickly wane, particularly if the 
policy changes … prove insufficient to 
secure a narrowing of inequalities … 
within the short time periods that govern-
ments typically set for their policy 
goals.”46,p.475 Through our consultation 
process we learned from some informants 
that they are either evaluating or planning 
to evaluate their PHSR activities, but we 
were not able to document concrete exam-
ples. As a next step in developing the 

good examples of collaboration and com-
munication practices around health equity 
and PHSR. 

Steps for developing and implementing 
reports

The ‘reporting process/steps’ in our frame
work include seven steps for developing 
and implementing PHSR. Each step 
includes key questions to guide activities 
to ensure the right structures are imple-
mented to support the work of the equity-
integrated PHSR process (see Box 2). Just 
as we did for the knowledge mobilization 
core of the framework, we identified a 
number of promising practices in associa-
tion with one or more of the seven steps 
of the reporting process. These can also be 
found in the Action Framework document.12 

collaborative approach that integrates 
health equity throughout. It includes three 
main elements related to where, who, and 
how (see Box 1). Concrete examples of 
strong knowledge mobilization for an 
equity-integrated PHSR approach in 
Canada and internationally can be found in 
the Action Framework document.12 These 
include reports that apply an explicit health 
equity lens, as well as those that provide 

Where – a PHSR process can be done at 
any level: local, regional, or national. At 
each level there are different people, 
organizations, political cultures, and 
available data. Ultimately, however, the 
community context and local issues 
inform the reporting process, and are 
impacted by it as part of the larger 
system(s). Over time, the community is 
better equipped to take action to address 
health equity issues, and the outcome is 
improvement in health equity within the 
local community context.

Who – the primary actors in a strong 
equity-integrated population health sta-
tus reporting process are the public 
health sector, community partners, and 
researchers; a process led by any actor 
alone is less likely to result in action. 
The capacity for leadership and action 
of each is critical to being able to effec-
tively integrate health equity into a 
PHSR process. The public health sector 
is essential in implementing PHSR, and 
public health actors and advocates are 
well positioned to provide leadership for 
an effective PHSR process. Community 
partners (including government, com-
munity organizations and other grass-
roots leaders) are critical throughout 
the entire process, and researchers 
working in a variety of settings and dis-
ciplines are important at different 
points in the process.

How – There is no ‘one size fits all’ 
approach to mobilizing knowledge in a 
PHSR process. However, there are princi-
ples that are essential to apply through-
out the process, which have been 
captured in the framework as a series of 
questions that must be considered. These 
questions can be clustered into three 
groups: a) Apply a health-equity-values 
lens, b) Collaborate, and c) Communicate.

1.	  Prepare - Who needs to be part of the process? What are the key questions and 
issues/problems? In what ways are equity values integrated into our investigation 
questions?

2.	  Search - What is the best way to find the relevant research evidence? What indica-
tors will help us answer the research question? What other data are available? Do 
we need to develop a plan to collect additional data?

3.	  Assess - What are the data sources and the quality of the data? What limitations 
are inherent in the sources and data? Is there evidence available from other quan-
titative, qualitative or participatory research that can be used to complement the 
data? How do research approaches, data collection and analysis integrate health 
equity values? Do the various indicators adequately measure both assets and defi-
cits? How well are population demographics disaggregated by geographic, eco-
nomic and social characteristics?

4.	  Synthesize and adapt - How can we synthesize, adapt and integrate different types 
of evidence to paint a more complete picture of inequities? What recommenda-
tions can we make for practice based on the available evidence? How are health 
equity values integrated into our recommendations? How do the recommenda-
tions relate to the local context?

5.	  Report - Who is our audience and what is the best way to communicate what we 
have learned?

6.	  Implement - How can we frame the findings so that they engage everyone? What 
is the best way to explore potential actions, spanning from community mobiliza-
tion to policy development? How can we collaborate to implement these potential 
actions?

7.	  Evaluate - How well did the PHSR process contribute to achieving our organiza-
tional goals for the report, where improved equity is included and integrated 
among those goals? In what ways did increased community capacity to take action 
on the social determinants of health and health equity result from the process?

Source: Adapted from Summary - Equity-Integrated Population 
Health Status Reporting: Action Framework.49,p.3 Source: Adapted from: Equity-Integrated Population Health Status Reporting: Action Framework.12,p.35

BOX 1 
Knowledge mobilization core

BOX 2 
Key questions for each of the seven steps of the equity-integrated PHSR process
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own PHSR processes to improve health 
equity in their communities. 
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