In this lecture, I’ll talk about the social determinants of health, and the importance of
examining theses concepts and constructs in community health needs assessment.

1

You should have had some exposure to the social determinants of health in your other
coursework, and there are several models that illustrate these “root causes” of health
behaviors and health disparities. I happen to like the model utilized by the World Health
Organization because of its detail and organization. The social determinants are critical in
the community health needs assessment process because if we want to provide useful
recommendations to our stakeholders, we need to trace each issue that compromises
quality of life in the community to its root causes. For example, why is it that community
members feel so isolated from the rest of the world? Why do they take up behaviors like
smoking or substance use at higher rates than other communities? Why is there such a
high prevalence of obesity in this community? To answer these questions we have to follow
the causal pathways back to the root causes of health behaviors and health disparities,
identify those causes that are contributing to compromises in health and well‐being in our
community and make recommendations to address those ultimate causes. This is what we
mean by assessing the community within the larger social and political context. So let’s go
over these “root causes” of health disparities and identify where they fit into the
assessment process
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The World Health Organization defines the Social Determinants of Health as, the conditions
in which people are born, grow, live, work and age, including the health system. These
circumstances are shaped by the distribution of money, power and resources at global,
national and local levels. The social determinants of health are mostly responsible for health
inequities ‐ the unfair and avoidable differences in health status seen within and between
countries. (http://www.who.int/social_determinants/en/).
The Commission on the Social Determinants of Health (CSDH) was formed by the Director
General of the World Health Organization with the purpose of promoting greater health
equity. The commission’s goal was to identify and analyze the social forces that contribute
to health disparities among different social groups and to provide a course of action for
promoting social justice in population health around the world. The impetus for this
commission was the tension between the biomedical model of health and the role of social
forces in producing health outcomes. Modeling Northern European countries, the
commission based its analysis on the foundational proposition that health is a human right
and the principle that social justice demands that we, as a global society, set as our goal,
“health for all”.
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Keep in mind that policy decisions are value‐laden—that is, political decisions are made
through a process of debate and strategic manipulation to put the values of one or more
groups into law. The set of values that underpin Public Health are those of human rights,
equality of opportunity and the empowerment of groups or communities to take action to
improve their lives.
Health equity can be defined as the absence of unfair and avoidable or remediable
differences in health among population groups defined socially, economically,
demographically or geographically (Solar, pp. 12). Note that the terms “avoidable” and
“remediable” are included in this definition. These terms refer to the idea that many, if not
most, of the differences in health outcomes among groups is due to the influences of social
structures that are, by definition, produced by humans, and therefore could be changed by
humans. An example of this is the way we structure our economic system, which
concentrates resources to a small group of wealthy families and communities while
providing very few resources to the majority of the population. Communities also have an
economic context or climate which we need to describe and analyze during the health
needs assessment process. For example, is this a community of middle income,
professionals or unskilled workers, many of whom have recently lost their jobs due to a
local plant closing? If the latter describes our community, we would want to know if there
are unemployment supports that are helping those working get training and employment.
Do they have the necessary resources to pay their housing, food, and medical expenses?
The economic system is supported by a political system that creates policies which generally
reinforce the flow of resources from workers to a smaller group of individuals who
compose the “upper class”. From the perspective of the WHO commission, if we allow
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health to be a market commodity, like cars or clothing, we are not creating a “just” society.
Health is NOT a commodity to be bought or sold; it is a “special good” which determines an
individual’s ability to achieve overall happiness and well‐being and allows him/her to be a
productive, participating member of society. For this reason, the economic system as well as
the political system should be thought of as points of intervention for public health and
therefore, examined in the community needs assessment process.
Agency is a key term from this perspective. Agency is the ability of the individual to act free
of physical, psychological, or legal barriers, to pursue his or her goals. When we construct
barriers that limit the ability of individuals to act in their own best interest, we reduce the
empowerment they experience to change themselves or their environment to improve their
life circumstances. You’ve learned from your behavioral theories that even if individuals want
to act in ways that promote health and well‐being, if there are barriers to doing so, they
won’t. Our assessment should include an analysis of the perceptions of community members
of their own ability to act without barriers, along with an assessment of any objective
barriers that may hinder healthy lifestyles.
The WHO Framework is based on the 1948 Universal Declaration of Human Rights (UDHR)
which states that, everyone has the right to a standard of living adequate for the health and
well‐being of himself and his family, including food, clothing, housing and medical care, and
necessary social services... Everyone is entitled to a social and international order in which the
rights and freedoms set forth in this Declaration can be fully realized.
Furthermore, the commission holds the position that A human rights perspective removes
actions to relieve poverty and ensure equity from the voluntary realm of charity…to the
domain of law… and requires us to push for aggressive social policies to tackle health
inequities…This is an obligation that necessarily requires consideration of poverty and
social disadvantage.
Clearly, the commission has, as a foundation, the position that it is the ROLE OF
GOVERNMENT, to insure that ALL individuals and group are empowered to act in a
meaningful way to change and improve their life circumstances and overall health and well‐
being. The role of public health is to identify economic and political barriers to good health
and to advocate for action to remove those barriers and make it easier for communities to
create health promoting social and physical environments.
I encourage you to take a moment to think about this statement. It says, essentially, that
Public Health is political. As public health professionals we should be proactive in creating
policies that address the root causes of health and disease – specifically in the areas of
education, employment and pay equity and equal rights for all. In order to create new
policies, we need to first identify policies already in place and analyze whether they are
health promoting or contribute to poor health outcomes. This is where the social
determinants of health framework fit into the community health needs assessment
process—we need to identify and operationalize the social determinants of health in our
assessment work to provide a clear picture of the community within the larger context.
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The figure in this slide depicts the World Health Organization’s framework for
understanding the social determinants of health. If we begin at the far left of the model, we
can follow the causal pathways from the socioeconomic and political structure of a society
to the health and well‐being of the community.
As public health professionals, we should be prepared to talk to policy‐makers and
stakeholder groups about the concept of social determinants in ways that clarify the
distinction between the social causes of health and the factors determining their
distribution between more and less advantaged groups. That is, we need to differentiate
between the Structural Determinants and the Intermediary determinants of health. This
figure summarizes visually the main lessons of the WHO analysis and organizes the major
categories of determinants and the processes and pathways that generate health inequities
in a single comprehensive framework. The three main elements in this model are the
socioeconomic and political system; the socioeconomic stratification system, or the
hierarchy of social positions in a society; and the intermediary determinants of health,
which are shown in the red block. In the next few slides I’ll review each element and also
talk a little about the key concept of “power” which is a linking theme among the three.
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The first element in the WHO framework is the socioeconomic and political context in
which the community operates. The socioeconomic context influences economic actions
such as determining what we produce and how these products and the wealth from their
sale are distributed among the members of society. The political context influences who
makes the decisions on regarding what is produced, how it is produced, whether or not
there are regulations in place to protect workers and the environment from the
externalities of production, and how the products and wealth from production are
distributed among society.
Differences in health outcomes flow from the systematically unequal distribution of
resources, political power and prestige among groups inside and outside the community.
The distribution results from the way our economic system is structured. For example, in
the United States, we operate under a capitalist, market driven economy which puts a high
value on the accumulation of wealth. Groups who have more wealth also have more
influence on our policymakers because of their ability to gain access to political decision‐
makers; people with more wealth are held in high esteem and associate with those in
power to legislate. For example, oil producers give campaign donations to congressmen
and senators and in turn, they are provided time with those legislators to argue their
position on energy policy. Poorer individuals, who don’t agree with the oil tycoon’s policy
on, for example, pipelines running through their backyard, don’t get to have lunch with
legislators to argue their own point of view.
The higher one’s position on the socio‐economic ladder, the more wealth, prestige and
political power one has. The economic system is so enveloping that we sometimes lose
sight of how it impacts our daily lives and how we organize our time and energy. We simply
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accept it as “the way it is” and do our best to keep up with the normative expectations to be
financially successful. As Michael Marmot pointed out, where we are in the wealth gradient
is where we stand on the socio‐economic ladder.
I want to emphasize that these structural characteristics are socially produced—we know
this because there is a lot of variation in the structure of the economic and political systems
across countries and communities all over the world. Because they are socially constructed,
they can be changed, or are malleable targets for public health. This leads us to the second
element of socioeconomic position.
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Socioeconomic position or status (SEP or SES) refers to the social and economic factors that
influence which power‐related positions individuals or groups hold within the structure of a
society. The higher you are on the socioeconomic hierarchy or ladder, the more money,
prestige and power you will likely posses. So, why is your position in the socio‐economic
gradient so important for your health? Well, SEP is related to numerous exposures,
resources, and susceptibilities that may affect health. For example, if you are poor, you
most likely live in a neighborhood or community with few resources to devote to providing
your children with a high quality education or leisure time activities for relaxation and
exercise. You are also more likely to be exposed to unhealthy air, water, and soil from the
lack of investment and monitoring of infrastructure and industry in your community.
Because you are poor, you’ll find greater obstacles to influencing your legislators to fix
these problems—for example, you work two or three jobs and have little time to go town
hall meetings, and you lack the educational resources to understand the process for making
policy changes.
A recent example of the poor being more exposed to health risks than wealthier
communities is the water crisis in Flint, Michigan. The community had little voice in the
decision‐making by their city leaders because the governor had taken over the
administration of the city due to budget shortfalls. He then tried to save money by using
an alternative water sources that ultimately poisoned children and adults with lead and
bacteria. This situation would have continued had it not been for the attention brought to
the crisis by a popular political pundit who hosted a news show on T.V. More often than
not, however, the poor do not have a popular advocate that can provide a voice. The
important point here is that this gradient exists in every society, but it does not have to be
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such a tall ladder. That is, we can reduce the space between the rungs on the socio‐
economic ladder to have a more equitable distribution of wealth, education, and exposure to
health compromising agents.
During you community health needs assessment, it is critical to analyze the makeup of the
community regarding socioeconomic position because SEP leads to the exposures to health
risks which are ultimately compromising the well‐being of the community. This is why we
always start with the demographics of the community—that is, the distribution of income,
education, and race/ethnicity across the community.
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So what is it about your position in the social stratification hierarchy that produces
differences in health status observed at the population level? The answer is that inequities
in health are produced indirectly, first by the unequal distribution of resources, prestige,
and political power which in turn, produce an unequal distribution of exposures and
vulnerability to either health promoting or health compromising agents.
I’ve discussed the first element of the social determinants model, which is the macro‐
environment in which we live, work and raise our families, and also the second element,
which is the social stratification that results from the differential levels of power held by
those in the economic and social system. The third element is characterized by its
meditational role in producing unhealthy behaviors and health outcomes. That is, these
are the “linkages” between the larger, structural determinants and the actual health
outcomes we experience. The structural determinants operate through intermediary social
factors/determinants of health that flow from social stratification and in turn, determine
differences in exposure to health‐compromising conditions and vulnerability, and
consequently disparities in health outcomes.
The four major intermediate determinants are: 1) Material circumstances; 2) Psychosocial
circumstances; 3) Behavioral or biological factors; and 4) The health system. That is, our
position in the social hierarchy has a strong influence on whether or not we have the basic
material needs of food, clothing and housing; how much control we feel we have over our
lives and consequently the level of stress we experience on a daily basis; our lifestyle
choices; and our ability to obtain adequate health care.
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These four intermediate determinants can be moderated by two cross‐cutting
determinants—social cohesion and social capital. So, even if we occupy a lower rung on the
socio‐economic ladder, if we have a good social support system, or a lot of positive social
networks, we may be able to reduce the negative impact that low social status has on our
health. The unequal distribution of these intermediary factors constitutes the primary
mechanism through which socioeconomic position generates health inequities. We’ll talk
more about this when we review Social Capital Theory later in the lecture.
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We can’t understand the “root causes of the causes” of poor health unless we understand
that at the heart of the matter is a question of power: the power of people to act to
improve their life conditions, or the power to exercise rights and thereby have capabilities
to provide skills that are valued in the labor market, for example. As Solar points out,
“Power is arguably the single most important organizing concept in social and political
theory.”
Power is located with those who have the most influence in the economic and political
system. The media and social service providers also possess power. Power from all the
above can be expressed through either positive actions like the equitable distribution of
resources, providing accurate information and working to increase health equity; or it can
be expressed through negative actions such as the unequal distribution of resources,
misinformation, hate mongering and selective service provision.
Groups express power through control over the structure our economy, limiting or
enhancing social interactions among other groups and individuals through policies that
contribute to segregation, and designating which groups are more important than others—
for example creating barriers to immigration. Power is expressed through our political
decisions, which affect all the above.
From a Public Health perspective, we need to empower groups and individuals to distribute
resources and power equitably to reduce health inequities. For this reason, it would be a
good idea to examine who has power in your community, and whether or not subgroups in
the community feel empowered to change their environment or even their own behavior.
At the community level, power is not equally distributed and your task is to identify which
actors and groups are the most effective in using their power to shape the community
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context. For example, are there groups who contribute to segregation by income and
race/ethnicity through their influence on zoning laws? Are schools funded equitably or are
there powerful interest groups who lobby for the unequal distribution of funding for
education? Are there individuals or organizations that work with underrepresented
populations in your community to improve community education, employment and health?
The issue of empowerment and agency at the community level lead me to review another
theory that explains how communities gain power to change or conversely, come to lack the
power to feel any empowerment to change.
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I’d like to bring in some theoretical underpinning for describing the “social context” of a community and how different social contexts lead to differential exposures to health risks.
In the 1980s, French sociologist Pierre Bourdieu put a name to the community social context that influences behavior—he called it “Social Capital”—and explained that being part of a
group gives each individual in the group access to the resources or “social capital” of all the other people in the group; this access to resources influences how the individual members
of a community behave. Later, Robert Putnam (2000) defined Social Capital as “the social networks and the norms of trustworthiness and reciprocity that arise from them. In essence,
both theorists argue that behavior is influenced by who we know and how we know them. Two critical concepts in Social Capital theory are networks, or the “who we know” and
relationships—the how we know who we know. These two are linked because the more people we know, the more access we have to the people they know and their resources.
Social networks and social support are the characteristics of individuals, while social capital is the social structure that is produced by these characteristics in groups of individuals
(Kawachi, 1999). Putnam hypothesized that communities with greater levels of social capital are more likely to also have effective civic institutions, and Hagan and colleagues (1995)
propose that communities with greater levels of social capital find it easier to maintain law and order in their community making them safer for their members to go out and move
about, engaging with one another and the environment.
Networks are connections to other people through our families, school, workplace and social organizations. The thing about networks is that they build trust among the members of
those networks and when you trust someone, you have certain expectations that they will do things for you—they are obligated to by your network bond. In turn, if they ask you for
something, you should reciprocate—this is called the norm of reciprocity and is one product of positive social networks. Think about how trust in others and sense of obligation affects
behavior; we do things for each other, and as a result, we benefit, but so does our network of relationship because we build more trust among ourselves—we know that the more we
give, the more we can expect to receive.
The more people you know, and the more relationships you have, the more connected you are to a variety of others in a number of ways. As your network grows in size and density,
so do the resources or capital you have at your disposal—remember, if you ask someone to help you, they provide you with something—that something, whether it’s information,
help studying for school, money, the use of a car for transportation or contacts with other people outside your own network—is a resource.
Relationships are divided into three different types depending on their strength. Bonding relationships are the strongest relationships and include bonds between people who share a
social identity. You’re most likely to have bonding relationships with family members, people of the same racial or ethnic origin, religious affiliation, and socio‐economic status.
Bridging relationships are relationships between people from different social groups and socioeconomic status. These relationships are formed to engage in an activity with mutually
beneficial outcomes that are not possible within only bonded relationships. Bridging relationships are of moderate strength and include members of a sports team or choir, a study
group at school, or tenants in an apartment building or people in your community you meet with to address some community problem. There is some mutually agreed upon goal, and
you get together with these individuals to plan and move toward that shared goal.
Linking relationships are the weakest relationship, but can be the best relationships for networking outside of your immediate community for things like employment opportunities or
information that might help you to succeed in your career, or life in general. These are the relationships between people who interact across power or authority gradients
representing formal institutions. Examples of linking relationships include the relationship between teacher and student, doctor and patient, employer and employee and minister and
parishioner. These individuals have a higher status than we have, but they are available for specific aid and have networks that go beyond where our own networks reach. For this
reason they bring resources from outside our social contacts.
At the individual level, dense, positive and extensive networks give us access to more information regarding health promotion and treatment, provide us with more social support,
and expand our ability to have an impact on policy through lobbying those in positions of authority (Rocco and Suhrcke, 2012). At the community level, networks lead to civic
engagement; when people are engaged in PTA, or local politics, or local organizations, they establish and sustain social trust, the norm of reciprocity, and social cohesion—all
necessary components of collective action to remedy problems. In other words, social capital can be thought of as a required ingredient for community empowerment.
Putnam (1999) offers some ways to measure social capital; indicators include the extent to which community members are involved in organizations as officers or committee
members, church attendance, union membership, attendance at community clubs, classes, bowling leagues, health clubs, and the community’s rating of how much they trust others in
the community, and how honest and loyal they think their community members are.
To illustrate, we can think of a community that is highly segregated, where neighbors don’t talk to one another, and most of the community members are poor, and have never
travelled more than five miles or so from where they were born. They haven’t attended college, many have not even completed high school, and as a result, they have no friends or
acquaintances outside their community. Their only social interactions are with their families and the people they work with. Since most of them are on the lower rungs of the SES
ladder, they have few resources to share, and if someone asks for help, it is perceived negatively. There is little trust among community members, and no inclination to help others in
the community because everyone is so focused on simply surviving from day to day. The institutions, schools, local government, and churches, can barely provide basic services
because of the lack of tax revenue and material resources in the community and community members are so pressed for time because of long work hours that they don’t get involved
much in the local PTA, church events, or even voting on local issues. The lack of social capital in this community produces a generational reproduction of the same conditions—
poverty, lack of networks to draw on for job searches and other opportunities, and a general sense of hopelessness and helplessness for any way to improve on these living
conditions. This community has very little social capital. What would a community that had high levels of social capital look like?
The constructs from social capital theory would be useful when we use the PRECEDE planning model. They would map to the environmental assessment or reinforcing factors in the
education assessment phase, and the construct of trust would be an enabling factor for sustaining health promoting behaviors. How about civic engagement? Civic engagement, as
measured by membership in civic organizations, might be useful in assessing the social environment to determine the level of cohesion, social support and resources that are shared
among the members of the community.
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Communities with a lot of social capital would most likely be open to The Community Organization Model for
change. Community Organizational models are participatory decision‐making processes that empower
communities to improve health. They emphasize active participation in identifying key health issues and
strategies to address them. Communities focus on their strengths and collectively mobilize to develop
programs to achieve health goals. The characteristics of Community Organization Models include:
Understanding the context and root causes of health issues
Collaborative decision making and problem solving
Focusing efforts on specific issues
Actively engaging participation from various groups and organizations within the community
Developing and maintaining capacity and power to produce lasting change
Providing feedback to the community
Conducting a needs assessment is the first step in initiating a community‐based participatory health project.
The purpose is to involve the project beneficiaries in determining their health problems, the causes of those
problems, and their primary needs as the basis for planning community activities and for establishing baseline
data against which progress can be measured in the future. You already know that community participation
in the needs assessment phase is fundamental. When undertaken as a joint exercise, a needs assessment can
encourage dialogue between health professionals and community members, so that accurate and complete
information is available to both parties when deciding on appropriate actions.
Community participation can take on one of the following forms:
Contributing: community members contribute money, labor, or materials.
Consulting: members are asked for their views and are informed of project plans.
Managing: members actively participate in making decisions and in controlling resources.
When all three forms of participation are present, communities are full partners in describing and assessing
their needs, strengths, and weaknesses in providing solutions to problems that affect their community.
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We’ve spent the last two modules reviewing social/behavioral theories and where they can be utilized in the health
needs assessment process using planning models like the PRECEDE model. I’d like to summarize how all this fits together
to assist you in putting the puzzle pieces together to develop a comprehensive picture of your community. This table of
correspondence provides some guidance as to where you might want to apply theoretical constructs and concepts from
the theories and models we’ve gone over. Your readings and assignment for these modules also provide you with sources
of secondary data to measure constructs from these theories, and also ways to collect primary data to fill in the gaps you
identify in your secondary data.
Starting with your social diagnosis, you could use constructs from many of the intra and interpersonal level theories
including perceptions of the severity and susceptibility of health problems; barriers to taking action to remedy those
problems and cues to action to act and self‐efficacy. You could utilize constructs from change theories to gauge the
readiness of community members to change health behaviors and where they are in the change process. Or, perhaps
they are unaware of the problem itself.
During you epidemiological assessment you would want to utilize community input to identify what health problems are
on the top of the list of priorities to address.
In your Behavioral and environmental assessment, as well as your educational/ecological assessment, you would utilize
intra and interpersonal theories again to identify perceptions and you would also expand to examine the social
determinants of those perceptions and behaviors such as the socioeconomic level of the community and its members,
the level of segregation and social cohesion, and whether there is a critical level of civic engagement to facilitate
community engagement in problem solving.
Finally, in the administrative and policy assessment, you could rely heavily on the social determinants framework to guide
you to identify who is influential in policymaking, what policies contribute to the problems identified by the community
members, and policies that might enable change. You would also look at the economic context to determine whether or
not there are enough resources to address those problems. Finally, you would want to assess the level of capacity for
community organization and action to address social and health problems in the community.
As we move forward, keep in mind that each theory or model provides only pieces to the puzzle, so you should feel free
to draw from any or all of them to fill out the picture of your community. The goal is to complete the most detailed and
comprehensive picture possible given the resources available to you. In the next module, we’ll talk more about HOW you
go about collecting secondary data, identifying and including stakeholders in your assessment, and prioritizing issues to
fit the needs expressed by your community.
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