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• Broadening future injury prevention efforts 

to also examine broader socioeconomic 

conditions alongside more proximal 

indicators associated with severe burn 

injury is likely to be more effective thann 

targeting individual behaviour alone.

• Nathaniel Bell, Burns, 2009, 35.
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There are significant – but not 

insurmountable  -- barriers to 

having a social determinants of 

health perspective adopted



Barriers to Addressing SDOH

Forms of Knowledge

Individualism in Health

Dominant Political Ideologies



Forms of Knowledge/Inquiry

• Instrumental (or positivist) knowledge is developed through 

traditional scientific approaches.  It is concerned with controlling 

physical and social environments (e.g., epidemiological, 

statistical methods).

• Interactive (or idealist) knowledge is derived from sharing lived 

experiences.  It is concerned with understanding and the 

connections among human beings (e.g., ethnographic, 

qualitative methods).

• Critical (realism) knowledge is derived from reflection and 

action on what is right and just. It is concerned with raising 

consciousness about the causes of problems and means of 

alleviating them (e.g., structural, materialist analysis).
• Wilson, J. (1983). Social Theory. Englewood Cliffs NJ: Prentice Hall.

• Park, P. (1993). What is participatory research? In P. Park, M. Brydon-Miller, B. Hall & T. 

Jackson (Eds.), Voices of change: Participatory research in the USA and Canada. Toronto: 

OISE Press.



Scientific (positivistic) Knowledge is 

Privileged above others

• Quantitative (a problem)

• Individualized (a larger problem)

• Non-normative (an even larger problem)

• De-politicized (a profound problem)

• See Raphael, D., & Bryant, T. (2002). The 
limitations of population health as a model for a 
new public health. Health Promotion International, 
17, 189-199.



What does de-politicized mean when talking 

about the social determinants of health?

• Assuming that individuals’ behaviours, 

health, and well-being exist independently 

of the society in which they live

• Neglect of political and economic forces 

shaping the distribution of resources

• Emphasis on knowledge creation, 

dissemination, translation, and exchange 

rather than building social and political 

movements in the service of health



Individualism in Health
• “With exceptions, few decision makers examine the 

relationship of inequalities in health status to racism or 
social, political, and economic inequality. None suggest 
the need for major political and economic transformations 
to eliminate health inequities. 

• Many analysts and policymakers instead focus on 
symptoms and treatments, microanalysis of individual risk 
factors, and changing people’s behavior and lifestyles, 
not conditions or places.

• They present options primarily through a biomedical 
model and remedial solutions, mostly associated with 
health care, rarely stressing social transformation.” 
(Hofrichter, 2003, p. 25).

• Hofrichter, R. (2003). The politics of health inequities: Contested terrain. In Health 
and Social Justice: A Reader on Ideology, and Inequity in the Distribution of 
Disease (pp. 1-56). San Francisco: Jossey Bass.









National Survey of Canadians

• If you had to identify the three most 

important things that contribute to GOOD 

health, what would they be?

• Diet/nutrition  82%

• Physical activity 70%

• Proper rest 13%

• Not smoking 12%



Dominant Political Ideologies

• “It is profoundly paradoxical that, in a period 
when the importance of public policy as a 
determinant of health is routinely 
acknowledged, there remains a continuing 
absence of mainstream debate about the ways 
in which the politics, power and ideology, which 
underpin it influences people’s health.”

• Bambra, C., Fox, D., & Scott-Samuel, A. (2005). 
Towards a politics of health. Health Promotion 
International, 20(2), 187-193.



What is the central institution in 

Canadian Society – in terms of 

shaping the distribution of 

resources?

• The state (government)?

• The family?

• The market?



Source: Saint-Arnaud, S., & Bernard, P. (2003). Convergence or resilience? A 

hierarchial cluster analysis of the welfare regimes in advanced countries. Current 

Sociology, 51(5), 499-527.



Lessons from Abroad





Figure 1. Infant Mortality Rates/1000 in OECD Nations, 2005
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Source: Adapted from Organisation for Economic Cooperation and Development (2007). Health at a Glance 2007, OECD 

Indicators, Figure 2.8.1, p. 35. Paris: OECD.
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Figure 3. Child Poverty in Wealthy Nations, Mid-2000s
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Distribution and Poverty in OECD Nations, Table 5.2, p. 138. Paris: OECD.
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Union Density, Collective Agreement Coverage and Child 

Poverty, Early 00's (coverage rates) and Mid 2000s (poverty 

rates)
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p.154.



Union membership and collective 

agreement coverage  r=.52 

Union membership and child 

poverty r= -.77

Collective agreement coverage and 

child poverty r=-.40 

n=18 nations 
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Figure 2: Total Public Expenditure as % of GDP, OECD Nations, 2003
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The Analysis of Power and 

Influence



Poor SDOH are an Unfortunate 

By-Product of Change 

Therefore, we should try to 

convince policymakers to improve 

the SDOH.
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Figure 13.3: Policy Priorities of Canadian Food Banks

Source: From Hunger Count 2005: Time for Action (p. 27), by the Canadian 

Association of Food Banks (CAFB), 2005. Toronto: CAFB.

Advocate, Lobby, and Convince Policymakers



But little appears to be 

happening.

Maybe…



Poor SDH Reflects an Imbalance of 

Power 



Business

Sector  

Influence

Civil 

Society 

Including 

Labour 

Influence

Balance: The Post-World War II Consensus 1945-1975



Imbalance: 

The Post-1975 Scene



Therefore, we need to educate and 

organize Canadians to force

policymakers to improve the SDOH



One Way Forward:

Health Assessment







The Real Way Forward: 

Public Education







thecanadianfacts.org



An Opening in Atlantic 

Canada











But in the end, 

maybe it comes down to:





Table 1. Federal Party Positions on Issues Identified by Campaign 2000 as Essential to Eliminating 

Child Poverty

“Yes” indicates party position meets Campaign 2000 policy recommendation 

“Partial” indicates party position partially meets Campaign 2000 policy recommendation 

“No” indicates party makes no commitment that meets Campaign 2000 policy recommendation 

ISSUE CPC LIB NDP BLOC

Increase Canada Child Tax Benefit to $4,900/child

by 2007 & end clawback from families on social assistance No No Yes No*

Commit to key principles (quality, universal, accessible 

& developmental programming) for child care system No Yes Yes No* 

Introduce legislation to secure early learning & child care 

as permanent social program No No Yes No* 

Increase federal funding for a national public system of 

Early Learning & Child Care No Yes Yes Yes

Commit to increase social housing & increase funding 

by $2 B/year No Partial Yes Yes

Raise the federal minimum wage to $10/hour No No Yes No*

Restore eligibility for Employment Insurance No No Yes Yes

Increase funding for post-secondary education No Partial Partial Yes 

Source: Adapted from Addressing Child and Family Poverty in Canada: Where do the Parties Stand? (p. 2),

by Campaign 2000, 2006. Toronto: Campaign 2000. Available at www.campaign2000.ca/act/06fedelec/

c2000_election06partypositionsummary.pdf.



Source: Campaign 2000 (2008). www.campaign2000.ca/FullPartyGridElection008.pdf



Degree of Proportional Representation

% of GDP in 

Transfers

Source: Alesina, A. & Glaeser, E. L. (2004). Fighting Poverty in the US and Europe: A World 

of Difference. Toronto: Oxford University Press



• The growing gap between rich and poor has not been ordained 
by extraterrestrial beings. It has been created by the policies of 
governments: taxation, training, investment in children and their 
education, modernization of businesses, transfer payments, 
minimum wages and health benefits, capital availability, support 
for green industries, encouragement of labor unions, attention 
to infrastructure and technical assistance to entrepreneurs, 
among others. 

• In the U.S., government policies of the past 20 years have 
promoted, encouraged and celebrated inequality. These are 
choices that we, as a society, have made. Now one half of our 
society is afraid of the other half, and the gap between us is 
expanding. Our health is not the only thing in danger. They that 
sow the wind shall reap the whirlwind. 

• Source: Montague, P. (1996). Economic Inequality and Health. Rachel's Environment 
& Health Weekly #497. Annapolis, IN: Environmental Research Foundation.

The Alternative
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