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Abstract

The 2008 final report of the WHO’s Commission on Social Determinants of Health
(SDOH) marked a watershed in the history of the SDOH for bringing together decades of
evidence and theory on the social causes of illness from the diverse health research landscape.
Yet, a rich history predates this and other contributions (e.g., 1974 Lalonde Report) that are
widely credited as the start of the SDOH approach. This history is revealed through casting the
contemporary interpretive lens of the SDOH onto the past.

I gained a nuanced understanding of the emergence and evolution of the SDOH in
Canada by analyzing the archives of the Canadian Public Health Association (CPHA) from 1910
to 2010. I applied a social history and critical public health perspective while exploring this data
using methods of thematic content analysis. To situate my findings with relevance to the
contemporary landscape of population and public health (PPH), I complemented my analysis of
archival sources with that of published and grey SDOH literature, print news articles, and oral
history interviews with PPH leaders.

My findings show that as a way of thinking, the SDOH approach is complex and diffuse.
This, coupled with the inherently political nature of the SDOH, presents challenges in terms of
communicating key messages of the SDOH to decision-makers and the public. Additionally, the
history of the SDOH is non-linear and changes alongside social, economic, and political events.
Economic recession and growth, for example, at times brought more and less urgency to act on
the SDOH within the Canadian PPH community. However, despite that ebb and flow, the
foundations of health equity and social justice have remained firm throughout the history of the
SDOH. These foundations, combined with the growth and increasing disciplinary coherence of

PPH, suggest that action on the SDOH will remain a core commitment of PPH.
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Preface
Explanation of manuscript-based thesis

A manuscript-based thesis is a collection of papers, first-authored by the student, that
form a cohesive program of research.(1) The intention of a manuscript-based thesis is to support
the career development of students, by encouraging them to publish manuscripts in peer-
reviewed journals during the course of their studies.(1) In this way, trainees are provided the
opportunity to experience the process and rigor of scientific peer review. Additionally, according
to the Department of Community Health Sciences, the completion of manuscripts versus
traditional dissertation chapters may potentially lead trainees to produce more practical and
useable results (e.g., by publishing findings and recommendations for certain research, practice,
or policy audiences).(1) I pursued a manuscript-based thesis to gain experience with the peer-
review and publishing processes, and to better position myself for future career options. First-
authored publications at this stage of my career indicate research productivity and, ideally, will
enhance my competitiveness as a candidate for future training and employment positions (e.g.,
post-doctoral fellowship, academic or non-academic research position). Six manuscripts
comprise my dissertation; as described in this preface, the manuscripts that constitute Chapters 3,
4, and 5 are published. The manuscripts that constitute Chapters 6, 7, and 8 are being prepared
for peer-reviewed submission.

Contribution of authors

I (Kelsey Lucyk) am the lead author of all manuscripts in this dissertation. My primary
supervisor, Lindsay McLaren, is the senior author of all manuscripts included in this dissertation.
I analyzed and interpreted the data and led the writing of each manuscript. Together we
conceptualized the manuscripts, critically revised them, and are accountable for this work —
except for Chapters 5 and 8, which I completed as single-author studies. My supervisory
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committee also contributed to the development of the manuscripts in this dissertation, and are
included as co-authors for the manuscripts presented in Chapters 6 and 7. All co-authors meet the
recommendations for authorship outlined by the International Committee of Medical Journal
Editors (ICMJE), outlined below:

1. Substantial contributions to the conception or design of the work; or the acquisition,
analysis, or interpretation of data for the work; and,

2. Drafting the work or revising it critically for important intellectual content; and,

3. Final approval of the version to be published; and,

4. Agreement to be accountable for all aspects of the work in ensuring that questions
related to the accuracy or integrity of any part of the work are appropriately
investigated and resolved.(2)

Specifically, Lindsay McLaren met the criteria 1 through 4 for Chapters 3, 4, 6, and 7. Frank W.
Stahnisch, my co-supervisor, and Margaret Russell and Loreen Gilmour, members of my
dissertation committee, met the ICJME criteria 2 through 4 for Chapters 6 and 7.

In this dissertation, I used the first person active voice. In Chapters 1, 2, and 9, the
chapters which contextualize the manuscripts, I refer to “my” work or what “I”” have done in
each chapter, even where these include the contributions of co-authors. I do this in reflection of
my dissertation as a single-authored piece of work. In Chapters 3 to 8, [ use “we” or “I” as
appropriate; “I” where it is a single-authored work, and “we” where it is a co-authored work.

Status of manuscripts

The permissions to reprint and include published manuscripts in this dissertation (i.e.,
Chapters 3 through 5) are in Appendices A through C. Permissions from co-authors to include

published and unpublished manuscripts in this dissertation are included in Appendix D. As
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indicated in the list below, the following manuscripts have been published, are under review, or

are being prepared for submission to peer review journals.

1.

Lucyk K, McLaren L. Is the future of “population/public health” in Canada united or
divided? Reflections from within the field [Commentary]. Health Promotion and Chronic
Disease Prevention in Canada 2017; 37(4) [In press].

Lucyk K, McLaren L. Taking stock of the social determinants of health: A scoping review.
PLOS ONE 2017;12(5): e0177306. Available from:

http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0177306

Lucyk K. They are not my problem: A content and framing analysis of references to the
social determinants of health within Canadian news media, 1993-2014. Canadian Journal of

Communication 2016; 41: 631-54. Available from: http://www.cjc-

online.ca/index.php/journal/article/view/3034

Lucyk K, Stahnisch FW, Russell ML, Gilmour L, McLaren L. Poverty and public health:
The ebb and flow of a social determinant of health, 1900s-2010s. [Unpublished. In the
process of preparing for submission to Critical Public Health]

Lucyk K, Stahnisch FW, Russell ML, Gilmour L, McLaren L. “For all those who need
them”: Efforts to secure equitable access to family planning services within the Canadian
public health community, 1960s-80s. [Unpublished. In the process of preparing for
submission to International Journal of Health Equity)

Lucyk K. “It’s a tradition of naming injustice”: An oral history of the social determinants of
health — Canadian reflections, 1950s-present. [Unpublished. In the process of preparing for

submission to Social Science & Medicine]
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Epigraph

Let us never reach the stage when we cannot abandon something when shown that it is
wrong or that it can be improved upon. We should not hesitate a moment when convinced the
time has come for change. [...]

Time passes. Life is short. Men come and go. Possibly it is too much to hope for that the
individual contribution of any one of us to the cause will be sufficient to be noticeable; but taken
in the aggregates, if we carry on, play the game, give the best that is in us [...it] may cause future
generations to adjudge that our labour has not been in vain.

Dr. Alexander James Douglas, Winnipeg Officer of Public Health
“Ways and Means in Public Health,” Canadian Journal of Public Health 1930;21(6):263-6
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Chapter One: Introduction and Literature Review

1.1 Overview

This dissertation is comprised of six manuscripts that aim to gain a comprehensive
understanding of the history of the social determinants of health (SDOH) in Canada since 1910.
The intent of this work is to gain insight into present issues and challenges facing the SDOH and
the scholarly and applied field in which it is currently nested, namely, population and public
health (PPH). The history of the SDOH spans many academic and professional disciplines, and
shares a past that overlaps with social and medical histories of public health and Canada. I use
this first chapter to situate my manuscripts in this broad history. In Section 1.2, I introduce my
conceptual approach, where I describe concepts key to this dissertation. Next, in Section 1.3 1
review literature pertinent to the history of the SDOH in Canada to identify existing gaps and
provide a rationale for this research, which is further discussed in Section 2.3. Finally, in Section
1.4 1 provide an outline for this dissertation and discuss how its manuscripts connect to one
another to form a history of the SDOH in Canada.
1.2 Conceptual approach
1.2.1 Population and public health

My conceptual approach to this research is principally informed by my graduate training
in the “population and public health” specialization of Community Health Sciences, which aims
“to train transdisciplinary researchers who can work with policy-makers, program administrators
and public health professionals” (1, p2) to identify and study the SDOH and evaluate
interventions to improve population health.

The field of population health is new to public health, as population health has only

formally entered Canadian health research and practice in the past three decades.(2-7) Population



health has been described variously as a perspective (i.e., the general discourse and umbrella
term that envelops population health as a research, framework, and approach), research (i.e.,
investigation into the health of populations, with consideration of social, cultural, and
environmental influences), a framework (i.e., ways of explaining research findings and their
implications), and an approach (i.e., ways of applying knowledge to public policy).(4, 8-11) The
Public Health Agency of Canada (PHAC) defines population health as “an approach that aims to
improve the health of the entire population and reduce health inequities among population
groups...[by acting] upon the broad range of factors and conditions” that influence our
health.(12) On the other hand, PHAC defines public health more functionally, as the “science
and art of promoting health, preventing disease, prolonging life and improving quality of life
through the organized efforts of society.”(7, p46) I expound on the differences and similarities
between population health and public health further in Chapter 3; however, some preliminary
distinction is necessary here for the purpose of contextualizing the content of this chapter. To this
end, population health may be considered as an academic field of inquiry, whereas public health
may be considered as a professional discipline and set of government functions with the legal
authority to protect and promote health, respond to emergencies, assess health and conduct
surveillance, and prevent disease and injury.(13)

Through conducting this research, I contended with the combined concept of PPH to
consider its meaning and how it fit with my work. I found it necessary to reflect on this meaning
because of my transitional role as a trainee and researcher trying to locate my position in this
new, interdisciplinary field. Consequently, the first manuscript of this dissertation (Chapter 3)
contemplates the nature of PPH and the degree to which it is united or divided as a research field.
I disclose that, as a PPH trainee, I support the idea of its existence as a combined research field
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and approach that incorporates public health, population health, and the activities of both fields
(i.e., health protection, health promotion, health surveillance, disease and injury prevention,
disaster response, and population health assessment, as well as population health research that
aims to produce knowledge on policy and program interventions within and outside of the health
sector to shift the distribution of health risk by addressing the SDOH).(7, 14) Personally, the
combined nature of PPH was an important draw for my entrance to this field. Having completed
undergraduate training in sociocultural anthropology and Canadian history, PPH offered a space
where I could pursue my research interests in social justice, health, public policy, and history, in
ways that were relevant to and grounded in public health sciences.

I refer to “population and public health” collectively in my dissertation where I wish to
acknowledge the shared historic overlap of both fields, their interdisciplinary communities, and
their complementary efforts to protect and promote health.(15) Referring to PPH in this
combined way is apt for a history on the SDOH, which incorporates implicit and explicit
histories of population health and public health. As shown throughout this dissertation, much of
the history of the SDOH in Canada predates the formal emergence of population health, even
though efforts to address what are today known as the SDOH have historically maintained key
themes within population health, such as concern with reducing health inequities through
upstream actions. I use the terms separately (i.e., “population health” and “public health”) where
historically appropriate, particularly in Chapters 6 and 7, where the timeframe of analysis
predates the emergence of PPH.

1.2.2 Social determinants of health

In research, theory, and practice, the SDOH approach is nested within the academic field

of PPH as a way of understanding the root causes of health and illness in populations. As defined
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in the constitution of the World Health Organization (WHO), health is not merely the absence of
disease, but also a state of complete physical, mental and social well-being.(16) The SDOH
impact well-being, defined in this holistic way, and refer to the complex set of social, economic,
and political conditions (e.g., employment, gender, income) in which people live their daily
lives, grow, work, and age.(12, 17-19) Inequities in daily living conditions may result from the
unfair distribution of money, power, and resources in society and the policies, practices, and
social norms of society that tolerate or promote this distribution.(20) For example, an urban
planning policy that allows for neighbourhood sprawl without ensuring affordable housing,
public transportation, or local amenities for residents may affect individuals’ ability to secure
housing, work, food, and access to other services.(20) Such inequities shape the health of
individuals, communities, and jurisdictions.(17, 18)

On the one hand, the SDOH may be considered a theory for its explanatory power in
describing the mechanisms through which social, economic, and political factors influence
health. Theories organize “sets of concepts to define and explain phenomena.”(21, p286)
Theories underpin the entire research process by informing study design, methodology, data
analysis, and the interpretation of findings.(21) Importantly, theories justify courses of action,
thus have implications for policies and practices aimed at improving population health. On the
other hand, the SDOH may also be considered more broadly as an approach. Used in this
context, an approach refers to a way of dealing with some topic or issue, such as when discussing
the qualitative research approach. Both the SDOH approach and qualitative research approach
aim to understand the ‘what’ and ‘how’ of complex phenomena in society.(22) Specifically, the
SDOH approach seeks to understand the systematic conditions that create health inequities,
which — as mentioned above — refers to the unequal distribution of money, power, and resources
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in society. Throughout this dissertation, I refer to the SDOH as an approach to represent its
diverse conceptualizations as a concept, theory, approach, research field, and perspective (see
Chapter 8). In this section, I use to the terms ‘theory’ and ‘approach’ interchangeably to avoid
repetition when discussing theories on the explanatory pathways of the SDOH.

As shown in Chapter 4, the literature on the SDOH is diverse and its theories are
abundant. To provide readers with some theoretical understanding, below I describe seven
widely-regarded theories of the SDOH, selected from the WHO Commission on Social
Determinants of Health (CSDH) report (20) and the PPH literature more generally. My review is
purposive in its attempt to place theories of the SDOH on a continuum from explanations that are
more biological in nature to those that point more to the unequal nature of society’s structures
and systems. The different foci of SDOH theories have implications for interventions that act on
the SDOH. For instance, where a psychosocial approach (described below) is adopted,
interventions may focus on reducing individuals’ exposures to life stresses by providing
subsidized housing or counselling to improve coping skills to vulnerable groups. An intervention
influenced by a broader SDOH approach, such as the fundamental social causes of disease, may
instead seek to implement policies that guarantee access to basic neighbourhood services, create
healthy and safe working environments, or design safer physical neighbourhoods.(20) More
comprehensive reviews of the SDOH, SDOH models, and theories can be found elsewhere in the
literature (17, 23-26) and in this dissertation (see Chapters 4 and 8).

At one end of the continuum, the psychosocial approach of the SDOH asserts that an
individual’s vulnerability to disease may be increased by the potential weakening effect of
psychological stress on their neuroendocrine function, influenced by stresses experienced in their
social environment.(27) Social epidemiologists Michael Marmot and Richard Wilkinson further
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theorize the mechanism through which psychosocial stressors influences health.(28) They
suggest that psychosocial stressors, referring to the external demands that individuals experience
in their social environments (e.g., life events, chronic stressors, daily hassles), combine with
resistance factors and vulnerability factors to elicit psychobiological stress responses in one’s
hormonal, metabolic, or immune system.(28) Resistance factors (e.g., adequate coping
responses, control over one’s environment, social supports) protect individuals from stress-
related responses and disorders, whereas vulnerability factors (e.g., inadequate coping responses,
control over one’s environment, social supports) make individuals more susceptible to them.(28)
At the population level, clusters of ill health may be observed in groups facing psychosocial
disadvantage (e.g., anxiety, insecurity, low self-esteem, etc.).(28)

In unequal societies, the psychobiological stress response may result where individuals
are conscious of their position in the socioeconomic hierarchy. Ichiro Kawachi and Bruce
Kennedy (Harvard University) suggest in the social comparison model that inequality may
result in lower levels of trust, social cohesion, or social capital (i.e., “the features of social
organization, such as civic participation, norms of reciprocity, and trust in others, that facilitate
cooperation for mutual benefit” (29, p1491)), which can influence health at the individual and
communal level.(30) Individuals may compare their role and life circumstances to those
positioned elsewhere in the social hierarchy, which can lead to negative feelings that manifest as
psychobiological health effects (e.g., depression) or the adoption of risky health behaviours or
coping mechanisms (e.g., smoking, alcohol consumption).(30, 31) At the communal level, an
unequal society may lead to distrust among its members and weaken support for public
infrastructure, such as education or social programs, that could positively influence health.(30,
31) The social comparison and psychosocial models have been critiqued for their emphasis on
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status and prestige (i.e., perceived differences), and their disregard of absolute material resources
(or lack thereof), social class, discrimination, and power.(17, 30)

The life course approach, which was refined by the work of Clyde Hertzman
(University of British Columbia), moves further along the continuum of SDOH theories to
consider how psychosocial and material stressors and other experiences unfold over the life
course, or the trajectory of one’s life. Hertzman identified three ways that health could be
influenced throughout the life course: latently, via a pathway, or cumulatively.(17) Latent effects
refer to the early life experiences and exposures that can influence the health of individuals later
in life.(17, 32) Pathway effects refer to the early life experiences or exposures of individuals that
set them onto trajectories that influence their health, wellbeing, and competence over the life
course.(33) Cumulative effects, which refer to a combination and accumulation of latent and
pathway effects, are the advantages and disadvantages that follow individuals from childhood
into adulthood.(17, 33) Today, this model is embodied in a legacy of life course epidemiology,
particularly in the United Kingdom, due to the unique data available there (i.e., birth cohort
studies spanning over 60 years).(34)

Somewhere in the middle of the continuum of SDOH theories, between biological and
social structural explanations, lies the material approach. To some extent, psychosocial stress
may be elicited in response to the material conditions (e.g., income, housing, food insecurity),
that individuals have and of which they are deprived. Working across the life course, material
advantage and disadvantage “determine health by influencing the quality of individual
development, family life and interaction, and community environments.”(35, p657) Individuals
may adopt supporting or threatening health behaviours in response to their material advantage or
disadvantage and the psychosocial stresses they experience.(17, 35-37) However, some have
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argued that the SDOH operate beyond the material resources individuals possess and rely more
on social, economic, and political resources, as well as the position these resources afford them,
in the socioeconomic hierarchy.(38)

In their theory on the fundamental social causes of disease, Bruce Link and Jo Phelan
(Columbia University) suggest that health disparities result from the ability of individuals who
possess resources to benefit from knowledge and treatments that exist for disease, to minimize its
consequences.(38) They argue that resources such as money, power, and knowledge serve as
determinants of risk factors for disease because they determine the extent to which people can
avoid risks for morbidity and mortality (e.g., adopting a healthy diet or exercise regimen, or
benefit from a health intervention).(38) In their words, “no matter what the current profile of
diseases and known risks happens to be, those who are best positioned with regard to important
social and economic resources will be less afflicted by disease.”(38, p87) As Link and Phelan
argue, this relationship remains persistent over time and across multiple disease profiles. Further,
fundamental causes influence health at the individual level (e.g., the health behaviours
individuals can access) and also the broader, contextual level (e.g., the neighbourhood
individuals live in, the extent of an individual’s social network, or the occupation an individual
holds).(39) Fundamental causes thus have protective or harmful effects on health individually
(e.g., alcohol consumption) and contextually (e.g., air pollution).(38)

Moving further along the continuum of SDOH theories, the neomaterial approach
considers how society distributes its social, economic, and political resources to influence health
through shaping access to material and other resources. At the level of nations, more equal
societies invest in the economic and social resources that improve health (e.g., education, health
services, transportation, a generous and universal social safety net).(40) The neomaterial
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approach considers how material conditions affect the quality of SDOH to influence health,(17,
40) while also directing attention to the societal forces that shape material conditions and the
distribution of money, power, and resources.

Another SDOH theory occupying space on the continuum near the neomaterial approach
is the ecosocial theory of the SDOH, put forth by social epidemiologist Nancy Krieger (Harvard
University). In some ways, the ecosocial theory may be considered as a constituent theory of the
neomaterial approach, for it relates to how societies distribute and invest in its environmental
resources. Though, unlike the neomaterial approach, the ecosocial theory extends beyond the
level of individuals, communities, and nations, for as Krieger argues, the SDOH and patterns of
disease occur at biological, social, and ecological levels (e.g., cell, individual, population,
ecosystem) as they evolve and interact in ways that influence health.(41, 42) Importantly, the
ecosocial theory situates humans as just one species among all others that inhabit our planet and
share its ever-evolving, dynamic ecosystem.(41) Presently, the ecosocial theory is experiencing
renewed interest in PPH as the field contemplates the ecological determinants of health in light
of the potential health impacts of global ecological changes (e.g., climate change, resource
depletion, species extinction).(43)
1.2.2.1 The WHO Commission on Social Determinants of Health conceptual framework

A common understanding of the SDOH is necessary to anchor this dissertation, its
research approach, and findings. Rather than adopting a single theory, I use the WHO CSDH’s
action-based conceptual framework for its inclusivity in considering competing SDOH theories.
In line with the neomaterial approach, the WHO CSDH maintains that the SDOH are
fundamentally about the distribution of money, power, and resources — a process that is

inherently political and occurs through the multiple levels at which the SDOH interact and shape
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health.(25) The WHO CSDH framework also explicitly adopts a health equity focus and
recognizes the role of the health care system in mitigating the health effects of the SDOH.(25)
The WHO CSDH framework is particularly valuable to my dissertation, which ties the history of
the SDOH to the trends that have occurred at multiple levels of Canadian society (e.g.,
government, non-government organizations, grassroots) through changes in public policy,
science, health, values, economics, and other areas.

As the framework describes, the SDOH operate at two levels. The structural level
consists of the social, economic, and political context of a society (e.g., public policy, societal
values, governance) and how this context stratifies individuals within a population through the
ways that power, prestige, and resources are distributed.(25) Some examples of axes of
stratification include income, education, gender, occupation, and race/ethnicity.(25) All persons
occupy a position on the stratified socioeconomic hierarchy and it has repeatedly been
empirically demonstrated that the higher your position, the better your health.(25) For this
reason, the structural determinants of health are also known as the “social determinants of health
inequities.” Health inequities refer to the unfair and socially unjust differences in health that
result “from the systematically unequal distribution of power, prestige, and resources among
groups in society.”(25, p20) As discussed in later chapters, health inequities is a concept central
to the SDOH that appears to have gained increased prominence in PPH following the publication
of the WHO CSDH’s final report.

At the intermediary level, structural factors shape health and health outcomes through a
set of material, psychosocial, and behavioral, biological circumstances.(25) Here, the
opportunities that individuals have for health are influenced by what material resources are
available to them (e.g., money, clothing, physical work environment), the degree to which they
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experience stress and are able to cope with it in their lives, the genetic or biological factors they
were born with and which may increase vulnerability or resilience, and their ability or inclination
to engage in healthy behaviours (e.g., diet, exercise, alcohol consumption).(25) Finally, the
health care system plays a role “in mediating the differential consequences of illness” (25, p6)
that persons experience across the socioeconomic hierarchy. This WHO CSDH conceptual
framework is illustrated in Figure 1.1.

The WHO CSDH Conceptual Framework is also an appropriate choice for this research
because it is adopted by the CPHA, the organization through which I am examining the history
of the SDOH approach. In 2008, the CPHA responded and committed to the WHO CSDH’s
findings from their final report, which tied health inequalities and the social gradient of health to
the unfair distribution of money, power, and resources at the structural level of public policy.(20,
106) In their response, CPHA acknowledged the relevance of the WHO CSDH’s findings and
action statement for Canadian populations.(106) Specifically, CPHA reported that, “The
evidence indicates significant health inequity across the social gradient in Canada. [...] What we
need is the political commitment, a national will and the resources to turn talk and numerous

pilot projects into results.”(106, p7)
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Figure 1.1 WHO CSDH conceptual framework
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1.3 Literature review
1.3.1 Purpose and process of literature review

This literature review is historiographical; that is, it was conducted with the aim of
reviewing the historical scholarly work that has been written to date on the SDOH in Canada.
The breadth of the SDOH make historiographical synthesis a difficult task; theoretically, all
histories of medicine or PPH related to income, gender, housing, or other SDOH could be
considered an implicit history of the SDOH. Rather than focus on discrete aspects of the SDOH,
in this review I focused on PPH histories where the primary topic of interest concerned social
influences on health. I intentionally sought breadth and inclusivity when conducting my review,
meaning that I sought to incorporate histories on a number of topics related to the history of the
SDOH, though inevitably it does not represent a complete historiography of the SDOH, due to
the above-mentioned parameters.

I searched the keywords, title and abstract, and full-text of major health and social
sciences databases (i.e., PubMed, Medline, Academic Search Complete) and the archives of the
Canadian Bulletin of Medical History and the Canadian Journal of Public Health to ensure that
older, non-indexed articles were not missed. Additionally, I searched the University of Calgary’s
library database to identify relevant books. Search terms included “history” AND “Canada,”

29 ¢

which I then refined by subject (e.g., “health,” “medicine,” “public health”). I employed more a
precise search from combinations of keywords to identify sources more specifically related to the
SDOH (e.g., “social adj3 health” [meaning ‘social’ within the range of 3 words from ‘health’ in a
text] AND “history”). I also reviewed the reference lists of articles to further identify relevant

literature. Finally, I incorporated literature that I became aware of throughout my dissertation

research, such as when interview participants provided me with resources that were previously
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unknown to me or unindexed in the academic literature, or when I discovered new resources in
the CPHA archives. This review was not intended to be exhaustive or systematic; a more
systematized literature review is presented in Chapter 4, a scoping review of the SDOH
literature.

1.3.2 Historiography on the social determinants of health

In setting the stage for this dissertation, I review literature from various disciplines
related to the history of the SDOH. First, I review the historiography of PPH in Canada as
pertains to the SDOH by considering histories that explore the social, economic, and political
factors that influence health and illness, described further below. Next, I examine literature on
the history of the SDOH, generally, followed by a review of Canadian-specific literature on this
topic. I then review existing historiography on the Canadian Public Health Association (CPHA),
the lens through which I examine the history of the SDOH.

1.3.2.1 Histories of population and public in Canada that emphasize social factors

The history of the SDOH in Canada is intimately tied with the development of public
health as a set of centralized government functions. Many histories exist that document the
measures that public health and government actors took to improve sanitation by reforming
living conditions and imposing controls (e.g., milk pasteurization, food handling regulations,
waste disposal bylaws). John Heagerty, former Director of Public Health Services in Canada,
provided an historical overview of public health in Canada in 1940. Heagerty considered how
public health developed in relation to shifting sociodemographic changes, such as urbanization,
since the 1600s.(44) Historian Jay Cassel’s monograph on the development of public health in
Canada from the 1800s to 1990s, paid some attention to how economic and social factors

impacted public health services and administration, such as the development of public health
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boards.(45) In writing on the Spanish Influenza epidemic of 1918-19, military historian Mark
Humphries considered the influence that this outbreak had on the organization of public health in
Canada.(107) Humphries argued that the epidemic was important in mobilizing social reformers
to call on the federal government to centralize public health services.(107) Labour historian
Esyllt Jones (University of Manitoba), also wrote on the Spanish Influenza epidemic of 1918-19
in Winnipeg, Manitoba.(109) Jones recounted this history by acknowledging the agency of the
immigrant and working-class communities who suffered from the epidemic and the tension that
existed between them and the voluntary sector health workers who sought to control it.(109)

Canadian medical historians James Moran (University of Prince Edward Island) and
David Wright (McGill University) more explicitly considered the role of social, economic, and
cultural values in their edited collection of histories on public mental health in Canada.(46)
Related to the history of the SDOH, chapters in Moran and Wright’s history address the interplay
of factors such as Aboriginal status, geography, poverty, gender and others in state attempts to
control mental health.(46)

Some social histories of organized public health in Canada have explored this topic by
considering the social, economic, and political aspects of disease. As well, these histories offer
critical perspectives on the aims of public health organizations and reformers at the time,
particularly related to their class, racial, and gender biases. Throughout the history of Canada in
the twentieth century, eugenic, nativist, and racist motivations accompanied some public health
campaigns and responses to disease and illness in the population.

On the topic of venereal disease, Mariana Valverde (University of Toronto) wrote of
how the clergy, social workers, politicians, and bureaucrats approached illness in English Canada
during 1885-1925.(47) In what she terms the “Age of Light, Soap, and Water,” Valverde
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explored how public health was approached through moral reforms that cut across issues of
poverty, gender, and ethnicity.(47) Valverde critically connected the campaigns of social
reformers, which included active CPHA members such as Toronto Medical Officer of Health,
Dr. Charles Hastings (1858-1931), with the underlying motivations and attitudes of white,
middle-class Protestants.(47, 92)

Heather MacDougall (University of Waterloo) considered the social response to the
cholera outbreak of 1832 in the Upper and Lower Canadas, which she framed as both a social
and political event.(48) She described how the voluntary and professional sectors attempted to
control the outbreak by acting within the social and cultural values at the time (e.g., fear of
premature burials, contagion beliefs about disease).(48) An important observation made by
MacDougall was the ethnic stereotypes that health workers carried about the poor and immigrant
populations they served, which sometimes overrode their humanitarian intentions.(48)

As a final example, Jane Jenkins’ (St. Thomas University) history of the 1918 influenza
epidemic in New Brunswick examined the outbreak from a sociopolitical point of view.(49) At
the time, New Brunswick was the only province with a Minister of Health or Department of
Health, and its citizens were critical of the restrictive public health measures taken by the
Department (e.g., closure of businesses and churches).(49) Jenkins’ work presents an historical
case of the political and social tensions that underlie public health interventions, and the
necessity of co-operation between sectors in tackling public health issues. Other works by
Jenkins similarly explore the tensions that existed in the organization and delivery of public
health services during particular social and economic circumstances.(108)

Marry Anne Poutanen (McGill University) further explored intersectoral action in her
history on Montréal’s Protestant School Board from 1900-47, which worked with hospitals,
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charities, educators, social reformers, and the public to prevent the spread of tuberculosis.(50) In
some ways, Poutanen’s paper may be considered an early history of what are today known as the
SDOH and health promotion, for its focus on the role of culture, education, housing, and other
social factors related to tuberculosis.(50) Some Canadian scholars have considered overlapping
histories of public health, medicine, social institutions (e.g., schools), and culture by focusing on
Indigenous populations, such as the works published by Canadian researchers Mary Ellen Kelm
(Simon Fraser University), Maureen Lux (Brock University), or Renisa Mawani.(51, 52, 111)

Other histories have been written that document the social and economic benefits of
population health interventions. Cynthia Comacchio (Wilfred Laurier University) interrogated
the history of “scientific motherhood” in Ontario during 1900 to 1940, a time when medical
experts attempted to reduce child and infant mortality by educating mothers about “modern”
methods of child-rearing on topics such as feeding or toilet training.(53) The educational
campaigns were received with limited success, however, in large part due to the impoverished
conditions in which parents with sick children lived.(53) Thus, to some extent, Commacchio’s
social history represents an account of poverty as a primary determinant of health and of the
barriers to health associated with social and economic disadvantage. On the other hand,
Commacchio’s history also provides an important critique of the public health community during
the first half of the twentieth century, particularly in how the views and class of educated health
workers complicated the delivery of maternal health services to ethnic communities as a form of
social control.(53) Other historians who have written critically about family and maternal health
campaigns in the twentieth century include Katherine Arnup (Carleton University),(112) Mona
Gleason (University of British Columbia),(113, 114) and Denyse Baillargeon (McGill
University).(115)
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Canadian historian Paul Bator’s 1979 paper documents another perspective on public
health reform in Ontario, through his examination of how the City of Toronto worked to raise the
lower classes from 1910 to 1921.(54) Social reformers such as Dr. Charles Hastings, the city’s
medical officer of health, intervened in the health of the poor to prevent disease by implementing
measures at the population level, such as milk pasteurization.(54)

Other histories have focused on social and moral reform in Canada from the perspective
of eugenics,(55-58, 110) the practices and beliefs aimed at improving the genetic or racial quality
of the human population.(59) One such example is Angus McLaren’s (University of Victoria)
well-known history of eugenics in Canada from 1885 to 1945.(60) Similarly, a 1972 paper by
Neil Sutherland (University of British Columbia) examined sanitary and public health reforms
implemented for school children across Canada from 1880 to 1914 (e.g., excluding sick children
from school), to build up the strength and racial quality of the next generation.(61) Eugenic
histories relate to the SDOH for their contemplation of how factors such as race, ethnicity,
gender, education, and class justified intrusive public health action (e.g., sterilization of the
‘feeble-minded’); however, eugenic history is not the focus of this review.

Two articles on the history of public health in Canada relate more explicitly to the
SDOH, by focusing on the concepts of health equity and social justice. One article, by Nancy
Edwards (University of Ottawa), explored the “social justice roots” of population health
intervention research and highlighted the advocacy efforts of this research in Canada since the
early twentieth century.(62) The second article was published in 2010, by Rachel Douglas
(Fraser Health Authority) and Allan Best (University of British Columbia).(63) These authors
provided a concise overview of the vision of public health that they argued has existed in Canada
since 1907.(63) Furthermore, they suggested that “the principles of equity, action on the
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determinants of health, and the use of evidence” (63, p274) have remained throughout the
evolution of PPH to its present form.

1.3.2.2 International histories of the social determinants of health

Of the existing histories on the SDOH, some explore the evolution of this approach from
an international perspective. Predominantly, these contributions are tied to the work of the WHO
CSDH and its Chair, social epidemiologist Sir Michael Marmot. Perhaps the largest volume on
the history of the SDOH is that edited by Harold Cook, Sanjoy Bhattacharya, and Anne Hardy.
The 364-page collection, which was compiled to inform the WHO CSDH Commission, reviews
global histories and contemporary debates on the SDOH, with a particular focus on low and
middle-income countries.(64) Alec Irwin and Elisabetta Scali (Harvard University) took an
action-based perspective in their background paper for the WHO CSDH, which is available as a
long-form white paper (65) and short-form academic article.(66) The authors focus on the
contributions to the SDOH provided by the work of the WHO, since the organization’s
foundation in 1948. Two other historical contributions to the history of the SDOH are those
written by Michael Marmot and his mentor, S. Leonard Syme. These first-person narratives
recount Marmot and Syme’s careers, their introduction to the SDOH, and some of the influential
people they worked with on this topic.(67, 68)

Another contribution to the international history of the SDOH is the work published in
1994 by professor and epidemiologist, John Frank, and founder of the Canadian Institute for
Advanced Research, J. Fraser Mustard (1927-2011).(69) Frank and Mustard begin their history
of the determinants of health in Europe, during the period just prior to the Industrial Revolution.
The authors highlight the contemporary concepts of health gradients and health inequalities that

were observed during Industrial Revolution for issues such as life expectancy and height.(69)
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They continue their history into the twentieth century, where they consider more contemporary
contributions to the development of the determinants of health (e.g., those of Michael Marmot,
Margaret Whitehead, and Richard Wilkinson), as discussed elsewhere in this dissertation.

1.3.2.3 Histories of the social determinants of health in Canada

In Canada, many health researchers,(17, 66, 70-77) organizations,(78, 79) and historians
(80-82) have identified former Minister of Health and Welfare Marc Lalonde’s 1974 report, 4
New Perspective on the Health of Canadians (83), as the turning point where ideas related to the
SDOH first gained national recognition. For example, Trevor Hancock, a Canadian professor in
public health and social policy, has described the Lalonde Report as:

the first modern government document in the Western world to acknowledge that our

emphasis upon a biomedical health care system is too narrow, and that we need to look

beyond the traditional health care (sick care) system if we wish to improve the health of

the public.(72, p10)
Importantly, the Lalonde Report drew attention to the determinants of health outside of the
health care system.(83) In particular, the report’s “health field” concept included human biology,
lifestyle, health care organization, and also environment which was defined as ““all those matters
related to health which are external to the human body and over which the individual has little or
no control,”(83, p32) such as the social environment. Thus, the Lalonde Report does represent a
jumping off point in the history of the SDOH and a paradigm shift in public health through the
development of health promotion that followed its release. This history is discussed in further
detail in Chapters 4, 5, and 8.

In the literature, a brief history of the Lalonde Report is frequently included by authors

who use it to contextualize other events,(17, 66, 71) issues,(70, 72, 84-86) or individuals in

PPH.(67, 69, 70, 87) For example, epidemiologist Lawrence Green (Johns Hopkins) and
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behavioural scientist John Allegrante (Columbia University) used this recent history to situate
the 10-year vision for health, Healthy People 2020, put forth by the United States Government in
2010.(71) Dennis Raphael (York University) referenced the Lalonde Report as the starting point
of the history of the SDOH in Canadian health promotion, public health, and population
health.(17, 81, 82) Raphael also used the Lalonde Report to contextualize a series of policy
documents that brought attention to the SDOH, such as the 1986 Epp Report (88) or the 1998
Health Canada position paper, “Taking Action on Population Health.”(89) Other authors, such as
Hilary Graham (York University in the UK) (70) and Trevor Hancock (University of
Victoria),(72) present this recent history of public health by exploring trends in UK public policy
and the development of healthy public policy in Canada. Graham also used the Lalonde Report
as the backdrop to discuss other individuals important in the contemporary history of the SDOH
approach, such as medical historian Thomas McKeown (1912-1988) and his recognition that
improved economic conditions, rather than medicine, improved public health,(90-92) or that of
epidemiologist Geoffrey Rose (1926-1993) in his population strategy for prevention in
determining the “causes of incidence” of disease.(93)

One example of an SDOH-related history tied to health promotion includes the historical
lessons drawn by sociologists Jacqueline Low and Luc Thériault (University of New
Brunswick).(77) The authors cast a contemporary lens onto the past by interpreting history vis-a-
vis health promotion, defined by the WHO as “the process of enabling people to increase control
over, and to improve, their health.”(94) Low and Thériault’s work serves as an example of how
contemporary understanding can be used to discern lessons from history with relevance for
contemporary PPH practice. One of their lessons is “that promoting the health of Canadians
requires [...] of particular importance, addressing the social determinants of health.”(95, p201)
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Sholom Glouberman (University of Toronto ) and John Millar (University of British Columbia)
noted that the Lalonde Report was “ahead of its time” for having identified the need for
intersectoral collaboration to address the SDOH.(85, p388) These authors review the history of
the determinants of health and health information systems in Canada, which they situate in the
evolution of health promotion.(85)

Suzanne Jackson (University of Toronto) and Barbara Riley (University of Waterloo)
provided a recent history of health promotion in Canada since the Ottawa Charter, from 1986 to
2006, in which they document shifts in health promotion towards and away from addressing the
SDOH.(96) Similarly, Ann Robertson (University of Toronto) focused on how discourses in
health promotion, public health, and population health evolved to recognize health as the product
of social, environmental, and political context, since the Second World War in Canada.(86)

As a final example, Michael Hayes (University of Victoria) and James Dunn (University
of Toronto) traced the academic history of population health from 1983 to 1998 in their review
of the field in Canada.(4) They begin with the founding of the Canadian Institute for Advanced
Research, the institution credited for developing early understandings of the determinants of
health (see Chapter 8 for further details). This work represents an important contribution in the
history of the SDOH for its comprehensive review of population health, the academic field in
which the SDOH approach is nested.

1.3.2.4 Histories of the Canadian Public Health Association

This dissertation considers the history of the SDOH through the lens of the CPHA;
therefore, some attention to existing CPHA histories is necessary. Background on the CPHA is

provided in Chapter 2.
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The electronic book entitled This is Public Health: A Canadian History,(97) represents
the most comprehensive history to date on the CPHA in Canada. Christopher Rutty (University
of Toronto) and Sue Sullivan, in collaboration with the CPHA, highlighted key public health
accomplishments (e.g., sanitation reforms) in Canada from 1600 to 2009, and integrated
discussion of some of the social factors (e.g., crowded living conditions urbanization) that drove
these reforms.(97)

Former honors student Azalyn Manzano (York University) and professor Dennis Raphael
(York University) conducted a review of CPHA policy statements related to the SDOH, from
1970 to 2009.(98) In some ways, that work is historical due to the time period analyzed and the
new insight provided on the evolution of the SDOH. Manzano and Raphael argued that the
CPHA has been “well ahead of its time” (98, p399) regarding its relatively early recognition of
the SDOH (compared to other public health organizations) and their distribution as the result of
social, economic, and political factors.

Another history of the CPHA was produced by former Master of Health Administration
student Joan Costello (University of Ottawa) in 1979, as a practicum component of her studies.
Costello produced seven short articles, one for each decade from 1909 to 1979, that were
published in the CPHA’s newsletter Health Digest through 1980 to 1981.(99-105) These articles
focus on the institutional history of the CPHA, similar to Rutty and Sullivan’s, but do not
examine the broader social context of public health, health promotion, or public health at the
time.

1.3.3 Summary of literature review and identified gap

Considered together, the above sources constitute an informative body of literature on

this history of PPH and the SDOH, internationally and in Canada. As shown in my review,
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however, much of the literature does not focus explicitly on the SDOH approach and does not
examine the history of PPH using the SDOH as an interpretive lens. Accordingly, my
dissertation occupies a novel place in the historiography of the SDOH; I am a member of the first
generation to be trained in the PPH and SDOH (see Chapter 2 for further explanation), thus one
of the first historians to apply this as an interpretive lens and consider the history of the SDOH in
a nuanced way.

Additionally, this research fills a gap in the literature by extending the history of the
SDOH beyond the introduction of the 1974 Lalonde Report,(83) from 1910 to 2010. Existing
histories of PPH in Canada prior to 1974 are typically descriptive in nature and do not
specifically focus on the SDOH. This dissertation attempts to fill this gap by providing an in-
depth history of the SDOH specific to the Canadian context using archival materials from the
CPHA. This builds on the work of Rutty and Sullivan’s history, which was compiled using the
archives of the Canadian Journal of Public Health and the Connaught Laboratory Archives (i.e.,
the Sanofi Pasteur Limited’s Connaught Campus Library) in Toronto.(97) The Connaught
Laboratory, today known as Sanofi Pasteur, has an historic connection with the CPHA. Both
organizations initially operated out of the same institution, the University of Toronto, and both
comprised many of the same members. For example, the CPHA initially had a Laboratory
Section, where Connaught Laboratory members discussed developments in areas such as
antitoxins. Thus, while Rutty and Sullivan’s extensively resourced history is certainly
representative of the CPHA, it did not use the CPHA archives used for this dissertation.
According to the literature and staff at the CPHA, this dissertation represents the first attempt to
conduct an historical study using the CPHA archives in their entirety. The rationale of this study
is further discussed in Chapter 2.
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1.4 Thesis structure

The Preface of this dissertation explained the structure of this dissertation as a
manuscript-based thesis and reviewed the contributions of authors as well as the publication
status of each manuscript. Chapter 1 (this chapter) provided background information for this
research. This included a review of my conceptual approach, concepts key to this dissertation,
and a review of pertinent literature on the history of the SDOH and PPH in Canada. Chapter 2
reviews the methodology used for this research and describes my research objectives, methods of
data collection and analysis, CPHA archival materials, ethics, and my research perspective.
Chapter 2 also restates the rationale for this study.

Chapters 3 through 8 consist of stand-alone manuscripts prepared for publication in peer-
reviewed, scientific journals (see Preface). The first manuscript (Chapter 3), is entitled “Is the
future of ‘population/public health’ in Canada united or divided? Reflections from within the
field.” Here, I debate and discuss the field of PPH as a united or divided discipline, for as
described earlier, I wrestled with demarcating a clear definition of PPH. The SDOH approach,
which is nested in PPH, is a similarly difficult concept to pin down. In my second manuscript
(Chapter 4), entitled “Taking stock of the social determinants of health: A scoping review,” I set
out to synthesize and map SDOH grey and academic literature from the fields of health
promotion, population health, and public health to demarcate an understanding of the key
concepts that underpin the SDOH approach. As I learned through my scoping review of the
literature, action on the SDOH often requires political pressure through public mobilization,
organization, and involvement in social change to influence policy changes by the elected
officials involved in decision-making. As well, I found that the SDOH were presented in the

literature in several different ways (i.e., as a list, story, or narrative). To bridge these findings, I
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explored the different ways that the SDOH were presented to the public through a media analysis
of print news articles in Chapter 5, entitled “They are not my problem: A content and framing
analysis of references to the social determinants of health within Canadian news media, 1993-
2014

To hone in on the broad and interdisciplinary history of the SDOH, in Chapter
6, entitled “Poverty and public health: The ebb and flow of a social determinant of health, 1900s-
2010s,” I explore the history of a single SDOH: poverty. This manuscript also sought to identify
how the SDOH related to changing social, economic, and political contexts in Canada. I further
interrogated how these changing contexts influenced the history of the SDOH in Chapter 7,
entitled “‘For all those who need them’: Efforts to secure equitable access to family planning
services from within the Canadian public health community, 1960s-80s.” Here, I focused on a
period in PPH that was radically altered by a national event, the 1969 amendments to the
Criminal Code of Canada, as well as shifting social and PPH contexts.

In Chapter 8, I focus on the more recent history of the SDOH by weaving together oral
histories with Canadian PPH leaders. This manuscript, entitled “‘It’s a tradition of naming
injustice’: An oral history of the social determinants of health — Canadian reflections, 1960s-
present,” traces the concept of the SDOH as it developed through the firsthand experiences of
those who lived this history. Finally, in Chapter 9, I conclude my dissertation by highlighting its
key findings, considering its strengths and weaknesses, situating it within the existing literature,
and discussing its contributions to PPH policy in Canada.
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Chapter Two: Objectives and Methods
2.1 Overview

In this chapter, I introduce the objectives, research question, and rationale of my
dissertation (Section 2.2). Next, in Section 2.3 I describe my methodological approach, which is
qualitative and is informed by social historical and critical public health perspectives. In Section
2.4, I provide a description of the Canadian Public Health Association (CPHA), the organization
through which I examine the history of the SDOH, and an overview of its activities since 1910.
Then, in Sections 2.5 and 2.6, I discuss my methods of data collection and analysis for my study
materials, which include archival materials, oral history interviews, academic and grey literature,
and news media articles. Overall, my methods use thematic analysis and content analysis.
Finally, in Section 2.7 I describe the strategies I implemented to ensure rigor in this dissertation.
I conclude by commenting on the ethics approval of this study and reflecting on my role as the
researcher for this study in Section 2.8.

2.2 Research question, objectives, and rationale

The overall aim of my dissertation was to gain a nuanced understanding of the emergence
and evolution of the social determinants of health (SDOH) approach in the history of Canada
since 1910, to gain insight into the contemporary issues and challenges facing SDOH, in the
context of the academic field(s) in which it is nested, population and public health (PPH). I use
the term “nuance” throughout this dissertation to refer to the subtle differences in meaning and
expression that have historically existed for the SDOH; the contemporary scholarly SDOH
approach allows for this nuance to be inferred historically.

In the qualitative research paradigm, research questions are used as a positioning devices

or compasses for the research and are expected to evolve throughout the course of a study.(1)
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This is illustrated in the manuscripts that comprise this study; each manuscript has specific
research question(s) that address different components of the objectives below, in depth. Joan
Eakin and Eric Mykhalovskiy, two Canadian qualitative health researchers who contributed to
the development of the Canadian Journal of Public Health’s (CJPH) guide for the critical
appraisal of qualitative work, have suggested that research questions are even “sometimes not
really known until the end of the research.”(1, p190) In reflection, having completed this study, I
recognize that the guiding research question for my dissertation has been:

What is the history of the SDOH approach in Canada and how has it been influenced by
the social, economic, and political factors that have shaped Canadian society since 19107

I pursued this question via specific objectives that aligned with the papers:
(1) To reflect on the future of “population/public health” in Canada as a united or divided field
by exploring the challenges and opportunities that exist to achieving greater coherence.
(2) To discern core concepts from the SDOH through a scoping review of academic and grey
literature from health promotion, population health, and public health.
(3) To explore how the SDOH have been represented to a general audience, by analyzing their
representation in Canadian news media; specifically, by identifying: when the SDOH were first
reported; which SDOH were reported most frequently; how coverage of the SDOH has
changed over time; how messages about the SDOH were communicated to the public; and, how
reports of the SDOH were framed.
(4) To explore the history of poverty, a long-recognized SDOH, in twentieth-century Canadian
public health; this entailed: (a) tracing how poverty has been conceptualized over time; (b)
identifying who, or which societal sector, was viewed as primarily responsible for poverty and

what were deemed viable solutions; (c) considering the extent to which poverty was regarded
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as intersecting with other determinants; (d) identifying the prominence of poverty in relation to
other public health issues.

(5) To consider, historically, the intersection of the SDOH with law, public health, and social
movements by exploring the efforts of the Canadian public health community related to the
family planning movement during the 1960s-1980s.

(6) To synthesize the history of the SDOH by constructing a social history narrative of the
SDOH from oral history interviews conducted with past and present PPH leaders.

The rationale for this study is threefold. First, this dissertation seeks to fill the knowledge
gap identified in Chapter 1, particularly to contribute to the historiography on the SDOH prior
to the 1974 Lalonde Report by using the SDOH as an historical and interpretive lens. Second,
as mentioned in Chapter 1, this study uses archives from the CPHA. These archives have not
been examined historically in depth prior to this dissertation, which allows for the exploration
of the history of the SDOH with a richness previously unknown. Third, this study will clarify
present understandings of the SDOH approach with relevance to PPH by contemplating the
nature and history of the SDOH approach and the PPH field. Fourth, the lessons learned from
the history reviewed in this study may be used to inform present efforts to take action on the
SDOH in PPH and in policy settings.

2.3 Methodological approach

My dissertation generally follows the qualitative health research paradigm, which Judith
Green and Nicki Thorogood describe as research that “aims to answer the ‘what,” ‘how’ or ‘why’
questions about social aspects of health, illness and health care” by focusing on gaining meaning
and understanding.(2) This differs from the quantitative research paradigm that seeks to answer

questions of ‘how much’ or ‘how many.’(2) Throughout my research, I have adopted an
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interpretivist epistemology, which maintains that truth exists relative and subjective to
individuals, the realities they construct and experience, and how they interpret the world.(2)

Despite my adoption of an interpretivist epistemology, it is important to note the potential
appropriateness of other post-positivist theories of knowledge to underlie and inform my
research. The constructionist approach, for example, holds reality as something that is
constructed according to the historical, social, and political processes that determine how society
is divided (e.g., labour, gender, or disease categories).(2) This approach would undoubtedly be
valuable in interpreting some of my findings (e.g., understandings of poverty in relation to
political factors); however, I wanted to ensure flexibility in my chosen epistemology because my
research question is equally situated in history and PPH. My research findings are drawn from
textual archival materials and oral history interviews, both which rely on individual
interpretations of knowledge on the SDOH and the contribution of this approach to PPH. I
sought to contextualize and explain the history of the SDOH socially, economically, and
politically; I did not aim to deconstruct the meaning of the SDOH according to constructed
social, economic, or political institutions. I therefore adopted an interpretivist lens to account for
the ways that, historically, the authors of my sources have understood the “SDOH” approach.
Further, interpretivism recognizes that my understanding and knowledge about the SDOH past
and present is influenced by my own reality, which in this case is as an interdisciplinary PPH
graduate trainee with contemporary knowledge of the SDOH. As such, I have sought to
understand the history of the SDOH from the point of view of those who lived and recorded it in
archival sources and through oral history interviews.

In this section, I first outline my methodology, which refers to the philosophical
assumptions that underlie this study and my research approach.(2) I then describe the methods I
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used to collect and analyze my data. As an interdisciplinary researcher in PPH (see Sections 1.2
and 2.9), my methodology is informed by social historical and critical public health perspectives.
I review each of these below.

2.3.1 Social history methodology

Social history is defined by the International Encyclopedia of the Social & Behavioral
Sciences as “a general approach to history that focuses on society at large.”(3) This approach is
appropriate for my dissertation, because of the interplay between the history of the SDOH and
social change movements, living conditions, social and cultural values, demographic transitions,
and other structures of society.(3) In the 1960s-1970s, social history emerged as a discipline that
challenged the conventions of mainstream history alongside social movements that shifted social
and cultural values to become more philosophically liberal (e.g., New Left, feminism).(4) Social
history aimed to document and recover the voices of individuals and groups that had historically
been marginalized, ignored, or dismissed by society (e.g., farmers, workers, poor, women).(4) As
a methodology, social history is concerned with power relations and explores how these are
negotiated through the social attributes of class, gender, race, culture, and others.(4)

Social history methodology is ideally suited to a history on the SDOH, a topic that is
fundamentally about the unequal distribution of power, money, and resources in society.(5) This
distribution influences the health of individuals by shaping the conditions that they grow, live,
work, and age in.(5) Typically, those who experience poorer health in a society are those who
occupy its margins; the ‘worst off” tend to face multiple disadvantages related to income,
housing, gender, race, education, and other SDOH.(5, 6)

My dissertation also represents a history of medicine and PPH. At times, medical

(113

histories have been critiqued for their tradition of producing “‘top-down’ [accounts] celebrating
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professional, institutional, and therapeutic developments...”.(4, p11) As a function of
government, public health necessarily operates as a top-down enterprise (see Section 1.2.1).(7)
Certain legal powers and duties are afforded to public health professionals to protect and
promote health, which from a public health perspective is considered a common good.(7)
However, public health has also “traditionally been at the margins of both health policy and the
academy” as a practice and academic endeavour.(8) In suppressing epidemics, for example, the
public health community has historically adopted radical positions, at times going against the
assumptions and interests of medicine, business, government, and the public.(9) This radical
position lends well to social historical study, in the broad sense defined above. My research does
not explicitly focus on power relations between the public health community and the public as a
conventional social history might. However, power relations are implicitly explored in the
manuscripts that comprise this dissertation and through my use of a critical public health
perspective, described in Section 2.3.2.

I selected historical methodology as the best fit for my research question, which aimed to
trace the history of the SDOH approach in Canada. As with epistemology, however, it is
important to recognize that other methodologies may also have been suitable for this work. Case
study methodology, for instance, offers one alternate way of approaching my work because it
allows researchers to explore an individual, group, organization, or related phenomena in
depth.(54) Further, case study methodology allows for researchers to understand the complexity
of a phenomenon while also retaining its meaningful and distinctive characteristics (e.g., small
group behaviour).(54) As Yin (2009) identifies, both histories and case studies overlap in their
use of methods and sources (e.g., archival analysis) and their shared aim of determining the
“how” and “why” of exploratory research questions.(54) I selected history as my methodology
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over case studies because for the scope of my thesis, I aimed to understand the SDOH approach
as it existed and evolved in the past, in addition to its contemporary role in PPH.(54) Future
research on contemporary SDOH events (e.g., since the WHO CSDH) may consider employing
case study methodology.

2.3.1.1 Social history of medicine

Finally, because of the overlap between health and medicine, the focus of this study on
the SDOH, and the critical perspective I adopt, this dissertation may also be considered a social
history of medicine. Defined by journal editors Linda Bryder and Richard Smith in the inaugural
issue of Social History of Medicine, the social history of medicine refers to an interdisciplinary
field that considers medical history in its social and economic context.(10) In contrast to
conventional medical history, which has traditionally approached the history of medicine
uncritically and retold it through narratives of scientific and technological advancement,(10-12)
the social history of medicine is a critical discipline that rejects monocausal explanations of
medical history or the use of narratives that adopt a progressive view of this history.(10) The
critical perspective is described further in Section 2.3.2.

Another feature of the social history of medicine that differentiates it from conventional
medical history, is its interdisciplinary nature. In what historian Samuel Shortt describes as “an
historiographic cliché,”(11, pS) conventional medical history was traditionally written by
physicians and other medical professionals. Since its emergence in the 1960s, the social history
of medicine has evolved to become an interdisciplinary field comprised of general historians,
medical scientists, social scientists, and members of other professions and disciplinary
backgrounds.(10) As Bryder and Smith suggest, multidisciplinary perspectives are invaluable to

the history of medicine, which unfolds across the disciplines of sociology, administration,
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economics, biological sciences, and many others.(10) The interdisciplinarity of the social history
of medicine was exemplified in the literature review of this dissertation (Section 1.3) and the
manuscripts that comprise it; the historiography of the SDOH includes contributions and
collaborations from epidemiologists, physicians, economists, public health and health promotion
practitioners, social scientists, social workers, and many others (e.g., 13, 14-25).

2.3.2 Critical public health perspective

My methodological approach also incorporates elements of a critical public health
perspective, which is defined by Judith Green and Ronald Labonté as “offering a critical voice
for public health, but also, less comfortably, at times offering a critique of public health.”(2)
Critical public health seeks to understand the ways that social, economic, and political structures
construct conditions for health, and challenge these structures where they create health
inequities.(8, 26)

Critical public health is a contemporary derivation of Critical Theory. In the history of
the social sciences, Critical Theory can be traced to the Frankfurt School of German
philosophers and social theorists that formed in the late 1920s.(27) Max Horkheimer (1895-
1973), a founding member of the Frankfurt School, asserted that Critical Theory sought the goal
of “man’s emancipation from slavery,”(28, p246) implying that philosophy radically analyze
social and economic conditions beyond the “rational constitution of society,”(28, p246) to
critique society, its powers, values, and freedoms, and its political and economic institutions.
Since Horkheimer, critical theory has evolved from that associated with the Frankfurt School
(i.e., “Critical Theory”). Today, critical theory is considered broadly as any approach to social
science that seeks to understand domination and oppression and their manifestations. Some

examples include post-colonial criticism,(29) feminism,(30) and critical race theory.(31) The
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social history of medicine and critical public health, as described above, may also be considered
forms of critical theory.

I adopt a critical public health perspective in part because of my training in population
health, which epidemiologist John Frank has suggested “reaffirms the need for public health
professionals to examine critically social inequities, and policies that maintain them.”(32, p163)
Yet, [ also adopt a critical perspective because of its implications. Critical public health not only
seeks to understand how social structures construct the conditions that shape health, but also
seeks to challenge these structures and their sources of social, economic, and political power,
especially where they marginalize certain population groups.(8, 26) A critical public health
perspective is particularly well-suited to research on the SDOH, which explicitly interrogates
how these powers are distributed in society.

Further, a critical public health perspective takes sides in the interest of public health,(8)
the common good, and health equity by advocating for the just distribution of power, money, and
resources in society. In this aim, it is an explicitly moral endeavour. Personally, I adopt a critical
public health perspective comfortably, for it reflects my own world view, which is rooted in
social justice (i.e., “the concept of a society that gives individuals and groups fair treatment and
an equitable share of the benefits of society” (33)), equity (i.e., fairness (33)), and feminism (i.e.,
a perspective and political theory centred on the human dignity and equality for all sexes (34)).

Social scientists who are more familiar with conventional social histories or medical
sociologies may challenge my use of a critical public health perspective in this dissertation for
not further questioning the values, motivations, and paternalistic tendencies of the PPH
workforce. A Marxist view on this dissertation’s findings, for instance, may have illustrated class
differences between the public health workforce, government decision-makers, and the public
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whom they served and specifically, and how economic conditions drove changes in public
health.(55) Alternatively, a Foucauldian perspective (56) may have positioned this history as one
that considered the power relationships that existed within the public health profession (e.g.,
voluntary sector health workers, medical officers of health), between public health and other
medical and non-medical professionals (e.g., physicians from other medical specialties, Ministers
of Health, educators), or between the PPH workforce and the public. While these and other
critical perspectives may offer interesting interpretations of this dissertation’s findings, it was not
the intent of this work to provide insight into class and power relations of the public health
workforce. Rather, this dissertation sought to trace the history of the SDOH approach in Canada.

As explained elsewhere in this dissertation (see Chapter 4), the SDOH are fundamentally
about health equity. Given this understanding of the SDOH, I sought to illustrate past instances
where the public health community was inclusive and sought to create fairer conditions for
health, rather than where the public health community was exclusive and marginalized certain
population groups. Because of this approach, my dissertation may read less critically compared
to other works on similar topics. As an interdisciplinary researcher situated in PPH and history,
however, I believe that my approach is warranted in presenting the findings from my work to my
intended audience: the PPH community and those interested in its history.

Through the many times I have presented this work to PPH audiences, I have found it more
constructive to opening dialogue on past and present strengths and shortcomings in PPH when
the material is conveyed in a neutral and relatable way (e.g., ‘attempts to achieve health equity’
versus ‘attempts to achieve social control”). To reflect on our history and to learn from it, it is
important that we are able to connect with it and, to some extent, see ourselves in it. For this
reason, [ present my history of PPH as one where the PPH workforce consistently attempted to
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improve the health of Canadians, even though these attempts were limited by the time, place, and
social context in which they operated in. My neutral (and sometimes positive) presentation of the
PPH workforce is therefore not intended to be uncritical, but to present PPH history in a way that
is constructive to the workforce’s present-day efforts to achieve health equity and act on the
SDOH.

2.4 About the Canadian Public Health Association

As discussed in Section 2.5, the CPHA archives comprise the major source of data for this
thesis. As well, this dissertation considers the history of the SDOH through the lens of the
CPHA. Therefore, some background information on the CPHA and its history is necessary. In
this section, I provide a brief overview of the history of the CPHA and its activities related to the
SDOH in Canada, which I gained through my analysis of this organization’s archival documents.
This overview serves to orient readers with the CPHA, to better understand my reasoning for
using the CPHA as the interpretive and historical lens for this paper.

The CPHA is the oldest non-governmental organization devoted to public health in
Canada.(35) It has provided an independent voice for public health since it was established in
1910.(36) Since its existence, the CPHA has represented individuals from diverse areas related to
PPH (e.g., public health nursing, environmental health) with an interest in establishing
professional standards, providing networking opportunities, and advocating for policy change to
improve the health of all Canadians.(35, 36) Today, the CPHA is a national, not-for-profit,
voluntary association comprised of members from over 30 professions related to PPH across
Canada, who work to advise decision-makers and guide initiatives on matters related to PPH.(37)
The breadth and history of the CPHA present an ideal perspective for examining the history of

the SDOH in Canada.
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2.4.1 The history of the SDOH through the lens of the Canadian Public Health Association

From the 1900s to 1920s, the CPHA and its members advocated for initiatives that may
today be considered as action on the SDOH. This included town planning bylaws, shorter
workdays, and improved sanitary measures to lower child and maternal death rates, lower
communicable disease rates, and improve housing conditions for Canadians. Later, from the
1920s through until the 1940s, the CPHA and its members continued the trend to improve child
and family living and working conditions, through initiatives such as medical examinations at
schools or in the work place, the establishment of well-baby clinics, or the provision of
workmen’s compensation. Following the Second World War, from the 1950s through the 1990s,
the CPHA and its members became influenced by the social movements ongoing in Canadian
society, which brought a greater recognition of rights and equity into public health. Since the
2000s, the CPHA has continued to maintain its support of the SDOH and has evolved its
direction as the evidence-base on the SDOH has developed. The CPHA now advocates in
support of initiatives that aim to create equal opportunities for health by redistributing power,
money, and resources in broad areas such as government taxation and transfer policies, the
environment, and poverty reduction.

2.5 Data collection and access

To achieve the objectives of this dissertation, I used several different sources of data:
archival sources, interviews, media, and other literature. Specifically, I used published academic
and grey literature to achieve objectives 1 and 2, print news media for objective 3, and archival
materials and oral history interviews for objectives 4 through 6. Below I review each data source

in detail, ordered by their contribution to the findings of this dissertation.
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2.5.1 Archival sources
2.5.1.1 The Canadian Public Health Association archives

To gain a nuanced understanding of the emergence and evolution of the SDOH approach
in the history of Canada since 1910, I analyzed primary source materials from the Canadian
Public Health Association (CPHA) archives, located in Ottawa, Ontario. The CPHA archives
represent a body of past and present institutional records that have not been accessioned or
indexed (e.g., no fonds numbers or collection signatures) and for which there is no historical
finding aid available. As a researcher, I was granted access to the CPHA “general” archives and
past program archives (i.e., not financial, membership, or activity records [e.g., materials related
to specific research projects]).

The general archives predominantly consisted of 76 boxes (15 3/4 x 12 3/8 x 10”) of
hard-copy paper documents, which in many cases were not filed by date, document type, or size.
Many of the boxes did contain files organized by topic and year. The boxes themselves were
labelled generally according to their topic or the activity they reported on; specifically, global
health (n=9), HIV archive (n=14), Strengthening Public Health Associations project (n=3),
National Specialty Society for Community Medicine — Public Health Physicians of Canada
project (n=2), Canadian International Immunization (n=7), policy (development) (n=4), and
general (n=37). The 37 boxes categorized as “general” were most relevant to my research
question, for they contained documents older than 1990, including: meeting minutes of the
executive council, annual general meetings, Board of Directors, and committees; CPHA reports,
position papers, policy statements, newsletters, motions, and resolutions; conference programs,
CPHA awardee brochures, speeches and speaking notes; newsletters; correspondence; newspaper

clippings; pamphlets; photographs, and many others sources. The archives also contained some
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relevant documents that were outside of the CPHA’s immediate operations but that CPHA
participated in, such as records of the meetings of the Dominion Council of Health from 1919 to
1960. During my data collection period at the CPHA archives, from October to December 2015,
I created content lists of the boxes, which I taped to the outside of the boxes after numbering and
labelling them.

In small part, the general archives consisted of electronic documents (e.g., Microsoft
Word documents or portable document files [PDF]) that the CPHA’s Director of Policy and
Office Manager provided to me as potentially relevant sources. The electronic documents
recorded some of the CPHA’s more recent (e.g., 1990-) activities related to the SDOH; for this
reason, they constituted only a small portion of the records collected.

Access to the CPHA archives was granted through a research agreement approved by the
CPHA Board of Directors in 2011, which is included in Appendix F. The archives were
accessible to me during the association’s operating hours, via swipe card access to CPHA’s main
office and its locked storage room, where the archives are held. The electronic materials
provided by the CPHA were made accessible to me only through permission of the Director of
Policy and the Office Manager, who directed me to their location on the CPHA intranet. |
accessed the intranet through a CPHA institutional login I was assigned at the time of my arrival.
Some CJPH articles were publicly accessible online (e.g., older than the 1960s), while more
recent articles were not. I used my library membership with the University of Calgary’s library
services to access CJPH articles with restrictions, through its subscription to this journal.
2.5.1.1.1 Sampling of archival materials

Informed by my scoping review (Chapter 4), which was underway at the time of my field
work, I had a working definition of the SDOH which I applied when sampling materials for
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further consideration. Specifically, I retained any materials that concerned: health equity or the
social gradient of health; factors having to do with the social, economic, or political influences
on health; or the SDOH as represented by existing lists of determinants (e.g., housing, income,
education, Aboriginal status). This scope was intentionally broad and inclusive; I had a large
number of boxes to work through in a limited time frame, thus I wanted to ensure I collected as
much material as possible during my time in Ottawa.

My sampling process was as follows. I opened a box and removed its contents, document
by document. I quickly reviewed each document to determine its relevance. If relevant (or
potentially so), I created a copy of the source by taking a photograph of each relevant page with
a tablet computer. I accumulated approximately 700 photographs per day. Once I went through
the entire box and copied relevant documents, I reassembled the documents (e.g., staples,
fasteners, envelopes, elastics, folders) and re-boxed them in their original order. It was during
this latter process that I recorded content lists for each box. Following each work day, I
transferred the photographs of documents onto my computer and deleted them from the tablet
computer. I then assembled them into PDFs, which I renamed by date and title. I processed all
PDFs for optical character recognition (OCR), to make them text searchable; however, because
of the poor quality of some images, and/or the presence of highlights or other marks on some
documents, this was not possible for the entire dataset. Following OCR processing, I filed the
PDFs on my computer into meaningful folders (e.g., CPHA Pamphlets, Board of Directors).
These folders comprised what I refer to as my “electronic dataset” of CPHA archives. In total,
my electronic dataset of CPHA archives consists of nearly 3000 records, which I imported into

an NVivo database to assist in managing and analyzing these resources.(38)

47



2.5.1.2 The Canadian Journal of Public Health

I also used the archives of CJPH, which has functioned as the official organ of CPHA
since 1910. The CJPH archives are available in their entirety online through Early Canadiana
Online (1911-1912), JStor (1910; 1912-2014), and the CPHA (1997-present). The journal has
undergone three name changes in its 107-year history from The Public Health Journal (1910-
1928), to the Canadian Public Health Journal (1929-1928), to its current title of CJPH (1943-
present). I reviewed the table of contents of every journal issue from 1910-2010 to identify
potentially relevant titles. In the earlier (ca. 1910-1960) issues of the CJPH, titles were often
uninformative and so I quickly reviewed these articles to determine relevance, using the criteria
identified described in Section 2.5.1.1.1. I took notes on relevant articles using a Microsoft Word
document, creating a separate document for each decade. I then added these notes to my
electronic dataset in Nvivo for analysis.

2.5.1.3 The Library and Archives of Canada

I also considered archival records that were related to the CPHA from the Library and
Archives of Canada (LAC), which is also located in Ottawa, Ontario. The LAC is a national and
extensively accessioned collection that preserves “the documentary heritage of Canada for the
benefit of present and future generations.”(39) Using the LAC’s online library management
system, I requested all documents returned from a keyword search of “Canadian Public Health
Association.” I then determined the relevance of these documents, and photographed and
organized them using the same process outlined in Section 2.5.1.1.1. CPHA records held by the
LAC archives mainly included documentation from decision-makers who were involved in
CPHA activities. For example, if a federal Deputy Minister of Health was invited to speak at a

CPHA conference, there may be a file folder that contained: correspondence concerning the
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invitation; travel and accommodation arrangements, receipts, and reimbursement claims;
speaking notes; general notes; a conference and banquet program; or other documents. In total,
approximately 400 records were collected from the LAC. I did not add the LAC archives to the
CPHA archives in the NVivo database. Rather, I consulted them only as needed to provide added
context to findings from the CPHA archives.

The LAC are accessible to all members of the public who possess a LAC user card,
which is free and can be obtained onsite. Materials must be requested in advance, through the
LAC’s online library management service. The LAC allows photography of documents, with
some exceptions.

2.5.1.4 Oral history interviews

I conducted qualitative interviews with individuals who held leadership roles in Canadian
public health, past and present. My interviews were informed by the methods of oral history,
which emphasize participants’ perspectives, via open-ended questions, and seek to gain their
experiential knowledge in the field.(40) Oral history is a method of social science research that
collects narratives from individuals for the purposes of research, as an effective method of
gaining in-depth knowledge of a topic.(40)
2.5.1.4.1 Participant recruitment

I identified potential participants for interviews during the data collection phase described
for CPHA archival materials in Section 2.5.1.1. I maintained a list of potential interviewees who
seemed to have made a substantial contribution to the history of the SDOH in Canada, which I
considered as persons whose names were repeatedly (i.e., more than twice) associated with
SDOH-related research, issues, discussions, or activities. I also used snowball sampling, a

strategy where other potential participants are nominated by the interviewees,(41) to broaden my
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potential interviewee pool. I approached 19 people as potential participants in my recruitment;
two did not participate, for personal reasons, but did refer me to other potential participants and
documents that could inform my project.

Interviews were conducted face-to-face, by telephone, or by videoconference. Apart from
two interviewees, I provided participants with the question guide (see Appendix G) in advance of
their interview. Initially, I had not intended to circulate the question guide in advance of the
interviews for my study, to allow for a more natural conversation and interview compared to pre-
prepared responses. After my second interview, however, the participant expressed that they
would have preferred to receive the question guide in advance. For every interview thereafter
(i.e., for participants 3 through 17), I circulated the question guide in advance to participants. I
interviewed a total of seventeen participants, which included 8 males and 9 females, with the
oldest participant aged 88 years. Participants were provided with a copy of their transcript for
content verification following transcription (see Section 2.7.4). Further details on the recruitment
and sampling strategy are provided in the methodological appendix of Chapter 8. A summary of
participant and interview characteristics is provided in Appendix H.
2.5.1.4.2 Interview process

I audio-recorded interviews and transcribed them using intelligent verbatim (i.e.,
capturing the content but omitting non-verbal or repetitive components of the conversation, such
as utterances of ‘um’ or ‘ah”).(2, 42) Once transcribed, I added the transcripts to my electronic
dataset for analysis in NVivo. Further details on my interview and transcription process are
provided in Chapter 9. Appendix H summarizes the interviews and interviewees.

Oral history interview participants underwent an informed consent process. All but one
participant agreed to link their name with their interviews, due to the nature of their position in
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the public service, so that quotes could be attributed to participants in an identifiable form. This
is consistent with oral history, which aims to give authenticity to the interview as an historical
source and to credit participants as “bearers of tradition” who represent “living links in the
historical chain, eye witnesses to history, and shapers of a vital [...] way of life.”(43, p13) The
form used to consent participants into this study can be found in Appendix I.

2.5.2 Academic and grey literature

To achieve objective 2, I conducted a scoping review of PPH academic and grey
literature to discern its key components. I searched the title, abstract, and keyword fields of 5
academic (CINAHL, Embase, Medline, PsycInfo, PubMed, SocIndex) and 3 grey (Google
[general], Canadian Health Research Collection, Canadian Research Index) literature databases
for the terms “social determinants of health” and “public health” or “population health” or
“health promotion,” limited to English language abstracts published between 2004 and 2014. I
also included a secondary literature search of Canadian-specific literature, as my understanding
of the SDOH literature evolved. I added the terms “inequity” or “inequality” or “disparity” or
“social gradient” and “Canad*” to my search to meet this end. My search strategy and methods
of inclusion and exclusion criteria for this review are discussed in further detail in Chapter 4. My
final sample of SDOH literature synthesized consisted of 108 full-text articles.

I accessed academic and grey literature databases through the University of Calgary’s
institutional subscriptions to CINAHL, Embase, Medline, PsycInfo, PubMed, SocIndex,
Canadian Health Research Collection, and Canadian Research Index. Google is publicly

accessible and did not require access permissions.
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2.5.3 News media articles

To address objective 3 and to provide an alternate perspective of how the SDOH are
represented outside of the academic and grey literature, I conducted a media analysis of
Canadian news media articles. I searched the Canadian Newsstand Complete database (now
known as Canadian Newsstream) for “social determinants of health” or “social factors of health”
or “social elements of health” or “social determinants” or “social aspect® of health” or “social
NEAR/2 health” (meaning: the word “social” was within a 2-word distance from the word
“health”). I did not restrict my search by date, though I did limit my search to the English
language and the 25 most widely circulated newspapers in Canada, which I identified using
Wikipedia’s 2011 “List of newspapers in Canada by circulation.”(44) My final sample, after
removing duplicates and applying my inclusion and exclusion criteria, consisted of 183 news
media articles. Further details of methods used to obtain this sample are provided in Chapter 5.

I accessed the Canadian Newsstand Complete database through the University of
Calgary’s institutional subscription.

2.6 Data analysis
2.6.1 Thematic content analysis

I used thematic content analysis as the primary method of analysis for this research,
across all textual materials (i.e., archival materials, oral history interview transcripts, academic
and grey literature, and news media articles). Green and Thorogood describe this method as
appropriate in qualitative research studies that aim to find and categorize common themes across
data sources.(2) Thematic content analysis consists of closely reading (and rereading) sources,
coding information meaningful to the research question, grouping codes together, and then

comparing these groupings to look at the relationships and patterns that exist in the data.(2)
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I coded documents according to the methods described by grounded theorists Barney
Glaser and Anselm Strauss. Of note, while I borrowed the method of coding from grounded
theory, I did not adopt grounded theory methodology in my study. I first performed open-coding
of the documents in my electronic dataset by identifying concepts and information related to the
SDOH.(45, 46) Open coding is an intense and early phase of data analysis intended to open the
researcher to “all potential avenues of enquiry” by generating as many codes as possible.(2) I did
this through a close reading of documents, line by line, and decade by decade. I then revisited my
codes and considered which ones seemed core to my research question.(45, 46) At this re-coding
stage [ developed a codebook to document how I grouped codes into meaningful categories.
Throughout this process, I used constant comparison to consider how my codings and groupings
of codes related to one another and generated common themes meaningful to my research
questions.(2, 45, 46) I provided thick description of my findings in the manuscripts by describing
the social, historical, political, and economic context of themes.(2) My methods of thematic
content analysis differed slightly between objectives and are explained in detail within each
manuscript.

2.6.2 Content analysis

In addition to grounded theory, my coding process was also informed by the methods for
general content analysis described by communications professor Klaus Krippendorff, which I felt
appropriate, as my analysis relied so heavily on textual material. According to Krippendorf,
texts are considered as artifacts of a given social and cultural context that influences how they
are written and interpreted, with multiple valid interpretations.(47) The Krippendorff process for
collecting and analyzing texts for content analysis firsts consists of compiling texts of interest

into a manageable and representable set.(47) Then, pertinent information from texts is recorded
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through the coding process and later reduced by tabulating and organizing data.(47) Finally,
researchers infer meaning on their findings and make interpretations comprehensible to others
through narrative explanation.(47) I adopted Krippendorff’s process early on in my research
process, as it provided a logical and sequential way to work through my study and electronic
dataset from data collection to writing an historical narrative.

2.7 Rigor

In qualitative research, rigor refers to the “trustworthiness of data collection, analysis,
and interpretation.”(48, p107) I applied several strategies to enhance the rigor of this study. I
briefly review each of these, below.

2.7.1 Triangulation

I applied the method of triangulation to my data, which means that I drew my findings
from multiple sources to provide different perspectives on an issue.(49) To some degree,
triangulation helped to verify content claims in documents and increase the reliability of my
findings; however, this was not the primary aim of its utilization. More importantly, triangulation
overcame the potential weaknesses that may have existed in sources (e.g., incomplete records)
and mitigated some of the potential bias of relying on a single perspective or source.(2)

2.7.2 Reflexivity

Reflexivity is an important component of qualitative research, for as Green and
Thorogood describe, “researchers should subject their own research practice to the same critical
analysis that they apply when studying their topic.”(2) I employed reflexivity throughout the
research process by memoing and documenting my thoughts and presuppositions as I collected
and analyzed data. I also interrogated my own potential biases, through the reflexive passage in

Section 2.9, where I examine the journey of my research orientation.
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2.7.3 Purposive sampling

I used purposive sampling in my interviews to ensure that I obtained data useful and
meaningful to my research questions.(2) Purposive sampling allowed for the collection of rich
information on the history of the SDOH from those whom I identified as having known this
history well, among a population of PPH leaders (described further in Appendix H). This
sampling method helps ensure the credibility of my findings to the PPH community with whom I
wish to share the results of this research.(2)

2.7.4 Respondent validation

Following the transcription of interviews, I used respondent validation to ensure that
participants agreed with the content and representation of their interview.(2) At this stage,
participants had the opportunity to expand on certain topics raised in the interview, remove
potentially sensitive information, or correct the information recorded. This step also helped to
enhance the credibility of findings.

2.7.5 Iterative research process

I conducted this research iteratively and adapted my methods of data collection and
analysis as I learned new information that could enhance my approach. I conducted data
collection and data analysis concurrently; this was particularly helpful for qualitative interviews,
as [ modified my question guide for participants as I refined my vocabulary and understanding
related to issues in the history of the SDOH.

2.8 Ethics approval

This research was approved by the University of Calgary’s Conjoint Health Research
Ethics Board, with the ethics ID of REB14-1287. Ethics approval for this dissertation is

appended in Appendix J.
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2.9 Reflexivity: About the researcher

Reflexivity is an important component of qualitative research.(2) By being transparent
and explicit about my values and background, I hope to make it easier for readers to consider my
potential and inherent biases and how these may have affected my interpretation of findings.(50)
Below, I briefly discuss some of the main influences on my world-view and orientation.

As a fourth-generation Canadian, I was raised with the privileges and values that
generally accompany a white, middle-class upbringing. I was happy and wanted for nothing.
Without diminishing the efforts of my hard-working parents or the challenges they faced in
providing my sister and I with the quality of life they did, I do recognize that we were on the
lucky side of the socioeconomic distribution and benefitted from the opportunities it afforded us.
We lived comfortably and securely, which not everyone in our community did.

I grew up in the rural, northern community of Kitimat, British Columbia. Kitimat exists
as the result of large-scale industrial operations (e.g., aluminum smelter, logging, natural gas)
and is largely comprised of the first-, second-, and third- generation immigrants who settled in
the town after the Second World War to work its new industries.(51) The town site serves the
needs of Kitimat’s residents, as well as those of the neighbouring Haisla First Nation that lives in
Kitamaat Village and has occupied the area for hundreds of years.

I began to recognize some of the economic, social, and racial inequities that existed in
Kitimat as I grew older and began to function in the community independent from my parents.
Some of the town’s residents have been fortunate in securing well-paying unionized jobs in
Kitimat’s industrial or public service sector jobs. Yet many others work low-paying jobs in the
retail and hospitality sectors, which has introduced difficulty in sustaining the high cost of living

that accompanies life in a rural community (e.g., high cost of food and transportation). I worked
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in all four of these sectors during high school and through holding summer jobs to finance my
post-secondary education. In each job, I gained new insight into my community and the residents
I shared it with, and came to understand some of the challenges my neighbours faced that were
unfamiliar to my experience. Throughout my teenage and early adulthood years, I developed the
sense that the status quo unfairly operated in my favour. Somewhat angrily, I began to connect
the social injustice that I witnessed with wider-scale political structures, such as class struggle,
corporatism, and war — though admittedly this realization was accelerated by a heavy listening
period of anti-establishment punk rock. In sum, I became unsettled with my position in the world
and sought to learn more about it, which set me on my path of developing a critical perspective.

When I entered my Bachelor of Arts training, I began to look to the margins of Canadian
society to learn more about myself in relation to my society. I studied Canadian social history
and sociocultural anthropology at the University of Alberta, where I began to connect my
feelings with feminist theory and thought. I vividly recall first reading Peggy McIntosh’s 1988
working paper, “White privilege and male privilege: A personal account of coming to see
correspondences through work in women'’s studies,”(52) after which I began unpacking my own
‘knapsack of privilege.” I became interested in health in my senior undergraduate years, and
began to question how my own health and the health of my community had been shaped by
wider social, economic, and political structures. I pursued a Master of Science (MSc) degree at
the University of Calgary, and for my thesis in that program I explored the historical construction
of mental health in Kitimat.

I was afforded interactions with exemplary critical scholars in the Department of
Community Health Sciences through the completion of my MSc thesis. Here also, I was exposed
to critical ideas and concepts with strong theoretical and empirical (qualitative and quantitative)
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bases, such as the social gradient in health (i.e., a phenomenon whereby people with fewer
advantages and lower socioeconomic positions have worse health compared to those with more
advantages and higher socioeconomic positions) (53) and health equity (i.e., the absence of
remediable or avoidable health differences among population groups),(5) and formalized my
research orientation as one that privileged a critical public health perspective. It is from this
background that I approached my dissertation research, on the history of the SDOH.
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Chapter Three: Is the Future of “Population/Public Health” in Canada United or Divided?
Reflections from within the Field

3.1 Highlights

Despite the supposed integration of “population and public health” (PPH), issues in the
areas of research funding, the public health workforce and ethics continue to present challenges
to the field’s unity. The authors argue that overcoming these challenges is a worthwhile goal for
the future of population well-being in Canada.

3.2 Introduction

“Are population and public health truly a unified field, or is population health simply
attaching itself to public health as a means of gaining credibility?”

This commentary was prompted by the above question, which was asked during K. L.’s
PhD candidacy exam. In response, K. L. cited recent developments in the field to support her
conviction that population and public health (PPH) existed positively as a unified discipline.
However, through conversations that ensued over the subsequent weeks and months, the authors
concluded that this issue goes deeper than the existence of departments and organizations
labelled “population and public health,” and may benefit from debate and discussion, particularly
for the incoming generation of PPH scholars. In this commentary, we argue that (1) the PPH
label at times implies a coherence of ideas, values and priorities that may not be present; (2) it is
important and timely to work towards a more unified PPH; and (3) both challenges and
opportunities for a more unified PPH exist, which we illustrate using the broad areas of research
funding, the public health workforce and PPH ethics.

3.2.1 Argument 1. The PPH label implies a coherence that may not be present

In our experience, the PPH label at times conveys the impression of a coherence of ideas,
values and priorities that may not exist. The impression of coherence is conveyed in many ways;

for example, by PPH graduate training programs that exist in universities at Calgary,(1)
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Vancouver,(2) Ottawa,(3) and Waterloo;(4) by the existence of PPH departments within health
systems;(5, 6) and by various historical developments (see Table 3.1). Yet, the coherence is not
always present in practice. K. L., for example, recalls meeting a fellow graduate student at a
national public health meeting who remarked that they were used to “no one knowing what
[population health] is” and that they “usually just say public health,” thus implying that they are
— at least to some extent or to some audiences — the same. A contrasting example is L. M.’s
experience, as an academic who would describe herself as a “population/public health
researcher,” of being regarded by colleagues within public health as “not really a public health
person” because she does not have a health professional degree. Therefore, the need to clarify the
boundaries and future of PPH remains, particularly due to the increasing number of trainees in
this field.

3.2.2 Argument 2. It is important and timely to work towards a more unified PPH

A key question at the heart of our commentary is whether PPH should be a unified
discipline. Some have asserted that the answer is “no.”(7) Arguments against a unified PPH
include important points such as the concern that PPH is too broad in scope to be useful or that it
carries the potential of diluting the urgency of public health.(7)

We disagree, and feel that efforts towards a more unified PPH are both important and
timely. These efforts are important because embracing the social determinants of health (SDOH)
and thinking critically about health inequities, which PPH aims to do,(8) is necessary to accept a
holistic conceptualization of health and to overcome professional and organizational silos that
prevent intersectoral action on health and health equity. In some cases, overcoming silos includes
offsetting historical changes to the public health system. For example, in many Canadian
jurisdictions, “health” presently constitutes its own ministry (e.g. Alberta Health or Health

Canada), implying a separation from other determinants of well-being, whereas formerly it was
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broader in scope (e.g. the federal Department of Pensions and National Health [1928] and
Department of National Health and Welfare [1944]).(9, 10)

It is timely to work towards a more unified PPH. Unlike even 20 years ago, there are now
many programs of study in Canadian universities for students who do not necessarily intend to
go into public health in its conventional sense (e.g. public health nursing or a Public Health and
Preventive Medicine specialty) but rather who wish to pursue an academic career, or to apply
principles of PPH in a range of sectors. The Bachelor of Health Sciences Program at the
University of Calgary, and in particular, the Health and Society specialization within that
program, is an excellent example. We disclose that this relatively recent trend describes us: we
were both drawn to the idea of a unified PPH because it represented a way to bring together
health and social sciences/humanities in a way that was connected to, but importantly steps
outside of, the formal health sector and professions.

3.2.3 Argument 3. Important challenges and opportunities for an integrated field exist

To permit reflection on PPH, we identify three (of potentially many) areas that appear to
create cleavage in the field: research funding, the public health workforce and PPH ethics. For
each area, with the intention of opening a dialogue, we identify what we see as key challenges
and opportunities.

3.3 Research funding

Challenge: The 2009 announcement by the Social Sciences and Humanities Research
Council of Canada that they would no longer fund health research created a challenge for PPH as
an interdisciplinary field, as it left many social scientists working within PPH to navigate the
different funding landscape and procedures of the Canadian Institutes of Health Research
(CIHR).(11) This change highlighted the different norms and expectations for social sciences

versus traditional health research (e.g. structure of research grant applications, authorship, length
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and pace of publications, emphasis on theory),(12) as well as the areas of research considered
viable and worthwhile. These differences, arguably, may particularly disadvantage those who are
most poised to contribute rich theoretical and critical scholarship to PPH.

Opportunity: The integration of social and health sciences is essential to PPH. As a
national funding agency and guiding body for health research in Canada, CIHR provides a forum
where challenges to integration can be overcome. One example, is the significant efforts that
have been made by CIHR’s Institute of Population and Public Health (IPPH) to shift the peer
review landscape to facilitate fair and transparent evaluation of interdisciplinary applicants by
reviewers with appropriate expertise through specific, priority-driven competitions.(13) Though
the challenges noted above have not disappeared, it seems that important progress is being made.

3.4 Public health workforce

Challenge: To a large extent, the public health workforce (e.g. physicians, public health
inspectors, laboratory workers, nurses) remains situated within the health sector (i.e. in health
services organizations or ministries of health). This arrangement presents a challenge for action
on the SDOH and health equity, which is at the forefront of PPH and by definition goes beyond
the regulatory and legal frameworks of public health. Action on the SDOH may fall outside the
scope of day-to-day public health work providing services and programs to the public.(14)
Additionally, the legislative framework that mandates public health in jurisdictions may not
support an integrative PPH. For example, Alberta’s Public Health Act: Revised Statues of
Alberta 2000 (15) makes no mention of the SDOH, or even of chronic disease. These issues may
present a source of cleavage between the large number of experts working within public health’s
core functions (e.g. disease prevention, and communicable disease prevention in particular) and
the stated aim of PPH to broadly influence population health (i.e. via social policy interventions,

outside of the health system).
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Opportunity: Despite these sources of cleavage, significant opportunities do exist and in
some cases progress has been made within the professional and regulatory arms of public health
towards a more unified field. Brassolotto, Raphael and Baldeo,(14) for instance, have
documented that in Ontario some health units actively pursue advocacy and action on the SDOH
in addition to their delivery of more traditional public health services. Public Health Ontario, for
example, has incorporated addressing determinants of health and reducing health inequities
throughout the Ontario Public Health Standards.(16)

Legislative progress has also been made in some jurisdictions. In British Columbia, the
Public Health Act (SBC 2008) includes chronic disease as a health impediment, which at least in
theory allows for the minister to incorporate the social determinants of health or equity concerns
when developing a plan “to identify, prevent and mitigate™ its adverse effects.(17) Québec’s
Public Health Act (S-2.2) goes further, by allowing the Minister of Health, public health director
and institutions to intervene not only to prevent disease and trauma, but also to consider “social
problems that have an impact on the health of the population” through acting on the SDOH.(18,
p4) An example of this is Québec’s promotion and implementation of healthy public policies
through health impact assessment.(19) Finally, in recent years, the Public Health Agency of
Canada has attempted to define the ever-expanding PPH workforce, through core competencies
for public health work and the harmonization of information on the diverse postsecondary and
postgraduate training opportunities that exist in PPH.(20, 21) Such attempts present the
opportunity to better understand some of the features of PPH that permit intersectoral action and
build on them, toward a more integrative PPH workforce and field of practice.

3.5 Efforts to advance the ethical foundations of PPH

Challenge: As public health practice is predominantly situated within the health care

system, its ethical guidelines have traditionally been sanctioned by bioethical principles (i.e.
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autonomy, beneficence, nonmaleficence, respect for human rights) and guided by the moral
theory of utilitarianism (i.e. the public good).(22) However, as noted elsewhere,(23) these
bioethics principles have proven inadequate to fully meet the challenges of PPH, where
intervention activities include structural interventions that apply to whole populations and may
therefore conflict with the will of the public to the benefit of the population (e.g. community
water fluoridation). This tension has led to the creation of critical subdisciplines (e.g. public
health ethics) to encourage advancements to ethical thinking in ways that respond to this need
(e.g. the Nuffield Council on Bioethics’ stewardship model).(24)

Opportunity: There is an exciting trend in evolving critical scholarship on some of the
unique challenges that exist for population health interventions sanctioned under public health
ethical frameworks. For instance, there is scholarly debate around the merits and drawbacks of
population-wide, or universal, interventions in PPH which, on the one hand, identifies potential
negative consequences of the population-level approach,(25, 26) and, on the other, argues for the
leverage and potential equity of that approach.(27) This work will contribute to an increasingly
robust intellectual foundation for PPH. Relatedly, some ethical frameworks that better
incorporate aspects of population health have emerged that respond to the field’s need for
transparency and minimal restriction, social justice and equity.(23, 28-30) Such work may
facilitate greater unification of PPH, as it begins to tackle the issue of how to balance the
utilitarian aspect of public health, which many view as its key asset, alongside thoughtful
consideration of the possible unintended consequences of this approach towards improving
health for all.

3.6 Conclusion

As PPH continues to evolve throughout the twenty-first century and enrollment in

“population and public health” interdisciplinary graduate programs continues to grow, we
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believe that the question of whether and how to better integrate PPH will remain relevant and
important. We recognize that the areas we have considered above (i.e. research, the public health
workforce and PPH ethics) are not mutually exclusive and represent only a few examples among
many others that likely exist.

We encourage future research and discussion on the topic and we hope that this paper
prompts further debate and discussion among PPH leaders, workers, and trainees.
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Table 3.1 Historical timeline of key events in the development of “population and public
health,” 1974-2004

Year

1974

1975

1978
(UK)
1982
(CAN)
1985
(UK)
1986
(Intl.)

(CAN)

1987
(CAN)

1989
(CAN)
1991

(CAN)

(UK)
1994
(CAN)

(CAN)

1996
(CAN)

1997
(CAN)
1998

(CAN)

(CAN)

Event

Lalonde Report (31) published

National Health Research and Development
Program is established

Marmot, Rose, Shipley and Hamilton (32)
publish findings from Whitehall I

Canadian Institute for Advanced Research is
established

Rose publishes Sick Individuals and Sick
Populations (33)

The Ottawa Charter for Health Promotion
(34) published

Epp Report (35) published

Canadian Institute for Advanced Research
establishes a population health program

Canadian Institute for Advanced Research
introduces population health concept
Mustard and Frank (36) publish The
Determinants of Health

Marmot, Davey Smith, Stansfeld et al. (37)
publish findings from Whitehall 11

Evans, Barer and Marmor (38) publish Why
are Some People Healthy and Others Not?

Federal, provincial, and territorial ministers of
health publish Strategies for Population
Health: Investing in the Health of Canadians
(40)

Hamilton and Bhatti (39) produce Population
Health Promotion: An Integrated Framework
for Population Health Promotion

Federal, Provincial, and Territorial Advisory
Committee on Population Health is formed
Hayes and Dunn (40) publish systematic
review on population health in Canada

Poland, Coburn, Robertson, and Eakin (41)
publish Wealth, Equity and Health Care: A
Critique of a “Population Health” Perspective
on the Determinants of Health

68

Contribution to field of PPH

Influences a number of developments in
health promotion

Stimulates and supports research into national
health issues

Introduces the notion of the social gradient
into epidemiological research

Serves as a “think tank” for developing new
conceptual frameworks

Introduces the population strategy of
prevention

Facilitates developments in health promotion
and introduced the prerequisites for health
Canadian government departments begin to
adopt health promotion in their programs

Reflects changes in government and PPH
where public health shifted away from health
promotion towards population health
Considers complex interaction of
determinants of health

Concludes that major determinants of health
lay beyond the reach of the medical care
system, at the individual and population levels
Brings language of health inequality to the
forefront of population-level research
Provides epidemiological support to explain
the influence of social and economic factors
on health

Population health approach is officially
endorsed by governments

Combines ideas of population health and
health promotion

Provides government definition of population
health

Identifies multiple ways that population health
can be conceived as a perspective, research,
framework, or approach.

Critiques the population health model for
being atheoretical and reductionist



Table 3.1 Historical timeline of key events in the development of “population and public
health,” 1974-2004 (continued)

Year Event Contribution to field of PPH
2000 National Committee on Vital Health and Exemplifies international spread of the
(USA) Statistics at the Centers for Disease Control population health concept

considers Canadian Institute for Advanced
Research concept of population health in their
vision for health statistics
(CAN) Canadian Institutes for Health Research Includes the Institute for Population Health in
established through an Act of Parliament, 2000
replacing the National Health Research and
Development Program

2001 Health Canada’s Health Promotion and Population health approach is adopted as a
(CAN) Programs Branch produces a position paper unifying force by Health Canada for its

for health promotion staff spectrum of health system interventions
2003 Coburn (42) publishes “Population Health in Acknowledges that health promotion had been
(CAN) Canada: A Brief Critique” “squeezed out” by population health as a

credible health policy discourse

2004 Public Health Agency of Canada formed Adopts a population health approach and
(CAN) establishes regional offices of

the Population and Public Health Branch to
mobilize it
Abbreviations: CAN, Canada; Intl, international; PPH, population and public health; UK, United Kingdom.
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Chapter Four: Taking Stock of the Social Determinants of Health: A Scoping Review
4.1 Abstract
4.1.1 Background

In recent decades, the social determinants of health (SDOH) has gained increasing
prominence as a foundational concept for population and public health in academic literature and
policy documents, internationally. However, alongside its widespread dissemination, and in light
of multiple conceptual models, lists, and frameworks, some dilution and confusion is apparent.
This scoping review represents an attempt to take stock of SDOH literature in the context of
contemporary population and public health.

4.1.2 Methods

We conducted a scoping review to synthesize and map SDOH literature, informed by the
methods of Arksey and O’Malley (2005). We searched 5 academic and 3 grey literature
databases for “social determinants of health” and “population health” or “public health” or
“health promotion,” published 2004-2014. We also conducted a search on “inequity” or
“inequality” or “disparity” or “social gradient” and “Canad*” to ensure that we captured articles
where this language was used to discuss the SDOH. We included articles that discussed SDOH
in depth, either explicitly or in implicit but nuanced ways. We hand-searched reference lists to
further identify relevant articles.

4.1.3 Findings

Our synthesis of 108 articles showed wide variation by study setting, target audience, and
geographic scope, with most articles published in an academic setting, by Canadian authors, for
policy-maker audiences. SDOH were communicated by authors as a list, model, or story; each

with strengths and weaknesses. Thematic analysis identified one theme: health equity as an
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overarching and binding concept to the SDOH. Health equity was understood in different ways
with implications for action on the SDOH.

4.1.4 Conclusions

Among the vast SDOH literature, there is a need to identify and clearly articulate the
essence and implications of the SDOH concept. We recommend that authors be intentional in
their efforts to present and discuss SDOH to ensure that they speak to its foundational concept of
health equity.

4.2 Introduction
4.2.1 Overview

In recent decades, the social determinants of health (SDOH), that is the social, economic,
and political conditions that influence the health of individuals and populations, has gained
increasing prominence as a foundational concept to the field of population and public health
(PPH). During the past 15 years, the SDOH concept has evolved to the point of being a formal
component of many undergraduate and graduate training programs in PPH and related fields, and
thus it is timely to take stock of the SDOH literature and identify its major themes in this context.

4.2.2 Background

In this paper, we use the term “population and public health” to refer to the shared goals,
combined efforts, and overlapping histories of population health and public health. Public health
refers to the organized and collective efforts of society (e.g., health promotion, disease
prevention, emergency preparedness, health protection) (1) to assure conditions for people to be
healthy. Population health is an approach that studies disease burdens, risks, determinants,
vulnerabilities, and conditions (e.g., of living and working) among population groups with the

aim of reducing health inequities through action on the structural influences (e.g., SDOH).(2-4)
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The combined field of PPH research and practice therefore includes multiple actors and agencies
in governmental and academic spheres of influence, as well as the voluntary and private sectors.

In Canadian and United Kingdom (UK) policy circles, the SDOH concept has been
increasingly incorporated into PPH literature and policies since it first gained recognition in the
1970s and 1980s alongside health promotion (i.e., the process of enabling people to increase
control over and improve their health).(5) When considered together, the uptake of SDOH and
health promotion by the PPH community represents a shift away from a focus on the individual-
level factors that influence health, towards factors at the community and societal levels. Some
prominent early examples of the SDOH concept, before it was named as such, appear in health
policy documents such as the Canadian Lalonde Report (6) in 1974 and the UK Black Report (7)
in 1980. The 1974 Lalonde Report, known formally as 4 New Perspective on the Health of
Canadians,(6) represents the first government document in the Western world to acknowledge
factors external to the health care system in achieving health (e.g., environment, lifestyle).(8) In
the UK, the 1980 Black Report — Report of the Working Group on Inequalities in Health — found
that inequities in health between upper and lower classes persisted despite universal access to
health care.(9) Aside from policy documents, the SDOH has also gained prominence in the
academic literature through studies that elucidated findings on concepts such as the social
gradient in health. The Whitehall Studies conducted by Marmot and colleagues throughout the
late 1970s and 1980s illustrated this stepwise relationship regarding mortality rates among
different employment grades of British civil servants, which were used as a measure of social
class.(10, 11)

Because the SDOH concept is multifaceted, different models and theories have emerged
in the literature to try and explain what the SDOH are, how they operate, and how they can be
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addressed via policy. Examples of these models include: the life course model, the allostatic load
model, theories of materialism and neomaterialism, and population health promotion theory.(9,
12-22) As described in detail later in this paper, some of these models privilege more
‘downstream’ efforts to increase access to health and social services or resources at the
individual or family level, while others represent more ‘upstream’ efforts to reform the
distribution of power, wealth, opportunities, and decision-making at the societal level.(23) The
many theoretical models and ways the SDOH are operationalized have created “conceptual
ambiguity.”(24, p896) When faced with this ambiguity, students, researchers, policy-makers, or
members of the general public who are new to the SDOH concept may find it difficult to extract
the key messages.(25) Considering the ongoing efforts to approach SDOH from an intersectoral
and multidisciplinary perspective,(26) a clear understanding of the SDOH concept is especially
important. Thus, there remains the need to discern key components from the SDOH concept,
which is the purpose of this paper.

Recent attempts have been made to synthesize literature on the SDOH. Some examples
include the body of work by Raphael and colleagues,(27-35) and contributions from the World
Health Organization’s (WHQO) Commission on the Social Determinants of Health (CSDH).(16,
17) These documents are important to the SDOH literature, as they have helped strengthen the
theoretical basis of the field, yet they do have some limitations. First, previous syntheses have
not been explicitly systematic. Second, the time period for many of these contributions predate
the 2008 WHO CSDH, which brought significant public attention to the SDOH, as reported by a
recent media analysis on the coverage of SDOH in print news media. The significance of the
WHO CSDH to the SDOH field, warrants revisiting the literature contemporarily. Finally, prior
literature reviews of the SDOH have focused on specific health conditions,(36-39) health
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services,(40-42) populations,(42-46) or theories (e.g., policy analysis theory, systems
change),(47, 48) and not the concept as a whole.

This paper reports on findings from a scoping review of SDOH-related academic and
grey literature from the fields of population health, public health, and health promotion. Our
purpose is to discern key concepts and themes about the SDOH as evidenced in the PPH
literature. The novelty of this review lies in our comprehensive and multidisciplinary perspective
and inclusion of grey literature. We explicitly focus on the concept of SDOH as a whole, rather
than its contributive role to narrower topics (i.e., specific health conditions). Additionally, by
situating our work within the broad, overlapping scholarly and applied fields of population
health, public health, and health promotion, we cast a wide net in our search strategy which (to
the best of our knowledge) has not been done. Our approach allows for reflection on the current
state of the SDOH with recognition of health promotion’s historic influences on this concept’s
development. Finally, the time frame of our review allows for the consideration of articles that
represent more recent contributions to the SDOH literature (e.g., since the WHO CSDH 2008
report).

This review will be of interest to those working and studying in population health, public
health, and health promotion. Specifically, it may serve as a resource for students looking to
navigate this vast and complex field, as well as scholars from various disciplines who wish to
situate themselves within the foundations of PPH.

4.3 Methods

We conducted a scoping review to synthesize and map literature about the SDOH within
the scope of PPH. We followed the framework outlined by Arksey and O’Malley (2005) (49) in

their methodological paper on scoping studies and by drawing on the methods of two recent
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publications.(50, 51) Scoping review studies differ from systematic reviews in their breadth and
aims.(49) Systematic reviews tend to ask more narrowly-defined questions and answer these
questions from a narrower range of studies that have been formally appraised for quality.(49)
Scoping reviews ask broader questions and do not assess the quality of studies reviewed.(49)
Scoping reviews may be undertaken to examine the range and extent of research on a topic,
summarize and disseminate findings, identify gaps in the literature, or to determine the value of a
conducting a systematic review.(49) Our aim was to summarize and disseminate findings.
Specifically, we sought to answer the research question: what are the key terms, concepts, and
ideas associated with the social determinants of health within PPH? We adopted a
comprehensive approach because our findings are intended to inform another study (in progress),
which aims to trace the evolution of the SDOH concept (as identified through this review) in
contemporary Canadian history.

4.3.1 Analysis

We extracted information related to each study’s location (i.e., based on the first author’s
institutional affiliation), audience (i.e., implied based on the paper’s purpose and
recommendations), date of publication, and setting (i.e., based on the geographic location of the
first author’s affiliation) to understand the landscape of the literature. Next, using NVivo QSR
software,(52) we coded and organized the documents and generated themes. We first coded all
studies for ideas, terms, and concepts that emerged repeatedly in the literature.(53) Then, we
developed themes iteratively by rereading our sources, reviewing our codes, and identifying
patterns in the data.(54)

We also conducted a quantitative content analysis of the key concepts identified from

thematic analysis by calculating the proportion of articles that included key terms. Both our
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qualitative and quantitative analyses were informed by the methodology for content analysis
described by Krippendorff (2004), which regards texts as meaningful representations of human
phenomena.(53) Content analysts, through asking questions, interpreting, and closely reading
texts, infer meaning from the common components, patterns, or trends they observe.(53)
Following Krippendorff’s (2004) steps we recorded information from and coded information
about our texts, tabulated our findings to determine how frequently these words appeared in the
literature, and also interpreted them narratively.(53) Finally, we grouped our codes and key
concepts into wider themes that synthesized the literature as a whole, which we explore in-depth
below.

4.3.2 Search and inclusion/exclusion strategy

We searched 5 academic (CINAHL, Embase, Medline, PsycInfo, PubMed, SocIndex)
and 3 grey literature databases (Google [general], Canadian Health Research Collection,
Canadian Research Index) for the terms “social determinants of health” and (“public health” or
“population health” or “health promotion”) in the article’s subject heading, title, abstract, or
keyword section. We limited our search to those with English language abstracts published
between 2004 and 2014.

Before commencing this review, we understood that the SDOH literature contained a
wide variety of document styles, including papers that list or mention the SDOH without any
elaboration, as well as papers that provide substantive discussion. Because we were interested in
the latter, our approach to identifying those materials was by necessity iterative and flexible. We
privileged articles that contained explicit discussion of the SDOH and its related ideas, concepts,
or key terms, and excluded articles that did not. To be included, articles had to go beyond

description to consider the ‘why’ and ‘how’ elements of the SDOH. As we gained familiarity
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with the literature, we purposively began to include articles that discussed the SDOH in more
nuanced ways (e.g., social gradient, inequities, social factors), regardless of whether they
explicitly mentioned ‘SDOH.” We privileged papers that were, in our view, clearly about PPH
regardless of whether that was explicitly mentioned. We also searched reference lists of articles
to further identify articles that were pertinent but not captured by the parameters of our search
(i.e., papers that were well-known and widely consulted in the PPH community were always
considered for possible inclusion). Overall, as befits the nature of the field, we used a more
flexible approach to inclusion/exclusion (see Figure 4.1 Visual representation of approach to

inclusion criteria) than one might find in reviews of other subject areas.
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Figure 4.1 Visual representation of approach to inclusion criteria
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Authors developed the inclusion and exclusion criteria collaboratively, and revised them
as they gained familiarity with the literature. KL applied the inclusion/exclusion criteria to all
titles and abstracts, after which LM reviewed the selections. Both authors agreed that the sample
of articles selected for full-text review, described below, were relevant to our research question.
KL extracted data from relevant articles and met regularly with LM to discuss findings. It was
during these meetings that key concepts were discerned and themes were generated.

Early in our title and abstract review, we recognized that the concept of health inequity
was used repeatedly in the literature in ways akin to our understandings of the SDOH, even in
articles where the SDOH were not explicitly mentioned. Braveman et al. (2011), for example,
discussed health disparities and health equity in their abstract, but went on to discuss the SDOH
in detail in the full-text of their article.(55) Therefore we felt it necessary to revisit our search
strategy to ensure that we were capturing such articles. We first tested the feasibility of a revised
search in PubMed, by adding the terms “inequity” or “inequality” or “disparity” or “social
gradient” to our search. With no geographic parameters, this returned 28,472 abstracts, which we
deemed insufficiently sensitive and not feasible for this review. We then tried restricting the
geographic scope by adding the term “Canad*”. As described below in detail, this resulted in the
identification of 619 abstracts, which were incorporated into our review. The implications of this
Canadian-specific, inequity search are discussed in the limitations section of our paper.

4.4 Results

We present our results as follows. First, we introduce our descriptive findings of the
literature regarding number of articles published by date, institutional affiliation of the first
author, target audience, and geographic setting. Second, we explore the different ways that the

literature presented the SDOH as a list, model, or story. We consider the implications of these

81



different presentations and also show how they may align with different epistemologies. Third,
we discuss health equity as a key theme and binding concept of the SDOH and explore how it,
and the related concept of the social gradient in health, have been used in the literature. Finally,
we demonstrate how action on the SDOH has been conceptualized in the literature, through more
‘upstream’ or ‘downstream’ approaches.

4.4.1 Descriptive findings

Our initial search returned 5259 articles from our database search, 3018 articles from
grey literature, Google, and reference lists, and 619 articles from our Canadian inequity search,
for a total sample of 8896 articles. After duplicates were removed, 7708 articles remained and
underwent title and abstract review for relevance. During this stage, we excluded 7690 articles
(see Figure 4.2 Flow diagram for search of SDOH literature for exclusion reasons) and retained
115 articles for full-text review. We excluded 7 articles during our full-text review (see Figure
4.2 Flow diagram for search of SDOH literature for exclusion reasons) and retained 108 articles
for qualitative synthesis. A summary of our review process is shown in Figure 4.2 Flow diagram

for search of SDOH literature (PRISMA).
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Figure 4.2 Flow diagram for search of SDOH literature
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4.4.1.1 Time trends and the impact of the WHO CSDH

Of the full time period considered (1986 to 2014), the most active period in terms of
numbers of publications was 2005 to 2009 for grey literature (with 46.9% of included grey
literature documents being published during that period) and 2010 to 2014 for academic
publications (with 43.4% of included academic publications being published during that period).
Time trends are summarized in Table 4.1.

The large numbers of documents appearing in the 2005 to 2009 and 2010 to 2014 periods
(relative to the prior periods) likely reflects the momentum of the WHO CSDH, which
commenced in 2005 and culminated with its final report in 2008.(17) Many of our included
articles used the WHO CSDH to frame their work and/or support its timeliness and
relevance.(56-63) Other articles built on the work of the WHO CSDH to contribute to the
literature for certain populations, such as articles that discussed SDOH specific to the Métis
population, British Columbians, or populations in conflict settings.(64-67) Some articles sought
to critique the work or scope of the WHO CSDH, (68, 69) reflect on its process,(70) or respond to
its findings.(71) Others simply included the WHO CSDH in their work by adopting its
framework and reiterating its goals.(72, 73) Some articles that were published prior to the WHO
CSDH report (e.g., in the mid-2000s) highlighted the anticipated contributions of that

initiative.(16, 74-76)
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Table 4.1 Descriptive characteristics of SDOH literature

All Articles Grey literature* Academic Canadian
(N=108) (n=32) literature * Sample Only
(n=176) (n=15)

Characteristic No. [ % No | % No. | % No. [ %
Publication date

Before 2000 6 5.6 2 6.3 4 53 0 0

2000-2004 9 8.3 2 6.3 7 9.2 0 0

2005-2009 45 41.7 5 46.9 30 39.5 2 40.0

2010-2014 43 39.8 0 31.3 33 43.4 3 60.0

No date (webpages) 5 4.6 3 9.4 2 2.6 0 0
First Author Institutional Affiliation

Academic 76 70.4 0 0 76 100.0 100.0

Non-academic 32 29.6 32 100 0 0 0 0
Study Location (derived from first author’s location if none specified)

Canada 57 52.8 23 71.9 33 43.4 5 100.0

United States 20 18.5 2 6.3 18 23.7 0 0

Australia 5 4.6 0 0 5 6.7 0 0

UK 15 13.9 1 3.1 14 18.4 0 0

Germany 2 1.9 0 0 2 2.6 0 0

Spain 2 1.9 0 0 2 2.6 0 0

Sweden 1 0.9 0 0 1 1.3 0 0

Switzerland (WHO) 6 5.6 6 18.8 1 1.3 0 0
Target Audience/End Users

Academia 14 13.0 0 0 14 18.4 0 0

Public Health 37 343 12 37.5 25 329 2 40.0

Workforce

Policy 45 41.7 18 56.3 27 35.5 1 20.0

Academia and Policy 3 2.8 0 0 3 3.9 1 20.0

Academia and Public 2 1.9 0 0 2 2.6 0 0

Health Workforce

Academic, Public 1 0.9 0 0 1 1.3 0 0

Health Workforce, and

Policy

Public Health 6 5.6 2 6.3 4 53 1 20.0

Workforce and Policy

*The categories “academic” and “grey” literature were applied to articles during the review
phase and do not necessarily reflect the database that returned them. This was done to overcome
instances where academic articles appeared in the grey literature.
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4.4.1.2 First author institutional affiliation of SDOH literature

We assigned each article a study setting, based on the first author’s institutional
affiliation. We identified two types of settings: academic (e.g., university professor, fellow,
student), and non-academic (e.g., government ministry or department, non-profit organization, or
regional health authorities). We recognize that these categories may at times overlap, especially
where authors collaborate with co-authors from other institutional settings or where authors have
multiple affiliations but publish only under a certain one (e.g., a government employee
publishing under their academic affiliation). However, these categories do provide insight into
the different sectors involved in producing and contributing to SDOH literature.

The majority of articles in this review (70.4%) were published in an academic setting by
authors who were affiliated with health research (Table 4.1). Authors came from a variety of
academic disciplines that included health-related disciplines such as public health,(63, 77)
population health,(26) nursing,(70) medicine,(78) social work,(79) epidemiology,(80) and social
science disciplines, such as sociology,(9, 68) sociomedical or social sciences,(21, 81, 82)
geography,(18) governance,(83) social policy,(84) communication,(85) and economics.(22)

The rest of the articles (29.6%) were published by individuals or groups working in or
affiliated with government departments and ministries, non-profit or professional organizations,
or health authorities (Table 4.1). Some publications were authored by representatives of
government organizations, such as the UK National Health Service,(86) Chief Medical Officer of
Health,(87) Public Health Agency of Canada,(15) Health Canada,(88) or the United States (US)
Department of Health and Human Services.(89) Other articles were authored by professional
associations, such as the Canadian Public Health Association,(90) Canadian Nurses

Association,(91) Canadian Medical Association,(92) or the Health Officers Council of British
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Columbia.(64) Others still were authored by practitioners from health authorities, such as Alberta
Health Services(93), or by members of knowledge translation groups, such as the National
Collaborating Centre for Aboriginal Health.(84)

Overall, the SDOH literature in the context of contemporary PPH is shown to be widely
interdisciplinary and produced by those in both academic and professional/applied settings.

4.4.1.3 Implied target audience of SDOH literature

In most cases, authors were not explicit about their audience of interest. Therefore, for
each article, we identified what seemed to be the implicit target audience, based on the paper’s
purpose and recommendations (e.g., to increase understanding of something versus to make
recommendations for government action), and the level of discussion (e.g., plain language versus
complex theoretical concepts). We grouped implicit target audiences into three categories:
academics, policy and decision-makers, and the public health workforce (Table 4.1).

Many of the articles (41.7%) seem to have been written with the intent of reaching policy and
decision-makers (Table 4.1). Most of these came from the academic literature (n=27), though
some came from the grey literature (n=18). An article by O’Campo (2012), for example,
concluded that authors should focus on synthesizing evidence on multilevel determinants of
health and evaluating macro-social policies and programs so the evidence may be of use to
policy makers.(94) Other articles (34.3%) were written for the public health workforce (e.g.,
practitioners, public health physicians, nurses, etc.). One example is the Canadian Nurses
Association backgrounder considering the role for nurses in acting on the SDOH.(91) Articles
were mostly academic (n=25), though some were also from grey literature (n=12).

Finally, some articles (13.0%) appeared to be directed at an academic audience. These

articles all came from the academic literature (n=14). Examples include those written for the
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purpose of research methodological clarification (e.g., Regidor’s review of measurements of
socioeconomic position),(24) or articles that presented theoretical positions (e.g., Link and
Phelan’s theory of fundamental causes (95) or Tarlov’s theoretical work on the sociobiological
translation (96)). Many articles were targeted to more than one audience.

4.4.1.4 Geographic setting of SDOH literature

We assigned articles a geographic setting based on the location of the first author’s
institutional affiliation. Just over half (52.8%) of our included publications were from Canada,
followed by the US (18.5%) and the UK (13.9%) (Table 4.1). For the grey literature, an even
higher proportion (71.9%) was from Canada. This was true for academic and grey literature, as
well as for the studies that came from our search targeting Canadian literature on inequity (i.e.,
the “Canadian Sample Only” column in Table 4.1). This finding may speak to professor Dennis
Raphael’s observation that Canada has an international reputation as a ‘powerhouse’ based its
written contributions to health promotion, population health, and the SDOH.(35, 61, 97, 98)
However, as Manzano and Raphael (2010) have pointed out, these written contributions have not
been accompanied by substantive action, and in fact Canada has increasingly weakened its
commitments to improving the SDOH and health equity.(61) The many documents published by
Canadian government organizations and scholars perhaps supports the claim that Canada is a
document powerhouse that falls short in acting on the SDOH (e.g.,(15, 20, 22, 27-31, 56, 61, 62,
81,97-101)).

4.4.2 Different ways of presenting and communicating the SDOH

We observed differences in the ways that SDOH were presented and communicated as a

list, model, or story. Our purpose is not to evaluate these various approaches but to document

their existence, features, and purposes within the literature. While we reflect on the various
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approaches, we intentionally do not evaluate them in part due to our inclusion criteria, which
prioritized sources that took a more narrative approach to the SDOH.

4.4.2.1 Communicating the SDOH as a list of influential factors

The list approach to organizing and communicating the SDOH has benefits and
challenges. One benefit is that lists present information about the SDOH in organized ways that
highlight important features to readers. This may facilitate dissemination and widespread
understanding, where listed points are clear, concise, and easily reproducible (e.g., make a
photocopy to share with colleagues). A challenge of communicating the SDOH in lists, however,
is that lists are not exhaustive, as authors must choose what information is included.
Additionally, lists may lead to confusion where many versions exist on the same topic (see, for
example, Raphael’s [2006] article which compares Canadian SDOH lists).(31) Some lists
attempt to be as comprehensive as possible within the scope of their work, for example by
compiling a glossary to accompany listed terms,(73) while others prioritize certain SDOH over
others for different audiences or topics of interest.(34, 74, 80) Additionally, authors do not
always state their intentions in compiling SDOH lists, which may have implications for how lists
are interpreted. Some lists, for example, may be purposefully organized to list the highest
priority SDOH first, while others may be less intentionally compiled (e.g., alphabetical order).
Important information may be buried in this case, should readers uncritically skim lists from top
to bottom. Alternatively, readers may assign greater importance to the listed elements they read
first. To some extent, the above challenges could be addressed if a single list was adopted by
authors. Raphael’s list SDOH represents one example that has been widely adopted by Canadian

authors.(34)
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The list approach also presents a potential challenge for communicating the complexity
of the SDOH. The SDOH represent much more than a list can convey, such as issues related to
how listed SDOH intersect with one another, the social and historical nature of SDOH, or the
foundational role of equity. With lists, there is also the drawback of being too inclusive or
providing too much breadth to be of practical use. An overly inclusive list does not provide
direction, and may direct focus to issues that are at the periphery of the SDOH, perhaps because
they are or seem to be the easiest to address. However, lists do serve the needs of many authors,
especially those who wish to briefly communicate pertinent elements of the SDOH to their
audience. This may be especially true among grey literature publications, for example where
SDOH resources are produced to inform practitioners. Academics, on the other hand, may
publish as an opportunity to theoretically interrogate or expand upon the SDOH, taking a more
narrative approach.

As indicated by its name, the list approach to the SDOH provides a list of factors that
influence health. The British Columbia Government, for example, in their 2008 discussion paper
on health inequities in the province provides readers with two lists of the SDOH — one noting
upstream influences (i.e., macroeconomic policies; culture, ethnicity and values; governance;
income and social status; employment and working conditions; education and literacy; and, early
childhood development) and the other downstream determinants (i.e., physical built
environments; social support networks; social environments; access to effective health care
services; risk behaviours; personal health practices and coping skills; gender; and, biological and
genetic endowment).(64) The elements of these lists appear to have been purposively chosen to

expand to the discussion of policy options for action on the SDOH among a wide range of
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audiences (e.g., health professionals, decision makers). We discuss the notions of upstream and
downstream interventions in detail later.

4.4.2.2 Communicating the SDOH through conceptual models

The model, or conceptual framework, approach moves beyond a list of SDOH to show
(often visually) how various elements interconnect and are experienced at different levels (e.g.,
societal, community, family, individual) to produce different outcomes (e.g., opportunities,
health outcomes, distribution of opportunities). Most models share the idea that health represents
a web of social influences.(102) Well-known examples of SDOH models, presented in
chronological order, include Evans and Stoddart’s (1990) framework, which shows how
individual and social factors interact outside of the health care system,(22) Whitehead and
Dahlgren’s (1991) ‘rainbow model” which shows concentric half-circles of influential social
factors,(103) and more recently, Solar and Irwin’s (2007) conceptual model produced for the
WHO that shows the multiple directions through which structural and intermediary determinants
impact health and health equity.(104) Lesser known examples include Fox and Meier’s (2009)
right to development SDOH model (21) and the model for Métis SDOH that shows
interrelationships specific to this population (e.g., self-determination, land, colonization).(65)
While numerous other models exist, they have been documented elsewhere (e.g., (20, 89, 93,
102, 105, 106)) and will not be reviewed here. A comprehensive and illustrative guide to various
models of the SDOH, including those outside the scope of this review, is provided in
MacDowell’s webpage created for medical students at the University of Ottawa in Canada.(107)

The model approach also brings potential challenges and benefits to communicating the
SDOH. They are particularly beneficial in that they depict the influence of social, economic, and

political factors at multiple levels. Some models even identify areas where action on the SDOH
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can be taken.(15, 108) Others serve to illustrate pathways, which are helpful to individuals in
understanding the ‘how’ behind the SDOH. One of the challenges is that they may oversimplify
(and thus misrepresent) or overcomplicate (and thus overwhelm) the SDOH. To the extent that
models and lists do not resonate with members of the public, for any reason, they may not instill
a sense of need or urgency to act (e.g., contact their elected representative on SDOH-related
matters), to the detriment of public engagement in public policy decision-making.

4.4.2.3 Communicating the SDOH through stories or narratives

The story, or narrative, approach to communicating the SDOH provides a way to convey
feelings or experiences that simply is not possible in lists and models. A well-known example is
the Public Health Agency of Canada’s narrative that asks the question, “Why is Jason in the
hospital?”’(109) The story goes on to answer increasingly structural questions about why Jason
was in the hospital, had an infection, played in the junk yard, et cetera. Each answer reveals a
wider set of social influences on Jason’s health. While the story approach did present itself in our
review, it was not common. This is likely an artifact of our review methods, which did not
include searching specifically for sources aimed at members of the public.

The story approach may fill the emotive void left by list and model approaches, to make
the SDOH compelling to audiences. When reading an SDOH narrative, readers may experience
feelings relating to luck, privilege, or fairness, and in some cases may even be compelled to
act.(110) The story approach may lack the structure required to gain credibility in policy
decisions when used on its own, though it may be more effective when used in combination with
lists or models in its ability to convey complex information in understandable ways. A good
illustration of this combined approach comes from the WHO CSDH final report, which includes

a list (three overarching recommendations for action: [1] improve the conditions of daily life; [2]

92



tackle the inequitable distribution of power, money and resources; and [3] measure and
understand the problem and assess the impact of action (17)); a conceptual framework, or model,
of the SDOH, which allows readers to visualize how certain factors work together to influence
health; and a story: the report itself is written in a way that crafts a compelling narrative, such as
its use of case examples and personalization (e.g., “Social injustice is killing people on a grand
scale.”(17, p26).
4.4.2.4 Epistemological differences in presenting the SDOH

The different ways of presenting the SDOH may align with the different epistemologies
that underlie the literature. Ashcroft (2010) identifies objectivism, constructionism, and
subjectivism as epistemologies present within the SDOH paradigm.(79) Objectivism was
predominantly visible in articles that used statistical methods to explore and quantify the
relationship between health and SDOH, where knowledge was produced in the context of
epidemiology and population health.(79) Some examples include Regidor’s (2006) review of
methods measuring socioeconomic position (24) and Gustafsson et al.’s (2014) quantitative
analysis of the life-course accumulation of neighbourhood disadvantage and allostatic load.(78)
There were also examples of a constructivist paradigm apparent in this review, where articles
sought to present an understanding of the SDOH based on knowledge they had collected from
the experiences of others. In their interviews with Medical Officers of Health and public health
unit staff, Raphael, Brassolotto, and Baldeo (2014), for example, showed how public health
professionals perceived the SDOH and how their role in acting on them differed, depending on
whether or not their public health unit supported activities beyond traditional public health
services or programs (e.g., vaccination, health education), such as advocacy on issues like hunger

or poverty, or raising public awareness of the SDOH.(30) Finally, examples of subjectivism from
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this review are apparent in the articles that incorporated Aboriginal understandings and
experiences of SDOH, through recognition of important influential factors such as the
dispossession of land, cultural resilience, self-determination, and legacy of residential
schools.(18, 65, 84, 108, 111-113)

We did not explore the literature with the explicit intent of discerning epistemologies,
which limits our ability to comment on the extent to which different ones were used. However, in
considering our sample at face value one thought is that academic authors may adopt more
objectivist or constructivist epistemologies compared to non-academics, perhaps drawing on or
developing their own conceptual models or frameworks to present their findings. This seems
likely considering that non-academic authors may wish to convey the SDOH in ways more
relatable and easily understood by a general audience or the public, and therefore may adopt
more constructivist or subjectivist epistemologies through using lists and narratives.

4.4.3 Health equity: A key theme of the SDOH

One theme emerged prominently during our analysis: health equity as an overarching
theme and binding concept for the SDOH. We furthermore found that this binding concept of
health equity was conceptualized in different ways, which align with more ‘upstream’ and
‘downstream’ orientations. We describe this observation in more detail below.

4.4.3.1 Health equity as a binding concept for the SDOH

The concept of health equity, which refers to a socially just state wherein all members of
a population have access to the best available opportunities for health,(55) frequently appeared as
an essential element in the SDOH. Health inequity, accordingly, refers to unfair and avoidable

differences in health between population groups that reflect inequitable access to those
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opportunities.(17) Health equity and inequity are considered the socially produced results of
systematic societal processes that contribute to distribution of resources.(114)

In the literature reviewed here, health equity was predominantly used when discussing
the structural or societal-level changes needed to improve health. Studies also referred to health
equity when making ethical claims (e.g., health equity as a normative concept, where a fair
society is explicitly valued),(104) when discussing approaches to intervene on the SDOH (e.g.,
taking a targeted approach to intervention, that focuses on those living in disadvantaged
circumstances),(115) and when discussing causes of ill health between social groups.(66)

Quantitative content analysis of all sources revealed the frequency of use of the above
terms. Equity terms (equity, inequity, inequities) were used in 77.8% of articles (n=84). These
terms were employed most frequently in WHO-related documents; namely, the WHO CSDH
final report and documents that referenced this report. Other papers that frequently used the term
health equity included a sociological commentary on health equity,(68) an Alberta Health
Services publication on social environments and health,(93) and a paper produced by a private
organization regarding the SDOH agenda in Canada.(116) Terms related to equality (equality,
inequality, inequalities) were used in 79.6% of articles (n=86). Equality terms were used most
frequently in two articles by Graham, in her writings on the SDOH in the context of UK
government policy.(60, 102) Others included a research article comparing welfare state
regimes,(81) and a commentary reviewing key tenets of the WHO CSDH.(117) The frequency of

use for these terms is further broken down in Table 4.2.
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Table 4.2 Counts of key terms used in the SDOH literature

Key Term No. %
(N=108)

Equity, inequity, or inequities 84 77.8
Equity 76 70.4
Inequity or inequities 69 63.9

Equality, inequality, or inequalities 86 79.6
Equality 20 18.5
Inequality or inequalities 85 78.7

Social gradient 40 37.0

Social hierarchy 32 29.6
Social ladder 10 9.3
Social position 61 56.5

Related to health equity and inequity are the terms equality and inequality. Equality and
inequality also refer to differences in health as present or absent, but do not carry the same moral
undertones as equity and inequity.(114) They allow health differences to be acknowledged and
discussed without necessarily adopting ethical or normative claims about what is fair and
avoidable. As shown in Table 4.2, the terms (in)equity and (in)equality appeared with similar
frequency. This may simply reflect that the terms are used interchangeably.(118) Alternatively,
(in)equality may be intentionally employed to avoid the implications associated with the reasons
for differences in health, from an SDOH point of view. Such strategic use of terms may be
especially true for studies published by authors within organizations where there may be real or
perceived consequences of associating SDOH-related differences as unfair (i.e., bearing political
critique).(27) Finally, the use of (in)equity over (in)equality and vice versa may reflect
differences in how understandings of the SDOH are conceptualized and how they operationalize
different means of action (e.g., policy change, targeted health services). We expand on this third

reason below.
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4.4.3.2 The social gradient in health: A key concept of the SDOH

Another key concept we observed as prominent in the literature reviewed is the social
gradient in health, which refers to the stepwise relationship between health and social
position.(80, 119) According to the social gradient, which “runs right across society” health
status is influenced by an individual’s position in the social hierarchy, which itself is influenced
by social, political, and economic circumstances.(80, 119)

The social gradient in health appeared in various forms in the literature that we reviewed.
For example, some articles attempted to quantify the social gradient (e.g., by measuring the
relationship of occupational class and health).(80) Other articles included discussion on the
chances individuals had to achieve good health.(111) Finally, some articles contained content
that aligned strongly with the concept of the social gradient in health but using different language
— a good example is the theory of fundamental causes (i.e., that the association between health
and social status endures due to the access one has to fundamental, health protecting resources
such as money, knowledge, and power).(95)

To further interrogate the use of the social gradient in health in the literature, we
conducted a quantitative content analysis of the social gradient in health and related terms. As
shown in Table 4.2, ‘social gradient’ was used in 37% of our articles (n=40); ‘social hierarchy’
was used in 29.6% of articles (n=32); ‘social position’ was used in 56.5% (n=61); and, ‘social
ladder’ was used in 9.3% (n=10). These findings suggest the wide use of this concept.

4.4.4 Conceptualizations of action on the SDOH towards health equity

While health equity was a common element of the literature we reviewed, (e.g., (17, 111,
120)), it was conceptualized in different ways. To describe the different conceptualizations, we

draw on the concepts of upstream and downstream as well as the work of Graham (2004) (118)
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and Whitehead (2007).(121) Graham (2004), identifies the three policy approaches to tackling
health inequalities: (1) remedy health disadvantage by improving the health of poor groups (e.g.,
policies that target poor groups); (2) narrow health gaps by improving the health of poor groups
relative to other population groups (e.g., policies that improve the health of poor groups faster
than other groups); and (3) reduce health gradients by tackling the root causes of illness (e.g.,
policies that redistribute wealth).(118) Whitehead (2007) provides an alternate but
complementary typology for actions to reduce health inequalities, where she categorizes the aims
of policies or interventions as: (1) strengthening individuals (e.g., health information campaigns
or life skill groups); (2) strengthening communities (e.g., building neighbourhood meeting spaces
to facilitate social inclusion); (3) improving living and working conditions (e.g., improving
access to adequate housing); (4) promoting healthy macro-policies (e.g., ensuring healthy labour
market policies).(121) Both typologies inform our discussion of ‘upstream’ and ‘downstream’
interventions on the SDOH.

Briefly, upstream interventions seek to diminish the ‘causes-of-the-causes’ of illness by
acting on structural determinants of health that distribute wealth, power, and opportunities at the
policy level.(23) According to the Nuffield Council on Bioethics’ ‘intervention ladder,” which
suggests that public health interventions affect people’s choices in more and less intrusive ways
requiring more or less justification, policy interventions tend to occur higher up on the ladder
(e.g., eliminate, restrict, or guide choice through incentives or disincentives).(122) Downstream
interventions, on the other hand, act on the ‘effects of causes’ of illness by attempting to meet the
immediate needs of individuals and families by improving their access to health and social
services.(23) Often, downstream interventions focus on meeting the needs of certain population
groups that face adverse health outcomes. On the ladder of intervention, downstream
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interventions tend to occupy lower rungs (e.g., enable choice, provide information, do
nothing).(122)

Because the social gradient in health pertains to entire populations, it highlights the need
for interventions that will tackle the distribution of health determinants.(118) As Graham (2004)
explains, such interventions would involve structural-level policies (e.g., availability of housing
for a range of incomes and life circumstances) that equalize life chances.(118) According to
Whitehead’s (2007) typology for action on the SDOH, this is achieved through ‘upstream’
actions that aim to improve living and working conditions at a societal level, or by promoting
macro-policies that address the SDOH at a structural level.(121) Graham’s reducing health
gradients approach, and Whitehead’s category 4, align closely with the WHO CSDH’s
recommendation to “tackle the inequitable distribution of power, money, and resources” through
strengthening governance and the public sector, ensuring an accountable private sector, and
leveraging health equity and collective action as issues of importance to the general public.(17,
p2)
4.4.4.1 Upstream action on the SDOH

Much of the literature that we reviewed supported an upstream approach to health equity
by reducing gradients and promoting healthy macro-level policies. A major emphasis among
articles supporting a gradient approach was the recognition that a collaborative and integrative
approach would be necessary. Some articles called for greater collaboration between disciplines,
departments, or sectors (e.g., academic disciplines, government departments, public/private).(15,
17,22, 26, 63, 74, 89, 93, 116, 123, 124) Others encouraged a ‘whole-of-society’ approach

where citizens would mobilize themselves to bring change to societal conditions in ways that
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facilitate health equity, at times transcending the health sector to areas such as education, social
welfare, food and drug administration, et cetera.(17, 20, 26, 70, 77, 87, 96, 116)

A good illustration of the gradient and a healthy macro-policy approach to acting on the
SDOH is Brennenstuhl et al.’s (2012) systematic review of welfare regimes and population
health inequalities.(125) The authors found that a social democratic approach to governance,
whereby social and economic interventions that support equality are implemented within a
capitalist framework, with policies such as generous pensions, fostered population health and
health equity (e.g., lower infant mortality rate).(125) It is important to note that empirical
evaluative research on this social democratic approach to governance is limited.

While upstream, gradient, and healthy macro-social policy approaches seem desirable for
their ability to address the root causes of health inequities and act on multiple SDOH across
sectors,(17) they have also been subject to criticism. Popay et al. (1998), for instance, reviews
three critiques of quantitative research on inequalities in health: (1) they may lack explanatory
power in linking agency and structure relating to health inequalities, in the context of social
structures, (2) macrosocial frameworks may fail to address complexities in explaining the causes
of health inequalities, and, (3) the notion of place, as defined in macrosocial explanatory models,
has not been conceptualized in its social and historical contexts (e.g., class, living place, gender,
age, et cetera).(126) The critical population health research perspective, which “requires asking
more critical questions about the social and economic causes and consequences of health
inequalities...” (127, p1576) appears to have been one response these critiques that has gained
momentum in recent research on SDOH (e.g., Richmond and Ross 2009; Labonté, Polanyi,

Mubhajarine, et al. 2005).(2, 18)
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4.4.4.2 Action on the SDOH further downstream

In other articles, action on the SDOH was understood with reference to specific
subgroups facing social disadvantage. This approach to ‘tackling health inequalities”) can be
considered more ‘downstream.’(102) That is, rather than addressing the wider structural (i.e.,
social, political, economic) influences that shape the distribution of health determinants, this
approach focused more on meeting the immediate needs of individuals adversely affected by
health inequality, such as by increasing access to services.(102) This conceptualization aligns
with the ‘remedying health disadvantages’ approach presented in Graham’s (2004) typology of
tackling health inequalities.(118) and to approaches that, according to Whitehead (2007), involve
attempts to strengthen individuals (category 1) or communities (category 2) characterized by
socio-economic disadvantage, for example by developing the life skills of or building social
cohesion in these communities.(121) As Graham (2004) notes, one drawback of a remedying
health disadvantages approach is that it may narrow the scope of potential policy solutions to
those that focus on individuals experiencing social disadvantage (i.e., a targeted approach),
which may be less effective if action on broader determinants that create social disadvantage is
not considered.(118) Furthermore, intervention approaches that are confined to sub-groups (i.e.,
‘those at the bottom’), may bring negative effects to other groups, such as the potential
stigmatization that may occur when publicly identifying a vulnerable group for the purpose of
intervention.(118)

In some cases, as noted by Frohlich et al. (2006), an approach focusing on disadvantaged
sub-populations is necessary where certain groups may require special attention at the
community level so not to be adversely affected by certain policies.(112, 128) As some authors,

including Graham, have acknowledged, there is a strong moral basis for tackling health
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inequalities at this level (especially in wealthy nations) so that those at the bottom are not denied
of their basic needs or the average standard of living enjoyed by the majority of the
population.(118) In certain circumstances (e.g., where people experience ill health or disability
as the result of social, political, and economic inequalities), it may be necessary to focus on
improving the health of those most disadvantaged so they do not fall further behind the rest of
the population. The notion of proportionate universalism has been put forth to recognize the
challenges posed by population-level interventions for certain groups.(129-131) The idea behind
proportionate universalism, as stated in Fair Society, Healthy Lives: The Marmot Review, is, “To
reduce the steepness of the social gradient in health, actions must be universal, but with a scale
and intensity that is proportionate to the level of disadvantage.”(129)

While proportionate universalism was not prominent in our target literature (which makes
sense considering its recency), we found that targeted and downstream approaches to health
equity and the SDOH were prevalent in the literature. In many cases this reflected the
professional scope of the authors. The Canadian Nurses Association, for example, put forth an
idea for how individual nursing practice could act on the SDOH, by asking patients certain
questions (e.g., their circumstances relating to income or housing), considering whether patients
have access to health resources or recommended medical treatments, or knowing available
community resources that could assist their clients.(91) Other articles spoke of physicians’
“ethical duty to their patients” to act on the SDOH,(92) or the need for physicians to “be the
natural attorneys of the disadvantaged.”(132, p2094)

A similar trend towards targeted and downstream approaches to action on the SDOH was
found in literature reporting on the public health workforce. Mclntyre et al.’s (2013) focus group
with individuals who were affiliated with Canadian public health, for example, found that many
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participants were too preoccupied with behavioural and lifestyle approaches (e.g., diet, exercise),
to attempt action at broader levels that may tackle wider spheres of influence on the determinants
of health (e.g., neighbourhood, environment).(133) This may in part reflect challenges identified
by Raphael et al. (2014) in their work with public health units, where participants identified that
they “act where [they] think that there’s some prospect of actually changing something”; namely,
through the provision of downstream services and programs.(29) In a related paper by Raphael’s
group, Brassolotto et al. (2014) found that public health practitioners predominantly considered
the SDOH as things to be mindful of in practice but that occurred outside the scope of their
work.(27, 30) One participant stated that, “It may be emotionally satisfying to think that we can
go out and restructure Canadian society. It’s self-indulgent, in my opinion, and it’s not the
business we’re in.”(27, p329) Finally, in a paper contemplating how social theory could be
integrated into public health practice Potvin et al. (2005) found that public health practitioners in
Canada faced difficulties acting on the SDOH because of the bureaucratic nature of their practice
and its lack of instruments to implement innovative practices.(134)

An emphasis on downstream approaches to remedying health inequities may also be
apparent in academic scholarship. Raphael and Bryant (2015) have asserted that, aside from a
handful of critical scholars, academics predominantly do not write about action on the SDOH in
ways that focus on upstream, macrosocial factors in their research.(135) Unlike the public health
practitioners who face potential consequences in their place of employment, however, these
authors state that “the academics don’t have that excuse [...] especially the tenured ones.”(135)

In summary, in the literature reviewed we identified that though health equity is a
common, binding concept in the SDOH, there are different ways in its conceptualization. These
differences have implications for approaches to action, which range from a more upstream,
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structural approach that considers the social gradient as well as the determinants and processes
that distribute resources across the population, to a more downstream, community or individual-
level approach that focuses on social or behavioural factors operating within specific groups
(sometimes, but importantly not always, these social and behavioral factors are considered
discretely or in isolation). The different approaches do not appear to have been strongly
reconciled.

4.5 Limitations

The main limitations of this scoping review are threefold. First, our internet (Google)
search for SDOH literature was conducted from a Canadian Internet Protocol address, which
may have returned results specific to our geographic setting (Canada) and thus inflated the
estimates of Canadian content. This may represent Canada’s ‘policy strong’ reputation on the
SDOH that exists in writing, but not in its government’s actions, as noted earlier. Future work
may consider comparing how grey literature on the SDOH in other countries differs from that
produced in Canada. Another facet of this limitation is that our search for grey literature utilized
Canadian databases (i.e., Canadian Research Index, Canadian Health Research Collection),
which potentially over-represented literature from this setting. However, the academic literature
revealed similar proportions as found for grey literature (i.e., Canada, followed by United States
and United Kingdom), which suggests this may not be the case. As well, despite this limitation,
our inclusion of grey literature still adds novelty and merit to existing literature reviews on the
SDOH.

Second, our search included “social determinants of health” as a search term. To the
extent that other countries or disciplines discuss the concept of SDOH using different language

(e.g., ‘social factors’ instead of social determinants), we may have missed important content. Our
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use of “public health,” “population health,” and “health promotion” and searching different
disciplinary databases should have offset this limitation to some extent. Furthermore, we
attempted to address this limitation through our iterative and nuanced approach to the search
(i.e., not simply relying on the presence/absence of terms, see Figure 4.1), which we argued was
essential for this literature because of its somewhat diffuse and jargonized nature.

4.6 Conclusion

In this scoping review, we set out to take stock of and synthesize SDOH literature in the
contemporary context of population and public health. Our main conclusions are threefold. First,
most of the literature has been published in the last decade (2005-2009), in academic settings,
with the intent of reaching policy makers. This likely reflects the impact of the WHO CSDH on
the population and public health community. Just over half of the literature came from Canadian
sources. Second, the SDOH were communicated in three ways as a list, conceptual model or
framework, or narrative or story. Each form of communication appears to have met the needs of
different authors and audiences. To some extent, these forms of communicating the SDOH may
have aligned with the epistemologies of objectivism, constructivism, and subjectivism. Third, we
identified health equity as a binding concept and overarching theme of the SDOH. In part, this
was observed in the literature through the frequent use of key terms related to health equity, such
as the social gradient in health. We also found that different ways of achieving health equity,
through action on the SDOH, were conceptualized as more upstream or downstream in nature.
Overall, we found that the current literature did not unanimously adopt the language of health
equity when presenting and discussing the SDOH. We suggest that intentional articulation of the
SDOH in this way by authors may help unify the message that the SDOH are fundamentally

about health equity.
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This review has identified a literature gap for articles published from countries outside
the global north. Very few authors were situated in developing or poor countries, which limits
our understanding of the SDOH at a global level and the transferability of our findings. This is
especially important considering that recent work by the WHO has called for the global
redistribution of resources to achieve health equity worldwide.(17) It is imperative that countries
adversely affected by international decisions regarding the distribution of economic resources
have a seat at the table with the countries holding social, economic, and political power; this is
important in recognition of global justice and fairness in relations between wealthy and poor
nations. We encourage future contributions to the SDOH literature from those working in PPH in
developing nations.
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