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Key Questions

AWhat are the fundamental causes of
health, iliness, and injuries?

AWhat are the levels at which interventions
can take place?

AWhat will be the most effective means of
promoting health and preventing injuries?

AWhat are the barriers to adopting these
approaches?



Defining Health Promotion

A Health promotion is the process of enabling people
to increase control over their health and its
determinants, and thereby improve their health.

A Prerequisites of health are peace, shelter, education,
food, income, a stable eco-system, sustainable
resources, social justice, and equity

A Health promotion action areas are:

Build Healthy Public Policy

I
I Create Supportive Environments
;

|
|

Strengthen Community Actions

" Develop Personal Skills
' Reorient Health Services

A Source: World Health Organization (1986). The Ottawa Charter for
Health Promotion. Geneva: WHO.



Defining Injury and Injury Prevention

A Injury is physical damage to the body.

A Unintentional injuries include most injuries
resulting from traffic collisions, burns, falls, and
poisonings

A Intentional injuries are injuries resulting from

deliberate acts of violence against oneself or
others.

A Injury prevention simply means trying to
minimize the risk of injury.

A Source: Injury Prevention for First Nations, 2006, on line
at http://www.afn.ca/cmslib/general/PKIP.pdf



Defining Social Determinants of Health

A Social determinants of health are the
economic and social conditions that shape
the health of individuals communities, and
jurisdictions as a whole.

A A variety of lists are available but the one
that grew out of a national conference at
York University is 2001 has proven
especially useful.



The Focus of the Canadian SDOH

Conference

A Aboriginal status A gender
A disability A housing
A early life A income and income
A education diStI‘ibu’[iOn
A employment and Arace

working conditions A social exclusion
A food security A social safety net
A health services A unemployment

Source Raphael, D. (2009%o0cial Determinants of Health: Canadiat
Perspectives,@editon.Tor ont o: Canadi an S



Establishing the Links

A Strong empirical relationship between
living circumstances and injuries within
jurisdictions

A Strong empirical relationship between

living circumstances and injuries between
jurisdictions.

A What are the implications of these
findings?
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Income-Related Excess PYLL (0-74) by

Cause, Urban Canada 2001
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Diabetes Mortality, Males
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Diabetes Mortality, Females
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Injuries, Males

ASMR x 100,000

120
110
100
90
80
70
60
50
40
30
20
10
0

'\\\\

1971 1976 1981 1986 1991 1996 2001

—— Q1 - Richest
—— Q2
-o— Q3
—— Q4
Q5 - Poorest




50
45
40
35
30
25
20
15
10

Injuries, Females
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Pedestrians hit by motor vehicles, both sexes
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Motor vehicle occupants, both sexes
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Homicide, Males
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Homicide, Females
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Suicide, Males

ASMR x 100,000
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Poisoning, Males
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Poisoning, Females
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Fig. 1: Rates of death from unintentional injury per 100 ooo children aged 14 years and less.

Birkin, C., Parkin, P., To, T., & Macarthur, C. (2006). Trends in rates of death from

unintentional injury among Canadian children in urban areas: influence of
socioeconomic status CMAJ, 175(8), 867.




Greater Risk of Injury among Lower Socioeconomic Children,

Ontario, 1996
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Differences In Childhood Injury: A Population Based Epidemiologic Study in Ontario,

Canada. Injury Prevention, 6, 203-208, Table 4, p. 206.




Socio-economic Status and Types of Injuries in Alberta, Odds
Ratios Compared to Unsubsidized Reference Group
(OR=1),1995-1996
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Canada gets a marginal grade on
childhood injury

AUNI CEF6s second I nnocent.
focuses on child deaths by type of injury, ranks
Canada 18th of 26 OECD nations for deaths from both
Intentional and unintentional injuries among children
11 14 years of age during 19911 1995.

A Not surprisingly, Canada fared worse than the world
leaders from the Scandinavian countries; however, it
also did worse than Spain, Greece and Australia.

A Had Canada enjoyed the rate achieved by the leader
Sweden, 2665 more children would be alive today.

A Source: Richard Stanwick, editorial, CMAJ, October
10, 2006, 175(8), 845.



The child injury death league
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Richard Stanwick, CMAJ editorial, continued

A Such an approach concentrates on
environmental change to secure injury
reductions rather than solely relying on
programs that focus on the behaviours of the
iIndividual or family.

A In keeping with this broad environmental
approach, | suggest that we not only consider
targeted interventions for poor children but
that we also look at the facet of the social
environment that is at the root of the disparity
In injury-related death rates @ child poverty.




Answering the Key Questions

A What are the fundamental causes of
health, iliness, and injuries?

A What are the levels at which interventions
can take place?

A What will be the most effective means of
promoting health and preventing injuries?

A What are the barriers to adopting these
approaches?



Fundamental Causes

AiWe argue that soci al
socioeconomic status and social support are
likely "fundamental causes" of disease that,
because they embody access to important
resources, affect multiple disease outcomes
through multiple mechanisms, and
conseguently maintain an association with
disease even when intervening mechanisms
change. O

A Source: Link, B.G. and Phelan, J. (1995). Social conditions as
fundamental causes of disease. J Health Social Behavior, Spec
No0:80-94.



What are the fundamental causes of
health, illness, and injuries |?

AiHeal th inequalitie
differential accumulation of exposures and
experiences that have their sources in the
materi al worl d. o

A Lynch JW, et al. Income inequality and mortality:
Importance to health of individual income, psychosocial
environment, or material conditions. BMJ 2000;320:1220-
1224,
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Fig. 2.2 Social determinants of health. The model links social structure to health and disease via material, psychosocial and behavioural pathways. Genetic, early life, and cultural
factors are further important influences on population health.

Brunner, E. and Marmot, M. G. (2006), Social organization, stress, and health

Marmot, M. G. and Wilkinson, R. G. (Eds9ocial Determinants of Healtloxford
University Press, Oxford.




CORTICO= y - ot RAGE PATTERN RELEASED AND
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What are the fundamental causes of
health, iliness, and injuries |I?

AiThe effect of income
reflects a combination of negative exposures
and lack of resources held by individuals,
along with systematic underinvestment
across a wide range of human, physical,
heal th, and soci al | N

A Lynch JW, et al Income inequality and mortality: importance to
health of individual income, psychosocial environment, or material
conditions. BMJ 2000;320:1220-1224.



Figure 1. Public spending on family benefits in cash, services and tax measures, in per cent of GDP, 2005
Family spending in cash, services and tax measures, in percentage of GDP, in 2005
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MNotes:

- Public support accounted here only concems public support that is exclusively for families (e.g. child payments and allowances, parental leave benefits and
childcare support). Spending recorded in other social policy areas as health and housing support). Spending recorded in other social policy areas as health
and housing support also assists families, but not exclusively, and is not included here.

- OECD-24 excludes Greece, Hungary, Luxembourg, Poland, Switzerland and Turkey where Tax spending data are not available.

Source: Social Expenditure Database (www.oecd org/els/social/expenditure).
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Figure 8. Child Poverty in Wealthy Nations, Mid-2000s

Percentage of Children Living in Relative Poverty Defined as Households with <50% of the National Median
Household Income
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Source: Adapted from Organisation for Economic Cooperation and Development (2008).
Growing Unequal: Income Distribution and Poverty in OECD Nations, Table 5.2, p. 138. Paris:
Organisation for Economic Co-operation and Development.




What are the levels at which
Interventions can take place?

A lImmediate i micro-level interventions
focused on reducing individual risk

A Community i meso-level interventions
concerned with local area-based initiatives

A Societal i macro-level public policy
Initiatives that improve the quality and
equitable distribution of the social
determinants of health



Figure 13.2: A Framework for Identifying the Pathways from the Social
Context to Health Outcomes, and the Means of Introducing Policy
Interventions
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Source: From “The Social Basis of Disparities in Health,” by F. Diderichsen, T. Evans, and M. Whitehead,
in Challenging Inequalilies in Health: From Ethics to Action (p. 15), by T. Evans, M. Whitehead, F.
Diderichsen, A. Bhuiva, and M. Wirth (Eds.), 2001, New York: Oxford University Press.







