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To date, Ontario public health units (PHUs) have generally neglected the
social determinants of health (SDH) concept in favor of risk aversion and
behaviorally oriented health promotion approaches. Addressing SDH and
responding to the presence of health inequities is required under the Ontario
Public Health Standards and is a component of provincial public health
documents and reports. Nevertheless, units vary in their understanding and
application of the SDH concept in their activities. The authors conducted 18
interviews with Medical Officers of Health and lead staff persons from nine
Ontario PHUs, in order to better understand how these differences in
addressing the SDH among health units come about. The findings suggest that
differences in practice largely result from epistemological variations: concep-
tions of the SDH; the perceived role of public health in addressing them; and
understandings concerning the validity of differing forms of evidence and
expected outcomes. Drawing from Bachelard’s concept of epistemological
barriers and Raphael’s seven discourses on the SDH, we examine the ways in
which the participating units discuss and apply the SDH concepts. We argue
that a substantial barrier to further action on the SDH is the internalization of
discourses and traditions that treat health as individualized and depoliticized.

Keywords: social determinants of health; public health; epistemological
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Introduction

Despite Canada’s reputation for developing concepts related to the social determinants
of health (SDH), government agencies, professional health organizations, and local
public health units (PHUs) have struggled with how to apply the concept to improve
the health of the Canadian public (Collins and Hayes 2007; Hancock 2011; Low and
Theriault 2008). This is problematic, given that growing income inequality and
deepening poverty in Canada are indicative of a deterioration of a wide range of SDH
(CCPA 2013; OECD 2011).

The French philosopher and historian Gaston Bachelard introduced the concept of
‘epistemological obstacles’ or ‘epistemological barriers’ to explain the intellectual
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hurdles that scientists may face when they approach new scientific problems. He
claimed that in order to develop new approaches to a problem, scientists must overcome
the barriers posed by their prior views (Tiles 1984). In other words, past worldviews
and thinking patterns can serve as obstacles to future progress and knowledge produc-
tion. By this account, scientific progress is not linear; it develops via fractured points of
departure, through epistemological breaks or ruptures. We argue that this concept can
also be applied to research in health policy because progress in this area is similarly
dependent upon critically evaluating or transcending previous ways of thinking in order
to gain a greater understanding of the present-day world. For instance, differing concep-
tions of health and its determinants have resulted in diverse and divergent treatment and
policy approaches over time and across disciplines.

Raphael (2009) claims that such variation is not simply an issue of Kuhnian
paradigms (Kuhn 1962) that define intellectual worldviews about how such phenom-
ena can be understood or investigated. Rather, he argues that the variation in
approaches and understandings of SDH represents, ‘Foucaultian discourses which –
since they involve issues of legitimating, power, and coercion – exert a much more
powerful influence [than paradigms do] upon research and practice’ (Raphael 2011,
223). The dominant discourse in the health professions is usually biomedical, micro-
level, individualized, and depoliticized (Germov and Hornosty 2012). This tradition
treats health as the absence of illness or disease in individuals and seeks to improve
measurable aspects of their lives through the reduction of risk factors using indicators
of morbidity and mortality. Those who have internalized this worldview, ‘[o]ften
(though not always) assume that work against disease is objectively desirable, and so
requires no further justification: the epidemiology (the evidence) frequently thought to
“speak for itself”’ (Seedhouse 2004, 85). The decontexualized and depoliticized view
of health does not question social and political structures; it takes them as given and
deals with issues within these preexisting structures. This approach ignores the pres-
ence and intersections of structural phenomena, such as racism, sexism, classism,
homophobia, structural and systemic violence, and other forms of inequity – or treats
them as irrelevant or marginal to health. Public health, however, is usually premised
on the notion of community health and well-being (Baum 2008). Tensions can arise
for public health professionals when they seek to address population health issues but
work within a discourse or framework of individualism (Tesh 1988).

We apply the notion of epistemological barriers in our discussion of Ontario –
Canada’s most populous province – PHUs and their efforts to address the SDH. In this
case, the barriers may stem from particular discourses about health and society and the
appropriate role for the public health community in addressing these issues. To date,
Ontario PHUs have generally neglected the SDH in favor of risk aversion and
behaviorally oriented health promotion approaches (NCCDH 2010). Addressing SDH
and responding to the presence of health inequalities is required under the Ontario
Public Health Standards (2008) and is a component of provincial public health
documents (Ontario Public Health Association 2001) and reports (Ontario Public Health
Association 2005). Nevertheless, units vary in their understanding and application of
the SDH concept in their activities.

We carried out this study to examine our assumption that there might be
epistemological challenges to PHUs applying these concepts. To explore this, we sought
to understand the worldviews of public health officials concerning these issues. We
therefore conducted 18 interviews with Medical Officers of Health (MOH) and lead staff
persons from nine Ontario PHUs with variation in their practices to better understand
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how these differences came about. Our findings suggest that these differences in practice
result largely from varying conceptions of: the nature of SDH, the perceived role of
public health in addressing them, and understandings concerning the validity of differing
forms of evidence and expected outcomes. Based on Raphael’s (2011) model of SDH
discourses and the ways in which the participating units discussed the SDH, we
categorized them into three clusters, those that take functional, analytical, and structural
approaches. These approaches are defined in the results section.

Background and specific goals of this research

In addition to substantial academic scholarship regarding the SDH (e.g. Armstrong
2001; Bryant 2009; Coburn 2000; Marmot et al. 1991; Navarro 2009; Raphael 2009;
Wilkinson and Pickett 2010), their importance is widely recognized in official
documents and reports. For instance, the WHO (2008) final report from the Commis-
sion on SDH emphasized the need to refocus public health activities from ‘lifestyle
choices’ to issues of living conditions and social justice. The Commission presented
substantial evidence that health inequities result from social, economic, and political
environments – and as a result, these inequities are amenable to political intervention
(WHO 2008). Additionally, ‘[t]he report challenged health programmes and policies to
tackle the leading causes of ill-health at their roots, even when these causes lie beyond
the direct control of the health sector’ (WHO 2010). In other words, it was globally
publicized that those doing public health work have some degree of responsibility for
identifying and addressing the structural causes of poor health.

In Canada, Dr Arlene King, in her 2009 Annual Report of the Chief Medical Offi-
cer of Health of Ontario to the Legislative Assembly, argued that public health is
‘everyone’s business’ and that prevention is the ‘next evolution of health care’ (King
2009). She drew upon Canadian SDH-focused reports, such as the Lalonde Report
(1974), the Epp Report (1986), and Social Determinants of Health: The Canadian Facts
(2010) to argue that any successful public health strategy requires addressing health
inequalities through a system-wide approach. Indeed, on the first page of the Ontario
Public Health Standards – which dictates required activities of PHUs – it is stated, ‘[a]
ddressing determinants of health and reducing health inequities are fundamental to the
work of public health in Ontario. Effective public health programs and services consider
the impact of the determinants of health on the achievement of intended health out-
comes’ (Government of Ontario, 2008, xx).

Regarding the PHUs and their professional association, the Ontario Public Health
Association (OPHA) participates with the Association of Local Public Health Associa-
tions (alPHa) in the Joint Working Group on the SDH. Its purpose is to reduce social
inequities using strategic approaches that promote the inclusion of activities to address
the social and economic determinants of health within the mandate of local PHUs in
Ontario, identify, recommend, and support the provincial advocacy efforts of alPHa and
OPHA for improvements in health inequities, and monitor advocacy efforts and policy
changes at the provincial and national levels that impact health inequities (OPHA
2011a). The group’s listed activities and objectives also include monitoring and report-
ing on poverty reduction strategies and making related recommendations to government.
This further reinforces public health’s role in addressing health inequalities, but retains
language that sees SDH efforts as targeting risk factors rather than as challenging
structural inequalities. For instance, the OPHA’s (2011b) response to Dr King’s Chief
MOH Annual Report on the SDH states,
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It was encouraging to see our public health challenges framed broadly from a SDH
perspective. In order to be comprehensive, a public health strategy must address all the risk
factors [emphasis added] that impact population health, prioritize interventions based on
the burden of illness and include cross-sectoral and cross-governmental contributors to
public health.

The recommended targeted policies/advocacy efforts were focused on tobacco, food
insecurity, early childhood development, alcohol, and violence prevention (OPHA
2011b). These efforts are certainly important and worthwhile, but they also reveal an
understanding of the SDH that is not necessarily consistent with a broader SDH approach.

Despite – or perhaps because of – the requirements and tentative commitments
noted above, there is an apparent gap between rhetoric and action in addressing the
SDH (Raphael, Brassolotto, and Baldeo 2013). We see little evidence to date that PHUs
have been successful in bridging this gap. This problem is not unique to Ontario, Can-
ada. In the UK, Petticrew et al. (2004) explored how research evidence influences pub-
lic health policy-making related to reducing health inequities and how it can be
improved. They found in the UK and internationally, a lack of ‘an equity dimension’ in
evaluative research and weak theoretical underpinnings for much public health research
(ibid). Similarly, in the USA, White (2012) found that faculty engaged in public health
education generally lacked a critical perspective and revealed a tension over public
health’s role in politics and policy. Evidently, bridging the gap of SDH evidence to
policy and practice has been a struggle for many.

Perhaps this should not be surprising. For decades, thinkers have commented on
how key concepts of health and the nature of its determinants are contested (Aggleton
1990; Bambra, Fox, and Scott-Samuel 2005; Blaxter 2010; Raphael 2000; Seedhouse
2004; Tesh 1988). The problem is that these issues are rarely made explicit and the
insights of these authors are rarely applied to understanding the gap between rhetoric
and action on SDH issues. This study investigates this problem by examining how
differing understandings of the SDH can serve as epistemological barriers to local PHU
activity on the SDH.

Methods

We present data derived from a series of qualitative interviews with staff members from
nine Ontario PHUs chosen to represent a wide variation in SDH-related activities.
Based on a review of documented activities on their websites, consultation with key
contacts in the public health community and the second author’s extensive involvement
with the public health community, we used purposive sampling and approached 12
PHUs with varying engagement with the SDH in order to secure nine participating
units. Our aim was to include three units that were publicly taking leadership action on
the SDH, three that showed clear signs of SDH activity, and three where there was
lesser action being taken. This was done to obtain maximum variation and illustrate the
range of activities taking place. In the end, two publicly active units, four mid-range
ones, and three seemingly less SDH-active units were included. These represent nine of
36 Ontario PHUs. There were no incentives offered for participation. Ethics approval
was obtained from York University’s Ethics Board.

The authors developed the interview guide using sensitizing concepts based on our
understanding of the related literature. Questions were designed to elicit the
participants’ constructions of the SDH; their personal, professional, and community
experiences/influences that inform these; and their training. We recognize that
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individuals’ understandings of the SDH will have implications for their actions, so we
wanted to better understand these constructions and their origins (Raphael, Brassolotto,
and Baldeo 2013).

Eighteen interviews were conducted in total, nine with the units’ MOH – and in
some cases, the associate MOH – and nine with lead staff members whose duties
directly address the SDH. In some cases more than two staff members per unit were
interviewed. The participants were both men (n = 5) and women (n= 18) and came from
a mix of urban and rural areas. Their experience in public health ranged from one year
to over 20 years. The participants were sent interview questions in advance.

The authors conducted and recorded open-ended, structured telephone interviews
that were then transcribed. Interviews typically lasted between 60 and 90minutes. The
findings were coded and critically analyzed using the constant comparison method
(Creswell 2009; Glaser 1965). We used coloured pens and highlighters to identify and
associate repeated ideas. Each of the authors listened to and read over all 18 interviews.
Each author was then responsible for a detailed thematic analysis of a particular cluster
of units. Over several months, we had multiple meetings where we identified key
concepts, and compared, discussed, synthesized, and reached consensus about these
ideas. We then named the themes within which these ideas clustered. We identified the
themes and activities in terms of the type of approach that the units took and the ways
in which they discussed the SDH.

In addition to the interviews, the authors concurrently reviewed the units’ websites,
research reports, public education materials, internal committee documents, position
statements, operational plans, information sheets, logic models, terms of reference, and
other materials. The key concepts from these were analyzed alongside the themes
identified in the interviews. The concepts and themes were consistent across the data
sources.

Once this was complete, we performed member checking by sending all of the
participating units a document that outlined our findings, key themes, and the typology
we created to classify them. All units’ responses indicated that they approved of our
interpretations.

Results

All of the participants expressed an awareness of the SDH and identified the concept as
having some importance. The degree of importance, however, reflected the ways in
which the units engaged in advocacy, public education, and intersectoral coalitions. We
identified three clusters of PHUs that we consider reflective of their approaches to the
SDH at the time of study (Spring-Summer 2011). Of the nine units, three are classified
as Functional, four as Analytical, and two as Structural. Interestingly, the unit clustering
corresponded to the quantity of their SDH activity, but these labels reflect the
qualitative ways in which they actually approach their SDH work.

The clusters are labeled based on the discourses they use to discuss the SDH. These
are not rigid or fixed designations, but they do serve as useful tools in identifying the
points of difference between the PHUs and their approaches. We recognize that unit
activities may well have been modified since the time of this study.

These clusters map nicely onto Raphael’s (2011) SDH typology. Raphael identifies
seven different SDH discourses and provides key concepts for each: dominant research,
practice paradigms, and practical implications (Table 1).
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Table 1. Raphael’s seven SDH discourses.

SDH discourse Key concept

Dominant research
and practice
paradigms

Practical
implications of the
discourse

Approach
in PHU
activity

1. SDH as
identifying those
in need of health
and social
services.

Health and social
services should be
responsive to
peoples’ material
living
circumstances.

Develop and
evaluate services
for those
experiencing
adverse living
conditions.

Focus limited to
service provision
with assumption
that this will
improve health.

Functional

2. SDH as
identifying those
with modifiable
medical and
behavioral risk
factors.

Health behaviors
(e.g. alcohol and
tobacco use,
physical activity,
and diet) are
shaped by living
circumstances.

Develop and
evaluate lifestyle
programming that
targets individuals
experiencing
adverse living
conditions.

Focus limited to
health behaviors
with assumption
that targeting for
behavior change
will improve
health.

Functional

3. SDH as
indicating the
material living
conditions that
shape health.

Material living
conditions
operating through
various pathways –
including biological
– shape health.

Identify the
processes by
which adverse
living conditions
come to determine
health.

Identifying SDH
pathways and
processes reinforce
concept and
strengthen evidence
base.

Analytical

4. SDH as
indicating
material living
circumstances
that differ as a
function of group
membership.

Material living
conditions
systematically
differ among those
in various social
locations, such as
class, disability
status, gender, and
race.

Carry out class-,
race-, and gender-
based analysis of
differing living
conditions and
their health-related
effects.

Providing evidence
of systematic
differences in life
experiences among
citizen groups form
the basis for further
antidiscrimination
efforts.

Analytical

5. SDH and their
distribution as
results of public
policy decisions
made by
governments and
other societal
institutions.

Public policy
analysis and
examination of the
role of politics
should form the
basis of SDH
analysis and
advocacy efforts.

Carry out analyses
of how public
policy decisions
are made and how
these decisions
impact health (i.e.
health impact
analysis).

Attention is
directed towards
governmental
policy-making as
the source of social
and health
inequalities and the
role of politics.

Structural

6. SDH and their
distribution result
from economic
and political
structures and
justifying
ideologies.

Public policy that
shapes the SDH
reflects the
operation of
jurisdictional
economic and
political systems.

Identify how the
political economy
of a nation fosters
particular
approaches to
addressing the
SDH.

Political and
economic structures
that need to be
modified in support
of the SDH are
identified.

Structural

7. SDH and their
distribution result
from the power
and influence of
those who create
and benefit from
health and social
inequalities.

Specific classes and
interests both
create and benefit
from the existence
of social and health
inequalities.

Research and
advocacy efforts
should identify
how imbalances in
power and
influence can be
confronted and
defeated.

Identifying the
classes and
interests who
benefit from social
and health
inequalities
mobilizes efforts
towards change.

Structural
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Discourses 1–3 generally treat the SDH as identifiers of risk factors or undesirable
living conditions. Discourses 4–5 build on these discussions and recognize the impor-
tance of group membership, social structures, and political environments. Discourses 6–7
incorporate discussions of the roles played by power and influence within a political
economy framework. In this article, we apply the Functional, Analytical, and Structural
approach framework to reflect how these discourses manifest in PHU activities.

Units using a Functional approach discussed the SDH using discourses 1 and 2
(Raphael 2011). That is, they speak about the SDH as identifying those in need of
health and social services as well as those with modifiable medical and behavioral risk
factors. As a result, their activities are service-delivery and healthy-lifestyle oriented in
a limited behavioral fashion. These PHUs focus on developing and evaluating programs
and services for marginalized or vulnerable populations and reducing barriers to
accessing these resources.

The PHUs that have adopted an Analytical approach utilize SDH discourses 3 and
4. They acknowledge the multiple ways living conditions impact health and see
addressing these issues as within their realm of action. As a result, these units partner
with community organizations that address issues of poverty, food security, housing,
early childhood development, and other SDH. Like the Functional units, these units also
apply SDH thinking in the creation and evaluation of programming in addition to
their strategic partnerships. The SDH serve as an important analytical framework for
them.

Units that have adopted a Structural approach apply SDH discourses 4, 5, and 6. In
addition to the activities of the Functional and Analytic PHUs, they also engage in
public education about the SDH and direct public policy advocacy. These PHUs spoke
about the impacts of race, class, and gender and were also considering using Health
Impact Assessment (HIA) to investigate how policy decisions were affecting their
clients’ health. Discourse 7 includes the notion that, ‘SDH and their distribution result
from the power and influence of those who create and benefit from health and social
inequalities’ (Raphael 2011, 4). While we did not see this discourse explicitly used by
our participants, some of the responses from the Structural units could be interpreted as
implicitly addressing the implications of this perspective. Consistent with our thoughts
about epistemological barriers and their role in varying approaches to addressing the
SDH, we observed systematic variation in how relevant concepts were understood.

SDH as risk factors vs. indicators of structural inequality

The tension between individual risk factors and structural inequalities is prevalent in
health equity scholarship. Others have revealed this by contrasting individualized
approaches with structures associated with differing welfare states (Esping-Anderson
1990, 1999), by examining the role of neoliberal environments (Coburn 2000, 2004;
Wilkinson 2010), and by investigating intersections of marginalization and oppression
(Hankivsky and Christofferson 2008). In our case, tensions surfaced for public health
professionals when they discussed the definition and application of the SDH.

All of the Functional units and some of the Analytical units described the SDH
primarily as risk factors, more or less decontextualized from broader public policy
approaches and structural inequalities. Several participants identified them as
characteristics to be mindful of when providing or targeting services to specific groups
experiencing specific SDH issues. Housing, income, employment, and social issues
were most frequently cited. Those operating within this discourse spoke about health as
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a predominantly medical matter, as the absence of disease or illness. Social structures,
public policy, and classifications, such as gender, race, and class were sometimes
recognized as influencing health, but measures taken to address them were seen as
outside the scope of their work. For instance, one participant noted, ‘It all boils down
to behaviours. And so, determinants of health, yes, are talked about in our standards,
but you don’t see, I don’t see them having value in and of themselves except for how
they relate to health behaviours… That’s how I see it framed.’

This view is consistent with the ways these units apply the SDH in their activities.
SDH thinking is discussed by many of them as a ‘lens,’ ‘framework,’ or ‘tool’ to be
used when going about their work. This is why we suggest that these units have
adopted a functional view of SDH. In other words, the concept primarily serves a
functional purpose in the PHU’s programming and activities. At the time of the
interviews, the Functional units reported little systematic staff education or training
about the SDH, had generally not considered taking action towards implementing HIA
protocols or reports and reported minimal engagement in public education about SDH.
One person noted, ‘The SDH is an underlying principle that underlines the standards
and it is, if you will, a concept, a way of thinking about health that should be kept in
mind as you’re implementing programs.’

The application of this thinking can be seen in the PHUs’ decisions on placement
of new SDH nurses. In 2011, the Ontario provincial government allocated two
permanent nursing positions to each public health unit with the understanding that these
positions were to focus specifically on SDH and priority populations (Ontario Ministry
of Health and Long-Term Care 2011). The Functional units and some of the Analytical
units reported that they would use these new staff members to modify or extend exist-
ing programs. ‘So it’s not as though I’m going to say, “Your job is to do social determi-
nants.” It’s everybody’s job, right? So it’s two more really to help out with the work
that we’re already doing.’ Members of the Structural units and some Analytical units
said that they would assign these nurses to more general SDH-focused roles that
involve research, coordination, strategic planning, and outreach.

In the Structural units and a couple of Analytical units, SDH were described as
indicators of structural inequalities in society. For instance:

I think about social determinants in terms of all of those factors beyond life style, genetics,
physiology that we know influence health so those range from specific kind of material
influences like access to food or housing, etc., beyond to community structures, to power
differentials within communities, to issues of class, race, and then all of the policy pieces
that govern each of those things.

From this perspective, the SDH extend beyond a person’s living conditions and include
social categories and hierarchies, intersections of marginalization, and the past and pres-
ent societal structures that create inequities. These units revealed a more contextualized
and structural view of the SDH. From this perspective, the SDH go beyond serving an
operational or analytical function and are seen as inequalities that result from societal
structures, such as codified laws and policies; customs, practices, discourses, and tradi-
tions; and social locations, such as race, class, gender, disability, or sexual orientation.
Under this worldview, SDH are about differences in well-being, security, equitable
access, and freedom from oppression.

A participant from a Structural unit claimed that while all levels of government
have a role to play, ‘[t]heir partner and their influencer is public health, because we can

8 J. Brassolotto et al.
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work with all three levels of government… we also have the ability to identify which
of the issues really belong in the federal ball court and we can challenge and advocate
there.’ Members of these units saw themselves as being in prime positions to witness
and document inequities in their communities and as having the professional
responsibility to act on them via public education and advocacy.

The role of public health

When discussing public health’s role in addressing the SDH, the Structural units
reported that they should be disseminating information to the public and to politicians,
participating in advocacy, engaging in community partnerships and capacity building,
and assessing the health impacts of various policies and political decisions. Participants
from the Analytical units stated that they can and ought to be: researching, reporting,
collaborating, and resource-sharing with other units. The Functional units reported their
role as primarily applying knowledge of SDH to their programming, using determinant-
specific approaches to identify and serve priority populations, gathering data, and
engaging in strategic partnerships. Some especially illuminating quotations from the
Functional units include the following:

We frankly do not see public health as in a position … to fundamentally change every
aspect of our society, particularly our economic structure… 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.

It’s a means to an end and so you look at your basket of programs and you say to yourself
“how can I influence this basket of programs by applying SDH thinking?”… I think you
need to be realistic.

This perspective is notably different than that of the Structural units who spoke about
economic structure as a significant determinant of health:

I think that we can and should bring the health equities knowledge that we have and the
voice and the credibility that we have back to other tables – so be it education or municipal
councilors, or whomever – to help them think through decisions that they make and
understand the impact that [these decisions] ha[ve] on health and health equity.

We talk about “how are we going to know when we get there?” you know, 10,
20 years from now. We talk about how should our organization look different in
10 years and how should our community look different in 10 years because with our
work in health equities, we have to change what we do etc., but also our community
should look different at the end of all of this. And not only in “do we see a difference
in health status?” but also “what differences do we see in terms of community
ownership of these issues?”

We believe the work done by all nine PHUs is valuable and important. However, when
it comes to effectively and meaningfully addressing the SDH, we are of the view that
the Functional units and Analytical units face epistemological barriers to further action.
We see these barriers as the result of predominantly biomedical discourses and
understandings of the role of PHUs. These discourses emerged when participants
discussed their training and their views on evidence.

Critical Public Health 9

D
ow

nl
oa

de
d 

by
 [

10
9.

17
4.

17
9.

68
] 

at
 0

9:
21

 2
2 

Ju
ly

 2
01

3 



Evidence as concrete outcomes vs. process indicators of structural change

A notable difference in worldviews and discourses surfaced when participants made
reference to forms of evidence and outcomes of their SDH efforts. All of the Functional
and two of the Analytical PHUs discussed evidence primarily as concrete outcomes.
For instance:

[w]e want to look at and see outcomes and mostly those are defined in terms of
behaviours. So how many people are smoking? How many people are eating their fruits
and vegetables? So if we look at how health is even defined within public health it is
defined in terms of behaviour and absence of disease.

So we’ve implemented a program called … which is within the mandate of Healthy
Babies, Healthy Children but much more evidence-based, much more resource intensive
and randomized control level evidence showing its effectiveness in improving outcomes for
mothers and children.

A few participants from Functional and Analytical PHUs claimed that there was not, in
their opinions, sufficient evidence supporting the effectiveness of SDH-based interven-
tions and that was why they had not allocated more time and resources to them. These
individuals expressed greater interest in epidemiology and quantitative measurement
techniques. This view can be seen as reflective of a tension between quantitative and
qualitative research methods, a preference for concrete outcomes over process
indicators, or of an internalized biomedical perspective that treats individuals
independent of their living conditions and social context.

The Functional PHUs point to a lack of quantitative local level data as a reason to
be skeptical or apprehensive about adopting more SDH focused approaches. Given that
PHUs have only recently begun to embrace the SDH, comprehensive local data of this
type is yet to come. Evidence in the form of qualitative data or process indicators tends
to be overlooked by the Functional units.

The Analytical units and the other two Structural units spoke about evidence in
similar terms, but also included process or intermediary indicators. In other words, their
evaluation of initiative success or effectiveness could take different forms. The process
outcome-based approach is often used/useful at earlier stages of a program evaluation
process before concrete outcomes are available. However, given the long-term scale that
is required of most SDH projects, we believe that process indicators can be seen as
legitimate forms of evidence at this point in time. For example, one unit noted:

We’ve had definite success in terms of developing new partnerships. The local poverty
reduction network would be a big one that we’ve supported at the Steering Committee
level, the Planning Committee level, and many of the Work Groups. I think internally, the
health unit has shifted a bit in terms of its comfort in using social determinants as a lens
for analysis. We definitely have Board support now, and we have developed a health equity
checklist for the planning of our programs.

Other participants from Structural units reported that some of the outcomes of their
initiatives to date include: increases in services, programs, and resources available for
previously underserved populations; bringing together community agencies; participa-
tion in a Homelessness Partnership Strategy; and involvement in a community initiative
to help move people from Ontario Works to Ontario Disability Support Program
(ODSP). Because this group’s understandings of their PHU role include changing and
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improving the overall well-being of their communities, their process indicators are also
viewed as beneficial outcomes in and of themselves.

The Structural units do not find it necessary to wait for local data supporting the
effectiveness of SDH initiatives. They reference international research that confirms that
improving people’s living situations is good for their health. However, this does not
mean that Municipal and Provincial governments share this perspective; because of tight
budgets for all PHUs, participants from a variety of units reported feeling pressure from
funders to allocate their resources to acute services that provide more tangible and
timely outcomes, rather than to invest long term in the SDH.

Overall, the units’ comments about outcomes and evidence were consistent with
their diversity in applying SDH to unit activities, staff training, public education, and
advocacy. The units that have adopted a Structural discourse reported greater
involvement in these activities than the units operating with a Functional discourse. We
understand the Analytical units as being on a spectrum between the Functional and
Structural groups. Indeed, after member checking, one of the Analytic units contacted
us to let us know about efforts they were undertaking to better address the SDH and
follow the leadership of the Structural units.

In this context, we see a predominantly positivist understanding as to what
constitutes evidence and outcomes that acts – in our opinion – as a barrier to further
action on the SDH. Perhaps it is time for the public health institution to expand its
thinking about legitimate forms of evidence to include methods and measures that
account for social phenomena that are detrimental to human health and flourishing.

Supports and barriers

When asked about barriers to action on the SDH, many units noted barriers that were
mentioned in the 2010 National Collaborating Centre for the Determinants of Health
(NCCDH) Environmental Scan (NCCDH 2010). These include the lack of clarity
regarding what public health should or could do; a ‘limited’ evidence base; preoccupa-
tion with behavior and lifestyle approaches; bureaucratic organizational characteristics;
limitations in organizational capacity; the need for leadership; more effective commu-
nication; and supportive political environments. In addition, some participants noted
the impact of limited time, funds, and staffing resources; the challenge of maintaining
the institutional momentum required for addressing the SDH over the long-term;
developing an appropriate urban/rural approach; varying degrees of conceptual buy-in
within and between units; leadership on the SDH coming from the periphery of public
health rather than the center; and silo-ed operations between various organizations and
PHUs.

Despite these barriers, the Structural units were still able to create public awareness
campaigns, engage in coalitions, and allocate resources specifically to address the
sources of health inequalities. We recognize that there are different political
environments and demographics for each unit’s catchment area and that these will
produce some unique challenges. However, these differences should account for the
type of SDH action the units take, not the amount they do.

We believe that the discrepancy in action among PHUs has more to do with the
discourses and beliefs of those in leadership roles than with the resource-based barriers
that they face. It does not appear to us that a lack of understanding of the SDH concept
is the barrier to action, though there certainly is confusion about its reach, application,
and legitimacy. All participants offered definitions that implied understanding of the
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concept. As a result, all PHUs offer services for low-income and ‘at risk’ populations.
However, the Functional units are apprehensive or uncomfortable with the political
nature of the SDH. One participant from an Analytical unit noted, ‘In fact, [the SDH]
are controversial, right? They are inherently political and that makes it challenging for a
public agency like public health to address. We can’t be overtly political … So the fact
that it’s inherently political has been and continues to be a challenge for us.’ Another
participant spoke about the ‘mismatch between the conservative nature of governments
and the controversy of social change movements.’ These views presume that health
itself is not political, only its social determinants. Additionally, it presumes that the
non-SDH work that the units are currently doing is apolitical. This is problematic
because those who regard health in this way neglect the ways in which health is
inherently and unavoidably tied to politics. As Foucault (1963, 38) claims, ‘The first
task of the doctor is therefore political: the struggle against disease must begin with a
war against bad government.’

Discussion

According to Bachelard (Tiles 1984), our beliefs present limitations insofar as they
narrow our foci and establish presuppositions about what is possible. We should
therefore question even the most seemingly obvious of our beliefs – for instance, asking
ourselves how we define health and the means of promoting it. This question is not a
new one. It is well known that conceptions of health vary by location and over time
(Aggleton 1990; Blaxter 2010). What we are concerned with is how pubic health as an
institution understands and acts to further health. Since 1948, the World Health
Organization has defined health as, ‘[a] state of complete physical, mental and social
well being and not merely the absence of disease or infirmity’ (WHO 1948) and yet
many see material, mental, and social well-being as beyond the scope of health work.
The application of an individualized discourse of health to public health work explains
why we see such challenges to effectively addressing health inequalities.

Similar to Bourdieu’s (1992) notion of reflexivity of the researcher, we all must
examine the ways in which our worldviews and actions are the result of our institutional
training, our own social positions and privileges, and the social structures that we have
internalized. Public health professionals are no exception. As Raphael (2000) points out,
Canadian public health professionals are usually trained in clinical areas that work within
a discourse of individualism. As a result, many of them adopt micro-level understandings
of health. The SDH do not easily lend themselves to this way of thinking because they
focus on the macro and meso level contexts in which people become ill. To more
effectively address SDH, public health workers must first acknowledge and grapple with
the barriers that result from the micro-level ways of thinking that dominate medical
discourse and education. This is not to say that the positivist approach is solely to blame
or that this is merely an issue of qualitative vs. quantitative approaches to health research
and practice. Rather, we take issue with approaches to health – and governance – that
focus on ‘objective,’ uncritical, and noncontextualized data. What is included or
excluded from an inquiry and the ways in which data are collected, presented, analyzed,
and applied are indicative of the priorities, concerns, and ideologies of the researchers
(Armstrong 2001). Bachelard argued that in order for science to progress, we must
liberate it from the restrictions imposed by previous ways of thinking (Tiles 1984).
Similarly, the health equity agenda is dependent upon an epistemological and discursive
shift in regards to the politics of public health.
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According to Bambra, Fox, and Scott-Samuel (2005, 187), health is political
because some social groups have more of it than others, because its determinants are
amenable to political interventions, and ‘[b]ecause the right to “a standard of living
adequate for health and well being” is, or should be, an aspect of citizenship and a
human right.’ In light of substantial academic research on the SDH, the plethora of
reports from reputable organizations, and the fact that public health is funded by
municipal and provincial funds and governed by boards of elected officials, there
should be little debate about the political nature of public health work. One can
reasonably argue that remaining inactive on the SDH is equally as political as becoming
vocal about them. As Tesh (1988, 177) so nicely articulates:

[w]e do not have to choose between a desire to find the “real” causes of disease and an
acceptance of the connection between facts and values. Instead, before we ask after the
cause of disease, we must ask what values should guide the search. Values are public
issues … we need public discussion about the values, beliefs, and ideologies with which
scientists and policy makers begin. This is not an unwarranted intrusion of politics into
science. There is no science un-influenced by politics. This is a plea to get the politics out
of hiding.

Conclusion

In sum, we argue that applying the SDH in public health work is not simply a matter
of differing knowledge amongst Medical Officers and staff members. Nor is it simply a
matter of positivist thinking vs. qualitative thinking. Instead, we believe that inaction on
the SDH results from epistemological barriers that result from internalized discourses
and traditions that treat health as divorced from the societal contexts in which it occurs.
We recognize the challenges faced by PHUs and commend them on their efforts to date.
However, we think that there is ample room for improvement. Below are some
suggestions for how public health might go about overcoming these barriers and
developing a new trajectory for SDH work:

(1) Having explicit discussions at the Ministry and PHU levels about the values and
politics that inform decision-making and programming. Such discussions should
also be incorporated into staff [re]training.

(2) Incorporating research tools that address the politics of health in meaningful but
nonpartisan ways. For instance, developing and implementing a sophisticated
form of Health Impact Assessment (Scott-Samuel, Birley, and Ardern 2001).
Examining the health impact of a particular policy requires acknowledging that
health is affected by policy choices and then presenting the evidence to
governments to help them make more informed decisions. Another method is
incorporating an intersectional lens or framework (Hankivsky 2011) in PHU
research in order to better address social location and marginalization.

(3) Centralizing and institutionalizing SDH leadership. While the importance of
addressing the SDH and health inequalities is emphasized in the Public Health
Standards and Joint Working Group, there are no concrete guidelines provided
for doing so. These ideas are recognized in academic literature, but remain to be
institutionalized. The lack of clear guidelines allows for individual MOHs’
personal constructions of the SDH to take over and guide unit activity. Several
participants accounted for the variation in SDH activity between units by
pointing to differences in MOH interests and priorities. This was also noted as a
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barrier to action in the NCCDH Environmental Scan (2010). Shifting the
responsibility for guidelines and planning to the Ministry and OPHA and
aLPHA levels is one way to overcome this barrier. This would also have the
potential to foster greater consistency and collaboration between the units in
their SDH work. Sharing of best practices between units is advisable, as is
sharing best practices internationally with those who have been more successful
in tackling health inequalities.

(4) Given that tackling health inequalities is featured so prominently in the Public
Health Standards, it seems reasonable that units ought to be held accountable for
taking action to do so. This could take the form of: year-end reports on their
SDH activities, standardizing staff training, and retraining on the SDH, requiring
some form of participation in public education, and more support/encouragement
towards advocacy initiatives and policy advising.
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