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Summary

What do we know about health inequity
•	 Health inequities are systematic and unfair differences in health status between groups that 

occupy different positions on the social hierarchy, where the more socially disadvantaged 
groups experience poorer health.

•	 Health inequities affect people at every level of the social strata.

•	 Due to their roots in economic and social structures, the task of addressing health inequities 
requires full participation of public health and the health-care systems, as well as non-health 
sectors of government, the private and non-profit sectors and citizen stakeholders.

What are the key findings of this report
•	 Results suggest a trend toward a decrease in food insecurity with every increase in the income 

hierarchy.

•	 Inequities in smoking, healthy eating and active living exist between low- and high-income 
households, low-income households being more likely to report daily smoking and less likely 
to report healthy eating or being physically active.  Inequities in healthy eating also exist 
between individuals with different levels of educational attainment, the least educated being 
less likely to report healthy eating.

•	 Government-funded home-care services offered in New Brunswick are accessed primarily 
by low-income families.  However, data from the Canadian Community Health Survey show 
that low-income Canadians are more likely to report they felt they did not receive health care 
needed in the past year.

•	 New Brunswick’s lowest income households are more likely to report being afflicted with 
cancer, heart disease, chronic obstructive lung disease or diabetes, and having high blood 
pressure or classified being obese.  Self-reported cancer and diabetes also differ by level 
of education.  Those without a high school diploma experience higher rates of cancer and 
diabetes than those with post-secondary graduation.

•	 New Brunswickers with low-income and education levels perceive their overall health and 
mental health as poorer compared to the most affluent households and the more educated.

•	 Inequities in access to the social determinants of health appear between the northern and the 
southern parts of the province, residents in the north having more limited access than those 
living in the south.



Health Inequities in New Brunswick

2 

What can be done to reduce health inequities in New Brunswick
•	 The public health system can direct its efforts upstream to address the fundamental social and 

economic structures that cause health inequities.  Public Health can promote health equity by:

»» assessing and reporting on the existence (and impact) of health inequities and on 
effective strategies to reduce these inequities;

»» modifying and orienting interventions and services to reduce inequities;

»» leading, supporting and participating with other organizations in policy analysis and 
development, and in advocacy for improved health determinants and reduced health 
inequities; 

»» partnering with other government and community organizations to improve health 
outcomes for populations that experience marginalization; and

»» applying an equity lens to the development of healthy public policies and to health 
impact assessments.

•	 Health-care providers can promote health equity by screening patients for poverty and by 
helping to improve their patients’ access to health and social services.

•	 Stakeholders outside of health-care, be they in other government departments, the private or 
voluntary sectors, can collaborate with the health sector to create the conditions for reducing 
health inequities through policy, programs as well as information and resource sharing.
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Introduction

Canada is often viewed as having one of the best universal health care systems in the world [1] 
and being a world leader in population health. [2]  So why is it that the health of many Canadians 
continues to be far from ideal?

Each year, an estimated 20 per cent of the $200 billion Canada spends on health care can be attributed 
to socio-economic disparities. [3]  It is normal to observe inequalities or disparities in health across 
the nation due to naturally occurring variation in genetics and constitution between individuals.  
However, not all health inequalities arise from 
these variations.  Some are due to differences 
in access to resources and opportunities 
for health between social groups. [4]  These 
systematic and unfair differences in health 
status between groups that occupy different 
positions on the social hierarchy, where the 
more socially disadvantaged group experiences 
poorer health, are known as health inequities.  
Disadvantaged groups and communities may be 
distinguished by their race/ethnicity, skin colour, 
religion, language or nationality; their income, 
education or occupation (i.e., socio-economic 
status); their gender, sexual orientation or 
gender identity; their age, geography, disability 
status, mental health, illness, political or other 
affiliation; or other characteristic associated with 
discrimination, marginalization or exclusion 
from economic and social opportunities. [5-11] The strongest predictors of health inequities in Canada 
are socio-economic status, gender, Aboriginal status and geographic location. [12]  Reducing health 
inequities in this province would help New Brunswickers attain their full health potential regardless of 
social positions or other socially determined circumstances.

Health inequities and the social determinants of health
Many of the important forces that contribute to these inequities extend far beyond our health-care 
system.  Socially disadvantaged groups bear the burden of health inequities because of the unfair 
distribution of the social determinants of health. [15]  These determinants of health are the social 
conditions in which people are born, grow up, live, learn, work, play and age, and the systems put in 
place to deal with illness, shaped by political, social and economic forces. [14,16]  The consequences 
of an unfair distribution of the social determinants of health are avoidable death, disease, disability, 
distress and discomfort. [12]  Social determinants of health include income and social status; 
employment and working conditions; education and literacy; social and physical environments; 
culture, ethnicity and values; social support and connectedness; gender; personal health practices and 
coping skills; risk behaviours; early childhood development; and access to health care. [17,18]

 
Health inequity: Systematic and unfair differences 
in health status between groups that occupy different 
positions on the social hierarchy, where the more socially 
disadvantaged groups experience poorer health. [13]

Health inequality: Measureable differences in health 
between individuals, groups or communities. It is sometimes 
used interchangeably with the term “health disparities”. [14]

Social determinants of health: The interrelated social, 
political and economic factors that create the conditions in 
which people live, learn, work and play. [14]
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Health inequities affect everyone
Health inequities are important cost drivers 
of our health-care system and a barrier to 
full participation in the economy. [12]  Today, 
the highest attainable standard of health is 
considered to be that enjoyed by the most 
socially advantaged groups. [6]  There is also a 
social gradient where a linear decrease in health 
can be seen with decreasing social position. 
[4,12]  As a province, we need to strive to achieve 
the highest possible standard of health for 
all by reducing, with the goal of eliminating, 
differences in health between groups with 
different underlying levels of social advantage.

Many health-care providers in Canada see 
patients every day with illnesses and injuries 
that could have been prevented.  The result is 
avoidable health care and social costs, human 
suffering and lost productivity.  Addressing 
the social determinants of health could reduce 
these unwarranted demands on our health-care, 
social and economic systems; pave the way to 
shorter waitlists for medical and surgical care, 
increased productivity, community involvement 
and economic growth; and improve health and 
wellness for all as more people flourish and reach 
their potential.  Better yet, the population overall 
would be in better health, and the gap between 
the experiences of those with the best and 
poorest health would be smaller.

In the end, everyone – not just the more socially 
disadvantaged groups – benefits from reduced 
health inequities.  This is because health inequity 
affects the cost and availability of health care 
for everyone; it affects crime and everyone’s 
sense of community safety; it affects whether 
communities thrive socially and economically; 
it affects tourism and our ability to attract 
economic investments; and it leaves less money 
available for new social programs and services, 
other social development initiatives and public 
priorities. [19]  Basically, our individual and 
collective health and well-being are on the line.

 
Joseph had a good job in the construction business since 
leaving school part way through Grade 12.  Although 
he lived alone, he liked his job and was proud of his 
accomplishments, including owning a truck and his own 
house.  One day at work, a steel beam fell and landed 
on his leg, fracturing it badly.  The company kept him on, 
but Joseph was no longer enjoying his job because of his 
impairments and chronic pain.  When the company went 
out of business one year later, he lost his job and could not 
find work because of his age, disability and lack of training.  
Almost 42 years old, he started taking more and more pain 
killers and was drinking on most days as he felt lonely and 
depressed.  Soon the bills piled up and he had to sell his 
truck.  Eventually the bank took over his house.  Joseph did 
not want to see his family or friends until he was back on 
his feet.  Life on the street was hard on him, and the pain 
got worse.  He had smoked most of his life and now had 
to steal or beg for cigarettes.  Many times he looked for 
discarded butts to satisfy his cravings. His health declined 
due to his poor housing situation, poor nutrition and 
chronic smoking.  Eventually, chronic smoking led him to be 
hospitalized with pneumonia.  Lying in a hospital bed, he 
wondered how he had ended up where he was and where 
he would go when discharged from the hospital.

But it did not have to be this way.  What if conditions and 
supports had been different at many points along the way?  
What if Joseph had finished school and then went on to 
college to get better training in a trade?  Perhaps better 
understanding of and compliance with workplace safety 
practices could have prevented his injury.  After his injury, 
what if he would have had access to retraining and entered 
another line of work?  What if there had been supports 
so he could have kept his house and truck until he found 
a way to straighten his finances?  What if he had never 
smoked?
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Purpose of this report
Traditional health indicators measure health determinants or health status in the population, such 
as housing status, employment levels or diabetes prevalence.  However, improvements in health 
determinants or health status at the population level may mask widening inequities if, for example, 
the indicator average is improving only through changes to wealthier members of society.  Indicators 
of health inequity, on the other hand, are used to show the unequal distribution of a health 
determinant or health status in the population.  Purposeful reporting of indicators of health inequity 
has been identified as a promising practice to reduce social inequities in health.  Intentional and public 
presentation of evidence of health inequities can be a starting point for addressing health inequities 
by bringing the topic to the forefront. [20,21]  This report is meant to stimulate individual and 
collective interest and facilitate conversations to address this important issue which affects all New 
Brunswickers one way or another.

The report illustrates some of the differences in health experiences of New Brunswickers based on 
household income quintile, showing a clear link between wealth and health; based on where people 
live, knowing that different parts of the province have different levels of social advantage; based 
on education, knowing that opportunities for health increases with education; and based on sex, 
knowing that women and men have different patterns of illness, risk factors, risk behaviours and 
health experiences.
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Methods

The 2011-2012 Canadian Community Health Survey (CCHS) was chosen as the main data source as it 
collected a variety of information related to health outcomes, risk factors and social determinants of 
health for the New Brunswick population.  The survey was conducted by Statistics Canada through a 
well-designed and controlled survey process. [22]  It included a large sample of New Brunswickers and 
was designed to provide reliable estimates at the health region level.  For administrative purposes, the 
province is divided geographically into seven health regions (see Figure 23, p. 24).

Across Canada, CCHS data are collected from individuals aged 12 years and older living in the 10 
provinces and three territories, excluding those living on a military base, reserves and other Aboriginal 
settlements in the provinces, persons living in the Quebec health regions of Région du Nunavik and 
Région des Terres-Cries-de-la-Baie-James, the institutionalized population and full-time members 
of the Canadian Armed Forces.  Altogether, these exclusions represent less than three per cent 
of the target population. [22]  In the 2011-2012 CCHS, the New Brunswick sample size was 4,631, 
representative of its population of 643,802 aged 12 and over at the time of the survey.

The CCHS data share limitations with similar self-reported surveys.  For example, respondents may 
have answered questions inaccurately or chose to respond in a socially acceptable way.  Statistics 
Canada has been doing data validation on the CCHS by comparing the data with other external data 
sources. [23]

Data from the 2011-2012 CCHS were used to calculate prevalence rates of self-reported health, 
mental health, selected chronic diseases and social determinants of health based on household 
income quintile, education, sex or health region.  Household income was a self-reported measure, 
and household income quintiles were established based on adjusted household income ratios to the 
low-income cut-off corresponding to the number of persons in the household and the size of the 
community, obtained by dividing the original ratios by the highest ratio for all survey respondents.  
The low-income cut-off was defined as the threshold at which a family would typically spend a larger 
portion of its income than the average family on the necessities of food, shelter and clothing.  The 
population was divided into five income groups (or income quintiles), with about 20 per cent of the 
population in each group.  In ascending order, quintile 1 (Q1) represents the least affluent households 
and quintile 5 (Q5) the most affluent.
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Health inequities in New Brunswick

Inequities in access to resources and opportunities for health
As previously noted, a complex set of factors and conditions, collectively known as the determinants 
of health, determine an individual’s level of health. [17]  Within the province, it is clear that the 
determinants of health are not evenly distributed in the population.  Based on the 2006 census, 
13.8 per cent of New Brunswickers, including 16.4 per cent of children (<18 years old), were living 
in poverty that year. [24]  That rate climbed to 45.4 per cent among single mothers.  As of May 2015, 
9.6 per cent of the labour force aged 15 and older were unemployed. [25]  Only 50 per cent of New 
Brunswickers aged 16 and older have the literacy skills necessary to function in society. [26] 
Meanwhile, 29 per cent of New Brunswickers have a weak or very weak sense of belonging to 
their community, and 12 per cent feel very unsafe in their community. [26]  New Brunswickers also 
experience inequities in access to resources and opportunities for health, such as food security, health 
behaviours and health care, based on where they live, their income and education attainment.

Food security

Food security exists, “when all people, at all times, have physical and economic access to sufficient, 
safe and nutritious food to meet their dietary needs and food preferences for an active and healthy 
life”. [27]  Households uncertain of having, or unable to acquire, enough food to meet the needs of 
all their members because they had insufficient money at some point during the previous year are 
considered to be food insecure. [28]  Depending on the extent of the experience, households are 
classified as either moderately food insecure or severely food insecure.  According to Health Canada, 
moderately food insecure households have an indication of compromise in quality and/or quantity 
of food consumed, whereas severely food insecure households have an indication of reduced food 
intake and disrupted eating patterns. [28]  Food insecurity disproportionately affects low-income 
New Brunswickers.  In 2011-2012, 11.4 to 25.6 per cent of the lowest income groups (Q1 and Q2) 
experienced moderate to severe food insecurity compared to 1.1 to 5.5 per cent of higher income 
groups (Figure 1).  
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Figure 1.  Food insecurity rates by household income quintile,
                 New Brunswick, 2011-2012
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Also, 11.6 per cent of households with children in the lowest income quintile experienced moderate to 
severe food insecurity compared to 0.0 per cent in the highest income quintile (Figure 2). 
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Figure 2.  Food insecurity rates among households with children,
                 by household income quintile, 2011-2012  

Some New Brunswickers are forced to meet their basic food needs by accessing emergency food 
programs such as food banks, community kitchens and school breakfast programs. [29]  Nearly 20,000 
New Brunswickers use food banks each year, with food bank use reported being on the rise in recent 
years. [30]  However, emergency food programs are downstream approaches to addressing food 
insecurity; research shows that the assistance they provide is insufficient to change a household’s 
food insecurity status. [31]  It is clear that, to eliminate food insecurity, we need to move upstream and 
eliminate poverty. [29]

Health behaviours

Evidence shows inequities in health behaviours 
between low- and high-income households.  
For example, New Brunswickers living in lower 
income households were statistically more likely 
to report being daily smokers, and statistically 
less likely to report consuming fruit and 
vegetables five or more times a day, or being 
moderately active or active than those living in 
higher income households (Figures 3-5).

 
Upstream interventions and strategies focus on 
improving fundamental social and economic structures in 
order to decrease barriers and improve supports that allow 
people to achieve their full health potential. [14]

Downstream interventions and strategies focus on 
providing equitable access to care and services to mitigate 
the negative impacts of disadvantage on health. [14]

Downstream interventions and strategies address the 
immediate health needs of marginalized populations, 
whereas upstream interventions address the causes and the 
causes-of-the-causes of poor health in an effort to promote 
health and prevent disease. [32]
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Figure 3.  Percentage of New Brunswickers who are daily
                 smokers, by household income quintile, 2011-2012  
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Figure 4.  Percentage of New Brunswickers consuming
fruit and vegetables �ve times or more per day,                   

                 by household income quintile, 2011-2012  
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Figure 5.  Percentage of New Brunswickers moderately active
                 or active, by household income quintile, 2011-2012  
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Similarly, inequities in healthy eating existed between individuals with different levels of education 
attainment.  The percentage of New Brunswickers who consumed fruit and vegetables five or more 
times a day was statistically lower among those with no more than a high school diploma compared 
to those with post-secondary graduation (Figure 6).  However, there were no statistically significant 
differences in physical activity and smoking behaviours by level of education (Figures 7 and 8).

Figure 6.  Percentage of New Brunswickers consuming

                 
fruit and vegetables �ve times or more per day,                   

                 by highest level of education, 2011-2012  
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Figure 7.  Percentage of New Brunswickers moderately active
                 or active, by highest level of education, 2011-2012  
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Figure 8.  Percentage of New Brunswickers who are

                 
daily smokers, by highest level of education,                 

                 2011-2012  
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There were also no statistically significant differences in smoking and physical activity behaviours 
between females and males (Table 1).  However, when it came to self-reported healthy eating, a 
significantly higher percentage of females than males (41.4 per cent versus 23.6 per cent) reported 
eating fruit and vegetables five or more times a day.
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Table 1.  Comparison of health behaviours in New Brunswick, by sex, 2011-2012 

Male % 95% CI

Daily smokers 19.1 (16.5-21.7)

Moderately active or active 52.0 (48.7-55.4)

Consumption of fruit and vegetables ≥5 times per day 23.6 (20.8-26.3)

Female % 95% CI

Daily smokers 16.9 (14.5-19.2)

Moderately active or active 49.5 (46.6-52.4)

Consumption of fruit and vegetables ≥5 times per day 41.4 (38.5-44.3)

Behavioural risk factors such as those described above are considered modifiable [33] and largely 
understood to be a matter of choice, thus being within an individual’s control.  However, individual 
choices are influenced by social and economic environments and other factors (the social 
determinants of health). [18]  Although individual lifestyle and behaviours are often the target of 
preventive interventions, if we truly want to reduce health inequities in this province, we need to 
consider and act on the structural drivers of inequity in health behaviours. [34]  For example, nutritious 
food must be both available and affordable if an individual is to consume a healthy diet.  We know that 
about nine per cent of New Brunswick households live in a state of moderate to severe food insecurity 
and that food insecurity disproportionately affects low-income families (see Figure 1).  Therefore, the 
lower rates of fruit and vegetables consumption observed among New Brunswickers from low-income 
households may be less a reflection of individual choice and more the result of an inability to afford 
a more nutritious diet.  Indeed, research shows that the most important barrier to healthy eating in 
food insecure households is income, and that healthy eating is not significantly impacted by nutrition 
knowledge or food skills in these populations. [35]  As a result, interventions focused on improving 
income may be more effective in promoting healthy eating in these groups than interventions directly 
targeting healthy eating behaviour.

Access to health care

Canada’s publicly funded, universal health insurance system, Medicare, ensures all Canadians have 
equitable access to health-care services to prevent, manage and treat diseases and conditions.  
Nonetheless, some community members face barriers to obtaining health-care services due to 
physical inaccessibility, socio-cultural issues or the cost of non-insured health services such as dental 
care. [18]  The timing of medical appointments can also be an issue for some people (e.g., inability to 
be excused from work for a medical appointment or shift work).  Evidence shows that low-income 
families are less healthy and have more medical conditions and symptoms than those with higher 
income. [36-38]  Consequently, low-income families tend to have greater health-care needs than those 
with higher income.  Hence, the manner in which health-related services are delivered plays a key role 
in service-use decisions of low-income families. [39]  Our province offers government-funded home 
care services that are used at a greater rate by low-income families (Figure 9).  However, analysis of 
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the 2000-2001 CCHS data shows that low-income Canadians are more likely than other Canadians 
to report they felt they did not receive health care needed in the past year. [40,41]  Nonetheless, this 
finding may not be related to accessibility but rather to a perceived failure of the system to meet their 
individual needs. If this is the case for New Brunswick, how health-related services are delivered to 
low-income families needs to change and be better tailored to their needs so they receive adequate 
and timely health care.

Figure 9.  Percentage of households that received home care

                 
services funded by government, by household income                   

                 quintile, 2011-2012  
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Other data show New Brunswickers are getting flu shots at an equal rate, regardless of income (Figure 
10).  However, the percentage of females who get the flu shot (66.3 per cent; 95% CI: 63.5-69.1) is 
statistically higher than males (59.2 per cent; 95% CI: 55.8-62.5).

Figure 10.  Percentage of New Brunswickers who (ever) had a 
�u shot, by household income quintile, 2011-2012  

Q1 Q2 Q3 Q4 Q5 NB average
0%

20%

40%

60%

80%

 Pe
rc

en
ta

ge
 w

ho
 (e

ve
r) 

ha
d 

a �
u 

sh
ot

Income quintile



Health Inequities in New Brunswick

14 

Medicare services address the population’s immediate health-care needs and, as such, are often 
described as downstream interventions. [42]  Evidence is increasingly pointing to the need to 
move upstream and address the social determinants of health if progress is to be made in reducing 
inequities in health, such as the unequal burden of chronic diseases and risk factors described in 
the next section.  Moving upstream includes midstream interventions that attempt to improve 
living circumstances (e.g., housing conditions, employment and food security) or to reduce risk by 
promoting healthy behaviours, as well as truly upstream interventions that attempt to change social 
and economic structures that distribute wealth, power, opportunities and decision-making.  There is 
also an economic incentive for more upstream interventions.  For example, relatively modest increases 
in income have been found to lessen food insecurity among low-income families [32,43,44], and the 
lower rate of food insecurity among Canadian seniors has been attributed to the guaranteed annual 
incomes provided to them. [45,46]  There is also evidence of a graded relation between severity 
of food insecurity and health status of adults. [39,47,48]  Extreme levels of material deprivation 
associated with household food insecurity have been associated with extensive dietary compromise 
[49-51], higher levels of stress [39,52] and deprivation across a broad spectrum of basic needs [52-54], 
all of which diminish an individual’s ability to manage health problems, thereby potentially increasing 
the need for health care. [55]  Therefore, policy interventions aimed at reducing poverty or the 
prevalence and severity of food insecurity would have a direct impact on the health and well-being of 
these individuals and also reduce the burden on our health-care system from reduced health care use 
and costs.

Inequities in the distribution of selected chronic diseases and risk factors
Chronic diseases are typically characterized by pre-existing risk factors, vague beginnings, long latency 
and prolonged affliction. [56]  As a group, chronic diseases are the most significant cost driver in the 
province’s health-care system, and their prevention represents a significant challenge.  Cancer and 
heart disease are the leading causes of death and premature death in New Brunswick. [57]  Diabetes, 
chronic obstructive pulmonary disease (COPD), heart disease and cancer were selected for this report 
because of their high prevalence and that they share many lifestyle risk factors.

Although chronic diseases are prevalent throughout the province, it is clear that certain population 
segments are disproportionately affected.  Income is arguably the most significant social determinant 
of health, and evidence indicates New Brunswick’s lowest income households are those most afflicted 
with chronic diseases and conditions.  In 2011-2012, prevalence rates of self-reported cancer, heart 
disease, and diabetes were statistically higher among households in the two lowest income quintiles 
(Q1 and Q2) compared to those in the highest income quintile (Q5) (Figures 11-13).  The prevalence of 
COPD was also statistically higher in Q1 compared to Q5 (Figure 14).
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Figure 11.  Percentage of New Brunswickers who (ever) had
                 cancer, by household income quintile, 2011-2012  
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Figure 12.  Percentage of New Brunswickers with heart disease,
by household income quintile, 2011-2012
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Figure 13.  Percentage of New Brunswickers with diabetes,
by household income quintile, 2011-2012
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Figure 14.  Percentage of New Brunswickers with chronic 
obstructive pulmonary disease, by household 
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income quintile, 2011-2012

Dif﻿ferences in prevalence of these four chronic diseases appeared not only between households at the 
lowest and highest rungs of the income ladder.  Data suggest a downward trend in chronic disease 
prevalence rates with every increase in the income hierarchy.  Nowhere is this seen more clearly than 
in the prevalence of cancer and diabetes by household income quintile (see Figures 11 and 13).
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Prevalence rates of self-reported cancer and diabetes also differed by level of education.  Respondents 
without a high school diploma had statistically higher rates of cancer and diabetes than those with 
secondary school graduation or some post-secondary education (Figures 15 and 16).

Figure 15.  Percentage of New Brunswickers who (ever) had
                 cancer, by highest level of education, 2011-2012  
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Figure 16.  Percentage of New Brunswickers with diabetes,
by highest level of education, 2011-2012
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In addition to experiencing a greater chronic disease load, lower-income households experienced 
more chronic disease risk factors than higher-income households.  For instance, the percentage of 
self-reported hypertension was statistically higher in the two lowest household income quintiles 
compared to the two highest (Figure 17).  There were also differences in the percentage of New 
Brunswickers classified as overweight or obese between the different income quintiles.  While 
the percentage of individuals classified as being overweight was statistically lower in low-income 
households compared to high-income households, a statistically higher percentage from low-income 
households were classified as being obese, putting them at greater risk of adverse health outcomes 
(Figure 18).
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Figure 17.  Percentage of New Brunswickers with hypertension,
by household income quintile, 2011-2012
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Figure 18.  Percentage of New Brunswickers overweight or
obese, by household income quintile, 2011-2012
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There are also differences in the prevalence of chronic diseases and risk factors by sex in this province.  
Data analyses revealed statistically higher rates of overweight or obese, diabetes and heart disease 
among males compared to females.  Meanwhile, hypertension, COPD and cancer prevalence rates 
were similar between sexes (Table 2).
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Table 2.  Prevalence rate of selected chronic diseases and risk factors, by sex,  
	      New Brunswick, 2011-2012 		

Male % 95% CI

Overweight or obese 66.4 (62.9-69.8)

Diabetes 10.0 (8.0-12.1)

Heart disease 8.8 (6.9-10.8)

Hypertension 22.1 (19.4-24.7)

Chronic obstructive pulmonary disease 5.6 (4.1-7.1)

Cancer (ever had) 5.1 (4.0-6.2)

Female % 95% CI

Overweight or obese 54.6 (51.5-57.8)

Diabetes 5.9 (4.8-7.0)

Heart disease 4.7 (3.8-5.5)

Hypertension 22.8 (20.6-25.0)

Chronic obstructive pulmonary disease 6.6 (4.9-8.2)

Cancer (ever had) 5.5 (4.5-6.4)

While it is clear that some inequalities in health exist between women and men in this province, where 
in some instances men experience a greater chronic disease burden, these differences in health are 
not necessarily considered to be health inequities.  This is because one of the defining attributes of 
health inequities is that the differences in health status must appear between groups with different 
underlying levels of social advantage, such that socially disadvantaged groups experience worse 
health or greater health risks than the more affluent groups. [5-9]  Historically, men have been more 
socially advantaged than women and occupied a higher position on the social hierarchy, and therefore 
are not a socially disadvantaged group.  Consequently, while the health disparities between women 
and men observed here may be an important public health issue in New Brunswick, they are not 
necessarily the result of health inequities.  So, to address and prevent adverse health outcomes most 
effectively in this province, our approaches to better health must also reflect differences among 
women, men, girls and boys.
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Women and men are affected by different 
health issues and often have differing health-
care needs.  For example, they have different 
morbidity and mortality patterns as well as 
differing experiences with health care.  However, 
differential health outcomes are not only linked 
to biology (sex), but to overall life circumstances 
and experiences of women and men based on 
gender, among other diversity factors.  For health 
issues common to women and men, equity does 
not necessarily mean the provision of the same 
treatment, but rather the provision of treatment 
that is fair and which will result in equality of 
outcomes.  This means gender implications of 
health, in all their manifestations, need to be 
incorporated into the provision of health care.

Inequities in self-perceived health  
and mental health
	 In addition to having less access to the social 
determinants of health and experiencing a 
greater burden of chronic diseases and chronic 
disease risk factors, New Brunswickers with lower 
income and education levels also perceive their 
overall health and mental health as poorer than 
those with higher incomes.  In fact, there is a 
clear gradient in self-perceived health whereby 
the proportion of the population reporting their 
health to be very good or excellent increased 
with increasing household income quintile 
(Figure 19).  A statistically lower percentage of 
New Brunswickers in Q1 reported very good or 
excellent health compared to the other income 
groups, while a statistically lower percentage 
of New Brunswickers in Q2 and Q3 reported 
very good or excellent health compared to Q4 
and Q5.  Similarly, the percentage of individuals 
who reported their mental health as very good 
or excellent increased with household income 
(Figure 20).  A statistically lower percentage of 
individuals in Q1 reported their mental health as 
very good or excellent compared to those in Q3, 
Q4 and Q5.

 
Sex versus Gender
“Sex” and “Gender” are not interchangeable terms.  Sex 
refers to the biological and physiological characteristics that 
distinguish women and men (i.e., anatomy, hormones and 
genes).  Although this term is often considered a binary 
(woman/man or female/male), it is recognized that this 
representation is limited and not reflective of the complex 
biological reality of the whole population.  Gender, on the 
other hand, refers to the different social and cultural roles, 
attitudes, behaviours, expectations, constraints, relative 
power and influence that society ascribes to women and 
men by virtue of their biological sex.  It is expressed as a 
continuum (i.e., degree of femininity/masculinity) based on 
societal constructs.  Considering sex and gender differences 
is an integral step to ensuring equitable health outcomes. 
[58]

While there is a clear distinction between sex and gender, 
the two are interrelated, making their effects on health 
outcomes nearly impossible to disentangle.  For example, 
while sex influences who will get lung cancer and who will 
survive it, social factors influence who smokes and therefore 
at greater risk.  Gender and diversity factors can also 
influence exposure to risk factors and engagement in health 
behaviours, and may also affect care received (e.g., access 
to resources and services; prevention and control; experience 
of illness and its social significance; attitudes toward 
maintaining one’s health and that of family members; 
patterns of service use; perceptions of quality of care). [59]  
It is important to note that gender attitudes and beliefs are 
often embedded in laws, practices and social institutions. 
They permeate organizational structures including health 
care, reinforcing patterns of gender discrimination, limiting 
opportunities available to women and men. [60]
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Figure 19.  Percentage of New Brunswickers who perceive their

                 
health as very good or excellent, by household                   
income quintile, 2011-2012  
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Inequities in self-perceived health and mental health also exist based on educational attainment.  The 
percentage of New Brunswickers without a high school diploma who reported their health as very 
good or excellent was statistically lower compared to those who graduated from high school or with 
post-secondary education (Figure 21).  Similarly, the percentage reporting their mental health as very 
good or excellent was statistically lower in individuals without a high school diploma compared to 
those with a high school diploma or post-secondary graduation (Figure 22).

Figure 20.  Percentage of New Brunswickers who perceive their

                 
mental health as very good or excellent, by household                   

              income quintile, 2011-2012  
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Figure 21.  Percentage of New Brunswickers who perceive their

                 
health as very good or excellent, by highest level of                 

           education, 2011-2012  
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Figure 22.  Percentage of New Brunswickers who perceive their

                 
mental health as very good or excellent, by highest                 

           level of education, 2011-2012  
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There were no statistically significant differences in self-perceived health and mental health between 
males and females (Table 3).

Table 3.  Percentage of New Brunswickers rating their health and mental health        	
                   as very good or excellent, by sex, 2011-2012

Male % 95% CI

Health rated as very good or excellent 42.8 (39.5-46.1)

Mental health rated as very good or excellent 68.6 (65.3-71.9)

Female % 95% CI

Health rated as very good or excellent 41.0 (38.2-43.8)

Mental health rated as very good or excellent 68.3 (65.6-71.1)

Inequities in health and health determinants among health regions
In New Brunswick, inequities in access to the social determinants of health appear between the 
northern and the southern health regions, residents in the north having more limited access than 
those living in the south (Figure 23).

In 2011-2012, median household incomes in the south (regions 1, 2 and 3) were $54,874 or higher, 
while median household incomes in the north (regions 4, 5, 6 and 7) were $49,250 or lower.  Median 
household income differed by more than $17,000 between the lowest and highest income regions 
(regions 5 and 2, respectively).

Similarly, the percentage of New Brunswickers who graduated from secondary school or with higher 
education differed between the north and the south, with slightly higher rates found in the southern 
health regions.  Again, the largest difference observed was between Region 5 and Region 2 (12 per 
cent).  Lower educational attainment means a higher chance of unemployment or low-paying jobs, 
which continue the cycle of poverty and health inequity.

The three health regions with the lowest median household income (regions 4, 5 and 7) reported the 
highest levels of overweight and obesity.  The highest rate of food insecurity was also found in the 
province’s lowest income region (Region 5).

The percentage of individuals reporting their health as being very good or excellent was highest in 
the two health regions with the highest median household income (regions 2 and 3) and lowest in the 
three health regions with the lowest median household income (regions 5, 4 and 7, respectively).

Even if one assumes a lower cost of living in northern New Brunswick, people who live there 
experience poorer wages, more food insecurity and less self-reported health.  As a result, it would not 
appear a lower cost of living is protecting them from health inequities.
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Figure 23.  Distribution of selected health indicators in New Brunswick,  
by health region, 2011-2012
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Region 4:
· Median Household Income: 

$44,816
· Percentage with high school 

or higher education: 85.5%
· Percentage reporting health as 

very good or excellent: 50.3%
· Percentage reporting being 

overweight or obese: 64.5%
· Percentage of households with 

moderate or severe food 
insecurity: 8.9%

Region 5:
· Median Household Income: 

$42,722
· Percentage with high school 

or higher education: 81.8%
· Percentage reporting health as 

very good or excellent: 47.6%
· Percentage reporting being 

overweight or obese: 63.8%
· Percentage of households with 

moderate or severe food 
insecurity: 12.1%

Region 6:
· Median Household Income: 

$49,250
· Percentage with high school 

or higher education: 85.9%
· Percentage reporting health as 

very good or excellent: 52.3%
· Percentage reporting being 

overweight or obese: 59.2%
· Percentage of households with 

moderate or severe food 
insecurity: 8.8%

Region 7:
· Median Household Income: 

$49,102
· Percentage with high school 

or higher education: 87.3%
· Percentage reporting health as 

very good or excellent: 51.1%
· Percentage reporting being 

overweight or obese: 71.4%
· Percentage of households with 

moderate or severe food 
insecurity: 7.8%

Region 1:
· Median Household Income: 

$54,874
· Percentage with high school 

or higher education: 91.8%
· Percentage reporting health as 

very good or excellent: 52.1%
· Percentage reporting being 

overweight or obese: 57.2%
· Percentage of households with 

moderate or severe food 
insecurity: 11.6%

Region 2:
· Median Household Income: 

$59,647
· Percentage with high school 

or higher education: 94.1%
· Percentage reporting health as 

very good or excellent: 58.0%
· Percentage reporting being 

overweight or obese: 62.3%
· Percentage of households with 

moderate or severe food 
insecurity: 7.1%

Region 3:
· Median Household Income: 

$55,767
· Percentage with high school 

or higher education: 91.8%
· Percentage reporting health as 

very good or excellent: 59.1%
· Percentage reporting being 

overweight or obese: 58.3%
· Percentage of households with 

moderate or severe food 
insecurity: 7.8%
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Discussion

Health equity has become a topic of dialogue across the world.  It is now widely recognized that 
improved health cannot be achieved through more health care or economic growth alone, and 
that wide gaps in social circumstances result in wide health gaps between the most and the least 
advantaged groups.

The distribution of health and the resources and opportunities for health followed the expected 
pattern within the province, whereby our more socially disadvantaged residents experienced the 
poorest health.  New Brunswickers with the lowest income and education levels experienced greater 
food insecurity and practised poorer health behaviours than those with higher income and education 
levels.  Moreover, these vulnerable groups experienced more chronic diseases and chronic disease 
risk factors than their more advantaged counterparts.  It is of no surprise these vulnerable groups also 
perceived their overall health and mental health as poorer.  Such differences are unfair and unjust, 
and action is needed to reduce these health disparities if health equity is to be achieved within the 
province.

Related to the concept of health inequity is health literacy, which is also associated with key social 
determinants of health and health outcomes. [61]  Health literacy is essential to New Brunswickers’ 
capacity to manage their health properly.  It refers to people’s abilities, as well as the health-related 
systems and providers of information within those systems. [62] Individuals who are health literate 
can obtain and understand the information required to manage their health on a day-to-day basis.  In 
Canada, an estimated 55 per cent of working-age adults and 88 per cent of those aged 65 and older 
are unable to make appropriate health decisions on their own and do not have the skills required to 
obtain, understand and act on health information and services. [63]  Those who struggle the most with 
low health literacy skills often are older adults, people with low levels of education or with low English 
or French proficiency, recent immigrants, members of the Aboriginal population and those dependent 
on social assistance. [62]  Besides having a negative impact on health and quality of life, low health 
literacy in Canada also has a significant impact on our health-care costs.  Researchers estimate that 
three to five per cent of total health-care costs are due to limited health literacy [64], representing at 
least $6.5 billion of the total health-care budget each year in Canada.  Since only about one in eight 
Canadians older than 65 is considered to be health literate and the population is rapidly aging, this 
fact becomes increasingly important as seniors suffer from more chronic diseases and take more 
medications than any other age group. [65]  According to a recent National Academy of Medicine 
discussion paper, health literacy is intrinsically linked to an individual’s and a community’s socio-
economic context, and it is a powerful mediator of the social determinants of health. [61]  The authors 
propose health literacy interventions as a viable option to address social adversity and environmental 
health determinants to reduce health disparities, thereby fostering health equity and social justice.

Action is therefore urgently needed in New Brunswick and Canada as a whole to better understand 
and address the connections between the social, physical and economic environments and health 
behaviours, prioritizing upstream interventions.
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Policy considerations
Downstream, midstream, and upstream interventions to address health inequities encompass a 
range of possible activities, and Public Health can work across the spectrum to increase health equity 
in this province.  The National Collaborating Centre for Determinants of Health offers examples of 
interventions to address income-based health inequities at various levels of action. [42]  Ensuring 
chronic disease prevention programs are available and accessible to low-income families is an 
example of downstream action.  Linking clients with welfare, social assistance or back-to-work 
programs are examples of midstream action.  Advocating for living wage policies, wage capping or 
progressive taxation are examples of upstream action.

The following are examples of downstream, midstream and upstream actions on health equity from 
the Office of the Chief Medical Officer of Health (OCMOH):

Downstream: sexual health clinics and healthy toddler assessment;

Midstream:	immunization, health education, Healthy Learners in School Program, public 			 
	 health inspections and healthy public policies such as the ban on smoking and 		
	 vaping in many outdoor places; and,

Upstream:	health impact assessments with a health equity lens (e.g., social and community 		
	 impacts of shale gas development in New Brunswick).

According to the National Collaborating Centre for Healthy Public Policy, two broad approaches to 
action on health inequities have proven most effective: 

•	 Establishing revenue support programs; and 

•	 Reducing exposure to health-damaging conditions and behaviours. [66]  

Examples of revenue support programs include allowances, income support programs and raising 
educational levels with the goal of reducing poverty through raising educational attainment, reducing 
unemployment, and raising income of those at the lowest levels of the social hierarchy.  The second 
approach focuses on addressing the determinants of health to reduce inequalities such as physical 
and social environments, food security and early childhood development, and health behaviours such 
as tobacco use, physical inactivity and poor diet.  Focusing on upstream interventions to address these 
would greatly increase our chance to reduce health inequities within the province.

The role of Public Health in reducing health inequities

The National Collaborating Centre for Social Determinants of Health identified the following four roles 
Public Health can play to promote health equity:

•	 assessing and reporting on the existence (and impact) of health inequities – as we have done 
in this report – and also on effective strategies to reduce these inequities;

•	 modifying and orienting interventions and services to reduce inequities, with an 
understanding of the unique needs of populations that experience marginalization;

•	 leading, supporting and participating with other organizations in policy analysis and 
development, and in advocacy for improvement in health determinants and inequities; and

•	 partnering with other government and community organizations to identify ways to improve 
health outcomes for populations that experience marginalization. [67]



Health Inequities in New Brunswick

27 

The Sudbury and District Health Unit in Ontario identified the following10 promising practices to 
reduce social inequities in health [21]:

•	 Targeting with Universalism

•	 Purposeful Reporting

•	 Social Marketing

•	 Health Equity Target Setting

•	 Equity-Focused Health Impact Assessment

•	 Competencies/Organizational Standards

•	 Contributing to the Evidence Base

•	 Early Childhood Development

•	 Community Engagement

•	 Intersectoral Action

The OCMOH in New Brunswick is already engaging in a number of these promising practices as 
it works to achieve its mission to protect, promote and improve the health of the people of New 
Brunswick in collaboration with the two regional health authorities (RHAs).  Some examples are 
illustrated in Table 4.
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Table 4.  	Promising practices to reduce social inequities in health as applied 	  	
	 within the Office of the Chief Medical Officer of Health		

Early Childhood Development 
and Targeting with Universalism

The Healthy Families, Healthy Babies program offers prenatal 
services that foster healthy pregnancy and postnatal services 
that promote healthy development of children from birth 
to two years of age.  Examples include screening, home 
visits, provision of nutritional supplements and referral.  
The program also targets priority families for additional 
support and services – eligible pregnant women are offered 
individualized sessions based on their needs and focus on 
healthy pregnancy as well as healthy choices and lifestyles; 
postnatal services focus on fostering healthy growth and 
development, enhancing parenting abilities, nurturing family 
resiliency and increasing community capacity.

The Healthy Toddler Assessment (18 months) is a universal 
program that provides the opportunity for parents (or 
guardians) to discuss the child’s growth and developmental 
milestones with a public health nurse and to obtain 
information on healthy choices relevant to young children.

Purposeful reporting This report, Health Inequities in New Brunswick, purposefully 
reports on the relationship between health and social 
inequities in this province.

Equity-focused health impact 
assessment

Social and community impacts of shale gas development in 
New Brunswick, with a health equity lens.

Competencies/Organizational 
Standards

Building the OCMOH’s knowledge, education and advocacy 
capacities was identified as a priority in its 2012-15 strategic 
plan, and understanding health inequities was identified as 
a strategic objective.  A concept analysis was undertaken for 
a common understanding of the concept and to facilitate 
communication among staff related to health inequities.  
Building knowledge of health inequities makes employees 
better equipped to identify, understand and act on unfair 
differences in health status within the population.
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The OCMOH and its Public Health partners from the RHAs need to continue to integrate more of these 
promising practices into their work as we strive to reduce health inequities in this province.

What Public Health can do to address health inequities

•	 Identify workable strategies to reduce health inequities.

•	 Advocate for and facilitate an intersectoral approach to address health inequity.

•	 Partner strategically with other government and community organizations to identify ways 
to improve health outcomes for populations that experience marginalization.  This includes 
identifying the unique needs of marginalized populations and modifying interventions and 
services accordingly to reduce inequities.

•	 Apply an equity lens to the development of healthy public policies and to health impact 
assessments.

•	 Participate with other government departments and organizations to review and develop new 
policies, and to advocate for improvements in the determinants of health and the reduction of 
health inequities.

The role of health-care providers in reducing health inequities

Health-care providers can also work to reduce social inequities in health through their own practice 
by acting on the social determinants of health.  In March 2015, the president of the Canadian Medical 
Association (CMA), Dr. Chris Simpson, blogged on the importance of physicians getting involved in the 
social determinants of health of their patients and reviewed CMA progress on this issue. [68]  Similarly, 
the Canadian Nurses Association provides online resources and articulates the responsibility of nurses 
to promote health equity through action on the social determinants of health. [69]  Research suggests 
that 50 per cent of population health is determined by our social and economic environment, 
compared to only 25 per cent being determined by the health-care system. [70]

The Ontario College of Family Physicians’ Poverty Committee has developed a Poverty Intervention 
Tool (http://ocfp.on.ca/cpd/povertytool) that uses a simple verified question for detecting those living 
below the poverty line: “Do you ever have difficulty making ends meet at the end of the month?”.  The 
authors point out that poverty has been shown to be a risk to health equivalent to hypertension, high 
cholesterol and smoking.  Work is underway to adapt this tool to New Brunswick. [71]

The College of Family Physicians of Canada recently released a guide on the social determinants of 
health that provides concrete steps on how to consider and improve patients’ social determinants of 
health, including suggested clinical, community and population-level interventions. [72]

What health-care providers can do in a clinical setting to address health inequities

•	 Regularly screen patients for poverty and intervene where necessary.

•	 Ensure their practice is accessible to all patients, especially marginalized populations.

•	 Offer advanced access and same-day scheduling.

•	 Build an anti-poverty team shaped around the needs of their community.

•	 Understand and provide forms for provincial/territorial social assistance programs. [72] 

•	 Provide better support to people with lower levels of literacy and health literacy through such 
means as clear communications, building relationships of trust and increased awareness of 
community resources.
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The role of non-health sectors in reducing health inequities

Cross-sectoral planning and partnerships with non-health-care sectors have been found to be 
an effective way to address the determinants of health in Canada’s RHAs. [73]  Government at all 
levels (municipal, provincial and federal) and the private and voluntary sectors whose work aligns 
with the social determinants of health (e.g., planning and urban development, housing, income, 
transportation, food insecurity) all have contributions to make. [12,74-77]  New Brunswick has already 
demonstrated its capacity for intersectoral action on important social issues.  The Economic and 
Social Inclusion Corporation’s poverty reduction plan, Overcoming Poverty Together, was developed, 
and is being overseen, coordinated and implemented by a board of directors that includes members 
of government, business, community non-profit organizations and a person who has experienced 
poverty.  The development process engaged more than 750 members of the public and 50 community 
organizations.  The plan identifies what can be done collectively to reduce poverty in New Brunswick. 
[29]  We need to continue to build on the success of initiatives such as Overcoming Poverty Together, 
to bring together government, the private and non-profit sectors and individual New Brunswickers to 
take collective action on reducing health inequities in the province.  

What non-health sectors can do to address health inequities [12]

•	 Collaborate with the health sector to develop structures and mechanisms that are most 
likely to create the conditions for reducing health inequities in the areas of setting policy; 
developing, implementing and assessing programs; and sharing information and resources.

•	 Develop the necessary leadership and intersectoral mechanisms needed to enhance capacity 
to address health inequities at the provincial, regional and community levels.

•	 Support investments in key initiatives that align with priority disadvantaged groups and 
determinants of health, and where there is evidence of effectiveness in reducing health 
inequities.
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Conclusion

Health inequities exist within New Brunswick and are affecting people at every level of the social 
strata, not just the most vulnerable.  As a province, we cannot allow these to go unchecked, not only 
due to their burden on our health-care system, but also because of the threat they pose to our social 
and economic prosperity.  Due to the roots of health inequities in economic and social structures, 
addressing them cannot fall solely on public health and the health-care system.  Rather, addressing 
these inequities will also require participation of non-health sectors of government, the private and 
non-profit sectors as well as stakeholders from the public.
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