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Abstract
Background: The 1986 Ottawa Charter for Health Promotion coincided with a preponderance of research, worldwide,
on the social determinants of health and health inequities. Despite the establishment of a 'health inequities knowledge
base', the precise roles for municipal governments in reducing health inequities at the local level remain poorly
defined. The objective of this study was to monitor thematic trends in this knowledge base over time, and to track
scholarly prescriptions for municipal government intervention on local health inequities.
Methods: Using meta-narrative mapping, four bodies of scholarly literature - 'health promotion', 'Healthy Cities',
'population health' and 'urban health' - that have made substantial contributions to the health inequities knowledge
base were analyzed over the 1986-2006 timeframe. Article abstracts were retrieved from the four literature bodies
using three electronic databases (PubMed, Sociological Abstracts, Web of Science), and coded for bibliographic
characteristics, article themes and determinants of health profiles, and prescriptions for municipal government
interventions on health inequities.
Results: 1004 journal abstracts pertaining to health inequities were analyzed. The overall quantity of abstracts
increased considerably over the 20 year timeframe, and emerged primarily from the 'health promotion' and
'population health' literatures. 'Healthy lifestyles' and 'healthcare' were the most commonly emphasized themes in the
abstracts. Only 17% of the abstracts articulated prescriptions for municipal government interventions on local health
inequities. Such interventions included public health campaigns, partnering with other governments and nongovernmental organizations for health interventions, and delivering effectively on existing responsibilities to improve
health outcomes and reduce inequities. Abstracts originating from Europe, and from the 'Healthy Cities' and 'urban
health' literatures, were most vocal regarding potential avenues for municipal government involvement on health
inequities.
Conclusions: This study has demonstrated a pervasiveness of 'behavioural' and 'biomedical' perspectives, and a lack of
consideration afforded to the roles and responsibilities of municipal governments, among the health inequities
scholarly community. Thus, despite considerable research activity over the past two decades, the 'health inequities
knowledge base' inadequately reflects the complex aetiology of, and solutions to, population health inequities.
Background
Connections and divergences between urban planning and
public health

There is a long-standing connection between the manner
in which cities are planned and managed, and the health
outcomes that manifest among urban dwellers. The 19th
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century sanitation movement of the Victorian era, for
instance, promoted a union of public health and urban
planning that spurned an array of sanitary-based engineering interventions, including sewerage and waste
management systems, development of potable drinking
water, and public health inspection [1-3]. Along with
broader social, economic and political changes (e.g.,
establishment of social safety nets, public education and
healthcare systems, transitions to service- and knowl-
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edge-based economies, suffrage, civil rights' movement),
the institutionalization and perpetuation of these sanitary-based interventions by municipal governments over
the 20th century made substantial contributions to
improvements in longevity in the developed world [4,5].
With the establishment of germ theory in the late
1800s, however, the common ground shared by public
health and urban planning did not persist [6]. Urban
planning in North America rigidly applied a Haussmanninspired approach to zoning that created cities with functionally and economically homogeneous neighbourhood
units [7], generating a legacy of geographically disconnected urban agglomerations negotiable only through
widespread use of the automobile [8]. Public health
turned to laboratory medicine and immunization-based
interventions [3], which have been critiqued for bearing
limited influence on improvements in longevity [9].
Emergence of health inequities research

In the 1970s and early 80s, seminal documents were published linking population health outcomes with nonmedical factors [5,9-11]. Since this time, we have witnessed a preponderance of research documenting patterns, determinants of, and strategies to reduce, health
inequities at the population level, where health inequities
refer to health differences attributable to disparities in
advantages, opportunities, or exposures in social, economic, political, cultural, environmental and/or some
other dimensions. The 'health inequities knowledge base'
that has flourished since the 1970s has emerged from two
distinct, but related, strands of research that, in this
paper, will be referred to as 'health promotion' and 'population health' [12].
While health promotion practice originates in the work
of health educators [13], the inception of 'health promotion' as a line of academic inquiry can be dated to 1986,
when it was defined in the first issue of the American
Journal of Health Promotion as "the art and science of
helping people change their lifestyle to move toward a
state of optimal health" [14]. Recognizing the limitations
of this lifestyle-oriented definition, health promotion
researchers strode quickly to broaden the scope of health
promotion to advocate for environmental and societal
changes that would reduce population health inequities
[13]. As such, the Ottawa Charter for Health Promotion,
released during the first international conference of its
kind in 1986, described the principles of health promotion as social justice, equity, peace, and sustainability, and
recommended interventions that facilitated community
empowerment and capacity building, and bottom-up
approaches to defining problems and developing solutions [15-18].
The environmental direction of the field of health promotion gave rise to the Healthy Cities movement [13] (or
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the Healthy Communities Project as it was in Canada
[19]). Initiated by the WHO [20], the Healthy Cities
movement applied notions of health-related empowerment to communities and cities [16-18], by facilitating
community participation to address local health problems [18,21]. Early recommendations for relevant stakeholders in the Healthy Cities movement were to develop
inter-sectoral partnerships, engage community partners,
develop indicators of success, and focus on preventive
programs [19,22-24]. More recent Healthy Cities initiatives have focused on promoting safety (e.g., ensuring
housing quality, injury prevention, crime reduction),
environmental quality (e.g., reducing water and air pollution), and physical activity [25,26].
The second strand of research, 'population health', originates from early observations made by social epidemiologists on the socially graded nature of population health
outcomes [27,28]. As with social epidemiology, population health researchers are similarly concerned with
"investigating social determinants of population distributions of health, disease, and wellbeing" [29], p.693], but
they tend also to, or sometimes only, examine policies
and interventions that shape or target the social determinants of population health inequities [30,31]. As such,
researchers from an array of disciplinary backgrounds
(i.e., social epidemiology as well as health policy, health
economics, sociology, geography, etc.) have made key
contributions to population health. The Population
Health Approach, as it is known in Canada and internationally [32,33], draws on the social determinants of
health (SDOH) - a conceptual framework derived from
social epidemiology for describing the multitude of factors (and potential policy levers) that mediate social gradients in population health outcomes [34] - to advocate
primarily for top-down policy interventions to tackle
health inequities [35]. (Recognizing complementarities in
ideals and objectives, it is noteworthy that efforts have
been made in recent years, led by Canadian researchers,
to reconcile epistemological divides [36,37] to advance a
new field of Population Health Promotion [38-41].)
The field of urban health emerged in the 1990s in
response to global patterns of urbanization, the growing
burden of disease among vulnerable populations, and
pervasive socioeconomic inequities within urban systems
[42]. Urban health draws from social epidemiology
through its "explicit investigation of the relation between
the urban context and population distribution of health
and disease" [emphasis added] [43], but it differs from
social epidemiology by adopting and applying a range of
theoretical perspectives and methodological approaches
to examine the questions posed [44]. Urban health also
parallels the multi-disciplinarity of population health
research through contributions from a range of academic
fields, including anthropology, health services research,
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health geography, urban sociology, environmental science, and others [45].
Thus, considerable scholarly attention, from various
disciplinary perspectives, has been paid to population
health inequities in the latter part of the 20th century, and
has generated a rich knowledge base from which to draw
solutions for change. Yet, reductions in health inequities
in North America were considerably greater in the first
half of the 20th century; for example, disparities in life
expectancy between white and black US men dropped
from 14 years in 1900 to 8 years in 1950 to 7 years in 2000
[46]. Indeed, recent research has demonstrated the persistence of social gradients in health among the Canadian
population as the 21st century has arrived [47]. Thus,
while exposure to abject living conditions (and socioeconomic inequities therein) in the 19th century may have
stimulated the sanitation era, and its accompanying
union of public health and urban planning, it would
appear that the health inequities knowledge base of today
has not inspired a comparable movement to alleviate
socioeconomic inequities in population health.
Importance of the Municipal Level in Addressing Health
Inequities

Internationally, population growth is occurring predominantly in urban agglomerations [48]. In Canada, for
instance, 45% of the country's population is living in one
of six large metropolitan regions [49]. Because these
urban systems act as socio-spatial sorting mechanisms
[50], social gradients in health are manifested and perpetuated across socio-economically homogenous neighbourhood units [51-53]. These health inequities are not
limited to urban core areas, as evidence is mounting of
the detrimental impacts of sprawling development on
population health outcomes (e.g., high rates of obesity,
mental illness, and respiratory problems) [54-61]. Thus,
social gradients in health can be created and exacerbated
when municipal governments (or comparable governmental bodies operating locally) are unable to plan,
deliver, and manage equitable and viable spaces to live
amidst rapid population growth [62]. Given these trends
in urban growth and land-use patterns, and that much
policy activity on population health happens outside of
health ministries and departments (by virtue of the complexity and multidisciplinary nature of the social determinants of health [63]), it appears that policies and plans
implemented by municipal governments - even those
without health mandates - are important components of
the larger project of addressing population health inequities.
The capacities of municipal governments to take action
on population health inequities at the local level are
highly context-dependent, and contingent on the form,
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function, jurisdictional powers and priorities of these
governments - all of which vary internationally, nationally, and in some cases, regionally. The establishment of
mayoral representation, for instance, varies considerably
between countries, from direct election (e.g., most American nations, Italy, Poland, Japan, New Zealand, Russia,
South Korea), to indirect election through council
appointments (e.g., Denmark, Portugal, France, India,
Vietnam), to appointments by central governments (e.g.,
Belgium, Luxembourg, Netherlands, China, Laos, Malaysia) [64-66]. Geographical jurisdictions of municipal governments range from urban agglomerations, cities or
regions, to towns, boroughs, villages, districts, counties,
and communes [64-67]. The scope of municipal governments' responsibilities and priorities vary depending on
the size and sophistication of these institutions (e.g.,
range of departments), constitutional authority, availability of resources (from senior governments, taxpayers,
etc.), and the types of issues warranting government
intervention (e.g., basic infrastructure requirements in
municipalities in developing nations versus provision of
education and welfare services in some developed
nations' cities) [64-66].
Despite variations in what they are and how they operate within their jurisdictions, municipal governments,
and municipalities more generally, possess features that
position them (to varying degrees) to address population
health inequities. Across international, national, and
regional jurisdictions, municipal responsibilities for a
number of different sectors are commonly held, including
culture & leisure, education, environment, health & social
services, housing, planning, public safety, transportation,
water, and/or waste [64-66,68]. Municipal governance
models are increasingly shifting from managerialism (i.e.,
delivering on slated responsibilities) to entrepreneurialism (i.e., protection and promotion of local economies
through the development of new enterprises) [69], and
increasingly involve stakeholders beyond municipal governments, such as private businesses, non-profit organizations, and local residents (e.g., urban regimes in the
USA [70], government-coordinated public-private partnerships in Europe [71]). Additionally, municipalities
(especially urban agglomerations and cities) are sites of
major hospitals, universities, think tanks, influential nongovernmental organizations, a well-organized public
health sector, and organized interest groups with powerful communication skills and significant capacity to
mobilize [72]. Thus, municipalities offer promising sites
for interventions on population health inequities because
of the combined opportunities for top-down policy interventions delivered by municipal governments, and bottom-up participation from potentially engaged,
mobilized, and knowledgeable local stakeholders.
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Study Objectives

Because of these characteristics, many urban health
scholars believe municipal governments are a fundamental component of initiatives to reduce population health
inequities, triggering calls for a reinvigoration of the spirit
of the 19th century union of public health and urban planning by assigning greater responsibility and authority to
municipal governments to tackle population health inequities [1,3,4,62,73-75]. A number of researchers have documented a tremendous gap between knowledge and
policy action to tackle social gradients in health
[35,41,76-82]. Yet, the roles and capacities of urban
municipalities to address population health inequities, as
perceived by both researchers and urban municipal policy-makers themselves, have been particularly neglected
areas of study. While the Healthy Cities movement has
been active in prescribing avenues for municipal activity
(primarily in non-academic/grey literature [25,26,83-85]),
it remains to be empirically demonstrated how other
health inequities literatures have implicated municipalities, the precise nature of these implications, and the
manner in which these implications are taken up by relevant municipal actors and institutions.
The purpose of this study was to address the first two of
these deficiencies in the research, by monitoring thematic
trends in the health inequities knowledge base over time,
and to track scholarly prescriptions for municipal government intervention on local health inequities. While a
Canadian and urban lens has been applied to this study,
the findings from this analysis of an international knowledge base will foster a greater understanding of the challenges and issues associated with translating the health
inequities research into policy action within a variety of
municipal and geographical contexts.

Methods
Methodology

Meta-narrative mapping - the process of "plotting how a
particular research tradition has unfolded over time and
placing this dynamic tradition within a broader field of
enquiry" [86], p.349] - was employed to determine when
and how municipal governments have been implicated in
the scholarly literature for reducing local health inequities. This novel methodological approach combines the
analytical dimensions of traditional narrative research storytelling, historicity, context, and human relations with the comprehensiveness and rigor pursued in systematic literature reviews [86-88]. Among others, meta-narrative mapping has been identified as a useful
methodological technique in the synthesis of vast and
complex evidence bases to inform policy-making processes [89]. While this methodological approach offers
utility in capturing the essential features of the health
inequities knowledge base over time, the breadth of this
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analysis also compels readers to be cautious and critical
in drawing inferences on municipal-level interventions
for health inequities, as the patterns in, causes of, and
local solutions to health inequities are highly contextually
sensitive. For instance, a recommendation for municipal
governments to increase investments in inner-city parks
and recreation facilities by a Canadian scholar may have
limited relevance to municipalities operating in developing countries that lack basic municipal infrastructure like
roads, sewage, or water, or even to other Canadian
municipalities that may not experience substantial geographic disparities in the quality of parks and recreation
facilities.
Parameters and Strategy for Literature Search

Four bodies of literature on health inequities - 'health
promotion' (HP), 'Healthy Cities' (HC), 'population
health' (PH), and 'urban health' (UH) - were examined for
the meta-narrative mapping analysis. These four literature bodies were chosen because, as discussed earlier,
they have made the most significant scholarly contributions to understanding patterns of health inequities, and
identifying and describing interventions to reduce health
inequities. While literature from other fields, such as
social epidemiology, political science, health geography,
sociology, or medical anthropology, have made important
contributions to the study of population health inequities
and related interventions, these contributions have been
made on a more ad hoc basis than those made by the bodies of literature that were included in this study. It is possible that, by limiting the searches to these four bodies of
literature, our findings may under-represent the true
scope of literature pertaining to population health inequities (e.g., overlooking articles from the policy sciences on
the determinants of population well-being or welfare).
However, because of the breadth of the databases selected
and the search terms employed (Figure 1), we are confident that relevant contributions made by researchers
within disciplines not explicitly sampled here would have
emerged in the searches.
Three electronic databases were selected for the literature search: PubMed, which caters to life sciences, and
includes most health sciences journals; Sociological
Abstracts which caters to sociology, social science, and
policy science, and includes health policy, social policy,
and health geography journals; and Web of Science,
catering to science, social science, and arts. Web of Science was the most comprehensive of the three databases,
capturing articles not found in PubMed or Sociological
Abstracts. Article abstract searches were first performed
in PubMed, followed by Sociological Abstracts and Web
of Science, and were guided by the search strategy outlined in Figure 1. English language abstracts only were eligible for inclusion.
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Literature Search Strategy

Literature Search Results

U

U
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+
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+

LEVEL4

LITERATURE BODY1

+
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+

LOCATION5

LITERATURE BODY1

+

INTERVENTION3

+

LEVEL4

LITERATURE BODY1

+

INTERVENTION3

+

LOCATION5

LITERATURE BODY1

+

LEVEL4

+

LOCATION5

Total
Pool of
Search
Hits
(n=1608)

Total
Pool of
Included
Abstracts
(n=1004)

Literature Search Terms
1 - LITERATURE BODY “Health Promotion”; [“Healthy Cities” OR “Healthy Communities”]; “Population Health”; “Urban Health”
2 - INEQUITY (inequality OR inequalities OR “health inequality” OR “health inequalities” OR inequity OR inequities OR “health inequity” OR “health
inequities” OR disparity OR disparities OR “health disparity” OR “health disparities” OR determinants OR “health determinants”)
3 - INTERVENTION (policy OR plan OR planning OR program OR regulation OR legislation OR law OR legal OR intervention)
4 - LEVEL (municipal OR municipality OR municipalities OR “municipal government” OR “local government” OR “local state”)
5 - LOCATION (Canada OR “Nova Scotia” OR “Prince Edward Island” OR “New Brunswick” OR Newfoundland OR Quebec OR Ontario OR
Manitoba OR Saskatchewan OR Alberta OR “British Columbia” OR Halifax OR Montreal OR Ottawa OR Toronto OR Hamilton OR Winnipeg OR
Saskatoon OR Edmonton OR Calgary OR Vancouver)

Figure 1 Search Strategy for Health Inequities Abstracts.

To capture two full decades of publication activity, the
timeframe for the search was 1986 to 2006 inclusive. The
year 2006 also marks the 20-year anniversary of two publications that were seminal to the establishment of health
inequities research in Canada (and in some other nations)
- the Ottawa Charter for Health Promotion [15] and the
Epp Report [90]. Four search themes, and numerous relevant search terms, were generated to facilitate as comprehensive a search strategy as possible (Figure 1):
population health inequities (INEQUITY); governmentbased interventions to address health inequities (INTERVENTION); interventions from municipal governments
on issues related to health and well-being (LEVEL); and
Canadian locations for research and/or interventions on
health inequities (LOCATION). These search themes
were only used in the data collection phase of the
research, and were not used in the analysis of the
abstracts' contents.
Abstract Inclusion/Exclusion Criteria

Abstracts had to mention, in some capacity, differences in
health outcomes or well-being, and/or the SDOH.

Abstracts that discussed policy implications were also of
distinct interest for review, but this was not an explicit
inclusion criterion. Abstracts that described health differences in a strictly clinical scope were excluded, as were
abstracts that referred to inequalities or disparities in a
different context (e.g., measurement disparities). Highly
technical pieces that discussed new clinical technologies,
or issues related to healthcare systems and/or delivery,
were excluded. Abstracts were also excluded if they contained the words "National Population Health Survey" or
"Ottawa Charter for Health Promotion", but lacked any
other information relevant to the review.
Development of Abstract Codebook

A codebook was used to simplify and standardize the
process of reviewing and synthesizing data. It facilitated
the review of a large quantity of qualitative data, application of the same analytical standards to each case within
the dataset, categorization of corresponding information,
and conversion of the information reviewed into a quantitative dataset [91]. Most of the variables were developed
iteratively; individual codes were first created and
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assigned to abstracts as string variables through a process
of immersion and crystallization with the data. Once saturation of themes was reached, the list of string variables
was analyzed, condensed, and converted into a list of
numerical codes representing distinct entities or themes.
The final abstract codebook contained three variable categories [see Additional file 1]: bibliographic characteristics; abstract content variables; and prescriptions for
municipal governments.
Bibliographic characteristics of interest were body of
literature (i.e., HP, HC, PH, UH) from which the abstract
was retrieved; journal name; publication year; geographical region of focus (or origin); type of study described in
the abstract; and population investigated by the study or
target audience. Abstract contents were captured using
two variables: article themes and SDOH profile. Article
theme codes were developed through an inductive process of immersion with the article abstracts and saturation of article themes; codes were based not on any one
particular keyword or phrase in the abstracts, but on the
content area as conveyed by the abstract as a whole. Once
each abstract was coded, the complete list of inductively
derived article theme codes was reviewed for redundancy, and pared down to a list of 20 distinct article
themes. Using Health Canada's list of twelve health determinants [92], SDOH profiles of the abstracts were captured by coding up to three different determinants
(primary, secondary and tertiary determinants). Determinants coded as 'primary' were those that were given the
greatest overall emphasis in the article or, in the case of
equal emphasis across multiple determinants, were mentioned first; secondary and tertiary determinants were
then coded based on subsequent levels of emphasis and/
or timing of appearance in the abstract.
To ensure that the codebook captured the full scope of
municipal government prescriptions from the abstracts,
several methodological steps were taken. First, abstracts
were coded 'yes' for a municipal role if they explicitly prescribed roles for municipal governments in addressing
health differences at the local level and/or in improving
local health outcomes. Then, the contents of these references to municipal governments were documented using
string variables. Once data entry was complete, each
string variable was then converted, one at a time, into a
numerical code to facilitate quantification. As subsequent
string variables were reviewed, and recurrent or overlapping themes emerged, existing codes were assigned and
revised to reflect the expanding breadth of the code. After
each abstract implicating municipal governments was
assigned a code for the 'prescription', the complete list of
numerical codes was reviewed for further overlaps and
redundancies, synthesized, and pared down to a list of
seven coherent and distinct categories of municipal government roles.
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Management and Analysis of Search Results

A total of 72 searches were performed (3 databases × 4
bodies of literature × 6 search theme combinations), generating over 1600 abstract hits for review. Every individual abstract was reviewed for relevance based on the
inclusion/exclusion criteria, and then screened for redundancies. Relevant abstracts appearing in more than one
electronic database were included in the total sample only
once, because documenting differences in the electronic
indexing system for these abstracts was not an objective
of this study. Meanwhile, relevant abstracts appearing in
more than one literature body were included in the sample for every literature body from which they were generated (to a maximum of four potential database entries, as
four bodies of literature were examined), as documenting
systematic differences in abstracts' contents between
bodies of literature over time was an explicit objective of
this study.
To facilitate review of the over 1600 hits, only abstracts,
not full-text articles, were assessed. While this approach
facilitated only a general analysis of the health inequities
knowledge base over time (i.e., the essence of meta-narrative mapping), reviewing abstracts was empirically valid
because abstracts emphasize the most important themes,
findings, and actors from the full articles upon which
they are based. Indeed, for time-strapped policy-makers
and service providers, abstracts are often the only segments of academic articles that garner any attention.
Included abstracts were assigned a numerical identifier,
coded using the abstract codebook, and inputted into an
SPSS® database (version 15.0). Quantitative analyses of the
abstracts consisted of collecting basic frequency data and
performing cross-tabulations between variables.

Results
Number of Abstracts

A total of 1608 abstract hits were generated across the
four literature bodies (HP = 972, HC = 51, PH = 555, UH
= 30), and 1004 abstracts were eligible for inclusion (HP =
641, HC = 38, PH = 307, UH = 18), for an overall inclusion rate (IR) of 62.4%. Of the 1004 included abstracts,
103 of these appeared in more than one literature body (n
= 50 were found in two and n = 1 was found in three bodies of literature), and thus, the contents of which were
counted twice (or three times for one of the abstracts).
Substantial differences in quantity of abstracts were
observed between the four literature bodies, highlighting
the differences in age, scope, and relative influences of
these literatures on the health inequities knowledge base.
Inclusion rates ranged from 55.3% for PH to 74.5% for
HC, suggesting abstracts from the HC literature bore the
greatest relevance to the themes of interest in this study.

Collins and Hayes International Journal for Equity in Health 2010, 9:13
http://www.equityhealthj.com/content/9/1/13

Bibliographic Characteristics

Over 40% of the abstracts were produced in and/or profiled a Canadian region, reflecting the search themes that
prioritized Canadian content (Table 1). One-fifth (20.1%)
of the abstracts had an American focus, while very few
(2%) featured Mexico, Central and/or South America.
Canadian-focused abstracts were more prevalent among
HP (35.4%) and PH (56.0%) abstracts, while Europeanfocused abstracts were more prominent in the HC
(23.7%) and UH (27.8%) abstracts.
Over one-quarter (25.8%) of the abstracts described
population-based surveys and 20.4% were reviews, highlighting a lack of evaluative studies on health inequities
and related interventions. Reflecting the field's strong
epidemiological roots, population-based surveys constituted almost half of the PH abstracts (42.3%), while the
other three bodies of literature offered more balance in
terms of study type. Commonly employed study populations or target audiences were adults (20.5%), practitioners (17.6%), and researchers (15.0%). The high
proportion of 'adults' as study populations is likely attributable to the large proportion of studies employing surveys, while the large number of reviews may account for
the high proportion of 'practitioners' and 'researchers' as
target audiences. By literature body, the most commonly
employed study populations were practitioners in HP
abstracts (21.7%), government in HC abstracts (31.6%),
and adults in PH (32.6%) and UH (44.4%) abstracts. The

Page 7 of 20

focus on government suggests that the HC literature may
be the most active in prescribing roles for municipal governments.
Abstracts' Contents

The distribution of article themes is displayed in Figure 2.
The four most prominent themes are research (12.8%),
healthy lifestyles (9.3%), social policy (8.1%), and healthcare (8.0%). Abstracts discussing research-related themes
tended to focus on gaps in the knowledge base, conceptual issues and debates related to health inequities, developing and employing indicators/instruments/methods
for assessing the scope of inequities or impacts of intervention, and challenges to knowledge translation.
Abstracts covering healthy lifestyles discussed issues
ranging from diet, to physical activity, substance use, and
preventive screening. Social policy-themed abstracts discussed (the need for) upstream interventions, and
described existing or potential social, public, health, or
urban policies or plans. Topics in abstracts with healthcare themes ranged from health human resources, to service access and utilization, and primary care.
Health Canada's list of SDOH was used as the framework for identifying determinants mentioned in the
abstracts [92]. Every abstract was assigned up to three
SDOH, and abstracts that mentioned more than three
SDOH were assigned a 'more than 3 SDOH' code. The six
most commonly profiled SDOH were personal health
practices and coping skills (n = 393), healthcare services

Table 1: Bibliographic Characteristics by Body of Literature
Health
Promotion
n (%)

Healthy Cities
n (%)

Population Health
n (%)

Urban Health
n (%)

Total
n (%)

83 (12.9)

9 (23.7)

60 (19.5)

2 (11.1)

154 (15.3)

Canada

227 (35.4)

8 (21.1)

172 (56.0)

2 (11.1)

409 (40.7)

Europe

95 (14.8)

9 (23.7)

12 (3.9)

5 (27.8)

121 (12.1)

Bibliographic Characteristic

Geographical
Region

Global, Transcontinental

Australia, New Zealand, Oceania

44 (6.9)

0

14 (4.6)

0

58 (5.8)

Asia, Africa & Middle East

28 (4.4)

3 (7.9)

5 (1.6)

4 (22.2)

40 (4.0)

Mexico, Central & South America

Study Type

9 (1.4)

2 (5.3)

7 (2.3)

2 (11.1)

20 (2.0)

United States

155 (24.2)

7 (18.4)

37 (12.1)

3 (16.7)

202 (20.1)

Population-Based Survey

123 (19.2)

2 (5.3)

130 (42.3)

4 (22.2)

259 (25.8)

58 (9.0)

0

21 (6.8)

0

79 (7.9)

Program Evaluation

121 (18.9)

11 (28.9)

23 (7.5)

4 (22.2)

159 (15.8)

Case or Qualitative Study

107 (16.7)

8 (21.1)

22 (7.2)

4 (22.2)

141 (14.0)

Experimental Study

Systematic or Conceptual Review

126 (19.7)

9 (23.7)

68 (22.1)

2 (11.1)

205 (20.4)

Commentary

106 (16.5)

8 (21.1)

43 (14.0)

4 (22.2)

161 (16.0)

Total

641 (100)

38 (100)

307 (100)

18 (100)

1004 (100)
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Figure 2 Distribution of Article Themes as Percentage of Total Sample (n = 1004).

and systems (n = 281), personal support networks and
social inclusion (n = 239), social environments and social
safety nets (n = 226), income and social status (n = 213),
and physical and built environment (n = 192). (These tallies do not include abstracts that mentioned more than 3
SDOH because these abstracts tended to discuss health
determinants in all-encompassing language and offered
little detail about any specific determinants of health.)
Thus, a substantial proportion of the health inequities
knowledge base present lifestyle- and healthcare(referred to in this article as 'behavioural' and 'biomedical', respectively) oriented perspectives regarding solutions to health inequities. Meanwhile, the high number of
abstracts with social and physical environment SDOH
profiles likely reflects the fact that the 'local' or 'municipal' level was one of four overarching search themes
employed in the search strategy.
Changes in Literature over Time

The changes in publication activity in the four bodies of
literature are displayed in Figure 3. Publication activity
increased over the 20-year period, and the overwhelming
majority of publications were generated from the HP and
PH literature bodies. Publication activity in the HP and
PH literatures increased almost every year, while the HC

and UH literatures demonstrated slight increases in the
1999-2001 time period. These findings illustrate the
growth of research programs on health inequities, and
establishment of the health inequities knowledge base in
the academy.
Changes in the SDOH profile of the article abstracts are
displayed in Figure 4, using five-year increments to simplify the analyses. The 'personal health practices' determinant maintained the highest coverage over the entire
time period, and discussions of 'healthcare' increased
dramatically over time. Meanwhile, the determinants of
'education and literacy', 'social support networks' and
'social environments' started out relatively high, but lost
their prominence over the remaining three timeframes.
Taken together, these findings suggest that broader, more
critical perspectives on health inequities were prominent
in the early stages of development of the knowledge base,
but that over time these perspectives gave way to a focus
on 'behavioural' and 'biomedical' explanations for, and
solutions to, health inequities.
Implicating Municipal Governments

In the task of addressing health issues, 171 abstracts
(17.0%) implicated municipal governments. The majority
of HC (78.9%) and UH (55.6%) abstracts implicated
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Figure 3 Total Publication Activity over Time by Literature Body.

municipal governments, while such implications were
made in only a minority of abstracts from HP (14.7%) and
PH (12.1%). Reflecting the rather "local" orientation of
these fields, these findings suggest that the HC and UH
literatures can more readily offer policy recommendations to municipal governments on interventions to
reduce health inequities, while similar recommendations
from the HP and PH literatures tend to be targeted at
higher levels of government instead.
The geographic origins of these abstracts reveal some
interesting trends. The majority of abstracts of a Mexican, Central and/or South American origin implicated
municipalities (65%), while abstracts of American origin
were least likely to implicate municipalities (8.4%). The
greatest number of abstracts implicating municipalities
emerged from Canada (n = 48) (likely owing to the sampling process that prioritized retrieving abstracts with a
Canadian focus), while the fewest came from Asia, Africa
& the Middle East (n = 11). The relatively large number (n
= 41), and high percentage (33.9%), of abstracts implicating municipalities in the European literature suggests
greater attention to the potential roles and responsibilities of municipal governments in addressing local health
issues in this region.

Comparisons made between the contents of the
abstracts that implicated municipal governments (n =
171) and the entire sample (n = 1004) are depicted in Figure 5. Abstracts implicating municipalities focused more
on local issues and environmental determinants of health,
as compared to the sample as a whole that dealt more
with 'biomedical' and 'behavioural' issues and determinants. The types of roles that were implicated, and the
geographic origins of the abstracts that made those implications, are summarized in Table 2. As discussed in the
methods, seven major categories of roles emerged from
the literature review, through a thematic synthesis of the
prescriptions made in all 171 abstracts. 'Joining or building on existing local health networks' (n = 41) and
'improving the social, economic, and built environment'
(n = 39) were the two most commonly prescribed roles
for municipal governments in the literature, while
'improving inter-governmental relations' was the least
prescribed role (n = 12).
The seven categories of roles were emphasized to varying extents across the different geographical regions of
origin. In abstracts of Canadian, European, and Australian & New Zealand origin, the most commonly prescribed role was to 'join or build on existing local health
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Figure 4 Distribution of SDOH as Percentage by Five-Year Increments (n = 1918).

networks'. Canadian abstracts also emphasized the need
for greater 'intra-municipal capacity building' to tackle
local health issues. 'Improving the social, economic, and
built environments' was the most commonly prescribed
role among abstracts of a global/transcontinental origin,
and of a Mexican, South & Central American origin,
while abstracts of American origin stressed the need for
municipalities to 'conduct health impacts assessments,
and assess local needs'. The varying emphases placed on
potential roles likely speak to the diverse jurisdictional
responsibilities of municipal governments across and
within countries, as well as the unique and highly specific
health and social issues facing municipal governments
within these countries. Accordingly, these differences signal the need for researchers to interpret these findings
with caution by considering the applicability of these
'roles' within the context of a given municipal government's jurisdictional powers, functions, and public policy
priorities.
Different themes were emphasized for each of the seven
categories of municipal governments' roles. Abstracts
that implicated municipal governments in 'conducting
health impact assessments, assessing local needs' (role 1)
stressed, for instance, the importance of collecting popu-

lation-wide data on health and social needs at the municipal level [93]; utilizing data already available within
municipal governments in planning local health and
social services [94]; and engaging with local residents in
identifying, and conceptualizing solutions to, local health
problems [95].
Diverse prescriptions emerged for how municipal governments could become involved in 'delivering health
promotion and public education programs on healthy
lifestyles' (role 2). In the Canadian context, many of these
prescriptions arose from the community-based heart
health initiatives being implemented across the country
[96]. Tobacco-cessation programs targeting children in
disadvantaged neighbourhoods, for instance, clearly
require the cooperation of municipal governments for
their successful implementation [97]. In Tokyo, Japan,
municipal Mayors are designating individuals to lead
their communities to healthier lifestyles [98], while nearly
a decade earlier, Rennes France incorporated health goals
into all of its municipal decision-making [22].
Prescriptions for 'developing inter-sectoral, intergovernmental partnerships' (role 3) were broadest in scope
and most similar across abstracts. These prescriptions
generally emphasized the need for municipalities to form
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Table 2: Types of Roles Implicated and Geographic Origin of Abstracts Making Implications
Global or
trans-continental

Canada

Europe

Australia,
New Zealand,
Oceania

Asia, Africa
& Middle East

Mexico, Central
& South America

United States

Total Abstracts
by Municipal Role

Roles

n
(%)

n
(%)

n
(%)

n
(%)

n
(%)

n
(%)

n
(%)

n
(%)

1. conduct health impact assessments, assess local
needs

2
(6.9)

5
(10.4)

3
(7.3)

2
(16.7)

2
(18.2)

1
(7.7)

5
(29.4)

20
(11.7)

2. deliver health promotion, public education
campaigns

0
(0.0)

4
(8.3)

5
(12.2)

2
(16.7)

3
(27.3)

3
(23.1)

2
(11.8)

19
(11.1)

3. develop inter-sectoral, intergovernmental
partnerships

6
(20.7)

3
(6.3)

4
(9.8)

2
(16.7)

0
(0.0)

0
(0.0)

2
(11.8)

17
(9.9)

4. improve intergov'tal relations, clarify
responsibilities

0
(0.0)

3
(6.3)

6
(14.6)

2
(16.7)

0
(0.0)

1
(7.7)

0
(0.0)

12
(7.0)

5. improve capacity w/n local government, be a
leader, advocate

0
(0.0)

10
(20.8)

6
(14.6)

0
(0.0)

3
(27.3)

2
(15.4)

2
(11.8)

23
(13.5)

6. join/build on existing networks, partnerships, be
an active participant

7
(24.1)

16
(33.3)

11
(26.8)

3
(25.0)

0
(0.0)

2
(15.4)

2
(11.8)

41
(24.0)

7. improve social, economic, built environments

14
(48.3)

7
(14.6)

6
(14.6)

1
(8.3)

3
(27.3)

4
(30.8)

4
(23.5)

39
(22.8)

29
(100.0)

48
(100.0)

41
(100.0)

12
(100.0)

11
(100.0)

13
(100.0)

17
(100.0)

171
(100.0)

Total Abstracts Implicating Municipal Governments
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Figure 5 Comparison of Combined SDOH Profile between Abstracts Implicating Municipalities versus Entire Sample.

strong, functional relationships with senior levels of government to ensure that local governments have sufficient
political and economic support to adequately address
health and social issues at the local level [21,96,99].
For abstracts that prescribed the role 'improve intergovernmental relations, clarify jurisdictional responsibilities' (role 4), common themes stressed the importance of
municipalities requiring a clear policy vision [100] and
strategic direction [101] from senior governments to warrant prioritizing health inequities within municipal decision-making, as well as the necessary autonomy and
authority to effectively address these issues at the local
level [102].
Abstracts that prescribed 'improve capacity within local
government' (role 5) for municipal governments tended
to be broad in scope and similar across abstracts. The
need for municipal governments to be strong leaders and
advocates for addressing local health inequities were
recurrent themes [103,104], as was the prescription that
municipal policy-makers and program coordinators for
health-focused initiatives have sufficient knowledge and
expertise (i.e., capacity) to effectively lead such initiatives
[105].

The commonly prescribed role of 'joining/building on
existing networks and partnerships, being an active participant' (role 6) was diversely conceptualized across
abstracts, in terms of relevant actors and types of networks that were emphasized. Some abstracts spoke generally about the need for institutionalized local public
health networks with municipal governments as key contributors [106], while others offered more specific discussions of how a range of actors (including municipalities)
could facilitate a model of health promotion at the local
level [107]. Canadian abstracts discussed the results of
municipalities working with local health units and community agencies on the SDOH [108], as well as the opportunities presented by the school setting to gather diverse
actors to implement health promotion programs locally
[109].
Abstracts that prescribed 'improving social, economic,
built environments through public policy' emphasized
the need for municipal governments to improve the
social conditions of daily living in cities. Some abstracts
adopted broad perspectives, discussing the need to
reconnect public health and urban planning [74], while
others focused on specific issues such as the provision of
low-income housing [110], or the links between socio-
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spatial inequities and elementary school performance
[111]. Abstracts of Mexican, South & Central American
origin tended to stress the need for municipal governments to develop basic infrastructure and services (i.e.,
sewage, water filtration, waste removal) to facilitate
healthier living conditions [112], signalling the stark contrast in health issues, and responsibilities therein, that
confront municipalities in the developing world.

Discussion
Percentages, Timing, and Characteristics of Abstracts
Reviewed

A total of 1004 abstracts were reviewed for the meta-narrative mapping exercise, with 94% of the abstracts emerging from the HP (n = 641) and PH (n = 307) literatures
combined. That the HC and UH abstracts would constitute only 6% of the overall sample of abstracts is not surprising for several reasons. Rather than an academic line
of inquiry per se, HC is a worldwide health movement
designed to empower communities and cities to take
action on locally defined health concerns [18]. The movement speaks to, and receives broad-based support from,
governmental and non-governmental organizations alike,
and consequently focuses its dialogue in the 'grey' literature that is not captured by academic databases
[24,25,84,113]. Meanwhile, the total number of UH
abstract hits was smaller than the other bodies of literature, as UH did not emerge as a distinct field of research
until the early 2000s [42,114]. This small pool of
abstracts, coupled with the fact that they most often did
not fit the inclusion criteria (28% inclusion rate), generated a very small proportion of UH abstracts to be
included in the meta-narrative mapping.
Publication activity in all four bodies of literature
increased over time. The HP and HC abstracts dominated the first decade of the review, and the PH and UH
literatures became more prolific over the second decade,
mirroring the timelines of key developments in each of
these fields of research. The publications of the Ottawa
Charter and Epp Report in 1986 coincided with the emergence of HP [15,90] and the birth of the HC movement in
Canada and internationally [17,115], while PH gained
considerable momentum in the mid- to late-1990s
[34,116,117], and UH emerged in the early 2000s
[114,118].
Abstracts of Canadian origin were especially high
among the PH literature, likely reflecting the strong influence of Canadian scholars in the development of this discourse [34,41,119,120]. Abstracts of European origin
were most common among the HC literature, reflecting
the fact that while the HC movement originated in Canada [115], Europe, facilitated by its support from the
WHO regional office [121], has been at the forefront of
HC policy interventions [21,122,123]. The greatest con-
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centration of abstracts originating from developing countries were from the UH literature, as much of the current
UH research focuses on detrimental health impacts of
rapid urbanization [124-126]. Similar findings on the geographic origins of the health inequities knowledge base,
especially of articles emerging from the HP and PH bodies of literature, have been observed elsewhere [12].
The epistemological traditions of the four bodies of literature likely account for the trends in study types and
target populations that were observed. With their strong
epidemiological roots [127,128], population-based surveys are commonly employed in the PH and UH literatures, and accounted for the majority of study types in
this review [129]. Meanwhile, the orientation of the HC
movement to community- and government-based action
accounts for the preponderance of program evaluations.
Finally, the relative diversity of study types and target
populations among the HP literature likely reflects the
age, maturity, and resulting diversity of research programs within this body of literature. It is also worth noting that the substantive scopes and methodological
paradigms employed in studies from all four of these bodies would have been shaped, if not dictated, by the priorities and terms of funding agencies and requests for
proposals.
Thematic Contents of Literature and Changes over Time

Four article themes were particularly prominent in the
abstracts reviewed. 'Research-related' themes, constituting 13% of article themes, captured issues ranging from
conceptual or theoretical concerns (e.g., debates between
PH and HP), appropriate use of indicators, instruments,
and methods (e.g., how best to measure income inequality), and assessments of knowledge gaps and translation
(e.g., lack of program evaluations). The highest proportion of research-themed articles occurred in the first
quarter, with a steady decline in the remaining 15 years of
the review. That research themes were the most prominent, especially early on in the review timeframe, suggests early efforts to establish a coherent body of
knowledge on health inequities, and ongoing challenges
in this knowledge base to developing evidence-based policy.
The other three themes that occurred in roughly equal
measure (≈8% each) were 'healthy lifestyles' (i.e., consumption of alcohol and tobacco, nutrition and physical
activity, preventive screening, and vaccines), 'healthcare'
(i.e., access and utilization, costs and expenditures, systems, delivery, primary care, and health human
resources), and 'social policy' (i.e., social, public, health,
urban planning or policy). The prominence of the
'healthy lifestyles' and 'healthcare' themes illustrate the
ongoing tendencies - criticized decades earlier [10] - for
researchers to fixate on issues and interventions of a
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'behavioural' and 'biomedical' nature. The prominence of
the 'social policy' article theme might have suggested that
a broader academic dialogue on health inequities was
taking place. However, timeframe analysis revealed that
'social policy' coverage waned over the 20 year period
timeframe, while coverage increased and remained consistently high over the 20 years for 'healthcare' and
'healthy lifestyles', respectively.
Similar findings were observed for the SDOH profile of
the literature. The three most commonly profiled determinants - personal health practices & coping skills,
healthcare services, and social support networks - reinforce the individualistic perspectives on population
health inequities that emerged in the article theme analysis. While broader determinants, such as 'social environments', 'income & social status', and 'physical
environments', were profiled, they constituted only 10%
to 15% of all SDOH coverage over the entire 20 year time
period. In contrast, coverage of 'personal health practices
& coping skills' was at or above 20% over the entire timeframe, and 'healthcare' coverage increased considerably
over time (from 5% in the first quarter to nearly 15% in
the last). Thus, while some health inequities scholars
made consistent attempts to steer the discourse towards
broader health determinants and related implications
that may be politically unpalatable, it appears there was a
greater propensity to fixate on health determinants with
implications for more downstream interventions that are
often more amenable to implementation.
Roles for Municipal Governments

Less than one-fifth (17%) of the abstracts implicated
municipal governments in any way. The apparent inattention of the majority of health inequities researchers to
municipal governments may be explained by a few reasons: they may simply not hold interests in this particular
realm; they may struggle to access funding for research
on municipalities; or they may recognize the limitations
of municipal governments' capacities to address health
inequities and consequently refrain from invoking
municipalities' participation and/or target their recommendations to higher authorities. We are unable to discern from our study findings the extent to which any of
these, or other factors, contribute to this observation.
Seven categories were established for potential municipal roles, responsibilities and activities to reduce population health inequities (Table 2). In the Canadian context,
categories 1 and 2 deal with assessing health and social
needs and delivering health-based services - assessments
and service delivery that might typically fall outside the
range and jurisdiction of municipal services [95,130].
Categories 3 through 6 deal with relationships between
the municipality and other governments, non-govern-
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mental organizations, and within the municipality itself
[84], while category 7 captures the types of responsibilities over which Canadian municipalities have clear existing jurisdiction, such as zoning, by-law enforcement,
public libraries, and fire protection [68].
While abstracts of Canadian origin implicated municipalities the most (n = 48), the proportion of these relative
to all Canadian abstracts reviewed was relatively small
(11%). This finding suggests that the overall Canadian
contribution to the health inequities knowledge base has
been minimal in terms of prescriptions for municipal
activity on health inequities. In contrast, while small in
number (n = 13), the majority of abstracts of Mexican,
South & Central American origins (65%) implicated roles
for municipalities. The municipal level focus in this
region of the world is likely attributable to a few factors:
1) the 'local' nature of many health problems, whereby
cities in Mexico, South & Central America are simultaneously lacking basic municipal infrastructure and services
to facilitate sanitary living conditions [131-133], and face
common Western-world health problems associated with
rapid urbanization (e.g., pollution-induced asthma) and
widespread adoption of sedentary lifestyles (e.g., obesity)
[132,134]; 2) the influence of the Pan American Health
Organization (PAHO) which has played a key role in
addressing population health inequities in Latin America,
including conducting research on strategies for engaging
municipalities in health promotion initiatives [135] and
providing strategic direction for developing interventions
to address 'neglected populations' [136]; and 3) higher
investments
in
participatory
community-based
approaches to tackling local health and social issues, as
well as a strong tradition of engagement with the Healthy
Cities movement in these countries [137-141].
Considering both the total number (n = 41) and the
proportion (33%) of abstracts implicating municipalities,
it would appear that the European literature has made the
most substantial contribution to the academic dialogue
on prescriptions for municipal governments to address
local health inequities. The emphasis placed on municipal governments by the European abstracts mirrors the
importance placed on healthy urban planning and the
prominence of the Healthy Cities movement in the European context [85,123]. With comparable (if not superior)
municipal infrastructures and population health profiles,
prescriptions arising from European literature bear some
relevance and utility to the North American context.
Indeed, it is worth noting that 'joining or building on
existing local health networks and partnerships' was the
most commonly cited role in both the European and
Canadian literatures, suggesting that similar challenges
and contexts for municipal intervention exist in these distinct geographical regions.
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Limitations

The most important limitation of our study is in attempting to make generalizations about the applicability of
potential municipal government interventions across
diverse governmental forms and functions, and geographical jurisdictions. As discussed in the introduction,
the scope of powers and responsibilities of municipal
governments vary tremendously both across and within
nations. The generalizability of the study findings was
enhanced through the use of more generic terms to code
the abstracts, and by synthesizing the full scope of the
scholarly 'prescriptions' into seven broadly defined and
internationally relevant categories; by employing this thematically broad codebook for extracting data from the
abstracts, researchers and policy-makers are permitted
greater latitude to conceptualize municipal interventions
relevant to their own jurisdictions. Despite a rigorous
methodological design, the nature of any meta-analysis
requires readers need to be critical in applying study findings to the unique contexts in which they work.
While the literature search was international in scope,
the priority placed on abstracts of Canadian origin and
the exclusion of non-English language abstracts mars our
findings with a 'Western hemisphere' or 'developed country' bias. The English language is predominant in primarily wealthy nations whose researchers have
disproportionate access to research funding and success
with publication; have well established municipal governance systems and sophisticated municipal infrastructure; and have high functioning acute-care medical
systems, and public health sectors that deal increasingly
with reducing chronic, rather than infectious, diseases.
Meanwhile, there is tremendous international variation
in the scope of, and patterns in, population health inequities, and no internationally agreed upon definition for
'population health inequities'. These characteristics have
important implications for the nature of municipal governments' involvements in addressing population health
inequities, and thus, likely influenced the scope of prescribed roles that emerged from the literature reviewed
for this study. Had our language capacities facilitated it,
this limitation could have been partly addressed by
reviewing articles of non-English origin. However, we
submit that this 'Western hemisphere' bias is not isolated
to our study, but rather pervades academe in general, and
is especially reflected in developing country researchers'
inequitable access to research funding and publication
acceptation in international journals. It is possible that
other prescriptions for municipal-level involvement
(likely focusing on developing basic infrastructure and
provision of relief aid in partnership with non-governmental organizations) may have emerged if more
abstracts been reviewed from researchers in developing
countries. Given the implicit interests in this study in
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understanding potential roles for municipalities with
established and operational governance structures, we
feel that the breadth of data retrieved from the abstracts
that were reviewed remains applicable and relevant to
jurisdictions that may have been under-represented in
our analysis.
Another limitation of this study was in restricting our
analysis to the four bodies of literature chosen. As discussed, our decision not to include the policy sciences
and social epidemiology, for instance, may have led our
findings to under-represent dimensions of the health
inequities knowledge base that focus on broader social
welfare policies or more technically-oriented epidemiological studies documenting the scope of health inequities at the local level. As we were interested in uncovering
scholarly prescriptions for municipal government interventions on health inequities, we feel that the breadth of
the search strategy that was employed (in terms of scope
of electronic databases and search terms) captured the
abstracts of greatest relevance to the questions posed in
this study.
A related limitation was in treating these four bodies of
literature as discrete and mutually exclusive entities.
These bodies of literature co-developed over the past two
decades, and as with most academic disciplines with
diverse perspectives, they rely on the same baseline information. Indeed, 51 of the abstracts reviewed appeared in
more than one body of literature and accounted for a
total of 103 abstract cases in the dataset. An analysis of
the differences between the contents of the repeat
abstracts and the total sample was performed (results not
shown), to document any systematic differences in articles that permeate multiple literatures. While there were
no significant differences in geographic origin or in the
relative emphasis on categories for municipal roles, compared to the entire sample, these 51 abstracts were significantly more likely to focus on the 'social environment'
determinant of health (p = 0.002) and to implicate municipal governments in the task of addressing health inequities (p < 0.001). Thus, while this approach was employed
to ensure methodological transparency and the accurate
depiction of the relative contribution of each body of literature, this sub-analysis reveals that the actual quantity
of abstracts emphasizing broader health determinants
and a role for municipal governments was slightly overestimated and that, in fact, health inequities scholars have
been even less vocal on these issues than what our larger
analysis suggests.
Having a second reviewer would have been beneficial
for confirming the validity and reliability of the codebook, but this was not possible due to inadequate study
funding. Similarly, not reviewing entire articles may have
presented an analytical weakness in this study, as article
abstracts typically provide only cursory information; the
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information requirements for abstracts vary considerably
across journals; and relevant articles without abstracts
would have been excluded. Reviewing entire articles
would have revealed a more accurate picture of the
nuances of the health inequities knowledge base, but the
sample size would have necessarily been smaller to facilitate such an intense review. Because of the importance of
abstracts in offering readers a "preview of what's to come"
while emphasizing some issues over others, the more cursory approach of reviewing abstracts was the best way to
track meta-narratives from this large and diverse body of
knowledge over a twenty year timeframe.
Policy Implications: Prescriptions for Municipal
Government Intervention

Overall, the health inequities knowledge base offered
insufficient guidance to municipal governments in developing healthy public policy at the local level. Health was
conceptualized in primarily 'behavioural' and 'biomedical'
terms, providing little incentive for municipalities to consider, and act on, the full range of the SDOHs. If researchers, who have at their disposal voluminous evidence on
the social determinants of health inequities, overwhelmingly defer to healthy lifestyles and healthcare services as
the levers for improving health, then how can busy, and
often uninformed, policy-makers be expected to conceptualize health any differently? The minimal attention paid
to municipal governments in the health inequities knowledge base urges critical reflection on the subject areas
and types of health research that funding agencies privilege, and highlights the need for increased funding and
translation of interdisciplinary health inequities research
that is relevant to policy-makers, especially at the municipal level where human resources devoted to exchange
with research communities are in short supply.
The relative silence of the health inequities knowledge
base on avenues for municipal action presents another
challenge to developing healthy public policy at the
municipal level. With less than one-fifth of the abstracts
implicating municipalities in any way, and the tendency
for those implications to originate from Europe, it is clear
that health inequities researchers offer inadequate prescriptions for municipal policy-makers from other jurisdictions to draw from [142]. Even if prescriptions were
readily available, municipal policy-makers would justifiably have little faith in the effectiveness of such prescriptions, given the dearth of evaluations of programs
targeting health inequities [143]. At a minimum, though,
paradigm shifts are needed in both the academic and policy domains to move the issue of population health inequities onto the municipal government agenda.
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Future Research Directions

The findings from this study illuminate a number of
potential avenues for future research. Given its explicit
'city' focus, it was not surprising that the Healthy Cities
literature implicated municipal governments in the greatest proportion. One might have expected, however, to see
more implications from the Canadian Healthy Communities literature, considering the role that Canadian scholars
played in launching the Healthy Cities movement. What
characteristics are present in Europe, that are not present
in North America and other jurisdictions, that would
explain the apparent uptake of Healthy Cities agendas by
municipal policy-makers across the region (as evidenced
by the various past and current Healthy Cities projects
across Europe), as well as the high degree of support from
the WHO regional office for Healthy Cities programs?
What powers might European cities possess that facilitate
the implementation of prescriptions from the Healthy
Cities movement? These cross-jurisdictional differences
signal the need for researchers to investigate the nature of
urban health governance across diverse political systems,
which could offer an explanation for the lack of action on
health inequities at the local level in Canada and elsewhere.
While our findings suggest evidence of uptake of the
Healthy Cities component of the health inequities knowledge base by municipal policy-makers, especially within
European and Latin American jurisdictions, little is
known of the extent of uptake of the other components of
this knowledge base by municipal policy-makers. As the
objective of this study was to survey the health inequities
knowledge base for prescriptions for municipal government intervention, another logical direction for future
research would be to assess the extent of awareness and
utilization of this knowledge by municipal policy-makers
in jurisdictions around the world, as well as the perceptions held by municipal policy-makers themselves of the
roles and responsibilities of municipalities in addressing
health inequities. In another component of this study, we
have investigated these questions within the metropolitan region of Metro Vancouver, Canada, which consists of
nearly twenty autonomous municipal governments [144].
Similar analyses are needed in other jurisdictions.
In addition to investigating the status of translation of
the health inequities knowledge base by municipal policy-makers, regular efforts should also be made to review
the knowledge base for emergent prescriptions for both
governmental and non-governmental interventions. In
August 2008, the WHO Commission released another
report on the state of the SDOH and strategies for reducing population health inequities [145]. The dynamic and
evolving nature of this knowledge base suggests that the
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relevance of, and academic support for, strategies and
interventions to reduce population health inequities can
be short-lived.

step in the journey of translating knowledge into government interventions to reduce population health inequities.

Conclusions
It is well established that municipal governments have a
fundamental influence on creating, and potentially
reducing, health inequities in cities. The early links in the
19th century between urban planners and public health
practitioners facilitated dramatic improvements in the
living conditions of city dwellers in the developed world,
and set the stage for considerable improvements in longevity over the next century. And, after decades of
silence, the importance of our daily living conditions conditions that are so fundamentally shaped by municipal government policies - has re-emerged within the field
of public health as a key determinant of the health of populations. Yet, despite the discursive shift in public health,
and the establishment of several academic disciplines
examining health inequities in varying capacities since
this shift, the precise roles and responsibilities of municipal governments in reducing health inequities at the local
level have been inadequately investigated and remain
poorly understood.
This study summarizes scholarly prescriptions for
municipal government interventions on local health
inequities. These prescriptions included partnerships
with other levels of government or locally-based nongovernmental organizations, assessments of local needs,
delivery of health promotion and education programs,
enhancing capacities within municipal governments, and
investing in existing municipal infrastructure and programming. While biomedical and behavioural perspectives were pervasive in the knowledge base on the whole,
abstracts that implicated municipalities tended to employ
'structure-oriented' perspectives that dealt with broader
social policy issues. Despite the contents and orientations
of these prescriptions however, municipalities received
limited overall attention from the scholarly domain.
It may be unreasonable to expect municipalities to
glean useful insights from the relatively sparse prescriptions that have been made, or that these limited prescriptions bear relevance to their jurisdictional contexts and
health concerns. An understanding of the capacities for
urban health governance in diverse political systems is
required among readers to critically assess these expectations. To truly reinvigorate the link between public health
and urban planning, more research is needed on the
extent of knowledge translation of the health inequities
knowledge base at the municipal level, as well as the willingness and capacities of municipal governments to
intervene on these issues. The findings presented here,
which offer unique insights into how municipalities have
been implicated by the research community, are a critical

Additional material
Additional file 1 Article Abstract Codebook. The table provided summarizes all of the article variables and corresponding codes that were
employed to extract data from the n = 1004 article abstracts.
Competing interests
The authors declare that they have no competing interests.
Authors' contributions
PC conceived of, and implemented the study design; retrieved and analyzed all
of the article abstracts; and developed a draft of the manuscript. MH assisted
with the conception of the study and the development of the abstract codebook and search strategy; and assisted in the writing of the manuscript. All
authors read and approved the final manuscript.
Acknowledgements
Patricia Collins would like to thank the Social Sciences and Humanities
Research Council and the Michael Smith Foundation for Health Research for
doctoral scholarship support. Patricia Collins currently receives postdoctoral
fellowship support from the Population Health Intervention Research Network.
Author Details
1Department of Health, Aging & Society, McMaster University, Hamilton,
Ontario, Canada and 2Faculty of Health Sciences, Simon Fraser University,
Burnaby, British Columbia, Canada
Received: 4 November 2009 Accepted: 25 May 2010
Published: 25 May 2010
©
This
International
2010
article
is an
Collins
Open
is Journal
available
and
Access
Hayes;
forfrom:
article
Equity
licensee
http://www.equityhealthj.com/content/9/1/13
distributed
in Health
BioMed
2010,
under
Central
9:13
theLtd.
terms of the Creative Commons Attribution License (http://creativecommons.org/licenses/by/2.0), which permits unrestricted use, distribution, and reproduction in any medium, provided the original work is properly cited.

References
1. Pearce N: Traditional epidemiology, modern epidemiology, and public
health. American Journal of Public Health 1996, 86:678-683.
2. Ostry A: Theories of Disease Causation and their Impact on Public
Health in 19th Century Canada. Canadian Journal of Public Health 1994,
85(6):368-369.
3. Corburn J: Confronting the challenges in reconnecting urban planning
and public health. American Journal of Public Health 2004, 94(4):541-546.
4. Awofeso N: What's new about the "new public health"? American
Journal of Public Health 2004, 94(5):705-709.
5. McKeown T: The Role of Medicine: Dream, Mirage, or Nemesis? Oxford:
Basil Blackwell Ltd; 1979.
6. Tomes N: The Gospel of Germs: Men, Women, and the Microbe in
American Life. Cambridge, MASS: Harvard University Press; 1998.
7. Frank LD, Engelke PO, Schmid TL: Chapter Two: Public Health and Urban
Form in America. In Health and Community Design Edited by: Frank LD,
Engelke PO, Schmid TL. Washington: Island Press; 2003:11-37.
8. Hayden D: Building the American Way: Public Subsidy, Private Space.
In The Politics of Public Space Edited by: Low S, Smith N. New York:
Routledge; 2006:35-48.
9. McKinlay JB, McKinlay SM: The Questionable Contribution of Medical
Measures to the Decline of Mortality in the United States in the
Twentieth Century. The Milbank Memorial Fund Quarterly Health and
Society 1977, 55(3):405-428.
10. Lalonde M: A New Perspective on the Health of Canadians: A Working
Document. Ottawa: Government of Canada; 1974:77.
11. Healthy People: The Surgeon General's Report On Health Promotion
And Disease Prevention. Washington DC. U.S. Department of Health
Education and Welfare; 1979:262.
12. Tricco AC, Runnels V, Sampson M, Bouchard L: Shifts in the use of
population health, health promotion, and public health: a bibliometric
analysis. Canadian Journal of Public Health 2008, 99(6):466-471.
13. Minkler M: Health Education, Health Promotion and the Open Society:
An Historical Perspective. Health Education & Behavior 1989, 16(1):17-30.

Collins and Hayes International Journal for Equity in Health 2010, 9:13
http://www.equityhealthj.com/content/9/1/13

14. O'Donnell M: Definition of health promotion. American Journal of Health
Promotion 1986, 1(1):4-5.
15. WHO: Ottawa Charter for Health Promotion. Ottawa: World Health
Organization, Health and Welfare Canada, Canadian Public Health
Association; 1986:5.
16. Hancock T, Duhl LJ: Promoting Health in the Urban Context.
Copenhagen, Denmark: FADL Publishers; 1988.
17. Hancock T: The evolution, impact and significance of the healthy cities/
healthy communities movement. Journal of Public Health Policy 1993,
14(1):5-18.
18. Flynn BC, Ray DW, Rider MS: Empowering communities: action research
through healthy cities. Health Education Quarterly 1994, 21(3):395-405.
19. Hayes MV, Willms SM: Healthy community indicators: the perils of the
search and the paucity of the find. Health Promotion International 1990,
5(2):161-166.
20. Ashton J, Grey P, Barnard K: Healthy cities: WHO's new public health
initiative. Health Promotion 1986, 1:319-324.
21. Goldstein G: Healthy cities: overview of a WHO international program.
Rev Environ Health 2000, 15(1-2):207-214.
22. Sabouraud A: A better prospect for city life. World Health Forum 1992,
13:232-236.
23. Duhl LJ: An ecohistory of health: the role of 'healthy cities'. American
Journal of Health Promotion 1996, 10(4):258-261.
24. Kenzer M: Healthy Cities: a guide to the literature. Public Health Reports
2000, 115(2-3):279-289.
25. Duhl LJ, Sanchez AK: Healthy cities and the city planning process.
Copenhagen, DK: World Health Organization; 1999:43.
26. DHHS: Healthy People 2010: Understanding and Improving Health.
Washington, DC: U.S. Department of Health and Human Services; 2000:76.
27. Marmot MG, Rose G, Shipley M, Hamilton PJ: Employment grade and
coronary heart disease in British civil servants. Journal of Epidemiology &
Community Health 1978, 32:244-249.
28. Black D, Morris J, Smith C, Townsend P: Inequalities in Health: report for a
Research Working Group. London: Department of Health and Social
Security; 1980.
29. Krieger N: A glossary for social epidemiology. Journal of Epidemiology &
Community Health 2001, 55(10):693-700.
30. Kindig D, Stoddart G: What is population health? American Journal of
Public Health 2003, 93(3):380-383.
31. Hawe P, Potvin L: What Is Population Health Intervention Research?
Canadian Journal of Public Health 2009, 100(1):I8-I14.
32. FPT-ACPH: Toward a Healthy Future: Second Report on the Health of
Canadians. Ottawa, ON: Federal Provincial and Territorial Advisory
Committee on Population Health, Health Canada; 1999.
33. Zollner H, Lessof S: Population Health - Putting Concepts into Action.
Regional Office for Europe: World Health Organization; 1998.
34. Evans RG, Barer ML, Marmor TR: Why are Some People Healthy and
Others Not? The Determinants of Health of Populations. New York:
Aldine de Gruyter; 1994.
35. Evans R: Interpreting and Addressing Inequalities in Health: From Black
to Acheson to Blair to...? London: Office of Health Economics; 2002.
36. Coburn D, Poland B: The CIAR vision of the determinants of health: a
critique. Canadian Journal of Public Health 1996, 87(5):308-310.
37. Poland B, Coburn D, Robertson A, Eakin J: Wealth, equity and health care:
a critique of a "population health" perspective on the determinants of
health. Social Science and Medicine 1998, 46(7):785-798.
38. McMichael AJ, Butler CD: Emerging health issues: the widening
challenge for population health promotion. Health Promotion
International 2006, 21(Supplement 1):15-24.
39. Hancock T: Act Locally: Community-based population health
promotion. Ottawa: Senate Sub-Committee on Population Health,
Government of Canada; 2009.
40. Population Health Promotion: An Integrated Model of Population
Health and Health Promotion [http://www.phac-aspc.gc.ca/ph-sp/
determinants/index-eng.php]
41. Hayes MV: Population health promotion: Responsible sharing of future
directions. Canadian Journal of Public Health 1999, 90(Supplement
1):S15-17.
42. Vlahov D, Galea S: Urban health: a new discipline. The Lancet 2003,
362(9390):1091-1092.
43. Galea S, Vlahov D: Urban health: Evidence, challenges, and directions.
Annual Review of Public Health 2005, 26(1):341-365.

Page 18 of 20

44. Guyer B, Gibbons M: Urban health: Discipline or field--Does it matter?
Journal of Urban Health 2004, 81(2):165-167.
45. Galea S, Vlahov D, (eds): Handbook of urban health: populations,
methods, and practice. New York: Springer; 2005.
46. Shrestha LB: CRS Report for Congress: Life Expectancy in the United
States. Washington, DC: Library of Congress 2006:33.
47. Wilkins R, Tjepkema M, Mustard C, Choinière R: The Canadian census
mortality follow-up study, 1991 through 2001. Health Reports 2008,
19(3):25-43.
48. Population Reference Bureau: Human Population: Urbanization,
Washington, DC Population Reference Bureau 2009 [http://
www.prb.org/Educators/TeachersGuides/HumanPopulation/
Urbanization.aspx]. Accessed: October 16, 2009
49. Statistics Canada: Population, Ottawa Statistics Canada 2007 [http://
www.statcan.gc.ca/daily-quotidien/070313/dq070313a-eng.htm].
Accessed: March 4, 2009
50. Harvey D: Social Justice and the City. Baltimore, MD: Johns Hopkins
University Press; 1973.
51. CPHI: Improving the Health of Canadians: An Introduction to Health in
Urban Places. Ottawa, ON: Canadian Population Health Initiative,
Canadian Institute for Health Information; 2006:143.
52. Diez-Roux AV, Nieto FJ, Muntaner C, Tyroler HA, Comstock GW, Shahar E,
Cooper LS, Watson RL, Szklo M: Neighborhood Environments and
Coronary Heart Disease: A Multilevel Analysis. American Journal of
Epidemiology 1997, 146(1):48-63.
53. Kaplan G: Socioeconomic considerations in the health of urban areas.
Journal of Urban Health 1998, 75(2):228-235.
54. Frumkin H: Urban sprawl and public health. Public Health Reports 2002,
117(3):201-217.
55. Frank LD, Andresen MA, Schmid TL: Obesity relationships with
community design, physical activity, and time spent in cars. American
Journal of Preventive Medicine 2004, 27(2):87-96.
56. Yang Q, Chen Y, Krewski D, Shi Y, Burnett RT, McGrail KM: Association
between particulate air pollution and first hospital admission for
childhood respiratory illness in Vancouver, Canada. Archives of
Environmental Health 2004, 59(1):14-21.
57. Saelens BE, Sallis JF, Frank LD: Environmental correlates of walking and
cycling: findings from the transportation, urban design, and planning
literatures. Annals of Behavioral Medicine 2003, 25(2):80-91.
58. Galea S, Ahern J, Rudenstine S, Wallace Z, Vlahov D: Urban built
environment and depression: a multilevel analysis. Journal of
Epidemiology & Community Health 2005, 59(10):822-827.
59. Lopez RP, Hynes HP: Obesity, physical activity, and the urban
environment: public health research needs. Environmental Health 2006,
5(25):1-10.
60. Chen B, Kan H: Air pollution and population health: a global challenge.
Environmental Health and Preventive Medicine 2008, 13(2):94-101.
61. Misra A, Khurana L: Obesity and the Metabolic Syndrome in Developing
Countries. J Clin Endocrinol Metab 2008, 93(11_Supplement_1):s9-30.
62. McCarthy M: Urban development and health inequalities. Scandinavian
Journal of Public Health 2002, 30(Supplement 59):59-62.
63. Wilkinson RG: The need for an interdisciplinary perspective on the
social determinants of health. Health Economics 2000, 9(7):581-583.
64. Mayors in Europe [http://www.citymayors.com/government/
europe_mayors.html]
65. Mayors from Asia and Australia [http://www.citymayors.com/
government/mayors-asia.html]
66. Mayors from The Americas [http://www.citymayors.com/government/
mayors-americas.html]
67. Sancton A: The governance of metropolitan areas in Canada. Public
Administration and Development 2005, 25(4):317-327.
68. Sancton A: The Municipal Role in the Governance of Canadian Cities. In
Canadian cities in transition: the twenty-first century Edited by: Bunting T,
Filion P. Don Mills: Oxford University Press; 2000:425-442.
69. Harvey D: Spaces of Capital: Towards a Critical Geography. New York:
Routledge; 2001.
70. Stone CN: Regime politics: governing Atlanta, 1946-1988. Lawrence,
Kansas: University Press of Kansas; 1989.
71. Stoker G: Urban Political Science and the Challenge of Urban
Governance. In Debating Governance: Authority, Steering, and Democracy
Edited by: Pierre J. New York: Oxford University Press; 2000:91-109.

Collins and Hayes International Journal for Equity in Health 2010, 9:13
http://www.equityhealthj.com/content/9/1/13

72. Glouberman S, Gemar M, Campsie P, Miller G, Armstrong J, Newman C,
Siotis A, Groff P: A framework for improving health in cities: a discussion
paper. Journal of Urban Health 2006, 83(2):325-338.
73. Szreter S: The population health approach in historical perspective.
American Journal of Public Health 2003, 93(3):421-431.
74. Northridge ME, Sclar ED, Biswas P: Sorting out the connections between
the built environment and health: a conceptual framework for
navigating pathways and planning healthy cities. Journal of Urban
Health 2003, 80(4):556-568.
75. Boarnet MG, Takahashi LM: Bridging the gap between urban health and
urban planning. In Handbook of Urban Health: Populations, Methods, and
Practice Edited by: Galea S, Vlahov D. New York: Springer; 2005:379-402.
76. Scriven A, Speller V: Global issues and challenges beyond Ottawa: the
way forward. Promotion & Education 2007, 14(4):194-198.
77. Koller T, Morgan A, Guerreiro A, Currie C, Ziglio E, group IHs: Addressing
the socioeconomic determinants of adolescent health: experiences
from the WHO/HBSC Forum 2007. International Journal of Public Health
2009, 54(Supplement 2):278-284.
78. Collins PA, Hayes MV: Twenty years since Ottawa and Epp: researchers'
reflections on challenges, gains and future prospects for reducing
health inequities in Canada. Health Promotion International 2007,
22(4):337-345.
79. Hayes MV, Dunn JR: Population health in Canada: A systematic review.
Ottawa, ON: Canadian Policy Research Networks; 1998.
80. Collins PA, Abelson J, Eyles JD: Knowledge into action?: Understanding
ideological barriers to addressing health inequalities at the local level.
Health Policy 2007, 80(1):158-171.
81. Lavis J: Ideas At The Margin Or Marginalized Ideas? Nonmedical
Determinants Of Health In Canada. Health Aff 2002, 21(2):107-112.
82. Lavis J, Ross S, Stoddart G, Hohenadel J, McLeod C, Evans R: Do Canadian
civil servants care about the health of populations? American Journal of
Public Health 2003, 93(4):658-663.
83. WHO: Action on the social determinants of health: Learning from
previous experiences. Geneva: World Health Organization; 2005:50.
84. Jones E: Toward Healthy Cities: Developing the Relationship Between
Municipalities and Regional Health Authorities. Calgary, AB: Canada
West Foundation; 2002:22.
85. Barton H, Mitcham C, Tsourou C, (eds): Healthy urban planning in
practice: experience of European cities. Copenhagen, Denmark: World
Health Organization; 2003.
86. Greenhalgh T: Meta-narrative mapping: a new approach to the
systematic review of complex evidence. In Narrative Research in Health
and Illness Edited by: Hurwitz B, Greenhalgh T, Skultans V. Malden, Mass:
BMJ Books; 2004:349-381.
87. Muller JH: Narrative Approaches to Qualitative Research in Primary
Care. In Doing Qualitative Research Edited by: Crabtree BF, Miller WL.
Thousand Oaks, CA: Sage Publications; 1999:221-238.
88. Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O, Peacock R:
Storylines of research in diffusion of innovation: a meta-narrative
approach to systematic review. Social Science & Medicine 2005,
61(2):417-430.
89. Mays N, Pope C, Popay J: Systematically reviewing qualitative and
quantitative evidence to inform management and policy-making in
the health field. Journal of Health Services Research and Policy 2005,
10(Supplement 1):6-20.
90. HWC: Achieving Health for All: A Framework for Health Promotion.
Ottawa, ON: Health and Welfare Canada; 1986.
91. Crabtree BF, Miller WL: Using Codes and Code Manuals. In Doing
Qualitative Research 2nd edition. Edited by: Crabtree BF, Miller WL.
Thousand Oaks, CA: Sage Publications; 1999:163-177.
92. The Population Health Template: Key Elements and Actions that Define
a Population Health Approach [http://www.phac-aspc.gc.ca/ph-sp/
phdd/determinants/index.html]
93. Simon PA, Wold CM, Cousineau MR, Fielding JE: Meeting the data needs
of a local health department: the Los Angeles County Health Survey.
American Journal of Public Health 2001, 91(12):1950-1952.
94. Fone D, Jones A, Watkins J, Lester N, Cole J, Thomas G, Webber M, Coyle E:
Using local authority data for action on health inequalities: the
Caerphilly Health and Social Needs Study. British Journal of General
Practice 2002, 52(483):799-804.
95. Mittelmark MB: Promoting social responsibility for health: health
impact assessment and healthy public policy at the community level.
Health Promotion International 2001, 16(3):269-274.

Page 19 of 20

96. Stachenko S: The Canadian Heart Health Initiative: dissemination
perspectives. Canadian Journal of Public Health 1996, 87(Supplement
2):S57-59.
97. Renaud L, O'Loughlin J, Dery V: The St-Louis du Parc Heart Health
Project: a critical analysis of the reverse effects on smoking. Tobacco
Control 2003, 12(3):302-309.
98. Yajima S, Takano T, Nakamura K, Watanabe M: Effectiveness of a
community leaders' programme to promote healthy lifestyles in Tokyo,
Japan. Health Promotion International 2001, 16(3):235-243.
99. Watt RG: Strategies and approaches in oral disease prevention and
health promotion. Bulletin of the World Health Organization 2005,
83(9):711-718.
100. Kennedy LA: Community involvement at what cost?--local appraisal of
a pan-European nutrition promotion programme in low-income
neighbourhoods. Health Promotion International 2001, 16(1):35-45.
101. Nutbeam D: Achieving population health goals: perspectives on
measurement and implementation from Australia. Canadian Journal of
Public Health 1999, 90(Supplement 1):S43-46.
102. Wistow G: Modernisation, the NHS Plan and healthy communities.
Journal of Managed Medicine 2001, 15(4-5):334-351.
103. Labonte R: A holosphere of healthy and sustainable communities.
Australian Jounal of Public Health 1993, 17(1):4-12.
104. Dressendorfer RH, Raine K, Dyck RJ, Plotnikoff RC, Collins-Nakai RL,
McLaughlin WK, Ness K: A conceptual model of community capacity
development for health promotion in the Alberta Heart Health Project.
Health Promotion & Practice 2005, 6(1):31-36.
105. Donchin M, Shemesh AA, Horowitz P, Daoud N: Implementation of the
Healthy Cities' principles and strategies: an evaluation of the Israel
Healthy Cities network. Health Promotion International 2006,
21(4):266-273.
106. Guldbrandsson K, Bremberg S, Back H: What makes things happen? An
analysis of the development of nine health-promoting measures
aimed at children and adolescents in three Swedish municipalities.
Social Science & Medicine 2005, 61(11):2331-2344.
107. Weinehall L, Hellsten G, Boman K, Hallmans G: Prevention of
cardiovascular disease in Sweden: the Norsjo community intervention
programme--motives, methods and intervention components.
Scandinavian Journal of Public Health 2001, 56:13-20.
108. Gardner C, Arya N, McAllister ML: Can a health unit take action on the
determinants of health? Canadian Journal of Public Health 2005,
96(5):374-379.
109. McCall DS, Rootman I, Bayley D: International School Health Network: an
informal network for advocacy and knowledge exchange. Promotion &
Education 2005, 12(3-4):173-177.
110. Welch D, Kneipp S: Low-income housing policy and socioeconomic
inequalities in women's health: the importance of nursing inquiry and
intervention. Policy Polit Nurs Pract 2005, 6(4):335-342.
111. Kozyrskyj AL, Fergusson P, Bodnarchuk J, Brownell M, Burchill C, Mayer T:
Community resources and determinants of the future health of
Manitobans. Canadian Journal of Public Health 2002, 93(Supplement
2):S70-76.
112. Andrade LO, Bareta IC, Gomes CF, Canuto OM: Public health policies as
guides for local public policies: the experience of Sobral-Ceara, Brazil.
Promotion & Education 2005, 2005(Supplement 3):28-31.
113. DHHS: Healthy people in healthy communities: A community planning
guide using Healthy People 2010. Washington, D.C.: U.S. Department of
Health and Human Services; 2001:44.
114. Tsouros AD: Why urban health cannot be ignored: the way forward. Rev
Environ Health 2000, 15(1-2):267-271.
115. Hancock T: Healthy Cities: the Canadian project. Health Promotion 1987,
26(1):2-4.
116. FPT-ACPH: First Report on the Health of Canadians. Federal, Provincial
and Territorial Advisory Committee on Population Health, Health Canada;
1996:67.
117. Wilkinson R: Unhealthy Societies: The Afflictions of Inequality. London:
Routledge; 1996.
118. Freudenberg N: Time for a national agenda to improve the health of
urban populations. American Journal of Public Health 2000,
90(6):837-840.
119. Frankish J, Veenstra G, Moulton G: Population Health in Canada: Issues
and Challenges for Policy, Practice and Research. Canadian Journal of
Public Health 1999, 90(Supplement 1):S71-72.

Collins and Hayes International Journal for Equity in Health 2010, 9:13
http://www.equityhealthj.com/content/9/1/13

120. Dunn JR, Hayes MV: Toward a lexicon of population health. Canadian
Journal of Public Health 1999, 90(Supplement 1):7-10.
121. Flynn BC: Healthy cities: Toward worldwide health promotion. Annual
Review of Public Health 1996, 17:.
122. Plumer KD, Trojan A: Healthy Cities - Requirements and Performance.
Gesundheitswesen 2004, 66:202-207.
123. Fulop N, Elston J: Lessons for health strategies in Europe - The
evaluation of a national health strategy in England. European Journal of
Public Health 2000, 10(1):11-17.
124. McMichael AJ: The urban environment and health in a world of
increasing globalization: issues for developing countries. Bull World
Health Organ 2000, 78(9):1117-1126.
125. Gracey M: Child health in an urbanizing world. Acta Paediatr 2002,
91(1):1-8.
126. Utzinger J, Keiser J: Urbanization and tropical health--then and now.
Ann Trop Med Parasitol 2006, 100(5-6):517-533.
127. Kaplan GA: What's wrong with Social Epidemiology, and how can we
make it better? Epidemiologic Reviews 2004, 26(1):124-135.
128. Coburn D, Denny K, Mykhalovskiy E, McDonough P, Robertson A, Love R:
Population health in Canada: A brief critique. American Journal of Public
Health 2003, 93(3):392-396.
129. Young TK: Population Health: Concepts and Methods. 2nd edition. New
York: Oxford University Press; 2005.
130. Elliott SJ, Taylor SM, Wilson K, Robinson K, Riley B, Walker R: Restructuring
public health in Ontario: Implications for heart health promotion.
Canadian Journal of Public Health 2000, 91(2):94-97.
131. Stevens GA, Dias RH, Ezzati M: The effects of 3 environmental risks on
mortality disparities across Mexican communities. Proc Natl Acad Sci
2008, 105(44):16860-16865.
132. Fischer GB: Asthma in urban setting: a southern American perspective.
Paediatr Respir Rev 2006, 7(Supplement 1):S117-118.
133. Hurtado-Jiménez R, Gardea-Torresdey JL: Arsenic in drinking water in the
Los Altos de Jalisco region of Mexico. Rev Panam Salud Publica 2006,
20(4):236-247.
134. Ford ES, Mokdad AH: Epidemiology of obesity in the Western
Hemisphere. J Clin Endocrinol Metab 2008, 93(11 Supplement 1):S1-8.
135. Rice M, Franceschini MC: Lessons learned from the application of a
participatory evaluation methodology to healthy municipalities, cities
and communities initiatives in selected countries of the Americas.
Promotion & Education 2007, 14(2):68-73.
136. Ault SK: Intersectoral approaches to neglected diseases. Annals of the
New York Academy of Sciences 2008, 1136:64-69.
137. Wallerstein N: Empowerment to reduce health disparities. Scandinavian
Journal of Public Health 2002, 30(Supplement 59):72-77.
138. Mendes R, Falvo F: Motuca healthy municipality project: building
together a better future. Promotion & Education 2007, 14(2):81-82.
139. Becker D, Edmundo KB, Guimarães W, Vasconcelos MS, Bonatto D, Nunes
NR, Baptista AP: Network of healthy communities of Rio de Janeiro-Brazil. Promotion & Education 2007, 14(2):101-102.
140. Yassi A, Fernandez N, Fernandez A, Bonet M, Tate RB, Spiegel J:
Community participation in a multisectoral intervention to address
health determinants in an inner-city community in central Havana.
Journal of Urban Health 2003, 80(1):61-80.
141. Harkins T, Drasbek C, Arroyo J, M M: The health benefits of social
mobilization: experiences with community-based Integrated
Management of Childhood Illness in Chao, Peru and San Luis,
Honduras. Promotion & Education 2008, 15(2):15-20.
142. Lavis J, Robertson D, Woodside J, McLeod C, Abelson J: How Can
Research Organizations More Effectively Transfer Research Knowledge
to Decision Makers? The Milbank Quarterly 2003, 81(2):221-248.
143. Baker EA, Metzler MM, Galea S: Addressing Social Determinants of
Health Inequities: Learning From Doing. Am J Public Health 2005,
95(4):553-555.
144. Collins PA: Exploring the Roles of Urban Municipal Governments in
Addressing Population Health Inequities: Prescriptions, Capacities and
Intentions. Burnaby, BC: Simon Fraser University; 2009.
145. CSDH: Closing the gap in a generation: Health equity through action
on the social determinants of health. Geneva: Commission on the
Social Determinants of Health, World Health Organization; 2008.

Page 20 of 20

doi: 10.1186/1475-9276-9-13
Cite this article as: Collins and Hayes, The role of urban municipal governments in reducing health inequities: A meta-narrative mapping analysis International Journal for Equity in Health 2010, 9:13

