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H ealth starts where we are born, grow, play, work and age, 
as established in a robust scientific literature summarized 
by the World Health Organization (WHO) Commission on 

the Social Determinants of Health.1 The social determinants are 
the distribution of wealth, income, education, employment and 
housing; food systems; human impact on the environment; power 
dynamics related to gender, class, race, sexuality, and so on; and 
the government policies that shape these other determinants. 
Accordingly, the WHO commission recommends “Health in All 
 Policies,” because health promotion is the domain of social, eco-
nomic and environmental ministries, whereas medical ministries 
treat illness more than they prevent it.

In linked research, Dutton and colleagues quantify the degree to 
which social spending has a stronger positive influence on popula-
tion health in Canada than does spending within health ministries.2 
In Canada, per capita medical spending increased 10 times faster 
since 1981 than social spending did. Dutton and colleagues find 
that this trend is associated with lost opportunities to improve life 
expectancy and prevent avoidable mortality by comparison with a 
more even distribution between medical and social investments. 
These results add to evidence that should impel governments to 
seek better balance between medical and social expenditures.

Presently, such a budgetary rebalancing act is more complicated 
for governments that have aging populations because people need 
more medical care as they age or become frail. In Canada, the pro-
portion of citizens aged 65 years and older increased from 8.4% of 
the population in 1976 to 16.5% today.3,4 This shift contributes to 
higher medical expenditures, as Canadian governments spend 
more than $13 000 per person aged 65 and older compared with 
less than $2500 per person younger than 45 years.3 However, in an 
analysis about the effects of aging population on health care costs, 
Barer and colleagues showed in 1995 that population aging alone 
accounts for little of the increased use of health care by older peo-
ple in Canada or other countries.5 Usage is driven more by the fact 
that the health system is doing more to and for older people than in 
the past, “suggesting that the appropriate care of elderly people 
should be a central issue for health care policy and management.”

The age distribution of government spending and revenue col-
lection demands more attention when we consider health in all 
policies. Since 1976, governments have increased annual spending 
on medical care, old age security and the Canada Pension Plan by 

$89.4 billion in 2016 (when measured as percent of gross domestic 
product), while increasing revenue by about half that amount. This 
spending–revenue gap coincided with an $18 billion reduction in 
cumulative government spending on education, child care, parental 
leave and cash supports to families with children, along with sub-
stantial increases to government debt (budget numbers updated 
from 2011 figures provided by Smith and colleagues).6 These trends 
raise normative questions about whether Canadian governments 
are finding the right balance between investing in health promotion 
for the aging population and for younger cohorts. Dutton and col-
leagues invite such questions when they report no significant asso-
ciation between the social to health spending ratio in Canada and 
infant mortality, but do find significant associations between that 
ratio and life expectancy, as well as potentially avoidable mortality.2

Although the linked research focuses on spending, a commit-
ment to health in all policies also invites review of government 
decisions that shape major costs of living. For instance, slowing 
the escalation of home prices is necessary to stabilize the social 
determinants of health. In 1976, average home prices cost four 
times the median earnings for a typical young Canadian, but now 
cost 10 times. Stabilization does not require additional public 
spending so much as adaptations to outdated policies that limit 
supply by restricting density in urban centres and augment 
demand by sheltering real estate wealth from taxation.7 The 
potential revenue from zoning and tax changes could support 
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KEY POINTS
• Health promotion is the domain of social, economic and 

environmental ministries, whereas ministries of health treat 
illness more than they prevent it.

• Increased medical spending is not unambiguously good for 
population health when social spending does not keep pace.

• Healthy social spending and revenue collection should prioritize 
fair levels of investment for young and old alike without unduly 
diverting resources from one generation to another.

• A commitment to health in all policies invites analysis of public 
decisions that shape major costs of living, and encourages 
governments to collect revenue by taxing more what 
undermines the social determinants of health while taxing less 
what promotes them.
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government efforts to rebalance the social to medical spending 
ratio even as the population ages, giving reason to link the new 
National Housing Strategy to the Health Accord.

Such insights show that tax collection strategies are integral 
to the health-in-all-policies concept, which recommends more 
taxation of what harms health (such as home prices outpacing 
earnings) and possibly less taxation of what promotes it (higher 
median earnings, for example). The Lancet Commission on 
Health and Climate Change applies this logic. Because climate 
change could be the greatest risk to human health, the Lancet 
Commission prescribes carbon taxation, to discourage reliance 
on fossil fuels and to pay to mitigate environmental damage.8

Beyond changes for governments, a commitment to health in all 
policies invites doctors to explore their role in shaping the social to 
medical spending ratio. The authors of the linked paper note that 
there are trade-offs between physician fee schedules and other 
social spending. This insight is important domestically, as Canadian 
doctors are well paid by international standards.9 Physicians 
should appreciate that containment of future increases in compen-
sation or closure of tax advantages for doctors will promote popu-
lation health by preserving funds for government agencies that 
focus on income, child care, housing, transit, the environment, and 
so on. Why? Because those agencies promote health more than 
medical ministries.
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