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Over twenty-five years ago, the Canadian Government recognized that the health of
its population was dependent on factors other than personal behaviors and the provision
of health care. Dennis Raphael has taken another step in this process by presenting this
exhaustive summary of what inequality in society does for heart disease. He cogently
summarizes many studies that show that living in a society that tolerates a large gap
between the rich and poor is bad for our health. Raphael, a versatile researcher who has
carried out a number of studies of how government policies influence health, has also
suggested approaches to addressing this critical problem of our age.

Why should inequality, perhaps the biggest factor affecting the health of populations,
be so bad for us? In a big gap society, those lower down the ladder experience more
chronic stress than those towards the top. We are beginning to understand how this stress
produces ill health, in large part mediated through hormones released by the adrenal
glands.

Inequality concepts relate to the quality of social and human relations produced by the
structure of society which in our era are largely determined by measures of hierarchy. We
tend to associate with people like ourselves, most of us do not have friends who are either
much richer or much poorer than we are. As a young boy, growing up in the 1950s in East
York, a part of Toronto, | lived in a working class neighbourhood and did not consider
myself disadvantaged. My father repaired shoes, and my friends’ parents were similar
workers. When | went to the University of Toronto, | became aware of hierarchy in
Canada, as my classmates came from more privileged backgrounds than mine. | began
to feel poor. Today with lifestyles of the rich and famous always in the media we don'‘t
compare ourselves to just our friends anymore but to the many achievers and the wealthy
who are constantly in our face. Finding ourselves down the ladder, our sense of self-worth,
our ability to control our lives and our access to what is considered essential for health,
suffers. Not only do we not do as well, but society’s health suffers.

Modern societies, unless held in check, tend to share income and wealth unfairly.

Growing up, | was oblivious to the various ways in which the general concept of
income used to be redistributed in Canada: family support payments, transfer payments
across provinces, a somewhat progressive income tax system, social welfare, federally
subsidized higher education, and later universal health care.
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Today, as Raphael documents, the checks on maintaining socioeconomic justice have
loosened, and hierarchy is increasing. As aresult Canada’s health, in comparison to other
countries that have resisted such market reforms, has dropped from second place to
seventh.

The kinds of positive societal changes that will produce health improvements will only
come from popular pressure on the forces of wealth and power. Canadians must continue
to maintain and strengthen their unique society, one that values cultural diversity and social
justice. Many prescriptions for dealing with health problems are outlined herein, but none
of them will be given to you by your doctor. We are all affected by this dis-ease, and must
work together to take this remedy through the democratic process.

This monograph could be the trebuchet that breaks down the walls of hierarchy that
are being built up in Canada.

Stephen Bezruchka

Stephen Bezruchka MD, MPH grew up in Toronto and graduated
from the University of Toronto. He has worked as a doctor in
Canada. Currently he teaches in the International Health Program
in the School of Public Health and Community Medicine at the
University of Washington and practices as an emergency
physician.
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In November of 2000, members of the North York Heart Health Network attended
a presentation where | outlined how poverty and income inequality contribute to disease
and illness. My presentation noted that cardiovascular disease was the disease most
sensitive to the effects of low income and income inequality among Canadians. My
conclusion was that fundamental societal conditions were far and away the major
determinants of health and illness rather than lifestyle behaviours. Members of the
Network had been coming to a similar conclusion. Most of their activities — funded under
the Ontario Ministry of Health and Long Term Care’s Heart Health Initiative — had
involved the sole promotion of lifestyle messages as means of improving heart health.
They saw this as an incomplete approach to the problem and | was commissioned to
review the literature and report on the impact of low income as a predictor of heart
disease.

The Network’s reportinequality is Bad for Our Hearts: Why Low Income and
Social Exclusion are Major Causes of Heart Disease in Canada, released in
November, 2001. Its content argued that not only is low income a major cause of heart
disease, but that lifestyle approaches for improving heart health were incomplete and
clearly inadequate means for addressing the factors that lead to heart disease among those
most at risk. Recommendations for addressing fundamental social and economic issues
that lead to disease were identified. These involved working to identify and communicate
how societal factors were the areas that should be the primary focus of those committed
to improving the heart health of Canadians. While having a Canadian focus, the report —
its content and implications — were seen as applicable across many nations.

Since that time, there has been extensive discussion of the implications of the report.
The report has been well received by those working in social welfare and social
development, the anti-poverty and social justice areas, and the faith communities. The
health care and public health communities’ reactions have been more guarded. This is not
surprising as the majority of heart health initiatives in North America focus on increasing
physical activity, promoting healthy eating, and reducing tobacco use. This lifestyle
approach is a mainstay of heart health practitioners, public health units, and heart health
foundations and organizations. However, its emphasis is inconsistent with an emerging
conceptual and empirical literature that identifies conditions such as poverty, social
exclusion, and the growing economic gap as the fundamental factors that determine the
incidence of cardiovascular disease among individuals and communities.

Vil
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Seven scholarly articles based on this work have been prepared for peer-reviewed
journals and three have been accepted to date. Numerous speaking invitations have been
extended for me to speak about this new way of thinking about heart health. But there
has been continued and at times heated debate about the report’s contention that lifestyle
approaches were incomplete means of addressing heart health issues and that advocacy
for healthy public policies were the most appropriate means for health workers to address
the causes of cardiovascular disease. The resistance to this message led me to consider
more fully the effects of the dominant lifestyle approach upon public understanding of the
causes of cardiovascular disease and heart health practice. It also led me to consider the
reasons for the resistance to the content and substance of the report. Much of the results
of these reflections now appear in the form of three new messages within this report.

Social Justice is Good for Our Hearts: Why Societal Factors, Not Lifestyles, are
Major Causes of Heart Disease in Canada and Elsewhepeesents a significant
update of the earlier report. New studies and analyses from articles, book chapters, and
volumes are included that draw from cutting-edge work in a variety of academic and
applied areas. Also included are three new messages that consider the side effects of the
lifestyle approach to heart health, reasons for resistance by heart health workers and
others to considering new ways of thinking about heart health, and the outlining of
community based heart health activities based on the principles of health promotion
contained in théttawa Charter for Health PromotiorThis last message is for the
many community-based heart health workers who continue to work in communities and
cannot — by virtue of their employment situations — speak out about the public policies
and societal directions that are harming the heart health of Canadians.

These new additions reinforce the clear and dramatic links between low income and
heart disease and identify the most effective means of addressing these issues. Such a
paradigm switch is necessary at this particularly critical time in Canadian society. More
and more Canadians are living on low incomes and the health care system is becoming
increasingly strained. While this report — as did the earlier one — focuses on the
relationship between cardiovascular disease and low income, the impact of low income
on the health of Canadians is not limited to heart disease, nor are the health damaging
effects of increasing poverty and income inequality, and the weakening of the social safety
net, limited to Canadians living on low incomes.

| am pleased that the CSJ Foundation for Research and Education in Toronto — a
strong supporter of the initial report— has agreed to coordinate distribution of this updated
and revised report. | am especially grateful for the support and interest in this work by
many colleagues and citizens from around the world. The encouragement provided by
members of the North Heart Health Network in developing, releasing, and disseminating
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the initial report and supporting in spirit the production of this revised and updated version
is especially valued and appreciated. Unlike the initial report which was a year-long

collaboration between the Network and myself, this work is my own. Members of the

Network may — or may not — share the views expressed in this document. Financial
support for the production of this revised document has been provided by the Atkinson
Faculty of Liberal and Professional Studies at York University, Toronto, Canada.

Finally, the willingness of Dr. Stephen Bezruchka of the University of Washington to
provide —on very short notice — an archival home for the origimedjuality is Bad for
Our Hearts: Why Low Income and Social Exclusion are Major Causes of Heart
Disease in Canadeeport at http://depts.washington.edu/eghlth/paperAl15.html is very
much appreciated.

Dennis Raphael
York University, Toronto, Canada
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cutive Summary

Poor conditions lead to poorer health. An unhealthy material environment and
unhealthy behaviours have direct harmful effects, but the worries and insecurities
of daily life and the lack of supportive environments also have an influence.

Heart disease and stroke are the leading killers of Canadians and the leading causes
of hospitalization. The Heart and Stroke Foundation of Canada estimates the total cost to
Canada of cardiovascular disease as close to $20 billion.

An extensive body of research now indicates that the economic and social conditions
under which people live their lives, rather than medical treatments and lifestyle choices,
are the major factors determining whether they develop cardiovascular disease. One of
the most important life conditions that determine whether individuals stay healthy or
become illis theirincome. In addition, the overall health of North American society may
be more determined by the distribution of income among its members rather than the
overall wealth of the society.

Cardiovascular disease is the disease which is most associated with low income
among Canadians. Yetto date, there has been virtually no public consideration in Canada
of the role that societal factors such as income play in the incidence of cardiovascular
disease and how recent changes in income distribution may be affecting cardiovascular
health. This is surprising as many studies find that socioeconomic circumstances, rather
than medical and lifestyle risk factors are the main causes of cardiovascular disease, and
that conditions during early life are especially important.

Latest estimates are that 23% of premature years of life lost prior to age 75 in Canada
can be attributed to income differences. That is, 23% of all of the premature years of life
lost to Canadians is accounted for by the differences that exists among wealthy, middle-
income, and low income Canadians. The disease most related to income differences is
cardiovascular disease. Twenty-two percent of all years lost that can be attributed to
income differences are caused by cardiovascular disease.

In addition, it is estimated that income differences account for a 24% excess in
premature deaths prior to 75 years from cardiovascular disease among Canadians. Were
all Canadians’ rates of death from cardiovascular disease equal to those living in the
wealthiest quintile of neighbourhoods, there would be 6,366 fewer deaths each year from
cardiovascular disease. An estimate of the annual costs to Canada of these income-
related cardiovascular disease effects is $4 billion.
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This report outlines the role that income and its distribution play in the incidence of
cardiovascular disease. There is particular focus on how living on low income -- combined
with government policies that limit access to basic needs and resources required for health
-- contributes to the process of social exclusion by which individuals are denied full
participation in Canadian life. This exploration of the role of income on cardiovascular
health is particularly timely as the distribution of income is becoming less equitable in
Canada.

Societal changes that increase the numbers of Canadians living on low incomes and
foster social exclusion are considered in relation to what is known about the societal
determinants of cardiovascular disease. Means are presented for addressing these issues
in order to reduce the incidence of cardiovascular disease in Canada. These include
recommendations for reducing the number of Canadians living on low incomes, reducing
the social exclusion of citizens from participation in Canadian society, and ways by which
the social safety nets that support population health can be restored.

Side effects of a lifestyle emphasis are discussed as are reasons for resistance to
thinking in new ways about the causes and means of preventing cardiovascular disease.
Finally, community activities that will support heart health that are consistent with the best
principles of health promotion are presented.

Key Messages Contained in this Report

1. The current emphasis on medical and lifestyle risk factors as a means of
preventing cardiovascular disease in Canada is inadequate, inappropriate, and ineffective.

2. Lowincome is a major cause of cardiovascular disease in Canada and elsewhere.

3. Social exclusion -- involving material deprivation, lack of participation in common
societal activities, and exclusion from decision-making and civic participation -- is the
process that explains how low income causes cardiovascular disease.

4. Canadians should be aware that directions in which Canadian society is heading
are inconsistent with what is known about reducing the incidence of cardiovascular
disease.

5. These directions — including greater inequality of distribution of income —
undermine the cardiovascular health of Canadians at all income levels.

6. Solutions are available to reduce the number of Canadians living on low incomes
and distribute income more fairly, thereby improving the cardiovascular health of all.

7. Lifestyle approaches to heart health have side-effects that threaten health and
well-being.
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8. The ideological and political barriers to new ways of thinking about cardiovascular
disease need to be acknowledged and challenged.

9. Community-based heart health activities should be consistent with the best
principles of health promotion.

The full report is available at http://www.socialjustice.org/

Xii






duction and Purpose

Heart disease and stroke are the leading killers of Canadians, responsible for 40,000

deaths per year representing 36% of all Canadian de@tiese diseases are also the

leading causes of hospitalization, accounting for
19% of patient days and 15% of hospital
discharge$. The Heart and Stroke Founda-

tion of Canadaestimates the total annual cost

to Canada of cardiovascular disease as close to

$20 billion.

While medical treatments and lifestyle risk
factors dominate discussions concerning the

causes of cardiovascular disease, an extensive

body of recent research indicates that the
economic and social conditions under which
people live their lives are the major factors
determining whether they develop a variety of
diseases including cardiovascular dis€dsA.
key aspect of how people live their lives is
whether society provides conditions that allow
them to be included in the activities expected of
most members of that society. Social exclusion
occurs when people are not provided the
opportunity to participate in activities as full
members of society.The importance of social
exclusion to individual and community health and
well-being is increasingly being recognized by
Health Canada and philanthropic
organization§:51°

One of the most important life conditions
that both determines whether people are
included or excluded from society and whether
they stay healthy or become illis their incothe.
This is especially the case for people living on

Inequalities”in” health” an
well-being can be traced
back to socioeconomic
inequalities; that is to  the
harsh’ living ~ conditions
which marginalize so many
of our fellow citizens, not
only limiting their access 10
essential goods, but
depriving them as well” of
any meaningful” role in
social life* »%°

Poor conditions” lead to
poorer health. An unhealthy
material” envitonment” and
unhealthy behaviour” have
direct”’harmful” effects;” but
the worries and insecurities
of daily life” and the lack of
supportive” environments
also”’have” an influencer’
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very lowincome, thatis, in poverty. In addition to an individual's income affecting whether
he or she stays healthy or becomes ill, research is finding that the overall health of all
members of a society is frequently more determined by the distribution of income rather
than by the overall wealth of the sociétyThis is especially the case in American
society*®

Cardiovascular diseases -- including heart disease and stroke -- are the set of diseases
where low income among Canadians have the greatestimpact on the incidence of illness
and death* The incidence of cardiovascular disease is especially related to the incidence
of poverty -- a situation that applies to a number of diseases. Yet to date, there has been
virtually no public consideration in Canada of the role that these societal factors play in
the incidence of cardiovascular disease and how recent changes in income distribution -

- and social exclusion -- may be affecting the cardiovascular health of Canadians. To
illustrate this lack of attention, thdeart and Stroke Foundation of Canadacument
The Changing Face of Heart Disease and Stroke in Canada 2@06€s:

There is a growing body of evidence that the determinants of health
go beyond individual genetic endowment, lifestyle behaviour, and
the health care system to the more pervasive forces in the physical,
social and economic environment... Health policy makers and
analysts have emphasized that these underlying determinants need
to be addressed in order to prevent heart disease and stroke. They
urge us to direct attention towards modifying not only risk factors
and risk behaviours but also such ‘risk conditions’ as poverty,
powerlessness and lack of social suppdrt®

Yetlike so many other public discussions of the causes of cardiovascular disease, the
risk factors discussed in that document are limited to age, gender, family history, unhealthy
behaviours such as tobacco use and physical inactivity, and biomedical indicators such as
high blood pressure and blood cholesterol. This is surprising as numerous studies indicate
that while these medical and lifestyle risk factors contribute to heart disease and stroke,
they account for only a small proportion of the variation in their incid&ié&.This gap
was recognized by the director of Bardiovascular Disease Prevention Unit, Health
Promotion Directorate of Health Canada:

It is clear that promoting heart health in the community requires
consideration of a complex social, economic and cultural context
which goes much beyond the immediate issues of risk redtictén.

More Canadian researchers need to start taking seriously the role of societal
determinants of health such as income in the incidence of cardiovascular disease. Also

Introduction and Purpose
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needed is more discussion of the cardiovascular health effects that may result from
increases in the number of Canadians living on low incomes and being excluded from full
participation in Canadian life.

Social Justice is Good for Our Hearts: Why Societal Factors -- Not Lifestyles
-- are Major Causes of Heart Disease in Canada and Elsewloereses on the roles
that income and its distribution play in the incidence of heart disease and stroke. There
is a particular emphasis on how living on low income -- when combined with government
policies that limit access to basic needs and resources required for health -- contributes
to the process of social exclusion by which individuals are denied full participation in
Canadian life. The process of social exclusion is a key process by which people living on
low income become susceptible to cardiovascular diséase. analysis of the role of
income on cardiovascular health is particularly timely since the distribution of income is
becoming increasingly unequal in Can&tahis growing gap between the rich and poor
in Canada has led to greater numbers of Canadians living on lower incomes while those
who are already wealthy have become wealthier. In addition, evidence is emerging that
the growing incidence of low income is becoming especially concentrated within
populations of women, visible minority groups, and newcomers to Canada.

Associated with this trend towards greater inequality of income in Canada has been
an increase in the incidence and depth of low inc8rReverty is the most extreme
manifestation of living on a low income and is one of the strongest predictors of
cardiovascular disea8eAlso occurring in tandem with the trend towards greater
inequality of income has been the weakening of social infrastructure and the social safety
net -- factors that have been identified as helping to prevent disease across thefifespan.
Recent government policy decisions are considered in relation to what is known about how
societal factors such as these affect cardiovascular health. The hypothesis that increases
in income inequality are associated with deteriorating health of those not living on low
incomes is also examined. The report outlines means of addressing the growing income
inequality among Canadians with an eye towards reducing the incidence of cardiovascular
disease. There is also an extensive discussion of some of the side effects that reliance on
lifestyle-based approaches to heart health may have in the health of individuals and
communities. Reasons for resistance to changing the commitment to lifestyle models are
considered and community-based heart health activities that are consistent with the best
principles of health promotion as outlined in ®iawa Charter for Health Promotion
are presented.

Introduction and Purpose






ifying the Causes of
diovascular Disease

In this report the focus is on how low income and social exclusion cause
cardiovascular disease. The concept of cause in science is a complicated one. To speak
of a cause is to ask the questidviy do things happerghdWhy did something turn
out one way and not anottié Many philosophers and scientists use the idea of
efficient causdased upon Aristotle’s notion of what puts an event in motion. For a
situation such as low income to be an efficient cause of an outcome such as cardiovascular
disease it must: a) occur prior in time to the
outcome; b) represent a process that produces
the changes that lead to the outcome; and c) be
part of a causal network that includes direct and
indirect effects on the outcome of interest.

Atthis point we are prepared
place our causal linkages’into’a
causal’network that'is, a set of
influences, processes,  and
conditions that; put together,
constitute” the circumstances
under which’ some event o
action occurs? r2

It should be noted that these causative
effects are not absolute but rather probabilistic;
that is, a cause does nalways lead to an
outcome but rather leads to an increase in th
probability that an outcome will occur. Just
about every risk factor identified by science has
this kind of probabilistic relationship to disease.
And this causative network must be validated
empirically through scientific observation. This
report is about the direct and indirect ways that
low income and social exclusion leads to — or
causes — cardiovascular disease.

ThroughoutSocial Justice is Good for Our Hearts: Why Societal Factors — Not
Lifestyles — are Major Causes of Heart Disease in Canada and Elsewthere,
following terms are used:

Cardiovascular diseasé his term is used to refer to all diseases involving the heart
and circulatory system. Itincludes ischemic heart disease, cerebrovascular disease, and
other diseases of the circulatory system. When a specific heart disease term such as
coronary heart disease or hypertensive disease is used, this was the term used by the
researchers whose work is being examined.
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Low incomeThis term refers usually refers to thew Income Cut-offglentified

by Statistics Canada. These cut-offs define low income in relative terms, based on the
percentage of income that individuals and families spend on the basic needs of food,
clothing and shelter in comparison with other Canadians. The category identifies those
who are substantially worse off than the average Canadian and are living in straitened
circumstances. The Canadian rates used in this report refer to pre-tax incomes. An
extensive discussion of the value of using this figure is avaftaldhen other definitions

of low income are used, they are described in the text.

Poverty:This refers to those who, in addition to living below the Statistics Canada
Low Income Cut-offsre exposed to absolute material deprivation involving the failure
to meet basic life needs such as shelter, food, and clothing. The emphasis here is on issues
of low-income but issues of poverty have attained significantly greater emphasis as
illustrated by the increasing incidence of homelessness and use of food banks across
Canada. In addition, many writers use the term poverty to refer to people living below
the Statistics Canadaow Income Cut-offs.

Identifying the Causes of Cardiovascular Disease



M essages

1 The current emphasis on medical and lifestyle risk factors as means of
preventing cardiovascular disease in Canada is inadequate, inappropri-
ate, and ineffective.

2 Low income is a major cause of cardiovascular disease in Canada.

3 Social exclusion -- involving processes of material deprivation, lack of
participation in common societal activities, and exclusion from
decision-making and civic participation -- is the means by which low in-
come causes cardiovascular disease.

4 Canadians should be aware that the directions in which Canadian society
is heading are inconsistent with what is known about reducing the inci-
dence of cardiovascular disease.

5 These directions — including greater inequality of distribution of income
— compromise the cardiovascular health of Canadians at allincome lev-
els.

6 Solutions are available to reduce the number of Canadians living on low
incomes and to distribute income more fairly, thereby reducing social ex-
clusion and helping to improve the cardiovascular health of Canadians.

7 Lifestyle approaches to heart health have side-effects that threaten health
and well-being.

8 The ideological and political barriers to new ways of thinking about
cardiovascular disease need to be acknowledged and challenged.

9 Community-based heart health activities should be consistent with the
best principles of health promotion.
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The Current Emphasis on Medical
and Lifestyle Risk Factors as the Means
of Preventing Cardiovascular Disease and Stroke
in Canada is Inadequate, Inappropriate, and
Ineffective

While there have been significant improve-
ments in health status among the populations of
Western industrialized nations, there continue to
be wide disparities in health between nations as
well as among citizens within thehi:!* Access
to medical care has been hypothesized as being
responsible in part for such differences as hav
differences in lifestyle behavioufs.Differ-
ences in cardiovascular disease among people
have been shown to be related to the risk factors
familiar to Canadians such as elevated serum
cholesterol, cigarette smoking, hypertension,
and lack of physical activity. But studies carried
out in the United Kingdom, the United States,
Canada and elsewhere find that most of the
differences in numbers of deaths from cardiovascular disease among income groups
within jurisdictions cannot be accounted for by these factors.

Medical” care can prolong
survival” after’some’  serious
diseases; but” the  social” and
economic conditions that affect
whether people become ill are
more’important for health gains
in'the population as a whote’”

To illustrate, a very large and carefully designed study revealed that lifestyle risk
factors such as alcohol and tobacco use, body mass index, and activity accounted for a
rather small proportion of variance in total death rates from cardiovascular disease as
compared to income. These findings of a small effect for lifestyle behaviours were seen
across sex, race, and age and led the researchers to state:

Our results suggest that despite the presence of significant
socioeconomic differentials in health behaviours, these differences
account for only a modest proportion of socioeconomic disparities
in mortality. Thus, public health policies and interventions that
exclusively focus on individual risk behaviours have limited

potential for reducing socioeconomic disparities in mortéfity.
p.1707




Someone who gives up smokin
butloses their home may overall
be at’ higher risk” of heart
disease because of strésg:’
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The largest ever international study of cardiac disease carried out by the World Health
Organization found that according to rates of cardiovascular disease among 21 nations
there was no relationship between reductions in cardiovascular disease and national
changes in obesity, smoking, blood pressure, or cholesterolieletsead, the findings
suggested that factors such as societal unrest, poverty, and social and economic change
may be responsible for different levels of

cardiovascular disease.

Concerning the role of underlying biological
processes in cardiovascular disease, there is
continuing uncertainty regarding the processes
that contribute to disease. Marmot and Mustard
argue that there are two: those that cause
thickening of blood vessels and those that cause
narrowing and blood clotting. The presence of
environmental stressors may be related to the
second process which is the main cause of

coronary heart disease. And whether the
second process occurs appears to be related to whether the person experiences stress.
The implications of this for preventing disease are potentially profound:

For example, since the main cause of myocardial ischemia (heart
attacks) is a thromboembolic event it is difficult to see how changes
in cholesterol levels in adult males will dramatically change
outcomes since there is no evidence that cholesterol has a major
clinical effect on the thromboembolic process. This may be one of
the reasons why risk modifications by trying to lower cholesterol
levels has not had a dramatic effect on the incidence of heart
attacks.?. p-213

Contrary to the messages from health foundations, public health units, the media, and
the exhortations of pharmaceutical companies, there is continuing debate concerning the
role of diet and cholesterol in the incidence of heart dis8&s®Numerous studies
indicate that there are additional societal factors that provide much better explanations
than the traditional risk factors related to lifestyle of why some people stay healthy and
others become ill. These factors have been nasueidl determinants of healénd
a solid body of evidence now exists concerning their importance in determining whether
people becomeill or stay healthy. What might some of these social determinants of health
be?

The Current Emphasis is Inadequate
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The World Health Organization has outlined a number of these societal factors that
determine health. These social determinants of health are income differences, stress,
experiences during the early years of life, social exclusion, work conditions,
unemployment, social support, addiction, availability of food, and transportéation.

Social Justice is Good for Our Hearts: Why Societal Factors -- Not Lifestyles -- are
Major Causes of Heart Disease in Canada and Elsewtlleesfocus is on income as
adeterminant of health thatinfluences the presence and quality of many of the other health
determinants. Income is also a key determinant of health in numerous Health Canada
documents and statements by the Canadian Public Health Association (see Appendices
I and ).

Low income influences the quality of early life, levels of stress, availability of food and
transportation, incidence of addictions, and so on. Additionally, the focus on the social
exclusion of low income people from Canadian society provides a means of understanding
how low income contributes to the onset of
cardiovascular disease. Social exclusion is not
the only way in which low income leads to
cardiovascular disease, but it does direct our
attention to this important process.

Mainstream nutritional scienc
has demonized dietary fat, yet
50 years and hundreds of
millions of dollars of research
have failed to’ prove that eating
a low-fat diet will help you live
Ionger?gv p2536
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Low Income is a Major Cause of
Cardiovascular Disease in Canada

The effect of low income on health have been known since theetfury** A

series of studies in the United Kingdom document how those living on lower incomes are
more likely to suffer from and die from cardiovascular disease — and a number of other
diseases — at every atfeA recent study found significant differences in overall death
rates between those in the lowest two income
groups and those in the highest two income groups
in England and Wales. Lower income men had a
68% greater chance and lower income women
had a 55% greater death rate than those with
higher incomes. For coronary heart disease
however, lower income women had more than
twice the death rate than higher income women.
For men, the ratio was stable with lower income
men having a 66% greater chance of dying of
coronary heart disease than higher income ¥hen.

It is one of the greatest
contemporary social”injustice
that people who live’in’the’mos
disadvantaged ~circumstances
have more ilinesses,  more
disability’ and shorter lives than

those who are”more affluetit.
Pk

Another extensive British study assessed
men’s income status at three times: early
childhood, first employment, and time of study
during adulthood® The study found that lower
income had a cumulative effect upon presence o
higher blood pressure, current cigarette smoking,
angina, and body mass index. Death from
cardiovascular disease was most likely to occur
among men who were from the lower income
classes for at least two assessment times. Death
rates were most likely associated with fathers
having lower income.

Measures ~of social and
economic status, including
occupation, are extremely
powerful predictors of
premature” heart” disease.r>?

In the USA, lower-income Americans have a
higher incidence of a range of illnesses including
cardiovascular disease. The death rate for
cardiovascular disease during the period 1979-

13
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1989 for those between the ages of 25-64 earning <$10,000 was 318/100,000; for those
earning $10,000-14,999, 251/100,000; those earning $15,000-$24,900,142/100,000, and
those earning $25,000 or more, 126/100,000. The ratio of cardiovascular disease death
rates for the lowest income group to the highestincome group was 2.52 indicating that the
lowest income group more than twice the chance of death
than those in the highest income gréup.

Greater Risk of Death Among Low Income Individuals, England and Wales

Men and Women Aged 35-64, 1986-92
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In Canada, data on individuals’ income and social status are not routinely collected
at death, so national examination of the relationship between income and death from
various diseases must use census tract of residence to estimate individuals’ income. There
is potential for error in these analyses which relate income to death based on residential
area, since some low income people live in well-off neighbourhoods and vice versa.
Essentially, these analyses are conservative estimates of the relationship between income
level and death rates. In both 1986 and 1996, those Canadians living within the poorest
20% of urban neighbourhoods were much more likely to die from cardiovascular disease,

cancer, diabetes, and respiratory diseases — among other
diseases — than other Canadi#ns.

Cardiovascular Deaths Per 100,000 Population, USA by Income
Men and Women Aged 25-64, 1979-89
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Premature Years of Life Lost to Canadians by Various Causes, 1996
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In 1986, it was estimated that 21% of premature years of life lost for all causes prior
to age 75 in Canada could be attributed to income differences and this estimate increased
to 23% by 19967 This figure is calculated by using the mortality rates in the wealthiest
quintile of neighbourhoods as a baseline and considering all deaths above that rate to be
excess related to income differences. That is, 23% of all of the premature years of life
lost to Canadians can be accounted for by the differences that exists among wealthy,
middle-income and low income Canadians. At both times, the diseases most responsible
forincome-related differences in death rates were cardiovascular diseases. In 1996, 22%
of all the years lost that were attributed to income differences were caused by
cardiovascular disease. These estimates are very similar

to those obtained in Australia and Holl&fép.

Diseases Accounting for Income-Related Premature Years of Life Lost
/ Cardiovascular — : : : : [21.6%]
Flgure4 Injuries —| : : : @

Cancers — : : | 14%

Infectious —| : : [12.2%]
III-Defined —| : (8.3%)

Perinatal —|

Digestive —|

All Other : : |14.5%

0% 5“%1 10‘% l&'l% 20% 25%
Percentage of Premature Years of Life Lost, Urban Canada, 1996

There were significant declines in deaths caused by cardiovascular disease in Canada
from 1986 to 1996. Death rates declined the most for males living in the lowest income
neighbourhoods. Nevertheless, people at each step up the income scale are healthier than
those on the step below.

15
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Cardiovascular Deaths Per 100,000, Urban Canada 1996
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For females, differences between income quintiles were smaller than for males but
still large, with especially higher rates in the lowest income quintile. Figure 5 shows the
death rates from cardiovascular disease for urban men and women in Canada as a
function of income quintile of neighbourhood.

It should be noted that the ratio of death

EFor almost every cause of deat
examined, the rate of mortality
was  higher in’ individuals” of
lower social’ and socioeconomic
classes thanindividuals of the
upper  social” and’ economic
classes. This trend \was most
noticeable” in’ deaths” due 10
hypertensive” heart  disease;
tuberculosis, asthma; and

pneumonia and bronchitis:
pATE5

rates from cardiovascular disease between the
lowest income quintile and the highest income
quintile declined for men from 1.35 in 1991 to
1.32 in 1996. But the same ratio increased for
women from 1.12in 1991 to 1.20 in 1996.

Overall, it is estimated that income
differences account for a 23.7% excess in
premature deaths (death prior to 75 years) from
cardiovascular disease among Canadians.
Were all Canadians’ rates of death from
cardiovascular disease equal to those living in
the wealthiest quintile of neighbourhoods, there
would be 6,366 fewer deaths each year from
cardiovascular disease.

In addition, the 1996 analysis also revealed
that for each income quintile of neighbourhoods,
the percentage of low income people increased
from 1991 to 1996 with the greatest increases
occurring in lower income neighbourhoods. The
implications of greater numbers of Canadians
living on low incomes for cardiovascular health

are discussed in later sections.
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Another Canadian study of the relationship between income and deaths due to
hypertensive and rheumatic heart disease was able to obtain individuals’ income level.
This study found that income group was a reliable predictor of death from heart disease
among men living in British Columbfd.Men identified as being in the lowest income
group had a death rate from hypertensive disease of 2.3/100,000 as compared to .8/
100,000 for the highest income group: a ratio of almost 3:1. This means that lower income
men had three times greater chance of dying from hypertensive disease than the highest
income group. For rheumatic heart disease the comparative figures were 1.2/100,000 and
.9/100,000 a ratio of 1.3:1, indicating a 30% greater risk

of death for low income men.

Death from Hypertensive & Rheumatic Heart Disease, BC Males, 1981-91
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Concerning the prevention of these conditions, the researchers concluded that in
addition to careful monitoring of the health status of the popula®iocial conditions
giving rise to disease also deserve greater atterffidi?>’

A study in Manitoba found that death rates
from ischemic heart disease were 43% higherin
the lowest income population quintile as
compared with the highe$t.And one very
detailed study looked at the relationship of
median income of neighbourhood and the
incidence of, and survival from acute myocardial
infarction (heart attack) among 51,000 Ontario
patients admitted to hospité&l. Ontario
neighbourhoods were categorized into five
quintiles as a function of median income.
Anyone who had suffered a heart attack within
the previous year was excluded as were those
less than 20 or more than 105 years of age.

A disproportionate number of
patients with”acute”’myocardial
infarction” were in the lower
income  quintiles;illustrating
the” greater burden” of iliness
among those with Iower
socioeconomic  statg »13s2
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Figure 7 shows the number of heart attack victims from each of the income quintiles
of neighbourhoods and Figure 8 shows the one year mortality rate as a function of
neighbourhood quintile. The greatest number of victims came from lower income
neighbourhoods and the survival rates were higher for

those in the wealthier neighbourhoods.

Heart Attack Hospital Admissions by Area Income, Ontario, 1994-97
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This same study identified pronounced differences in access to specialized cardiac
services as a function of income status of patients. Patients from more well-off
neighbourhoods had greater rates of coronary angiography and shorter waiting times for
catheterization. These findings were not a function of severity of iliness, the speciality of
the attending physician or the characteristics of the hospital, but rather the income level
of the patient. The issue of differential treatment of people as a function of their income
level is an area worthy of much greater attention by the heart health community.

Another very careful study found that lifestyle and medical risk factors accounted for
very little variation in whether people developed coronary heart di$ed$érteen
thousand US residents with no history of coronary heart disease were followed over a
period of 9 years. Over this period 615 individuals experienced events such as heart
attacks associated with coronary heart disease. Those

living in lower income neighbourhoods were much

One Year Death Rates After Heart Attacks by Income, Ontario, 1994-97
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more likely to develop coronary heart disease than those in well-off neighbourhoods.

These effects remained strong even after controlling for tobacco use, level of physical
activity, presence of hypertension or diabetes, level of cholesterol, and body mass index.
In fact, neighbourhood characteristics such as median income, level of education, and
occupational level were the strongest predictors of the incidence of coronary heart

disease.

Figure 9 shows the increased risk for those in the lower 1/3 of socioeconomically
defined neighbourhoods as compared to those in the most advantaged neighbourhoods.
It should be noted that most of the risk associated with living in a low socioeconomic
neighbourhood remains after all of the biomedical and behavioural risk factors are

accounted for.

Greater Risk of Developing Heart Disease in Low Income Areas, USA, 1988-97
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It is well known that Canadian aboriginal people have higher death rates from
cardiovascular disease than people of European descent. These differences are usually
attributed to differences in lifestyle. However, a recent study found that when income
differences were taken into account, differences in the incidence of cardiovascular
disease among Aboriginal and European-descent peoples disappeared.

As noted, numerous longitudinal studies — usually European — document how low
income precedes the incidence of, and death from, cardiovascular disease. In Canada,
there is very limited data that considers in detail how low income leads to the incidence
of cardiovascular disease. Data from Metional Population Health Surveyrovide
important evidence of the human and social costs of cardiovascular diska$896/

1997 three percent of the aged 35-64 Canadian population reported having a diagnosis of
heart disease. As compared to Canadians without such a diagnosis, those with heart
disease had six times the likelihood of having two other health conditions, three times the
likelihood of chronic pain, and six and a half times greater likelihood of an activity
restriction.
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The 1996/1997 survey found that those
with heart disease had almost a two times
greater chance of living on low income than
those Canadians without heart disease but
these individuals were also more likely to not be
working, making a causative inference of low
income leading to incidence of heart disease
difficult. But data from the 1998/19%ational
Population Health Studgrovides evidence in
support of this hypothests. Middle-aged
Canadians were identified who reported a
decline in their health status from 1994/1995 to
1998/1999. Being in the lowest and the lower
middle income groups was associated with a
80% greater chance of reporting a decline in
health over that period. In addition, being in the
upper-middle and highest income group was
associated with twice the chance of reporting
an improvement in health status. While heart
disease can lead to lower income, carefully
designed studies such as those described above,
clearly indicate that low income serves as a
predictor of cardiovascular disease. And low
income can explain, not only differences
between poor and not-poor Canadians, but also
difference between aboriginal and non-
aboriginal Canadians, in the incidence of
cardiovascular disease.

Low Income is a Major Cause of Cardiovascular Disease
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Social Exclusion -- Including
Processes of Material Deprivation,
Lack of Participation in Common Societal
Activities, and Exclusion from Decision-making
and Civic Participation -- Is the Means by Which
Low Income Causes Cardiovascular Disease

The fact that low income is associated with
cardiovascular disease is not in disgté/hile
the exact mechanisms by which cardiovascular
disease results from low income remain a focus
of research, current evidence is converging
around three main ways in which low incomi
causes disease. Low income is associated witi
material deprivation during early life and
adulthood, excessive psychosaocial stress, and
the adoption of health threatening behaviours —
all of which cause cardiovascular dise#sall
of these precursors of cardiovascular disease
come about since low income is part of the
process of social exclusion.

Health” ~inequalities ~ are
produced by the  clustering of
disadvantage - in_opportunity,
material” circumstances;and
behaviours related to health =
across people’s liveg r

Material Deprivation Causes Cardiovascular Disease

Material deprivation refers to the differences that individuals experience in their
exposures to both beneficial and damaging aspects of the physical*winkeke
exposures accumulate over the course of the lifespan and are very much influenced by
the amount of income people have available to them. Individuals who suffer from material
deprivation have greater exposures to negative events such as hunger and lack of quality
food, poor quality of housing, inadequate clothing, and poor environmental conditions at
home and work. In addition, individuals suffering from material deprivation also have less
exposures to positive resources such as education, books, newspapers, and other
stimulating resources, attendance at cultural events, opportunities for recreation and other
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leisure activities, and involvement in other stimulating activities that contribute to human
development over the life span.

Material deprivation is not an all-or-nothing phenomenon. People who are going
hungry, lack housing or shelter, or cannot buy warm clothing are suffering clear material
deprivation. For example, a recent study in Toronto found that people living on social
assistance are unable to afford the basic components of a healthyltiistis occurring
in large part due to the current provincial government having reduced assistance payments
by 22% seven years ago. Since that time, no increases in support for these Ontario
persons on social assistance have occurred.

Increasingly however, material deprivation
is being seen as a graded phenomena by which
members of a society lack in varying degrees the
life circumstances and resources that support
health and development. Townsend has defined
poverty in terms of relative material deprivation
— a definition that just as easily describes living
on low income — as follows:

A body of evidence is no
emerging which ~shows tha
health” outcomes” in~ adulthood
reflect the ~accumulating
influence of poor
socioeconomic circumstances
throughout” life.Kdverse
socioeconomic ~ conditions in
early life”can’ produce’ lasting
increases” inthe risk’ of
cardiovascular disease,
respiratory iliness,; and” some
cancers late in lif@9/r2%

People are relatively deprived if they
cannot obtain, at all or sufficiently,

the conditions of life — that is the
diets, amenities, standards and
services — which allow them to play
the roles, participate in the

relationships and follow the

customary behaviour which is

expected of them by virtue of their
membership in society. If they lack or
are denied the incomes, or more
exactly the resources, including
income and assets or services in
kind, to obtain access to these
conditions of life they can be defined
as living in poverty? -3¢

There is increasing evidence about the
cardiovascular-related health effects of material deprivation. Davey Smith and his
colleagues in the UK have compiled compelling evidence that socioeconomic conditions
across the life course are strong contributions to the incidence of cardiovascular
diseasé?>® They argue:

Social Exclusion Causes Cardiovascular Disease
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In some ways it can be seen as the
cause of death which illustrates the
life course perspectivpar excellence
since risk is associated with parental
health, with intra-uterine
development, with growth and health
in childhood, and with several
socioeconomic and behavioural
factors in adulthood®

More accurately, the ~socia
structure’is characterized by a
finely ~graded ~scale ~of
advantage and disadvantage;
with individuals  differing in

terms of the length and level of
their exposure to”a particular
factor and in terms of the
number of factors’to which they
are exposed? »1550

The profound increases in food bank use
and homelessness in Toronto the past decad
are illustrations of the increasing incidence of
material deprivation that contributes directly to
poor health* %5 For those so exposed to these
conditions of absolute material deprivation, their
health is severely at risk. And whatever
indicator of health is used — cardiovascular
disease, emergency room use, chronic illness,
poor school performance, suicide rate, and a
range of other diseases — rates for those living
under these conditions are strikingly higher than
for the population as a wholé But material deprivation is also a relative phenomenon
by which those with lower incomes have less access to health enhancing resources and
greater exposure to negative influences upon health than the income group right above it
and experience disease in corresponding degrees.

Furthermore, it should be noted that while each level of the income scale shows
different levels of health —including the likelihood of developing cardiovascular disease
— the greatest burden is concentrated on the lower end of the incomé!taffgenat
is, the gap in life expectancy and incidence of disease is usually greater between those
in the lowest income group and the next higher group than between each of the
increasingly higher income groups.

There is increasing evidence that the differences in level of access to resources that
result from income differences — especially among those with lower income — play their
greatest role during important life transitions. Thirteen critical periods of the life course
have been identified during which people are especially vulnerable to social
disadvantagé’ These are the times during which adequate support must be provided to
maintain health and preventillness.
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This is why the social safety net is so important and helps explain why welfare state-
oriented societies show better population health than market-oriented ones. To illustrate,
nations that have social democratic political economies (Austria, Sweden, Norway,
Denmark, and Finland) have lower infant mortality rates and lower rates of child poverty
than Christian democratic political economy nations (Belgium, Germany, Netherlands,
France, Italy, Switzerland), and Anglo-Saxon liberal political economy nations (UK,
Ireland, US, Canada).

G Critical Periods of the Life Course Span During Which Individuals are
Especially Vulnerable to the Effects of Material and Social Deprivation
Fetal Development

Birth

Nutrition, Growth and Health in Childhood
Educational Career

Leaving Parental Home

Entering Labour Market

Establishing Social and Sexual Relationships
Job Loss or Insecurity

Parenthood

Episodes of lliness

Labour Market Exit

Chronic Sickness

Health burdens resulting from low income and the absence of societal supports during
these key periods accumulate over the lifespan. Thatis, low income during early childhood
and during adulthood make independent contributions to the likelihood of developing
cardiovascular disease. Even if low income children transcend their low income status in
later life, they still carry a cardiovascular health burden into adulthood.

Toillustrate, research now documents how material deprivation during very early life
has implications for the development of cardiovascular disease. Numerous studies show
that low birth weight — itself strongly associated with low income — is associated with
greater likelihood of death from cardiovascular disease in latéf [ffe?2 The most
recently published study found that low birth weight and low weight and height at ages 1
and 3 were reliable predictors of the incidence of coronary heart disease among Finnish
men aged 45-54 years of a&jeAdditionally, it was also found that rapid weight gain
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among boys from ages 1-5 who were of low birth
weight also added to the risk of coronary heart
disease.

Since material conditions in childhood and
adulthood make independent contributions to the
likelihood of death by illness over the lifespan,
low income during childhood can contribute to
the incidence of cardiovascular disease over th
entire course of the lifespan. The
cardiovascular health consequences of increat
ing numbers of Canadian families living on low
incomes may be manifest for the entire next
generation. And considering the magnitude of
the increases in the incidence of low income
among children and families, such consequences
pose direct threats to the sustainability of the
health care system. This is the argument made
by the Canadian Council on Social Development
to the Commission on the Future of Health
Care in Canad&*

These estimates of risk reducti
may’/be compared with the’muc
smaller estimates of the effects
of improvements in_~ adult
lifestyle”.0ur findings add 1o
the” evidence that protection of
fetal and infant growth’is a key
area i strategies for the
primary’ prevention of coronary
heart diseasés »2>

Excessive Psychosocial Stress
Causes Cardiovascular Disease

Chronic” stress is expected
increase the rate of premature
death’ directly through the
immune and neuroendocrine
systems and’ indirectly through
adverse behavioural responses
such’ as smoking, excessive
drinking, and violence »14°

Living on low income creates uncertainty
insecurity, and feelings of lack of control over
one’s life — these are all conditions that have
powerful effects on health. A recent volume
contains a collection of chapters that provide the
most up-to-date evidence concerning the
biomedical mechanisms by which living under
adverse socioeconomic conditions leads to
cardiovascular disea$e.

The National Population Health Survey found that among Canadians in the lower third
ofthe income distribution, 47% reported seeing the world as not being meaningful, events
as being incomprehensible, and life’s challenges as being unmandje@bée.
comparable figure for the highest third income group was 26%. Similarly, people in the
lower income group were 2.6 times more likely to have a low sense of control over their
lives than the higher income third of Canadians (31% vs. 12%).

25

Social Exclusion Causes Cardiovascular Disease



Social Justice is Good for Our Hearts

Canadians' Sense of Life as Not Meaningful or Controllable, 1994-95
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A recent examination of the role that stress plays in disease identified the
psychological and biological pathways by which exposure to adverse psychosocial
circumstances — of which low income is one of the most potent — leads to the onset of
cardiovascular disease. The social environment
can create adverse conditions that produce the
“fight or flight” reaction. This works through the
sympathetic nervous system and the
hypothalamic pituitary-adrenal axis to produce
lipid abnormalities, high blood pressure, and
clotting disturbances.

We are’beginning 1o/ recogniz
that” people’s’ social’ and
psychological circumstances
can’seriously damage  their
healthinthe long term. Chronic
anxiety, insecurity, low  self
esteem, social isolation, and
lack” of control”over work
appear to undermine mental
and physical health> P4

Plausible models of how stress leads to
disease have been developed and validatad.
series of studies by animal researchers have
identified the biological and psychological
mechanisms by which chronic stress and
hierarchy creates illness and eventually déath.

& Wilkinson has summarized these findings and
their implications for human health in a recent
volume!®

These stress models are consistent with
many studies that describe the experience of
living on low incomes and provide plausible
models that explain the low income and
cardiovascular disease relationship.

To identify excessive psychosocial stress as a cause of cardiovascular disease
requires a solution of dealing with problems at the root and taking a comprehensive health
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promotion approach that takes into account a
broad range of social determinants. It is not to
suggest a solution of providing low income
people with advice on coping skills. First, such an
approach on its own is not like to be effective as
the issues many low income people must deal
with are not easily amenable to coping
strategies. Providing hungry and poorly housed
families with advice on how to cope with these
situations is not likely to solve their core
problems. Second, considering the increasin
numbers of Canadians being subjected to
difficult living situations, there would never be
enough resources available to provide such
supports to those who would benefit from them.
Third, advocating such a solution would signal a
recognition that subjecting significant numbers
of Canadians to difficult living situations is an
acceptable state of affairs.

Disturbance of usual
homeostatic equilibrium by the
repeated activation of the fight
or Alight” response’ may  be
responsible for social
differences in neuro-endocrine,
physiological,”and’~metabolic
variables which ~are ‘the
precursors” of ill” health” and
disease®* »49

Adoption of Health Threatening
Behaviours Causes
Cardiovascular Disease

Health-related behaviours
such as smoking and diet = are
strongly ~influenced by ‘the

social” environment in~ which

people live. People do not have
egual’ choices about”’how they,
live their lives? »%

The behavioural risk factors for cardiovas-
cular disease are well known: tobacco smokine
an unhealthy diet, and inactivity. All of these
behaviours are associated with lower income
and social status. However, much of the
cardiovascular health literature assumes that
these behavioural patterns are adopted through
voluntary lifestyle choices. It is becoming
increasingly clear that patterns of health
behaviours are strongly shaped by the social and economic environments in which people
live. High levels of stress produce behaviours aimed at ameliorating tension such as high
fat diets and poor nutrition, and tobacco use.

Recent scholarship is focusing upon how the psychosocial stress associated with
living under adverse socioeconomic conditions leads to adoption of behaviours
hypothesized as contributing to poor health such as poor diets and lack of physical
activity.’s74
27
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It should not be surprising then that individuals faced with low income or other issues
such as unemployment or underemployment, racism, insecure or unaffordable housing
would engage in these behaviours to cope with needs that are not being fulfilled by society.
The following conclusion concerns the use of tobacco — a contributor to cardiovascular
disease — but also applies to issues of unhealthy eating and inactivity:

The factors that predict smoking involve material circumstances,
cultural deprivation, and indicators of stressful marital, personal,
and household circumstances. This illustrates what might be
proposed as a general law of Western industrialized society;
namely that any marker or disadvantage that can be envisaged and
measured, whether personal, material or cultural is likely to have
an independent association with cigarette smoKintf*?

The emphasis on explaining unhealthy

It lindividual choice approach]
has ~also  been signally
unsuccesstul”in leading to the
development ~of effective
interventions ~to ~achieve
behaviour change in
disadvantaged groupg’ *2*

behaviours as a matter of individual choice and
exhorting individuals — especially those on low
income —to give up their unhealthy behaviours is
an ineffective approach to modifying these risk
behaviours. First, these lifestyle factors only
account for a small proportion of the likelihood of
developing cardiovascular disease as compared
to income. Second, it tends towards a “blaming
the victim” approach whereby those with
disadvantage are blamed for adopting means —
admittedly unhealthy in the long term — for
coping with their difficult life situations. Third, an
emphasis on individual choice fails to address
underlying issues of why disadvantaged people

adopt these behaviours. Fourth, it is an
ineffective approach.

How difficult it is to change lifestyle behaviours of disadvantaged individuals was
illustrated in a study commissioned by Health Canada. The author concluded:

The difficulty encountered when trying to change lifestyle (heart
disease prevention) in individuals from a low socio-economic
neighbourhood is illustrated in a Montreal study This 4-year,

community-based cardiovascular disease prevention program was
aimed at adults aged 18 to 65 years living in St-Henri, a low-income,
inner-city neighborhood. Over 40 interventions were implemented
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(i.e., smoking cessation workshops, contests, heart health cooking
classes and recipe contests, nutrition education workshops, direct
mail and ad campaigns...). The authors address the substantial
challenges of working in a community in which social and economic
problems were a greater priority than heart health. Although they

carefully adapted each intervention to local needs, the results were
dismal’® r!

An analysis of the determinants of adults’ health-related behaviours such as tobacco
use, physical activity, and healthy diets, found these behaviours were predicted by poor
childhood conditions, low levels of education, and low status employment. The study also
found that poor socioeconomic conditions during
early life predicted adult rates of feelings of
hopelessness, cynical hostility, and low sense of
coherence — all factors that contribute to
illness’

Identifying the pathways to cardiovascular
disease such as material deprivation, excessive
psychosocial stress, and adoption of health
threatening behaviours helps explain how low
income causes cardiovascular disease. But full
understanding of these issues requires a
framework that explains how these conditions
come about and the role government
policymaking plays in either generating thess
conditions or helping to remove them. Thi
concept of social exclusion allows for
consideration — in addition to individuals’ life
situations — the societal context under which
increasing numbers of Canadians are subjected
to cardiovascular health-threatening living
conditions™

Given the disturbing’increas
in_income inequality in~ the
United States, Great” Britain;
and other industrial” countries;
itis vital to consider the impact
of placing ever larger numbers
of tamilies with” children into

lower SES groups. In addition
to~ placing children into

conditions which are

detrimental to their immediate
health status, there may well’be
a negative” behavioural” and
psychosocial health dividend 't
be reaped in the futuré r5’
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Placing These Findings within a Societal Context:
The Process of Social Exclusion

What is the process by which these three components of cardiovascular disease risk
come to cluster together among individuals? The concept of social exclusion provides a
useful means of understanding how these three aspects of low income people’s lives:
material disadvantage, excessive psychosocial stress, and unhealthy behaviours, are
interrelated. The concept of social exclusion also describes an overall process by which
the incidence of low income — and the related precursors of cardiovascular disease —
among Canadians are associated with government social and economic policies and other
societal processes. To be useful, social exclusion must meaningfully relate to the presence
of material deprivation, excessive psychosocial stress and feelings of lack of control and
powerlessness, and the adoption of health compromising behaviours. It should also be
capable of considering how discrimination and systematic barriers to jobs, education, and
social participation can contribute to these conditions. Contemporary definitions of social
exclusion meet this requirement.

Social exclusion is defined as a multi-dimensional process, in which
various forms of exclusion are combined: participation in decision-
making and political processes, access to employment and material
resources, and integration into common cultural processes. When
combined they create acute forms of exclusion that find a spatial
representation in particular neighbourhootis?#2

Exclusion processes are dynamic
and multidimensional in nature.
They are linked not only to
unemployment and/or to low
income, but also to housing
conditions, levels of education
and opportunities, health,
discrimination, citizenship and

exclusion in the local community.
p.156

Social exclusion creates miser
and’ costs lives »v

Inequality “may make people
miserable long before it Kills
them?”. »288

Social exclusion is a process by which
people are denied the opportunity to
participate in civil society; denied an
acceptable supply of goods or services; are
unable to contribute to society, and are unable to acquire the normal commodities expected
of citizens. All of these elements occur in tandem with the material deprivation, excessive
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A

Social Exclusion
Figure12 The process by which individuals are denied the opportunities to
participate in the activities normally expected of members of that sqciety.

/4 Low Income

Material Excessive Psychosocial | Unhealthy
Deprivation Stress Behaviours

How the Process of Social Exclusion Contributes tp the
Mechanisms by Which Low Income Causes Carndio-
vascular Disease

psychosocial stress, and adoption of health threatening behaviours shown to be related to
the onset of, and death from, cardiovascular disease.

The value of the conceptis that it recognizes that exclusion from society is something
that happens to people as a result of societal change and government policy rather than
a direction freely chosen by individudfsThe processes that lead to social exclusion
include economic change such as increased unemployment or widespread job insecurity,
demographic changes such as an aging population or single parent families, changes to
welfare programs such as cuts and withdrawals, discrimination and systematic exclusion
from societal participation, and specific processes of geographical segregation and
isolation of certain groups such as those with low income.

Government policies are especially important in either increasing or decreasing the
extent of social exclusion within a society. In Ontario, for example, there has been a
systematic weakening of the supports that are available to low income people. There have
been dramatic decreases in social assistant rates that have led to those who were already
living on very low incomes being subjected to increasingly difficult living conditions. The
doubling of food bank use in Toronto over the past ten years — with children representing
39% of users in the Toronto area — reflects the consequences of such government
actions®!
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Additionally, the cancelling of 18,000 new social housing units, combined with the end
of rent controls, has led to an explosion of homelessness, especially among young families
with children. The waiting list for government supported housing in Toronto for a family
isnow 18 year® There is no known literature that suggests that increasing the incidence
of hunger, homelessness, and hopelessness will serve to improve cardiovascular health.
Indeed, the available research suggests that cardiovascular health will suffer as a result
of such actions.

Finally, the reduction in income tax rates in Ontario has served to herald a massive
transfer of funds from the least well-off to the wealthiest citizens. This has occurred at
a time when adequate funding is no longer available for provision of long-term care
services for seniors and when the public school system is laying off health professionals,
librarians, and social workers that provide supports to the least well-off in society. All of
these actions serve to exclude even further those already unable to participate fully in
society.

Identifying Particular Groups at Risk for Low Income and
Social Exclusion

The emphasis here has been on Canadians living on low incomes being subjected to
experiencing social exclusion. According to recent formulations concerning social
exclusion, in each society particular groups are at higher risk for experiencing social
exclusion as well as low income. In Canada, four groups have been identified as being of
special risk: women, recent arrivals to Canada, persons of colour, and aboriginal peoples.

Women at riskWWomen, and more specifically older women and women heading
families, are especially at risk for low incoffieCurrently, almost 19% of adult women
are living below the low income cutoffs — the highest rate in the past twenty years. About
2.2 million adultwomen are now living below these cutoffs,
that is, in straitened circumstanéés§ he most recent

Percentage of Canadian Women Below Low Income Cut-offs, 1998

|65%]

Figure 13

& 20% 19%

0% \ \ \
All Women Women Over 65 Years Sole Support Mothers
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numbers indicate that 41% of women over 65 are in this situation. For women heading
sole-support families, the figure is 56%.

New Canadians at risllew Canadians are also much more likely to be living with
low incomes than other Canadi&hdhis is the case in all major Canadian cities. The gap
between immigrants and non-immigrants is especially great for West Asian, East Asian,
and Southeast Asian, Polish, Arab, Jewish,
Chinese and Ukrainian residents. Such a gap is
present for all groups except Spanish and Black/
Caribbean where the rates of low income are
very high for both immigrant and non-immigrant
populations. In addition, there has been
increasing spatial concentration of low income
whereby the gap between wealthy and non-
wealthy neighbourhoods have grown as have
the concentration of ethnic groupings in
neighbourhoods. Inthe US, such concentrations
of low income ethnic groups have been
associated with increasing mistrust, social
breakdown and increases in crime and othy
health threatening indicators.

Many of our own member
mentioned how their ’hearts’
were being affected by their
situation.” At support meetings
people talked” about” having a
variety of symptoms - anxiety,
feeling a burden in the chest
and” shoulders, lack of energy,
fatigue; litelessness,
purposelessness, a sense of
doom;even death wishes,
suicide and so on. — comments
of a co-chair of ‘an anti-poverty
group”in  \Winnipeg, Canada;
2002

Visible minorities at riskA recent report
documents how Canadians of colour experience
apersistentincome gap, above average levels of
living on low income, higher levels of
unemployment and underemployment, and
under-representation in higher paid jébsgn
addition, people of colour are disproportionately
concentrated in part-time, temporary, and
home-based work. This is especially the case for
women. There is also — consistent with other
research documenting the spatial concentration
of low income — a much greater likelihood of
people of colour living in substandard housing,
and other instances of material deprivation, as well as higher risks of mental and physical
health problems. In later sections that consider broader social effects of increasing
numbers of low income people and the weakening of the social safety net, the interaction
of these events as a further contributor to social exclusion is examined.
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Aboriginal people at riskAboriginal people in general have higher rates of iliness,
and earlier death than the Canadian population as a whole. They suffer from more
cardiovascular disease than the general population, and there is evidence of increases
among Aboriginal peopl€$.While these rates are typically attributed to “lifestyle
choices”, Aboriginal people face a number of disadvantages in the underlying
determinants of health. A greater proportion of Aboriginal families cannot afford quality
housing and food. In 1995, 44% of the Aboriginal population and a full 60% of Aboriginal
children under the age of 6 lived below Statistics Canada’s low-income cut-off rates. In
1996, the unemployment rate among First Nations people on reserve was 29%; off
reserve itwas 26%. Similar figures are available for Aboriginal people living in Tdfonto.

A Final Study That lllustrates the Role of Lower Income and
Stress Upon Cardiovascular Health

A recent British study looked at an indicator of incipient coronary heart disease —
coronary artery calcification — among relatively young men and women aged 30-40
years using electron beam computed tomogré&bBging in the manual (lower income)
social class was associated with more than twice the chance of calcification. Even after
adjusting for age, sex, systolic blood pressure, high density lipoprotein cholesterol, low
density lipoprotein cholesterol, triglycerides, alcohol consumption and body mass index,
those in the lower income class were still twice as likely to have calcification of arteries.
Additionally, the research supported the argument that income differences contribute to
cardiovascular disease independent of risk behaviours. Their findings of physiological
effects associated with status even among relatively young people led them to state:

Social class differences in coronary risk factors were generally
small or non-existent in this cohort and explained little of the social
class differences in coronary artery calcification... Interventions
aimed at reducing inequalities in heart disease must include young
adults and possibly childref. 1263
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Canadians Should Be Aware That the
Directions in Which Canadian Society
is Heading are Inconsistent with What Is Known
about Reducing the
Incidence of
Cardiovascular Disease

By 1996, the incidence of low income
among Canadians had risen to 18% from 16.6%
in 1986 and the rate for children reached a
17-year peak of 21%93. Children living on low
income has become a policy focus in Canada
and by 1996, 1.5 million Canadian children lived
on low incomes, up from 934,000 in 19893 %4
The 1996 Census data indicate that provincial
rates of children on low incomes ranged from a
low of 18.5% in Prince Edward Island to a high
of 26.2% in Manitoba. Ontario, the wealthiest
Canadian province in terms of Gross Personal
Product, experienced anincrease in low income
from 11% in 1989 to 20.3% in 1996. In Toronto
itis estimated that 38% of children are now living
on low incomes. Figure 15 summarizes changes
in the number of low-income childrenin Ontario
since 1989. It should be noted that during this
period, the average depth of poverty — the gap
between the low income cut-offs and the levels
of income received by low income people —
increased 11%, social assistance benefits for
parents with children declined 19%, and the
number of rental housing starts has been
reduced by 929 Similar data is available for
Canada as a whoté.

It”has become obvious that
people” on the low end of ih
income scale are cut off from
the” ongoing economic” growth
that “most  Canadians are
enjoying. Itis also obvious that
N~ these times of economic
prosperity and goyvernment
surpluses that most governments
are not yet prepared 1o address
these problems seriously, nor
are they prepared to ensure a
reasonable’level of support for
low-income people either’inside
or outside” of the paid labour
force?? P45
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Changes in Number of Low Income Children in Ontario Since 1989

In Female Sole Support Families — — ‘ ‘ ‘ ‘ M

Figure 14 In Two Income Families - | | | [o1%
In Long Term Unemployed Families — ‘ ‘ ‘ @l
In Full Employment Families — — 48%
In Working Low Income Families — — M
Number of Low Income Children — j j j j \91%
0% 20‘% 40‘% 60‘% 80‘% 100% 120%
Percentage Increase

In” most cities the inequalit
indexes rose  more or les
continually between /1980 and
1995 with the exception  of
Ottawa-Hull” and~ ¥ancouver.
Quebec  City also’ displayed
relatively little”increase in
equality. The cities with” the
largest” proportional” increases
included” Edmonton, Calgary,
Winniped, and Toronto, where
the” Theil” index increased’ by
between 50% and 60% during
the 1980-1996 period and the
Ginvindex by between 24% an
31929 P2

The Growing Gap report details how by
1996, the 1973 21:1 ratio of pre-tax income
between the richest 10% and the poorest 10% of
families in Canada had increased to 3E4im.
Canada the potential health-related effects of
economic inequality had been kept in check by
the presence of strong social programs and the
tax structure. Since 1993, social programs have
been weakened and the after taxes gap has
begun to grow; Statistics Canada reports that
during the 1980's the real income of most
Canadians had decreased and child poverty
increased, yet the well-off in Canada became
wealthier®”

Additionally, increasing incidence of low
income has occurred in conjunction with and is
exacerbated by the reduction of social safety
nets! In Canada, government policies of
reducing eligibility for employment insurance
and other benefits, weakening services and
supports, and reducing the absolute level of
these benefits have served to both increase the
incidence of Canadians living on low income and
remove the means by which those living on low
incomes can sustain themselves. Documenta-
tion detailing how these changes have increased
the number of low income families is available.
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This shift has occurred in part as a result of the reorganization of the income tax
system by which the well-off have had their tax rates decreased, providing less resources
for governments to provide social assistance benefits and social services to those in
need'! Ontario has seen the greatest shift of income with drastic reductions in social
assistance payments being combined with income tax cuts that primarily accrue benefit
to the already wealthyj.

As noted earlier, a 1996 analysis revealed increases in the number of people living
on low incomes in urban Canada with the greatest concentration of increases in the poorer
neighbourhoods. This analysis was confirmed by a recent Statistics Canada study of
neighbourhood income inequality from 1980 to 1995 in major Canadian‘€ities.

The Theil and Giniindices are standard measures of income inequality with the Theil
being more sensitive to changes at the bottom of the distribution. These changes reflect
the finding that average family pre-tax income in all cities, except Ottawa-Hall, in the
poorest neighbourhoods fell by 8-18% while in the highest income neighbourhoods,
income rose by 2-10%. Calculations using after-tax income also show that income
inequality increased in Toronto, Montreal and Vancouver by 8-10% using the Giniindex
and from 9-21% using the Theil index.

In Britain, such increases in income concentration have been associated with
increases in rates of death among lower income people and widening gaps between
citizens for a range of diseasébata from the 2001 census will examine the hypothesis
that increasing numbers of low income people in Canada will lead to either a greater
incidence of deaths from diseases including cardiovascular diseases or a weakening of
the trend towards lower rates that have occurred over the past few decades.

Implications for Cardiovascular Health of the Increases in
Low Income and Income Inequality

As of 1991 Canadians enjoyed remarkably lower mortality rates and less economic
inequality than our neighbours to the sotithAs well, Canada has traditionally been in
the mid-levels of nations in the percentage of tax revenues allocated to spending on the
social safety net, an important determinant of health for all individuals, but especially those
living on low incomes? 12 Since 1991, income inequality has increased in Canada and
a move towards reduced spending on services and supports has occurred simultaneously
with an increase in numbers of Canadians living on low incéfnes.

A recent national analysis of low birth weights — a predictor of adult cardiovascular
disease — in urban Canada found increasing income-related disparities in low birth
weights?os
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Differences Between Canada and the USA in
Mortality and Income Inequality, 1991.

Figure 15
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by lower 50% of population. [Adapted, with permission of B\&J Publishing Group, from

Ross and AssociateBMJ 200@7239):898-902.]

In 1991, the rates per income quintile ranged from 4.8% in the richest urban
neighbourhoods to 6.7% in the poorest urban neighbourhoods. By 1996, the rate in the
richest urban neighbourhoods had increased slightly to 4.9%, but

the rates had increased to 7.0% in the poorest neighbourhoods.

Low Weight Births in Urban Neighbourhoods, Canada 1991-96

Figure 16
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The rates also increased in every other quintile during that period. The rate difference
between the lowest and highestincome quintile neighbourhoods increased as did the rate
ratio. The average birth weight of babies born in Canada’s lowest income neighbourhoods
is currently about 120 grams (one-quarter-pound) less than that of babies in the highest
income neighbourhoods. Evidence now indicates that such effects are predictive of the
development of cardiovascular disease in later life regardless of the adult status of the
individual 5253

Despite attempts at one level of government to raise the income of those living in these
very difficult situations, policies at another level of government may take any potential
benefit away®* TheNational Council of Welfardocuments how much if not all of the
Federal governmentiational Tax Benefit specifically designed to assist children and
families living on low incomes — has been clawed back by many provinces. In Ontario for
instance, families on social assistance now receive less money than they did previously,
prior to theBenefit,but the Federal government now pays a greater portion of it. Such
policies then, end up doing little to raise the incomes of those living on low or very low
incomes.

Statistics Canada documents how wealth has become increasingly concentrated
among fewer and fewer CanadiaffsThe highest 20% of family units increased in
wealth by 39% in constant dollars from 1984-1999. But the lower 20% of Canadian family
units showed no increase. Overall, the top 50% of families now own 94% of wealth while
the bottom 50% owns only 6%. And the top 10% of family units are now worth $703,000
and own 53% of wealth while the bottom 10% owes $2,100 in debts and has no net positive
wealth. Further analyses of the role government policies play in increasing low income and
income inequality in Canada and how these threaten health are avéflable.

An even more up-to-date Statistics Canada report release in February of 2002 found
that wealth inequality had increased substantially during this pEfidche growth in
wealth inequality had been associated with substantial declines in income for young
families with young children and recentimmigrants. The median wealth of young couples
with children under 18 years of age showed a decline of 30% from 1984 to 1999. Only
the top 10%-20% of income earners had increased their share of wealth during that
period. Eighty to ninety percent of Canadians showed a decline in their overall share of
wealth.

The table below shows the median worth of Canadian family units from 1984 to
1999 by decile for 1999 constant dollars. For example, the median net worth of the
lower 10% of family units in Canada declined from -$1,824 in 1984 to -$5,700 in 1999
(no net wealth, but rather debt). The median net wealth for the next 10% of Cana-
dian family units was $101. Overall, the median net worth declined for over 30% of
Canadians from 1984-1999.
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Figure 17| Income Median Net Worth for Family Units
Decile 1984 1999
1 -1,824 -5,700
2nd 674 101
3rd 6,743 5,920
4th 21,380 22,700
5th 45,365 49,580
6" 72,155 81,466
7t 104,751 129,000
gt 147,751 192,500
gt 222,861 299,373
o 464,376 628,100

The authors concluded:

The growing proportion of young couples with children who have
zero or negative wealth suggests that a non-negligible fraction of
today’s young families may be vulnerable to negative shocks, i.e.,
have no accumulated savings that can provide liquidity in times of
economic stres§s r2t
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These Directions — Including Greater
Inequality of Distribution of Income —
Undermine the Cardiovascular Health of
Canadians at All Income
Levels

It is not surprising then that societies with
greater numbers of people with low incomes
show poorer population health. Additionally,
there is increasing evidence that some societies
with greater numbers of low income people
begin to show a spillover effect by which the
health of those not living on low incomes begins
to deteriorate as well. Wilkinson brought
together much of the research showing that
some societies with greater income inequality
have higher mortality rates across the entire
population'? For example, after decades of
rapidly increasing economic inequality, the most
well-off in Britain now have higher infant and
adult male death rates than the less well-off in
Swedert!! There are also findings that the
well-off in economically unequal American
communities have greater rates of health
problems — including deaths from cardiovascu-
lar disease —than the well-off in relatively equal
communities?

What” matters in’ determining
mortality and health’in’a’ socie
is less the overall wealth of tha
society and more how evenl
wealth is distributed. The more
equally wealth'is distributed the
better the health of that
S0CcietyAo9 P985

Canada’s taxation and transfer
policies result”in’ considerably
lowerlevels of income’inequality
and less variation which
translates into” considerably
lower” Canadian’ mortality
rates?o p®

Concerning these spillover effects, those
living within the most unequal US states have
25% greater chance of reporting poor or fair
health even after controls for household income,
sex, race, education level, body mass, and
smoking status. One extensive study found that
the effects of unequal income distribution on

4



Social Justice is Good for Our Hearts

self-rated health was not limited to the lowest income groups; those in the middle income
groups in states with the greatest inequalities in income rated themselves as having poorer
health than those in middle income groups in states with the smallest ineqtidlities.

Another study found that the well-off in economically unequal American communities
were showing health problems at greater rates than the well-off in relatively equal
communities!* And state levels of inequality — controlling for absolute level of income
— have been shown to predict body mass index, hypertension, and sedentarism, especially
among the least well-off> It has been
estimated that the differences in death rates due
to income differences among US cities is equal
to the total number of deaths due to
cardiovascular disease. Why would this be so?

It has been argued that societies with
greaterincome inequality begin to “disintegrate”
-- that is, they show evidence of decreased
social cohesion and increased individual
hopelessness and apathyThese are all
precursors of increased illness and death. The
case has also been made that income inequality
contributes to the deterioration of what has been
termed social capital, or the degree of social
cohesion or citizen commitment to sociéy.

The implications” of persisten
income ~and’ employment
inequality, economic and social
segregation,  and political
marginalization, are” a’looming
crisis” of social”instability 7and
political” legitimacy ~tor

Canadian society, That is
because social ”inequality
exacerbates social” instability
and” economic decline and it
may even lead 1o violence, as
key institutions” in” society lose
legitimacy among the affected
communities > P4

Greater incidence of lower income results
from a process of increasing income inequality.
This process leads directly to greater health
problems among the population as greater
numbers of people living on lower incomes face
related health risks. In addition, the decreasing
social capital and social cohesion associated
with the growing gap in income among citizens
itself becomes an additional threat to health and
well-being. The distancing of citizens from each
other leads to a weakening of social cohesion
and a lack of common commitment to societal
and governmental institutions. Such an argu-
ment was recently made in relation to the
growing evidence of the social exclusion of
visible minorities in Canada.
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In Canada, one such institution that comes under threat is the health care system. Its
sustainability is threatened due to the greater incidence of disease and ill health that results
from more people on lower incomes becoming ill. Additionally, other institutions such as
the education system and the social service system become strained as a result of
increasing numbers of people whose lives are becoming more difficult as a result of
harsher living conditions. And these threats apply to everyone in the society, not just those
living on lowincomes.

Another potential source of uncertainty that can affect the health of all citizens
concerns reduced spending on social infrastructure including health and social services
as well as education. Societies with high levels of low income and greater inequality are
also the ones that spend less on social support for citizens through such $efviises.
lack of support for services increases insecurity among the entire population, thereby
threatening the health of all citizens.

The Toronto Case: An Example of Societal Disintegration

Itis beyond the scope of this report to consider the societal situation across Canada.
But the case of Toronto illustrates how profound shifts in governmental approach to
income distribution and the provision of services can influence population Ffeart.
there any signs of societal disintegration in Toronto, Canada’s largest city?

In March, 2002, the United Way of Greater Toronto and the Canadian Council on
Social Development issued a disturbing report entilddiecade of Decline: Poverty
and Income Inequality in the City of Toronto in the 1998'sThe report came to
the following conclusions:

1. Torontonians were worse off financially at the end of the 1990s, than they were
at the beginning, with the median incomes of families and individuals significantly lower
in 1999 in real dollars, than they were in 1990.

2. Toronto families went from being better off at the start of the decade, when
compared to all Canadians, to worse off at the decade’s end.

3. Despite strong economic recovery in the latter part of the decade, poverty
increased and deepened, at both the individual and neighbourhood levels.

4. While all family types were impacted, single-parents were hardest hit,
experiencing both growing and deepening poverty, even though more were working and
their employment earnings were higher at the end of the decade than in 1995. Poverty
among children and seniors also rose substantially.

5. The income gap between rich and poor Toronto families and neighbourhoods
continued to widen over the decade.
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6. Rising poverty and growing income inequality is a serious threat to the social and
economic health of the City and its residents. Systemic changes from senior levels of
government are required to ensure adequate levels of income and affordable housing —
both of which are key to addressing growing inequity.

Additionally, the Federation of Canadian Municipalities Quality of Life Reporting
System was designed for use by large urban centres to monitor the state of social
infrastructure:'® The most recent report issued in March 2001 found that the following
indicators for Toronto had declined in quality during the 1990’s: community affordability
(declined), cost of living (increased), spending more than 30% of income on shelter costs
(increased from 32% of the population to 45%), and percentage of low income families
(increased from 12% to 19%).

While there has been arecent decrease in low birth weight babies and infant mortality,
the City of Toronto showed an increase, counter to overall Canadian trends, in premature
mortality rate — death before the age of 75 years — during the period 1991 to 1997. There
was also an increase from 1996 to 1998 in work hours lost to illness or disability among
Toronto workers. These health declines were balanced however, by declines in hospital
discharges during this period.

Results for indicators of community functioning in Toronto should also be of concern.
Until 2000, Toronto had experienced a decade of decline in crime rates. In 2000 though,
non-sexual assaults increased by 12%, homicides increased by 25% and sexual assaults
increased by 3.3%?° This trend is similar to those seen in other nations that experience
anincrease in low income and greater income inequality. Federal election turnout declined
from 67%in 1993 to 57% in 2000. Family incomes increased slightly during the period 1996
t01998 in Toronto but have yet to make up for the strong declines in income for those in
the lower 30% of Toronto income earners from 1992-1996.

TheVital Signgreport presented the following areas of concern related to well-being
in Toronto during the 1990'’s: increasing income polarization (Toronto has shown the
greatestrecentincreases in number of low income people and in the gap between rich and
poor): increased waiting list for long-term care facilities, increased number of children
living on low incomes and in poverty, and sharp rises in the number of children living in
homeless sheltet&

Concerning the waiting lists for subsidized housing, there were increases in the
waiting list for subsidized housing for families, seniors, and single people. Toronto had a
net lost of 1,000 rental units in 2000 and a decline in vacancy rate to .6% from .9% the
previous yeat?* Finally, there have been sharp rises in the number of evictions,
corresponding to the profound reduction of levels of social assistance benefits, and the
ending of construction of new social housing units and rental control in Ontario.

Current Directions Undermine the Health of Canadians
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Increases in Waiting Lists for Subsidized Housing, 1988-98, Toronto
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Food bank use in the Greater Toronto area is on the rise reaching 140,000 recipients
by Spring, 2001. Of these people, 5% are 60-64 years of age and another 5% are over
65 years of age. Fifty eight percent are women, and 37% of users were heads of families
with children. In all 50,400 of food bank recipients were childf€rhe weakening of
government supports to citizens also applies to seniors. A recent analysis examined how
government policies are threatening the health and well-being of Toronto seniors by
reducing opportunities for recreation and education, and limiting access to affordable
housing and accessible health c&té2

All of these indicators provide increasing evidence of the existence of social exclusion
as more people are denied access to the resources and services expected to be available
to Canadians. The tremendous increase in waiting lists for housing and long-term care are
especially disturbing and illustrate how government policies serve to threaten health by
reallocating resources away from low income people and making access to services more
difficult for these and other citizens. Other Canadian cities and areas can carry out similar
monitoring of overall societal indicators.

As of 1991, reliable overall health effects were not seen between Canadian provinces
and cities as a function of degree of income inequ&ligut since 1991 inequality in
Canadian provinces and cities has increased, and social safety nets have been weakened.
Whether increasing income inequality and the associated weakening of the social safety
net adversely affects the cardiovascular health of the entire population should begin to
become apparent in the near future.
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Solutions Are Available to Reduce the
Number of Canadians Living on Low
Incomes and Distribute Income More Fairly,
Thereby Reducing Social Exclusion, and Helping
to Improve the Cardiovascular Health of
Canadians

The argument presented 8ocial Justice

is Good for Our Hearts: Why Societal
Factors — Not Lifestyles — are Major
Causes of Heart Disease in Canada and
Elsewherenas been that low income is a major
cause of incidence of, and death from,
cardiovascular disease among Canadians. The
process by which low income leads to
cardiovascular disease is through the social
exclusion of many Canadians from full
participation in Canadian life. This process is
associated with growing numbers of citizens
experiencing material deprivation and excessive
levels of stress and insecurity, and adopting
unhealthy behaviours. The situation is worsened
by government policies that weaken the social
safety net, thereby increasing insecurity and
uncertainty.

In” Toronto today, social an
economic” inequities” must’” be
reduced by supporting those
most in need while protecting
the’health of the population’ as a
whole, \We~ can” only make a
difference in the overall health

of all”our citizens it we also

make gains’in‘those communities
where health ~outcomes are
likely to be much worsés »+

The policy recommendations presented
here are of three kinds. The first and most
important set of recommendations is concerned
with reducing the incidence of low income among Canadians. The second set of
recommendations is concerned with reducing the incidence of social exclusion. The third
set involves restoring the supports by which Canadians have traditionally been assisted
in their navigation of the life course. These latter recommendations are about restoring
the services and resources that provide all Canadians with the security that they had
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The growing gap between ric
and poor has not been ordaine
by extraterrestrial” beings. It
has been created by the policies
of governments. taxation,

training, investment in children

and their education,

modernization ~0of businesses,
transfer “payments;” minimum
wages and health ~ benefits;
capital’ availability, support for
green industries,
encouragement of labour
unions; attention to
infrastructure”and technical
assistance 1o~ entrepreneur
among others? »2

come to expect and which have demonstrated
their worth in supporting the health of Canadian
citizens.

Policies to Reduce the Incidence
of Low Income Among
Canadians

Numerous suggestions for improving health
by reducing the income gap have recently
appeared in publications from Canada, the
United States, and the United Kingdom. The
mostimportant action is to increase the incomes
of those living on low incomés.Increasing the
incomes of those most in need would both
reduce differences in income among citizens
and reduce the incidence of illness and death.
One likely outcome would also be areductionin
the incidence of and death from cardiovascular
disease.

Over the last 25 years, Canada has been
more equal in its distribution of income than the
USA — though much less equal than some
European nations whose citizens live longer and
healthier lives than do Canadians. A recent
publication by the US-based National Policy
Association praised the Canadian social policy
tradition of transfer payments, strong services,
and other policies that promote equalization of
income as a model for improving the health of
citizens. Yet the Canadian policies praised by
Improving Health: It Doesn't Take a

Revolutiorare exactly the ones under threat in the current policy environment. Their key
recommendation, though directed to US policymakers, bears repeating for their

counterparts in Canada:

Create a more equal economic environment through tax, transfer,
and employment policies. Examples include increases in the
minimum wage, unemployment compensation, and welfare
payments where they are [6®.PV:

Solutions are Available
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In Canada, these same — and some
additional recommendations specific to the
Canadian scene — appeared in the repbet
Growing Gap: A Report on Growing
Inequality Between the Rich and Poor in
Canada Based on these and other publications
that have considered the health implications of
increasing numbers of Canadians living on low
income, Social Justice is Good for Our
Hearts: Why Societal Factors — Not
Lifestyles — are Major Causes of Heart
Disease in Canada and Elsewherecom-
mends the following actions be undertaken by
Canadian policymakers:

1. Raise the minimum wage to a living
wage. Canadians working full time at current
Canadian minimum wage levels do not even
come close to the current Statistics Canada low
income cut-off levels. Additionally, in many
provinces, minimum wages have not been
adjusted for increased living costs or the impact
of inflation for some time.

2. Improving pay equity. Low income is
increasingly becoming concentrated among
Canadian women. Women who are sole parents
are especially disadvantaged with associated
health consequences for both them and their
children. Traditional women’s occupations
continue to pay only a fraction of those of men.
Reducing the salary differentials between these
occupations would go a long way to assuring the

Society as a’whole’must unite to
improve the conditions into
which’ children” born” and” into
which’they spend their formative
years. Families “must have at
their disposal’ enough’income to
meet their basic needs.. For
those who, despite very effort;
will” remain’ outside the job
market, we must make sure that
our’social’ systems’ ol income
support are adequate;
especially so that children will
have the ~minimally’ decent
conditions” required’ for their
developmen’ »%

greater health of many Canadian families who are currently at risk.

3. Restoring and improving income supports for those unable to gain employment.
Social assistance rates do not come close to allowing many recipients to meet basic needs
and participate in Canadian society. In Ontario the profound reductions in social
assistance benefits has led to an alarming increase in homelessness and use of food banks.
And most users of food banks are families whose children are especially at risk for poor
health outcomes. Other provinces have not reduced benefits to such a drastic extent as
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in Ontario, yet few have raised them to levels
that come close to lifting people out of very
difficult life circumstances.

4. Providing a guaranteed minimum
income. Since the health effects of low income
are well documented, it may be more cost-
effective to provide Canadians with a basic
minimum income in order to reduce the overall
incidence of disease as well as various other
social ills such as crime and poor school
performance. A variety of possible schemes
exist and recent analyses of the benefits of such
programs are availabié: 12°

A~ society which nurture
people’s  skills” and abilities
throughout the ~ population,
which ~provides economic
opportunities for all, and
fosters ~a cohesive ~and
integrated social” environment
would do more for health than
curative ~medical services are

able 102" P2 Such actions would go a long way in

providing lower income Canadians with the
means to meet their basic needs and participate
in Canadian society in more meaningful ways.
But while providing increased income to those
with lower incomes is an important means of
improving health, it will not necessarily lead to greater social inclusion unless other steps
are instituted by Canadian policy makers.

Policies to Reduce Social Exclusion

Numerous analyses have considered how social exclusion comes about and the role
it plays in producing disease. Recommendations such as the one presented for reducing
low income are essential in decreasing social excluSiocial Justice is Good for Our
Hearts: Why Societal Factors — Not Lifestyles — are Major Causes of Heart
Disease in Canada and Elsewhéaes drawn upon a number of analyses to recommend
the following — in addition to reducing low income — steps to reduce social exclusionin
Canada?

1. Enforcing legislation that protects the rights of minority groups, particularly
concerning employment rights and anti-discrimination. New Canadians and visible
minorities are especially at risk for low income and social exclusion.

2. Creating policies that will allow families to have sufficientincome to provide their
children with the means of attaining healthy development. The provision of these
resources will reduce the proportion of children born into and living on poverty which will
have short-term as well as long-term effects on health.

Solutions are Available
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3. Reducing inequalities in income and wealth within population, through
progressive taxation of income and inherited wealth. Canada is one of the few
industrialized nations with no inheritance tax. In addition, the income tax rates for the very
wealthy are lower than many other industrialized nations.

4. Assuring access to educational, training, and employment opportunities,
especially for those such as the long-term unemployed.

5. Removing barriers to health and social services which will involve understanding
where and why such barriers exist.

6. Providing adequate follow up support for those leaving institutional care.

7. Creating housing policies that provide enough affordable housing of reasonable
standard.

8. Instituting employment policies that preserve and create jobs.

9. Directing attention to the health needs of immigrants and paying attention to the
unfavourable socioeconomic position of many groups and the particular difficulties many
New Canadians face in accessing health and other care services.

Policies to Restore and Enhance Canada’s Social
Infrastructure

Federal program spending as a percentage of Gross Domestic product has been
decreasing since 1987 such that current federal spending is at 1950 levels. These
decreases have occurred in tandem with decreases in tax revenues resulting from
modifications to the tax structure that have favored the well-off. Much of this process
involves municipal governments having to cope with the effects of reduced federal and
provincial allocations to local infrastructure. Indeed, many cities are looking into attaining
Charter status in order to have their voices heard by the other levels of government.
Analyses of the effects of reducing public expenditure upon community infrastructures
are only beginning, but it has been has argued that one way that reduced spending affects
health is through reduction of services. In two community studies recently carried out in
Toronto, the profound importance of community agencies and resources, and the effects
of cutbacks were appareft.*®! In Dismantling the State: Downsizing to Disaster
Stewart considers the potential impact of reduced government spending on social
infrastructure upon Canadian well-be#fiyThe concept of universality is an important
cornerstone of policies designed to promote social inclusion. Programs that apply to all are
more likely to engender political support from the public. It is recommended that the
federal and provincial governments:
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1. Restore health and service program spending to the average level of OECD
nations. Federal spending on programs as a percentage of Gross Domestic Product is
among the lowest of Organization for Economic Cooperation and Development nations.
The Growing Gapeport details that such spending is now at 1950s levels.

2. Develop a national housing strategy and allocate an additional 1% of federal
spending for affordable housing.

3. Provide a national day care program. Such a program — long promised by the
Federal government — would help many women to enter the work force and reduce the
stress associated with carrying out homemaking and working roles.

4. Provide a national pharmacare program. Such a program would assure that those
on low incomes and on social assistance would have access to needed medication. In
addition, such a program would actually reduce health care and drug costs as itimproved
the health of Canadia®¥.

5. Restore corporate tax levels to the North American average in order to provide
funds to provide health-enhancing supports to Canadians.

6. Restore eligibility and level of employment benefits to previous levels.

7. Require that provincial social assistance programs are accessible and funded at
levels to assure health.

8. Assure that supports are available to support Canadians through the critical life
transitions identified earlier.

Solutions are Available
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Lifestyle Approaches to Heart Health
Have Side-Effects that Threaten Health
and Well-being

It has been argued that heart health initiatives in Canada and elsewhere have a
lifestyle orientation that neglects the impact upon health of poverty and other social
determinants of health. There is little evidence of the long-term effectiveness of lifestyle
efforts and these approaches have side effects that can work against health. One outcome
of the lifestyle emphasis has been to completely
remove from the public consciousness any
awareness that societal factors such as poverty
play important roles in the development of
cardiovascular disease. The pervasiveness of
this public blind spot concerning the societal
determinants of heart disease was seen in a
recent survey of Hamilton, Ontario residents.
When asked an open-ended question about the
causes of heart disease and provided with the
opportunity to give up to seven responses, only
one respondent of 601 identified poverty as a
cause of heart diseaSeé.

Itis time that heart healt
workers i ~Canada and
elsewhere begin to  seriously
address the societal
determinants of population
health:.” The alternative is 10
continue 1o invest in’ activities
that’may not only be ineffective
in~ promoting  the health ~ of
citizens but” may actually be
serving to harm it?s»4

What are low income residents of
Hamilton, Ontario — and elsewhere — to make
of the greater incidence of cardiovascular
disease among their low income neighbours,
friends, and relatives than that seen among their
more well-off neighbours? Research evidence
indicates that the greater incidence of
cardiovascular disease should be attributed to
their lower income status which in most cases results from factors outside their personal
control. Butthe ideology of lifestyle choices being responsible for cardiovascular disease

" The content in this section is drawn from the p&hebslic Health Units and Poverty in
Ontario: Part of the Solution or Part of the Probleni® Raphael, Toronto: School of Health
Policy and Management, York University, Toronto, Canada.
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promulgated by heart health workers — and clearly internalized by Hamilton respondents
— lead them to blame themselves for their higher incidence of disease and illness,
subsequently relieving government policy makers from taking responsibility for their
health threatening policies. In Ontario, it has been noted that government policies have
reduced social assistance benefits, eliminated new social housing, and transferred wealth
from the poor to the wealthy through income tax reduction for the well-off, among other
policies.

This process is especially insidious in light of the limited evidence that these
lifestyle choices — especially physical inactivity and diet — are major causes of heart
disease. Essentially, individuals and communities encountering heart health difficulties as
a result of governmental policies are doubly damaged. First, they experience health
threatening life situations, and second, they fall under the accusatory and blaming gazes
of heart health and other governmental authorities. Sadly, heart health workers espousing
lifestyle messages can become complicit in this process of “poor bashing,” a process of
Ignoring facts and repeating stereotypes about people who are!{icuf

To summarize, lifestyle approaches remove the social determinants of
cardiovascular disease issue right off the public debate agenda. The lack of pressure for
governments to address these fundamental determinants of health allows these heart
health threatening conditions to remain or even worsen. This situation threatens the health
of all of us. Second, low income people are made to feel that they are responsible for their
own poor health. The impact of this perception — also known as “victim-blaming” —
adds to the psychosocial difficulties these people are experiencing. By masking the source
of people’s cardiovascular health problems, and providing no means to effect these
determinants, these approaches, therefore, do nothing to enable people to gain control over
the determinants of their health — the key component of health promotion as outlined in
the Ottawa Charter for Health PromotiomA more extensive examination of side-
effects of lifestyle approaches to heart health is avail&ble.

In later sections community-based activities are outlined that allow heart health
workers to work with communities to identify and address areas of need and mutual
concern. These activities represent the best aspects of health promotion and community
development. Itis through these paths that means of reducing the risks associated with
cardiovascular disease are likely to occur.

Lifestyle Approaches Have Side-Effects



sageS

The ldeological and Political Barriers
to New Ways of Thinking about
Cardiovascular Disease Need to be
Acknowledged and Challenged

The argument has been made that
cardiovascular disease results from processes
of material deprivation, excessive psychosocial
stress, and societal features that lead to
unhealthy behaviors. Strong evidence in support
of this has been collected and presented in this
report.

As with any area of medical
scientific research; the selectio
of “factors’” to be studied
cannot’ be immune Afrom
prevailing  social”values” and
ideologies. .. Itis also evident
thatso  called lifestyle  or

behavioural” factors” (such  as
the holy trinity of risks - diet;

smoking and exercise) receive
a disproportionate amount” of

attention. As we have seen, the
identification” and confirmation
of risk’factors’is often’subjecito
controversy and the evidenc
about causal links is”~ not
unequivocal?’ »>2

Despite the literature detailing the impor-
tance of societal determinants of health such as
poverty and the apparent ineffectiveness of
lifestyle approaches to preventing disease, heart
health communities persist in limiting their
discussion of causes of, and means of,
preventing disease to biomedical and lifestyle
risk factors. One reason for this may be the
failure of the public health community to
integrate the potential of new theoretical
developments in social epidemiological theory,
which treats seriously societal factors such as

poverty.

* The content in this section is drawn from the
papers Public Health Units and Poverty in
Ontario: Part of the Solution or Part of the
Problem?D. Raphael, an€ardiovascular Health
in Canada and Elsewhere: Why are the Missing
Pieces Missing?D. Raphael. Toronto: School of
Health Policy and Management, York University,

Toronto, Canada.
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In this view:

Social epidemiology is distinguished by its insistence on explicitly
investigating social determinants of population distributions of
health, disease, and well-being, rather than treating such
determinants as mere background to biomedical phenontéhths®

Three key theoretical trends are apparent in social epidemidRsyghosocial
Theorydirects attention to biological responses to stress and to the psychosocial needs
of people in need. Th8ocial Production of Disease/Political Economy of Health
approach explicitly addresses economic and social determinants of health and disease,
including structural barriers to people living healthy liEsosocial Theory and Related
Multi-Level Dynamic Perspectivemalyzes current and changing population patterns
of health, disease, and well-being in relation to each level of biological, ecological, and
social organization (e.g. cell, organ, individual, family, community, population, society).
These approaches represent a significant advance over the limited biomedical emphases
upon physical risk factors such as diet, exercise, and tobacco use. Heart health
researchers and workers — with a few important exceptions — appear blissfully
unaware of these developments and make little if any efforts to incorporate these
developments into their research and heart health activities.

Another likely explanation for heart health workers’ neglect of broader societal
determinants of health is their submission to the dominant ideology of present-day
governments. The Ontario Conservative provincial government, for example, is
especially sensitive to any criticism of its economic and social policies and suggestions
they may be damaging health. Developing a lifestyle oriented heart health — as well as
other health promotion programs — that are consistent with an individualized approach to
illness and health promotion, gives the impression that the government is supporting the
health of citizens while relieving the government of any responsibility for its health
damaging policies.

This is a clear assertion of ideological power which is shaping heart health practice
and public understandings of the nature of disease and health in ORt@impact upon
reasoned analysis of various approaches to promoting health is outlined by Eakin et al:

The third dimension of power is covert. Alternative issues are not
brought to the table because they are not even perceived as issues.
In other words, within the prevailing ideology — the generally
accepted version of how things are and what is ‘real’ or ‘true’ — the
possibility that things could be otherwise simply does not
existst3o p.162

Ideological and Political Barriers to Change
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Governments advancing such activities can be seen as supporting health among
citizens at the same time as they weaken the societal structures that much more
profoundly affect health. The pointis succinctly made by Fitzpatrick in relation to lifestyle
health promotion initiatives in the UK, but can equally apply to the Canadian scene:

In the harsh world of politics, New Labour’s slavish devotion to...
fiscal rectitude and electoral expediency mean that it has no
intention, either of raising benefits to the poor, or of doing anything
to reduce income differentials... Under the banner of health
inequalities New Labour has turned health promotion into a
sophisticated instrument for the regulation, not only of individual
behaviour, but that of whole communiti&s?-

What does it mean to say that lifestyle-oriented approaches to health promotion are
about the control of individuals and communities? It means that lifestyle approaches to
health promotion serve the interests of the established and powerful by defining iliness as
resulting from individual lifestyle choices. Such a view diverts attention from government
policies that weaken the structures that support citizens’ health and ends up blaming the
victims of government policies — because of their ‘poor lifestyles’ — for their own health
misfortunes. It effectively prevents individuals and communities from coming to any
understanding of the true nature of the causes that lead to their health misfortunes.

Macdonald and Davies provide a compelling argument for commitment to the
principles, values, and definition of health promotion contained Dtagva Charter for
Health Promotion Health promotion is the process of enabling people to increase
control over, and improve their healtf In their view:

The key concepts in this definition are ‘process’ and ‘control’; and

therefore effectiveness and quality assurance in health promotion
must focus on enabling and empowerment. If the activity under
consideration is not enabling and empowering it is not health

promotion., 4% p- &

Within this framework lifestyle approaches to heart health do little enabling and even
less empowering of those most at risk for cardiovascular disease. This is not health
promotion.
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Community-Based Heart Health
Activities Should be Consistent with the
Best Principles of Health Promotion

The focus of this report is on societal factors such as low income and social exclusion
that lead to cardiovascular disease. The report has outlined policy directions that would
help improve heart health. It has also identified means by which health workers can
influence policy directions. Nevertheless, many heart health workers work in
communities and need direction as to how to address these broader societal issues in their
day-to-day practice.

It has long been recognized that effective heart health activities would involve
community activities that were sensitive to the needs and voices of community members.
Indeed, a landmark work by Ron Labonte completed for Health Cand@i@rmeting
Heart Health in Canada: Focus on Heart Health Inequalitiesin 1988, is as fresh
and relevant today as it was tHéhUnfortunately it has been languishing on book shelves
— and now on the internet — since 1988 with nary any effective implementation of its
recommendations. Its key aspects that have been largely overlooked include the
following:

1. Afundamental premise of a Heart Health Inequalities program protocol, then, is
that communities have the power to define their own “health problems”. These problems
may or may not include physiological and behavioural risk factors, but actions on these risk
factors will follow actions on risk conditions or psychosocial risk factors.

2. Community self-determination of issues and solutions is not a one-time, static
process of asking groups about their concerns. Rather, it is an honest, respectful, critical
and open dialogue between community members, groups and professionals in which
problems are discussed, defined and redefined until all participants are satisfied that the
best possible “problem definition"has been made.

3. Thisstepinthe community development process is extremely important because
the definition of the problem often defines the nature of the actions that will be taken by
individuals, groups, professionals and agencies.

" The content in this section is drawn from the papee New Public Health is About
Listening to People: Merging Democratic Principles with Community Health Acbon
Raphael, Toronto: School of Health Policy and Management, York University, Toronto, Canada.
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In this section, methods are outlined by which community-based workers can address
issues that impact community members’ heart health in an honest and effective manner.
Readers should first carefully read Labonte’'s 1988 monograph. These methods are
drawn from the community-based health promotion approaches that are consistent with
the Ottawa Charter for Health Promotior? - 146 Most community-based heart health
activities being carried out — with their focus on diets, activity, and tobacco use — are
narrow and expert-driven. As such not only are they unlikely to consider societal factors
that influence heart health, they are unlikely to acknowledge and respond to issues that
community members themselves are likely to indicate as being important to their health
and well-being.

As it turns out, studies that allow community members to identify their own health
needs find that these needs are remarkably consistent with the view that societal factors
are the primary factors that affect their health in general and heart health in particular.
Such approaches allow for the integration of the best aspects of health promotion by
allowing individuals and communities to increase control over the determinants of their
health through strengthening communities and advocating for healthy public policy. They
provide a direction for community-based heart health workers to take that is consistent
with the main arguments contained in this report. Community-based health promotion
should be based on the following principles:

1. The most important determinants of health in western societies such as Canada
are related to how societal and community institutions are organized and resources
distributed. This assumption is in stark contrast to current medical and public health
preoccupations with the provision of health care services and altering “healthy lifestyle”
behaviours.

2. The lay knowledge that community members possess about their health and its
determinants —accumulated from their life experiences —are as valid, if not more so, than
knowledge collected by experts through traditional scientific procedures such as indicator
analyses and health surveys.

3. Identifying and responding to community health needs involves the commitment
to a set of principles that are guided by the best values of health promotion: empowerment,
participation, holistic emphasis, intersectoral action, equity, sustainability, and use of
multiple strategies.

These three assumptions — the importance of the social determinants of health, the
value of lay knowledge, and a commitment to health promotion principles are common to
the best community-based health promotion work. They also guided the planning and
implementation of two community quality of life studies in Toronto than can serve as
examples of the direction that community-based heart health could take.

Best Principles of Health Promotion
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In the community quality of life projects an attempt was made to gain increased
understanding about community and societal aspects that community members see as
influencing their health and well-being. Community members were agkedlt is it
about your neighbourhood or community that makes life good for you and the
people you care about&nd What is it about your neighbourhood and community
that does not make life good for you and the people you care abDetils about
the community focus groups and service provider and elected representative interviews,
the write ups of these activities, and numerous reports are available on the internet at
website http://www.utoronto.ca/qol/community.htm.

Questions about means of coping and desired services were also asked. Service
providers and representatives answered similar questions about community residents,
agency and political mandates, and community characteristics. The sets of generic
guestions used with each study group are available in a manual, published articles, and
reports at our website. A detailed examination of the value of such kinds of projects is
available!30. 131

Itis important to consider the profound contrast between what community members’
identified as factors supporting their heath as compared to the usual heart health
preoccupations. Community members identified access to community agencies and
services, crime and safety, housing, low income and poverty, municipal support of
community infrastructure, and public transportation. As expected, service providers
provided insights concerning agency funding and mandates, and elected representatives
discussed the current political environments at the municipal, provincial, and federal
levels. These concerns are remarkably similar to those identified in the social determinants
of health literature. More detailed presentation of results and analyses of responses are
availablet30: 13t
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Implications for Promoting Heart Health

It has been argued that community needs assessment should be sensitive to the social
determinants of health and incorporate means of the lay knowledge possessed by
community members. It has been our experience that projects of this sort are most likely
to be developed, implemented, and have their findings responded to when principles of
empowerment, participation, holistic focus, intersectoral responsibility, equity,
sustainability, and use of multiple strategies are integrated into these efforts.

Such commitments are essential for
developing relevant community needs assess-
ments concerned with mobilizing communi-
ties to address issues related to the social
determinants of health. A values-based health
promotion approach will ensure community
members’ views will be heard, considered in
relation to theirs, rather than service
providers’ concerns, and form the basis for
concerted responses to the needs raised.

But research that explores what
are ~called 'the ~social
determinants of health from the
perspectives’  of community
membersthemselvesisrelatively
rare. And doing this within a

public’health outlook’in Canada

is almost never done. This is
puzzling as the factors that
community members identify as
influencing their health’” and
well<being appear 1o be
remarkably ~ consistent”  with
emerging findings in’ population
health” obtained through” mor
traditional” approaches’”

Similarly, the approach has implications
for practice even if one has a relatively
narrow focus on specific issues such as
tobacco use, prenatal or parenting programs,
reproductive and sexual health, or reducing
injuries. In all these cases the contextual
factors that are of prime interest when
considering broader approaches to commu-
nity health needs assessments, will also
influence the uptake and effectiveness of any
attempt to improve the health of community
members. Recent studies on preventing low
birth weight babies or reducing cardiovascu-
lar disease indicate that without attempts to
deal with the influences upon health and well-
being of the social determinants of health,
such more focused efforts will be futile. The
conclusion reached by workers of the effects
of a heart health program in low income
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communities in Montreal probably apply to a range of health efforts:

Unless or until basic living needs are ensured, persons living in
low-income circumstances will be unlikely or unable to view
cardiovascular disease prevention as a priofity.

For these reasons, heart health workers should be willing to consider the health
impacts of the social determinants of health in a manner that draws upon community
members’ understandings concerning their impacts. Such community health needs
assessments must be developed and implemented in a manner consistent with the best
principles of health promotion. Finally, health workers must be willing to respond to these
identified needs in a manner that recognizes
the political nature of community needs and
the necessity of community members’ acting
in the political arena. This will usually involve
assisting community members in mobilizing to
lobby governments to improve the societal
and community conditions that support heart
health.

To illustrate, in” Ontario” th
well-funded ($17,000,000 over
five years) provincial”“heart
health”  program provides
public””health” units” with”a
mandate to” focus on lifestyle
issues of tobacco use, diet; and
physical activity. No flexibility

is allowed for units to consider
social”determinants of heart
disease such’ as low income;
hunger, poor housing and
shelter, lack of social support;
or the effects of exclusion that
come about” through lack o
personal’and’ ~communit
resources?’
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all To Action

Action to improve cardiovascular heath is required in four areas. First, there is a need
to communicate whatis known about the links of low income with cardiovascular disease.
Second, research into the causes of cardiovascular disease must consider the role of low
income. Third, those concerned with improving cardiovascular health must call upon
policymakers at all levels of government to implement polices that will reduce the
incidence of low income and social exclusion. Fourth, policymakers must invest in the
social infrastructure that helps support Canadians through crucial life transitions.

Communicating the Links Between Low Income, Income
Inequality and Cardiovascular Disease

The findings of the strong relationship between societal factors such as low income
and social exclusion and cardiovascular disease need to be communicated to the various
sectors concerned with cardiovascular health. These sectors include public health, health
care, and foundations and research funding agencies focused on cardiovascular health.
Most importantly, they need to be communicated to policymakers who create the policies
that directly lead to how income is distributed and whether social infrastructure is
supported or weakened. The social development and social welfare sectors —
representing those who have traditionally been most concerned about increases in low
income and the distribution of wealth — would benefit from being able to illustrate how
poorly thought out social policies directly impact Canadians’ cardiovascular health.

Canadians need to be made aware of the threats to their cardiovascular health by
policies that increase the number of Canadians living on low incomes and that increase
the gap between rich and poor. There has been little public discussion about low income
and its effects on cardiovascular health. This needs to change. The media has been
particularly slow in reporting how low income and income inequality affects
cardiovascular health. Itis not particularly clear why this has been the case. One reason
may be the reluctance of health care and public health care workers to highlight these
issues because they feel they lack the skills and knowledge to carry out poverty-related
community development and policy analysis. Additionally it was suggested at the 91st
Canadian Public Health Association Conference, that some practitioners and policy
makers feel they will experience negative repercussions in their places of employment if
they engage in political strategies addressing pov&ri#83Also of significance is
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the media’s continuing tendency to limit health issues to biomedical causes and
treatment$?® Clearly, there is a need to educate media medical and health reporters of
recent findings concerning the determinants of health and how low income and income
inequality contribute to disease.

Members of all of the sectors concerned with economic inequality and poverty effects
upon health must petition their local public health departments to address these issues.
Most departments and units in Canada are led by citizen boards. The information
increasingly becoming available must be presented to them in a manner that will lead to
increased understanding of these issues and increased willingness to move on such issues.

Increase Research into the Social Determinants of
Cardiovascular Disease

There has been relatively little Canadian research attention directed to the roles that
social determinants of health such asincome play in cardiovascular disease. Thisis in stark
contrast to the situation in the United Kingdom where extensive data gathering,
concerning income, social class and disease, routinely occurs and allows for informed
policy debate concerning these issud®e Heart and Stroke Foundation of Canada,
for example, could direct funds towards research that would carefully document the
effects of changing income and other social policies upon the cardiovascular health of
Canadians. Certainly this is an area wheeart and Stroke Foundatiom®uld make
a contribution.

In addition, ongoing policy research that assesses the effects of economic and social
policy changes on health needs to be carried out. Such research must provide public
impact statements as changes in policy are considered. The recommendations of the
Acheson Report on Health Inequaliti@sist be instituted by policymakers in Canada:

We recommend that as part of health impact assessment, all policies
likely to have a direct or indirect impact on health should be
evaluated in terms of their impact on health inequalities, and should
be formulated in such a way that by favouring the less well off they
will, wherever possible, reduce such inequalithes!?°

Call Upon Policymakers at All Levels of Government to
Implement Polices That Will Reduce the Incidence of Low
Income and Social Exclusion

Polls have consistently indicated that most Canadians would prefer that governments
address issues of low income and poverty rather than provide further tax cuts.

A Call To Action
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Additionally, Canadians are increasingly concerned with the deterioration of social
infrastructure and social services. Efforts to have governments respond to these wishes
will be further enhanced by pointing out the health-related implications for all Canadians
of failing to do so.

Focus on restoring social assistance benefits to levels that will provide the
conditions necessary for healthy development and raising the minimum wage to a living
wage would be important first steps. The consequences for Canadian society of failing
to take such action should be emphasized to elected representatives and policymakers at
all levels of government.

Lobby Governments To Maintain the Community and Service
Structures that Help to Maintain Canadians’ Health and
Well-Being

The work being carried out by the
Federation of Canadian Municipalities on quality
of life indicators should be linked to the
increasing evidence concerning the role of social
infrastructure in supporting health. Advocacy,
and lobbying activities can be carried out to
highlight the importance of infrastructure and to
detail how policies that increase economic
inequality both weaken these infrastructures
and help to produce poverty and poor health.

Since housing, environmen
education; social seryvices; and
other city  programs’ have a
major effect on health’in cities;
strengthening these ~are
important’>% »8
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Adding up the Costs

The main purpose of this report has been to
identify the links between low income and social
exclusion and the development of cardiovascu-
lar disease. This has been done by
demonstrating how low income, when combined
with government policies that limit access to
basic needs and resources required for health,
contribute to the cardiovascular health threaten-
ing process of social exclusion.

Rather than relying o
providing more special” need
classes’in’schools;/more prison
and’police; more social workers
and health” services;,  more
counsellors;, and therapists, we
have to tackle at root, some of
the main causes of the problems
inwhich/they [citizens) attempt
to’ cope’Even/if we could afford
vast armies of counsellors and
community development
workers with”a small team for
every street, there’is no reason
to think that it is” possible’ to
separate’ the structural’ cause

from their social” symptonis.
p/230.

To speak of low income and social exclusion
as causes of cardiovascular disease, certain
criteria have had to be met. It has been
demonstrated that low income and social
exclusion occur prior to the development of
cardiovascular disease. The processes that lea
to the development of cardiovascular diseas
have been outlined. And these processes hav
been placed within a causal network that
includes direct and indirect effects of low
income and social exclusion on the development
of cardiovascular disease.

As noted earlier, the most recent detailed
analysis of the role that low income plays in
death from cardiovascular and other diseases is
now available for the year 199verall, 23% of
premature years of life lost prior to age 75 to
Canadians was related to income differences.
This is a very high percentage comparable to
total years lost due to cardiovascular disease,
injuries and cancers. If the differences in all
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illness related to income did not exist the burden
of illness would be reduced by a proportion
greater than ALL years lost to cardiovascular
disease.

Of these years lost related to income
differences, 22% of these are caused by
cardiovascular disease, the highest figure of any
cause of death. Overall 6,366 lives per year
were prematurely lost to cardiovascular disease
related to income differences in Canadain 1996.
And since 1996 the number of Canadians living
on low incomes has increased.

Very little work has been done to calculate
the exact costs to the health care system of
income-related differences in cardiovascular
disease. One of the very few analyses of the
effects of low income and social exclusion upon
health care costs was carried out in Southeast
Toronto!®? A comparison was made between
hospital admissions and use and associated costs
for neighbourhoods that differed in income level.
Individuals admitted from the highest income
quintile of neighbourhoods averaged 60 per
1,000 population. However, the admission rate
was 85 per 1,000 or almost 50% higher for those
residing in the lowest income quintile of
neighbourhoods.

Cardiovascular diseases are the ones most
associated with income differences. It can be
hypothesized that excess costs associated with
hospital use for cardiovascular disease of low
income people are probably similar to those for
hospital use in general — that is, about 50%.

Actually, the data that are available
suggests that the annual cardiovascular health
costs associated with the lowestincome quintile
of citizens compared to the highest income

Conclusion: Adding Up the Costs
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quintile may actually be higher than the 50% figure found by the Toronto researchers. The
ICES Atlas for Cardiovascular Health and Servitescked hospitalization rates for
heart attack, congestive heart failure, angina, and chest pains in Ontario from 1992/93 until
1996/19975 The place of residence for each patient was used to identify them as being
from neighbourhoods that were ranked from highest to lowest inincome (Figure 19). The
hospitalization rates for the lowest income quintile of neighbourhoods were 69% higher
for heart attacks, 65% higher for congestive heart failure, 97% higher for angina, and
121% higher for chest pain than those in the highest
income quintile of neighbourhoods.

Hospitalization Rates by Area Income, Ontario, 1992-97
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A review of the literature was unable to find any published analysis that calculated
the overall excess costs for cardiovascular disease associated with income differences.
Rough figures can, however, be calculated for excess hospitalization rates associated with
income differences for Ontario residents for these ailments. If the highestincome quintile
of neighbourhoods is used as the baseline group — the levels of health to which we can
reasonably aspire — then an estimate of excess cardiovascular disease associated with
income differences can be calculated.

Toillustrate, the overall age/sex specific hospitalization rates in Ontario for men and
women for heart attacks from 1992-1997 was 240/100,000. The specific rate for those
residents in the highest income quintile of neighbourhoods was 190/100,000. The
difference of 50/100,000 between the possible rate and the observed overall rate
represents a 26% excess over the baseline rate for the highest income residents of
Ontario. Using this process, observed hospitalization rates for the Ontario population
related to income differences represent a 26% excess for heart attacks, 24% for
congestive heart failure, 44% for angina, and 53% for chest pain. Figure 20 shows the
percentage excess for these four ailments for Ontario men and women related to income
differences calculated in this manner.
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Excess Hospitalization Rates Related to Income, Ontario, 1992-97
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A simple approximation of the dollar cost to Canadians of income differences related
to cardiovascular disease can therefore be calculated. Since it is estimated that 23.7%
of premature deaths from cardiovascular disease can be attributed to income differences,
this figure can be used as a conservative — as demonstrated® 8uata on income-
related differences in hospitalization — estimate of excess burden in cardiovascular
disease costs related to income differences. Lowering even this estimate to a 20% excess
burden, it can be estimated that the cost to Canada of cardiovascular illness related to
income differences is at least 20% of the total cost of $20 billion per year or $4 billion a
year.

Since some people suffering heart attacks die before reaching hospital, this figure may
overestimate the medical cost burden to Canada of cardiovascular disease among people
with low income. But the figure may be an
underestimate as the social costs to Canada of
low income people dying at earlier ages is high.
Also, the 20% extra burden figure may also be
an underestimate of true costs because of the
rapidly increasing expenses of new technologies
for treating heart disease. Clearly, there is a
need for careful study of the costs of income-
related differences in the incidence of
cardiovascular disease.

The prevention of heart disea
is’a matter of clinical, sociabnd
economic  policy. Treatment;
preventive care;community
health” promotion and healthy
social” policy are interlocking
parts ot a’ single” strategy for
better healtht>* »#2

These excess costs associated with low
income and income inequality are just for
cardiovascular disease. It should be recalled that
income differences are also related to the
incidence of premature deaths and premature
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years of life lost due to injuries, cancers, and a variety of other diseases such as diabetes.
The true dollar cost of income differences in health between the wealthy, middle class,
and poor in Canada is tremendous.

These costs related to income differences affect our economic productivity, the
sustainability of our health and social service systems, and the quality of life of our cities
and communities. In addition, increasing the incidence of low income and social exclusion
creates the conditions required for cardiovascular disease to develop. Increasing the
number of low income people in Canada and providing the conditions that lead to social
exclusion will increase the incidence of cardiovascular and other diseases, increase health
care costs, and threaten the civil society that Canadians have come to expect.

Canada is at a choice point. One alternative is to continue on the path of increasing
the income gap among Canadians and failing to address the issues that increase social
exclusion and cause disease. The effects of this approach are well described by one US
observer:

In  the U.S., government policies of the past 20 years have

promoted, encouraged and celebrated inequality. These are

choices that we, as a society, have made. Now one half of our society
is afraid of the other half, and the gap between us is expanding. Our

health is not the only thing in dangét.r2

The alternative vision is that of an inclusive and caring Canada. The kind of vision
outlined by Canadian-born physician Stephen Bezruchka:

The policies that Canada has developed to improve population
health reflects its more egalitarian structure. Examples include

various tax and economic transfer policies that help to limit income
differences across the country, as well as provision of important
social services... If a healthy population is the goal, we must enter
the political arena and fight to maintain the social contract that has

sustained Canada as one of the world leaders in hé&&ltht7021703
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A Brief Summary of Canadian
Federal and Selected Provincial
Government Statements on The Role of Income
in Health and Disease

Federal Government

In 1974, the Health Canada documéntNew Perspective on the Health of
Canadiansdentified the environment as an important health determiffafihe report
recognized that... on the subject of environment, the number of economically
deprived Canadians is still high, resulting in lack of adequate housing and
insufficient or inadequate housift. P18

In 1986 the Health Canada documAghieving Health for All: A Framework for
Health Promotionstated:The first challenge we face is to find ways of reducing
inequities in the health of low- versus high-income groups in Cankdaas
recognized that health problems are more common among low income groups and that:
Poverty affects over half of single-parent families... more than one million children
in Canada are poor.The importance of the social determinants of health was stressed:

All policies which have a direct bearing on health need to be
coordinated. The list is long and includes, among others, income
security, employment, education, housing, business, agriculture,
transportation, justice and technolo&y:. P-1°

In 1999 the Health Canada documehaking Action on Population Health: A
Position Paper For Health Promotion and Programs Branch Ssaffssed the
importance of income and social status as determinants of health:

There is strong evidence indicating that factors outside the health
care system significantly affect health. These “determinants of
health” include income and social status, social support networks,
education, employment and working conditions, physical
environments, social environments, biology and genetic endowment,
personal health practices and coping skills, healthy child
development, health services, gender and culfire.
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The Statistical Report on the Health of Canadiaves released in September,
1999. It was commissioned by th&ederal, Provincial and Territorial Advisory
Committee on Population Healtb provide a comprehensive and detailed statistical
overview of the health status of Canadians and the major determinants of that status. The
section of the report devotedTbe Social and Economic Environméegins with the
statement:

In the case of poverty, unemployment, stress, and violence, the
influence on health is direct, negative and often shocking for a
country as wealthy and as highly regarded as Cartéda®

Provincial Governments

Most provinces also recognize the key role of income on health. Three illustrations
are presented. Saskatchewan's docum&nPopulation Health Framework for
Saskatchewan Health Districtontains the statement:

While the list of these determinants of health is long and potentially
overwhelming, consensus is growing that one general factor may be
particularly important, and that is economic inequality. What this
means is that the healthiest societies are those in which there is a
relatively small gap between the best-off and the worst-off
memberg®. rs

The Prince Edward Islandealth Promotion Frameworksks the questiowhat
makes and keeps us healthig®first determinant of health is income and social status:

People are healthiest when they live in a society that can afford to
meet everybody’s basic needs. Once basic needs are met, people’s
health is also affected by how big a difference there is between the
richest and poorest members of the society. When there are big
differences in income in a society, there are also big differences in
social status. This affects health because people with lower status
have less control over their lives and fewer choices for
themselve¥! 2

The Ontario report entitlewealth and Health, Health and Wealktates:
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We conclude that efforts to create health in Ontario will not come

from a narrow focus; both social and behavioural determinants

must be addressed. Two sets of responses are required: policies
that reduce poverty and policies that reduce the effects of

poverty!z pl

The Provincial Health Officer of British Columbia wrote:

There is a close relationship between income and health. An
adequate income is associated with poor health status. Certainly,
not all people with low incomes have poor health, just as not all
people in well-off families have excellent health. But studies in
Canada and elsewhere consistently show that, on average, people
at each step on the income scale are healthier than those on the step
below?es. p26

The government of Manitoba in a sustainability document indicates that:

The determinants of health are the key factors influencing health.
They include healthy child development, personal health practices
and coping skills, physical environment, employment/working
conditions, education, income/socio-economic status, biology and

genetic endowment, and access to quality health care sekfces.
pl
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Canadian Public Health Association
Resolution on Poverty, 2000

WHEREAS 20% of Canadian children, 15% of Canadians in families, and more than
one-third (36%) of unattached Canadians all lived in poverty* in 1997 (the most recent
year for which data are available)1 despite economic growth, declining unemployment
rates, and Canada’s number one human development ranking among all countries in the
world since the early 1990s,

WHEREAS poverty, whether conceptualized and measured as absolute or relative
in nature, negatively affects the health of individuals, communities, and society as a whole,

WHEREAS the most effective way to reduce the negative health consequences of
poverty is, first and foremost, to reduce the rate and depth of poverty in Canada, and also
to reduce economic burden and barriers to health experienced by people in poverty,

WHEREAS poverty is a complex phenomenon that is rooted in a network of social,
economic, and political factors and conditions, some of which include changing labour
market conditions14 as well as social assistance benefits and minimum wages that are
insufficient to meet basic needs and allow meaningful participation in society,

WHEREAS itis highly improbable that poverty and the economic burden and barriers
to health experienced by people in poverty will decline in the absence of social and
economic policies and programs that specifically aim to reduce the rate and depth of
poverty and aim to reduce the economic burden and barriers to health experienced by
people in poverty,

WHEREAS the federal, provincial, and territorial governments in Canada have
implemented some policies and programs that aim to reduce the negative health
consequences of poverty (e.g., pre- and post-natal and early intervention programs) and
aim to reduce the economic burden (e.g., child tax benefit) and barriers to health (e.g.,
comprehensive health benefits for children in working poor families) experienced by some
people in poverty, but Canada does not have a comprehensive coordinated network of
social and economic policies and programs, the specific purposes of which are to reduce
the rate and depth of poverty and to reduce the economic burden and barriers to health
experienced by people in poverty, and

* Poverty is defined here as the relative deprivation of income that is necessary to meet basic
needs and a standard of living that is consistent with the norms of the society within which one
lives.
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WHEREAS the Canadian Public Health Association has gone on record
acknowledging the negative health consequences of social and economic inequities such
as poverty, acknowledging its commitment to reducing such inequities, and purporting the
responsibility of public health professionals to the reduction of health inequities,

THEREFORE BE IT RESOLVED THAT the Canadian Public Health Association

reconfirm its commitment to the reduction of social and economic inequities by working

in partnership with health, social, and anti-poverty organizations and coalitions (e.g.,
Canadian Council on Social Development, Canadian Centre for Policy Alternatives,
Canadian Nurses Association, National Anti-Poverty Organization, Campaign 2000,
Child and Family Canada) to influence the federal, provincial, and territorial governments
to develop and implement a comprehensive coordinated network of policies and programs
that aim to reduce the rate and depth of poverty and aim to reduce economic burden and
barriers to health experienced by people in poverty,

AND FURTHER BE IT RESOLVED THAT CPHA develop and implement a
social marketing campaign to educate and promote dialogue with the public about the
persistence of poverty in the midst of economic growth and declining unemployment rates;
the negative effects that poverty has on the health of individuals, families, communities,
and society as a whole; and solutions/strategies for reducing poverty and its negative
health consequences.
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