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Social Determinants of Health 

Source: Canadian Medical Association 



“All [the studies reviewed] 
conclude that … the main 
direction of influence is 
from poverty to poor(er) 
health.” 
 
Phipps S. The impact of poverty on health: a scan of the research literature. 
Ottawa: CIHI; 2003. 

 

“Lower income ... leads to a significant increase in mortality 
risk, yet the influence of major health risk behaviors 
explains only a modest proportion of this relationship.” 
 
P. Lantz et al. SE Factors, Health Behaviors, & Mortality: Results From a Nationally Representative Prospective Study of US Adults.  
JAMA. 1998;279(21):1703-1708. 



Poverty in BC 
  www.worstincanada.org 
• Income inequality in BC is growing faster 

than in other provinces and the USA 
• Poverty in BC has an estimated cost of $8-9 

billion annually (vs. $3-4 billion for a 
comprehensive poverty reduction strategy) 

•  unemployment;  full-time work 
• Unemployment in young people 2x Cdn avg 
• Net loss of ~ 665,000 jobs since the 2008 

recession 
• 2013: BC government announces an 

additional $130 million in cuts to public 
services over the next 3 years. 





 
Minimum wage: 
$10.25/hr  
 
Welfare rate: 
$610/mo 
 
Disability rate:  
$905/mo  

Vancouver poverty lines 
(LICO, LIM, MBM) 





Question: 
How does poverty (and its impact on health) affect 
those living above the poverty line? 







Sources: NPHS; Bierman, 2009: 63. 



Case Study: 
 

Harriett is a 58 yo woman who immigrated to Canada in her 20s from 
Jamaica. She worked in construction until 15 years ago when a back 
injury put her out of work. Harriett has an extensive medical history, 
including diabetes, chronic renal disease, hypertension, depression, 
and, after an MI, early heart failure. Your team has done its best to 
optimize her treatment for her physical and mental health conditions.   
You do not feel Harriett’s health has really improved during the time 
your team has been working her.  
 

Question:  
How should you use your time with Harriet today? 
 



Level 1: Practical ways to address poverty. 



Screen: 
•“Do you ever have difficulty making ends meet at the end of the 
month?”  
•Sensitivity 98%, Specificity 60%; OR 32.3 (95% CI 5.4–191.5) 
•Or, “Do you have enough money for food after paying your 
monthly bills?” 
•Income should be part of a patient’s social history. 
 

Intervene: 
•“Have you filed your tax return? Do you need help doing that?” 











www.divisionsbc.ca/kb/povertyinterv
tion 
 
…or google “Kootenay Boundary 
Division Poverty Intervention tool” 

http://www.divisionsbc.ca/kb/povertyintervention
http://www.divisionsbc.ca/kb/povertyintervention




www.divisionsbc.ca/kb/povertyinterven
tion 
 
…or google “Kootenay Boundary 
Division Poverty Intervention tool” 

http://www.divisionsbc.ca/kb/povertyintervention
http://www.divisionsbc.ca/kb/povertyintervention


Source: Toronto Star 

How to Address Poverty? 
 

Kootenay Boundary Division 
Poverty Tool 
www.divisionsbc.ca/kb/povertyinter
vention 
 
OCFP Poverty Tool 
http://ocfp.on.ca/cme/povertytool 
 
CLEAR Collaboration Toolkit 
http://www.mcgill.ca/clear/ 

http://www.divisionsbc.ca/kb/povertyintervention
http://www.divisionsbc.ca/kb/povertyintervention
http://ocfp.on.ca/cme/povertytool


https://www.cma.ca/En/Pages/social-determinants-of-health.aspx 
 
Abstract 
The aim of this CME module is to raise the awareness of Canadian physicians, that poverty is a 
risk to the health of individual patients. It also seeks to provide physicians with practical 
interventions for their practice. 
 
We know that individual health is influenced by a complex inter-play between different factors 
such as: 
•human biology including genetic predispositions; 
•the consequences of personal behaviors like smoking or a sedentary lifestyle; and 
•access to, and the design of, the health care system. 
 
But health – both individual and collective – is also profoundly influenced by social factors. 
These factors lead to differences in health at the individual level as well. It is those individuals, 
in their role as patients, on which most physicians focus their attention. 
 
For the purposes of this CME we will focus on one social determinant, income. Early childhood 
development will be explored in another CME that is in development. One reason that income 
is so critical to individual health is its link to the other determinants. 
 



Question: 
What else can we do in our professional cultures and 
practice environments to address poverty? 



How to address poverty in primary care? 
Given the role of physician as advocate, and the goal of providing appropriate, 
patient-centered care for patients of lower SES:  
1. What is the role of primary care providers in addressing the health 

needs of patients living in poverty? 
2. What barriers and enabling factors are associated with addressing 

determinants of health, including poverty, in primary care? 
A qualitative, heterogeneous focus group study involving: 
• 15 patients (7 male, 9 female, many on disability) 
• 7 community advocates (Homeless shelter, food bank, MOA, mental 

health worker, patient advocates, patient service centre Director) 
• 19 health providers (GPs, RNs, pediatrician, MHO, counselor, dietician, 

parametic, DM educator, medical and nursing students) 
 



Theme : Shame and Power 
Patient stories: 
“The class thing, resentments maybe; here I am struggling to feed myself and 
here’s this person who makes a hundred and fifty thousand dollars who is 
supposed to give me the answer in fifteen minutes about a life that she can’t 
understand.” 
 

“The doctor thinks they can read your mind, but unfortunately they cannot. 
But it is hard trying to admit that being embarrassed knowing that we’re a lot 
lower than everyone else.” (Pt.V.211) 
 

Physician stories: 
Patients in one focus group expressed shock when a physician expressed that 
doctors too can feel “powerless, if they can’t fix the problem.” 



Cycle of neglect of SDOH 

socioeconomic 
concerns are 

less important 
than medical 

ones 

tense power 
dynamics & 

shame 

judgmental 
attitudes & 

labeling 

Don’t ask-Don’t tell: “It would open up a whole 
can of worms and then you’d end up sitting for a 
half an hour with the person when you’ve got a 
full waiting area of people that want to see you.”  
 
“The doctors don’t want to say ‘Oh you shouldn’t 
delist physiotherapy’ or ‘You shouldn’t delist 
something else’ because, well, that’s less money 
for us. It just creates an adversarial approach 
between the different disciplines that really should 
be working together. Like, if we give more money 
to the nurses that is less money for doctors and 
vice versa.”  



Solutions: Cultural and Attitudinal Shifts 

“One of my old family doctors before, they could see when I was starting to 
slide before I slid… because they deal with you on an ongoing basis.”  
 
Said one participant to another who described feeling welcoming “vibes” in 
his family doctor’s office (Pt.N1.806): “It sounds like he valued you and he 
respected you and he liked you.” 
 
Regarding poverty: “Be upfront and honest with me rather than beat around 
the bush and not ask the direct question.” 
 
 



 
Pairs of young, well-groomed, well-spoken college men with 
identical resumes apply for 350 advertised entry-level jobs in 
Milwaukee, Wisconsin.  Two teams were black and two were white.  
In each team, one said that he had served an 18-month prison 
sentence for cocaine possession. 
 

Criminal 
Record White Black 

No 34% 14% 
Yes 17% 5% 

Devah Pager; Am  J Sociology, 2004 

% of Job Applicants 
Receiving a Callback: 

 

Level 2: Address Underlying Issues. 



Every Day Discrimination 
In your day-to-day life how often have any of the following things 
happened to you? 

• You are treated with less courtesy than other people. 
• You are treated with less respect than other people. 
• You receive poorer service than other people at restaurants or 

stores. 
• People act as if they think you are not smart. 
• People act as if they are afraid of you. 
• People act as if they think you are dishonest. 
• People act as if they’re better than you are. 
• You are called names or insulted. 
• You are threatened or harassed. 



Everyday Discrimination: positively associated with: 
• Coronary artery calcification (Lewis et al., Psy Med, 2006) 
•  C-reactive protein (Lewis et al., Brain Beh Immunity, 2010) 
•  Blood pressure (Lewis et al., J Gerontology: Bio Sci & Med Sci 2009) 
•  Lower birth weight (Earnshaw et al., Ann Beh Med, 2013) 
•  Cognitive impairment (Barnes et al., J Intl Neuro Psy Soc, 2012) 
•  Poor sleep [objective  & subjective]  (Lewis et al, Hlth Psy, 2012) 
•  Mortality (Barnes et al., J Gerontology: Bio Sci & Med Sci, 2008). 
•  Visceral fat (Lewis et al., Am J Epidemiology, 2011)  

Discrimination & Health: Tene Lewis et al  



The effect of SES on access to care: 
Olah et all. CMAJ. Feb 23, 2013 

• Researchers played roles of high & low 
income patients with & without a 
chronic health condition, seeking a GP 

• 22.6% of high SES patients were 
offered appointments vs. 14.3% of low 
income patients ✗ 

• 23.5% of patients with chronic health 
conditions were offered appointments 
vs. 12.8% of those without ✔ 

• Adjusting for significant variables, 
odds of being offered an appointment 
for a high SES patient were 1.78 times 
that for a low SES patient 

• High SES patients received 
preferential access to care. 



“But I’m non-judgmental: I know I don’t stereotype” 

• When one holds a negative stereotype about a group and meets 
someone who fits the stereotype s/he will discriminate 

• Conclusive evidence demonstrates that stereotypes are activated 
automatically (without intent).  

• Individuals frequently are not aware of activation nor impact on 
their perceptions, emotions and behavior. 

• They are activated more quickly and effortlessly than conscious 
cognition. 

• Many cognitive processes result in confirmation of expectations 
(we process information in ways that support our beliefs). 

Van Ryn, 2003 



Important conclusions: 
• By overvaluing biomedical needs over social needs, we can cause 

harm to patients. 
• If we do not create space in medical encounters for addressing 

the biggest contributors to a patient health, we can cause shame 
by delegitimizing the day-to-day struggles of patients. 

• Often we are simply adding to their problem list by piling 
biomedical problems onto existing socio-economic ones. 

• We must think of the implications of labeling patients as 
“difficult” and “non-compliant”. 

• Whether we see patients in acute or community settings, we can 
identify appropriate action plans for both acute and chronic risk 
factors and needs, including needs related to SDOH. 

 



Service Delivery and Social Context 
244 low-income hypertensive patients, 80% black (matched on age, 
race, gender, and blood pressure history) were randomly assigned to: 
• Routine Care: Routine hypertensive care from a physician. 
• Health Education Intervention: Routine care, plus weekly clinic 

meetings for 12 weeks run by a health professional. 
• Outreach Intervention: Routine care, plus home visits by lay 

health workers*. Provided info on hypertension, discussed family 
difficulties, financial strain, employment; as appropriate, 
provided support, advice, referral, and direct assistance. 

• Recruited from the local community, one month of training to 
address social and medical needs of persons with hypertension. 

Syme et al. 1978 
 



Service Delivery and Social Context:  Results 

After 7 months of follow-up, patients in the outreach group: 
1. Were more likely to have their blood pressure controlled than 

patients in the other two groups. 
2. Knew twice as much about blood pressure as patients in the 

other two groups.  Those in the outreach group with more 
knowledge were more successful in blood pressure control. 

3. Were more compliant with taking their hypertensive meds than 
patients in the health education intervention group.  Moreover, 
good compliers in outreach group were twice as successful at 
controlling their blood pressure as good compliers in health 
education group. 

 
 Syme et al. 1978 



Our Mission: 
1. To provide individuals and families with connections, and facilitate access, to 

the resources they need to be healthy. 
2. To partner with health care providers in addressing SDOH in clinical practice. 
3. To foster the development of a more integrated understanding of health 

among the next generation of health care providers and leaders. 

Basics for Health Society is committed to an equitable 
health care system that recognizes basic socio-economic 
needs as an essential component of health care delivery.  
 
We are committed to strengthening the primary health care 
system through partnership and leadership on the social 
determinants of health 



www.basicsforhealthsociety.ca 

History: 
 

2012: 
ImpactBC pilot funding  
2012-2013: 
Operation at REACH CHC 
April 2014:  
Basics for Health Society 
incorporated 
July 2014: 
Transition to Navigator 
program at REACH 
October 2014: 
PainBC partnership; 
program adapted province-
wide 



Assessment 

Intake 

Matching 

Follow-Up 

Referral by 
patients & 
health providers 

How does the 
Basics for Health 
Program Work? 



SDOH: Impact on Health 





www.welfarefoodchallenge.org 
www.chewonthis.ca 
 
• 833,000 Canadians use food banks monthly 
• 1 in 3 people helped by food banks are 

children 
• 1 in 8 Canadians experience food insecurity 

 
 



Question: 
Who will join me in the Welfare Food Challenge, to eat 
for one week on only $21 starting today (or tomorrow)? 
 
Who will sign the petition calling for welfare, disability, 
and minimum wage increases that allow dignity and the 
ability to meet basic needs? 
 
   www.welfarefoodchallenge.org 
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