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Abstract
Advancing health equity is a central goal and ethical imperative in public and global health. Though the
commitment to health equity in these fields and among the health professions is clear, alignment between good
equity intentions and action remains a challenge. This work regularly encounters the same power structures that
are known to cause health inequities. Despite consensus about causes, health inequities persist—illustrating an
uncomfortable paradox: good intentions and good evidence do not necessarily lead to meaningful action. This
article describes a theoretically informed, reflective tool for assessing alignment between knowledge and action for
health equity. It is grounded in an assumption that progressively more productive action toward health inequities is
justified and desired and an explicit acceptance of the evidence about the socioeconomic, political, and powerrelated root causes of health inequities. Intentionally simple, the tool presents six possible actions that describe
ways in which health equity work could respond to causes of health inequities: discredit, distract, disregard,
acknowledge, illuminate, or disrupt. The tool can be used to assess or inform any kind of health equity work, in
different settings and at different levels of intervention. It is a practical resource against which practice, policy, or
research can be held to account, encouraging steps toward equity- and evidence-informed action. It is meant to
complement other tools and training resources to build capacity for allyship, de- colonization, and cultural safety in
the field of health equity, ultimately contributing to growing awareness of how to advance meaningful health
equity action.
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Background
Advancing health equity is a central goal and ethical imperative in public and global health. Taking action for
health equity is a basic obligation of humanity [1, 2] that
has become central to many global governance benchmarks for decades [3–6]. Though the commitment to
health equity in these fields and among the health professions is clear [7–9], alignment between good equity
intentions and action is a challenge [10–13]. This work
regularly encounters the same power structures that are
known to cause health inequities. Academics, for
example, navigate review and funding structures that
systematically privilege particular groups [14, 15] and
ideologies [16, 17]. In public health practice, efforts to
respond to social determinants of health have a tendency
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to become narrowly focused on behavioural interventions [18–20]. In policy settings, advancing policies to
redress imbalances in the distribution of wealth, resources, and power lack traction [21–23]. Regardless of
whether health equity work unfolds in practice, policy or
research, there seems a common struggle to reconcile an
uncomfortable paradox: good intentions and good evidence do not necessarily lead to meaningful action.
In this article, I describe theoretical foundations and
provide application examples of a tool developed as part
of a series of research studies on promising practices for
connecting knowledge to action for health equity [24]. It
is grounded in an explicit acceptance of the evidence
that demonstrates a causal relationship between health
inequities and the distribution of power, resources, and
wealth within and between countries [5]. By extension, it
also assumes that advancing health equity requires
actions that can redistribute power, resources, and
wealth. Informed by Paulo Freire’s critical pedagogy [25],
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principles of cultural safety [26–28], and allyship [29–31],
this tool offers reflective questions that can support users
to assess how a given action is oriented toward the evidence about causes of health inequities. It could be used
to critically reflect on any kind of health equity work, in
any setting, at any level of intervention (micro/local,
meso/regional-national, macro/global). People working in
a variety of settings could use this tool to guide conversations about their intentions, assess alignment between
intention and action, and plan for more productive health
equity action.

What is health equity action?
Health equity “means all people (individuals, groups and
communities) have a fair chance to reach their full potential and are not disadvantaged by social, economic
and environmental conditions” [32]. Achieving health
equity requires changing the conditions that create systematic differences in health experiences and outcomes
that vary systematically along social gradients [5, 33].
These differences in health experiences and outcomes
suffer a wicked tenacity. For example, despite longstanding recognition of the relationship between livelihood and justice [34], vast differences in life expectancy
persist between rich and poor populations, both within
and between countries [35–38]. The overall global distribution of health risk and disease are “extremely and unacceptably uneven” (Ottersen et al., 2014, p. 630). The
life and health trajectories one might enjoy are largely
driven by social, environmental, and economic factors
[39, 40]—particularly in this epoch of unprecedented
health impacts of climate change [41–43]. In essence,
the opportunities someone might enjoy for health and
well-being are largely determined by structural factors
outside of their control, yet caused by human action (or
inaction).
Health equity is not a new concept, and actions that
restructure the distribution of wealth, resources, and
power within and between societies are, at least in part,
acts of undoing the harms of centuries-long legacies of
oppression and colonization [44–46]. This tool is a
means of sparking greater wakefulness to the normative
systems, structures, and processes that reinforce unearned advantage and disadvantage in society. It can
open receptivity to learning from Indigenous knowledge
systems that inherently elevate values of collectivity, caring for society, respect for the responsibilities and limits
of humanity’s role in society and in the greater ecosystems in which we live [47]. Despite international consensus on why and how to respond [48], efforts to
remediate health inequities are often obstructed by their
intersecting causes, including, among others, legacies of
colonialism [44, 49, 50], racism [45, 51], structural injustices [52, 53], and failures of neoliberal economic policy
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[54–57]. Amid these failures, there remain decades-old
habits of celebrating health equity work that actually
does nothing to remediate the distribution of power, resources, and wealth. Compounding the forces working
against alignment between intention, evidence, and action is a persistent preoccupation with bio-behavioural
and individualist lenses [19, 58] and socialization to
the tolerance of scarcity and suffering of others [59].
These conditions conflate in a collective struggle for integrity and congruence in health equity work. Though
the roots are understood, and plausible remediation
available, action at all levels remains elusive. Work in
this field constantly faces a paradox where our ideals
clash with the systems and structures from within which
attempts to contribute to a more equitable future are
made. For this reason, people involved in health equity
work need mechanisms for examining how their efforts
align with knowledge about causes of inequities.
Development & Application of the tool

Recognizing the sociopolitical, economic, and environmental causes of health inequities, this tool was inductively derived to support a series of research studies
aimed at identifying promising practices for connecting
knowledge with action for health equity [24]. This series
began with a scoping review that involved assessing 330
health equity and knowledge translation-relevant publications for signals of integrating evidence about the
causes of health inequities [13]. Several signals of integrating evidence were assessed, including citation of key
sources of evidence, framing health inequities as having
causes that are related to issues of power, and alignment
with the World Health Organization’s calls for action on
health equity. At the time, many of the tools available
for thinking about how to guide health equity action
[60–62] were convoluted and provided little practical
guidance for reflection about equity options. As the
process of reviewing unfolded, it became clear that
assessing alignment between knowledge and action required a practical means of assessing a large number of
articles, with fidelity, for their application of evidence
about the causes of health inequities.
The inductive development of the tool involved reflexive practice [63] grounded in: (a) practical experience in
global and public health; (b) attention to the generative
role of power in perpetuating health inequities; and (c)
training in allyship [31, 64] and cultural safety [65].
Though a number of critical theories contributed to my
thinking at the time (e.g., [66–68]), Paulo Freire’s critical
pedagogy, with its optimism for human agency over the
realities we participate in creating, was most influential.
Freire proposed that transformative possibilities could be
opened through dialogue-based critical examination of
issues of power, equity, and resistance-resilience [66, 69].
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With Freire’s work in mind, I sought to create something that was focused on identifying possible actions
while sparking dialogue about the complex issues underlying health inequities. What evolved was a practical tool
that could inform critical reflection and dialogue about
how something—whether it was a project, a research
proposal, a policy, or any initiative that aims to advance
health equity—was oriented toward the best available evidence about its causes.
The tool was field-tested in capacity-building settings
where I was invited to discuss health equity. Quickly
understood and applied in different settings (e.g., public
health inspectors, population health practitioners, health
systems leaders, students, and researchers), it seemed
there was promise for this tool to be broadly useful in
health equity work at any level of intervention (micro,
meso, macro). Feedback at workshops and meetings
suggested participants found the tool to be a practical
resource against which they could assess current efforts
and strategically plan to take steps toward more equityand evidence-informed action.
Elements of the tool

The tool, as shown in Fig. 1 [13], adopts an assumption
that a range of more productive health equity action is
justified and desired. It is intentionally simple and direct,

Page 3 of 7

offering six actions that describe how an action could be
directed at the root causes of health inequities. This tool
is applicable to any kind of health equity work, either
retrospectively or prospectively. For each possible action,
the tool offers descriptive language to signal how efforts,
through action or inaction, might align with evidence
about what causes health inequities. Actions are shown
as falling into progressively more or progressively less
productive ranges. Among the progressively less productive domains are actions that disregard or distract
from the evidence about what causes health inequities.
These actions may be the result of efforts to limit the
scope of work or satisfy the demands of power-holders.
On the farthest left, actions that discredit the legitimacy
of causes as something that is known, and may go beyond ‘less productive’, justifying or entrenching systems
of oppression or enabling harmful silences.
Progressively more productive actions all frame health
inequities as having known causes, and range from acknowledging to illuminating and disrupting the systems
and structures that unfairly distribute power, resources,
and wealth within and between societies. Actions in this
range would also be informed by emergent evidence
about promising ways to act. For example, action to enact socially-protective policies that are demonstrating
success in affecting changes in the social determinants

Fig. 1 Six possible actions in response to evidence about causes of health inequities. This figure is an adaptation of Table 1 from Katrina M.
Plamondon, Joan L. Bottorff, C. Susana Caxaj & Ian D. Graham (2018) The integration of evidence from the Commission on Social Determinants of
Health in the field of health equity: a scoping review, Critical Public Health, published online 5th December 2018, DOI: https://doi.org/10.1080/
09581596.2018.1551613
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Table 1 Application of the tool to an example at a micro-level
Micro Level Application
Actions are carried
out at community
or local level
Point of Application

Topic
Equity Issues in Healthcare Accessibility
Discredit

Distract

Disregard

Acknowledge

Illuminate

Disrupt

Practice
In an encounter
between a public health
nurse (PHN) and an
Indigenous woman
seeking care for an
injection-related abscess,
the client expresses
anger about her
treatment at an
emergency room,
saying she will never
return.

The PHN tells the
woman that her
recall of the
experience was
likely inaccurate
because of her
drug use.

The PHN ignores
the woman’s
comment and
suggests that the
she consider
treatment for
substance use.

The PHN continues
to assess the
abscess,
pretending not to
hear the comment.

The PHN continues
to assess the
abscess, saying, “I
know. Many of our
clients encounter
discrimination in
hospitals.”

The PHN provides
a safe place for the
woman to describe
what happened
and how it
affected her, then
invites reflection
about the issue of
system-wide
discrimination in
hospitals with
colleagues in
public health.

Recognizing the
damaging impacts
of structural
violence, the PHN
provides a safe
place for the
woman to describe
what happened,
how it affected
her, and supports
the woman to
document the
encounter in a
patient quality care
report.

Policy
An emergency room
manager develops a
unit-level policy for
triage encounters.

The policy requires
triage staff to
approach people
appearing to be
street-involved
with extreme
caution because
of their violent,
unpredictable
nature, describing
“street-involved”
people as “often
Aboriginal”.

Arguing streetinvolved people
often leave prior
to receiving care,
the policy requires
staff to offer
street-involved
persons treatment
for substance use
during triage.

The policy is silent
on discrimination,
focusing on
procedural rules
for what food or
clothing staff are
permitted to give
to street-involved
patients.

The policy begins
with a purpose
statement
acknowledging
evidence of the
impact of racial
discrimination on
the willingness of
street-involved
people to seek
emergency care,
even during critical
illness.

The policy expands
upon the purpose
statement
described in
‘acknowledge’,
requiring staff to
ask and respond to
patient safety
concerns and
access to food and
shelter prior to
discharge.

The policy focuses
on integrating
cultural safety in
the emergency
room through
required training,
staff.

Research
A team of researchers
prepare a proposal to
identify patterns of
healthcare services use
among street-involved
persons in a
community.

The proposed
study identifies
genetic patterns
among a group of
‘frequent visitors’
to a local
emergency room.

The proposed
study identifies
street-involved
people’s
healthcare literacy,
particularly in
understanding
when to access
alternate services.

The proposed
study identifies
healthcare service
use patterns using
postal code data
to estimate
income by
neighborhood,
where an absent
postal code is
categorized as
‘street involved’.

The proposed
study identifies
healthcare services
use among streetinvolved persons,
including asking
questions about
experiences of
racial and poverty
discrimination.

The proposed
study identifies
experiences of
structural violence
and includes a
direct commitment
to knowledge
translation
planning in its
design.

The proposed study
identifies
experiences of the
impact of a cultural
safety training
intervention offered
to employees and
leadership in
hospital settings.

Examples of Possible Actions

of health, such as the multisector interventions and adoption of universal healthcare coverage in Latin American
countries (e.g., [70]). Such action offers the possibility to
disrupt social and structural drivers of health inequities. In
contrast, the consequences of tax policy that incentivizes
tobacco production to create jobs may be less productive—and even harmful—because the action distracts from
the evidence about how long-term economic impacts are
likely to entrench inequities [71]. The former example
does something to change the distribution of power, resources, and wealth. The latter, though creating marginal
benefits for the few people who gain employment, does
something to maintain this distribution—with the greatest
benefactor being tobacco companies.
This tool is not intended to minimize the importance of actions that respond directly to urgent needs

arising from health inequities. There are reasonable
justifications for focusing on work that falls into the
distract or dismiss range of actions. They may also
have pressing population health needs, bureaucratic
barriers, and political challenges that make moving
toward more progressive action quite difficult. For example, the opioid crisis requires urgent and downstream interventions to support people in crisis. Yet,
if the desire is to stem the tide of opioid overdose,
responding only to the end-point consequences will
not do anything to resolve the complex social, political, and economic roots of the problems entangled in
the crisis. Rather than carrying ‘good’ or ‘bad’ value
judgements on different actions, this tool supports
evidence- and equity-informed assessment and decision making of public or global health work. If the

Plamondon BMC Public Health

(2020) 20:224

intention is to advance health equity, then those involved in this work may find utility in being able to
identify how much of their work might be positioned
to do so.
In Table 1, I provide an example of how the tool might
be applied to a micro-level example (equity issues in
healthcare accessibility) to show what each of the six actions could look like in a practice, policy, or research
setting. These examples demonstrate the multifaceted
and more interventional nature of progressively more
productive actions. This is because movement toward
progressively more productive direction advance work
that has the potential to redress the complex causes of
health inequities. The acknowledge domain of action
named could be considered either more or less
productive.

Conclusions
Despite international consensus on the evidence about
what causes health inequities, much policy, research,
and practice related to social determinants of health remains preoccupied with what could be considered
‘symptoms’ rather than causes. Without purposeful attention to collective actions, there is a risk for health
equity efforts to slide into a less productive zone that
not only maintains inequitable status quos, but also can
contribute to normalizing structural inequities. Though
it may not be feasible or necessary for all action to disrupt root causes of inequities, moving toward progressively more productive health equity action is an ethical
imperative. Advancing health equity action requires
those involved to weigh their obligations and intentions
and make informed decisions about how much of their
work will be directed at the best available evidence on
the causes of inequities. This tool provides a platform
for dialogue about this health equity intention-action
alignment. Future steps with this tool include testing
and refining the tool and examining the impacts of its
application in different settings. At present, this work is
beginning to unfold with partners in health systems, municipal, and university settings. As one resource among
many that can be used to hold ourselves and others to
account, it complements other efforts to build capacity
for allyship, de-colonization, and cultural safety in the
field of health equity. Different actors have different
roles to play in collectively advancing society, including
academia, health systems, and governments across sectors. The tool offered here is one way of expanding the
methodologies, practices, and languages for more productive action toward a more equitable future.
Acknowledgements
I gratefully acknowledge the mentorship, encouragement, and scholarly
guidance I received from my supervisory committee, including Dr. Joan
Bottorff, Dr. Susana Caxaj, Dr. Ian Graham, and Dr. Michael Burgess. Further, I

Page 5 of 7

want to acknowledge several inspiring women who have taught me
something important about integrity in doing health equity work, especially
Vanessa Mitchell, Sana Shahram, Lori Hanson, Roberta Lloyd, and Stephanie
Nixon. Finally, I’d like to recognize the Canadian Coalition for Global Health
Research, for providing a platform that intentionally evokes dialogue and
reflection about equity in global health research practice.
Author’s contributions
The author read and approved the final manuscript.
Funding
This discussion article emerged from the doctoral dissertation of the author,
funded through a Banting and Best Canada Research Scholar award from
the Canadian Institutes of Health Research.
Availability of data and materials
Not applicable.
Ethics approval and consent to participate
Not applicable.
Consent for publication
Not applicable.
Competing interests
The author declares she has no competing interests.
Received: 15 April 2019 Accepted: 5 February 2020

References
1. Benatar SR, Daar AS, Singer PA. Global health ethics: the rationale for mutual
caring. Int Aff. 2003;79(1):107–38.
2. Ruger JP. Ethics and governance of global health inequalities. J Epidemiol
Community Health. 2006;60(11):998–1003.
3. International Conference on Primary Health Care. Declaration of Alma-Ata.
WHO Chron. 1978;32(11):428–30.
4. World Health Organization. Ottawa charter for health promotion: an
international conference on health promotion-the move towards a new
public health. Ottawa: World Health Organization; 1986.
5. WHO Commission on Social Determinants of Health. Closing the gap in
a generation: Health equity through action on the social determinants
of health [Internet]. Geneva: World Health Organization; 2008. Available
from: http://www.who.int/social_determinants/final_report/csdh_
finalreport_2008.pdf
6. United Nations. Sustainable Development Goals [Internet]. United Nations.
2017 [cited 2018 Jul 9]. Available from: https://www.un.org/
sustainabledevelopment/sustainable-development-goals/
7. Canadian Nurses Association. Code of ethics for registered nurses. Ottawa:
Canadian Nurses Association; 2017.
8. CCGHR. CCGHR Principles for Global Health Research [Internet]. Ottawa:
Canadian Coalition for Global Health Research; 2015. Available from: http://
www.ccghr.ca/resources/principles-global-health-research/
9. Cole DC, Davison C, Hanson L, Jackson S, Page A, Lencuch R, et al. Being
global in public health practice and research: complementary competencies
are needed. Can J Public Heal. 2011;102(5):394–7.
10. CCGHR. Gathering Perspectives: Dialogue on the role of research in a
Canadian vision for global health, Fall Dialogue Summary Report [Internet].
Ottawa: Canadian Coalition for Global Health Research; 2013. Available from:
http://www.ccghr.ca/wp-content/uploads/2013/05/CCGHR_Gathering_
Perspectives_2013.pdf
11. Murphy J, Hatfield J, Afsana K, Neufeld V. Making a commitment to ethics in
global health research partnerships: a practical tool to support ethical
practice. J Bioeth Inq. 2015;12(1):137–46.
12. Nixon SA, Lee K, Bhutta ZA, Blanchard J, Haddad S, Hoffman SJ, et al.
Canada’s global health role: supporting equity and global citizenship as a
middle power. Lancet. 2018;391(10131):1736–48.
13. Plamondon K, Bottorff JL, Graham ID, Caxaj CS. The integration of evidence
from the Commission on Social Determinants of Health in the field of
health equity: A scoping review. Crit Public Health. 2018:14. https://doi.org/
10.1080/09581596.2018.1551613.

Plamondon BMC Public Health

(2020) 20:224

14. Khan M, Lakha F, Tan M, Singh S, Quek R, Han E, et al. More talk than action:
gender and ethnic diversity in leading public health universities. Lancet.
2019;393(10171):594–600.
15. Weisshaar K. Publish and perish? An assessment of gender gaps in
promotion to tenure in academia. Soc Forces. 2017;96(2):529–60.
16. Schram A. When evidence isn’t enough: ideological, institutional, and
interest-based constraints on achieving trade and health policy coherence.
Glob Soc Policy. 2017;18(1):62–80.
17. Medvedyuk S, Ali A, Raphael D. Ideology, obesity and the social
determinants of health: a critical analysis of the obesity and health
relationship. Crit Public Health. 2018;28(5):573–85.
18. Raphael D, Brassolotto J. Understanding action on the social determinants
of health: a critical realist analysis of in-depth interviews with staff of nine
Ontario public health units. BMC Res Notes. 2015;8(105):1–14.
19. Brassolotto J, Raphael D, Baldeo N. Epistemological barriers to addressing
the social determinants of health among public health professionals in
Ontario, Canada: a qualitative inquiry. Crit Public Health. 2013;24(3):321–36.
20. Jayasinghe S. Conceptualising population health: from mechanistic thinking
to complexity science. Emerg Themes Epidemiol. 2011;8(1):2.
21. Baum F, Laris P, Fisher M, Newman L, Macdougall C. “Never mind the logic,
give me the numbers”: former Australian health ministers’ perspectives on
the social determinants of health. Soc Sci Med. 2013;87:138–46.
22. Raphael D. A discourse analysis of the social determinants of health. Crit
Public Health. 2011;21(2):221–36.
23. Standing G. Why basic income’s emancipatory value exceeds its monetary
value. Basic Income Stud. 2015;10(2):193–223.
24. Plamondon K. Promising practices for connecting knowledge to action for
health equity. Kelowna: University of British Columbia; 2019.
25. Freire P. Pedagogy of the oppressed. New York: Continuum; 1997.
26. Browne AJ, Varcoe C, Smye V, Reimer-Kirkham S, Lynam MJ, Wong S.
Cultural safety and the challenges of translating critically oriented
knowledge in practice. Nurs Philos An Int J Healthc Prof. 2009;10(3):167–79.
27. Papps E, Ramsden I. Cultural safety in nursing: The New Zealand experience.
Int J Qual Health Care. 1996;8:491–7.
28. Kurtz DLM, Janke R, Vinek J, Wells T, Hutchinson P, Froste A. Health sciences
cultural safety education in Australia, Canada, New Zealand, and the United
States: a literature review. Int J Med Educ. 2018;9:271–85.
29. Beavis ASW, Hojjati A, Kassam A, Choudhury D, Fraser M, Masching R, et al.
What all students in healthcare training programs should learn to increase
health equity: perspectives on postcolonialism and the health of aboriginal
peoples in Canada. BMC Med Educ. 2015;15(1):155.
30. Hojjati A, Beavis ASW, Kassam A, Choudhury D, Fraser M, Masching R, et al.
Educational content related to postcolonialism and indigenous health
inequities recommended for all rehabilitation students in Canada: a
qualitative study. Disabil Rehabil. 2018;40(26):3206–16.
31. Nixon SA. The coin model of privilege and critical allyship: implications for
health. BMC Public Health. 2019;19(1):1613–37.
32. National Collaborating Centre for Determinants of Health. Glossary of
Essential Health Equity Terms [Internet]. NCCDH Resources. Antigonish:
NCCDH; 2015. Available from: http://nccdh.ca/resources/glossary/
33. Braveman P, Arkin E, Orleans T, Proctor D, Plough A. What is health equity?
And what difference does a definition make? Princeton: Robert Wood
Johnson Foundation; 2017.
34. Babie P. Magna Carta and the Forest charter: two stories of property: what
will you be doing in 2017? North Carol Law Rev. 2016;94(5):1431.
35. Zimmerman FJ, Anderson NW. Trends in health equity in the United States by
race/ethnicity, sex, and income, 1993-2017. JAMA Netw Open. 2019;2:e196386.
36. Donkin A, Goldblatt P, Allen J, Nathanson V, Marmot M. Global action on
the social determinants of health. BMJ Global Health. 2018;3:e000603.
37. Labonte R, Ruckert A. Health equity in a globalizing era: past challenges,
future prospects. Ottawa: Canadian Public Health Association; 2019.
38. World Health Organization Regional Office for Europe. Healthy, prosperous
lives for all: the European Health Equity Status Report (2019) [Internet].
Copenhagen: World Health Organization; 2019. Available from: http://www.
euro.who.int/en/publications/abstracts/health-equity-status-report-2019
39. Ottersen OP, Dasgupta J, Blouin C, Buss P, Chongsuvivatwong V, Frenk J,
et al. The political origins of health inequity: prospects for change. Lancet.
2014;383(9917):630–67.
40. Labonte R, Polanyi M, Muhajarine N, McIntosh T, Williams A. Beyond
the divides: towards critical population health research. Crit Public
Health. 2005;15(1):5–17.

Page 6 of 7

41. Whitmee S, Haines A, Beyrer C, Boltz F, Capon AG, de Souza Dias BF, et al.
Safeguarding human health in the Anthropocene epoch: report of the
Rockefeller Foundation– lancet commission on planetary health. Lancet.
2015;386(10007):1973–2028.
42. Hancock T. Beyond Science and Technology: Creating Planetary Health
Needs Not Just ‘Head Stuff’, but Social Engagement and ‘Heart, Gut and
Spirit’ Stuff. Challenges. 2019;10(1):31.
43. Godard O. Elgaronline. Global climate justice: proposals, arguments and
justifications. Cheltenham: Edward Elgar Publishing; 2017.
44. Brisbois BW, Spiegel JM, Harris L. Health, environment and colonial legacies:
situating the science of pesticides, bananas and bodies in Ecuador. Soc Sci
Med. 2019;239:112529.
45. Paradies Y. Colonisation, racism and indigenous health. J Popul Res.
2016;33(1):83–96.
46. Came H, Griffith D. Tackling racism as a “wicked” public health problem:
enabling allies in anti-racism praxis. Soc Sci Med. 2018;199:181–8.
47. Romm NRA. Foregrounding critical systemic and indigenous ways of
collective knowing toward (re) directing the anthropocene. In: McIntyreMills J, Romm NRA, Corcoran-Nantes Y, editors. Balancing individualism and
collectivism. Cham: Springer; 2018. p. 1–18.
48. Lee K. How do we move forward on the social determinants of health: the
global governance challenges. Crit Public Health. 2010;20(1):5–14.
49. Anderson JM, Rodney P, Reimer-Kirkham S, Browne AJ, Khan KB, Lynam MJ.
Inequities in health and healthcare viewed through the ethical lens of
critical social justice: contextual knowledge for the global priorities ahead.
Adv Nurs Sci. 2009;32(4):282–94.
50. Adelson N. The embodiment of inequity: health disparities in aboriginal
Canada. Can J Public Heal / Rev Can Sante’e Publique. 2005;96:S45–61.
51. Khalifa MA, Briscoe FM. A counternarrative autoethnography exploring
school districts’ role in reproducing racism: willful blindness to racial
inequities. Teach Coll Rec. 2015;117(8):1.
52. Durey A, Thompson SC. Reducing the health disparities of indigenous
Australians: time to change focus. BMC Health Serv Res. 2012;12(1):151.
53. Torres S, Balcázar H, Rosenthal LE, Labonté R, Fox D, Chiu Y. Community
health workers in Canada and the US: working from the margins to address
health equity. Crit Public Health. 2017;27(5):533–8.
54. Coburn D, Coburn ES. Health and health inequalities in a neo-liberal global
world. In: McIntyre D, Mooney G, editors. The economics of health equity.
Cambridge: Cambridge University Press; 2007. p. 13–35.
55. Klees SJ. A quarter century of neoliberal thinking in education: misleading
analyses and failed policies. Glob Soc Educ. 2008;6(4):311–48.
56. Greenbaum S. Poverty and the willful destruction of social capital:
displacement and dispossession in African American communities. Rethink
Marx. 2008;20(1):42–54.
57. Ruckert A, Labonté R. Health inequities in the age of austerity: the need for
social protection policies. Soc Sci Med. 2017;187:306–11.
58. Hanson L. From reflexivity to collectivity: challenging the benevolence
narrative in global health. Can Med Educ J. 2017;8(2):e1–3.
59. Farmer P. Leaving no one behind? Reflection for action in a changing
world. In: 23rd Canadian conference on Global Health, opening plenary.
Ottawa: Canadian Society for International Health; 2017.
60. World Health Organization. Health in All Policies (HiAP) framework for
country action. Health Promot Int. 2014;29 Suppl 1:i19–28.
61. Masuda JR, Zupancic T, Crighton E, Muhajarine N, Phipps E. Equity-focused
knowledge translation: a framework for “reasonable action” on health
inequities. Int J Public Health. 2014;59(3):457–64.
62. World Health Organization. A conceptual framework for action on the social
determinants of health. Geneva: World Health Organization; 2010.
63. Alley S, Jackson SF, Shakya YB. Reflexivity: a methodological tool in the
knowledge translation process? Health Promot Pract. 2015;16(3):426–31.
64. Nixon SA. Privilege 101: Power, privilege and oppression in the context of
health equity. Toronto: University of Toronto, Department of Physical
Therapy; 2017.
65. Mitchell V. Cultural safety training. In: Interior Health Research Department,
Capacity Building Event. Kelowna; 2016.
66. hooks bell. Teaching critical thinking: Practical wisdom. New York:
Routledge; 2010.
67. Doane GH. Cultivating relational consciousness in social justice practice.
In: Kagan PN, Smith MC, Chinn PL, Ebrary I, editors. Philosophies and
practices of emancipatory nursing: social justice as praxis. New York:
Routledge; 2014. p. 241–50.

Plamondon BMC Public Health

(2020) 20:224

68. Smith LT. Decolonizing methodologies. London: Zed Books; 1999. p. 28–74.
69. Hankivsky O, Grace D, Hunting G, Giesbrecht M, Fridkin A, Rudrum S, et al.
An intersectionality-based policy analysis framework: Critical reflections on a
methodology for advancing equity. Int J Equity Health. 2014;13(1):50–78
Available from: http://10.0.4.162/s12939-014-0119-x.
70. de Andrade LOM, Pellegrini Filho A, Solar O, Rigoli F, de Salazar LM, Serrate
PC-F, et al. Social determinants of health, universal health coverage, and
sustainable development: Case studies from Latin American countries.
Lancet. 2015;385(9975):1343–51.
71. Labonté R, Lencucha R, Goma F, Zulu R, Drope J. Consequences of policy
incoherence: how Zambia’s post-FCTC investment policy stimulated
tobacco production. J Public Health Policy. 2019;40(3):1–6.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.

Page 7 of 7

