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Foreword

Population health is a framework for thinking about the social and economic
forces that shape the health of citizens. Population health builds on a long
tradition of public health and health promotion, and goes beyond the more
traditional focus on the individual as the medical, biological or lifestyle
problem.

The Canadian Institute for Advanced Research has played a leadership role in
building this framework, starting with a series of seminars led by Fraser
Mustard at McMaster University in 1983. This study provides a systematic
overview of the extensive literature produced by the scholars in the CIAR
program and by other scholars reacting to the CIAR work and developing their
own lines of inquiry.

The new framework is still in early stages of development. It is not yet a
model that identifies the specific causes of good health, nor does it enable us to
predict the effects on health of specific social and economic conditions.
Although population health has begun to influence the thinking of policy-
makers, it is not yet embedded in the wide range of public policies that influence
the health of the Canadian people.

As a policy research think tank, CPRN is dedicated to creating a bridge to
action to connect the emerging knowledge on population health to the public
policy agenda. CPRN is uniquely placed to make this contribution because
it can address the health of Canadians from the angles of its three Networks
– work, family, and health; it can and does build connections between disci-
plines and jurisdictions; and it maintains a system-wide view of health and the
social well-being of Canadians.

Michael Hayes, of Simon Fraser University, was originally commissioned to
prepare a brief literature review as an input to CPRN’s study to develop the
research agenda in population health. However, his paper has evolved into a
systematic overview of the literature, which assesses the state of knowledge and
its impact on health policy to date. Over the next few years, the Health Network
of CPRN will be undertaking projects that connect evidence about population
health with policies for health gain across the public and private sectors.
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The purpose of this paper is to provide an overview
of the state of population health with particular
reference to Canada and the work of the Canadian
Institute for Advanced Research (CIAR). We trace
the development of population health through
major source documents, critiques, policy docu-
ments, and technical papers that espouse or engage
the ideas of population health. The paper is an
annotated bibliography enveloped by our own
commentary concerning the development of this
discourse. Our comments relate to the evolution of
the discourse and associated difficulties of language
and subtle changes of emphasis that have occurred,
the relationship between health promotion and
population health, policy issues and implications
that follow from a population health perspective,
and issues in the future development of this per-
spective. This paper was written at the request of
Canadian Policy Research Networks (CPRN), un-
der contract to the organization’s Health Network.

Population health has emerged as a major
theme of health research and social policy reform
in Canada. At the national level, the Federal/
Provincial/Territorial Advisory Committee on
Population Health (FPTACPH) Report on the
Health of Canadians (September 1996) and
Strategies for Population Health (September 1994),
recommendations of the National Forum on Health
(February 1997), the National Population Health
Survey (1994-95), and the National Health
Research and Development Program’s Toward
the Year 2001 (1995) plan for research funding
illustrate its impact.

At the provincial level, as well, population health
is receiving considerable attention. In British
Columbia, for example, the past four Annual
Reports of the Provincial Health Officer, and the
Health Goals recently adopted by the province,

reflect this perspective. In 1993, the B.C. Health
Research Foundation dedicated one of its opera-
tional grant funding envelopes to population health
research. In Manitoba, there is considerable support
for the work of the Centre for Health Policy and
Evaluation at the University of Manitoba, particu-
larly as it relates to the measurement of population
health status and development of an integrated,
population-based information system on health and
social service utilization linked to specific health
outcomes. The Premier’s Forum on Health and
Social Justice in Ontario clearly engaged the lan-
guage and logic of population health although the
ideas were abandoned after the conservative
government took office in June 1995. It is also
evident in the various processes of health care
system decentralization that most provincial gov-
ernments are, or have recently been, involved with.

Within academic circles, population health has
become a much-discussed editorial topic in estab-
lished and fledgling professional journals alike.
Centres of population health research have been
established within Canada, and internationally,
while others have been proposed. Post-doctoral
fellowships in population health have been estab-
lished. The McArthur Foundation in the United
States has recently announced its intention to fund
population health research.

Despite its undeniable currency, there is consider-
able confusion about what “population health” is.
Authors of the recent key informant survey on
population health undertaken by CPRN found:

[T]here are contrary points of view, and different
emphases, which suggest that population health has
barely begun to be understood, even among its
advocates. The respondents for this survey were
chosen specifically because of a special expertise

1   Introduction
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with health promotion and/or population health.
Yet despite a core of common thought and a belief
that it was important to have a common understand-
ing, there were divergent views [about what popula-

tion health is]. (McAmmond & Associates, 1996)1

The expression “population health” itself can
refer to many kinds of activity. Consider the most
recent definition adopted by the FPTACPH:

Population health refers to the health of a popula-
tion as measured by health status indicators and as
influenced by social, economic and physical envi-
ronments, personal health practices, individual
capacity and coping skills, human biology, early
childhood development, and health services.

As an approach, population health focuses on the
interrelated conditions and factors that influence the
health of populations over the life course, identifies
systematic variations in their patterns of occurrence,
and applies the resulting knowledge to develop and
implement policies and actions to improve the health
and well-being of those populations. (FPTACPH press
release, January 1997)

There are three distinct types of activity implied
within this description: the generation of empirical
research, the integration of this research into an
understanding of social processes that would ac-
count for the observations – a theoretical frame-
work – and the application of this knowledge
through public policy in the service of the common
weal. Others, however, limit the use of the phrase to
refer to “the health of a population in the aggregate”
without any necessary policy connections or
distinction between research and theoretical frame-
work (e.g., see below 2.1d Green, 1994; 2.1k
Saunders et al., 1996; 2.1l Dean, 1993, Lancet,
1994).

There is also controversy associated with popu-
lation health. The Report of the Roundtable on
Population Health and Health Promotion (Health
Canada, 1996) reveals some of the tensions and
misunderstandings that exist between proponents of

population health, on the one hand, and health
promotion on the other. In part, these tensions arise
as a consequence of competition between groups
for research and program funding. But they also
stem from fundamental, if subtle, differences be-
tween these two related discourses.

Recent critical analyses of population health
(Hayes et al., 1994; Labonte, 1995; Coburn et al.,
1996; Poland et al., forthcoming; Love et al.,
1997 – see section 2.1 below) raise questions and
concerns about the analysis presented in the
defining papers on population health (Evans and
Stoddart, 1990; Evans, Barer and Marmor, 1994),
and/or about its purpose, intent and uptake as a
conception for public policy. Thus, in addition to
confusion about what population health contains (as
evidenced by different definitions), there are issues
arising from how specific ideas, such as “the econ-
omy,” “society,” “power,” “the social hierarchy”
and “gender” (for example) are contained or pre-
sented (or not presented).

Our intention with this paper, then, is to bring
together the literature to provide readers with a
central bibliographic reference on, and overview of,
population health. Through our own commentary
we also hope to clarify points of confusion about
what population health is, identify outstanding is-
sues, and stimulate its further research development
and policy uptake.

1.1  Perspective , Research ,
Framework  and Approach :
Our Lexicon of
Population Health

Given the multiple meanings and activities sub-
sumed by the phrase “population health,” and our
desire to clarify some of the confusion that perme-
ates the discourse, we find it useful to distinguish
between a population health perspective, population
health research, a population health framework,
and a population health approach to public policy.
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We have used the phrase “population health
perspective” in our introduction to refer to the
discourse in its most general sense. The term
perspective subsumes the other three.

A distinction between research and framework
has always been somewhat ambiguous in the CIAR
lexicon. In the central source document for popula-
tion health, Why Are Some People Healthy and
Others Not? (Evans et al., 1994), for instance, the
group describes the book’s purpose to report and
analyze a set of “anomalous findings” from the
research literature. The editors are careful to make
very modest claims. They present the book as an
analysis of a series of large-scale observations
about human populations, supplemented by re-
search on nonhuman animals. They acknowledge
the incompleteness of the analysis but believe the
integrated set of observations to be significant
enough to create a paradigm shift in health research
and policy.

The analysis is a complex one: the persistent
and consistent gradients in health status found be-
tween social groups in virtually all industrialized
countries of the world, largely independent of
any particular disease process, are associated
with a number of discernable influences – national
economic growth, the availability and organization
of work, one’s social networks, early childhood
development and experience, the physical environ-
ment, and health care services primary among
them. The contribution of health care by itself is
insufficient to eliminate social gradients, which
appear to be most fundamentally shaped by the
interaction of social-structural influences and indi-
vidual response.

The book presents and discusses a wide range of
research findings, which stimulates the observation
that something must be going on that would account
for the consistent and persistent social gradients.
But the explanation of what that something is is not
successfully developed in the book. Nor was it the
book’s stated purpose to do so. Rather, the purpose
of the book was to create the conditions for devel-
oping such an explanation, a paradigm shift, though

presenting and speculating upon the implications of
the evidence. The “framework” offered by the
CIAR (Figure 2.5 in the book and Figure 5 in Evans
and Stoddart, 1990) is not sufficiently supported by
an integrated analysis of how the pieces of the
model fit together in the context of a lived life.
Emerging critical commentary (see 2.1b, 2.1d, 2.1l
and 2.1k below) has identified numerous points of
weakness in this “framework.” To be sure, the
group explicitly shies away from purporting to offer
such an integrated explanation (Evans, Preface).
We prefer to view Diagram 1 as the research model
for health (as opposed to health care) policy, and
Diagram 2 as the research model for investigating
heterogenieties.2

Since the publication of the book, of course, the
analysis has continued to develop through such
publications as the Daedalus issue on health and
wealth (Fall 1994), Society and Health (edited by
Amick, Levine, Tarlov and Walsh, 1995), Health
and Social Organization (edited by Blane, Brunner
and Wilkinson, 1996), and Unhealthy Societies,
written by Richard Wilkinson (1996). Through the
course of this development, a “population health
framework” has emerged, as evidenced particularly
in the last publication. Wilkinson’s book attempts
to integrate empirical and social/theoretical dimen-
sions of the analysis into a coherent explanation for
the observed social gradients, drawing from the
same body of evidence as the CIAR. His objective
is to provide a framework. Specifically, he develops
the twin dimensions of materiality and meaning;
the material resources we possess (our bodies,
incomes, shelters...) and the ways we understand
our being in the world (as he puts it, our place in the
social hierarchy and the consequences that follow
from this). He, of course, is an important contribu-
tor to the most current CIAR analysis. But the
Evans, Barer and Marmor book itself under-
develops Wilkinson’s thesis.

One central problem in understanding what is
meant by “population health” arises from its evolu-
tionary nature. The analysis continues to develop,
but the consuming public cannot possibly keep up
with nuances of its development. Like the tail of
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Hale-Bopp, this effect casts a long light. The core
of the analysis (itself a fuzzy conception) unfolds
over time differently across space. This happens for
many reasons: the understandings of key leaders in
local communities and their abilities to influence
local policy and popular opinion of what it means;
the position of those influencers within the overall
spectrum of activities in the health sphere;
entrenched power interests and their roles in perpet-
uating the status quo; the cultural ethos of specific
jurisdictions; physical distance; etc. One reason for
distinguishing between research and framework is,
in part at least, to try to deal with the evolutionary

problem. This is particularly important because the
growing adoption of the population health perspec-
tive in Canada is based not so much on the most
recent conceptualizations, but on the analysis
presented in the CIAR book, an analysis that was
thought by members of that group to have been
somewhat out of date by the time the book was
actually published.

Another reason why we feel it important to distin-
guish between research and framework concerns
the need to explicitly theorize social relations in the
context of health research. A population health

Diagram 1

Feedback Loop for Human Well-being and Economic Costs

S o cial
en viro n m ent

    Ind iv id ua l
    resp on se
    b ehav io u r
    b io log y

H ea lth
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Ph y s ical
en v iro n m en t

D isease

W e ll-b e in g

G ene tic
en d o w m ent

H ea lth
care

P rosp er ity

Source: Evans, R. G., M. Barer and T. Marmor (1994), Why Are Some People Healthy and Others Not?, New York: Aldine De Gruyter.

Individual
response
– behaviour
– biology



Introduction

5

D
ia

gr
am

 2

M
od

el
 fo

r 
In

ve
st

ig
at

io
n 

of
 H

et
er

og
en

ei
tie

s 
in

 P
op

ul
at

io
n 

H
ea

lth
 S

ta
tu

s

S
o

u
rc

es
 o

f
h

et
er

o
ge

n
ei

ty

A
lte

rn
at

iv
e 

p
ar

tit
io

n
s

b
y 

p
o

p
u

la
tio

n
ch

ar
ac

te
ris

tic

S
ta

ge
s 

o
f t

h
e 

lif
e 

cy
cl

e

S
ta

g
e
s 

o
f 

th
e
 li

fe
 c

yc
le

1
. 

 P
er

in
at

al
: 

p
re

te
rm

 t
o

 1
 y

ea
r

2
. 

 M
is

ad
ve

n
tu

re
: 

1
–

4
4

 y
ea

rs

3
. 

 C
h

ro
n

ic
 d

is
ea

se
: 

4
5

–
7

4
 y

ea
rs

4
. 

 S
en

es
ce

n
ce

: 
7

5
+

 y
ea

rs

C
h

a
ra

ct
e
ri
st

ic
s

1
. 

 S
o

ci
o

ec
o

n
o

m
ic

 s
ta

tu
s

2
. 

 E
th

n
ic

ity
/m

ig
ra

tio
n

3
. 

 G
eo

gr
ap

h
ic

4
. 

 M
al

e/
fe

m
al

e

5
. 

 S
p

ec
ia

l p
o

p
u

la
tio

n
s

S
o

u
rc

e
s 

o
f 

h
e
te

ro
g

e
n

e
ity

1.
R

ev
er

se
 c

au
sa

lit
y

2
.

D
iff

er
en

tia
l s

u
sc

ep
tib

ili
ty

3
.

In
d

iv
id

u
al

 li
fe

-s
ty

le

4
.

P
h

ys
ic

al
 e

n
vi

ro
n

m
en

t

5
.

S
o

ci
al

 e
n

vi
ro

n
m

en
t

6
.

D
iff

er
en

tia
l a

cc
es

s 
to

/
re

sp
o

n
se

 t
o

 h
ea

lth
 c

ar
e 

se
rv

ic
es

S
ou

rc
e:

 E
va

n
s,

 R
. 

G
.,

 M
. 

B
a

re
r 

a
n

d
 T

. 
M

a
rm

or
 (

1
9

9
4

),
 

W
h

y 
A

re
 S

o
m

e
 P

e
o

p
le

 H
e

a
lth

y 
a

n
d

 O
th

e
rs

 N
o

t?
, 

N
ew

 Y
or

k:
 A

ld
in

e 
D

e 
G

ru
yt

er
.



Population Health in Canada: A Systematic Review

6

framework situates the importance of social rela-
tions centre-stage. Social structure is recognized as
a crucial factor in shaping health and well-being.
This moves the focus of discussion away from
obsession with individual biology and/or personal
choice. In exposing the limitations of interventions
aimed principally at this level, the framework
throws into relief the importance of examining,
improving and expanding our understanding of
social relations in space-time. Many dimensions of
social relation are simultaneously involved in
shaping our health experience – global capitalism,
gender, ethnicity, religion, identity, power, housing,
telecommunications... topics that have been tradi-
tionally under theorized (i.e., treated as numerical
variables, acknowledged as important without
explication as to how or why thy are so, or ignored
altogether) within epidemiologic research.

A population health framework has specific im-
plications for public policy that are not politically
or ideologically neutral. The evidence strongly sug-
gests that we would be a much healthier population
if we had the foresight, inclination and ability as a
society to nurture positive and supporting living
conditions, which would involve both the reduction
of levels of material inequality within our social
order, and a relative retreat from the cultural ethos
of individualism. The theoretical framework we
identify in Wilkinson’s work need not be the only
possible framework, but it is the only current one
that explicitly grapples with the entire weight of
evidence assembled within the population health
perspective. And it, too, deserves critical scrutiny
(see 2.1k[vii] Love et al. below). Our point is that
there is an important qualitative difference between
“anomalous findings” and an integrated framework,
recognition of which might help to clarify under-
standing. Population health is neither value neutral
nor ideologically innocent – regardless of what is
advocated in its name.

The collection of empirical observations
(research) and integration of these into a coherent
analysis (integrated framework) of population
health can be distinguished from a population

health approach; i.e., the application of this
knowledge to public policy. Many issues regard-
ing popular beliefs, cultural expectations, ideologi-
cal positions, power and authority permeate and
mediate the translation process between knowledge
and action.

We believe that separating these three domains
– research, framework and approach to policy – and
developing a consistent vocabulary to describe
them – will afford the opportunity to clarify some of
the confusion surrounding population health.

1.2  Organization of the Paper

Our annotation is organized in the following way.
In the next section, we present the academic bibli-
ography, tracing the history of population health
through papers, which, collectively, give rise to the
conceptual core of the perspective. This section
includes treatment of critiques of the perspective, as
well as reviews of the book Why Are Some People
Healthy and Others Not? (Evans et al., 1994), the
highest profile CIAR population health source
document in the literature to date.

Section 3 presents a selected bibliography of
federal, provincial, and territorial policy documents
adopting this perspective. In the fourth section, we
comment on the relationship between population
health and health promotion. We identify issues in
the future development of the population health
framework, and discuss some of the challenges we
face in translating the framework into public policy,
in Section 5.

In addition to the works identified in the main
body of the text, Appendix A includes a list of
publications available through the Canadian Insti-
tute for Advanced Research, including those papers
identified with the Program in Population Health
(including papers not covered in our annotated
review). In Sections 2, 3 and 4, the authors’ com-
mentary on the annotation is distinguished by [ ]
around the text.



Population Health as Academic Discourse

7

2.0  Origins

“Population health” is the label used to describe the
analysis of major social, physical, behavioural and
biological influences upon overall levels of health
status within and between identifiable population
groups and subgroups. The analysis itself has been
developed by the Canadian Institute for Advanced
Research (CIAR), principally (although not
completely) through its Program in Population
Health, and inspired by its founding President,
Dr. J. Fraser Mustard.

The origins of the phrase “population health,” at
least as it is generally used in Canada, can be traced
back to a graduate seminar in Health Sciences
(HS 771) at McMaster University between April 19
and June 21, 1983. The course was created by
Dr. Mustard, former dean of McMaster’s medical
school, with the assistance of Drs. William
Seidelman, Norman White, and Andrew Harper
(Cooper, McCalla and Mustard, 1983).3 This was
actually the second course to consider a population
perspective on health and health care issues,
growing out of HS 721: Health, Science and
Society, first offered in 1981 or 1982.

Part of the incentive for organizing the course
was to attempt to bring methods of clinical
epidemiology – the focus of the Health Sciences
Graduate Program in Design, Measurement and
Evaluation (DME) – to bear in understanding more
clearly broad-based health issues in society, as well
as to systematically evaluate the contribution of
health care services to overall levels of health. In
Mustard’s words (Cooper, McCalla and Mustard,
1983, p. 1):

The [population health] approach is different from
that usually taken within medical schools in which

the concern is about how to care for individuals who
already have a health problem. The interface
between various disciplines when studying health
questions from a population focus (as opposed to an
individual focus) is broad. In both the population
and individual approach, one measures and analyses
essentially the same methods in trying to determine
causality, the value of diagnostic intervention and
the value of interventions for diminishing health
problems or treating individual illness. A problem
in studying health problems of free-living
populations is the extraordinary difficulty of
developing appropriate control groups for
comparison. In contrast, it is far easier to do
randomised, controlled trials of the value of
interventions or diagnostic procedures in defined
cohorts of human subjects. Although the latter is
easy to do, it is still not done as frequently as it
should be to assess the value of therapeutic and
diagnostic procedures.

Unfortunately, the study of health problems in
populations, particularly from the standpoint of
economists and demographers, has not usually used
the power of modern epidemiological techniques.
The linkage of these techniques to the study of these
problems should greatly enhance our ability to
subdefine the key components of social, cultural,
and economic factors that make individuals
susceptible to the development of abnormal health.
Further enhancement of information in this area
will give society an increased choice of whether it
wishes to develop strategies to intervene with social
and economic problems from the standpoint of
prevention to modify the impact of cultural,
economic and social factors on the health of
populations or whether we would prefer to increase
the services of human care for individuals whose
health becomes abnormal as a consequence of their
genetic makeup and the environment in which they
live.

The core content of HS 771 included McKeown’s
The Role of Medicine (1976),4 Cochrane’s Effec-

2   Population Health as Academic Discourse
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tiveness and Efficiency (1972),5 Wilkins and
Adams’ Healthfulness of Life (1983),6 Brenner’s
work on mortality and unemployment,7 “ the Black
Report”  (Townsend and Davison 1982),8 Fries
and Crapo’s Vitality and Aging (1981),9 large
community trials like the Framingham10 and
Alemeda County11 studies, all contained within
methodology-oriented programs (DME and Nursing).
Substantively, the course involved presentations
and seminars with nine scholars12 covering a range
of topics, from geographic distribution of disease to
the organization of health care and social influences
upon health.

At the time HS 771 was launched, Mustard was
President of a fledgling Canadian Institute for
Advanced Research (CIAR), an independent “think
tank” loosely based on the Stanford Institute. His
vision was to create an “institute without walls”
providing the opportunity for creative scholars to
come together around specific topics or themes with
the expressed aim of improving the knowledge
base. The CIAR Program in Population Health was
established in 1987 with the aid of a venture capital
grant from Manufacturer’s Life Insurance Company
of Canada (Evans, 1994, p. xviii).

Since 1987, the CIAR population health group
has grown to include 20 members (Appendix B).13

To date, the group has published one book,
produced a volume of Daedalus (Fall 1994) entitled
“Health and Wealth” (based on the proceedings of a
conference it organized in Toronto in 1993
sponsored by the Honda Foundation), and
published several reports and technical papers.
Members of the group have written various
monographs, journal articles, professional papers
and book chapters. They have also been
interviewed by dozens of newspapers and
magazines, and figured prominently in both radio
and television documentaries on population health
issues (e.g., CBC Radio Ideas Program: “The
Health of Nations”; Knowledge Network’s “In the
Name of Health”). They have engaged many
interested parties – inviting guests to their
meetings, linking with other researchers worldwide,
and making presentations to federal, provincial and

local politicians, public servants, service providers,
researchers, and representatives of business, labour
and lay community groups. Members, individually
and collectively, have done a great deal to promote
the population health perspective. The perspective
has also generated considerable interest and
controversy.

Of course “population health” does not reduce to
the work of the CIAR. Researchers elsewhere in
Canada and abroad have contributed greatly to the
development of the general perspective. Large
empirical studies of well-defined populations of
various geographic scales (international, national,
regional, community, neighbourhood, household)
and/or social composition (the Whitehall study of
British civil servants14); childhood longitudinal
studies like the Kauai Longitudinal Study,15 the
British birth cohort studies,16 and the Ontario Child
Health study17 assembled for different purposes
provide the main empirical base from which the
evidence is assembled. All the work that this
represents on the part of other researchers must be
acknowledged as contributing to the development
of the population health perspective, even if the
researchers are not aware of, or disagree with, their
association with this discourse. Without the
evidence the analysis could not be mounted.
Moreover, policy documents and the activities of
the state, researchers, health services providers,
community activists, and various other actors in the
name of population health each further contribute to
the continuous development of the general
perspective – or at least the public perception of
what the “population health perspective” is.

Although it does not own “population health”
the work of the CIAR provides both the empirical
and epistemological bases of the perspective.
Part of the group’s contribution to its development
has been the direct generation of evidence, through
primary research conducted by group members
(e.g., Hertzman, 1995 – see 2.1f), various contri-
butions of researchers at the Manitoba Centre for
Health Policy and Evaluation (N. P. and L. L. Roos,
C. Mustard, etc. – see Appendix A), the Institute
for Work and Health (Frank), Statistics Canada
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(Wolfson), etc., and by advising or directly
overseeing the assembly and collection of data
sources (for example, the B.C. Linked Health
Database). But the most important contribution of
the CIAR has been to stimulate the development of
an integrated analysis – a population health
framework – from the “anomalous findings”
presented through the selected population health
research evidence.18

There are three19 significant points about the roots
of the CIAR population health group: its origin in a
medical school with a particular emphasis on
building an evidential base about social, cultural
and economic influences upon health following
principles of epidemiology; its concern to
evaluate the impact of direct health care service
provision upon the general health and well-being
of the population in relation to other forms of
investment; and the elite interdisciplinary nature
of its membership. The first is particularly
important because it fundamentally shaped the
gaze: the attempt to apply principles and ideas
originating out of a sphere primarily concerned with
individual biology and experimental design, and
which employed a biomedical lens or frame of
reference to the study of social, cultural and
economic phenomena, while at the same time
traversing from a disease to a health focus. In
starting here, the epistemological base of the
CIAR methodology did not readily embrace
practices from the social sciences – us of
narrative and individual experience (qualitative
methods), application/integration of contemporary
social theory within framework, objectivity/
subjectivity position of research as action,
development of notions of power, identity,
gender, communication, or analysis of labour or
land markets, the space economy, and so forth.
These themes are increasingly being engaged by
the group as the circle of researchers involved in
this analysis expands, and the link to a medical
school base on the part of group members
becomes weaker. (See 2.1h and 2.1i below.) This
engagement is one of the hallmarks of the
transition from research to framework discussed
above.

The concern to evaluate the relative contribution
of health care to overall levels of population health
status has been a consistent feature of the CIAR
body of literature. Yet it sometimes forces members
of the group to walk a perilous line. On the one
hand, most (all?) group members recognize the
value of Canada’s public health insurance system,
and strongly advocate for its continuation in the
face of fiscal pressures upon the welfare state.
There is absolutely no question that members
would not wish to see the kind of health care system
that has developed in the United States, for
example, in Canada. At the same time, there is the
view within the group that enough is currently spent
on health care – it is how those resources are
deployed rather than their overall levels that is
typically at issue, although it may be possible to
actually reduce levels of funding for health care per
se and reallocate funds to other social programs in
the name of improving overall health status. This
stance sometimes puts members of the group at
odds with consumer advocate groups and health
care professionals – groups which, at least
superficially, one might expect to be natural allies
in their desire to achieve the highest levels of health
status possible (i.e., to maximize the public good).

The genesis of the group has profoundly
influenced its epistemological stance. Mustard had
enormous control over selecting group members. In
choosing distinguished established and promising
young researchers, the CIAR had immediate cachet
and credibility within the wider academic
community and, crucially, within policy circles.
The range of skills possessed and backgrounds
represented by group members facilitated the
assembly of different bodies of literature into a
synthetic overview. It may also account for the
initial focus on empirical studies, rather than on
theorizing social processes. Given the diversity of
backgrounds and ideological sympathies of group
members, the combination of specific personalities
(some more vocal and influential than others), and
the ambition to explore various influences upon
health over the life course, there may have been
little appetite for explicit theorization. Thus the
claim that “data unite, theories divide” (see 2.1b
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below) may reflect the perceived organizational
necessity of “sticking to the facts,” even though any
empirical analysis involves theorization (however
implicit) and “facts” are not value free. The process
of raking over empirical evidence and trying to
make sense of it in group fora may also have
provided the disincentive for those wishing to
develop a more critical theoretical stance, if such
a pursuit was opposed by particularly vocal
members. Mustard’s own predilection toward
social sciences is another important factor in this
regard.

In what follows, we trace the transition from
population health research to a theoretical frame-
work.

2.1  Development of the Discourse

The evolution of population health will be not be
traced in true chronological order here. The paper
by Evans and Stoddart, Producing Health:
Consuming Health Care, was actually published in
the journal Social Science and Medicine (1990)
before appearing as Chapter 2 of the book.
Similarly, the chapter by Renaud was first
published in Health and Canadian Society
(Vol. 1:1, 1994), a chapter by Hertzman and
Hayes20 is a previous draft of the chapter by
Hertzman, Frank and Evans, the chapter by the
Roos’ appeared in Wenzel,21 and parts of the
Marmot and Mustard chapter appeared in Marmot
and Elliott22 (1992). We treat these within the
context of the book rather than in the context of
original publication. The approximate chrono-
logical development of the literature covered in this
review appears in Figure 1.

2.1a Mustard, J. F. and J. Frank (1991)

The Determinants of Health. CIAR paper #5.
Toronto. Reprinted in Hayes M. V. et al. (eds)
(1994). The Determinants of Population Health:
A Critical Assessment. Victoria: University of
Victoria Western Geographical Series #29.

This paper was intended to provide a simplified
overview of a population health perspective for a
large lay audience, setting out the basic themes of
the analysis as the book was under development. It
provided the focus of discussion for the symposium
held at Simon Fraser University in 1993, out of
which developed the book The Determinants of
Population Health: a Critical Assessment.

The paper is organized around four major
headings: The Context, Clues from Biological and
Social Sciences, Determinants of Health Policy,
and Implications for Research, Information
Systems and Policy. The Context section includes
the key “anomalous findings” of population health
research: discussion of the uncertain relationship
between health status and health care spending;
observations about the relationship between overall
levels of health status nationally, economic
prosperity, and income distribution (using
examples of Japan, Eastern Europe, and countries
in which health status is greater than expected given
overall GNP/per capita); discussion about the
persistent and consistent social gradients in health
status found in virtually every (industrialized)
society (and the posing of the question “What is
going on that would have such a robust effect?”);
the influence of the social environment as revealed
through (i) the association between social networks
and health status, (ii) the impact of work and its
organization upon health, and (iii) the damaging
effects of unemployment upon health; a brief
commentary on the health effects of environmental
pollution (taken from Hertzman’s work in Poland
– see 2.1f below); and the importance of early
childhood experiences upon health in later life
(with reference to the Kauai study and analysis of
Headstart programs in the United States).

“Clues from the Biological and Social Sciences”
provides a cursory discussion of five topics:
psychoneuroimmunology, the neurosciences, the
undersung role of genetics, qualitative social
sciences, and a new economics of health. The first
topic draws from work done in nonhuman animal
populations regarding levels of circulating cortisol
in the blood and its relation to place in the social
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Figure 1

Development of the Discourse

ACADEMIC           YEAR        POLICY

1983
CIAR founded

1987
Population Health Group formed

1991

Mustard and Frank 2.1a 3.1a  Nurturing Health
3.2b  Closer to Home

1993

national population health survey start
3.1b  New Directions;

Our Understanding of Health;
PHO Annual Report

1994

Hayes, Foster and Foster 2.1b 3.1b  PHO Annual Report
Evans, Barer and Marmor 2.1c 3.1c  Strategies for Promoting Health
Judge; Turcotte (review) 2.1d(i), (ii)
Daedalus 2.1e
Green 2.1k(i)

1995

Wigle (review) 2.1d(iii) 3.1b  PHO Annual Report
Hertzman 2.1f NHRDP Toward the Year 2001
Amick et al. 2.1g
CJPH Commentary 2.1j
Rafuse; Vail 2.1k(ii), (iii)

1996

Link et al.; Coburn et al. (review) 2.1d(iv), (v) 3.1b  PHO Annual Report
Blane et al. 2.1h 3.1c  Report on the Health of Canadians
Wilkinson 2.1i National Population Survey available
Hayes; Saunders et al. 2.1k(iv), (v)

1997

Guidotti (review) 2.1d(vi) 3.1d  Canada Health Action
Poland et al.; Love et al. 2.1k(vi), (vii)
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hierarchy, and speculatively links this to the
Whitehall study of British civil servants. Could
differences between social classes in the operation
of immune systems help to account for the
systematic nature of social gradients? Could
differing levels of “stress” between identifiable
social groups lead to systematic differences in
health outcomes? If so, this would explain
Marmot’s findings that the distribution of heart
disease among civil servants is not attributable to
individual-level risk factors (diet, exercise, tobacco
and alcohol consumption, etc.). Regarding neurol-
ogy, the paper identifies work done by Kalil, which
demonstrated that blindness could be induced in
cats if their vision was not stimulated immediately
after birth. This evidence is linked, again
speculatively, to early childhood development and the
importance of early childhood stimulation in
establishing neuronal pathways in the brain. The
role of genetics in shaping the health experiences of
populations is mentioned, but very little evidence is
presented to establish the relative role it plays vis-à-
vis developmental and environmental conditions.
The Minnesota study of twins reared apart is cited
as demonstrating that genetics plays an influential
role in shaping human intelligence (and thus health
experiences?).

Under “Qualitative Social Sciences,” the authors
merely point out that more information about how
the social environment influences health status will
be obtained through contextually-sensitive research
designs intended to colour our understanding of
broader empirical findings. It is suggested that this
type of research will give greater insight to cultural
practices and meanings attached to behaviours. “A
New Economics of Health” raises the prospect that
greater impacts upon the health status of
populations might be made by spending less on
health care and paying greater attention to the
various influences identified in the paper.

In the third section (called “The Determinants of
Health Policy”), the authors describe how a
population health approach to policy would provide
a marked departure from traditional approaches to
health care management. To date, governments

seem content to allow the medical profession to
police itself, and are careful not to interfere with the
detailed content of health care. By systematically
evaluating the outcomes associated with health care
services provided, and assessing how these
outcomes compare to major influences arising from
elsewhere, we might formulate a clearer picture of
the relative benefits of investing in health care as
opposed to (say) investing in child care,
employment programs, housing, etc.

In the last section implications of a population
health perspective for research, information
systems and health care, and social policy are
discussed. With respect to research, there is an
appeal for more and better data sets, especially
those to support longitudinal, transgenerational
studies of large populations. “ need is also cited for
identifying strategic “windows of vulnerability”
across the life cycle, where fundamental influences
upon health status tend to embed themselves in
human biology (for example, early childhood
experiences) and/or where interventions might
have a considerable long-term impact upon health.
There is also a need to develop linked data sets,
which would allow for the gathering of individual-
level information across a spectrum of health
“determinants,” and of developing outcome-
oriented measures of health care performance. With
respect to policy, there is a need for developing a
corporate policy agenda, so that the vast array of
influences upon population health can be dealt with
in a coherent manner. The current fragmentation
of government ministries, combined with the
mislabelling of “Ministries of Health” (actually
responsible for health care services), creates
confusion over the responsibilities and potential
contributions each ministry might make toward
population health. Ultimately, these create
barriers to the adoption of a population health
perspective. This perspective is further impeded
by the fact that the groups with the worst health
status are typically the most marginalized and
least powerful members of society. There is no
identifiable constituency within these sectors of the
population to appeal to for reform. All these factors
reinforce the status quo.
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2.1b  Hayes, Foster and Foster (eds) (1994)

The Determinants of Health: A Critical
Assessment. Western Geographic Series, Vol. 29,
University of Victoria.

This symposium was organized in an attempt to
stimulate discussion/debate about, and the diffusion
of, “population health.” Three themes were
suggested by the organizers: what is the conception
of society implicitly/explicitly adopted by the #5
publication?: what is meant by “the evidence”?; and
what are the social policy implications of a
population health perspective? Authors were
invited to prepare papers on one of the three
themes, and present them to an audience of about
60 health researchers and policy analysts in British
Columbia. Subsequent discussion would be
captured and summarized, and the papers
published. As authors dealt with their themes with
varying degrees of success, only specific papers are
discussed in this review.

In the Introduction, Hayes sets out the basic
rationale for the symposium. He describes the
potential importance of this approach as follows:

The “population health” approach advocated by
Dr. Mustard was regarded by many students and
faculty [at McMaster] to be a significant new
research direction for epidemiology and health
services research. But it also posed some important
intellectual challenges. After all, most of the
research conducted in and around the Department
of Clinical Epidemiology and Biostatistics focused
on questions of what makes people sick? How can
we identify the best interventions against disease
processes or illness states? And how can we
organize health care services such that we
maximize the efficiency of resource deployment?
The “population health” approach demanded that
we consider why it is that some people are
healthier than others, why these differences are
systematically distributed across identifiable social
characteristics, and how public expenditures ought
to be deployed to maximize the health status of the
general population. In addition to the problems it
posed for the training of health services re-

searchers (which methods or techniques would be
best suited to the study of health and well-being?),
the approach obviously posed a certain threat to
biomedicine, for it challenged the social benefit of
health care and possessed the capacity to open up
discussion of the distribution of public resources
more generally within the welfare state. Also, by
demonstrating links between income and health,
and unemployment and health, the population
health approach suggested that social structure,
and not merely individual behaviour, be an
important focus of the analysis.

The chapter by Blomley (Chapter 2) focuses on
the conceptions of society in which the analysis of
population health is embedded. He suggests that
any view of society entails at least two sets of
related claims, namely, moral claims (judgments
about how society should be organized, and what
relationships are good to be fostered), and analytic
claims (specific accounts of the workings and
structures of social relations themselves: how
society is organized).

With respect to the first, he argues that
“embedded within the analysis, despite its
dispassionate tone, are a number of morally loaded
claims,” as well as other “morally charged
presuppositions, premised on care and compassion”
(p. 49). He refers to the language of “needs” within
the CIAR analysis, which, although sometimes
useful for determining service provision, is
inadequate for understanding what it is about health
that is morally valuable. Is it merely a function of
needs and not of souls? If health encompasses – as
seems implied – a measure of dignity and self-
respect, what language can we use to articulate and
defend it? (P. 51.) He argues further that moral
claims cannot be taken as given, at least partly
because a taken-for-granted quality is vulnerable to
be turned back upon itself. One example of this can
be demonstrated when thinking about the influence
of “lifestyle behaviours” upon health and illness.
As Blomley puts it, “needs do not necessarily
confer rights, especially when sickness is cast as a
function of personal volition” (p. 51). This implies
a need to clarify the moral reasoning of the
population health approach.
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Related to this are moral and analytic claims
about how societies are, and should be, structured.
Despite presenting evidence of the impacts of
socio-economic inequality upon health status,
Blomley says that “it would appear that the authors
have tried to distance themselves from any formal
theoretical claims about society” (p. 52). He claims
that this absence is untenable, because “not only is
social theorizing a necessary first step in any
interrogation of the ‘effect of social factors,’ but it
is also inevitable, given the theory-laden nature of
any social enquiry” (p. 52). He cites a number of
examples of issues absent from the CIAR report,
including race, gender, and space. In relation to the
latter, for example, Blomley discusses the apparent
spacelessness of the analysis in the failure to
recognize the role of “distant strangers”23 in
shaping the health status of different populations
through extended economic relations. To the extent
that inequalities and inequities are mentioned, he
notes, there is little or no analysis of their causes (a
social enquiry). On the latter view, the poor,
women, people of colour and other disenfranchised
groups would not be seen as “disadvantaged,” but
oppressed; they are not marginal (a static category),
but marginalized (the outcome of a process of
marginalization) (p. 53). Blomley makes an urgent
plea for a much more thorough account of “social
and economic environments,” “living and working
conditions,” and their relationship to health.

The paper by Hayes (“Evidence, Determinants of
Health and Population Epidemiology: Humming
the Tune, Learning the Lyrics”) claims that
“questions concerning ideology, epistemology and
philosophy of method – fundamental questions
regarding what gets counted or acknowledged as
evidence, why, how and by whom – are not asked”
in the #5 report (p. 121). Hayes argues that the
report’s appeal to empiricist and positivist
reasoning means that it is “unsympathetic to
(indeed hostile toward!) argumentation based on
notions of ‘structure,’ that is, explanations
involving relations, mechanisms, or structures
theorized to exist ‘beneath,’ ‘beyond’ or ‘at a
different level from’ the material” (p. 122). He also
argues that “society – the nature of social life,

consideration of being-in-place – is grossly under
theorized, yet human society is the central focus of
population health” (p. 123). “To move forward,” he
claims, “the analysis will have to develop a
spatialized ontology24 of social relations, which by
its very nature is incompatible with positivist/
empiricist attitudes and practices” (p. 124). One of
the important implications of a spatialized ontology
would be to reveal the unsuitability of the word
“determinant” as a shorthand for the “empirically
identifiable influences upon human health”
identified by the CIAR. Indeed, the notion of
determinant implies something about the way the
world works, that appears to not allow for the kind
of variability in the ways which different forces or
different types of relations shape human health
differently (e.g., UV radiation would be expected to
shape health differently from social support, and
each of these factors would shape the health of
different individuals and subpopulations in dif-
ferent ways). The analysis does not distinguish
between different kinds of “things.”

McCarron, Tenenbein and Hindley (Chapter 4)
focus on communication, belonging, and the
creation of meanings and identity in maintaining
health. They illustrate how these operate in specific
lives with reference to being-at-home, the phenom-
enology of one’s life experiences. Being-at-home is
more than the physical dwelling, it also involves the
meanings attached to the idea of home by
individuals and cultural symbols. In this way, it
forms an integral part of identity. Yet the notion of
identity is not really developed in the #5 paper.

Pallan and Foster (Chapter 8) describe the policy
New Directions, the B.C. Ministry’s strategic
response to the Royal Commission report Closer to
Home. The influence of the CIAR’s population
health perspective is evident in the policy. Millar
(Chapter 10) suggests that the conference produced
a consensus on the role of social factors in shaping
health status, whose effects are as great or greater
than the effects of cigarette smoke. He makes 10
recommendations for improving the health of the
population of British Columbia, based on a
population health perspective.
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Gordon (Chapter 11), a community activist and
organizer with the Social Policy and Research
Council of B.C. (SPARC), points out that it takes
more than evidence about the relationship between
health and social inequalities to change the
distribution of health status. In this regard, she is
less optimistic about the population health analysis
than others at the symposium.

Two major themes emerged from the discussion
stimulated by the paper presentations (Hayes,
Chapter 12). One involved language. Some
participants felt that authors of specific papers used
too much jargon and so their arguments were
difficult to follow. The other involved disagree-
ments over the relative roles of theory and
empirical research. The view of some CIAR
members was that data ought to “speak for
themselves” while others argued that data never
speak, they are always interpreted by individuals.

2.1c  Evans, R. G., M. Barer and
T. Marmor (1994)

Why Are Some People Healthy and Others
Not? New York: Aldine De Gruyter.

This book provides a more detailed treatment of
the major points of Document #5, as well as a
discussion of important new areas of explicit
consideration (health information systems and the
role of culture, for example). Also, some of the
ideas in the #5 document are reworked. The role of
genetics, for example, is treated very differently in
the book (see below). In addition, the book contains
explicit discussion of what motivates the CIAR
project. It does not directly or explicitly address
many of the points of critique in 2.1b, particularly
those raised by Blomley and Hayes.

The question the book’s title poses is examined
through a series of arguments and observations
driven by the group’s twin desires of accounting for
the systematic gradients in health status, and
assessing the relative contribution of health care to
health status (described above). The Preface

(Evans) sets out the genesis of the CIAR group, the
observations it has made, and the questions it
encourages and seeks to explore in light of its
self-proclaimed mandate. [N. B.: Self-proclaimed
ought not be interpreted as pejorative here.] The
stated purpose of the book is to examine
“anomalous findings,” to pose questions arising
from these findings (but not necessarily provide
specific answers to these questions), and to share
what the group has learned since its inception in
1987.

The book is divided into four parts. Part I
(Chapters 1 and 2) sets the contours of the twin
themes in 2.1a: evidence and social policy. The
Introduction (written by Evans) distinguishes
between health and health care, summarizes the
evidence regarding factors influencing health
status, and in light of the persistent and consistent
pattern of social gradients in health status, poses the
question – What’s going on? Specifically, (i) what
are the causal factors (and can they be altered)? and
(ii) what are the biological pathways? Evans uses
an engineering analogy to suggest a “stress and
strain” explanation may account for the obser-
vations, as in 2.1a. This theme is revisited in
subsequent chapters of the book (especially in
chapters 6, 7, 8 and 12).

In Chapter 2 (Producing Health, Consuming Health
Care), Evans and Stoddart provide a generalized
discussion of the evolution of health care policy
responses among industrialized countries (OECD, for
example) from the postwar period to the present. Over
this period, they argue, the general conception has
evolved from a simple feed-back loop model of
health and health care, in which the relationship
between the two is treated symmetrically (Figure A),
to the feedback loop for human well-being and costs
(Figure B) [i.e., Diagram 1 above, the research model],
which involves a more complex and nonsymmetrical
relationship between health and health care. Evans and
Stoddart discuss the important policy consequences of
breaking that symmetry. The implication is that
investments outside the health care sector might
have a greater impact on the overall health of the
population (as in 2.1a).
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The major empirical components to the analysis
are set out in Chapters 3 through 7, Part II. In
Chapter 3, Hertzman, Frank and Evans outline the
research model for investigating “heterogenieties”
in the health status of populations [Diagram 2
above]. The cube-shaped model simultaneously
organizes evidence along three dimensions: stage in
the life cycle, population partitioning charac-
teristics, and sources of heterogenieties. Four
distinct stages in the life cycle are identified to
reflect the changing importance of different causes
of death, disease and disability over the life course.
Population subgroups might be defined in various
ways – according, for example, to socio-economic
characteristics, ethnicity, geography, gender, or
special characteristics such as religion or dietary
practices. Sources of heterogeneity refer to various
possible causal pathways. They also discuss the
data needs of their model.

In Chapter 4, Corin describes various dimensions
of the social and cultural matrix of health and
disease, and provides examples of the ways in
which influences upon health status are mediated
through cultural beliefs and practices. No person is
an island, so social relations are inextricably bound
into health experiences. Evidence supporting this
position found in and reflected through sex-related
differences in disease patterns and friendship
networks in the Alameda study; comparisons of
patterns of disease and mortality between
immigrants and nonmigrants of specific cultures
(e.g., Marmot’s study of heart disease among
Japanese in Japan, Hawaii and California);
interpretative differences between countries in the
labelling and treatment of schizophrenia; and the
ways in which religious association among
secluded populations tends to reduce the risk of
depression but increase the risk of anxiety or phobic
disorder. The next part of the paper addresses the
problem of measuring social and cultural
influences. Traditional epidemiological approaches
are quantitative, but these are not well suited to
uncovering meaning. Thus quantitative and
qualitative research strategies must be developed.
Part IV of the paper identifies various stress-related
illnesses. Lifestyle stress, for example – defined by

Dressler as the symbolic aspect of social class or
modernity status – was shown to elevate blood
pressure among middle-aged men in St. Lucia.
Changes in traditional ways of life can also
influence health status – positively and negatively.
Psychiatric illness is used to illustrate the interface
between individual and social influences upon
health.

[The chapter provides evidence for, but an
incomplete treatment of, the social/structural
influences upon health status. For example, the
assembly of empirical examples itself fails to take
account of important variations across space and
place in the very dimensions of the analysis. The
rootedness and routinized nature of daily life – and
the importance of this in theorizing ways that
simultaneous dimensions of social relations
influence health status – is not discussed. In 2.1g
below, Amick further develops these ideas.]

In Chapter 5, Baird discusses the role of genetics
in population health. She argues that while genetics
influences health status, its relative importance both
in terms of the specific influence it exerts, as well
as its potential as a site of policy intervention, is
relatively minor. Regarding the former, she argues
that the burden of illness or mortality from direct
genetic causes is relatively small as compared to
the burden of illness associated with other factors,
and that genetic disposition does not necessarily
imply disease expression. Experiences throughout
the life course can trigger expression, but can also
be protective from expression. The perpetually
changing nature of the gene pool, the deep moral
and ethical questions that arise out of the prospect
of altering gene sequences, the opportunity costs of
investing in this form of intervention, and the
enormous capacity for corruption associated with
genetics are reasons given against making major
policy commitments down this path to the
exclusion f social, physical, economic and cultural
factors. This is not to deny a role for gene therapy,
rather it is to recognize the limits to that role and in
so doing, thoughtfully consider the overall influ-
ence of genetics. Here less prominence is given to
the role of genetics than in 2.1a.
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In Chapter 6, Evans, Hodge and Pless expand
the role of biology beyond a genetic base, to
consider plausible pathways that might connect
individual biological responses with social/cultural
environmental influences. Demonstration of such a
linkage or linkages, and improved understanding of
the linking mechanism(s), would provide a robust
explanation for the observed social gradients, and
potential avenues for intervention. In particular, the
immune, neuronal and endocrine systems – and
possible interactions between them – are discussed.
Given the influence the nervous system has over
the production and release of various chemicals
in the body to regulate (for example) the fight-or-
flight response mechanism, and the influence this
has on the functioning of the immune system,
such psychoneuroimmunological complexes are
plausibly connected to social gradients through the
interplay of physiological capacity (e.g., strength,
intensity and number of neuronal pathways in the
brain) and perceived (real and/or imagined) levels
of stress. Numbers of observations of human
populations suggest these systems might be
highly sensitive to social stress and the coping
mechanisms people have to deal with stress.
Studies of other animal groups (primates and
nonprimates) also provide strongly suggestive
evidence of such effects. Sapolsky’s work on
levels of circulating cortisol among rats and
baboons implicates the fight-or-flight biological
response in the explanation of social gradients.
Position in the social hierarchy was demonstrated to
influence both the overall levels of production of
blood cortisol and the duration of its circulation in
the blood stream. The most stressed baboons had
the worst response of circulating cortisol (longer,
slower release, and longer duration of circulation),
which, in turn, has been found to adversely
influence the immune system. Prolonged exposure
to blood cortisol is also suspected to have a
deleterious effect upon brain function.

Early childhood is a crucial window of opportu-
nity for the development of intelligence and coping
skills because it is then that the fundamental
neuronal pathways are developed. As the number of
connections made in the brain increases so does the

potential for processing information. Taken
together, the mechanism of social stress leading to
potentially damaging biological responses is
consistent with known distributions of stresses
among different groups in the social hierarchy and
related health status gradients, and may also be
consistently woven into the effects of nurturing
upon overall biological responses to stress.25

[The authors do not directly engage the question of
how social hierarchies are produced.]

Using the model of heart disease, Marmot and
Mustard illustrate the connections suggested in the
previous chapters. They discuss ways in which the
various traditional risk factors of individual
behaviour – diet, smoking, exercise, etc., – contain
curious inconsistencies and generate limited
improvement in health when employed as public
health strategies (even though interventions such as
tobacco reduction strategies might have an
important impact). At the same time, cultural and
social factors (such as economic growth, the
organization of work, socio-economic/class con-
ditions, etc.) seem to be implicated in the falling
rates of heart disease in Western industrialized
countries, and in the rising rates among former
Eastern block nations. The authors discuss the
linkage between social factors and individual
biology, which involves the nervous/immune/
endocrine system interface to demonstrate how
individual biological response is conditioned by
social structure.

In Part III of the book, attention is turned to the
policy implications of the analysis. Chapter 8,
written by Marmor, Barer and Evans, presents a
commentary on the forces that gave rise to health
promotion as a policy response aimed primarily at
changing individual behaviour, and a critique of
that part of health promotion that expressly engaged
social factors under the banner of “healthy public
policy” (healthy cities, healthy communities,
healthy schools, etc.). Regarding the former, they
state that by the mid-1970s publicly organized
health care systems were in financial and
ontological trouble. Costs were rising along with
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public expectations, making it politically difficult
for governments to turn off funding taps. At the
same time, inequalities between social groups were
widening, and the great medical advances seemed
to have less and less impact upon overall health
status. The Lalonde report of 1974 opened the door
to a greater appreciation of the role of factors
outside the health care system. This provided the
opening for health promotion, which held the
promise of reducing the overall cost of health care,
and shifting/shaping public consciousness of the
factors influencing health, often implicitly or
explicitly off-loading responsibility for health onto
the individual. The “healthy public policy” vision is
described as being naive and a-historical, in that it
seems not to take into account the life trajectory of
social influences. Policies aimed at early childhood
experience are offered up as alternatives to a focus
on parks or municipal governance, or exhortations
for us to be nicer to each other (as laudable as these
might be).

[This unflattering characterization of health
promotion has contributed to the tensions that exist
between advocates of the two discourses. See
Section 4 below.]

In the next chapter, the Roos’ explore the topic of
small area variations in practice style and quality of
care. Based on the evidence, eight propositions are
offered:

• patterns of practice vary substantially from phy-
sician to physician

• a significant amount of care is inappropriate in
both low and high rate areas

• lack of demonstrable benefit suggests rates are
too high

• clinical uncertainty (endemic to the relation)
explains some practice variation

• reducing uncertainty does not guarantee appro-
priate care

• studies tend to overestimate the benefits of treat-
ment

• applying practice guidelines may lower surgical
rates.

In the next chapter, Lomas and Contandriopoulos
discuss the difficulties in regulating medicine.
Numerous issues are identified: determining scope
of practice, conditions of practice, determining
appropriate levels of funding, and accountability for
outcomes, among them. The influence of
physicians, politicians, media, popular culture, the
organization of the state, and other interests within
the medical care sector, as well as the experience of
the public, all play a role in shaping public
expectations. In concert, these factors make it very
difficult to make major changes in funding and
policy priorities.

Part IV takes on issues of the future. Chapter 11,
by Wolfson, describes a template for the health
information needs of population health research.
Through the development of integrated databases,
many of the speculative links suggested in the book
could be directly examined. Information regarding
various individual characteristics would be
integrated with various sources of socio-economic
information to allow for large cohort studies of
individual experiences. It would also allow for the
bridging of information between various government
ministries, which would help to overcome the stove-
piping tendencies of administration.

In the last chapter, Renaud draws upon Greek
mythology to highlight the fact that practices and
beliefs in relation to health and health care are a
product of cultural attitude. Population health
illustrates the need for a cultural change in attitude
toward health and its major influences if we are to
achieve improved health at a societal level. Changes
required include recognizing the limits to health
care, not blaming victims for poor health by
exclusively focussing on individual behaviour, and
making changes at the level of social structure. A
perpetuated focus on individual biology will cost us
at the level of opportunity. As active human agents,
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he argues, we have the capacity to actively shape
our future. It is becoming increasingly important
that we recognize the limitations of our current
path, and capitalize upon the knowledge gained
through a population health perspective.

2.1d  Reviews of 2.1c

Why Are Some People... has been formally
reviewed in a number of professional journals,
usually quite favourably.26

2.1d(i)  Judge, K. (1994)

Beyond health care: attention should be
directed at the social determinants of ill health.
(Editorial). British Medical Journal                                        309(6967):
1454-1455. December 3, 1994.

This editorial is a sympathetic review of the
book by Evans et al., focussing on the policy and
research implications of the book. According to
Judge, the book implies that “what is needed now is
a radical change of direction away from tinkering
with the organization of health care toward
developing new approaches to health policy”
(p. 1454). He wonders “why, given that the
importance of social and environmental deter-
minants of the health of populations has been
known for many years, has policy taken so little
account of it?” His answer is that the combination
of economic interests and political influence
associated with the health care industry is so
powerful that a predominantly biomedical system
of beliefs dominates the development and practice
of health policy (p. 1455).

He adds that more multidisciplinary research and
policy analysis is needed on socio-economic
influences upon health, and notes that “a major bias
exists in research funding. Most of the available
resources go into the invention of new technologies
even though their aggregate contribution to the
population’s health is modest” (p. 1455). In short,
Judge argues, “what’s urgently needed is a more
systematic programme of research to improve our
understanding of the socio-environmental deter-
minants of health, and of how to design public

policies that will prevent or ameliorate poor health”
(p. 1455).

2.1d(ii)  Turcotte, F. (1994)

Book Review of Why Are Some People Healthy
and Others Not?. Health and Canadian Society                                               
2(1):159-162.

A generally positive review. When decisions
regarding the allocation of public resources to a
mushrooming health care industry are made,
Turcotte writes, “this book will prove of gigantic
utility. May it have the wide readership it deserves”
(p. 162). That being said, he notes that the ideas the
CIAR advances are not very new, for the most part:
“[T]he authors make a more convincing argument
for the relevance of social science in the analysis of
the health care system than they add to the concept
of population heath, over and above what has been
contributed by public health” (p. 161). Turcotte
also states that, when first developed, universal
heath insurance was not about improving overall
health status, but rather was “dedicated to
protecting citizens of this country against the single
major cause of impoverishment that appeared at the
time to be modifiable – serious illness. Social
security procurement rather than health status was
thus the rationale” (p. 161). This is not to suggest
that public expectation and political/policy rhetoric
has not produced a shift in expectation over time.

2.1d(iii)  Wigle, D. (1995)

Book Review of Why Are Some People Healthy
and Others Not?. Canadian Journal of Public                                              
Health            86(3):213.

In a faintly supportive review, Wiggle tracks the
social determinants message back to Lalonde’s A
New Perspective on the Health of Canadians,
saying that there is little new in the CIAR book. He
believes, however, that “the major improvement of
the new model is the removal of the ‘blame the
victim’ sentiment of the New Perspective model”
(p. 213). He expresses some wariness about the
interpretations of some of the data about the
influence of social hierarchies, and the relative lack
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of influence of lifestyle factors, and presents some
counter-evidence from Finland. While he concedes
that “stress is undoubtedly a major factor in human
health either as a direct or indirect cause of illness
and suffering,” he cautions against attributing to
stress “or some other elusive factor those health
phenomena not currently explained by our current
knowledge” (p. 213).

2.1d(iv)  Coburn et al.

The CIAR vision of the determinants of health:
a critique. Canadian Journal of Public Health                                                          
(1996).

This review, written by members of the Critical
Social Science in Health Group at the University of
Toronto, is rather critical of the book. The
reviewers acknowledge the significance of the
work, but cite various problems with the analysis.
Some are restatements of criticisms of Blomley,
Hayes (2.1b) and Labonte (2.1j below). In addition,
they are critical of the lack of development of many
social-theoretical aspects of their analysis (power,
capital, etc.), and of the failure of the book to
clearly state an ideological position (unlike Amick
et al. (eds), 1995, Society and Health – see 2.1g
below, which covers similar ground). They question
the ideological motives of the population health
analysis, given its apparent capacity to fuel
arguments for downsizing the welfare state. (See
also 2.1k[vi] Poland et al. below)

2.1d(v)  Link, B. G. and J. C. Phelan (1996)

Book Review of Why Are Some People Healthy
and Others Not?. American Journal of Public                                              
Health            86(4):598-99.

An enthusiastic review – they describe the book
as powerful and provocative – with only minor
misgivings. “In addition to its clear policy
relevance, it opens up and makes broad advances
toward a new, more thoroughly social epi-
demiology by setting an intriguing agenda of new
issues to pursue” (p. 598). The authors express
concern that “important as it is, socioeconomic
status (education, occupational standing, and

income) does not capture the full range of health-
related resources available to people” (p. 598).
They suggest that explicit attention be directed to
“other critical resources such as knowledge, power,
prestige, and social connections or social capital”
(p. 598). They also express concerns about “the
understanding the book offers concerning the
association between socioeconomic status and
health” (p. 598). They argue the stress and coping
formulation ought to create a relatively stable
pattern of association between socio-economic
status and various diseases over time, and this has
not been the case for diseases like HIV infection
and cardiovascular disease. They further argue that
socio-economic status operates as a “fundamental
cause” of disease (see Link and Phelan, 1995). On
this view, people with high socio-economic status
are able to “use broadly serviceable resources, such
as knowledge, money, and power to avoid risks and
minimize the consequences of disease once it occurs”
(p. 599). In emphasizing the social, the book may
understate the importance of the individual.

2.1d(vi)  Guidotti, T. L.

“Why Are Some People Healthy and Others
Not”? A Critique of the Population-Health
Model. Annals RCPSC                            (Royal College of
Physicians and Surgeons of Canada) 30(4):
203-6.

This is an entirely negative and somewhat hostile
review of both the book and the population health
perspective. Guidotti charges that the CIAR
analysis is based on ecologic fallacy, uses
retrograde measures of health, is shockingly blind
to the history of public health, and places the
economy before everything. In his words

The analysis ... is distorted and partisan, and ignores
important developments in public health. Hypotheses
are presented as rational arguments. The population-
health model is adapted from econometric models that
lack rigour and consistency. It places little or no
economic value on personal health status, yet treats it as
an economic output. The subordination of health
care to the economy is the theme throughout the book.
Wealth creation and distribution are presented as
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driving forces for health. The purposes for
accumulating such wealth seem to have escaped the
authors.... It is a flimsy framework ... on which to
base public policy for a nation. Its untested,
unproven, unsupported message, that reducing
health-care expenditures can be done without pain
and without addressing equity issues, places the
health of Canadians at risk.

Most of Guidotti’s review takes issue with the
ideas contained in the first chapter, and 10 of the 12
chapters are reviewed in one paragraph.

In their response to this review, Evans and Baird
(forthcoming, Annals RCPSC) point out that
Guidotti’s claims that the book has “changed the
face of health care in Canada” is a surprising
accomplishment for all of its supposedly obvious
errors and omissions. It suggests enormous
gullibility on the part of the consuming public, a
conspiracy or a careless review. They counter many
of Guidotti’s claims, either by giving examples of
how he is mistaken in his analysis or by arguing
that they agree with many of his points and have
stated as much in the text (implying a selective or
careless read on Guidotti’s part).

[We were surprised by some of the points in
Guidotti’s review because they seemed not to be
based on points of fact. His dismissal of the
intellectual content of the book is rather cavalier.]

2.1e  Daedalus                , (Fall 1994)

Health and Wealth. Washington: American
Academy of Arts and Sciences.

This is a collection of 13 papers originally
presented at an international conference sponsored
by the Honda Foundation held in Toronto in 1993.
The Preface, written by Daedalus editor Graubard,
points out that the journal published an issue on the
theme “doing better and feeling worse” in 1977 in
which contributors lamented on the expanded
public expectation of health care, and the tendency
to conflate health and health care. This issue marks
a return to this discussion with new interpretations
and more recent data.

Chapters by CIAR members rehearse themes
previously developed. Frank and Mustard set out
the general historical development of determinants
of population health. Evans discusses the potential
threats to health that arise from spending too much
on health care. Lavis and Stoddart then present a
taxonomy for describing the various ways that too
many resources could be devoted to health care.
Wolfson’s paper describes the data needs of an
integrated population health information system (as
in 2.1c). Marmot discusses the influence of the
social environment in shaping overall patterns of
health status, with specific reference to heart
disease (as in 2.1c).

A few papers provide important new dimensions
to the analysis, edging it toward a theoretical
framework. Wilkinson’s paper, for example, argues
that health status is much more greatly influenced
by within country/society differences in material
resources than by growth of GDP. Rather than
pursuing economic expansion, public policies ought
to concentrate efforts on improving the quality of
life for all in society (i.e., achieving greater
material equity and nurturing positive and inclusive
cultural attitudes). He argues that population health
status “is less a matter of the immediate physical
effects of inferior material conditions than of the
social meanings attached to those conditions and
how people feel about their circumstances and
about themselves” (p. 70). Syme reflects upon the
lessons learned in the Multiple Risk Factor
Intervention Trial (MRFIT) study, primary among
these being that the focus upon individual
behaviour is misguided, and that a reinvigorated
social epidemiology is urgently required. Rosenberg’s
paper argues that improved human capacities/
capabilities associated with the changing
organization of Western society was the key feature
in accounting for how the Western countries grew
rich, not the incremental technological advances
typically offered up by conventional neoclassical
economic interpretations of this phenomenon.

A trio of papers focus on the importance of early
childhood development in shaping health expe-
riences over the life course. Romer argues that
continued economic growth stemming from tech-
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nological innovation is possible provided we are
careful to invest in children. In so doing, we will
stimulate the development of creative adults with
enhanced capacities for problem solving and
intellectual enquiry. Failure to invest carefully in
children will ultimately result in economic
stagnation and inability to compete with other
societies in the global market place. Cynader
explores the biological basis for Romer’s argument
in discussing critical windows of development in
brain function. Hertzman reviews the evidence for
lifelong impacts upon health associated with early
childhood experiences. In addition to evidence that
shows that social class differences in intellectual
development are evident very early in life and that
lower socio-economic groups are particularly
sensitive to the impacts of parental stress, Hertzman
reviews the evidence from various Headstart
programs in the United States, which show that
even in the absence of improved material
conditions, children who were stimulated early in
life were more successful as adults in participating
successfully in society (i.e., higher rates of educational
achievement, employment and enduring interpersonal
relationships, lower rates of crime, problems with
substance abuse, and fewer teenage pregnancies).

Two other papers discuss the provision of health
care and factors shaping health status in Japan. The
paper by Miyaji and Lock examines obstetric care
and attitudes toward childbirth in Japan. While
Japan has an effective system of service provision,
this comes at the cost to women’s choice in
reproduction. Other cultural attributes of the
Japanese system are so specific [and undesirable
elsewhere?] that the prospect of transplanting the
system to other places is most unlikely. Operation
of the Japanese health care system is also the focus
of the paper by Ikegami.

2.1f  Hertzman, C. (1995)

Environment and Health in Central and Eastern
Europe. Washington: World Bank.

This paper sets out one of the fundamental
findings of population health research: that the

social environment has an overall greater impact
upon human health (in contemporary populations)
than does pollution of the physical environment.
The evidence derives from a report commissioned
by the World Bank on the extent of environmental
pollution in selected countries of the former soviet
bloc. Hertzman made several trips to the various
countries of study and with the help of several
researchers an impressive data set was assembled,
which allowed them to attribute components to
account for the overall change in life expectancy
trajectories of east and west countries. Direct
effects of environmental pollution were discernable
in specific populations – of recruited soldiers,
school children, etc. – living in conditions where
exposures were orders of magnitude greater than
the most extreme exposures in other industrialized
countries. [This is not to say that extreme exposures
to hazardous substances do not happen in
industrialized countries, whether undocumented or
by acute occurrence, but that the scale of
occurrence and the magnitude of exposure far
exceeds that in any known Western population.]
Despite the intense environmental effect, however,
life expectancy was found to be more greatly
influenced by decline in economic conditions, and
increased political and social instability.

2.1g  Amick, B. C., S. Levine, A.R. Tarlov
and D. C. Walsh (eds) (1995)

Society and Health. New York: Oxford
University Press.

This book contains most of the papers presented
at the conference held in Boston, October 15-17,
1992, to launch the Society and Health Program.
The Program is a joint undertaking of the Harvard
School of Public Health and the Tuft’s-New
England Medical Centre, established in 1991
through the H. J. Kaiser Family Foundation. Two of
the editors (Walsh and Levine) are co-founders and
were co-directors of the Program.

The Program and this book represent an
important branching-out of the CIAR influence.
The editors acknowledge the stimulation provided
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by the CIAR in establishing the Program, and
encouraging development of the population health
(or as the editors seem to prefer “the social
determinants of health”) discourse. Among its 11
chapters are papers by Corin and by Marmot, two
members of the CIAR.

The Preface briefly traces developments in social
epidemiology giving rise to the Program, and states
the purpose of the volume. In addition to current
(and growing) interest in social influences upon
health, improved data systems of an increasingly
global nature have facilitated development of the
“social determinants” analysis. The editors note
that the Boston program is the third of its type
– along with the CIAR and the International Centre
for Health and Society at University College
London (see 2.1h below).

As for the book itself, the authors write:

Our goal in this volume is to raise social factors and
social processes into sharper focus as determinants
of health. We have asked the authors to highlight
what they believe to be the most compelling
questions they confront in analysing their topic.
Individual chapters range from the effects on health
of such proximal factors as the family, the work
situation, and the community environment, to the
more pervasive and distal influences of social
stratification (based on gender, racism, and social
class), political economy, and culture. The book
concludes with some policy considerations.

The Preface concludes:

We hope that this book stimulates further research and
inspires other scientists to study social determinants.
The field needs a coherent conceptual framework,
more creative integration of existing knowledge, and
more reliable evidence of how social factors impinge on
human organisms and are translated into the biology
that is antecedent to disease. Progress in these areas will
permit us to develop a quantitatively supportable
explanation of the relative influences on health of
social and environmental characteristics, genetic
factors, nutrition, and medical care.

[We note that we reached the same conclusion as
the editors, independently.]

Indeed, this book does make important con-
tributions toward addressing criticisms raised about
social-theoretical aspects of the CIAR analysis in
2.1b (Hayes et al.), 2.1d (Coburn et al.), and 2.1k
(Love et al.). Chapters on race, gender, social class
and culture, in particular, represent significant
contributions toward theorization of social structure
in the transition from population health research to
the framework sought by the editors.

The introductory chapter by the editors briefly
outlines a history of social epidemiology, and
summarizes the content of the 10 substantive
chapters. In Chapter 2 (“Family Pathways to Child
Health”), Schor and Menaghan discuss the social
context of influences upon child health – changing
family structure (increase in single-parent and
blended families; changes in average maternal age),
workforce participation (increases in female
participation and two income families), and
household economic status. Time pressures upon
parents, availability and affordability of support-
ive child care, household monetary resources,
parental health-risk behaviour, and quality of
institutional supports (schools, recreation facilities,
etc.) are all cited as important influences upon child
health.

Patrick and Wickizer explore relations between
community and health in Chapter 3. Their review of
the literature begins with a discussion of
community – as place, as social interaction, as a site
of political and social responsibility. They go on to
discuss how community relations affect health,
invoking the research model of Evans and Stoddart
(Diagram 1) as a starting point for unbundling the
various social and physical environmental
dimensions of influence upon health. Under social
influences, they briefly review literature on the
following themes: socio-economic status and social
class, social stress, urban violence, social cohesion
and community character. An accompanying
appendix summarizes the results of 48 papers
concerned with various aspects of social influences
upon community health. Under the physical
environment, they discuss pollution, and rural-
urban differences in health status. An appendix
summarizing 34 studies on the physical environment
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accompanies this discussion. Next, they turn
attention to attempts to modify the physical and
social environment of a community to improve
health. This includes a discussion of the healthy
cities/communities movement, and community-
level health promotion programs. In the final part of
the paper, the authors present an organizing
framework for studying community and health, and
discuss some of the conceptual and methodological
problems faced by researchers in studying relations
between community and health. The latter include
difficulties in defining community, inherent problems
associated with causal modelling in open systems, and
difficulties in developing environmental indicators.

[We find their discussion of community, place and
social interaction rather thin. The authors draw their
inspiration from classical sociology – Durkheim,
Weber, and Park – and make no reference to
contemporary work on place and social interaction,
even though it is a major topic in the social sciences
at present.27]

King and Williams discuss race and health in the
next chapter. After summarizing health status
differences between African-Americans and whites,
the authors discuss the construction of race in
epidemiology. They note the tendency to treat race
as a naturalized category in epidemiologic research
(i.e., as if “race” actually exists as a natural category of
division between people). Such treatment hides
social issues of ideology, power, control, racism,
and historical relations, and elevates the signif-
icance of biological characteristics well beyond the
evidence. (For example, “pure” races do not exist,
and genetic differences within phenotypical groups
are greater than they are between groups.)
Naturalization also provides justification for taking
no action, as it is difficult, if not impossible (and
dangerous?), to tinker with nature. They propose a
framework for understanding the relationship
between “race” and health in which race is a proxy
for biological, cultural, socio-economic and
political factors, and for racism (each of the
primary dimensions to the model). These, in turn,
influence health practices, psychosocial stress,
environmental stress, psychosocial resources, and

medical care. All of these factors influence
biological processes, which in turn influence health
outcomes. This discussion, which concludes with a
consideration of some of the challenges of health
intervention research in Afro-American communities,
is an important contribution toward deepening
understanding of social-structural issues.

The same is true of the next chapter, a discussion
of gender, health and cigarette smoking, by Walsh,
Sorenson and Leonard. The authors argue that
gender and health relationships can be analysed
through four successively widening “lenses”; the
biomedical, the psychosocial, the epidemiological,
and the society-and-health lens. Each of these has
important implications for the types of questions
that are asked, and the types of explanations offered
to account for gender differences in health status.
The biomedical lens focuses on individual
characteristics and deficiencies – genetic endowment
and predisposition, hormone production, etc. as well
as on signs, symptoms and physical syndromes
amenable to medical intervention to explain
differences in health between men and women.
There is no real distinction here between sex (a
biological category) and gender (socially constructed
roles, behavioural norms, and cultural expect-
ations). The psychosocial lens extends the biological
to include individual and social behaviour, coping
mechanisms, sense of control and self-efficacy and
gender differences in the experience and reporting
of signs and symptoms, but maintains an
individual-level focus. The epidemiological lens
extends the analysis to include nvironmental risk
factors, such as differences in physical, economic
or social exposures. The most inclusive lens is the
society-and-health lens that seeks to account for
gender differences in health status by analysing
social processes – such as the division of labour,
distribution of power, and structure of cathexis –
and tracing the influence of these factors through
the various other levels. The authors derive the last
lens from the work of R. W. Connell,28 an
Australian sociologist who has sought to develop a
social theory of gender and power. For Connell,
cathexis is the social structural process that
“produces laws, taboos, and prohibitions that define
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normalcy, restrain sexuality, and proscribe certain
kinds of sexual acts and attachments (such as
incest, rape, homosexuality, and under-age sex)”
(p. 144). The authors illustrate how these lenses
lead to different types of explanation by examining
the case of cigarette smoking.

Marmot, Boback and Davey-Smith discuss expla-
nations for social inequalities in health, drawing from
the Black Report, the Whitehall Study, and the
work of McKeown, Wilkinson, and others discussed
above and below (see 2.1a, 2.1c, 2.1e, 2.1i).

Brenner explores relationships between political
economy (i.e., the national economy and its
interaction with government policy) and health.
[Note that Brenner uses the phrase somewhat
differently from the way it is used in Marxist
scholarship. For example, the nature of capitalism
is not discussed in this chapter, and the relationship
between political and economic spheres is treated
as distinct, whereas others writing about political
economy do not assume this distinction.29] Brenner
discusses various mechanisms through which
economic position might be (or has been) linked to
health. He then reviews macroeconomic theories of
social stratification to account for differences in
relative distribution of wealth (business cycles,
long-term economic growth, and structural and
demographic shifts), and links economic change to
changes in health status through a review of related
studies. These include relationships between
economic downturns and suicide, mental health,
infant mortality, alcohol consumption, and other
dietary behavioural change (consumption of fats
and cigarettes, etc.). Finally, he models rela-
tionships between macroeconomic change and
mortality for the United States, illustrating how
changes in the economy can be linked, through
various lag effects, to a variety of changes in health
status. His conclusions are generally consistent
with Wilkinson’s, although his analysis is
somewhat different. (For example, he places less
importance on dimensions of relative meaning.)

“Class, Work and Health” by Johnson and Hall
marks another important contribution to the
development of a population health framework.

The authors note that social epidemiologists have a
tendency to equate social class with occupation,
income or education, that is to treat social class as
socio-economic position. This view of class, which
follows from Weber, assumes a continuous,
uniform distribution of culture – that material
differences alone exist between groups. The result
of this assumption is that class effects are
simultaneously under- and overestimated among
poorer and wealthier population subgroups. In
contrast, a Marxist conception of social class is
rooted in production relations, and not in the
attributes of income, education or occupation.
Citing Therborn,30 they write: “The Weberian
question for determining what class “ belongs to is:
How much does he have? (i.e., of market
resources?) Whereas Marx asks: What does he do?
What is his position in the process of production?”
On the Marxist account, production relations
determine social community, financial and
residential resources, cultural experiences, health-
related behaviours, even life-course opportunities
open to parents and children. Thus class has
entirely different connotations. Methods for
analysis of class are also very different. The authors
illustrate how primary consequences of social class
– domination and subordination; freedom and
alienation; control and resistance; core and
marginality; and visible and invisible labour relate
to interpreting effects of social class and work upon
health, drawing from the work of Karasek and
Thorell, Marmot and others (as discussed above
and below re: work and health).

Corin’s chapter, “Context and Meaning in the
Construction of Health,” makes the point that
conceptions of health, and individual responses to
situations, conditions, and/or biological states
cannot be understood separately from the cultural
milieu in which individuals are embedded. She uses
the examples of cardiovascular disease, schizo-
phrenia and differences in health status by gender to
illustrate the point. These

indicate that adaptation does not develop in a
vacuum, and that the connotations, impact, and
degree of transformation associated with new
situations depend on the cultural framing of roles,
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values, expectations, and strategies – variables that
can themselves evolve within the passage between
different societal environments. The individual
experience is framed by, and helps to frame, such a
changing environment. And the possibilities of
adaptation also depend on macrosocial forces that
give rise to stressful circumstances and events that
constrain or support reorganization (p. 295).

A focus on meanings (semiotics and herme-
neutics) presents new opportunities for deepening
understanding of the social determinants of health,
while at the same time presents methodological
challenges to health research around fundamental
aspects of epistemology. (See also her chapter in
2.1c above.)

Bunker, Frazier and Mosteller attempt to estimate
the contribution of medical care to gains in life
expectancy and improvements in quality of life.
The authors develop a methodology, identify major
interventions appearing to make contributions to
overall length and quality of life, and discuss
various limitations to, and challenges of, making
such estimates.

In the last chapter of this important book,
“Thinking Strategically about Society and Health,”
Miller discusses some of the policy implications
that follow from previous chapters. Given the
centrality of inequality in shaping population
distributions of health status, he suggests that it is
useful to distinguish between types of inequality.
He identifies three interrelated sources of ine-
quality, arising from resource position, relational
position, and relative position. Resource position
refers to social structures through which material
resources are distributed. Income is the most ob-
vious, but not the only, means of material resource
distribution. Housing markets, investments,
pensions, services, and education are other means
of distribution. Relational position refers to social
roles and connections. Relative position refers to
distributions of power, respect and material
resources as they befall different segments of
society. [In this regard, the chapter presages the
book by Wilkinson (see 2.1i below).] Miller
discusses various approaches to economic policy

that might reduce inequalities in resource position,
and discusses various challenges faced by American
society in reducing inequalities in relational and
relative positions, which arise at the level of culture.

2.1h  Blane, Brunner and Wilkinson (1996)

Health and Social Organization. London:
Routledge.

This book was published to mark the establish-
ment of the International Centre for Health and
Society at the University of London. In the book’s
Preface, the crucial role of Fraser Mustard in
inspiring the Centre is acknowledged. The mandate
of the Centre is much the same as the CIAR’s – to
examine the influences of social, individual, physical
and public policy influences upon population health
status. In this way, the Centre marks the further
internationalization of the CIAR analysis at an
institutional level. As the book’s title suggests, the
focus of the analysis is on how social organization
influences health. The book reflects an explicit
engagement with social structure (emblematic of
the transition to the framework discussed in 1.1
above) – as a source of influence and potential site
of intervention. Among the significant develop-
ments contained in this book are the various
references to social capital and the ecologic foot-
print, the theorization of family relations and
lifelong impacts of secure and positive starts to life,
integration of work-family-life circumstance-
location-biology as simultaneous moments of risk,
and the explicit call for redeployment of resources
in the service of health within (U.K.) social policy.

The book consists of 16 chapters, and is divided
into four parts plus an introductory chapter by the
editors. The introduction clearly describes the
required shift in focus from individual behaviour
(The Behavioural Impasse) to social structure (The
Return of Structure). The purpose of the book is to
help facilitate such a shift of focus.

Part I is devoted to the policy problem, and
contains three chapters. The first, by Syme (To
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Prevent Disease: The Need for a New Approach), is
similar to his earlier Daedalus contribution (see
2.1d). The next chapter, by Blaxter, raises again the
thorny issue of what health care services can do to
improve health and reduce inequalities if the major
influences are associated with social factors. She
discusses three aims of service provision: equity,
effectiveness and efficiency. Within the national
health service (NHS) there are demonstrated
inequities in access arising from forms of payment,
disease status, location, culture and ethnicity, etc.
The tools for measuring effectiveness of services
– i.e., their impact upon health status – are very
crude and there is little community-based research
on outcomes of specific interventions. Efficiency is
also inherently problematic, but to the degree that it
is possible it must grapple with the distribution of
risk factors, and not merely their frequency. Health
policy ought to make tangible contributions to
reducing inequalities in health, to achieve efficien-
cy. On principle, health care providers must advocate
for reduced inequalities. Marmot’s chapter describes
social patterns of health and disease drawing from
previously presented evidence (2.1c Marmot and
Mustard, 2.1e Marmot).

Part II is called “Environment and Economic
Growth” and contains three papers. Tarlov
discusses the sociobiological translation – the
interface between social relations and biological
response. Figure 5.3 illustrates a model for thinking
about that connection. Identity and expectations,
and how these mesh with individual experience
throughout the life course, sets up a reality-
expectation dissonance, which in turn influences
the biological responses triggered in the brain.
These impact upon bodily systems and functions.
Identity is defined as “a personality trait that
informs an individual who he is and where he
belongs in the social structure”(sic). Identity forms
early in life and is formed by age 18. Inequalities in
housing, education, employment, combine with
[that is, shape and are shaped by] interpersonal
experiences of social acceptance, friendship
networks, work relations and circumstances, etc.
Experience of inequality is thus embedded in a
landscape that reproduces social inequalities in

health. Integrated policies addressing the various
dimensions of these relations are needed to cope
with the realities of this analysis.

Hertzman discusses the longer term health
consequences of environmental degradation and
resource depletion – global consumption. The
metaphor “ecological footprint” is used to describe
the different ways that people of wealthier and
poorer countries appropriate the ecologically
productive portion of the earth’s natural resources.
Energy consumption is highly and negatively
correlated with infant mortality. This raises the
question of whether wealthy societies can maintain
their health status while consuming less of the
world’s ecologically productive resources? Evi-
dence from Eastern Europe does not present an
optimistic scenario. On the other hand, animal
models are at least suggestive of the processes
through which the sociobiological translation
conditions health, and the work of Putnam and
others on social capital suggests that a greater
quality of life might be achieved through the
nurturing of trust relations between people, and
opportunities for association.

Wilkinson explores a central paradox of social
inequality and health: why is inequality between
countries not highly influential in shaping health
status at the international level but highly influential
in doing so at the intranational level? Wilkinson’s
answer is the same as in 2.1e; i.e., that the effect of
material circumstance is relative, not absolute.

In Part III, five papers address the theme of the
family and the life course. Fongay discusses the
influences of patterns of attachment between
children and parents, and how this influences life
course experiences. Early experience with care-
givers gives rise to stable patterns of response to
distress based upon expectations of the caregiver’s
reaction by the child. Secure attachments contribute
to the development of positive identity, adaptive
coping skills and social competence. Caregiver
behaviour is a vital component of attachment
formation that may be amenable to thoughtful inter-
ventions. And known determinants of attachment
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are differentially distributed in society. The impli-
cation of the analysis is that early childhood
intervention is critical to improving population
health. Among the specific interventions likely to
promote responsible parenthood are: 1) planning
for parenthood; 2) delaying adolescent pregnancy;
3) expanding educational programs on parenting;
and 4) community-based parent support. Key
elements of success of these programs involve:
continued engagement of parents, interventions
that are adaptable to the needs and situations of
individual families, increasing understanding of
child development and child relationships,
providing models of parenting, teaching new
parenting skills, providing support networks, and
facilitating access to community resources. More
globally, family-friendly workplace policies, state
provision of high-quality child care, better
management of existing child care resources, and
community-based networks of child care programs
will contribute to improved health outcomes.

Wadsworth describes how health capital, the
store of biological resources one has to draw from
over the life course, is conditioned by the legacy of
the mother (in prenatal development), from both
parents (genetic endowment and postnatal care),
and from the wider social and physical environ-
ment. The biological legacy of the mother is likely
to have a profound effect, as demonstrated by the
work of Barker and colleagues, who found risk of
death from heart disease and risk of diabetes to be
strongly associated with birth weight. Various
other sources are cited in support of this line of
reasoning. Postnatal development has a similarly
profound impact. Evidence suggests that a poor
start can set crucial limits to health because the
early period influences are so strong. The effects of
educational experiences early and throughout life
need to be evaluated. Effective social organization
will contribute to increasing stocks of health
capital.

Blane, White and Morris demonstrate the striking
relationship between education, deprivation and
health status (Figures 10.1-3). They argue that
school systems as currently organized do not do

much for alleviating inequalities in social structure,
nor have reforms to the educational system over the
1980s seemed to have produced much positive
effect upon health status. Health policy needs to
address this problem.

Building upon the previous three papers, Power
et al. illustrate the transmission of social and
biological risk across the life course. Evandrou
presents evidence to suggest that persons who pro-
vide informal, unpaid care to sick, handicapped or
elderly family members may themselves be more
likely to be unwell or report poorer health status.
Given the unequal distribution of health status, the
influence of the state off-loading care onto unpaid
carers doubly impacts poorer groups.

Part IV contains three papers on work, the labour
market and health. Marmot and Feeney present data
from the Whitehall studies and theoretical models
from Karasek and Theorell, and from Karasek to
outline the influences of the workplace upon health.
(As in 2.1e and 2.1c) Bartley et al. present evidence
to show that work insecurity – the threat of job loss
and lack of optimism regarding job prospects – is
linked to poorer health status among young men
(age 33). At a relatively early age, the socio-
structural effects of employment, its availability
and the conditions of work and its security have
demonstrable impacts upon health. There is also
evidence that selection plays a role in shaping
experiences (reversed causality – poor health leads
to job insecurity).

Brunner develops a sociobiological translation
model for heart disease among office workers. Here
the interactive communication of the nervous,
immune and endocrine systems are traced in
relation to the differential distribution of job stress
among office workers.

Part V, entitled Policy Integration, contains one
chapter by Mustard, which discusses the point
raised earlier by Hertzman; health and social
capital. By implementing what is known about the
policy implications of the population health
framework, we might improve the quality of life
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and overall measures of health status in society.
Increasing stores of social capital most generally is
one hopeful path to improved population health and
well-being.

2.1i  Wilkinson, R. G. (1996)

Unhealthy Societies. London: Routledge.

Following from 2.1g and 2.1h, this book marks
the transition from population health research to a
population health framework. The central orga-
nizing theme is the corrosive effect upon health of
social inequalities within populations. The pathways
through which this effect is distributed are, of course,
manifold, as demonstrated by the above discussion.

Impact upon health is not entirely or exclusively a
matter of material inequalities – it does not reduce
to income or economic circumstance, but material
distribution has an overwhelmingly important
impact. Identity, power and control, ability to
meaningfully participate in the routines of daily
life, a sense of hope about the future, perceived
self-worth relative to others, friendships, commu-
nication skills, and various other aspects of
individual behaviour and perception are thought to
be the ultimate influences upon health, as mediated
by or conditioned through individual biology.
Economic opportunities play a crucial role in
shaping the meanings attached to position in the
social hierarchy directly (through the exercise of
choices made possible by money) and indirectly
(through conferring social status). The exchange
value of money also allows the individual direct
access to material goods required for sustenance
(food, shelter, clothing, etc.) that are distributed
across society. Ultimately, these pathays operate
through the level of culture, for it is here that
experiences are shaped. To be sure, a physical/
material base is required to have a source of
sustenance. But how resources are shared, one’s
entitlements and expectations, rituals and beliefs...
all operate at the level of social construction, and
through the distributive mechanisms of power and
knowledge, materiality and meaning.

This book tries to organize the broad base of
population health research within a coherent
complex of mechanisms arising from inequalities.
Wilkinson is unequivocal in his conviction that
the afflictions of inequality create unhealthy
societies. Health status is most profoundly shaped
by social structure. Improvements to health will
only come by changing social structure to
increase equity.

The book is divided into five parts. In Part I, “The
Health of Societies,” Wilkinson demonstrates why
health is a social as opposed to medical science,
with reference to social determinants in the first of
two chapters. In the second, he discusses the
epidemiological transition as above (2.1e). In the
two chapters that constitute Part II, he revisits the
paradox of wealth not being related to inter-
national differences but being strongly related to
intranational differences in health. He also
describes the limitations of individually based
behavioural explanations for health status ine-
qualities.

In Part III, he discusses how social cohesion,
ability to participate meaningfully in social
relations, and the like influence health status, citing
such examples as the town of Roseto, Pennsylvania
– where associationalism and social cohesion were
shown to protect town residents from heart disease,
the work of Putnam and its implications for health,
and the cases of Eastern Europe and Japan as
studies in contrast. He then goes on in the next
chapter to discuss the anthropological literature
regarding the importance of gift exchange and
social belonging among cultures around the globe.
The central message is that, as social beings, we
need to have positive displays of caring, trust and
association. These contribute to social cohesion. In
the next chapter he documents signs that society is
disintegrating, which he argues will have negative
impacts upon health status.

Part IV, “How Society Kills,” is given over to
discussion of the sociobiological translation of
materiality and meaning into biological response.
(As above 2.g, Tarlov, Brunner and Marmot.)
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Part V, “Redistribution, Economic Growth and
Quality of Life,” revisits arguments he has made
previously about the error of pursuing economic
growth instead of relative equity in distribution.
Social capital is held out as the way in which we
might put Humpty Dumpty (the welfare state) back
together again.

2.1j  Canadian Journal of Public Health
Commentary (86[3]:162-8;1995)

2.1j(i)  Frank, J.W. (1995)

Why “Population Health?” Canadian Journal                             
of Public Health                            86(3):162-4.

This brief commentary was intended to describe
what the label “population health” means, and how
it differs from “public health” and “community
health,” to an audience of public health professionals.
There are four parts to the commentary. In the first,
Frank briefly states the main tenets of what he
refers to as the CIAR population health framework
(with citation of 2.1c):

• the major determinants of the health of
populations in economically developed countries
are social, cultural and economic factors, not
health care;

• societies with the greatest degree of equity in the
distribution of material resources enjoy the
highest levels of health status as measured by the
usual indices constructed from routinely collected
data (life expectancy, infant mortality, etc.);

• at the individual level, the interplay between
one’s socio-economic circumstances and one’s
psychological resources and coping strategies
have a much greater influence upon health than
was recognized in earlier epidemiological studies
of chronic diseases (especially coronary heart
disease [CHD] – Framingham, MRFIT, etc.). The
organization of work, for example, is now known
to profoundly affect health status;

• early childhood development is a crucial period
with potentially lifelong consequences upon

health status. Health status is by no means “fixed”
by this period, but it is deeply condi-tioned;

• given the above, health policies must take a
broad, multi-sectoral view, and not simply focus
on health care (however effectively and effi-
ciently organized);

• new insights are most likely to come from
interdisciplinary mixes of researchers focussing
on both the individual and societal levels, using
both qualitative and quantitative methods.

In the second section (entitled “So What’s New
Here?”), Frank points out that public health
professionals have long recognized the influence of
the social environment upon population health, so
in this sense it does not mark any radical departure
from public health. However, with the rise of
biomedicine and its obsession with the human
body and specific disease, the significance of
these public health insights has been under-
appreciated. Thus population health represents a
validation of public health and a return to its
historical roots. At the same time, it underscores
the need for those in public health to examine
critically social inequalities and the policies that
maintain them (the focus of section three of the
paper, “An Added (Re)emphasis”). The objective
is to change these social factors to reduce
inequalities in health.

In the last section of the paper, Frank argues for
the need to maintain a community focus (again,
identified as a long tradition within public health).
He concludes that “population health” is entirely
consistent with public health, supporting its basic
principles, providing new data and the
opportunity to renew and refocus the commit-
ment of public health workers to health and
social justice.

2.1j(ii)  Labonte, R. (1995)

Population health and health promotion: What
do they have to say to each other? Canadian                
Journal of Public Health                                         86(3):165-68.
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This commentary follows directly after Frank’s,
but it is not a response or reply to it. Rather,
Labonte fashions his own interpretation of what the
label “population health” means, and how it relates
(or fails to relate) to the principles of health
promotion. Given the rise of population health, and
its eclipsing of health promotion, Labonte desires to
expose assumptions contained in population health
that might be at odds with the principles of health
promotion.

He begins by outlining the basic principles of
health promotion. While health promotion itself is a
“contested domain” that lacks a singular definition,
Labonte identifies six basic principles of health
promotion practice (the first three of these are taken
from Baum [1990 and 1993]):

• health promotion is collectivist;

• health promotion questions the dominance of
economic rationalism in public policy (i.e.,
individual economic gain is rational and benefits
the entire society);

• health promotion rejects professional dominance;

• health is uncoupled from disease;

• power is central to practice relations (i.e., the
“power-over” tendencies of professionals and
bureaucracies are transformed into “power-with”
relations with communities and individuals);

• health promotion is explicitly concerned with
values and a vision of a preferred future.

He then identifies two “claims” made within the
population health discourse that require closer
examination. First, that “epidemiology is (or should
be) the science of public health/health promotion, a
claim reflected in its calls for extensive research into
the determinants of health framed exclusively in
epidemiological methods”; second that “economic
growth should be the superordinate policy priority,
expressed in CIAR’s critique of health care
expenditures as economically unproductive and the
need for more investment in the ‘wealth generating’
sector of tradeable goods and services” (p. 165).

Regarding the first concern, Labonte charges that
the explanatory bridge epidemiology attempts to
build between the individual and society collapses
into a focus on disease processes and individual-
level explanations within the biomedical paradigm.
For example, while smoking is known to be class
related, the causes of social class are not discussed
within the epidemiologic literature. Moreover, there
is a tendency to privilege the positivist methods
employed by epidemiologists as the only kind
worthy of the mantle “science.” The related
postures of “objectivity” and “value-freedom”
within this paradigm divert our attention away from
issues of social relations (racism, for example, as
being a major health issue), in favour of “proving”
that individually-based activities such as smoking
are the most pressing health issues. Also, this type
of rationality ignores the meanings people make of
their lives, as in the case, for example, of people
feeling “empowered” when they smoke. Human
agency and social theoretical critiques of capital-
ism, gender and environmentalism are left out of
epidemiological analyses.

Labonte’s second concern is the CIAR’s model of
economic growth. It should be noted that this model
of economic growth does not formally appear in
2.1c. Rather, Labonte’s comments refer to the
discussion on page 16 of the document Nurturing
the Determinants of Health (Premier’s Council on
Health Strategy, 1991 – see 3.1a). The model was
also incorporated into many of the talks on
population health given by J. F. Mustard over the
period 1992-95. The model distinguishes between
wealth-generating activities (tradeable goods and
services) and those activities, such as health care,
that consume societal resources without generating
wealth. Without continued growth in wealth-
generating economic activities, the argument goes,
societies will not have the resources to spend on
services like health care.

Labonte argues that this model of economic
growth (“perhaps the most problematic aspect of
population health discourse”) is troubling for at
least four reasons. First, it fails to value the
contribution of caring to overall levels of pop-
ulation health. Second, presenting health care as a
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consumer of wealth, while at the same time
arguing that health care has little impact upon
overall levels of population health, feeds into the
neoconservative/liberal obsession with deficit
reduction and the related agenda of downsizing the
state (i.e., population health as right wing political
discourse). Third, in presenting economic growth as
de facto good, and in the absence of a critical
analysis of capitalism, there seems to be a blindness
as to the root causes of income inequality, which
figures so prominently in the CIAR’s analysis of
major health “determinants.” Finally, Labonte
questions the ecological limits of economic growth.
Japan’s economic growth, for example, which also
figures prominently in the CIAR analysis, was
attained at great environmental expense by the
rest of the world (particularly in Southeast Asia
– Blomley’s distant others in 2.1b). Just as Marmor,
Barer and Evans criticise health promotion for
healthism – i.e., defining all aspects of life and public
policy as having a health component – Labonte
charges that the CIAR’s focus on economic growth
breeds “economism” – the belief that all public
policy should be subordinate to sustained economic
growth and increased prosperity.

2.1k  Miscellaneous Papers

2.1k(i)  Green, L. W. (1994)

Refocusing health care systems to address both
individual care and population health. Clinical
Investigative Medicine 17(2):133-41.

Green argues that population health involves a
different set of investigative methods, decision-
making procedures, and assignment of respon-
sibility for action than those typically used in the
health care sector. In particular, population health is
less concerned with individual level outcomes of
care and more concerned with community-level
outcomes. The way for health care systems to be
more responsive to this need is to decentralize
decision-making authority to the community level,
reorient medical schools to give greater attention to
promoting health in the community, and engage a

broader range of disciplines in health research and
action.

2.1k(ii)  Rafuse, J. (1995)

Population-health concept challenges dominance
of clinical medicine. Canadian Medical
Association Journal 152(2):242-5, January 15,
1995.

This article seeks to understand the implications
of the population health approach to medical
practice. The author argues that the “emerging
policy concept of population health challenges the
dominance of clinical medicine in health care”
(p. 242). Rafuse describes population health as “a
broad framework for studying the determinants
of health, health outcomes and health inter-
ventions” (p. 242). She notes that a paper
prepared by the CMA’s Department of Health
Policy and Economics indicates that population
health “has a broader focus than epidemiology,
which has been defined as ‘the health of any given
population,’ because population health also com-
prises health promotion, determinants of health,
the principles of equity, multidisciplinary research,
health-information systems, outcomes and edu-
cation” (p 242). Rafuse cautions, however, that
population health “should not be confused with
purely public-health activities, illness prevention or
health promotion” (p. 242).

Nevertheless, in a section addressing the use of
population health concepts in physicians’ offices,
Rafuse presents three suggestions made by
Dr. Steve Corber (MHO for Ottawa-Carleton) for
physicians to integrate population health into
individual practices:

• Be aware of general health problems in the
community, such as prevalence of hypertension,
diabetes, smoking-, alcohol- or nutrition-related
illnesses, or occupational hazards.

• Find and use community resources to support
health promotion for patients (e.g., resources kits
promotional materials, support groups, educa-



Population Health as Academic Discourse

33

tional materials, etc., from hospitals, disease-
specific societies, governments, etc.).

• Advocate for health promotion and disease
prevention programs, like family-planning
programs, for instance. Use the public’s respect
for physicians to garner support.

2.1k(iii)  Vail, S. (1995)

Clarifying population health. Canadian Nurse
91(7):59-60, August 1995.

Vail’s review of population health is directed to
the readership of Canadian Nurse, and conse-
quently focuses on its implications for that group of
health care workers. He cites the Federal/
Provincial/Territorial Advisory Committee on
Population Health definition of population health.
He then goes on to say that on a “more practical
level,” population health is being used to refer to
two different activities: “(1) research on the deter-
minants of health; and (2) as a framework for
developing strategies and allocating limited health
resources more effectively” (p. 60). He broadly
reviews the activities and perspectives of the CIAR
and the FPTACPH, saying that “by targeting health
determinants, the aim is to reduce health problems,
improve health status, and reduce expenditures on
health problems” (p. 60).

Addressing part 2 of his distinction of different
“population health” activities, he says that more
and more frequently governments say they are
taking a population health approach. They believe
that such an approach can assist them to “control
health care costs, and respond to the fact that the
health status of some populations (e.g., persons on
low-income) has not been increasing” (p. 60).

Some critics of the population health approach,
he claims, “believe that population health is a code
for cuts to health care budgets. They fear govern-
ments are using it as an excuse to justify unpopular
decisions as part of their health care reform and
deficit cutting activities” (p. 61). He counters this
by asserting that adopting a population health

approach should not mean the end to adequate
health care funding, and that it is necessary to
achieve a balance between dealing with the causes
of ill health and treating ill health.

Another uncertainty about population health,
claims Vail, is “that it involves so many factors
affecting our lives that it becomes difficult to
grasp” (p. 61). This breadth also implies the need
for an intersectoral approach to health policy – a
shared responsibility between many government
departments. In addressing the implications of
population health for nurses, he reverts to a rather
more modest reading of population health. Nurses,
he claims, “can conduct population health research
to better understand how well-being can be achieved”
(p. 61). Strangely, he also suggests that a way
nurses can implement population heath strategies is
to work with individuals, families and communities
to take “ownership of the factors affecting health,”
without adequately outlining what that would mean
(p. 61). Additionally, he argues that nurses are well-
placed to work collaboratively with other sectors to
address health problems, given that intersectoral
cooperation is one of the five principles of primary
health care. Finally, he argues, nurses can advocate
public policies that support well-being and encour-
age all levels of government to adopt them.

2.1k(iv)  Hayes, M. V. (1996)

Editorial. Health and Place 2(1):I-iii.

An editorial inviting contributors to Health and
Place to further the “population health” analysis by
taking on research and policy analyses based upon
notions of identity and personal experience, power,
the body, the state, the environment, etc. and
rooting these firmly in place. The editorial claims
that much writing in population health and
traditional epidemiology abstracts individuals from
the context of their daily lives. Consequently, it
leaves the social environment grossly under-
theorized. Various examples of how place is treated
within the epidemiological literature are cited to
make the point. Within the social sciences, scholars
have written extensively on the routinization of
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daily life, and how power relations simultaneously
unfold in different ways across space (Anthony
Giddens, Michel Foucault, David Harvey, Edward
Said, and Henri Lefebvre are mentioned). Over-
coming disciplinary boundaries of language and
conceptualization is one major challenge facing
integration of social science and health research
traditions.

2.1k(v) Saunders, L. D., M. I. Wanke,
T. W. Noseworthy and S. J. Shores (1996)

Identification and Assessment of the Current
Status of Population Health Research in
Canada and Identified Countries. Report
prepared for the Federal/Provincial/Territorial
Advisory Committee on Population Health.

For the purposes of this review of population
health research, Saunders et al. define population
health as

the health status of the population in the aggregate
as measured against indicators in five categories:
social and economic development, personal health
practices, individual capacity and coping skills, and
health services (p. 2).

This sets the context for their review, whose
objectives were: first, to identify the extent, nature,
and trends in existing population health research
in Canada, the United States, Western Europe,
Australia and New Zealand; second, to analyse the
capacity of the information to assist in population
health policy and program development aimed at
improving health status; and third, to recommend
areas where population health research should be
encouraged in Canada.

The authors sought to identify existing research
on health status outcomes as related to health
determinants in Canada; the major determinants of
health and disease in Canada and other Western
countries; and, the success of interventions in
Canada and other Western countries toward
improving population health outcomes. They found
that ill-health outcome measures (mortality and
morbidity) have been researched far more than

measures of health (physical and mental func-
tioning, quality of life). Certain topics are well-
researched, the authors found, and not priorities for
further primary study (e.g., associations between
income differentials, smoking, diet and exercise).
For nonmedical determinants, studies of etiology
are more common than studies assessing the
effectiveness of interventions or programs and
services outside of the health care system. Finally,
the authors found that meta-analyses are at an early
evolutionary phase in population health, and are
relatively few in number.

Saunders et al. argue that the capacity for existing
population health literature to inform health policy
and program development is limited by: 1) the lack
of evidence surrounding the relative importance of
different determinants and the effect of their
interactions on good health and well-being; 2) the
lack of understanding of the mechanisms by which
such determinants as income differentials affect
health; and 3) the lack of studies demonstrating the
effectiveness of interventions on socio-economic
and personal characteristics, such as coping and
resilience. Finally, they argue that “strategic direc-
tions for original population health research could
be improved by a comprehensive initiative to
synthesize the available evidence” (p. 1).

The authors recommend that original research be
undertaken in the following areas: a) longitudinal
studies of health, function and illness across the life
cycle; b) the mechanisms through which well-
established associations (e.g., income disparities
and health) operate; c) the measurement of func-
tionality, quality of life and well-being rather than
of morbidity and mortality; d) studies of the
effectiveness of strategies aimed at influencing the
determinants of heath status; and e) population-
based surveys to measure trends and assess results
of societal level interventions.

2.1k(vi)  Poland et al.

Wealth, Equity and Health Care: A Critique
of a “Population Health” Perspective on the
Determinants of Health (forthcoming). Social
Science and Medicine.
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This paper expands the review and critique of
2.1c (Why Are Some People...) by the Critical
Social Science in Health Group [see 2.1d(v)
(Coburn et al.) above]. The focus of this analysis is
the paper by Evans and Stoddart (Producing
health...), although comments also refer more
generally to the CIAR analysis. The paper has two
parts. Part I contains an “internalist critique” of the
Evans and Stoddart paper, in which the internal
adequacy of its arguments are challenged. Poland et
al. argue that the Evans and Stoddart paper lacks
reflexivity with respect to the implicit assumption
that knowledge (evidence regarding “deter-
minants”) alone will lead to a more “rational”
allocation of societal resources. Because Evans
and Stoddart themselves do not take an explicit
stand regarding the relative role of material
inequality vis-à-vis economic growth in influ-
encing population health status, the paper easily
lends itself to the interpretation that investments
in health care are unproductive and wasteful of
precious resources. This fits well with neo-liberal
politicians and ideologues who seek to drastically
cut back the welfare state. The authors also claim
that Evans and Stoddart underestimate the relative
contribution of health care to overall levels of
population health status. Furthermore, the poor
differentially benefit from health care services
because health status declines with decreasing
incomes or material resources. As the Evans and
Stoddart paper makes no specific statement as to
where resources might be cut within the health care
sector, or about which programs might be most
effective in improving the health status of identified
groups, the general call for reductios in
expenditures might make the health status of the
lowest income groups significantly worse.
Reduction of state funding for health care is
typically met with increased private contributions
(either direct monetary contributions or contri-
butions in kind, such as time), which again would
differentially fall upon the poorest groups (the
working poor, for example). There is no guarantee
that the “savings” accrued from reduced expend-
itures on wasteful services would be “reinvested” in
other health-producing sectors benefitting the least
healthy groups.

Poland et al. also question the relationship be-
tween health and wealth presented in the Evans and
Stoddart paper, which they argue appears to derive
from three elements: the McKeown thesis, Japan’s
economic success, and the Whitehall studies. With
respect to the McKeown thesis (that medicine has
not contributed significantly to the rise of modern
populations, but changes in social conditions have),
they note that others have criticised McKeown’s
interpretation. Changes in social conditions did not
“just happen” and did not happen uniformly. Nor
were they a necessary consequence of changes in
production. Rather, they happened as a result of
social struggle and the actions of organized labour.
Japan’s economic development, health status
indicators, and state funding on health care are used
to argue that it is possible to spend less on health
care and obtain higher levels of health status
through continued and sustained economic growth.
But this interpretation hides many important points
– the significant portion of health care that is
provided privately in Japan; the cultural “costs” of
this (especially to women, the main caregivers in a
patriarchal society); the relationship between
corporations and workers in which corporations
make a long-term commitment to workers; the
environmental costs to other countries of Japanese
investment; and the role of “distant strangers” in
the economic “success” story. The Whitehall
studies are gender-blind, do not take account of
family composition, and likely reveal more about
inequity than about job satisfaction. Together, the
evidence does not support the emphasis on eco-
nomic growth it receives in the Evans and Stoddart
analysis. Poland et al. argue (following Wilkinson)
that material inequalities are more important than
economic growth in improving overall health status
and reducing inequalities in health status between
social classes.

In the last of Part I, the implicit social theory
contained in the Evans and Stoddart paper is
questioned. The authors note that not a single
reference is made to capitalism in the paper. A
liberal view of society is presented, as evidenced by
the lack of a single reference to radical critiques
about power, capitalism, or the state. They also
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claim Evans and Stoddart present an a-historical
account of how inequalities in health or the
powerful position of biomedicine have come to be.

In Part II, the authors offer an “externalist
critique” as an alternate explanation for inequalities
in health, based in political economy. The historical
materialist account places less emphasis on the role
of health care providers, and greater emphasis on
the broader social context of power relations, bound
up in the interests of capitalists and elites, in the
historical development of public policy.

2.1k(vii)  Love et al.

Gender and Its Inter-relationship with Other
Determinants of Health. Paper presented at the
5th National Health Promotion Research
Conference on Gender and Health. Dalhousie
University, Halifax, July 1997.

This paper explores ways in which gender is
presented in two books, Why Are Some People...
and Wilkinson’s Unhealthy Societies. The critique
is written by members of the Critical Social Science
in Health Group at the University of Toronto. The
authors note the general tendency of epidem-
iologists to “describe the subject pool and data
analysis using ‘sex’ as a variable.” In so doing they
fail to distinguish between the biological properties
of males and females (sex) and the array of norms,
values, expectations and behaviours ascribed to
male and female bodies (gender).

Gender is readily understood as socially constructed
and hence culturally and historically variable, but
sex is typically regarded as having an objective and
indisputable natural foundation. The problem is that
sex and gender are analytically but not practically
distinct because gender is a category derived from
sex and gender is, as Kaschak (1992) argues, the
first moment of identity (p. 1).

Their critique of Why Are Some People... is
levelled mainly at the Evans and Stoddart paper,
and contains many of the points in 2.1k(vi)
(Poland et al.). Their model [Diagram 1] suffers
from the “pathology of flowcharting” in which such

a “model” substitutes for actually describing,
theorizing, and explaining phenomena. Boxes
labelled “health care,” “physical environment,”
“individual response” and “prosperity” do not have
well-developed referents in the text. This is particu-
larly important in relation to gender. Who are the
health care workers most likely to be impacted by
job loss as a result of redeploying health care
resources? The least powerful workers, dispropor-
tionately women. Within the private domain of the
home or family, who will, and be expected to,
provide the care currently provided through health
care? Disproportionately, women.

Their critique of Unhealthy Societies involves
three major points. First, the international data
Wilkinson uses to demonstrate the importance of
both relative and absolute income masks questions
of the distribution of income across gender within
countries. This is a surprising oversight given his
claim that the healthiest societies are also the most
egalitarian and socially cohesive. Second, Japan
and Sweden are presented as exemplary models of
healthy societies because of their low mortality
rates, but his discussion largely involves quality of
life (i.e., health is presented more as quality of life
than as something unspecified but measurable by
mortality rates). “[H]is failure to enquire into the
position of women in these societies is an egregious
error” (p. 11). Third, “family” is treated in a taken-
for-granted manner, as a “haven in a heartless
world.” Family conflict is linked to income, yet
family violence involves much more than income.
And males are much more violent than females
regardless of the level of violence that exists within
countries. How is the gendered nature of violence to
be explained, if it is only social cohesion that is
involved in the production of violence? Also, “the
family” is code for the traditional nuclear family
implicit in the analysis. Yet many other types of
families can be identified.

Both books discuss policy implications of the
population health perspective. Yet their blindness
toward gender raises questions about both the
motives behind calls for reduction in health care
expenditures and in the actual impact suggested
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reforms would have upon women. They suggest
that a gendered analysis is much needed within the
population health perspective.

2.1l  Use of Label, Different Analysis

2.1l(i)  Anonymous (1994)

Population health looking upstream (refocusing
epidemiological studies) (Editorial). The Lancet,
343(8895):429-30. February 19, 1994.

This editorial does not directly address the
population health perspective as developed through
the influence of the CIAR. Rather, it discusses the
Leeds Declaration, a document emerging from a
workshop organized by the Nuffield Institute for
Health, University of Leeds, which advances 10
principles for action on population health research
and practice. Many of the themes in the Leeds
Declaration are, however, to be found in the pop-
ulation health perspective. For example, the
Declaration’s first principle urges for a focus
“upstream” – referring to “the metaphor about the
villagers who devised ever more complex tech-
nologies to save people from drowning, rather than
looking up-river to see who was pushing them in”
(p. 429). The Declaration suggests that there is a
need to move away from “the almost exclusive
focus on individual risk, toward the social structures

and processes within which ill-health originates, and
which will often be more amenable to mod-
ification” (p. 429).

From a research perspective, the editorial focuses
on the Declaration’s call for more interdisciplinary
research, and its acknowledgement of the limita-
tions of experimental and other current quantitative
research models of population health. Finally, the
editorial highlights the Declaration’s call for
research to explore the factors that keep some
people healthy despite the most adverse circum-
stances. The focus required, the editorial claims, is
on “salutogenesis – the causation of health rather
than of disease – and on the development of an
epidemiology of health to study the population
aspects” (p. 430).

2.1l(ii)  Dean, K. (ed.) (1993)

Population Health Research: Linking Theory
and Methods. London: Sage.

Although ostensibly about the same issue as
discussed in this review (assessing major influences
upon the health of human populations), this book
does not engage the population health perspective
as described above. It is a technical discussion of
issues in statistical inference, measurement and
modelling of large-scale data sets.
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3.0  Introduction

In the last half of the 1980s, “health promotion”
was the dominant policy paradigm of public health
in Canada. The very fact of the Ottawa             Charter on
Health Promotion demonstrates the type of support
given the paradigm in this country (and the incredi-
ble influence Canadian-based activists, researchers
and health workers had in shaping the discourse).
However, over the course of the 1990s, population
health has eclipsed health promotion in the rhetoric
of contemporary health policy. This is not to say
that health promotion no longer exists as either a
discourse or a set of practices – people still work in,
and identify with, health promotion, and many
health promotion programs continue to receive
funding. Nor does this imply that there is consensus
among practitioners and policymakers that one dis-
course is “better” than the other. We also do not
wish to give the impression that health promotion
and population health are completely separate dis-
courses – there is considerable interpenetration of
ideas and motive between the two, as discussed in
greater detail in the next section. However, it is the
case that the label “population health” (and its
attendant perspective) features more prominently
than the label “health promotion” in policy-related
documents of the 1990s.

Why population health now figures so promi-
nently in health policy rhetoric is an interesting
question – one which we cannot explore in detail
here. It may be, as one reviewer of an earlier draft
of this paper suggests, the result of a timely acci-
dent. Most of the members of the CIAR population
health group were advising policymakers before
joining the group. Thus they already had seats at
policymaking tables. In trying to ascertain the con-
tribution of health care relative to other forms of
public investment within the welfare state, the

analysis they developed (or were developing) filled
an important gap in the Lalonde report. The con-
nection between the social environment and
biological pathways (the sociobiological transfer)
added empirical and theoretical weight to factors
identified – but assumed away as prerequisites – in
the Ottawa Charter. Thus the limits of treating
health promotion as solely the attempt to change
individual behaviour (as many institutionalized pro-
grams did – despite a wider undertanding held by
proponents of the analysis) were exposed (and
perhaps viewed as shortcomings of health promo-
tion itself by policymakers and researchers). The
necessary link between social structure and
health – not a new observation, but one that figured
prominently in the population health analysis –
provided important ammunition to advocates of the
welfare state, who were under siege at this time in
the climate of deficit reduction and neo-
conservative economic evangelism. For policy-
makers, it provided a macro-policy “blueprint” at a
time when there was a collapse in public policy
frameworks. At the same time, claims made by the
group31 – that health care has relatively little impact
upon health status (or at least less impact than other
forms of investment or activity) and that sustained
economic growth is essential to improving overall
levels of health status – likely appealed to neo-
conservative sensibilities and interests.

Whatever the specific reasons, population health
is embraced by policy rhetoric. While one would be
hard-pressed to find a clear example of a specific
change to social welfare policy federally or provin-
cially that has been driven by the population health
framework, various documents engage the dis-
course, some even recommending that such policies
be adopted. Also, resources to support population
health research have been made available to
specific groups (for example, researchers at the

3   Policy-related Responses:
Selected Government Publications
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University of Manitoba, the University of British
Columbia, the University of Toronto) and more
generally to academic researchers (through, for ex-
ample, the National Health Research Development
Program and B.C. Health Research Foundation).
Also, activities undertaken by state agencies have
been influenced by a population health perspective,
as the National Forum on Health and the National
Population Health Survey indicate.

Below we provide a brief discussion of govern-
ment documents that reflect the population health
perspective. (These documents do not necessarily
exclude or reject health promotion.) We have in-
cluded them in our review to give the reader an
indication of the type of penetration population
health has had in policy discourse. This review is
not presented as exhaustive of all policy-related
documents.

3.1  Selected Government
Documents

3.1a  Premier’s Council on
Health Strategy (1991)

Nurturing Health: A Framework on the
Determinants of Health. Toronto; Queen’s
Printer.

The Premier’s Council in Ontario was the first
provincial body to openly engage the discourse of
population health. This report in particular is deeply
influenced by the CIAR analysis as it was at the
time. The purpose of the report was to identify the
concept of health and its major influences that
would guide the further development of the health
goals proposed by the Panel on Health Goals for
Ontario in Health for All Ontario (1987, Toronto;
Queen’s Printer). The first and last figures of the
Evans and Stoddart chapter of 2.1c (Producing
Health, Consuming Health Care) are re-presented
as the “framework on the determinants of health.”
In the space of 20 pages main points of the CIAR

analysis are briefly presented. The document
focuses on research supporting links between
health and various other factors organized under
the following four headings: social environment
and health (health care, the organization of work,
unemployment, social networks, early childhood
development); the physical environment (occu-
pational health, motor vehicle injuries and air
pollution); psychoneuroimmunology; and produc-
tivity, health and wealth. Regarding the latter, the
social gradients in health status are discussed, as is
the relationship between disparity in income
within societies and inequities in health status. The
economy and health is also discussed, and a simple
model of the economy is presented (a critique of
this model is provided by Labonte in 2.1j[ii]).
Finally, some implications of this view of health for
public policy are discussed. These relate to healthy
child development, labour markets, and environ-
mental policy.

3.1b  The Report of the British Columbia
Royal Commission on Health Care
and Costs (1991)

Closer to Home. Government of British
Columbia; Government of British Columbia
(1993), New Directions for a Healthy B.C.;
Government of British Columbia (1993),
Our New Understanding of Health; and
Provincial Health Officer’s  Annual Report
(1992-96), Government of British Columbia.

These related documents together mark the up-
take of the population health discourse by the B.C.
government. The Royal Commission’s mandate
was to examine the operation of the province’s
health care system, and the Commissioners were
careful to stick to this mandate. Closer to Home
makes reference to the broader influences upon
health that lie outside the health care system, but
the main focus of their reports were very definitely
the operation and functioning of the formal
health care system. However, the Commission rec-
ommended that a Provincial Health Council be
established to
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oversee the total health care system and be able to
review the policies, plans and programs of the
Ministry of Health, or of any other public or private
body whose actions affect the health of British
Columbians. (Volume 2, p. A-15)

Among other things, the Council would be
responsible for developing health goals for the
health care system, and direct the Provincial Health
Officer to investigate matters of concern regarding
the health of British Columbians. The Commission
also recommended that the Provincial Health
Officer be directed to make an annual report on the
health of British Columbians. (The Health Council
was never established because of concerns raised
about giving such powers to a nonelected body.)
Decentralization of the health care system to bring
services “closer to home” was the recommendation
that most profoundly influenced the current organi-
zation of health services in the province.

In New Directions for a Healthy B.C., the
Ministry of Health’s formal response to the
Commission’s report, 38 priority areas for action
were identified. Among these were the recom-
mendation to change The Health Act to give the
Provincial Health Officer (PHO) greater powers
(like those meant to be granted to the Provincial
Health Council), and charging that office with re-
porting on the health of British Columbians
annually as measured against specific health goals
and targets. It also gave responsibility to the PHO
for developing health goals and measurable objec-
tives for British Columbia. New Directions also
called for the decentralization of the health care
system, to be operated by regional health boards
and community health councils, which would in-
volve community residents from around the
province directly in the planning, operation and
funding of health care services.

Our New Understanding of Health was produced
to help the province’s many residents (mostly
volunteers with limited professional experience in
the formal health care sector) who participated in
the process of decentralizing health care services.
This document draws heavily from the CIAR analy-
sis of the broad influences upon health in its effort

to shift the public’s understanding away from an
obsession with biomedicine toward the larger social
influences. This document was supplemented by
various presentations made by members of the CIAR
or by others using the CIAR analysis (the PHO, for
example, being one major source of information).

The PHO annual reports employ a population
health perspective to the analysis of health status
and its distribution across the province. The 1994
Annual Report in particular is extensively orga-
nized around the major determinants of health (see
Diagram 3). The format for the 1996 Report
follows from the proposed health goals for British
Columbia, which also are based upon a population
health perspective. In the process of developing the
health goals, the PHO met with community groups
from across the province to discuss the major
influences upon health and identify priorities for
population health promotion.

3.1c  Federal, Provincial and
Territorial Advisory Committee on
Population Health

Strategies for Population Health: Investing in
the Health of Canadians (prepared for the
Meeting of Ministers of Health in Halifax,
Nova Scotia, September 14-15, 1994); and
Report on the Health of Canadians (prepared
for the Meeting of Ministers of Health in
Toronto, Ontario, September 10-11, 1996).

The FPT Advisory Committee was established by
the Conference of Deputy Ministers of Health, and
charged with the responsibility of identifying broad
population health strategies on which the federal,
provincial and territorial governments could
collaborate. The role of the Advisory Committee is
to advise the Conference “on national and inter-
provincial strategies that should be pursued to im-
prove the health status of the Canadian population
and provide a more integrated approach to health”
(Preface). The population health perspective was
adopted by the Conference at its September 1994
meeting in Halifax.
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The Strategies document (i) describes the popula-
tion health approach, (ii) identifies major influences
upon health following the CIAR analysis, and (iii)
proposes three strategic directions for national ac-
tion. The population health approach is described as
differing from the traditional medical and health
care thinking in two main ways: by addressing the
entire range of factors that determine health, rather
than on specific risk factors or clinical factors re-
lated to a specific disease; and involving strategies
designed to affect the entire population rather than
dealing with individuals one at a time.

The “determinants” of health the report identifies
include the following: income and social status,

social support networks, education, employment
and working conditions, physical environments,
biology and genetic endowment, personal health
practices and coping skills, healthy child develop-
ment, and health services.

Three strategic directions for national action are
recommended:

1. Strengthen public understanding about the
broad determinants of health, and public support
for and involvement in actions to improve the
health of the overall population and reduce
health status disparities experienced by some
groups of Canadians;

Diagram 3

Determinants of Health

Source:  Provincial Health Officer’s Annual Report (1992-96), Government of British Columbia.
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2. Build understanding about the determinants of
health, and support for the population health
approach, among government partners in sectors
outside health;

3. Develop comprehensive intersectoral popula-
tion health initiatives for a few key priorities
that have the potential to significantly impact
population health.

This document, too, describes a “framework” for
population health (Diagram 4), which is quite dif-
ferent from the “frameworks” presented in the
CIAR (compare to Diagrams 1 and 2).

The Report on the Health of Canadians follows up
on the strategic directions outlined in Strategies for
Population Health. In particular, this document is

intended to communicate with the public about the
current health status of Canadians and the factors
that influence their health. It is also intended to
serve as a tool to help policy makers, health
workers, and the public measure Canada’s progress
in achieving better overall population health and to
identify actions that can be taken to make continued
improvements. (Preface)

Inter- and intra-national comparisons are pre-
sented for a variety of health status measures

Diagram 4

Framework for Population Health
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(mortality, morbidity, activity limitation, self-reported
health status, and health practices [exercise, diet, etc.]
and related behaviours [smoking, alcohol consump-
tion, etc.]) and for many social and environmental
indicators of well being, such as income distribu-
tion, child poverty rates, unemployment, educa-
tional attainment, etc. The extent of inequalities in
health status between provinces and subgroups of the
Canadian population are also presented.

The last section of the report, entitled “Improving
Health,” identifies 14 specific “challenges’ for
intersectoral collaboration to improve health. These
are organized around four dimensions of the popu-
lation health “framework,” as follows:

Living and Working Conditions

• Create a thriving and sustainable economy, with
meaningful work for all

• Ensure an adequate income for all Canadians

• Reduce the number of families living in poverty
in Canada

• Achieve an equitable distribution of income

• Ensure healthy working conditions

• Encourage lifelong learning

• Foster friendship and social support networks, in
families and communities

Physical Environment

• Foster a healthy and sustainable environment for all

• Ensure suitable, adequate, and affordable housing

• Create safe and well-designed communities

Personal Health Practices and Coping Skills

• Foster healthy child development

• Encourage healthy life-choice decisions

Health Services

• Ensure appropriate and affordable health ser-
vices, accessible to all

• Reduce preventable illness, injury, and death.

These challenges have much in common with
health goals adopted or proposed by the various
provinces, especially those of British Columbia.

3.1d  National Forum on Health (1997)

Canada Health Action: Building on the Legacy.
(Volumes 1 and 2). Ottawa: Minister of Public
Works and Government Services.

The National Forum on Health was established by
the Prime Minister of Canada in October 1994, to
involve and inform Canadians and to advise the
federal government on innovative ways to improve
the health care system and the health of Canadians.
The Forum was comprised of 24 volunteer
members from across the country, including four
members of the CIAR (Contandriopoulos, Evans,
Renaud and N. P. Roos). It commissioned literature
reviews of key issues in, or influences upon, health
(summaries of which were published in the docu-
ment What Determines Health? [National Forum
on Health, 1996, Ottawa: Minister of Public
Works and Government Services]; full papers to
be published in 1997) and held meetings with
many professional and lay groups over the period
1995-96. The Forum focused on long-term and sys-
tematic issues, and divided the task into four key
areas: values, striking a balance (between investing in
health care and other aspect of social welfare), deter-
minants of health (understanding the “big-picture”
influences), and evidence-based decision making.

The Forum made recommendations on priorities
for action in three specific areas. The first area
concerns the preservation of the health care system
by doing things differently:

The Forum recommends the following as the key
features that must be preserved and protected:

• public funding for medically necessary services

• the “single payer” model

• the five principles of the Canada Health act; and
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• a strong federal/provincial/territorial partnership.

Preserving medicare, however, also means adapting
to new realities by:

• expanding publicly funded services to include all
medically necessary services and, in the first in-
stance, home care and drugs; and

• reforming primary care funding, organization and
delivery.

To support evidence-based innovations, we recom-
mend:

• establishing a multi-year transition fund.

The second area, transforming our knowledge
about health into action, draws from the population
health discourse, although the label itself is not
explicitly used. This priority area is concerned with
policies to improve health that lie outside the health
care sector:

The Forum recommends that actions to improve the
health of Canadians focus on the following ele-
ments:

• a broad, integrated child and family strategy con-
sisting of both programs and income support (an
integrated child benefit program; targeted,
community-based programs with a home visiting
component; better access to high quality child
care and early childhood education services;
work-place policies more favourable to families;
and more equitable taxation of families with chil-
dren);

• collaboration among the federal government, the
private sector, and existing foundations to
strengthen community action;

• an Aboriginal Health Institute to help Aboriginal
communities to find solutions to their health prob-
lems and take action; and

• explicit acknowledgment of the health and social
impacts of economic policies, and action to help
individuals who are trying to enter the workforce.

The third priority area, using better evidence to
make decisions, also draws from one of the major
themes of population health, echoing the sentiments
expressed by Fraser Mustard in 2.0 above:

The National Forum on Health has concluded that
a key objective for the health sector should be to
move rapidly toward the development of an
evidence-based health system, in which decisions
are made by health care providers, administra-
tors, policy makers, patients and the public on the
basis of appropriate, balanced, and high quality
evidence. In doing so, the potential role of infor-
mation technology should be explored. The re-
sources required to reach this objective should
also be put in place. We recommend, on an urgent
basis:

• that the Federal Minister of Health take leadership
in the development of an evidence-based system;

• that a nationwide population health information
system be established to support clinical, policy
and health services decision making, as well as
decision making by patients and the public at
large; and

• that a comprehensive research agenda be devel-
oped to address gaps in our current knowledge,
and to identify mechanisms to promote analy-
sis, translation, dissemination and uptake so
that high quality content is available for the
health information system.
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4.0  Introduction

There exists an interesting, complex relationship
between the domains of “population health” and
“health promotion,” as the CPRN key informant
survey found. Health promotion and population
health evolved about the same time but in rather
different ways. Their conceptual terrains share
much common territory, although there are signifi-
cant (if subtle) areas of difference. And the two
spheres involve somewhat different sets of actors.
Like siblings, there is a great affinity between them.
And, like siblings, some of their differences seem (at
times) intense. Of course, the sibling metaphor has
limited utility, and carries with it potential difficul-
ties. For example, it personifies what are, in fact, two
broad spheres of activity involving many different
people located at various positions in a social order. It
also risks trivializing differences that some readers
might believe to be profound and irreconcilable.

Our purpose in examining relationships between
these two discourses is both practical and ideologi-
cal. The practical concern is that their simultaneous
presence contributes most considerably to confu-
sion of terms and misunderstandings of intention.
Weaving together the strengths of the two frame-
works will likely improve our understanding of
influences upon health and focus attention on
meaningful social and public policy reform to
achieve better and more equitable health status.
Thus it is worth exploring various sources of ten-
sion in greater detail. In exposing these, our hope is
to move beyond (or at least limit) them so that the
mutual objective of the two – population health
promotion – might be realized more quickly. We
understand their mutual objective to be:

the maintenance or improvement of health and
well-being (as indicated by various measures of

health status) within human populations and the
reduction of inequities in health status between iden-
tifiable population subgroups through the reduction
of material inequities, the increasing of opportuni-
ties for social integration, and support for empower-
ment of individuals to increase their sense of control
over life events and develop positive identities.

We present this as an integrated objective to
highlight the necessary interconnections between
the desired outcomes and what we understand to be
the essential social changes required to achieve the
outcomes.

The desire for increased clarity and integration be-
tween the two discourses was also the motive behind
the Roundtable on Population Health and Health Pro-
motion held in Ottawa on March 22 and 23, 1996.32

Jointly organized by the Health Promotion Develop-
ment Division and the Program and Policy Analysis
Division of the Health Promotion and Programs
branch of Health Canada, the Roundtable brought
together about 30 individuals from universities, the
public service and the private sector (including repre-
sentatives from institutes for health promotion, the
CIAR, and the Canadian Public Health Association) to
share their perceptions as to what each discourse rep-
resents. (See Appendix C for list of participants.) We
comment on the Roundtable in greater detail below.

It is, perhaps, easiest to highlight differences
between the two spheres by treating them as simple
dichotomies. But this tactic also results in the over-
simplification of what are complex and nuanced
relationships between various human actors operat-
ing with and within one or both of these loosely
configured analytical frameworks. And if we pre-
sent the frameworks themselves as homogeneous,
we misrepresent them. Different actors operate with
different ideas as to what each of these labels mean.

4   Health Promotion and Population Health:
Siblin g Rivalry and Prospects
for Accommodation
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Our preference is to treat them as fuzzy, interrelated
domains, which do not separate easily. The points
of difference we discuss turn on specific interpreta-
tions of how these domains are cast. We have
organized this discussion around three themes: evo-
lution of each framework, philosophical differences
between them, and how proponents of one tend to
view the other. We conclude with a discussion of
attempts to integrate the two.

One final point of introduction. Given that our
focus is on population health in this paper, we
obviously cannot present a comparably detailed
analysis of health promotion. Our analysis is, in this
sense, asymmetrical. We have attempted to make
our characterization of health promotion as accurate
as possible, but recognize that this discourse is far
more complex than our description, and involves
much more activity than we can capture in this
paper.

4.1  Evolution of Each Framework

Throughout the early 1980s the regional offices
of the World Health Organization (WHO) in
Copenhagen nurtured the development and diffu-
sion of health promotion, a conception of health
that was far more holistic than the prevailing bio-
medical model. The discourse of health promotion
evolved through the interaction of an international
group of bright, inspired public health workers and
researchers seeking to enlarge the Lalonde model of
health. Among them were Trevor Hancock, Ilona
Kickbush, Ron Draper, John Aston, Ron Labonte,
Don Nutbeam, Michel O’Neill, Leonard Duhl, Irv
Rootman and many others. Health Promotion met
with incredible success as a policy thrust and
(bureaucratically driven) “social movement.”33 By
November 1986, some 40 nations sent representa-
tives to the first International Conference on Health
Promotion, held in Ottawa. The Ottawa Charter
adopted at that meeting helped galvanize the inter-
national prominence and importance of health pro-
motion as a generalized policy thrust. Between
1986 and 1990-92, governments across Canada
were quite supportive of this thrust. Institutes and

research activities were funded, as were government
offices and many programs (healthy communities
and schools projects, heart health projects, seniors’
wellness programs, etc.). But by the mid-1990s,
health promotion’s fortunes waned with the rise of
population health and increasingly cost-conscious
administrations (one reason for tensions between
proponents of the two frameworks, but not the only
one – see discussion in 3.0 above).

Health promotion opened on two fronts in Canada.
On the one hand, Lalonde stimulated an individual-
centred response. Participaction encouraged people
to exercise. Tobacco reduction encouraged people
to quit smoking. Alcohol awareness encouraged
less drinking, and more stringent enforcement of
drinking and driving regulations reinforced this.
These types of responses were also very helpful to
public servants pressured by the political sphere to
“do something” about the rising costs of health care
services and growing awareness of social inequali-
ties in health status, without wading too deeply into
the ideological waters of social structure. The public
service also had the opportunity to institutionalize
health promotion, which facilitated the imposition
of specific interpretations of what it meant, and
what would be done (and not done) in its name.

At the same time, among health promotion
visionaries there was a strong commitment to re-
membering and celebrating the history of public
health and social reform, and a desire to return
public health to its former glory relative to
biomedicine. The actions of Edwin Chadwick, John
Snow and other sanitarians and social reformers of
the late 19th century provided evidence of the
health gains possible through public policy and
community action. The Black Report in the United
Kingdom, the work of Wilkins and Adams in
Canada, and other studies provided evidence of the
injustice of social inequalities in health. City
planners and urban theorists provided clues for
improving the livability of communities. The envi-
ronmental movement focussed attention on the con-
sequences of human use of the earth’s resources,
the threats to survival this might pose, and the need
to adopt environmentally sustainable practices.
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Literature on community development provided
ideas for developing and nurturing local relations,
important to front-line workers in health promotion
who were (nominally, at least) dedicated to action
(advocacy, facilitation, mediation and the other
principles contained in the Ottawa Charter). Other
themes in contemporary social movements also
figure prominently in the visionary gaze (feminism,
racism, heterosexism, etc.), as do postmodern
suspicions of, and sensibilities toward, “experts,”
“science,” and “the state.”

From the beginning, health promotion rhetoric
and practice has emphasized community involve-
ment and public participation. Of course, widespread
adoption of the label, and support for related activi-
ties, was mostly stimulated by bureaucratic fund-
ing. As Stevenson and Burke (1991) point out, it is
therefore difficult to describe health promotion as a
contemporary “social movement” (in contrast to
environmental, women’s or gay movements). Still,
many people outside the bureaucracy participated in
health promotion activities. Community develop-
ment, increased social integration, as well as indi-
vidual behavioural change were effected through
these activities in many locations.

By contrast, the CIAR started as an elite group of
researchers inspired largely by one person’s vision,
and significantly financed through corporate
sponsorship. It has never had a strong community
development component as part of its organizing
logic. To be sure, members of the group have tried
to popularize population health publicly and
stimulate policy responses. Moreover, the CIAR
does not own the analysis, so it cannot exclude
others from participating in the debate. But commu-
nity development has not been its primary organiza-
tional purpose, the assembly and interpretation of
evidence has.

4.2  Philosophical Differences

Population health places an undeniable emphasis
upon social structure. Of course, philosophically so
does health promotion, as the prerequisites for

health contained in the Ottawa Charter, and the
elements of the Epp framework for achieving health
for all clearly demonstrate. But in the former, the
interface between social structure and biological
pathways is more rigorously developed, with the
result that social structural influences cannot be
overlooked or assumed away in the name of chang-
ing individual behaviour, as often happened with
institutionalized programs in the name of health
promotion. The definition of health promotion
adopted by the American Journal of Health Promo-
tion (i.e., the art and science of behavioural change)
did not help dispel perceptions in North America
that health promotion was obsessed with individual
behaviour, even though the definition and princi-
ples of the Ottawa Charter are very different. We
recognize that the institutionalization of health pro-
motion practices at the level of individual be-
haviour change was neither consistent with nor
necessarily the doing of the discourse’s visionaries.
In fact, one point of synergy between the two
spheres is that population health makes it intellectu-
ally impossible for health promotion to be narrow-
cast as individual behaviour change. That emperor
has no clothes.

This is an example of where subtleties of lan-
guage cloud the issues: if we shorthand the meaning
of population health to be concerned with social
determinants, and health promotion to be concerned
with individual elements, we fail to appreciate iden-
tified prerequisites for health, on the one hand, and
the sociobiological transfer on the other. Yet, as
actually practised, much of what is/was done by
state agencies in the name of health promotion did
focus on individual behaviour change. Also, while
the focus on social structure within the population
health perspective is undeniable, one major thrust
of the various critiques of the CIAR’s work con-
cerns the group’s conceptualization of social
structure. (2.1b Blomley, Hayes; 2.1j Labonte;
2.1d Coburn et al.; 2.1k Poland et al.)

In reality, both frameworks recognize the simulta-
neous relation between individual and social and
physical relations. They are, however, conceptual-
ized somewhat differently. One dimension along
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which there is a noticeable difference concerns the
implied temporality of the analysis. In identifying
prerequisites for health as peace, equity, justice,
housing, education, and other elements of social
structure, health promotion discourse does have a
tendency to sweep away the historical elements of
human growth and development (experiences, iden-
tity, and their impact at the level of biology), and
social change. At the same time, long-term environ-
mental sustainability and community action in the
present have greater prominence. The population
health perspective tends to emphasise the human
life course, roughly an 80-year trajectory, but rela-
tively little attention has been paid to issues of
longer-term sustainable economic development.
The relative under-theorization of social structure
has tended to limit developent of a temporal per-
spective on social change and social processes,
although intergenerational effects of family struc-
ture and dynamic upon health status are noted.

Subtle differences in the use and positioning of
language exist between the two. Within population
health there is a tendency to employ the language of
“evidence” and ‘science.” Research is the propel-
lant. There is a general reluctance to prominently
place the (political or ideological) motives and
intentions of actors inside the literature. Proponents
of health promotion, on the other hand, have a ten-
dency to speak in terms of “stories” and “experience.”
Anecdotal evidence of individual experience is
more readily embraced or counted as “valid.” This
is not to say that anecdotal evidence is eliminated in
the sphere of population health, or that health
promotion does not employ “scientific” evidence.
Differences arise from the relative roles these forms
of information play; they are not absolute.

Culturally, actors inside the two domains tend
to ascribe to slightly different world views. As
mentioned above, postmodern celebrations of dif-
ferent “voices,” identities, experiences, etc., and
sensibilities toward rationality and the role of
“science,” “experts” and other forms of authority,
are more readily accommodated by health promo-
tion. Not surprisingly, given its university/institute
origins, proponents of population health tend to

possess more modernist attitudes concerning the
decidability of issues, the power of scientific
knowledge, and the credibility of “grand theory”
explanations for how things work. These epistemo-
logical differences are not easily resolved. But nei-
ther need they be divisive.

The practical consequences of these differences
were manifest at a workshop held in Vancouver in
January 1995, which was intended to introduce
various actors within the domain of the Ministry
of Health’s Population Health Resource Branch
– formerly the Office for Health Promotion – to the
population health perspective. The event also coin-
cided with the PHOs Annual Report (see 3.1b
above), which included a special issue on the health
of women. Dr. Mustard’s presentation was met with
some disdain by participants offended by his appar-
ent gender blindness and insensitivity to ranges of
power and experience. In presenting the evidence
on inequalities, and its relation to economic
growth and prosperity, early child development,
and organization of work, he failed to address sig-
nificant implications for gendered divisions of
health. The “Japanese data,” “Eastern European
data,” and (perceptually) every other set of “data”
seemed not to appreciate women’s experience.
Trevor Hancock’s eloquent engagement with gen-
der, identity and experience was received much
more favourably.

Related to all of this are differences in perceived
roles of actors within each sphere. The Ottawa
Charter clearly set out an activist role for support-
ers of health promotion. The statement of purpose
of the CIAR group (inasmuch as the Preface to Why
Are Some People... may be read as a statement of
purpose) makes no claim to activism. Rather, the
purpose was to explore questions arising from a
series of observations in an “intellectual” or
“disinterested” way. This is not to say that health
promotion discourse is not intellectual, nor that
those who support a population health perspective
cannot or do not also act as advocates. Also, while
the CIAR may adopt a “disinterested” posture, it
clearly is not value-free. Perhaps the difference we
are trying to express turns on the value-committed
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nature of health promotion relative to a more value-
ambiguous position of the CIAR. But the position of
the CIAR ought not be confused with the value
position we ascribe to the population health frame-
work.

The differences identified thus far may help to
explain the tension that exists between “top-down”
and “bottom-up” constructions of population health
and health promotion. The former has an undeni-
able “social engineering” quality to it, which is
most evident in some of the presentations made by
group members, especially those of the founding
President. The community development aspects of
health promotion are somewhat antithetical to top-
down impositions of “experts” or “authorities,”
even if desired outcomes are similar. The tension is
further fuelled by modernist/postmodernist episte-
mological differences.

These nuanced differences spill over into aspects
of organization. Public and professional meetings
involving those who identify more readily with the
health promotion sphere tend to utilize small group
discussions, rapporteurs, and facilitators. Public
meetings on population health have tended to adopt
lecture, seminar or business meeting formats with
reporting secretaries or recorders. Some organiza-
tional differences are more obvious. There are
many, many more groups and organizations (gov-
ernmental, quasi-governmental and nongovernmen-
tal) inside the sphere of health promotion given the
international currency of the discourse. And, of
course, the CIAR group regularly holds its own
business meetings, which are by invitation only
(often in resort settings) amplifying its elitist nature
in contradistinction to the grassroots organizational
forms found within health promotion spheres.

4.3  Viewing the Other

The processes through which each framework has
evolved, and the philosophical and cultural differ-
ences between proponents of each, are reflected in
the ways in which each framework has been viewed
by proponents of the other in the literature. There

are few examples to draw from, so readers are
cautioned against making too much of the follow-
ing discussion. Also, views do change over time, so
the written record may not necessarily be represen-
tative of current opinions. However, views that
have been expressed provide useful insights into
some of the (real or perceived) differences between
supporters of each framework.

4.3(i)  Population Health Apologist
Views of Health Promotion

In their chapter of 2.1c (Why Are Some People...),
Marmor et al. discuss the evolution of health policy
over the 1970s, and describe the tendency for re-
sponses to individualize health problems. They
write:

The health promoters thus individualized both the
root of the problem and many of the remedies. In
this way they avoided challenging either the con-
ventional world of work, income distribution, and
control over the environment, or the conventional
medical establishment. It was politically much safer
to exhort individuals to live better, often implicitly
blaming them for their own illnesses (p. 223).

Social-structural influences on health are dealt
with, but not terribly critically in their view:

The spirit of the “new perspective” was not, how-
ever, entirely diverted into modification of individ-
ual behaviour and victim blaming, or into justifica-
tion for the control of medical care costs. The
collective emphasis resurfaced as the “healthy pub-
lic policy” movement. It is being championed by an
international organization – the WHO – and by
particular policy entrepreneurs there like Ilona
Kickbush. Theirs is a political agenda of reforms
from the 1960s – the redistribution of power
through wider participation in the decisions that
determine the conditions of modern life. But the
agenda includes the rearranging of those conditions:
more parks, more restrictions on cars, fewer high-
rise buildings, less pollution and waste, and, in
general, a less frenetic pace of life. (The unexamined
assumption appears to be that wider empowerment
will necessarily lead to these changes.)
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The most dramatic extension of the concept of
collective determinants of health has to do with
mobilizing whole cities. The WHO advocates envi-
sion “healthier cities” not only, or even necessarily,
as places with good vital statistics (Tokyo would not
qualify whatever its health statistics). Rather, they
would be more humane sites for human interaction,
which bear witness to our capacity to live more
wisely in our environment.

At best, “healthy public policy” represents modern
utopianism. At worst, it is simply a form of clever
propaganda, piggybacking a set of other policy in-
terests onto the powerful and broadly based public
support for health (Marmor, 1990). In its extreme
forms, this line of argument detaches the concept
of “health” from any of its conventional and
(potentially) objectively measurable manifestations,
and declares that health is whatever the people
(which ones?) of a community (how defined?) de-
clare it to be. If the state has a legitimate interest
in, and indeed an obligation to promote, “health,”
then it surely must support these local initiatives
(p. 227).

The authors go on to give a much more optimistic
interpretation of this worldwide movement, but in
so doing they move the discussion away from the
most visible concerns of health promotion, and
discuss the importance of early childhood develop-
ment, individual sense of control, and other
“determinants” identified in their own analysis.

[Needless to say, this cynical and unflattering
representation of health promotion did little to
inspire enthusiasm for population health among
supporters of the former. The bitter irony is that, in
the transition from research to framework, the
CIAR now finds itself espousing very similar views
about the possibilities of improving health through
development of “humane sites for human interac-
tion,” using the phrase “social capital” as code for
this sentiment.]

[This excerpt also highlights a fundamental differ-
ence of outcome definition. The CIAR chose to
adopt a very narrow definition of health because
this would help to throw into relief salient influ-
ences. A wide definition of health, they argued,

would lead to confusion between “health” and its
“determinants.” Thus, within the population health
perspective, there has been a focus on specifically
measured ends – life expectancy, self-reported
health status, infant mortality... – against which
influences are assessed. Health promotion, on the
other hand, formed around a far more holistic con-
ception of health – as well-being, ability to thrive,
etc. – deriving from the WHO definition (health as
a resource for daily living...). The difference has
both ontological and epistemological dimensions.
The ontological dimension (i.e., our understanding
of what exists) concerns the spatial scale of the
referent to be changed. The population health
perspective typically casts the referent as some
national or state-jurisdictional entity (largely a
function of the organization of data sets them-
selves). Health promotion, on the other hand, has
most frequently (although not exclusively) been
operationalized as a concrete set of practices in-
volving local communities, however defined. The
epistemological dimension relates to how knowl-
edge is acquired. Experience, the importance of
stories, and other epistemological dimension have
been identified above.]

Comments included in the Report of the
Roundtable on Population Health and Health
Promotion also suggest that the perception of health
promotion through the lens of population health is
that it is unscientific or lacking intellectual rigour.
The following quotes are taken from that report.

The greatest antagonism between us concerns
evidence (p. 6).

It is a myth that health promotion is “researchless”
but we’re subject to withering crossfire within our
own field (p. 6).

Others reflect the modernist/postmodernist attitu-
dinal differences between the two:

Some people think that population health has a
predominant world view that is male, medical, and
economic and that health promotion has a world
view that is female, community-focussed, and nur-
turing (p. 5).
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4.3(ii)  Health Promotion Apologist
Views of Population Health

In his critique of population health, Labonte
(2.1j[ii] above) argues that the CIAR analysis
under-appreciates the ways that economic systems
off-load the social costs of environmental degrada-
tion. The prominence Japan is given in the analysis
celebrates the success of its economy but makes no
mention of the environmental degradation occur-
ring in Southeast Asia as a consequence of Japanese
investment and the activities of Japanese compa-
nies. He also expresses the concern that population
health views of health promotion too strongly em-
phasize individually-centred responses, and fail to
appreciate the recognition that social structure
receives within the health promotion framework:

In the Ottawa Charter and Achieving Health for All,
health promotion presents a broad socio-ecological
model of health and a broad socio-political set of
strategies. The determinants of health are there and
the strategies include public policy as well as be-
haviour change (p. 4).

From comments made in the Roundtable report,
there seems to be a tendency to construct popula-
tion health as being bureaucratic, obsessed with
evidence, and rather disdainful of community in-
volvement.

It seems that health promotion is the field’s ap-
proach whereas population health is the bureau-
cracy’s approach (p. 7).

If we wait for all the research results to come in, then
we are all going to be very ill (p. 6).

Community is missing from population health
rhetoric (p. 8).

I hope that community action is not disappearing
with population health. I agree a key vehicle is
through communities. We have doubled the health
research budget and increased the homecare budget
by five times using population health research – we
have improved community dollars (p. 8).

There is also a suspicion (or perception of suspi-
cion) regarding the motives of population health
research (as in 2.1d Coburn et al.; 2.1k Poland et al.).

I want to put an end to the belief that the increased
popularity of population health arises from the cost-
cutting measures of governments. I’m concerned
that population health is seen as linked to politics
and economic shifts that are right-wing (p. 4).

Finally, there is a sentiment that views population
health as damaging toward health promotion.

I’m wondering whether the population health folks
have an understanding of the extent to which popu-
lation health has been seen as harmful to health
promotion (p. 9).

4.4  Prospects for Accommodation

At the Roundtable meeting there was much dis-
cussion of, and genuine support for, emphasizing
the mutual strengths of the two frameworks. Points
of tension will undoubtedly continue because, in
addition to the intellectual/philosophical and atti-
tudinal differences between the approaches, there is
the issue of competition for resources. Dollars spent
in one sphere or the other represent incomes to
someone. And, of course, controversy and disagree-
ment may also help to strengthen the analysis of
influences upon human health. But too much dis-
agreement and antagonism is unlikely to benefit
anyone truly interested in the mutual objective of
each discourse. Accommodation between the two
spheres is crucial for consensus building around
values and the social contract. Given the central
importance of social structure in shaping health
experiences, the track record of health promotion
in emphasizing the ways in which societal values
are implicated in these processes, and the long-
standing commitment to social justice an equity
contained within health promotion, differences that
are in reality marginal between the two spheres
ought not breed divisiveness between natural
allies.

Sponsors of the Roundtable have proposed the
label “population health promotion” in an attempt
to integrate the two. In their paper Population
Health Promotion: An Integrated Model of Popu-
lation Health and Health Promotion, Hamilton
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and Bhatti (1996) develop the model shown in
Diagram 5. The paper is dated February, so it
appeared publicly a month before the Roundtable.
The five action areas of the Ottawa Charter are set
against the nine health “determinants” identified in
Strategies for Population Health (FPTACPH, see

3.1c), and applied to varying spatial scales of popu-
lation aggregates. The cube is supported by an
epistemology of “evidence-based decision making”
derived from research, experiential learning and
evaluation. The entire model sits upon a base of
values and assumptions.

Diagram 5

Population Health Promotion Model

Source: Hamilton, N. and T. Bhatti (1996), “Population Health Promotion: An Integrated Model of Population Health and Health
Promotion,” Health Promotion Development Division, February.
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While the model successfully brings many of the
major dimensions of each discourse into the model,
it does nothing to develop the social critique called
for by many commentators. Clarification of values,
greater consideration of epistemological issues, and
critical reflection upon the discourse would add
considerably to the development of population
health promotion.

Proponents of population health could benefit
greatly from the community development
experiences of those within the health promotion
sphere. “Social capital” is receiving increasing
play within the population health literature as
something that is extremely important to foster
and develop. Apart from the fact that the concept
itself has received little critical scrutiny (what
exactly is it? is it uniformly good or health
enhancing? can it be “manufactured” by the
state? motives for association surely need to be

considered – divisive issues, like abortion, may
generate lots of associationalism within pro- and
anti-choice groups, but split the overall social
fabric), on-the-ground processes for its develop-
ment are poorly understood. Those working
within the sphere of health promotion have had
much more experience in mobilizing community
action.

For the population health framework to be trans-
lated into action, people working within the public
service will need to embrace its motive. If differ-
ences between the two discourses are highlighted,
and not their similarities, “population health” may
fail to win the support and encouragement of front-
line public health workers. This group is crucial to
turning the ideas of the framework into specific
actions, for it is through the influence of this sector
that so much policy is shaped and enacted at the
local level (municipalities and neighbourhoods).
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We conclude this paper with a few observations
about some of the conceptual challenges contained
within the population health perspective, and
some of the practical difficulties associated with
translating the framework into public policy. Our
list is certainly not exhaustive.

One central conceptual and practical difficulty
with the population health perspective arises from
the inherent temporality of the analysis. An 80-year
perspective on the major influences upon health is
difficult to bear in mind, and very difficult for
public institutions to cope with because decisions
are made for short-term reward (re-election, bud-
gets) within the context of dynamic market forces.
Assessing the cumulative impact of events through
the life course represents an enormous epistemolog-
ical and methodological challenge. The multiple
sources of influence – and the inherent variability
of impact any particular influence is likely to have
within a human population – generates considerable
uncertainty with respect to estimates of measurable
effect. In addition, the life-course view is hard to
picture because it unfolds slowly and unremarkably
in terms of one’s daily routines, unlike the (often)
traumatic events of illness, which create an urgency
for response (health care services), and in so doing,
focus dramatic attention upon the curative quality
of health care. Media treatment of such dramatic
events often conflates the difference between health
care services and health. Dramatic rescue, salvage,
rapid recovery, miracle restoration, and societal valua-
tion of science and technology help to reinforce an
acute care focus with high-tech intervention, further
stimulated by an ethic of “because we can we must.”

This issue is further complicated by the fact that
the simultaneous dimensions of influence operate
across different time frames. The natural environ-
ment, for example, is necessary to sustain human

life yet processes influencing climactic change,
desertification, and other large-scale processes
extend over broad temporal horizons – longer, typi-
cally, than a human lifespan (though not always!!).
Our positive time preference – dealing with things
that are here now – coupled with the scarcity of
resources, make it difficult to act upon processes
that extend beyond us in time. Even if these pro-
cesses will influence human health, it will not be
the health of persons we might know directly.

A second inherent problem with population
health involves society as site of analysis. Indi-
viduals are more immediate and visible than
“society,” global capitalism or other elements of
social structure. Individual behaviour and indi-
vidual biology are more readily scrutinized and
acted upon. “Fixing” individuals through health
care interventions or behavioural/moral reform is
far less threatening to the status quo than are
interventions aimed at changing the nature of
political institutions, market forces or the distri-
bution of power. Policies that challenge widely
held beliefs and values are very difficult to im-
plement. Individuals are more easily coordinated
than are societies.

“Social structure” is an ideologically loaded
concept antithetical to the ethos of individualism.
Some, like Margaret Thatcher, argue that society
does not even exist. It is an amorphous abstrac-
tion – something “out there” over which no one
has control, unlike the physical manifestation of
a body, cells, diseases, etc. The immediate mate-
riality of the body is more compelling than the
abstraction of society. Babies, people who are
sick or those visibly in need of medical attention
appear more deserving than the currently appar-
ently well (healthy children do not “need” ser-
vices because need for service is subconsciously

5   Issues in the Development of Population
Health Approaches to Public Policy
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equated with requiring repair, not with maintain-
ing “normal” function).

A related issue involves the conceptualization of
society. Not only are there competing theories of
society and social processes, each having greater or
lesser degrees of success in describing complex,
dynamic relations, but also it is extremely difficult
to reach consensus on the correspondence rules for
assessing the purchase these have on “reality.”
Further, theorization of the social involves different
ontological and epistemological assumptions re-
garding, for example, the status of metaphysical
notions like social structure and relations in
production, than are found in traditional empiricist
approaches to science, which tend to eschew meta-
physics.

The spatial scale of relations involved in the “big
picture” analysis constantly reminds us of involve-
ment of distant strangers in shaping our material
realities (our economies, public policies and institu-
tions). A global economy by definition involves
many actors, and the impossibility of physically
being present. Space hides things from us always
– even things that are not far away, like the experi-
ence of homelessness or job loss or physical/sexual
abuse that might be happening in our communities,
on our streets, even next door. Our perceptions of
ourselves through the construction of “others”
creates a distinction between “them” and “us.” We
tolerate doing to others that which we will not
tolerate doing to ourselves (exploiting labour
through the purchase of inexpensive products;
promoting pollution by purchasing goods made
without regard to the environmental consequences
of production, etc.). At the same time, media and
telecommunications create powerful myths about
our cumulative experiences. The “big picture” cre-
ates a difficult conceptual leap – life is too damned
complex to hold as a constant in one’s head.

With regard to policy action, the population
health perspective necessarily forces us to take a
grand leap of faith. We can never totally know the
answer to the question “Why are some people

healthy and others not?” We can only follow what
we understand to be the best decision logic consis-
tent with clearly expressed objectives and values.
Are we prepared culturally to act upon what we
think we know? The time-frame involved in this
perspective makes it impossible to provide true
experimental evidence as would be possible with
short-term perspectives.

In the population health framework as we define
it here, material inequities are identified as having a
fundamentally corrosive (and large) impact upon
health. The policy implications stemming from this
– that by reducing material inequities within society
we will improve overall health status and reduce
inequities in health – would require the body politic
to overcome the entrenched asymmetries of power.
Ruling elites are not easily persuaded to relinquish
power, and the economic and cultural structures
that maintain inequities nationally and internation-
ally are not easily transformed. Violent means of
changing the social order are most unlikely to im-
prove population health status, and peaceful change
is only possible if there is a change in our attitudes
toward one another. If health is fundamentally nur-
tured through opportunities for people to find
meaningful participation in society, then improve-
ment in health status will require that we change
constructions of people on the margin as welfare
cheats and deadbeats. The evidence suggests that
people really do like to and need to work – to
occupy their time – to have some vocation – and to
have some public recognition/acknowledgement of
their personhood through the rewards they are able
to garner through work (pay, prestige, purpose,
praise, physical and mental engagement, friends...)
At the same time, we have structural unemployment
and underemployment.

Integrating methods of studying relationships
across the qualitatively diverse spectra of human/
environment relations is a fundamental epistemo-
logical problem inherent in the population health
perspective. Evolving the common understanding
required to appreciate the simultaneous operation of
different logics of enquiry, and the language re-
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quired to distinguish between them, is a major
challenge of education.

There are various substantive areas of inquiry that
have yet to be integrated into the population health
perspective. Two examples come to mind. First,
little work has been done to date regarding ways
that land markets work to redistribute resources.
Land markets tend to distribute resources from
those with less toward those with more.34 At the
same time, there is the problem of conceptualizing
the 24-hour day – the literature has focussed on
eight of those hours. How are the remaining 16 to
be integrated into the analysis?

The population health framework suggests that a
cultural ethos in which people have a sense of inter-
connectedness and trust in the goodwill of fellow
citizens united in long-term purpose would likely have
better health status than one in which people are afraid
or deeply suspicious of each other (or is this reading
too much into “social capital”?). If this is so, much
will have to change within our culture to foster such an
ethos. Perhaps prevailing social values do not put such
a high premium on health and well-being, relative to
other ends (economic growth, personal gratification,
individual rights, maintaining the status quo...). The
framework provides a mandate to take action; but
evidence alone is not enough to make change.
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