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KeY MessaGes
 ◥ Although major health inequalities exist in Canada, minimal action has been taken by municipal, 

provincial/territorial and federal levels of governments to narrow health inequalities through the 
social determinants of health (SDOH) and public policy. 

 ◥ Income, housing, food insecurity and social exclusion are four major social determinants in generating 
and reproducing health inequalities over the life course (childhood, adulthood and the elderly stage).

 ◥ Low-income individuals and families have significantly higher rates of mortality, morbidity and 
healthcare use as compared with middle- and high-income groups. Health inequalities between 
the richest 20% and the poorest 20% have decreased from 1971 to 1996 in Canada; however, 
continued monitoring is needed given that income inequality has increased over the past decade.

 ◥ Food insecurity and unstable housing are associated with poor health and, in turn, mediate the link 
between income and health (hunger and unstable housing affect health and result from low income). 
Mortality rates among homeless and marginally housed individuals were much higher than expected 
on the basis of low income alone.

 ◥ Social exclusion is a powerful determinant of health inequalities; however, its effects are dependent 
upon which groups are compared. The health consequences of social exclusion are most unequal 
between Aboriginal and non-Aboriginal groups. Immigrant health favours recent arrivals over 
long-term residents. Compared with non-minority ethnic groups, minority racial/ethnic groups 
are more likely to experience social and health disadvantages. However, no clear association exists 
for health inequalities between minority racial/ethnic groups.

 ◥ Taking action on SDOH to narrow health inequalities offers new opportunities for the nursing 
profession to expand its role to include:

 ◥ supporting initiatives that reduce child and adulthood poverty levels by increasing financial 
assistance and social wages (SDOH provided through public funds)

 ◥ supporting initiatives that increase minimum wages to “living wages” to ensure that economic 
security, stable housing and food needs are met

 ◥ supporting campaigns and social movements that advocate for progressive taxation, the right 
to food security and affordable housing, and the enforcement of laws that protect the rights of 
socially excluded groups 

 ◥ advocating for intersectoral action on health at municipal, provincial/territorial and federal 
levels of government to coordinate action undertaken by sectors outside the health sector

 ◥ supporting political parties at provincial/territorial and federal levels of government that are receptive 
to taking action on SDOH (such as those that are pro-labour or pro-redistribution of wealth)

 ◥ encouraging greater workplace democracy to increase the number of unionized workplaces 
since labour unions are important determinants of generous welfare states, narrower social 
inequalities and better population health
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eXecUTIVe sUMMaRY
The World Health Organization’s Commission on Social Determinants of Health (CSDH), Closing the 
Gap in a Generation: Health Equity Through Action on the Social Determinants of Health, confirmed 
that “social justice is killing people on a grand scale” and that public policy action has the potential 
to narrow avoidable health inequalities. Although major health inequalities exist in Canada, minimal 
action has been taken by municipal, provincial/territorial and federal levels of governments to reduce 
these through the social determinants of health (SDOH).

To advance the role of nursing in reducing health inequalities, this paper conducts a scoping review 
to assess the empirical association between social determinants and health outcomes and to identify 
public policies and political activities that reduce health inequalities. Guided by the CSDH’s conceptual 
framework, which emphasizes the “causes of the causes” to reduce social inequalities in health, this paper 
moves beyond the consideration of immediate causes such as medical treatments or lifestyle choices.

Three questions are addressed:

 ◥ What is the current scope of knowledge from Canadian research on SDOH, conceptualized as 
income, housing, food insecurity and social exclusion?

 ◥ What is the role of nursing in reducing health inequalities within Canada’s political and 
economic contexts?

 ◥ Which policy recommendations have the potential to narrow health inequalities? 

Scoping review methods consisted of five steps. First, the electronic database PubMed was searched 
using these keywords: “income” or “food insecurity” or “housing” or “social exclusion” and “population 
health” or “health inequalities” and “Aboriginal Peoples” or “First Nations” or “Métis” or “Inuit” 
and “Canada”. Second, we screened potentially relevant studies and included them if the studies 
presented empirical findings and tested at least one SDOH measure. Third, we charted descriptive 
and empirical data using a coding template. Fourth, studies grouped by theme were coded as positive 
(social determinant of health is positively associated with health), negative (social determinant is 
inversely associated with health), mixed (social determinant is inconsistently related to health) or 
no impact (relation between social determinant and health is not significant). Effect size metrics were 
also extracted to compare the strength of associations between social determinants and health-related 
outcomes. Fifth, we searched government reports, international commissions and cost-benefit analyses 
to augment and inform our policy recommendations.

current scope of sDoH research in canada
A total of 109 studies met our inclusion criteria (income, n = 65; food insecurity, n = 6; housing, n = 9; 
social exclusion, n = 11; multiple SDOH, n = 18). Our central finding indicates a large, negative and 
statistically significant association between social determinants and health inequalities. 

The association between income and health follows a clear gradient. Low-income Canadians have the 
highest rates of mortality, morbidity and healthcare use, and middle-income individuals and families 
have worse health outcomes as compared with the highest income groups. These findings remain 
significant regardless of whether income is measured at individual, household or neighbourhood 
levels. Despite non-significant results in the past, recent research finds that income inequality is an 
independent contributing factor to mortality in Canadian-born individuals but not immigrants. 
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Health inequalities between the richest 20% and the poorest 20% decreased from 1971 to 1996 in 
Canada. This encouraging trend needs monitoring given that income inequality has increased over 
the past decade. Canada’s inclusive healthcare system appears to attenuate the impact of low income 
on health (for example, breast cancer survival). 

Food insecurity and unstable housing are strongly associated with health inequalities and mediate 
the link between low income and health. As a result, hunger and unstable housing are often caused 
and exacerbated by low economic resources.

The health consequences of social exclusion are most unequal between Aboriginal and non-Aboriginal 
groups. Research findings support the “healthy immigrant effect,” in that recent immigrants are healthier 
compared with long-term immigrant residents. Compared with non-minority ethnic groups, minority 
racial/ethnic groups are more likely to experience social and health disadvantages; however, no clear 
association exists for health inequalities between minority racial/ethnic groups.

Role of nursing in reducing health inequalities
Our scoping review results confirm the importance of low income, unstable housing, food insecurity 
and social exclusion in generating health inequalities in Canada. Taking action on these SDOH 
requires the collaboration of various government, civil and health actors. This collaboration introduces 
new opportunities for the nursing profession to expand its role to include advocacy, policy analysis 
and political activities. Support for nurses to engage in public health action includes theoretical and 
professional justifications. 

Recent theoretical thinking calls upon nurses to uphold an “emancipatory ethic” and to apply a 
“critical care” perspective. The former involves identifying with socially excluded groups (for example, 
Aboriginal groups), challenging mechanisms of oppression (such as the legacy of colonization) and 
becoming active social change agents. The latter reincorporates the value of social justice that was 
characteristic of early public health nursing practice. Applying a critical care perspective challenges 
nurses to play an integral role in reducing health inequalities by engaging in political and economic 
environments and advocating through policy analysis, development and implementation. 

Expanding the role of nurses to engage in SDOH has been documented in the profession’s standards 
and competencies. Public health nurses have argued that practitioners have a professional obligation to 
engage in socio-political activities that improve the social conditions associated with health inequalities. 
On a similar yet stronger note, community health nurses in Canada have identified the reduction of 
health inequalities arising from social inequalities as a practice standard and core competency for nursing 
practice. Such a commitment requires nurses to address the root causes of health inequalities, identify 
which SDOH require action, uphold the principles of social justice and engage in advocacy in support 
of the most disadvantaged groups.
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Policy recommendations to narrow health inequalities
To advance the role of nursing in narrowing health inequalities through public policy, we provide both 
specific and wide-ranging policy recommendations regarding SDOH to encourage intersectoral action 
at different levels and in different sectors of government:

 ◥ Support initiatives that reduce child and adulthood poverty by increasing financial assistance and 
social wages (SDOH provided through public funds). Target efforts toward groups most likely to be 
affected by poverty, including Aboriginal Peoples, the homeless, single mothers and their children, 
persons with disabilities, minority racial/ethnic groups, and recent immigrants. International 
evidence suggests that levels of poverty are highly amenable to public policy initiatives. 

 ◥ Support initiatives that increase minimum wages to “living wages” to ensure that basic income, 
housing and food needs are met. Although living wage policies are relatively new in Canada, they 
have been implemented in the United States and the United Kingdom. Comparative evidence 
suggests that increasing wages to living levels leads to substantial improvements in health.

 ◥ Support campaigns and social movements that advocate for progressive taxation, the right to food 
security and affordable housing, and the rights of socially excluded groups to be protected (for example, 
in areas of employment, anti-discrimination and anti-racism).

 ◥ Advocate for intersectoral action on health inequalities at municipal, provincial/territorial and 
federal levels of government to coordinate SDOH policies. Given that public policies targeted at 
income, housing, food insecurity and social exclusion fall outside the health sector, intersectoral 
action is needed to effectively coordinate activities to narrow health inequalities.

 ◥ Support candidates and political parties at provincial/territorial and federal levels of government 
that are receptive to taking action on SDOH (such as those with pro-labour and leftist ideology). 
Comparative evidence finds that left-leaning political parties are more likely to support social 
democratic principles of equality such as poverty reduction. 

 ◥ Encourage greater workplace democracy to increase the number of unionized workplaces. 
Labour unions are an effective mechanism for increasing wages and worker bargaining power, 
redistributing income, and improving employment security and occupational health standards.
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1 conTeXT
The World Health Organization’s Commission on Social Determinants of Health (CSDH), Closing the 
Gap in a Generation: Health Equity Through Action on the Social Determinants of Health, confirmed 
that “social justice is killing people on a grand scale” and that public policy action has the potential 
to narrow avoidable health inequalities. Although major health inequalities exist in Canada, minimal 
action has been taken by municipal, provincial/territorial and federal levels of governments to reduce 
these through the social determinants of health (SDOH).

To advance the role of nursing in reducing health inequalities, this paper conducts a scoping review 
to assess the empirical association between social determinants and health outcomes and to identify 
public policies and political activities that reduce health inequalities. Guided by the CSDH’s conceptual 
framework,1 which emphasizes the “causes of the causes” to reduce health inequalities, the paper 
moves beyond the consideration of immediate causes such as medical treatments or lifestyle choices 
to consider contextual factors and structural factors. Whereas contextual factors refer to social, 
political and economic mechanisms that generate and reproduce social inequalities (such as the labour 
market, the welfare state, and political institutions), structural factors refer to systems of stratification 
that produce unequal access to power, prestige and wealth (such as social class, social exclusion 
and immigration). Accordingly, this framework implies that public policies and interventions must 
not limit themselves to intermediary determinants but also must address the social mechanisms 
and stratification systems that systematically produce an inequitable distribution of the “proximal” 
determinants of health between advantaged and disadvantaged groups. 

Three research questions are addressed:

 ◥ What is the current scope of knowledge from Canadian research on SDOH, conceptualized as 
income, housing, food insecurity and social exclusion?

 ◥ What is the role of nursing in reducing health inequalities within Canada’s political and 
economic contexts?

 ◥ Which policy recommendations have the potential to narrow health inequalities? 



Canadian HealtH ServiCeS reSearCH Foundation and Canadian nurSeS aSSoCiation8

2 MeTHoDs
Our report uses scoping review methods to collect, evaluate and present findings from the Canadian 
literature on SDOH.2,3 This approach allows for the consideration of various research designs conducted 
at different levels, different sampling designs and study populations, and a wide range of health outcomes 
to assess the differential impact of social determinants.4 We focus on four major SDOH: income, 
food insecurity, housing and social exclusion given their strong associations with health inequalities 
and extensive documentation in the Canadian literature (see, for example, articles on income,5,6 food 
insecurity,7-9 housing,10 social exclusion11 and the interaction of multiple SDOH12,13). 

Our scoping review consisted of five steps. First, the electronic database PubMed was searched in 
October 2011 from the earliest year available to 2011 using these keywords: “income” or “food insecurity” 
or “housing” or “social exclusion” and “population health” or “health inequalities” and “Aboriginal Peoples” 
or “First Nations” or “Métis” or “Inuit” and “Canada.” Second, we screened potentially relevant studies 
against these study inclusion criteria: (1) presented empirical findings and (2) tested at least one social 
determinant of health. Given the exploratory nature of scoping reviews, our inclusion criteria are based 
on relevance and not on study quality. Third, descriptive and empirical data from the included studies 
were charted using a coding template, entered into a database and summarized using descriptive 
statistics. Fourth, studies grouped by theme were coded such that statistically significant associations 
are considered positive (social determinant of health is positively associated with health), negative (social 
determinant is inversely associated with health), mixed (social determinant is inconsistently related 
to health) or having no impact (relation between social determinant and health is not significant). 
From studies that calculated effect size metrics (such as odds ratios, relative risks and hazard ratios), 
we extracted estimates and log-transformed them to compare the strength of the associations between 
SDOH and health-related outcomes. Lastly, to augment our review of the academic literature, we also 
conducted targeted searches for government reports, international commissions and cost-benefit analyses  
to inform our policy recommendations.
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3 ResUlTs
3.1 Descriptive characteristics
Preliminary keyword searches yielded a total of 1,289 records. Two reviewers (C. M. and E. N.) 
reviewed the abstracts and independently identified 417 potentially relevant studies. The full text 
of these 417 studies were reviewed by the authors and re-evaluated against our inclusion criteria to 
determine final eligibility. A total of 109 separate studies met our full inclusion criteria (income, n = 65; 
food insecurity, n = 6; housing, n = 9; social exclusion, n = 11; multiple SDOH, n = 18). We grouped 
summary characteristics of the reviewed studies by SDOH in Appendix A (tables A1–A5).

Table B1 details the key characteristics of our studies (Appendix B). Most of the studies conceptualized 
income as a social determinant of health (n = 65, 59.6%), were published since 2000 (n = 98, 89.9%) and 
used a cross-sectional study design (n = 53, 48.6%) with representative samples (n = 63, 57.8%) that were 
greater than 1,000 (n = 89, 81.7%). The majority of studies were conducted at the national (comparing 
individuals across Canada) and provincial levels (comparing individuals within a province) (n = 43, 
39.5% and n = 39, 35.8%, respectively). Most studies focused on adults (n = 87, 79.8%) with samples 
comprising both sexes (n = 94, 86.2%). Only nine studies (8.3%) used a multi-level design. Regarding 
health outcomes, 44 studies (40.4%) focused on physical health, 21 on mental health and healthcare use 
(19.3%), nine only on mental health (8.3%), eight on cancer (7.3%), and 27 on “other” health outcomes 
(24.8%; self-reported health status, oral health, quality of life and health-related behaviours). 

3.2 nature of empirical associations
Table B2 shows the associations found between social determinants and health-related outcomes  
in the 109 reviewed studies (Appendix B). These outcomes are coded by the extent to which income, 
food insecurity, housing, social exclusion and multiple SDOH exerted a positive, negative, mixed or  
no impact on health outcomes. Overall, three-quarters (n = 82, 75.2%) of the studies showed a negative 
association. Twelve studies (11.0%) found mixed results, 10 (9.2%) reported no impact and only five 
articles (4.6%) found a positive association (counterintuitive SDOH results). Each determinant is 
reviewed next in descending order of the negative associations found (as a percentage of the total 
studies for each determinant). 

3.2.1 Food insecurity
All six studies focused on food insecurity found significant negative associations. Results showed 
that children from food-insecure families had higher levels of diabetes and rates of hospitalization 
as compared with food-secure families.14 Household food insecurity was more prevalent among 
individuals with diabetes than among those without diabetes and was significantly associated with 
physical inactivity, current smoking, unmet healthcare needs, having a mood disorder, higher self-
perceived stress15 and poorer self-rated general health. Moreover, children and youth experiencing 
multiple episodes of hunger had higher odds of having chronic conditions and asthma versus their 
“never hungry” counterparts;16 self-reported hunger was independently associated with symptoms 
of depression among injection-drug users;17 and women reporting hunger in the past 30 days had 
significantly lower intakes of energy and a number of nutrients.18 Using a longitudinal study design, 
Nakhaie and Arnold19 found that insecurity about food has a direct effect on changes in self-reported 
health, supporting the idea that lower household incomes limit the access to food, which leads to 
malnutrition and related health problems. 
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3.2.2 Housing
Of the nine studies assessing the impact of housing on health, eight studies (88.9%) showed a negative 
association. Most studies conceptualized housing using dichotomous measures (such as stable versus 
unstable or owners versus renters) and found that unstable housing had an independent effect on high-
risk behaviours20 (like borrowing used needles and sex-trade involvement), HIV infection,20-22 health 
service use,23 accessing addiction treatment24 and crack use.25 Dunn26 observed that housing demand, 
control and meaningfulness resulted in graded relations with self-reported health and mental health. 
Dwelling and building features – notably dwellings in taller and new buildings, with lower resale value 
and crowding, and dwellings on blocks with high residential density – were associated with occurrence 
of tuberculosis.27 Conversely, Hwang and colleagues28 found no health differences between individuals 
accepted into a supportive housing program and individuals in the usual care group.

3.2.3 Multiple SDOH
Reviewed studies concerned with the combined effects of SDOH numbered 18, 15 of which (83.3%) found a 
negative association. These studies conceptualized multiple SDOH using three combinations of determinants: 
(1) income and social exclusion, (2) housing and social exclusion, and (3) income and housing.

Income and social exclusion. The most common SDOH combination involved examining whether 
income and social exclusion were associated with health. Compared with high-income non-Aboriginal 
groups, low-income Aboriginal people were more likely to report suicidality29 and to make emergency 
asthma visits during childhood.30 Poor immigrant women were more likely than Canadian-born 
women to have poorer health, postpartum depression and unmet hospital needs.31 Despite this finding, 
no association was observed between low-income immigrants and mental health services use (seeing 
a psychiatrist, family doctor, psychologist or social worker).32 The incidence of neck and head cancers 
favoured immigrants with higher family incomes compared with their non-immigrants counterparts.33 
Area poverty was associated with preterm birth and small-for-gestational age at birth among 
Canadian-born but not foreign-born mothers.34 The links between low income, race/ethnicity and 
health produced mixed findings. On the one hand, low-income non-White ethnic groups were more 
likely to experience negative outcomes, including higher rates of cardiovascular disease,35 lower levels 
of cervical cancer screening36 and lower rates of physical activity.37 On the other hand, low income and 
race/ethnicity were not significantly related to childhood obesity.38

Housing and social exclusion. All four studies examining the concomitant health effects of housing and 
social exclusion focused on First Nations communities. Compared with non-First Nations communities, 
crowding among First Nations and Aboriginal groups was associated with higher rates of tuberculosis,39 
hepatitis A,40 shigellosis41 and hospitalization rates.41,42 

Income and housing. Low income and disadvantaged housing were associated with increased risks 
of reporting an unmet healthcare need,43 poorer general health status44 and worse health among 
women.45 Mortality rates among homeless and marginally housed individuals were much higher than 
expected on the basis of low income alone.46 Using an ecological study design, Pilote and colleagues47 
found that increased income and renting led to increased rates of cardiac procedures; however, among 
patients with cardiac catheterization, these social determinants were not associated with the use of 
revascularization procedures.



Better HealtH: an analySiS oF puBliC poliCy and programming FoCuSing on tHe determinantS  
oF HealtH and HealtH outComeS tHat are eFFeCtive in aCHieving tHe HealtHieSt populationS

 11

3.2.4 Income
Sixty-five studies examined the differential effect of income on health, of which 48 (73.9%) reported 
negative associations. Compared with individuals, households and neighbourhoods with sufficient 
or high incomes, those with low incomes had higher rates of diabetes, 48-50 emergency room visits and 
hospitalizations,51-57 mortality,50,58,59 self-reported poor health, 60-69 obesity,70 mental health disorders, 71-73 
psychosocial morbidity,74 lung cancer risk75 and smoking.76 Low income and absolute income, and not 
income inequality or relative income, were found to be significant predictors of poor health.77,78  

Moreover, low-income individuals were less likely to visit physicians,79 undergo coronary angiography, 
receive cardiac rehabilitation, be followed up by a cardiologist,80 be physically active, 81-83 receive any 
dental care,84 consume fruit and vegetables,85,86 experience food security87 or be vaccinated.88 Negative 
associations were also observed among specific age groups. For example, infants born to poor women 
or residing in low-income neighbourhoods had lower birth weights89 and higher mortality risks90 than 
infants born into wealthier families and high-income neighbourhoods. 

Income inequality findings were mixed and dependent on the level of analysis and population under 
study. The relation between income inequality and health was not significant when examined at 
provincial and metropolitan levels91 or among samples including Canadian-born individuals and 
immigrants. However, when tested at the community level, income inequality was associated with alcohol 
use, tobacco use and age-specific all-cause mortality rates92 and proved to be a significant predictor of 
health only among non-immigrants.93

Three studies found evidence that health inequalities between income groups are diminishing. From 
1971 to 1996, differences declined between the richest 20% and the poorest 20% quintile in age-
standardized expected years of life lost amenable to medical care94 and in overall age-standardized 
rates of mortality from cervical cancer.95 However, declines in health inequality were greater in the 
highest income group than in the lowest income group.96

Fifteen studies focused on income and health either found mixed associations (6 studies, 9.2%) or 
no impact at all (9 studies, 13.9%). Inconsistent findings included the following: spending for hospitals, 
specialists and prescription drugs was concentrated among higher income groups;97 middle-income 
individuals were most likely to visit emergency rooms for dental problems;98 high-income mothers were 
more likely than low-income mothers to experience adverse births associated with residential proximity 
to highways;99 low income predicted only specific types of cancer;100 and high income predicted mortality 
during follow-up at the individual level but was not significant at the neighbourhood level.101

Study results that showed no impact included these: no association was observed between low income 
and several cancer care and survival outcomes;102-105 health-related quality-of-life measures were not 
associated with household income among the elderly;106 income inequality had no effect on mortality 
at provincial and metropolitan levels;91 household income was not related to the use of mental health 
services;107 no differences were seen between the lowest and highest income quintiles in annual 
hospitalization rates for respiratory-related causes;108 and income was not associated with mortality 
from community-acquired pneumonia among older persons.109
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3.2.5 Social exclusion
The 11 studies that assessed social exclusion as a health determinant produced the most divergent findings 
(five found a negative association;110-114 three, a positive association;115-117 two, mixed results;118,119 and one, 
no impact120). Divergent results are partly explained by the socially excluded group under consideration. 
For example, the negative impact of social exclusion on health was observed most often among Aboriginal 
groups, even after adjusting for income and other SDOH. Compared with non-Aboriginal groups, 
Aboriginal groups were more likely to experience cardiovascular disease,121suicidal ideation112 and mortality 
due to AIDS.113 Other reported negative associations were that Eastern European immigrants were more 
likely to commit suicide as compared with Canadian-born citizens111 and that ethnic minority children 
experienced more risk factors for chronic disease than did Canadian children.114 

Studies reporting positive associations between social exclusion and health revealed that new immigrants 
were advantaged despite their status as a socially excluded group. New immigrants fared better than 
their long-term counterparts with respect to risks of acute myocardial infarction and premature acute 
stroke.116,117 Contrary to expectations, immigrant mothers were found to be accessing immunizations for 
their young children at least as well as non-immigrants in Ontario.115 These positive associations could 
not be explained by the availability of healthcare services or income level.

Three studies conceptualized racial/ethnic status as a social determinant of health and reported contrasting 
results. Liu and colleagues found that visible minorities were both advantaged and disadvantaged depending 
on the health outcomes and racial/ethnic group under consideration. Compared with White people, visible 
minorities had lower rates of diabetes, hypertension, smoking and obesity. However, the authors also 
observed notable exceptions to this general trend: relative to the White population, Korean, Japanese and 
Latin ethnic groups were more likely to be physically active; Black, Latin, Arab and West Asian ethnic groups 
were more likely to be obese; and Black, Filipino and Southeast Asian groups had the highest levels of 
hypertension.118 Among elementary schoolchildren, study participants of French Canadian family origin 
had the highest prevalence of smoking and poor diet.119 Physical inactivity was highest among Portuguese, 
Italian and Haitian groups, and lowest among Eastern Europeans. While obesity was highest among 
Europeans, it was lowest among Asians, with the exception of South Asians. Counterintuitive results also 
revealed that being of Native Indian descent was not associated with an increase in mortality as compared 
with being of European descent, and Asian descent was associated with higher odds of mortality.120

3.3 strength of sDoH associations
From SDOH studies reporting effect sizes, we extracted and compared 159 independent outcomes 
using forest plots. Each forest plot displays independent tests (such as adjusted odds ratios [ORs], 
relative risks [RRs] and hazard ratios [HRs]) of the most extreme comparison of the observed effect as 
a horizontal line representing the 95% confidence interval (CI). We could not synthesize findings using 
meta-analytic techniques owing to the heterogeneity of studies in terms of research design, operational 
definitions, study groups compared and health outcomes. Despite this heterogeneity, general findings 
emerged. The likelihood of disadvantaged health outcomes was significantly higher among low-income 
groups as compared with high-income groups (ORs ranging from 1.49 to 2.75; RRs ranging from 
1.22 to 2.09; HRs ranging from 1.03 to 2.75) (see Appendix C, Figure C1 for ORs; remaining figures 
and forest plots not shown but available upon request). Compared with advantaged groups, graded 
associations were observed in disadvantaged groups between poor health outcomes and social 
exclusion (OR: 1.15–3.10), unstable housing (OR: 1.14–5.71) and food insecurity (OR: 1.43–6.08). 
The consequences of health inequalities were most pronounced among those experiencing multiple 
forms of social disadvantages (OR: 1.25–4.39; RR: 1.11–28.90), in particular, for Aboriginal groups 
living in crowded homes located on reserves.41
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4 THe Role of nURsInG anD PUblIc PolIcY
The above results from our scoping review confirm the importance of low income, unstable housing, food 
insecurity and social exclusion in generating health inequalities between advantaged and disadvantaged 
groups in Canada. These findings augment previous evidence found in national and international contexts. 
We now turn our attention to what these findings mean for nursing practice and public policy.

4.1 The role of nursing in addressing sDoH
Taking action on SDOH requires the collaboration of various government, civil and health actors. 
This collaboration introduces new opportunities for the nursing profession to expand its role to include 
advocacy, policy analysis and political activities. Increasing the role of nursing in narrowing health 
inequalities has long been identified in Canada’s nursing profession122-124 and is well supported with 
theoretical and professional rationales.125 

Recent nursing theory encourages its practitioners to take action on the social conditions that give 
rise to poor health outcomes.126 This position represents a significant shift from focusing on individual 
characteristics to considering social determinants, or “upstream” factors.127-130 Nurses have been called 
upon to uphold an “emancipatory ethic,” which involves identifying with socially excluded groups (for 
example, Aboriginal groups), challenging mechanisms of oppression (such as the legacy of colonization) 
and becoming active social change agents.131 The concept of “critical care” has also been advanced 
to reinvigorate nursing practice with a social justice agenda characteristic of early practice.124 Applying 
a critical care perspective involves supporting the creation of supportive and sustainable political and 
economic environments through policy analysis and advocacy. 

Nursing scholars have also argued that nurses have a professional obligation to engage in political activities 
that address the root causes of health inequalities.132-134 According to Daiski,133(p. 37) “As nurses and health 
care practitioners on the frontlines… we need to advocate for social equity, adequate welfare and disability 
payments, wages that people can live on, affordable housing as a right, and social inclusion of the poor.” 
This obligation may take the form of advocating for policy changes among political stakeholders to reduce 
poverty,135,136 increase wages,137 secure food needs138 and improve housing conditions.135 

Professional support for nurses to engage in SDOH has been recognized in the profession’s standards 
and competencies. For example, the Canadian Nurses Association has published several important 
documents and SDOH papers139-142 all of which encourage nurses to carve out a larger role in addressing 
the social causes of health inequalities. On a similar yet stronger note, community health nurses in 
Canada have identified the reduction of health inequalities arising from social inequalities as a practice 
standard and core competency for nursing practice.143 This standard calls upon nurses – community and 
public health nurses in particular – to address the root causes of health inequalities, identify which social 
determinants require action, uphold the principles of social justice and engage in advocacy in support 
of those people who are most disadvantaged.144 

Achieving this standard requires nurses to develop specialized policy development and analytical skills 
as core competencies.144 The Registered Nurses Association of Ontario has also been a leader in promoting 
reduced health inequalities, producing several documents urging nurses to engage in social justice advocacy 
and incorporating SDOH into nursing practice. Yet, the integration of SDOH ideas and arguments into 
nursing curricula has been uneven to date, indicating that more efforts are needed to train nurses during 
undergraduate, master’s and doctoral studies to move the field beyond an almost exclusive biomedical  
or socio-psychological emphasis.
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4.2 The political economy of public policies
The increased role of nursing within work on SDOH represents a promising direction for advanced 
research and professional practice in Canada;145 however, critical attention needs to be paid to the 
political economy of public policies and health inequalities. This situation invites nurses to focus on 
the links between power, politics and health inequalities, and to consider how policy power is distributed 
in Canada, why certain policies are favoured over others and whose interests governments serve.

According to Stevens and Hall,146 the effectiveness of nurses in promoting SDOH depends on their ability 
to consider the political economy of health inequalities and to address the structural causes of poor 
health. In this regard, nurses are faced with the challenge of advancing social justice and health equality 
goals within the constraints of medical models, neo-liberal economics and conservative political systems. 
Viewing health inequalities from a political economy perspective exposes the “causal chains [that] run 
from macro social, political, and economic factors to the pathogenesis of disease.”147(p. 1685) In particular, 
it sheds lights on how SDOH are largely influenced by governmental ideology (such as the ideological 
preference of political parties to favour neo-liberal or generous welfare policies) and power relationships 
(for example, the relative power of labour unions to mobilize workers to increase wages, promote 
egalitarian policies and strengthen welfare states).

The availability and quality of SDOH is heavily influenced by the ideology of the political parties at 
provincial and federal levels of governments in power. “Centre-left” and “left” political parties tend to 
support the redistribution of wealth, implement effective anti-poverty strategies and advocate for universal 
social and health programs for poor individuals and families and for those with disabilities. Strongly aligned 
with labour organizations, leftist political parties also advocate for progressive policies that support workers 
and other policy initiatives that reduce social inequalities in a population. Governmental ideology explains 
in part why there exists such strong evidence for SDOH on the one hand and so little government action 
to tackle SDOH on the other. Equally as important as credible evidence are the political and economic 
contexts under which SDOH are proposed.

The likelihood of reducing health inequalities through SDOH also reflects important power relationships 
in Canada, in particular, the impact of social class in determining societal levels of social inequality. In 
this regard, labour unions are instrumental for strengthening welfare states, implementing progressive 
public policies and narrowing health inequalities. Labour unions are associated with stronger social safety 
nets, active state labour market policies and greater employment protections for workers. Unions make 
a positive contribution to the health of workers by raising wages, improving benefits, giving workers a 
political voice (usually in support of leftist political parties), educating workers, and monitoring work 
safety and labour relations. 

Given that taking SDOH into account is considered a marginalized approach to developing public 
policy,148 nurses should engage in political activities that empower disadvantaged groups and shift 
power relations to implement more progressive public policies. This engagement includes taking 
action on the political factors affecting SDOH, such as facilitating union alliances among working-
class actors, supporting leftist political parties and advocating for a stronger welfare state.

As reviewed here, nursing’s mandate explicitly includes the reduction of health inequalities, and 
making progress on SDOH requires a political economy perspective. Next, we provide policy 
implications and recommendations to advance the role of nursing to include policy development, 
advocacy and implementation. 
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5. PolIcY IMPlIcaTIons anD RecoMMenDaTIons
To advance the role of nursing in narrowing health inequalities through public policy, we provide 
income-, housing-, food insecurity- and social exclusion-based policy recommendations that consider 
the political and economic contexts of SDOH.149 Wide-ranging policy recommendations also are offered 
to encourage intersectoral action on health. Informed by our scoping review findings, we synthesized our 
policy recommendations from various sources, ranging from academic studies and government reports 
to international commissions and cost-benefit analyses. Where available, the potential social, economic 
and political costs and benefits of addressing SDOH are noted.

5.1. Income
Policy objective

 ◥ To narrow income-health gradients, recommended policies will reduce poverty, increase wages 
and financial assistance, and narrow the income distribution between the poor and the affluent.

 Policy recommendations
 ◥ Reduce child and adulthood poverty levels by increasing (1) provincial and federal levels of financial 

assistance such as the Ontario Disability Support Program and Employment Insurance Benefits for 
those unable to work or temporarily in between jobs, and (2) the “social wage,” or amenities provided 
from public funds (such as public transportation, social housing, post-secondary education, child 
care).150 Target efforts toward groups most likely to be affected by poverty, including Aboriginal 
people, the homeless, single mothers and their children, persons with disabilities, minority racial/
ethnic groups, and recent immigrants. Increases in financial assistance and social wages would mean 
that individuals and families would be less dependent on labour market earnings to avoid poverty. 
Comparative studies suggest that levels of poverty are highly amenable to public policy initiatives. 
Social democratic countries such as Sweden have achieved low levels of poverty rates through 
welfare state programs, as compared with other advanced democracies, and, as a result, exhibit 
higher levels of population health.151,152

 ◥ Increase public- and private-sector minimum wages to a “living wage” to narrow the income-
health gradient. A living wage ensures that individuals and families can meet basic expenses such 
as stable housing and food security. While living wage policies are relatively new in Canada, they 
have been implemented in other countries such as the United States and the United Kingdom. 
Estimations of the potential health impact of living wage policies suggest that increases in wages 
are associated with substantial health improvements.153,154

 ◥ Support campaigns, social movements and political parties that advocate for progressive taxation 
(ensuring that the tax burden falls upon those individuals and corporations who make the most 
money). Progressive taxation has the potential to narrow income inequalities at national, provincial, 
metropolitan and community levels, leading to more egalitarian outcomes. To date, findings support 
the idea that progressive taxation is positively associated with global levels of well-being,155 life 
expectancy at birth in Western Europe156 and children’s health outcomes within the United States.157

 ◥ Continue to support and strengthen Canada’s universal healthcare system, which represents a 
type of “social wage” in that publicly funded, high-quality health insurance mitigates the negative 
health effects of low income. Comparative evidence shows that Canada’s more inclusive healthcare 
insurance coverage translates into health advantages for its poor citizens when compared with their 
US counterparts.158 Given that approximately 20% of total healthcare spending in Canada can be 
attributed to income disparities,159 action is needed to support low-income individuals and families 
to increase their economic security and health outcomes. 
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 ◥ Encourage provincial governments to pass legislation similar to Quebec’s Act to Combat Poverty 
and Social Exclusion (2004) and Newfoundland and Labrador’s Poverty Reduction Strategy (2006). 
These anti-poverty strategies are designed to establish strong provincial social safety nets and 
reduce economic and social inequalities. Such initiatives provide the impetus to encourage the 
federal government to design and implement a similar strategy at a national level, which would 
integrate poverty reduction efforts across all federal departments and provincial/territorial 
governments. Investing in poverty reduction in British Columbia would reduce healthcare costs 
for the poorest 20% of families and save the province’s public healthcare system 6.7% of its total 
spending each year, which is equivalent to $1.2 billion in annual provincial healthcare spending,  
or 0.6% of British Columbia’s gross domestic product.160

5.2. food insecurity
Policy objective

 ◥ To increase food security, recommended policies will reduce poverty, increase wages and make 
adequate food widely available.

Policy recommendations
 ◥ Reduce childhood and adult poverty levels to increase food security. Target efforts toward groups 

most likely to be affected by poverty, including Aboriginal people, the homeless, single mothers 
and their children, persons with disabilities, minority racial/ethnic groups, and recent immigrants. 
Given that poverty results in food insecurity, hunger and malnutrition, provincial and federal 
levels of governments must increase financial assistance rates to ensure poor individuals and 
families maintain food security.

 ◥ Increase public- and private-sector minimum wages to a “living wage” to increase the opportunity 
to achieve food security. A living wage ensures that individuals and families can purchase healthy 
foods (such as milk, fruits and vegetables), which can potentially lead to significant improvements 
in health.154,155

 ◥ Increase the “social wage,” or amenities provided through public programs (such as affordable housing 
and child care).151 As more essential services are provided through public programs, individuals and 
families will have more economic resources to avoid food insecurity. Provision of other SDOH such as 
affordable housing, education and child care would assist in offsetting these costs so that more resources 
could be devoted to meeting food needs.

 ◥ Advocate for federal and provincial governments to negotiate food security and right-to-food 
provisions in ongoing legislative changes to Canadian agriculture and food policy. For example, 
part of Quebec’s Act to Combat Poverty and Social Exclusion focuses on actions to strengthen the 
social and economic safety net, including “facilitating dignified access, for persons living in poverty, 
to a food supply that is both sufficient and nutritious, at reasonable costs, and simple and reliable 
information enabling those persons to make enlightened dietary choices.”161

 ◥ Support traditional food acquisition by Aboriginal people residing in remote communities (for 
example, encourage Aboriginal participation in the fishery sector) by taking into account Aboriginal 
conceptualizations of food harvesting, sharing and consumption. Such an approach has the potential 
to meet the unique food security considerations for Aboriginal groups.162
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5.3 Housing
Policy objective

 ◥ To increase access to decent, affordable and permanent housing, recommended policies will reduce 
poverty and homelessness, increase wages, and promote the availability of social housing.

Policy recommendations
 ◥ Reduce childhood and adult poverty levels to increase access to decent and stable housing. Given that 

housing costs represent the single largest expenditure in household budgets and have the potential 
to induce poverty, public policies that reduce poverty represent an effective means to increase access 
to permanent housing, improve housing conditions and avoid overcrowding.

 ◥ Increase public- and private-sector minimum wages to a “living wage” to increase the opportunity 
to access decent housing. A living wage ensures that individuals and families can meet housing 
needs at an affordable price in a safe environment. Increases in living wages that take into account 
housing costs are predictive of better health outcomes.154,155 

 ◥ Increase the “social wage,” or amenities provided through public programs (such as all forms of 
publicly assisted social housing, including public housing, non-profit and co-operative housing, and 
supportive and affordable housing).151 Increases in the social wage in the form of social housing 
mean that individuals and families will have more economic resources to avoid poverty and marginal 
housing conditions. The B.C. government found that investing in social housing saved future costs 
devoted to shelters and homelessness – the costs of service and shelter for homeless people ranged 
from $30,000 to $40,000 per year, as compared with $22,000 to $28,000 per year for social housing 
residents who were previously homeless.163

 ◥ Advocate at provincial and federal levels of government to implement a coordinated strategy to 
make housing affordable for disadvantaged Canadians. Canada is the lone G-8 country without 
a national housing policy.164 Whereas Ireland and the Netherlands have coordinated policies that 
explicitly integrate housing, income assistance and poverty reduction strategies, the province 
of Ontario, for example, has no poverty strategy, and housing and income assistance operate in 
relative isolation of each other.165

 ◥ Support campaigns, social movements and political parties that support the “One Percent 
Solution,” the call for federal, provincial/territorial and municipal governments to increase their 
budgetary allocation by 1% to housing programs by restoring and renewing housing spending.166 

5.4 social exclusion
Policy objective

 ◥ To promote the social inclusion of marginalized groups, recommended policies will reduce poverty, 
increase wages and the availability of social goods, and improve access to economic opportunities. 

Policy recommendations
 ◥ Reduce childhood and adult poverty levels to alleviate the health burdens caused by social exclusion. 

Given that Aboriginal Peoples, visible minorities and immigrants are more likely to be unemployed, 
engaged in precarious work and earning lower wages, public policies that reduce poverty also 
increase opportunities for socially excluded groups to participate in Canadian life.

 ◥ Increase public- and private-sector minimum wages to a “living wage” so that socially excluded 
groups can meaningfully improve their living conditions. A living wage ensures that marginalized 
individuals and families can access other important SDOH. Living wages have a positive health 
effect among excluded Canadians.154,155
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 ◥ Strengthen the enforcement mechanisms of the Employment Equity Act at federal and provincial 
levels. Removing discriminatory barriers will increase access to employment among Aboriginal 
people, minority racial/ethnic groups and immigrants, thus promoting greater economic inclusion.

 ◥ Remove barriers for transition foreign-trained immigrants to access regulated professions and trade. 
Revising and approving laws and regulations at municipal, provincial/territorial and federal levels of 
government represents a clear and direct policy option for new immigrants to be integrated within 
Canadian society. Currently, all immigrants (including recent ones) have higher unemployment rates 
and lower labour force participation rates, as compared with Canadian-born workers.

 ◥ Renew support for anti-discriminatory and anti-racism programs to increase the labour market 
participation of minority racial/ethnic groups. Minority racial/ethnic groups are more likely to live 
in low-income neighbourhoods, work in precarious jobs and experience health problems. 

 ◥ Advocate for self-determination and control in Aboriginal communities to redress historical power 
inequalities. As recommended by the Senate Subcommittee on Population Health,167 transferring 
decision-making power from Canadian governments to Aboriginal Peoples represents a potential 
solution to addressing health determinants. Evidence suggests that suicide rates in Aboriginal 
communities are lower when important governance and cultural continuity factors are present, 
such as land claims, self-government, educational services, health services, police and fire services, 
and cultural facilities.168

5.5 Wide-ranging sDoH 
Policy objective

 ◥ To promote governmental action on SDOH, recommended policies encourage an intersectoral approach 
to health inequalities, support leftist political parties and encourage greater workplace democracy. 

Policy recommendations
 ◥ Following the recommendations of The Chief Public Health Officer’s Report on the State of Public 

Health in Canada 2008: Addressing Health Inequalities151 and the Senate Subcommittee on Population 
Health,168 advocate for intersectoral action on health at provincial/territorial and federal levels 
of government. Given that public policies targeted at income, housing, food insecurity and social 
exclusion fall outside the health sector, intersectoral action is needed to coordinate action undertaken 
by sectors such as Aboriginal affairs, citizenship, immigration, multiculturalism, health, human 
resources and public works as well as Statistics Canada. Evidence from North Karelia, Finland, shows 
that broad intersectoral actions reduced mortality rates associated with cardiovascular diseases.169,170

 ◥ As recommended in The Chief Public Health Officer’s Report on the State of Public Health in Canada 
2008,151 reduce differential access to income, housing and food insecurity, and increase opportunities 
for socially excluded groups through universal policies or non-contributory benefits provided to all 
Canadian citizens without means-testing for need, such as poverty, disability and unemployment. 

 ◥ Support political parties at provincial/territorial and federal levels of government that are receptive 
to taking action on SDOH (such as those with pro-labour and leftist ideology). Comparative evidence 
finds that leftist political parties are more likely to implement public policies that support SDOH 
that alleviate poverty, improve housing and increase food security. Leftist party governance also 
contributes to greater welfare generosity, which, in turn, shapes health inequalities.171

 ◥ Encourage greater workplace democracy to increase the number of unionized workplaces and 
collective agreement rates. Unions are an effective mechanism for increasing wages and worker 
bargaining power, redistributing income, and improving employment security and occupational health 
standards.172 Moreover, labour unions also contribute to building strong welfare states and active labour 
market policies, which both lead to declines in infant mortality and increases in life expectancy.172
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aPPenDIX b
table B1: descriptive profile of empirical research on social determinants of health in Canada

number of studies percentage of  
total studies

Theme

Income 65 59.6
Food insecurity 6 5.5
Housing 9 8.3
Social exclusion 11 10.1
Multiple social determinants 18 16.5

Year of publication

1985–1989 1 0.9
1990–1994 3 2.8
1995–1999 7 6.4
2000–2004 27 24.8
2005–2009 45 41.3
2010–2011 26 24.9

Study design

Ecological 7 6.4
Cross-sectional survey 53 48.6
Longitudinal survey 10 9.2
Case-control 11 9.2
Cohort 28 25.7

Multi-level design

No 100 91.7
Yes 9 8.3

Sampling procedure

Representative/probability 63 57.8
Convenience 46 42.2

Sample size

n < 100 2 1.8
100 ≤ n < 200 6 5.5
200 ≤ n < 1,000 12 11.0
n ≥ 1,000 89 81.7

Region of study

National 43 39.5
Provincial 39 35.8
City 27 24.8
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table B1: descriptive profile of empirical research on social determinants of health in Canada

number of studies percentage of  
total studies

Study populations

Age

Adults 87 79.8
Children 17 15.6
Elderly 5 4.6

Sex 

Men and women 94 86.2
Men only 2 1.8
Women only 13 11.9

Dependent variables

Physical health 44 40.4
Mental health and healthcare access/use 21 19.3
Mental health 9 8.3
Cancer 8 7.3
Other 27 24.8

table B2: Findings of 109 empirical studies grouped by social determinant of health

Social determinant positive 
impacta

negative 
impactb no impactc mixed 

impactd total

Number (and percentage of total for determinant)

Income 2 (3.1) 48 (73.9) 9 (13.9) 6 (9.2) 65 (100)
Food insecurity 0 6 (100.0) 0 0 6 (100)
Housing 0 8 (88.9) 0 1 (11.1) 9 (100)
Social exclusion 3 (27.3) 5 (45.5) 1 (9.1) 2 (18.2) 11 (100)
Multiple 0 15 (83.3) 0 3 (16.7) 18 (100)
Total 5 (4.6) 82 (75.2) 10 (9.2) 12 (11.0) 109 (100)
a Positive association exists between social determinant and health-related outcome. 
b Negative association exists between social determinant and health-related outcome.
c Social determinant is not associated with health-related outcome.
m Social determinant is inconsistently related to health-related outcome.
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aPPenDIX c
Figure C1: impact of income on health (43 independent outcomes)

Studya ORb (95% CL) % Weight

Barnett (2008)
Hawker (2002)
Landy (2008)
Roos (2004)
To (2009)
Roos (2004)
To (2009)
Seguin (2003)
Wilson (2010)
Wilson (2010)
Qi (2006)
Vrbova (2005)
Vrbova (2005)
Qi (2006)
Qi (2006)
Qi (2006)
Choi (2001)
Janssen (2006)
Wang (2009)
Genereux (2008)
Qi (2006)
Seguin (2003)
Dales (2002)
Landy (2008)
Mao (2001)
Schaffer (2006)
Huguet (2008)
To (2009)
Genereux (2008)
Qi (2006)
Pan (2009)
Mao (2001)
Seguin (2003) 
Genereux (2008)
Hawker (2002)
Dinca-Panaitescu (2011)
Winget (2010)
Landy (2008)
Janssen (2006)
Quinonez (2009)
To (2009)
Landy (2008)
Dinca-Panaitescu (2011)
Overall  (I-squared = 88.4%, p = 0.000)

0.30 (0.13, 0.67)
0.36 (0.11, 1.15)
0.48 (0.35, 0.67)
0.57 (0.38, 0.85)
0.58 (0.44, 0.76)
0.66 (0.38, 1.15)
0.67 (0.45, 0.99)
0.70 (0.40, 1.20)
0.86 (0.75, 0.98)
0.92 (0.84, 1.02)
0.96 (0.77, 1.18)
1.03 (0.96, 1.12)
1.03 (0.97, 1.10)
1.14 (0.90, 1.44)
1.15 (0.63, 2.08)
1.15 (0.53, 2.47)
1.21 (1.13, 1.30)
1.26 (1.07, 1.48)
1.26 (0.83, 1.90)
1.32 (1.05, 1.66)
1.33 (1.08, 1.62)
1.40 (0.80, 2.20)
1.43 (0.97, 2.12)
1.49 (1.01, 2.18)
1.50 (1.10, 2.00)
1.51 (1.19, 1.91)
1.52 (0.94, 2.47)
1.54 (0.91, 2.61)
1.58 (1.23, 2.04)
1.59 (1.04, 2.42)
1.69 (1.25, 2.29)
1.70 (1.30, 2.20)
1.80 (1.30, 2.60)
1.81 (1.36, 2.41)
1.83 (1.24, 2.70)
1.94 (1.57, 2.39)
2.05 (1.21, 3.45)
2.24 (1.47, 3.40)
2.59 (1.76, 3.70)
2.60 (0.70, 9.90)
2.68 (1.29, 5.59)
2.70 (1.64, 4.40)
2.75 (2.24, 3.37)
1.14 (1.11, 1.18)

0.13
0.06
0.82
0.53
1.15
0.28
0.55
0.29
4.82
9.14
1.89
14.50
21.79
1.56
0.24
0.15
17.55
3.28
0.50
1.64
2.10
0.34
0.56
0.58
0.96
1.54
0.37
0.31
1.35
0.48
0.94
1.25
0.72
1.05
0.57
1.95
0.31
0.49
0.62
0.05
0.16
0.35
2.07
100.00

.101 9.91

Abbreviations: CL = confidence limits; OR = odds ratio
a Each study is identified by first author only (and year of publication).
b An odds ratio greater than 1 indicates that disadvantaged health outcomes are more likely to occur among low-income groups  
(with high-income group as the reference group). 
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