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ʻSocial environmentsʼ is a key performance area
identified in the 2010 Health Promotion Disease and
Injury Prevention Action Plan of Alberta Health
Services. Together with ʻhealth disparitiesʼ and ʻbuilt
environmentsʼ, ʻsocial environmentsʼ forms a key
part of Health Promotion, Disease and Injury
Preventionʼs (HPDIP) Priority Actions – Social and
Physical Environments. 

A Social Environment and Health proposal was approved
in the fall of 2009 as one of a suite of go-forward projects.
It provides a theoretical foundation for the development of
a broad ʻsocial determinants of heathʼ perspective and
aims to unpack the concept of social environment and
identify a useful and relevant underpinning to the way the
concept is applied within HPDIP. 

Social environments (SE) can be thought of as “the
groups to which we belong, the neighbourhoods in which
we live, the organization of our workplaces, and the
policies we create to order our lives”.1 The term has also
been used interchangeably with the social determinants
of health (SDH).                                                           

As public health practitioners, we have been challenged
and encouraged to adopt a social determinants of health
approach.2,3 While improvements in individual health are
regularly realized when individuals quit smoking,
become more active, eat nutritious foods and avoid
harmful substances, such individual-level behavior
change interventions are not effective at changing
population-level health parameters, including reducing
health inequities.4-7

Purpose
The purpose of this paper is to help the Healthy Public
Policy (HPP) team and others in HPDIP, understand
the term social environments (SE) and the related term

social determinants of health (SDH), and to
recommend an SDH framework for advancing policy
advocacy work in this area.

Organization 
First, this paper will discuss how use of the terms social
environments and social determinants of health have co-
evolved in the academic and grey literature and within
certain institutions. Second, we will review several well
known frameworks for understanding how health is
produced and which have been suggested as guides for
policy advocacy work. In the last decade there have been
numerous calls for Public Health to adopt a broader
structural i approach to addressing inequalities in
health.3,8-14 We will argue for the adoption of one such
framework developed by Orielle Solar and Alec Irwin
(2007) for the WHO Commission on Social Determinants
of Health (CSDH). Finally, we will outline general
implications of employing the Solar and Irwin framework
for HPP action.

Some important terms and concepts 
Our discussion of social environments and social
determinants of health will be easier to follow if we define
some related terms up front.   

Health

Most of the empirical work that has been done to
demonstrate the relevance of SE and SDH to health –
for example, establishing the social gradient in health –
has defined health in terms of the absence or presence
of disease and of risk factors (like smoking or physical
inactivity) for disease. In this paper, therefore, when we
reference health differences between social groups, we
will typically mean differences in rudimentary markers
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of health (such as those noted above) that are
commonly used in social epidemiological research.

Because these measures to do not capture everything
important about the positive quality of health, or of
being healthy either as an individual or as a society, we
also understand health as not merely the absence of
disease, infirmity, or a low average life expectancy, but
as the “capacity of people to adapt to, respond to
and/or control lifeʼs challenges and changes”.15 This
definition can apply equally to an individual and to a
population. Again, however, most of the research that
has demonstrated a social gradient in health does not
use this more holistic definition, though it is important to
note that self-reported health has been shown to follow
a socio-economic gradient.16

Health (in)equality 

Equality means sameness; inequality means
difference; the state of being unequal. Health inequality
requires at least two people or two groups to make
sense: it is the presence of a difference between two or
more people/groups on a measure of health that can
be captured empirically. 

Health (in)equity

Equity is a normative concept; a condition of fairness or
(social) justice; therefore health inequity means an
unfair or unjust health inequality17 that is systemic,
socially produced and which is therefore avoidable or
changeable by policy intervention.20 Inequity and
inequality are often used inconsistently in the
literature13,19 and usage varies from country to country.
Inequality and disparity tend to be used
interchangeably in Canadian and European literature,
with the term equity reserved for differences deemed
unjust. Disparity is more commonly used in the US
context and often implies an inequitable situation,
which is confusing. Use of the term equity is not
widespread in the US social epidemiology, public
health, and health promotion literature. Reutter and
Kushner19 advocate for use of the term health
inequities “when the unequal distribution of societal
resources and the ethical principle of social justice are
implied which the terms health inequalities and health
disparities hide” (p.271). Whitehead17 further cautions

not to conflate the differences in levels and quality of
health between groups with the distribution and access
to health care services themselves. (See Reutter and
Kushner for a discussion of the nuances of these
concepts and their implications.)19

Contribution 
This paper builds on Nancy Hamilton and Tariq Bhattiʼs
flagship Population Health Promotion (PHP) model.21 It
examines the PHPʼs theoretical underpinnings and argues
for adopting a more robust explanatory framework on
health inequities based on the work of Orielle Solar and
Alec Irwin.22

Woven through out the paper is the pivotal issue of how
health is generated and distributed across social groups.
Our hope is to invite discussion on an organizing
framework that explains the social origins of unfair
differences in health, with the goal of improving HPP
action. A review of the vast empirical research supporting
the impacts of SDH on health outcomes is beyond the
scope of this paper.

Method
To understand the concepts of SE, SDH and their
relationship to health outcomes, we conducted a targeted
search of the peer-reviewed and grey literature from 2005
using the terms: social environments and population
health, and social environments and public health. The
most commonly occurring term that arose was social
determinants of health. Because our strategy excluded a
number of pre-2005 seminal articles charting the
understanding and development of social environments,
we expanded our search to select references prior to 2005
when they were regularly cited in key reports or identified
in the first wave of research articles collected. (See the
Appendix for a detailed description of our search
methodology and the databases reviewed).

Broadly speaking, social environments (SE) describes a
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wide range of political, economic, familial, and cultural
conditions that are not under the control of a single
individual. These conditions, in turn, are a product of the
institutions, structures of authority, economic policies and
practices, and cultural background of the societies in
which they are present. But how have we come to
understand this concept in health?

Breaking it down, one of the earliest modern
influences on our understanding of the term
environment as a determinant of health comes from
environmental epidemiology which defines an
environmental determinant of health as “any agent
external to the individual (i.e. biological, chemical,
physical) that could be causally linked to a change in
health status. However, since everything not
genetically determined could be considered
environmental, for practical purposes, the definition
has been narrowed to include only those
environmental influences that are involuntary, i.e., not
a result of intentional choice.”23

The 1974 publication of the Lalonde Report expanded
the idea of “environments” relevant to health.  This
report was the first official document to articulate a
change in the way health was understood and the
ways in which it could be improved. Internationally
recognized, A New Perspective on the Health of
Canadians introduced the Health Field (or Four
Fields) concept into prevailing health care discourse;
the idea that health is influenced by biology, lifestyles,
health services and environments, and hence not
remediable by the medical care system, alone. The
Health Field concept is shown in Figure 1.

Lalonde characterized environments as “all those
matters related to health which are external to the
human body and over which the individual can do little
or nothing.”24 Despite gaining official status, the
environment within the Lalonde report remained a fairly
mixed bag: food and drug hazards, pollutants (in air,

water and soil) to which people were exposed, the
agents of communicable disease, and the conditions of
sanitation. The Report went on to state that “self-
imposed risks and the environment were the principal
or underlying factors in the major causes of death”
(p.15). Because environmental conditions were
believed to perpetuate behaviours, both envrionment
and behaviour were important to address; although a
theory of how the environment influenced health was
not provided in the report. The role of government was
to protect the public against societal hazards in their
natural and physical settings.

Despite recognizing environments as influencing
health, the Reportʼs lifestyles concept and
corresponding emphasis on individual risk factor
reduction (e.g. “drug abuse, alcohol abuse, tobacco
smoking, fitness and recreation, nutrition, personal
health and contagious diseases” (p.48-49), was fiercely
taken up by health proponents -a trend congruent with
the zeitgeist of the times.25

Twenty years later Evans, Barer and Marmor wrote
their highly influential book, Why are Some People
Healthy and Others Not?26 In this watershed book, we
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begin to see mention and discussion of some of the

defining features of social environments. These

researchers and some other British epidemiologists

began turning their attention to the production and

distribution of the health of the population, recognizing

that a broader conceptualization of social variables –

and ways to test the relationship of these variables to

health outcomes – was needed in order to understand

these patterns.

In this volume, Corin26 described social environments

as consisting of “systems of interacting social and

cultural variables; including social structures of power,

community social life, and social differentiation that can

aggravate, and mitigate social life.”

Figure 2 depicts Evanʼs and Stoddardʼs framework of

influences, and the relationship between social and

individual factors on health that lie outside the health

sector (minus their prosperity concept) (p.1356).

In 2000, the National Institutes of Health (NIH) in the
United States issued a call to academic and government
researchers to examine the underlying mechanisms by
which interactions between human biology and behavior,
along with social and physical environments, lead to
health disparities.27 The NIH characterized the social
environment broadly as “encompassing individual and
community level characteristics, such as socioeconomic
status (SES), education, coping resources and support
systems, residential factors, cultural variables, institutional
and political forces such as racism and classism, familial
factors and media influences” (p.1). Here we see an
expansion of Evanʼs and Stoddardʼs definition in some
ways, but also the exclusion or re-casting of some of
Evanʼs and Stoddardʼs concepts. 

In response to the NIH call, Barnett and Casper28

proposed an explicit definition of SE which included: 

n physical surroundings, social relationships, and
cultural milieus;
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n built infrastructure, industrial and occupational
infrastructure;

n labour markets, economic and social processes; 

n wealth;

n social, human and health services, race relations,
government; and

n social inequality, arts, religious institutions and
practices, and beliefs about community. 

Marko observes that prior to Barnet and Casparʼs 2001
definition, SE had not been defined in the literature.29 For
Barnet and Casper, the SE is a complex mix of factors in
which defined groups of people function and interact
within concrete, geographic, cultural and historical
settings (places). However, we also see that the term
social environments has now become so all-
encompassing that it is unclear what it adds as an
explanatory device. This may partly explain why the
term, which was never widely used and promulgated by
researchers and government agencies, soon became
overshadowed by the term social determinants of health.

Dennis Raphael suggests that the term SDH emerged
and became widely used during the fervor of research
activity in the 1980s and 1990s, as epidemiologists
delved deeper into the specific exposures and pathways
by which diverse social groups experienced differing
health outcomes both within countries and across
nations.10 For a more comprehensive account of the
historical influences on the development of the SDH and
Linda Irvine.10,22,30

At their most basic, social determinants of health were
conceived as the societal conditions or circumstances in
which people are born, live, grow up, work and age13,31 

a definition that overlaps that of social environments. In
addition to having a direct impact on the health of
individuals and the population as a whole, SDH are
recognized as the best predictors of health for both for
individuals and populations.3,11,13,31,32 SDH interact with
each other to produce health, illness and disease and
influence peopleʼs lifestyle choices. This idea of SDH
being especially good predictors of individual and
population health is emphasized by Tarlov as a quality of
social environments (or social circumstances), which he
calls “paramount determinants of population health.”33

Even though some researchers appear to be making the
same claims about social environments and social
determinants of health, with the implication that they are
really talking about the same thing,34 some agencies have
clearly described social environments as one of several
social determinants of health. In Canada, the Federal
Territorial Provincial report, Strategies for Population
Health (1994), Health Canadaʼs Population Health
Promotion Framework (1998) and the Senate Report, A
Healthy Productive Canada: A Determinant of Health
Approach (2009), all identify social environment as a
determinant of health, though they fail to clearly define it.  

Treated now as one of a list of determinants of health,
the meaning of social environments also began to shift
from that implied in earlier definitions such as the one
by Evans and Stoddard. The Public Health Agency of
Canada (PHAC)35 for example, defines social
environments as the institutions, organizations and
informal giving practices that people create to share
resources and build attachments with others. This
marks a shift toward the informal, affective and
instrumental helping aspects of social environments,
and emphasizes the quality of social interaction over
the social-structural arrangements created by
economic and social policies and practices. This
emphasis is characteristic of many uses of the term
SE, including those found in several prominent
(Canadian) documents.2,10 In these instances, SE has
clearly become something less than SDH.

Brief summary 
Thus, there is thus no single definition of the SE, rather
many formulations of the term, each identifying
numerous compelling features (not always defined)
and their complex relationships which may obscure the
concrete circumstances, policies, and experiences that
they represent. Also, the merging of the term social
environments into social determinants of health, or the
representation of the former as one of the latter, has
left us with some concerns about the usefulness of the
term social environments as a framing device for policy
advocacy work. One of these concerns has been taken
up by Dennis Raphael: the lack of emphasis, within the
use of the term social environments, on the structures
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that determine the distribution of economic and
political power in society. A conceptualization of power
and its crucial role in the social production10,14 of health
is all but absent in definitions of social environments,
and as we will show, in the majority of other
determinants of health frameworks.

Social environments as structural
contexts  
According to Raphael and others,11 the most
significant problem with the way in which the term
social environments is usually construed is that it
lacks reference to a structuralii perspective or analysis
of the way in which social life is organized and
sanctioned. Raphael characterizes this construal as
apolitical because it cuts off opportunities for
understanding the social roots of health inequalities
and the consideration of policy action. This can be
understood as a criticism of the current use of the
term by PHAC and in other federal publications, for
example. Evans, Barer and Marmor,26 too, point out
that a categorical approach to socio-cultural
environments (as opposed to an organizing principle
of social life) removes human realities from their social
context (p.98). Similarly, social environments, in
Raphaelʼs view, are not abstract, free-floating milieus
that have universal impacts; they are instead concrete
policy regimes that determine access to resources
(including social capital, but most definitely money and
other material resources) and which are grounded in
peopleʼs everyday concrete lived-experiences. While
effectively encouraging supportive environments by
shifting norms of personal behavior (especially in
relation to giving and receiving emotional and
instrumental support and participating in oneʼs
community) may have some positive effects on
population health, any health inequities that are
caused or exacerbated by the concrete policy
environment will remain. 

Our search for definitions of the SE, and our attempts
to understand how it contributes to health, has lead to
the recognition that the concept of social determinants
of health is more widespread and potentially more

useful because it captures a wider range of
interrelated phenomena involved in the production and
distribution of health and illness, and because the use
of the term often implies a policy (and political)
dimension to health promotion action.

We turn now to a brief discussion of the difference
between determinants of health frameworks and
social production of health models before reviewing a
number of each.
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Within the SE and SDH literature, we encounter both
frameworks and social production of health models and
sometimes the two terms are used interchangeably. A few
clarifying comments are needed before we review and
assess several frameworks and before discussing some
social production of health models in more detail. 

For the purposes of this paper, frameworks are
understood as a collection of concepts that capture
relevant theoretical insights which purport to explain
some phenomena, in this case the social production of
health, illness and disease. Frameworks are formulated
on some kind of assessment of the evidence base and
ideally draw upon relevant theoretical perspectives, and
important social values, but this is often not made explicit
or explained at much length resulting in a description
rather than an explanation of the phenomena of interest.
In this paper the terms formulation(s) and perspective(s)
are synonymous with framework(s). 

By model, we mean the visual representation of the
explanation of interest (or framework); an organized
arrangement of concepts according to their supposed
function in relation to the production of health,
suggesting how concepts (such as the concept of a
social determinant of health) are related to other
concepts such that a view of an integrated “system” can
be established. The terms ʻschemaʼ or ʻdepictionʼ are
occasionally substituted for the term model in this paper.
Both frameworks and models subsume multiple, more
proximate factors related to health and both are needed
in population health and health promotion work. In
fairness, most determinants of health formulations are
less formalized narratives rather than full-fledged
frameworks, occasionally accompanied by graphics, and
many influential typologies (lists and frameworks) exist.

Following is a list of titles the most prominent
determinants of health typologies referenced in the
Canadian academic and grey literature over the last four

decades. While not all are formal frameworks and/or
models, they are likely most familiar to members of the
Health Promotion Disease and Injury Prevention Unit,
AHS and others working in the health sector.

1. Lalonde M. (1974), A New Perspective on the Health of
Canadians

2. WHO (1986), The Ottawa Charter for Health Promotion 

3. Hamilton N. and T. Bhatti (1996), Population Health
Promotion Model, Health Canada 

4. WHO Denmark (2003), Wilkinson R. and M. Marmot,
Social Determinants of Health: The Solid Facts

5. Raphael D. (2004), Social determinants of health:
Canadian perspectives

6. Butler-Jones D. (2008), The Chief Public Health
Officerʼs Report on the State of Public Health in
Canada

7. Final Senate Report (June 2009), A Healthy Productive
Canada: A Determinant of Health Approach

To continue, a further list of the most commonly cited
determinants of health from our review of the literature
follows. Also see Table 1 on page 10.

n Income and income distribution 

n Employment and working conditions 

n Unemployment and employment security

n Food insecurity

n Aboriginal status (and ethnicity) 

n Social exclusion

n Housing

n Early childhood development 

n Education and literacy 

n Gender 
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n Human biology and genetics 

n Health behaviours 

n Health care system  

Although not included in the preceding ʻshortʼ list, social
safety net may also be considered a SDH.10 Interestingly,
The Report on the State of Public Health in Canada
(2008) ranks the determinants of health according to the
following order of importance: income, employment and
working conditions, food security, environment and
housing, early child development, education and literacy,
social support and connectedness, health behaviours
and access to health care (p.35). However the Report
does not provide criteria for weighting, or justify this
order with respect to the various health determinantsʼ
contributions to generating health inequities. 

Interpreting the determinants: 
the individual vs. the collective lens
Even as our understanding of the influence of these
determinants on population health has evolved, many of
the determinants are still viewed as characteristics of
individuals.19,36,37,38

Many of the determinants in Table 1 can be understood
as having influence on, or be measured at the level of
both the individual and the social group(s) or large
society of which the individual is part. The level at which
a determinant is understood and measured can have
important implications for types of interventions that are
undertaken.10,13 For example, low average
neighbourhood income might prompt interest in local
economic development initiatives, while the low personal
income of an individual might prompt an individually
tailored intervention to connect that person with the
income support programs for which they are eligible.
Income inequality suggests intervening in yet another
area, since here it is not only a question of increasing or
decreasing the wealth of this or that individual or group,
but of changing the distributive mechanisms that support
or constrain massive wealth accumulation.

In reality these divisions are not so neat; individual income
influences neighbourhood income, for example, and
income inequality is also a function of individual incomes

and how these incomes are clustered in a socially
stratified society. In addition, pre-existing social structures
and policies affect the chances that an individual will be
employed and have an adequate income, or that a
neighbourhoodʼs residents will demonstrate a mix (versus
a concentration) of income levels. Action to address
income inequality requires attention to the interaction of
these impersonal, external forces, not just to the
proximate causes that determine individual income.

Similarly, the terms homeless or the homeless refer to a
person or to a group, while homelessness points to a
person or groupʼs state within a specific society (that
consists of development priorities, economic practices,
and so on that affect the stock of housing and access to
it). Reframing the problem of homelessness as a lack of
affordable, appropriate housing stock repositions the issue
at the population and structural level, making it more
amendable to public policy action. The difference between
individual-level interpretations of SDH and population-
level interpretations of SDH is important to keep in mind
when evaluating the various SDH frameworks that have
been advanced over the past 30 or 40 years. For
example, frameworks that emphasize
population/structural-level interpretations, or that are
dominated by terms that only make sense as
characteristics of environments or of a policy context, may
be more appropriate as guides to policy advocacy than
frameworks that demonstrate a more individual-level
interpretation of SDH.9,11,13

To further consider these concerns with frameworks, and
to suggest the sorts of qualities that a useful framework
needs to have, we will discuss one particular framework in
more detail: The Hamilton and Bhatti Population Health
Promotion (PHP) model.
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M. Lalonde WHO
N. Hamilton and

T. Bhatti
R. Wilkinson

and M. Marmot D. Raphael D. Butler-Jones

Senate
Subcommittee
on Population

Health

1974 1986 1996, 1998* 2003 2004 2008 2009

A New
Perspective on
the Health of
Canadians

Ottawa Charter
for Health
Promotion

PHP Model

Social
Determinants of

Health: The Solid
Facts, WHO

Denmark

Social
Determinants of

Health: Canadian
Perspectives

The Chief Public
Health Officerʼs
Report on the
State of Public

Health in Canada

A Healthy
Productive
Canada: 

A Determinant of
Health Approach

Environment Education
Biology and

genetics
Addiction Aboriginal status

Access to 
health care

Culture

Health care
organization

Equity *Culture Early life Early life
Early child

development
Early child

development

Human biology Food Education Food Education
Education and

literacy
Education

Lifestyle Income *Gender Social exclusion
Employment
and working
conditions

Employment
and working
conditions

Employment
and working
conditions

Peace
Healthy child
development

Social gradient Food security
Environment
and housing

Gender

Shelter Health services Social support
Health care

services
Food security

Genetic
endowment

Social justice
Income and
social status

Stress Housing
Health

behaviours
Health care

system

Social support
networks

Personal health
and practices,

and coping skills
Transport

Income and its
distribution

Income Housing

Stable
ecosystem

Physical
environments

Unemployment Social safety net
Social support

and
connectedness

Income and
social status

Sustainable
resources

*Social
environments

Work Social exclusion
Physical

environment

Social support
network

Unemployment
and employment

security

Working
conditions

Typologies 1974-2009

Table 1 Determinants of health “typologies” (lists, frameworks and models) 



Conceived by Nancy Hamilton and Tariq Bhatti, the
Population Health Promotion model (Figure 3) was the
first formal health determinants framework. (Health
Canada 1996 Population Health Promotion modeliii (PHP). 

Figure 3 Population Health Promotion model

Source: Hamilton & Bhatti, 1996

Informally dubbed the Rubikʼs cube for its three-
dimensional depiction, the front face of the Hamilton
and Bhatti framework consists of nine health
determinants; the top surface lists five levels of
intervention; and the right side indicates five strategies
for intervention, drawn from the Ottawa Charter for
Health Promotion.39 Health Canada updated the PHP
model in 1998 by adding gender, culture and social
environments as health determinants, although the
latter term was not well defined. 

As a guide to action, the PHP model has some
advantages over many other SDH frameworks. First, it
explicitly asserts that chosen courses of action on any
determinant must be based on solid qualitative and
quantitative evidence. Second, the model points to the
prevailing societal values, norms and assumptions
upon which the PHP framework is based. This is a
reminder that the model is not an abstraction from
social reality but one product of it. Third, the levels of
intervention (on the top surface), alert us to the need to
target interventions beyond the individual, family and
community levels. Last; the strategies (to the right),
point to interventions that target structural factors (i.e.,
policy advocacy) rather than focusing solely on
developing individual skills (personal communication 
L. Reutter, Feb 2011).

The PHP framework40 has some important limitations.
Of the seven assumptions articulated in the document,
only two touch on how health is created and distributed
among the population – and these do not provide a
thorough explanation. The remaining assumptions are
not obvious from the schema itself but are evident in
the supporting text. These are quite fundamental to the
spirit in which the framework was created, and to its
application as illustrated in the following quote.

Health problems may affect certain groups more than
others. However, the solution to these problems involves
changing social values and structures. It is the
responsibility of the society as a whole to take care of all
of its members. In order to enjoy optimal health, people
need opportunities to meet their physical, mental, social
and spiritual needs. This is possible in an environment
that is based on the principles of social justice and equity
and where relationships are built on mutual respect and
caring, rather than power and status. (p.2)
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Case studies: 
The Hamilton and Bhatti framework and the Ottawa Charter

iii  In this paper we describe the PHP model as a framework; it is also a model according to our definition of the term



Another limitation is that the schematic version of the PHP
model does not capture the interactive nature of the
various determinants or suggest a temporal ordering of
the determinants.  

Although not primarily recognized for these insights, the
Ottawa Charter too lists eight fundamental conditions
and resources for health, called the prerequisites for
health. They are: peace, shelter, education, food,
income, a stable eco-system, sustainable resources,
social justice and equity. The Charterʼs main aim was to
articulate strategies for health promotion action, hence
its primary focus on the ʻhowʼ versus the ʻwhatʼ of health
promotion practice. Revisiting the eight prerequisites for
health, however, reveals astonishing insights into
contemporary global issues which have come
increasingly into national and international focus yet
have been largely ignored or given short shrift in many
current high level public health documents.41,42

Of the five key health promotion strategies identified in
the Ottawa Charter, creating supportive environments
(followed by strengthening community action and
developing personal skills), have attained paramount
status. In public health practice, strategies (processes)
for creating supportive environments in the community
and other settings (neighbourhoods, schools and
workplaces) have come to dominate action on the social
environment.38 Settings approaches focus on aggregates
of individuals rather than a population level approach per
se. Despite what creating supportive environments
implies, there is yet limited attention to healthy public
policy in health promotion practice.32,43

The PHP model and the Ottawa Charter are deeply
entrenched in public health discourse, and even so, not
thoroughly mined for their nascent insights. Essential
touchstones for public and population health practice they
may be, we need to build on their valuable insights to gain
a deeper understanding of the social origins of inequities
in health among population groups. 
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In 1996, Tarlov33 suggested a socio-ecological framework
for the production of health. By socio-ecological he meant
“manʼs (sic) interaction with his social circumstances and
the physical environment in which living takes place
(p.77).” His goal was to explain how social circumstances
translate into bodily manifestations of disease and illness
which he called the socio-biological translation. Tarlov
described three concentric rings of influence: proximal
(nearest the individual, whether in time, space, or
personal specificity); intermediate and distal (furthest from
the individual in terms of time, space, or personal
specificity). Each of these rings includes a host of factors
that interact with others in the same ring as well as with
factors in other rings to affect the health of the individuals
constituting the population of concern in the middle. 

These factors include: the influence of family, friends,
home, neighbourhood, norms, expectations and a sense

of opportunity for fulfillment (ring one); community, school,
worksite, the local economy and jobs, natural resources,
effectiveness of local government, a sense of meaning
and participation in civic activities (ring two).

The third ring encompasses macro-social influences such
as characteristics of the government and national
priorities, tax and monetary policy, public and private
investment in infrastructure, a sense of collective security,
fairness, justice and the distribution of resources.
Significantly, the predominant direction of influence is
inward (from macro to micro).33 The terms micro, meso
and macro are often used in narratives such as Tarlovʼs
to represent forces acting across a range of levels,
although their demarcations are not always consistent in
use. What is astonishing is that Tarlovʼs perceptive
identification of the factors at the meso and macro levels
are not show in his model (Figure 4). 
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Case studies: 
Tarlovʼs socio-ecological framework of health production,
and Dahlgren and Whiteheadʼs social ecology framework
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Figure 4 Tarlov's model

Source: Tarlov, Blane, Brunner & Wilkinson, 1996



Instead, Tarlov focused on the social-psychological-
biological mechanisms by which people appropriate
messages about their social circumstances, and by which
these internalizations are ultimately translated into
disease at the cellular level. He reckoned that over the
course of a lifetime conflicts of many kinds occur that
create chronic stress, and that this stress eventually
manifests physiologically as illness and disease. Tarlov
theorized that the amount and sources of stress differ
across social strata, and that the effects of chronic stress,
mediated by individual resilience (and the opportunity cost
of stress reduction), are also socially patterned. 

While integrated public policies are part of the solution
to improving population health, Tarlovʼs socio-ecological
model falls short in that it does not contain an explicit
analysis of how structural forces and factors create the
conditions whereby people are sorted into social strata;
it views the social order as almost self-evident.  

The most well known of ecological models, the
Dahlgren and Whitehead model (Figure 5) picked up
where Tarlovʼs left off, with several significant advances.

Dahlgren and Whitehead asserted that “the root causes of
social inequities in health must be understood before
effective policies can be formulated to tackle them.”20 Like
Tarlov, their model was organized into concentric bands in
a rainbow formation illustrating the characteristic ordering
of factors influencing health from proximal to distal where
the central reference point is individual factors. The
addition of a fourth band allowed for the introduction of
factors operating at yet another level. According to G.
Dahlgren and M. Whitehead, everything except for a
personʼs age, sex, and genetics were believed to be
amenable, in principle, to public policy intervention. 

These authors further categorized the factors that could
be influenced by policy interventions into three groups:

1) positive health factors (e.g. economic and food
security and emotionally satisfying relationships) that
contribute to the maintenance of health; 

2) protective factors (e.g. immunization, social support,
healthy diets) that eliminate risk or facilitate resilience;
and 
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3) risk factors and risk conditions that cause disease and
illness and are potentially preventable. 

The authorsʼ acknowledge that deciding which category
a particular health determinant falls into “may be
difficult at times”20 (p.22), but do not suggest organizing
/ selection criteria. 

Next, they assessed the contribution of the various risk
factors to the total burden of disease. Although the
authors promote assessing both upstream and
downstream factors (which they do not define), for a
variety of unexplained reasons (except for the
unavailability of data), the fall back category is risk
factors. Notwithstanding, their framework proposes five
mechanisms for understanding how ʻroot causesʼ
influence health: different levels of power and
resources, different levels of exposure to health
hazards, the same level of exposure leading to
differential impacts, life-course effects, and the different
social and economic effects of being sick.
Unfortunately, none of these valuable insights is
apparent in the model per se. This is significant
because these authorsʼ model is reproduced in many
health promotion documents (grey and white literature)
without the full accompanying text; hence its deeper
insights are lost.

Dahlgren and Whitehead associate the process of
social stratification which is not defined with a person
or groupʼs social position, although this is not
explained. Social position construed as socio-economic
status or SES is, however, in turn closely associated
with health risk, and follows a step-wise decrease in
health along with decreasing social position. Negative
experiences such as being looked down on,
stigmatized, not feeling valued, and/or feeling
powerless, along with comparing oneself to others
better off, are potent psychosocial stresses affecting
health, which too are positively associated with social
position.18 Their insight that health impacts are socially-
structured and that social context plays a foundational
role in generating unfair differences in health is critical. 

Therefore, depending on oneʼs SES, people may
experience differences in exposure to factors that
cause harm, differential abilities to withstand these
abuses (including where the level of exposure is the

same across social groups), and differential
consequences. Compounding the harm are the
accumulated effects of these various experiences
(under variable conditions) over a lifetime, known as
the life-course perspective.44 Social selection, or social
mobility – the idea that poor health and all that
accompanies it can lead to a downward spiral – is
another proposed route which “may eventually
contribute to observed social inequities in health”20

(pg.32). Since then, the verdict is in that social
causation rather than social selection is the main
explanation for socio-economic inequities in health.4

Importantly, Dahlgren and Whiteheadʼs explanation of
the causes of health inequity is based on theorizing two
sets of health determinants; the ones that cause
inequity called the determinants of health inequity and
the social determinants of health of the whole
population,10 however the differences between the two
sets and how they operate is unclear. 

Further, positive factors, protective factors and risk
factors seem to become uncoupled from the ecological
model, and everyday lived experience in practice with
individual risk factors assuming priority. Positive and
protective factors also appear to coalesce with their
subsequent connotation being the opposite of risk
factors. All three categories of factors are not
transparent in the model, and worse, are un-hinged
from their structural counterparts, eclipsing the
opportunity to understand these factors and forces and
pursue appropriate courses of policy action.  
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Observed differences in health between social groups
have long begged the question, why are some people
healthy and others not?

Of the various frameworks examined, the most salient
collective insights include: 

n that human life is embedded within a social context;

n that explicit acknowledgement that societal values and
processes condition human life for better or worse; 

n that oneʼs place in society, or social position is socially-
structured and therefore amenable to
policyintervention; and 

n that identification of the essential pathways through
which lifeʼs circumstances are transformed into health,
disease or illness is important.  

Specific formulations of psychosocial pathways and
mechanisms and theorizing the cumulative effects of
exposures, vulnerabilities and consequences over a
lifetime have added significantly to understanding the
social production of health. 

The parsimony of lists is a strength in terms of their
easy uptake; however, by themselves do not explain
the roles of and relationships between factors, nor how
they contribute to generating health inequities in the
first place.7

Of the examples in Table 1 (see page 10) not
previously discussed, The Solid Facts provides a series
of statements as to how societal conditions are health
damaging but does not put forth an explanation of the
social production of illness and disease, The Chief
Public Health Officerʼs Report on the State of Public
Health in Canada59 states that “the structure of society
also influences health through the distribution of public
goods and resources” (p.35), but does not offer further
explanation, and the 2009 Senate Report, notes, “these

inequities result from the external environment and
other social and economic conditions that, while largely
outside the control of the individuals affected, are
amenable to mitigation by the implementation of well-
crafted public policy” (p.5). 

Alternatively, Raphaelʼs 2004 book Canadian
Perspectives10 communicates, and reviews the major
pathways or mechanisms: cultural/behavioural and
materialist/structuralist through which social conditions
exert their effects, while also recognizing the importance
of the life-course perspective. He adds a further pathway
called the neo-materialist approach which includes the
conditions of living and social infrastructure as
determinants of health.10 Here he focuses on how
governments distribute resources through various public
policies which in turn affect the quality of social
determinants in peoplesʼ everyday lives. Raphaelʼs
strength lies in his ability to link the SDH to welfare state
policies and his clarion call to pragmatic policy action.

Another strength, Raphael and colleagues articulate a
list of reasons for the social determinants chosen in the
Toronto Charter for a Healthy Canada45 which align
closely with the determinants of health from the York
University Social Determinants of Health across the
lifespan conference, also held in 2002. Briefly, the
reasons are

“that the social determinant is consistent with most other
formulations in the existing empirical literature, all the
social determinants are important to the health of
Canadians, and are understandable to Canadians, and
last, that the determinants named have clear policy
relevance to Canadian decision makers and citizens.” 10

In all, Raphaelʼs work is theoretically informed,
empirically supported, pragmatically justifiable and policy
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how well do they ʻexplainʼ the generation of health
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relevant. That it lacks a corresponding visual model is its
only shortfall. 

Except for Raphaelʼs formulation, by and large none of the
frameworks reviewed (Lalonde, Evans and Stoddard,
Tarlov, Dahlgren and Whitehead, and Hamilton and
Bhatti), provide an adequate, comprehensive and
integrated explanation of how social inequities in health
are generated and perpetuated. Yet, each calls for further
research to deepen our understanding of the ʻcauses of
the causesʼ commensurate with the best available
evidence and other pertinent knowledge (e.g. policy
development, knowledge of a particular context, etc.) of
the precise mechanisms by which determinants 
of health generate unfair differences in health across
social groups.3,7-10,13,46,47

Also missing in the previous examples, Solar and Irwin,
whose background work informed the WHO Commission
on Social Determinants,3 suggest five requirements for
any comprehensive framework or perspective that claims
to explain the social causation of health inequities and
identify entry points for policy action. In their view, an
adequate framework should:

1) identify the SDH and the social determinants of health
inequities;

2) show how major determinants relate to each other;

3) clarify the mechanisms by which social determinants
generate health inequities;

4) provide a framework for evaluating which SDH are the
most important to address; and

5) map specific levels of intervention and policy entry
points for action on SDH (p.15).

Table 2 (see pages 18-21) summarizes the frameworks
reviewed according to select key elements required for an
adequate explanation of health inequities. While each
framework presents strengths and weaknesses,
Raphaelʼs (2004), Dahlgren and Whiteheadʼs and Solar
and Irwinʼs explanations are the most satisfactory with
respect to these criteria. Including the authorsʼ visual
depictions (or models), the Solar and Irwin package is the
most complete.  

Healthy Public Policy / Social Environments and Health / Concept Paper / March 2011 / Page 17



Healthy Public Policy / Social Environments and Health / Concept Paper / March 2011 / Page 18

D
et

er
m

in
an

ts
o

f H
ea

lth
F

ra
m

ew
o

rk
s

D
ef

in
iti

o
n

 o
f h

ea
lth

 

V
al

u
es

T
h

eo
ry

 b
as

ed

P
o

w
er

 a
n

al
ys

is

E
xp

la
n

at
io

n
ty

p
e

In
d

iv
id

u
al

 /
in

te
rm

ed
ia

ry

S
tr

u
ct

u
ra

l /
st

ra
tif

yi
n

g

Id
en

tif
ie

s 
an

d
d

iff
er

en
tia

te
s

b
et

w
ee

n
 S

D
H

 a
n

d
S

D
H

 in
eq

u
iti

es

C
la

ri
fie

s
eq

u
ity

g
en

er
at

in
g

so
ci

al
p

ro
ce

ss
es

an
d

m
ec

h
an

is
m

s
(p

at
h

w
ay

s)

P
ro

vi
d

es
 a

fr
am

ew
o

rk
 fo

r
ev

al
u

at
in

g
w

h
ic

h
d

et
er

m
in

an
ts

ar
e 

m
o

st
im

p
o

rt
an

t t
o

ad
d

re
ss

Id
en

tif
ie

s 
ro

le
 o

f h
ea

lth
sy

st
em

Id
en

tif
ie

s 
le

ve
ls

 o
f

in
te

rv
en

tio
n

E
n

tr
y 

p
o

in
ts

 fo
r

p
o

lic
y 

ac
tio

n

M
. L

al
o

n
d

e
19

74
H

ea
lth

 fi
el

d 
co

nc
ep

t

V
al

ue
s:

 h
ea

lth
 is

 a
ʻg

ift
ʼ; 

go
od

 h
ea

lth
 a

nd
w

el
lb

ei
ng

 fo
r 

al
l

C
an

ad
ia

ns
 in

cl
ud

in
g

th
e 

es
se

nt
ia

ls
 o

f l
ife

&
 e

nh
an

ce
m

en
t o

f
Q

ua
lit

y 
of

 L
ife

E
m

pl
oy

s 
an

 h
is

to
ric

al
ap

pr
oa

ch
, h

ow
ev

er
th

eo
ry

 n
ot

 e
xp

lic
it

A
ck

no
w

le
dg

es
co

nf
lic

tin
g 

go
al

s 
in

th
e 

he
al

th
 c

ar
e

sy
st

em
; h

ow
ev

er
,

th
er

e 
is

 n
o 

an
al

ys
is

 o
f

po
w

er

In
di

vi
du

al
 (

or
in

te
rm

ed
ia

ry
)

an
d

en
vi

ro
nm

en
ta

l 

In
te

rm
ed

ia
ry

de
te

rm
in

an
ts

do
m

in
at

e

N
o

D
is

cu
ss

io
n

of
 s

oc
ia

l
pr

oc
es

se
s 

is
su

gg
es

tiv
e

bu
t n

ot
ex

pl
ic

it;
pa

th
w

ay
s 

ar
e

no
t

hy
po

th
es

iz
ed

N
o 

Ye
s 

(a
lb

ei
t,

re
co

gn
iz

es
 th

e
cu

rr
en

t s
ys

te
m

as
 's

ic
kn

es
s

ca
re

')

4 
fie

ld
s 

ar
e 

ca
te

go
rie

s
ra

th
er

 th
an

 'l
ev

el
s'

 o
f

in
te

rv
en

tio
n 

F
oc

us
 is

 o
n 

F
ed

er
al

G
ov

. r
ol

e 
(p

ro
gr

am
s 

&
po

lic
ie

s)
 in

 c
re

at
in

g
he

al
th

 in
cl

ud
in

g 
m

ac
ro

re
-d

is
tr

ib
ut

iv
e 

po
lic

ie
s

R
. E

va
n

s 
&

 
G

. S
to

d
d

ar
d

19
94

H
ea

lth
 a

s 
a

co
nt

in
uu

m
 -

a
co

m
pr

eh
en

si
ve

 v
ie

w
of

 h
ea

lth
; d

iff
er

en
t

de
fin

iti
on

s 
fo

r
di

ffe
re

nt
 p

ur
po

se
s 

V
al

ue
s:

 in
vo

ke
s 

2
an

ci
en

t p
er

sp
ec

tiv
es

:
G

od
 o

f M
ed

ic
in

e 
an

d
G

od
de

ss
 o

f H
ea

lth

T
he

or
y 

no
t e

xp
lic

it;
em

pl
oy

s 
ec

on
om

ic
s

an
d 

an
th

ro
po

lo
gy

 

N
o 

an
al

ys
is

 o
f p

ow
er

In
te

rm
ed

ia
ry

an
d 

st
ru

ct
ur

al
de

te
rm

in
an

ts

G
re

at
er

em
ph

as
is

 o
n

in
te

rm
ed

ia
ry

A
ck

no
w

le
dg

es
 s

om
e

de
te

rm
in

an
ts

 a
re

m
or

e 
po

w
er

fu
l t

ha
n

ot
he

rs
; e

.g
. i

nc
om

e,
st

at
us

, p
re

st
ig

e;
di

sc
us

se
s

re
la

tio
ns

hi
ps

 b
et

w
ee

n
so

m
e 

in
te

rm
ed

ia
ry

an
d 

st
ra

tif
yi

ng
 fa

ct
or

s

D
is

cu
ss

io
n

of
 s

oc
ia

l
pr

oc
es

se
s 

is
su

gg
es

tiv
e

bu
t n

ot
ex

pl
ic

it;
m

ec
ha

ni
sm

s
(p

at
hw

ay
s)

ar
e

hy
po

th
es

iz
ed

 

Id
en

tif
ie

s
si

gn
ifi

ca
nt

ca
te

go
rie

s 
of

fa
ct

or
s;

fr
am

ew
or

k 
is

su
gg

es
tiv

e
al

th
ou

gh
 n

ot
ex

pl
ic

it 
fo

r
as

se
ss

in
g

w
hi

ch
 m

os
t

im
po

rt
an

t

Ye
s

M
od

el
 d

es
cr

ib
es

ca
te

go
rie

s 
of

 fa
ct

or
s

vs
. l

ev
el

s

M
ac

ro
 s

oc
ia

l a
nd

ec
on

om
ic

 p
ub

lic
 p

ol
ic

y
en

tr
y 

po
in

ts
 s

ug
ge

st
ed

in
 p

ar
tic

ul
ar

, u
ni

ve
rs

al
he

al
th

 c
ar

e

T
h

e 
O

tt
aw

a
C

h
ar

te
r 

19
86

A
 r

es
ou

rc
e 

fo
r 

liv
in

g,
a 

po
si

tiv
e 

co
nc

ep
t

em
ph

as
iz

in
g 

so
ci

al
 &

pe
rs

on
al

 r
es

ou
rc

es
,

an
d 

ph
ys

ic
al

ca
pa

ci
tie

s 

V
al

ue
s:

 in
vo

ke
s

m
or

al
 a

nd
 s

oc
ia

l
va

lu
es

 fr
om

 A
lm

a-
A

ta
D

ec
la

ra
tio

n 
an

d
H

ea
lth

 fo
r A

ll

T
he

or
y 

no
t e

xp
lic

it;
 

N
o 

an
al

ys
is

 o
f p

ow
er

S
tr

uc
tu

ra
l /

st
ra

tif
yi

ng
N

o;
 d

et
er

m
in

an
ts

 a
re

pr
ed

om
in

an
tly

st
ru

ct
ur

al
 / 

st
ra

tif
yi

ng

N
o

N
o

Ye
s

H
P

P
 is

 a
 k

ey
 s

tr
at

eg
y;

id
en

tif
ie

s 
le

ve
ls

 &
po

lic
y 

'to
ol

sʼ
; e

.g
.

le
gi

sl
at

io
n,

 ta
xa

tio
n,

fis
ca

l m
ea

su
re

s 
&

 o
rg

.
ch

an
ge

N
o 

sp
ec

ifi
c 

en
tr

y
po

in
ts

 

C
ri

te
ri

a

Ta
b

le
 2

 A
d

eq
u

ac
y 

o
f 

d
et

er
m

in
an

ts
 o

f 
h

ea
lt

h
 “

fr
am

ew
o

rk
s”

 f
o

r 
ex

p
la

in
in

g
 h

ea
lt

h
 in

eq
u

it
ie

s



Healthy Public Policy / Social Environments and Health / Concept Paper / March 2011 / Page 19

D
et

er
m

in
an

ts
o

f H
ea

lth
F

ra
m

ew
o

rk
s

D
ef

in
iti

o
n

 o
f h

ea
lth

 

V
al

u
es

T
h

eo
ry

 b
as

ed

P
o

w
er

 a
n

al
ys

is

E
xp

la
n

at
io

n
ty

p
e

In
d

iv
id

u
al

 /
in

te
rm

ed
ia

ry

S
tr

u
ct

u
ra

l /
st

ra
tif

yi
n

g

Id
en

tif
ie

s 
an

d
d

iff
er

en
tia

te
s

b
et

w
ee

n
 S

D
H

 a
n

d
S

D
H

 in
eq

u
iti

es

C
la

ri
fie

s
eq

u
ity

g
en

er
at

in
g

so
ci

al
p

ro
ce

ss
es

an
d

m
ec

h
an

is
m

s
(p

at
h

w
ay

s)

P
ro

vi
d

es
 a

fr
am

ew
o

rk
 fo

r
ev

al
u

at
in

g
w

h
ic

h
d

et
er

m
in

an
ts

ar
e 

m
o

st
im

p
o

rt
an

t t
o

ad
d

re
ss

Id
en

tif
ie

s 
ro

le
 o

f h
ea

lth
sy

st
em

Id
en

tif
ie

s 
le

ve
ls

 o
f

in
te

rv
en

tio
n

E
n

tr
y 

p
o

in
ts

 fo
r

p
o

lic
y 

ac
tio

n

P
o

p
u

la
tio

n
H

ea
lth

P
ro

m
o

tio
n

(P
H

P
)

19
96

H
ea

lth
 n

ot
 e

xp
lic

itl
y

de
fin

ed

Id
en

tif
ie

s 
pr

in
ci

pl
es

vs
. v

al
ue

s 
pe

r 
se

:
e.

g.
 s

oc
ia

l j
us

tic
e,

eq
ui

ty
, m

ut
ua

l
re

sp
ec

t a
nd

 c
ar

in
g

U
se

s 
co

m
m

un
ic

at
io

n
th

eo
ry

 to
 e

xp
la

in
 le

ve
ls

of
 s

oc
ie

ty
, a

ls
o 

re
fe

rs
to

 E
va

n'
s 

&
 S

to
dd

ar
d'

s
th

eo
re

tic
al

 m
od

el

M
en

tio
ns

 p
ow

er
 a

nd
st

at
us

 a
s 

un
de

si
ra

bl
e

ch
ar

ac
te

ris
tic

s 
of

re
la

tio
ns

hi
ps

, h
ow

ev
er

th
er

e 
is

 n
o 

an
al

ys
is

 o
f

po
w

er
 

In
te

rm
ed

ia
ry

an
d 

st
ra

tif
yi

ng
N

o 
cl

ea
r

di
ffe

re
nt

ia
tio

n 

A
ck

no
w

le
dg

es
 b

ut
do

es
 n

ot
 e

xp
la

in
in

te
ra

ct
io

ns
 b

et
w

ee
n

in
te

rm
ed

ia
ry

 a
nd

st
ru

ct
ur

al
de

te
rm

in
an

ts

N
o

N
o

Ye
s

Id
en

tif
ie

s 
le

ve
ls

 o
f

in
te

rv
en

tio
n 

an
d

he
al

th
y 

pu
bl

ic
 p

ol
ic

y
st

ra
te

gy
 

N
o 

ex
pl

ic
it 

en
tr

y 
po

in
ts

fo
r 

po
lic

y 
ac

tio
n

T
h

e 
S

o
lid

F
ac

ts
 2

n
d

 E
D

.
20

03

H
ea

lth
 n

ot
 e

xp
lic

itl
y

de
fin

ed
 

V
al

ue
s:

 a
tta

in
m

en
t

of
 th

e 
hi

gh
es

t
po

ss
ib

le
 le

ve
l o

f
he

al
th

 fo
r 

al
l p

eo
pl

e

T
he

or
y 

no
t e

xp
lic

it
al

th
ou

gh
 s

ug
ge

st
s 

th
e

ne
ed

 to
 e

m
pl

oy
so

ci
ol

og
y,

 e
co

no
m

ic
s,

ps
yc

ho
lo

gy
,

ne
ur

ob
io

lo
gy

 a
nd

m
ed

ic
in

e

M
en

tio
ns

ʻe
xc

lu
si

on
ar

yʼ
 s

oc
ia

l
pr

oc
es

se
s,

  h
ow

ev
er

th
er

e 
is

 n
o 

an
al

ys
is

 o
f

po
w

er

In
te

rm
ed

ia
ry

an
d 

st
ra

tif
yi

ng
 

In
te

rm
ed

ia
ry

de
te

rm
in

an
ts

do
m

in
at

e

D
iff

er
en

tia
te

s 
an

d
ac

kn
ow

le
dg

es
po

pu
la

tio
n 

le
ve

l
fa

ct
or

s 
ar

e 
m

or
e

po
w

er
fu

l t
ha

n
in

di
vi

du
al

 /
in

te
rm

ed
ia

ry
 le

ve
l

fa
ct

or
s

R
el

at
io

ns
hi

ps
be

tw
ee

n
de

te
rm

in
an

ts
 a

ls
o

ac
kn

ow
le

dg
ed

Ye
s,

de
sc

rip
tiv

e
N

o
Ye

s,
 in

 p
ar

tic
ul

ar
un

iv
er

sa
l a

cc
es

s
to

 m
ed

ic
al

 c
ar

e

Le
ve

ls
 n

ot
 e

xp
lic

it

S
ug

ge
st

s 
a 

ra
ng

e 
of

m
ic

ro
, m

es
o 

&
 m

ac
ro

he
al

th
y 

pu
bl

ic
 p

ol
ic

ie
s 

D
. R

ap
h

ae
l

20
04

H
ea

lth
 n

ot
 e

xp
lic

itl
y

de
fin

ed
 a

lth
ou

gh
st

at
es

 th
at

 a
ny

co
ns

tr
ua

l l
im

ite
d 

to
ʻh

ea
lth

 a
nd

 il
ln

es
sʼ

on
ly

 is
 a

 n
ar

ro
w

de
fin

iti
on

 o
f h

ea
lth

V
al

ue
s 

ar
e 

no
t

ex
pl

ic
it

P
ol

iti
ca

l e
co

no
m

y

A
na

ly
si

s 
of

 p
ow

er
 is

no
t e

xp
lic

it,
 b

ut
 q

uo
te

s
V

irc
ho

w
 “

M
ed

ic
in

e 
is

 a
so

ci
al

 s
ci

en
ce

 a
nd

po
lit

ic
s 

is
 n

ot
hi

ng
 e

ls
e

bu
t m

ed
ic

in
e 

on
 a

la
rg

e 
sc

al
e”

 (
p.

 3
)

S
tr

at
ify

in
g

D
iff

er
en

tia
te

s
be

tw
ee

n 
in

di
vi

du
al

 /
in

te
rm

ed
ia

ry
 a

nd
st

ru
ct

ur
al

 / 
st

ra
tif

yi
ng

de
te

rm
in

an
ts

Id
en

tif
ie

s 
th

e
re

la
tio

ns
hi

ps
 b

et
w

ee
n

de
te

rm
in

an
ts

Ye
s,

ex
pl

an
at

or
y

Ye
s

“R
e-

en
gi

ne
er

ed
he

al
th

 c
ar

e 
(o

r
ill

ne
ss

 tr
ea

tm
en

t
se

rv
ic

es
)”

 in
pa

rt
ic

ul
ar

,
gr

ea
te

r
em

ph
as

is
 o

n
pr

im
ar

y
pr

ev
en

tio
n 

co
ul

d
m

ak
e 

he
al

th
ca

re
 a

 g
re

at
er

in
flu

en
ce

 o
n

he
al

th
” 

(p
. 3

08
)

M
ac

ro
 p

ub
lic

 p
ol

ic
y

in
te

rv
en

tio
ns

 p
ro

po
se

d

C
ri

te
ri

a



Healthy Public Policy / Social Environments and Health / Concept Paper / March 2011 / Page 20

D
et

er
m

in
an

ts
o

f H
ea

lth
F

ra
m

ew
o

rk
s

D
ef

in
iti

o
n

 o
f h

ea
lth

 

V
al

u
es

T
h

eo
ry

 b
as

ed

P
o

w
er

 a
n

al
ys

is

E
xp

la
n

at
io

n
ty

p
e

In
d

iv
id

u
al

 /
in

te
rm

ed
ia

ry

S
tr

u
ct

u
ra

l /
st

ra
tif

yi
n

g

Id
en

tif
ie

s 
an

d
d

iff
er

en
tia

te
s

b
et

w
ee

n
 S

D
H

 a
n

d
S

D
H

 in
eq

u
iti

es

C
la

ri
fie

s
eq

u
ity

g
en

er
at

in
g

so
ci

al
p

ro
ce

ss
es

an
d

m
ec

h
an

is
m

s
(p

at
h

w
ay

s)

P
ro

vi
d

es
 a

fr
am

ew
o

rk
 fo

r
ev

al
u

at
in

g
w

h
ic

h
d

et
er

m
in

an
ts

ar
e 

m
o

st
im

p
o

rt
an

t t
o

ad
d

re
ss

Id
en

tif
ie

s 
ro

le
 o

f h
ea

lth
sy

st
em

Id
en

tif
ie

s 
le

ve
ls

 o
f

in
te

rv
en

tio
n

E
n

tr
y 

p
o

in
ts

 fo
r 

p
o

lic
y

ac
tio

n

C
h

ie
f 

P
u

b
lic

H
ea

lt
h

O
ff

ic
er

's
R

ep
o

rt
20

09

H
ea

lth
 n

ot
 e

xp
lic

itl
y

de
fin

ed

V
al

ue
s:

 C
an

ad
ia

n
go

al
 is

 to
 b

e 
he

al
th

y
fo

r 
as

 lo
ng

 a
s

po
ss

ib
le

, a
nd

 p
ub

lic
he

al
th

 is
 a

 s
ha

re
d

re
sp

on
si

bi
lit

y

T
he

or
y 

no
t

ex
pl

ic
it;

 h
ow

ev
er

re
fe

rs
 to

 D
ah

lg
re

n
an

d 
W

hi
te

he
ad

ʼs
ec

ol
og

ic
al

 m
od

el

T
he

re
 is

 n
o

an
al

ys
is

 o
f p

ow
er

In
te

rm
ed

ia
ry

an
d 

st
ra

tif
yi

ng
D

iff
er

en
tia

te
s

de
te

rm
in

an
ts

 b
y

pu
tti

ng
 in

 o
rd

er
 o

f
im

po
rt

an
ce

A
ck

no
w

le
dg

es
re

la
tio

ns
hi

ps
be

tw
ee

n
in

te
rm

ed
ia

ry
 a

nd
st

ru
ct

ur
al

de
te

rm
in

an
ts

N
o

N
o

Ye
s 

(a
cc

es
s

to
 h

ea
lth

ca
re

)

Id
en

tif
ie

s 
st

ra
te

gi
es

(s
oc

ia
l i

nv
es

tm
en

t,
co

m
m

un
ity

 c
ap

ac
ity

,
in

te
rs

ec
to

ra
l a

ct
io

n,
kn

ow
le

dg
e 

de
ve

lo
pm

en
t,

le
ad

er
sh

ip
) 

vs
. l

ev
el

s 
of

in
te

rv
en

tio
n 

pe
r 

se

E
m

ph
as

is
 o

n 
pr

og
ra

m
vs

. p
ol

ic
y 

en
tr

y 
po

in
ts

S
en

at
e 

S
u

b
-

co
m

m
it

te
e 

o
n

P
o

p
u

la
ti

o
n

H
ea

lt
h

20
09

A
 s

ta
te

 o
f c

om
pl

et
e

ph
ys

ic
al

, m
en

ta
l a

nd
so

ci
al

 w
el

lb
ei

ng
' a

nd
'a

 r
es

ou
rc

e 
fo

r
ev

er
yd

ay
 li

fe
'

V
al

ue
s:

 E
ve

ry
C

an
ad

ia
n 

is
 a

bl
e 

to
de

ve
lo

p,
 li

ve
 a

nd
co

nt
rib

ut
e 

to
 s

oc
ie

ty
to

 h
is

/h
er

 fu
lle

st
po

te
nt

ia
l

N
o 

ex
pl

ic
it

th
eo

re
tic

al
pe

rs
pe

ct
iv

e

A
ck

no
w

le
dg

es
un

eq
ua

l
di

st
rib

ut
io

n 
of

he
al

th
 a

nd
so

ci
et

al
re

so
ur

ce
s,

ho
w

ev
er

 th
er

e 
is

no
 e

xp
lic

it
an

al
ys

is
 o

f p
ow

er

S
tr

at
ify

in
g

N
ot

 e
xp

lic
it;

 h
ow

ev
er

st
at

es
 th

at
 't

he
so

ci
oe

co
no

m
ic

en
vi

ro
nm

en
t i

s 
th

e
m

os
t p

ow
er

fu
l o

f t
he

de
te

rm
in

an
ts

 o
f

he
al

th
'

N
o

N
o

A
 s

tr
on

g
sy

st
em

 fo
r

he
al

th
 a

nd
so

ci
al

w
el

lb
ei

ng
th

at
 r

es
po

nd
s

to
 d

is
pa

rit
ie

s
in

 h
ea

lth
st

at
us

 a
nd

of
fe

rs
 ti

m
el

y
ap

pr
op

ria
te

ca
re

Le
ve

ls
 o

f i
nt

er
ve

nt
io

n 
no

t
ex

pl
ic

it;
 fo

cu
s 

on
 F

ed
er

al
G

ov
. r

ol
e;

 r
ec

om
m

en
ds

:
G

O
C

 w
or

k 
w

ith
 o

th
er

le
ve

ls
 o

f g
ov

er
nm

en
t a

nd
no

n-
go

ve
rn

m
en

ta
l s

ec
to

r
to

 s
up

po
rt

 th
e 

in
te

gr
at

io
n

of
 c

om
m

un
ity

-le
ve

l
se

rv
ic

es
 w

ith
in

 a
de

te
rm

in
an

t o
f h

ea
lth

fr
am

ew
or

k

R
ec

om
m

en
ds

 h
ea

lth
im

pa
ct

 a
ss

es
sm

en
ts

(H
IA

) 
as

 o
ne

 s
tr

at
eg

y

A
. T

ar
lo

v
19

96
H

ea
lth

 is
 th

e
ca

pa
ci

ty
, r

el
at

iv
e 

to
po

te
nt

ia
l a

nd
as

pi
ra

tio
ns

 fo
r 

liv
in

g
fu

lly
 in

 th
e 

so
ci

al
en

vi
ro

nm
en

t

V
al

ue
s 

ar
e 

no
t

ex
pl

ic
it

S
oc

ia
l e

co
lo

gi
ca

l

M
en

tio
ns

 u
ne

ve
n

di
st

rib
ut

io
n 

of
so

ci
al

 r
es

ou
rc

es
,

ho
w

ev
er

 th
er

e 
is

no
 a

na
ly

si
s 

of
po

w
er

In
te

rm
ed

ia
ry

 

E
m

ph
as

is
 o

n
in

te
rm

ed
ia

ry
(p

sy
ch

os
oc

ia
l)

S
ub

st
an

tia
l f

ra
ct

io
n

of
 v

ar
ia

tio
n 

in
 h

ea
lth

is
 e

xp
la

in
ed

 b
y

's
oc

ia
l

ch
ar

ac
te

ris
tic

s'
ra

th
er

 th
an

 g
en

et
ic

s,
m

ed
ic

al
 c

ar
e 

an
d

be
ha

vi
ou

rs
;

ac
kn

ow
le

dg
es

in
te

ra
ct

io
ns

 b
et

w
ee

n
de

te
rm

in
an

ts

P
sy

ch
os

oc
ia

l
pr

oc
es

se
s

an
d

pa
th

w
ay

s
ex

pl
ai

ne
d;

lin
ks

 to
eq

ui
ty

 a
re

im
pl

ic
it

S
oc

ia
l e

co
lo

gi
ca

l
an

d 
so

ci
o-

bi
ol

og
ic

al
na

rr
at

iv
es

m
en

tio
n

st
ru

ct
ur

al
fa

ct
or

s;
 h

ow
ev

er
,

th
e 

ps
yc

ho
so

ci
al

pe
rs

pe
ct

iv
e

ov
er

sh
ad

ow
s

st
ru

ct
ur

al
 fa

ct
or

s

Ye
s

C
al

ls
 fo

r 
am

el
io

ra
tiv

e 
an

d
co

rr
ec

tiv
e 

"le
ve

l"
in

te
gr

at
ed

 p
ol

ic
ie

s 
 to

im
pr

ov
e 

 p
op

ul
at

io
n

he
al

th

E
nt

ry
 p

oi
nt

s 
in

cl
ud

e:
ed

uc
at

io
n,

 tr
an

sp
or

ta
tio

n,
co

m
m

un
ic

at
io

n,
 jo

b
cr

ea
tio

n,
 tr

ai
ni

ng
im

pr
ov

ed
 w

or
k 

co
nd

iti
on

s

C
ri

te
ri

a



Healthy Public Policy / Social Environments and Health / Concept Paper / March 2011 / Page 21

D
et

er
m

in
an

ts
o

f H
ea

lth
F

ra
m

ew
o

rk
s

D
ef

in
iti

o
n

 o
f h

ea
lth

 

V
al

u
es

T
h

eo
ry

 b
as

ed

P
o

w
er

 a
n

al
ys

is

E
xp

la
n

at
io

n
ty

p
e

In
d

iv
id

u
al

 /
in

te
rm

ed
ia

ry

S
tr

u
ct

u
ra

l /
st

ra
tif

yi
n

g

Id
en

tif
ie

s 
an

d
d

iff
er

en
tia

te
s

b
et

w
ee

n
 S

D
H

 a
n

d
S

D
H

 in
eq

u
iti

es

C
la

ri
fie

s
eq

u
ity

g
en

er
at

in
g

so
ci

al
p

ro
ce

ss
es

 a
n

d
m

ec
h

an
is

m
s

(p
at

h
w

ay
s)

P
ro

vi
d

es
 a

fr
am

ew
o

rk
 fo

r
ev

al
u

at
in

g
w

h
ic

h
d

et
er

m
in

an
ts

ar
e 

m
o

st
im

p
o

rt
an

t t
o

ad
d

re
ss

Id
en

tif
ie

s 
ro

le
 o

f h
ea

lth
sy

st
em

Id
en

tif
ie

s 
le

ve
ls

 o
f

in
te

rv
en

tio
n

E
n

tr
y 

p
o

in
ts

 fo
r

p
o

lic
y 

ac
tio

n

G
. D

ah
lg

re
n

an
d

M
. W

h
it

eh
ea

d
L

ev
el

in
g

 U
p

 2
20

07

H
ea

lth
 n

ot
 e

xp
lic

itl
y

de
fin

ed

V
al

ue
s:

 s
oc

ia
l

ju
st

ic
e,

 s
oc

ia
l h

um
an

rig
ht

s 
an

d 
ot

he
r 

co
re

va
lu

es
 a

s 
in

 W
H

O
H

ea
lth

 fo
r A

ll 
po

lic
y

fr
am

ew
or

k

S
oc

ia
l-e

co
lo

gi
ca

l

A
ck

no
w

le
dg

es
di

ffe
re

nt
 le

ve
ls

 o
f

po
w

er
 (

i.e
., 

be
tte

r 
of

f
ha

ve
 m

or
e 

po
w

er
 b

ut
do

es
 n

ot
 e

xp
la

in
w

hy
)

In
te

rm
ed

ia
ry

an
d 

st
ra

tif
yi

ng

E
m

ph
as

is
 o

n
in

te
rm

ed
ia

ry
(p

sy
ch

os
oc

ia
l)

D
ec

la
re

s 
2 

ty
pe

s 
of

de
te

rm
in

an
ts

: '
th

e
m

ai
n 

de
te

rm
in

an
ts

of
 s

oc
ia

l i
ne

qu
iti

es
in

 h
ea

lth
', 

an
d 

th
e

'm
ai

n 
de

te
rm

in
an

ts
of

 h
ea

lth
 o

f t
he

po
pu

la
tio

n 
as

 a
w

ho
le

', 
ye

t f
ur

th
er

st
at

es
 th

at
di

st
in

gu
is

hi
ng

be
tw

ee
n 

th
e

ca
te

go
rie

s 
of

de
te

rm
in

an
ts

 m
ay

be
 d

iff
ic

ul
t a

t t
im

es

A
ck

no
w

le
dg

es
ro

le
 o

f s
oc

ia
l

co
nt

ex
t, 

so
ci

al
po

si
tio

n 
an

d
so

ci
al

st
ra

tif
ic

at
io

n 
as

pr
im

ar
y 

so
ci

al
fo

rc
es

in
vo

lv
ed

;
di

ffe
re

nt
ia

l
ex

po
su

re
s,

vu
ln

er
ab

ili
ty

an
d

co
ns

eq
ue

nc
es

S
tr

on
g

di
sc

us
si

on
 o

f
st

ru
ct

ur
al

fa
ct

or
s,

 b
ut

no
t h

ow
 th

ey
ex

er
t t

he
ir

fo
rc

e 
on

in
te

rm
ed

ia
ry

de
te

rm
in

an
ts

;
th

er
ef

or
e

un
ab

le
 to

as
se

ss
 w

hi
ch

de
te

rm
in

an
ts

ar
e 

m
os

t
im

po
rt

an
t  

F
ai

r
ar

ra
ng

em
en

ts
th

at
 a

llo
w

 e
qu

al
ge

og
ra

ph
ic

,
cu

ltu
ra

l a
nd

ec
on

om
ic

ac
ce

ss
 to

av
ai

la
bl

e
se

rv
ic

es
 fo

r 
al

l
in

 e
qu

al
 n

ee
d 

of
ca

re
 

E
ffo

rt
s 

to
 r

ed
uc

e
so

ci
al

 in
eq

ui
tie

s 
in

he
al

th
 n

ee
d 

to
 b

e 
an

in
te

gr
al

 p
ar

t o
f s

oc
io

-
ec

on
om

ic
de

ve
lo

pm
en

t p
ol

ic
ie

s
(in

 g
en

er
al

) 
an

d
sp

ec
ifi

c 
pu

bl
ic

 h
ea

lth
pr

og
ra

m
s 

an
d 

po
lic

ie
s

(in
 p

ar
tic

ul
ar

)

O
. S

o
la

r 
an

d
 A

. I
rw

in
20

07

A
lig

ns
 w

ith
 th

e 
so

ci
al

m
od

el
 o

f h
ea

lth
ad

va
nc

ed
 b

y 
th

e
A

lm
a-

A
ta

D
ec

la
ra

tio
n 

on
P

rim
ar

y 
H

ea
lth

 C
ar

e
an

d 
H

ea
lth

 fo
r A

ll

V
al

ue
s:

 h
ea

lth
eq

ui
ty

, h
um

an
 r

ig
ht

s,
di

st
rib

ut
io

n 
of

 p
ow

er

S
oc

ia
l t

he
or

y 
an

d
po

lit
ic

al
 p

hi
lo

so
ph

y;

E
xp

lic
it 

an
al

ys
is

 o
f

po
w

er

In
te

rm
ed

ia
ry

an
d 

st
ra

tif
yi

ng

E
m

ph
as

is
 o

n
st

ra
tif

yi
ng

Ye
s;

 d
iff

er
en

tia
te

s
th

e 
st

ra
tif

yi
ng

de
te

rm
in

an
ts

 o
f

he
al

th
 in

eq
ui

tie
s

fr
om

 in
te

rm
ed

ia
ry

de
te

rm
in

an
ts

 o
f

he
al

th

Ye
s;

so
ci

oe
co

no
m

ic
an

d 
po

lit
ic

al
co

nt
ex

t, 
 s

oc
ia

l
st

ra
tif

ic
at

io
n,

S
E

P,
di

ffe
re

nt
ia

l
ex

po
su

re
s,

vu
ln

er
ab

ili
tie

s
an

d
co

ns
eq

ue
nc

es
an

d 
m

at
er

ia
l,

ps
yc

ho
so

ci
al

,
bi

ol
og

ic
al

 a
nd

be
ha

vi
ou

ra
l

pa
th

w
ay

s 

Ye
s 

Ye
s,

 th
e 

he
al

th
sy

st
em

 is
 a

n
in

te
rm

ed
ia

ry
de

te
rm

in
an

t o
f

he
al

th
 –

au
th

or
ʼs

 o
ut

lin
e

4 
ro

le
s 

(s
ee

te
xt

) 

Ye
s;

 s
oc

ia
l a

nd
ec

on
om

ic
 p

ol
ic

ie
s

ai
m

ed
 a

t t
he

 m
ac

ro
-

so
ci

al
 c

on
di

tio
ns

(c
on

te
xt

);
 a

nd
 p

ol
ic

ie
s

ai
m

ed
 a

t d
ec

re
as

in
g

di
ffe

re
nt

ia
l e

xp
os

ur
e,

le
ss

en
in

g
vu

ln
er

ab
ili

ty
, a

nd
/o

r
am

el
io

ra
tin

g
di

ffe
re

nt
ia

l
co

ns
eq

ue
nc

es

C
ri

te
ri

a

S
ou

rc
e:

 C
rit

er
ia

 d
ra

w
n 

fr
om

 S
ol

ar
 a

nd
 Ir

w
in

, R
ap

ha
el

 (
20

10
)58

an
d 

R
ap

ha
el

 (
in

 p
re

ss
)64



In Hamilton and Bhatti tradition, Solar and Irwinʼs
2007 Conceptual framework for action on the social
determinants of health 22 identifies equity, human
rights and the distribution of power as their
foundational principles and starting point. Human
rights are understood as the right to individual and
collective wellbeing. Further they assert “identifying
the right to health and its connection to social and
economic conditions, including entitlement to a social
order in which these rights and freedoms can be
realized as enshrined in the UN Declaration of Human
Rights, elevates the right to health from motherhood
status to legitimate political claims and the domain of
law” (p.8).12,14,19

Solar and Irwin arrive at new insights into the links
between social conditions and health by turning to
social theory and political philosophy and in the
process pointing out important limits to the relatively
simplistic anthropological models developed by
theorists such as Evans and Stoddard. In particular,
Solar and Irwin drew on the work of Finn Diderichsen
and colleagues48 to explain the social production and
patterning of population health. Their key contribution
to our understanding of social environments is to
clarify and emphasize the difference between the
social factors that enable or constrain the health of
individuals and groups and the underlying societal
processes that are responsible for the uneven
distribution of these factors across population
groups13,22 – and to incorporate this distinction in a
model for guiding policy action. The idea that social
factors relevant to individual health should not be
confused with societal processes that pattern the
distribution of health46,48 was present but
underdeveloped in the model proposed by Dahlgren
and Whitehead. Solar and Irwin bring the idea to the
forefront in a model consisting of three interrelated
components, which are:

1) the socio-political context; 

2) the structural determinants of socio-economic
position; and 

3) intermediary determinants of health. 

The first two components are closely related and we
discuss them together, followed by a discussion of the
third component. We present the integrated model last
and consider implications for action.

Components 1 and 2: 
Socio-economic and political context
and the structural determinants of
socioeconomic position
Solar and Irwin22 draw heavily from analyses of power
(“arguably the single most important organizing
principle in social and political theory (p.16)” to
characterize the relationships between individual SDH
and between these determinants and the broader
socio-economic and political context.49 According to
Solar and Irwin, health inequities flow from social-
stratification, the process of sorting people into different
social groups according to their access to prized
societal values and resources,12,50,51 and power which is
the common thread.38,52 Put another way, health
inequities result from systemic processes that have
produced and maintained unequal distributions of
valued resources among social groups, and that have
helped define these social groups in the first place.37

These valued resources are class, status and power.
Class is associated with oneʼs economic base and
access to a range of material goods, in particular
income. Status, or social standing, reflects oneʼs
prestige or honor in the community.22,53 It is typically
associated with family background and social networks,
but is also a function of the visibility of oneʼs profession
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or of advanced education. Power is the ability to
directly manipulate material resources such as money
or wealth-generating enterprises and the actions of
other people including those who make policy.

The processes that socially stratify individuals are central
to understanding Solar and Irwinʼs concept of socio-
economic position (SEP), which is the determinative
centre of their framework and a key to their understanding
of how health status, in turn, is socially patterned. The
process of social stratification that produces groups of
individuals who occupy different SEPs operates almost
invisibly.54 “Historical power relations have become so
deeply embedded in our institutions over time that they
are taken for granted as self-evident and normative” in
other words, real.22,46,54

That the operation of our institutions is an important part
of how resources become unequally distributed in society
suggests that we are dealing with a systemic
phenomenon that is characterized by the embedding of
social, economic, and political values in the structures of
our society – specifically, in our systems of governance (or
government approaches) and in the particular economic
and social policies that sanction our dealings with each
other.13,55 Governance is the way a society organizes itself
to make decisions and act on them, and to manage its
relations with citizens and the private sector.22 The
mechanisms through which governments accomplish this
are macro social, economic (and other) policies, which
perform both distributive and re-distributive functions and
reflect prevailing minority or majority societal and cultural
values. Examples of redistributive policies include labor
market training, income support, child tax benefits, and tax
protection for education savings. “Public sector policies
may buffer or amplify the effects of SEP on health
outcomes” (p.32).  

Additional distinctions
In addition to clarifying the difference between social
factors and underlying societal processes (e.g.
stratification), Solar and Irwin22 also clarify the difference
between social determinants of health (which, for a
population, are analogous to social factors for an
individual) and social determinants of health inequities.
They describe this latter term by using the idea of

structural determinants. Structural determinants are the
components of socio-economic position, and they are the
signifiers or building blocks of a socially stratified society.
Intermediary determinants of health flow between
structural determinants and measurable health outcomes;
however it is the structural determinants, along with the
socio-political context that determines the sharpness of
the edges between social groups, the relative differences
between these groups on measures of SEP, and
ultimately the extent of health differences between them.
Structural determinants in their socio-political contexts
constitute the social determinants of health inequities. The
National Collaborating Centre on Social Determinants
(NCCSD) concurs with Solar and Irwinʼs formulation and
recognized that the phrase social determinants of health is
inadequate for describing the patterning of society and of
the inequitable distribution of health and illness by SEP.13

This is an important point and challenging in practice.
Health promoters wish to encourage awareness and
uptake of a social determinants of health approach; yet
the term itself can obscure critical elements of the social
production of health inequities and appropriate
interventions, restricting the possibility of meaningful and
effective public health action.

Figure 6 (see page 24) captures how the socio-political
context (shown on the left hand side of the diagram)
asserts its multi-faceted influence on health and wellbeing
(on the far right) via SEP and through the largely
institutionalized process of social stratification. Other
important stratifying (or structural) determinants are:
gender, ethnicity, discrimination and social class in and of
itself. The structural determinants, along with the
socioeconomic and political context together constitute the
social determinants of health inequities. 

Component 3:
Intermediary determinants of health 
The structural or stratifying determinants of health –
those that both produce and are reinforced by socio-
economic position (SEP) – are understood in the Solar
and Irwin model to have their ultimate effects on health
via several types of intermediary determinants: material
circumstances; psychosocial factors; and behavioural
and biological factors.10 As Figure 7 (see page 24)
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Figure 6 Solar and Irwin model

Figure 7 Solar and Irwin model
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indicates, material circumstances are basic conditions
such as housing and access to food, as well as working
conditions. Stress from grievous or traumatic life
events, experiences of distress (e.g., personal loss,
lack of control, emotional isolation, unemployment or
underemployment, recurring frightening situations) is
the dominant psychosocial issue. Smoking, physical
inactivity, and other behaviours constitute the
behavioural intermediary determinants, and the
predisposing conditions of genetics, constitute the
biological intermediary determinants of health. 

Intermediary determinants are also called non-
stratifying determinants because they mediate or
modify the effects of SEP on health but do not create
SEP. For example, the neighbourhood in which one
lives (a material condition) is an outcome of SEP and
independently contributes something to the health risks
of those who reside there, but it does not primarily
determine oneʼs SEP.

Regarding behavioural and biological factors, Solar and
Irwin22 unequivocally state, “although descriptions of
the correlations between lifestyle factors with social
status [or SEP] are relatively detailed and well-founded,
this should not be taken to indicate that these factors
are the most important causes of social inequities in
health… other more fundamental factors may cause
variation in both lifestyle and health” (p.38). Socio-
economic position is the most obvious of these more
fundamental factors that have an influence on
intermediary determinants and ultimately on health
outcomes, but according to Solar and Irwin it is not the
only one. The larger socioeconomic and political
context, which determines SEP, also exerts a more
direct impact on many intermediary determinants of
health through its effect on public policies affecting
housing, income support, incentives to employment
and protection during unemployment, and the
availability and affordability of healthcare.8,9

The intermediary determinants affect the extent to which
SEP impacts health in three linked ways. Based on their
relative social positions, individuals and groups
experience:

n unequal exposures to health compromising conditions,
stressors and risk behaviours; 

n differential vulnerability as a result of these unequal
exposures; and 

n differential social, economic and health consequences
as a result of these unequal exposures and
vulnerabilities. 

The actions and inactions of providers within the health
system (again, also construed by Solar and Irwin as an
intermediary determinant), as well as the economic
consequences associated with prolonged involvement
with that system, can reduce or exacerbate the health
damaging outcomes of these differential exposures,
vulnerabilities and consequences but do not determine
them in the sense of providing pre-existing conditions for
their occurrence.

Simply put, the main idea behind the causation of health
by SEP is that each SEP is associated with a unique
average level of exposure (for example, to unemployment
and social stressors), vulnerability, and likelihood of
successful medical treatment that is different from the
other SEPs. These differences among SEPs, along with
the more direct impacts of the policy context on health,
lead to a social patterning of health outcomes.7
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Figure 8 builds on the previous schematics and illustrates
the main pathways by which the determinants of health
affect the health and wellbeing of the population. It shows
the links between the stratifying and the intermediary
determinants of health, and it schematizes the ways that
structural determinants in conjunction with the larger
socio-political context generate health inequities among
groups of people occupying different SEPs.56

The Solar and Irwin framework improves upon the
frameworks reviewed earlier in this paper in four ways.

1. It represents the social processes, perpetuated in large
part by institutions that contribute to the unequal
distribution of societal resources and their associated
unequal impact on the health of population subgroups.

2. It recognizes the essential role of the socioeconomic
and political context in the processes that lead to social
stratification.

3. It differentiates structural (stratifying) from non-
structural (non-stratifying or intermediary) determinants
of health, thereby pointing to processes in society that
lie deeper than, and are antecedent to the health-
related behaviours often associated with social
position. This has the advantage of directing attention
to fundamental social structures and processes (the
socioeconomic-political context) and seeing them as
relevant targets of prevention efforts, and as distinct
from the various intermediary determinants. This is
important because focusing on intermediary
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Figure 8 Solar and Irwin model
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determinants alone can improve average health
indicators but fail to reduce health inequalities
associated with socio-economic position (p.67). 

4. By identifying the salient policy domains involved in
these processes, the Solar and Irwin framework
suggests where targeted policy interventions might
make a difference to the stratifying processes that
ultimately result in health inequities.
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For Solar and Irwin, any policy approach to reducing
health inequalities associated with the stratifying
determinants must take account of the social gradient in
health itself – how it has been produced, maintained,
and exacerbated or softened over time. Along with
interventions that target disadvantaged or vulnerable
groups and efforts to reduce the health gap between the
worst and best off, Solar and Irwin suggest that an
approach that deals with the creation and maintenance
of the health gradient itself is needed to realize lasting
improvements in health equity. 

To this end, following Diderichsen, Solar and Irwin
identify four possible entry points for healthy public policy

action which are represented by the letters A, B, C, D
and E on Figure 9.

Policies that alter social stratification (letter A)

This entry point acknowledges the underlying social
processes that generate social inequalities by sorting
people into social groups based on SEP. Therefore, such
policies would aim to diminish social inequalities by
altering the key stratifying determinants. Examples
include public policies that affect the labor market,
gender equality, income levels or distribution, and social
supports (e.g., welfare and public pensions). Health
impact assessments can generate information about the
likelihood of different health impacts associated with
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Figure 9 Diderichsen model 
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these social and economic policies.15,22,48 While the
health sector has typically not viewed this policy arena
as a focus of its work, there is growing recognition that
addressing social stratification must be a priority if we
are to change inequitable population health
outcomes.3,10,13,22,59,60

Policies for decreasing specific exposures
(letter B) and lessening vulnerabilities (letter C)

These categories represent action on the intermediary
determinants of health, where the bulk of policy (and
other) public health interventions are currently focused.
Policies aimed at this part of the system aim to
decrease exposure (letter B) to health damaging
conditions and factors (housing, food security, perilous
working conditions, etc.) through policies aimed at
shoring up public resources and supports in these
same areas. They also include policies aimed at
reducing vulnerability to disease or to functional
limitations associated with exposure. Policies aimed at
this part of the system would include those that
improve rapid medical response or that support
shelters and emergency social services. They do not
change SEP. One of the criticisms of public policy
and/or other health sector interventions that aim to
address the differences in exposure and vulnerability
between groups defined by SEP is that they usually
focus on a single intermediary determinant and less on
how the various intermediary determinants relate, and
practically never on the sociopolitical source of most of
these intermediary determinants. 

Reducing the unequal consequences of illness
and disease (letter D)

Improving access to health care and rehabilitation
services is a common response of the health system
when the more severe consequences of illness and
disease for socially disadvantaged populations become
apparent. A structural level counterpart for reducing
differences in health outcomes would be equitable
health system financing. And a strong social safety net
is essential to prevent socially disadvantaged
populations from further socio-economic decline when
serious illness is experienced.

Address macro social and economic conditions or
context (letter E)

Closely related to the first type of policy interventions that
take aim at the processes that stratify populations into
socioeconomic groups is the opportunity to strengthen
existing social policies and develop and/or advocate for
additional redistributive public policies that build strong
communities and foster civic engagement and connection
with others.   

Regardless of the entry point, however, policies must be
mutually compatible and positively reinforcing, which
means that a careful analysis of context is imperative.
The forces and factors that stratify people operate as a
result of local, regional, provincial, national and
international policy environments. There is no one-size-
fits-all policy solution.

Harkening back to Hamilton and Bhatti,40 the “PHP
model illustrates how many levers for influencing health
lie outside the health sector.” Solar and Irwin too
advocate for an intersectoral approach to policy action
on the SDH, also referred to as a whole of government
approach.19 Given the complexities involved in
addressing health inequities, health sector
organizations will need to adopt a number of roles ...
and will increasingly be required to assume an
influencing role,32,54 working with other sectors whose
programs and policies have an impact on peopleʼs
health”40 (p.6). In this respect, efforts to reduce social
inequities in health need to be seen as an integral part
of socio-economic development policies in general and
specific public health programs and policies in
particular (p.4).46,61 The Solar and Irwin framework
might be called an all-cause framework in that it
addresses the full range of factors and forces that
explain why some people are healthy and others not,
and more comprehensively and thoroughly than the
other frameworks examined in this paper.
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We have discussed how the use of the terms social
environments and social determinants of health have
co-evolved in the academic and grey literature and
within certain institutions, and reviewed several well
known frameworks for understanding how health is
produced and which have been suggested as guides to
policy advocacy work.

Reviewing the development of the term, we agree with
Raphael and others that the concept of social
environment is too abstract and imprecise to be useful
to guide population and public health action. It also fails
to adequately capture peopleʼs concrete everyday
experiences, and lacks a structural perspective or
analysis making it irrelevant for guiding policy action.
The concept of social determinants of health, too, may
be only slightly better than the term SE for
communicating about the distribution of population
health, but confuses and masks more than it reveals,
despite its inherent structural perspective.46

Yet, when invoking the concept of SDH, it is critical to
distinguish between the social causes of health and the
social processes that shape the unequal distribution of
these determinants.46 Lumping these two phenomena
under the single label ʻsocial determinants of healthʼ
obscures the specificity required to understand and
tackle health inequities at their roots. Moreover, failure to
do so, perpetuates the assumption that inequities in
health can be prevented by policies that focus on the
(intermediary) social determinants of health. 

These are complex terms to grasp and yet they must
become embedded in population and public health
discourse and action if we are to make effective and
sustainable headway on reducing health inequities. We
know enough to act,18,53 although there will always be
uncertainty. Policies are rarely evaluated for their health
impacts, there is lag time between their implementation
and impact, and unintended consequences do occur.
However, this is no reason not to proceed. Dahlgren and
Whiteheadʼs supposition “that equity oriented policies 

cannot be developed due to lack of health data linked to
social position can and should always be rejected” (p.19).

Drawing on the findings from this review of the social
environments literature, we recommend that Healthy
Public Policy and others in Population and Public Health
apply the Solar and Irwin framework, when thinking,
planning and taking action on social environments.
Developed for the World Health Organizationʼs global
health promotion community, the overall analytic
framework should also be valid for our work and has been
implemented in other contexts.8,56,62 Adopting the Solar
and Irwin framework will help to: 

n ensure that a consistent, theoretically robust, evidence-
informed framework is applied within AHS when
seeking to identify where there are policy gaps to
reduce health inequities;

n contribute to a standardized vocabulary when
discussing population and public health issues and
activities that differentiate between structural and
intermediary determinants of health, reducing
misinterpretation and confusion;

n bring the stratifying and intermediate determinants
together – rather than dichotomize them – showing
how they are inter-related, and their relative importance
in generating and tackling health inequities;63

n identify where program areas, projects, policies and
other interventions are ʻlocatedʼ with respect to tackling
health inequalities and inequities;

n assist in identifying policy gaps in Healthy Public Policy
action related to social environments;

n contribute to direction-setting for decisions on
appropriate courses of action; and

n identify a role for Healthy Public Policy interventions
and specific entry points for policy advocacy
interventions for social change.

In so doing, the key performance areas of the Social and
Physical Environments priority actions located in the
HPDIP Action Plan will be certain to include action on the
determinants of health inequalities and inequities.
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Literature Search Strategy
Literature searches were conducted using major
databases such as: PubMed/MEDLINE, CINAHL,
SocIndex, and others. National library catalogues were
also searched. The grey literature was searched using the
Google internet search engine and browsing key
organization websites relevant to the topic. Searches were
limited to English language and predominately the last 
10 years of publication. Whenever possible, we focused
on retrieving systematic reviews, meta-analyses, literature
reviews, summaries or synthesis reports. 

Search strategy terms

AND

Databases Searched
n PubMed/Medline
n CINAHL (EBSCO)
n Medline (Ovid)
n Web of Science
n SocIndex
n Social Sciences Fulltext
n International Political Science Abstracts
n Health Evidence.ca
n Knowledge Utilization (KUUC) – Laval University
n Google
n Google Scholar

Websites Searched

Canada

n Government
British Columbia – Interior Health Region
Health Canada
Ontario – Peel Health Region
Ontario Agency for Health Protection and Promotion
Ontario – Sudbury & District Health Unit
Government of Canada  
National Collaborating Centre for Social Determinants

of Health 
Public Health Agency of Canada
Statistics Canada

n Non-government & non-profit 
Caledon Institute of Social Policy  
Canadian Centre for Policy Alternatives  
C.D. Howe Institute 
Health in Action (Alberta)
Ontario Chronic Disease Prevention Alliance
Ontario Inclusion Learning Network
Ontario Prevention Clearinghouse
Social Planning Council (Edmonton)

n social environment(s) [MeSH]

AND

n population OR public health

Search Terms

Keywords to identify useful publications

n social determinants of health
n determinants of health
n disparity
n inequality
n inequity
n justice
n policy
n health behavior
n health outcome(s)
n health promotion
n chronic disease
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n Professional organizations/associations
Alberta Public Health Association
Canadian Nurses Association
Canadian Public Health Association
National Association of County and City Health Officials

n Research
Atlantic Networks for Prevention Research
Canadian Health Services Research Foundation

(CHSRF) 
Canadian Policy Research Network (CPRN)
Canadian Institute for Health Information/
Institute for Population and Public Health
Canadian Institute for Health Research 
University of Alberta, School of Public Health

Other Websites

n United States
Centers for Disease Control (CDC) Atlanta
Policy Link
Prevention Institute
Robert Wood Johnson Foundation
Urban Institute

n International
European Commission (Health Branch)
International City/County Management Association 
National Health Service, United Kingdom
Pan American Health Organization (PAHO)
World Health Organization (WHO)
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