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A Broadening future injury prevention efforts
to also examine broader socioeconomic
conditions alongside more proximal
Indicators associated with severe burn
Injury is likely to be more effective thann
targeting individual behaviour alone.

A Nathaniel Bell, Burns, 2009, 35.
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There are significant I but not
Insurmountable -- barriers to
having a social determinants of
health perspective adopted



Barriers to Addressing SDOH

Forms of Knowledge
Individualism in Health
Dominant Political Ideologies



Forms of Knowledge/lnquiry

A Instrumental (or positivist) knowledge is developed through
traditional scientific approaches. It is concerned with controlling
physical and social environments (e.g., epidemiological,
statistical methods).

A Interactive (or idealist) knowledge is derived from sharing lived
experiences. lItis concerned with understanding and the
connections among human beings (e.g., ethnographic,
gualitative methods).

A Critical (realism) knowledge is derived from reflection and
action on what is right and just. It is concerned with raising
consciousness about the causes of problems and means of

alleviating them (e.g., structural, materialist analysis).

A Wilson, J. (1983). Social Theory. Englewood Cliffs NJ: Prentice Hall.

A Park, P. (1993). What is participatory research? In P. Park, M. Brydon-Miller, B. Hall & T.
Jackson (Eds.), Voices of change: Participatory research in the USA and Canada. Toronto:
OISE Press.



Scientific (positivistic) Knowledge Is
Privileged above others

A Quantitative (a problem)

A Individualized (a larger problem)

A Non-normative (an even larger problem)
A De-politicized (a profound problem)

A See Raphael, D., & Bryant, T. (2002). The
limitations of population health as a model for a

new public health. Health Promotion International,
17, 189-199.



What does de-politicized mean when talking
about the social determinants of health?

AAssuming that individ
health, and well-being exist independently
of the society Iin which they live

A Neglect of political and economic forces
shaping the distribution of resources

A Emphasis on knowledge creation,
dissemination, translation, and exchange
rather than building social and political
movements in the service of health



Individualism n Health

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

A Many analysts and policymakers instead focus on
symptoms and treatments, microanalysis of individual risk
factors, and changing peopl
not conditions or places.

A They present options primarily through a biomedical
model and remedial solutions, mostly associated with
heal th car e, rarely stressi
(Hofrichter, 2003, p. 25).

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

Alf you had to identify the three most
Important things that contribute to GOOD
health, what would they be?

ADiet/nutrition 82%
APhysical activity 70%
AProper rest 13%
ANot smoking 12%



Dominant Political Ideologies

Adlt is profoundly para
when the importance of public policy as a
determinant of health Is routinely
acknowledged, there remains a continuing
absence of mainstream debate about the ways
In which the politics, power and ideology, which
underpin 1t 1 nfluences

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



What is the central institution In
Canadian Society 1 In terms of
shaping the distribution of
resources?

AThe state (government)?
AThe family?
AThe market?
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Lessons from Abroad



Figure 11.1: Odds in Fourteen Nations of Escaping Child Poverty, by Lett
Cabinet Share
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Figure 1. Infant Mortality Rates/1000 in OECD Nations, 2005
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Figure 3. 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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Union Density, Collective Agreement Coverage and Child
Poverty, Early 00's (coverage rates) and Mid 2000s (poverty
rates)
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Union membership and collective
agreement coverage r=.52

Union membership and child
poverty r=-.77

Collective agreement coverage and
child poverty r=-.40

n=18 nations



Figure 2: Total Public Expenditure as % of GDP, OECD Nations, 2003
0 6 12 18 24 30

] ] ] ] ] ]

1 {1 { 1 1 1 1 1 J 1 | | 1 1 | | [ [ [ [ | J J [ [ [ |
1 { { 1 1 1 1 | | J{ {1 | | | | | | [ [ [ | | [ | [ [ |
1 { { 1 1 1 1 | | J{ {1 | | | | | | [ [ [ | | [ | [ [ |
B | . f { {1 1 1 1 J 1 { {1 1 1 | J ({ [ [ [ | | [ [ [ |
e glu-rn 1 { {1 1 1 1 J | | 1 1 | 1 | | [ [ [ [ | | | | [ |
Austria 4 {1 {1 1 1 1 | J f{ [ 1 1 [ J | [ [ [ | | | [ | | I
NOrway [ S S S S S S S S S S S S S S S S S S 23.1

Italy 1 {1 1 1 1 1 J | [ [ | | | | | | [ [ [ [ | |

Portugal 11 1 1 1 [ [ [ [ [ [ [ [ [ [ [ | | | | | [ |
P Ol aUNC] s S S S S S S S S S S S | 2219

Hungary D2.7
=TeETaoll e 2.5
MGl el 0 22.2
Greece
Czech R, |/ s s s s s s S S J
Netherlands | . .
Jes
Switzerland | S S S S S S S S S S
Spain
[CelanC] | s s s o . S ———
N Z | S S
AUStralion | s s S S S

JaUD LN | S S S N
Slovak R. | s s s s s s s s s S S S S " _
Canadia |m— . C————

Sweden
France
Denmark

Germany 7.3

USA
[relaunCl | s o o o o o S o ——
MexiCO | ———
Korea | b.



http://www.gsea.org/awardinfo/locate/PublishingImages/flag_canada.gif

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 2. Public expenditure on childcare and early education services, per cent of GDP, 2005
Public spending on childcare including pre-primary education, 2005
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Figure 7: Expenditure on Active Labour Policy as % of GDP, OECD Nations, 2003
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Table 13.2: National Rankings on a Range of Indicators

(Note: Rankings for each domain are only provided for the top 12 nations in each category.)

Health | Health | Education |Environ-| Society |Economy | Inno-
Determi- | and Skills | ment vation
nants
Canada 10 9 3 8 11 12 5
Denmark* 12 2 5 6 1 10 7
Finland* 7 4 1 3 6 10
Norway* -k 3 2 3 <k 1 1
Sweden® 2 1 3 1 3 3 1
[celand 1 11 7 4
Australia’ 7 7 11
[reland’ 2
N Zealand' 7 7 12 3
UK’ 6
USA! 10 3 3
Austria® 2 10
Belgium™ 7 12
France 10 7
Germany™ 10 5
[taly* 7
Netherlands®| 11 6 7 8 2 8 7
Spain® 5
Switzerland® 3 5 10 3 7 3 7
Japanr 5 11 12 10
Korea 3 6
* Social Democratic political economies x Conservative political economies
+ Liberal political economies - Asian hybrid economies

Source: Adapted from Performance and Potential 2005-2006: The World and Canada, Trends Reshaping Our
Future (p. 30,36, 42, 48, 53, 60), by the Conference Board of Canada, 2006, Ottawa: Conference Board
of Canada, and Defining the Canadian Advantage (p. 42), by the Conterence Board of Canada, 2003,
Ottawa: Conference Board of Canada.




The Analysis of Power and
Influence



Poor SDOH are an Unfortunate
By-Product of Change

Therefore, we should try to
policymakers to improve
the SDOH.



Advocate, Lobby, and Convince Policymakers

Figure 13.3: Policy Priorities of Canadian Food Banks
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But little appears to be
happening.

May bee



Poor SDH Reflects an Imbalance of
Power



Including
Labour
Influence

rnment Policies

The State — Gove

Business
Sector
Influence

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




Imbalance:
The Post-1975 Scene




Therefore, we need to educate and
organize Canadians to
policymakers to improve the SDOH



One Way Forward:

Health Assessment



The Unequal City:
Income and Health Inequalities in Toronto
2008

4162387600 toronto,ca/healtn | (7 TORONTO Pyt Healt




The Chief Public Health Officer’s

REPORT ON THE STATE OF R
EPORT THE STATE OF




The Real Way Forward:

Public Education
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> ‘Child Poverty Report important to heakh as the ones she can. Social and economic
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Research has shown that people who
kve in the poorest neighbourhoods have
a bower fe expectancy, and higher
mortality rates for cancer, cardiovascular
disease, diabetes and respiratory
diseases. Children living in poverty are more likely to have poorer
developmental outcomes, to drop out of school sooner, and to suffer
from asthma and chronic diseases.
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> Take Action!!

E has been suggested that over 20%
of health care spending in Canada s due
to income disparities. Policies and
programs which reduce social and
economic inequities can reduce the
burden on the health care system.

Great Links

Peterborough Poverty Reduction

Strategy In Peterborough, poverty and its mpact on heakh is a major
concem.







