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C anadians benefit from a well-established set of social 
rights to education, social services, old-age security and 
health care — among others. Although provinces and ter-

ritories may decide how a particular benefit is distributed or a 
service is provided, all Canadians can expect to be protected, to 
an extent, against the adverse effects of sickness, injury, unem-
ployment, disability or old age.

Canadian social programs have changed relatively little over 
the decades since their establishment, despite substantial trans-
formations in the social and economic fabric of the country. 
Some have argued that Canadian medicare1 suffers a relative 
inertia in the face of broader social trends, making it difficult to 
change or build on.2 Since medicare was established, Canadians 
have experienced increased migration and cultural diversity,3 the 
transformation of family structures and gender roles,4 globaliza-
tion, substantial changes to the economy5 and, in recent years, 
the growing threats of climate change. Each of these factors 
should have prompted program adjustments and shifts in policy. 
Yet, medicare today is fundamentally similar to the program that 
was implemented in 1968. Despite a massive increase in public 
funding for health care over decades, Canada’s health system 
performance compared with other wealthy nations has steadily 
declined6 and the health of Canadians has improved more slowly 
than that of residents of other wealthy countries, with evidence 
emerging that health equity is now decreasing.7

Improving health and health equity is a complex endeavour, 
and it is unrealistic to think that any single change could achieve 
this objective. However, introduction of the single intervention that 
is a “Health in All Policies” (HiAP) action plan in Canada would 
strongly boost progress toward a socially equitable and healthy 
future for Canadians. Although Canada has a long history of using 
progressive policy to promote health and equity (e.g., the 1974 
Lalonde report,8 the 1986 Ottawa Charter for Health Promotion9 
and, indeed, the ambitious vision for medicare), in recent years, 
Canadian leadership in broad health policy has stalled. The sustain-
ability of our health systems and the health of Canadians have both 
suffered as a result. Despite our commitments at the Pan American 
Health Organization Directing Council, which in 2014 outlined its 
Plan of Action on Health in All Policies,10 Canada does not currently 
have a meaningful HiAP program at the federal level — or in most 
provinces. Implementing such a program at the federal level would 
be a major step toward health promotion and equity for Canadians.

What is HiAP?

Health in All Policies is an approach that systematically considers 
the health and social implications of policies contemplated by all 
sectors of government — aiming for synergistic benefits and to 
minimize social and health-related harms.11 Health in All Policies is 
a critical policy lever because many of the drivers for health out-
comes — including risk factors for disease, inequitable access to 
care, and the socioeconomic and environmental determinants of 
health and wellness — are beyond the reach of the health sector.12

Thoughtful application of HiAP focuses on improving population 
health and health equity by ensuring that all government depart-
ments and agencies assess how their policies will affect the upstream 
drivers of health and social conditions — through direct conse-
quences (e.g., changes to tax policy that promote affordable housing) 
but also through unintended but potentially foreseeable conse-
quences of policies that are not obviously health related13 (e.g., zoning 
regulations that promote urban sprawl and thus increase consump-
tion of fossil fuels and pollution). A fundamental aspect of HiAP is 
careful attention to root causes of poor health, such as weak physical 
infrastructure, lack of or inadequate supply of clean water and waste 
management, lack of social protection, and poor accessibility to ser-
vices and support, including health care. Figure 114,15 shows 4 broad 
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KEY POINTS
•	 “Health in All Policies” (HiAP) is an approach that systematically 

considers the health and social implications of policies 
contemplated by all sectors of government — aiming for synergistic 
benefits and to minimize social and health-related harms.

•	 Health in All Policies is a critical policy lever, because many of 
the drivers for health outcomes are beyond the reach of the 
health sector — and because initiatives that increase health and 
health equity often pay for themselves through better 
productivity and higher tax revenues.

•	 Noncommunicable chronic diseases, mental health issues and 
the health inequities faced by Indigenous Peoples in Canada 
exemplify key challenges for Canadians that could be 
successfully addressed by the HiAP approach.

•	 Although there are substantial challenges to be overcome, 
including political will and data inadequacies, a pan-Canadian 
action plan on HiAP would help to promote health and health 
equity for Canadians. 
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Figure 1: Four broad issues that affect population health, the challenges they create and potential HiAP solutions. The suggested policy responses to climate 
change are adapted from Watts and colleagues14 and the National Institute of Environmental Health Science.15 Note:  HiAP = Health in All Policies, UV = ultraviolet.
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issues that affect population health, the specific challenges they cre-
ate and examples of how cross-ministerial policy-making could help 
to improve health and health equity in response to these issues.

What HiAP initiatives have other countries 
tried or committed to?

There are many examples of how HiAP and intersectoral action 
have been used to boost the health of populations, as has been 
described comprehensively elsewhere.16–18 Noteworthy examples 
range from programs to address illness among migrants in Aus-
tralia and internal migrants in China, workplace injuries in the 
United Kingdom and in Cambodia, malnutrition among children 
in India and mental health in Finland.19–26 The Finnish govern-
ment espoused this approach during its presidency of the Coun-
cil of the European Union in 2006, given its extensive experience 
with the HiAP approach. The World Health Assembly adopted a 
resolution in June 2015 that committed all member states 
(including Canada) to using an HiAP approach to improve health 
and health equity. Boxes 1 and 2 describe successful HiAP pro-
grams in Australia and China, respectively.

How could HiAP benefit Canadians?

Two examples of how targeted intersectoral action has yielded 
health benefits for Canadians are declining death and disability 
from traffic accidents32 (driven by better road design, effective 
prevention of impaired driving and tougher transport regulation), 
and a lower prevalence of smoking33 (from excise duties and other 
tobacco-control measures). These measures are also considered 
to have saved money while reducing morbidity and mortality. But 
there are many more opportunities for coordinated intersectoral 
action to improve health and health equity in Canada, which a 
purposive national action plan on HiAP could tackle effectively. 

Tackling the rise in noncommunicable diseases
Noncommunicable diseases, such as cardiovascular disease, dia-
betes and kidney disease, are the leading causes of morbidity 
and mortality worldwide,34 and are placing economic pressure 
on governments everywhere. However, most public expenditures 
on noncommunicable diseases in Canada relate to medical treat-
ment of acute and chronic complications rather than prevention 
of root causes.35,36 A preventive approach would require coordin
ated action outside the health sector to address risk factors as 
diverse as climate change, sedentary lifestyle and hazardous 
working environments, as well as to promote reduced consump-
tion of alcohol, tobacco and excess sodium.37 An effective HiAP 
plan would also address risk factors related to noncommunica-
ble diseases that affect multiple generations, such as low literacy 
or unhealthy diet.

Promoting mental health
Mental health conditions are a subset of noncommunicable dis-
eases that have been particularly neglected worldwide despite 
posing a high health burden. Gaps are especially pronounced for 
prevention,38 but are also reflected by lack of access to early 

intervention and a failure to ensure adequate treatment for 
established disease.39 A large body of observational evidence 
links low socioeconomic status, poor social capital, and lack of 
individual resilience to increased risk of mental illness, and 
there is some evidence that certain interventions aimed at miti-
gating these risks may improve outcomes.18,40–43 Accordingly, 
enthusiasm for broader action on the social determinants of 
mental health has grown,44,45 but there is no plan to make the 
requisite cross-ministerial and cross-agency investments on 
behalf of Canadians.46

Addressing health inequities for Indigenous Peoples
Correcting the unconscionable health inequities observed 
among Indigenous Peoples in Canada will require comprehen-
sively redressing harms and promoting Indigenous rights, in par-
allel with purposive action to address social determinants that 
undermine the health of Indigenous Peoples.47 A blueprint 
already exists to improve health inequities among Indigenous 

Box 1: Case study 1 — South Australia27–29

Beginning in 2007, South Australia designed and systematically 
implemented an HiAP initiative based on the use of health-lens 
analysis to identify co-benefits of action on the social determinants of 
health for participating sectors (i.e., a win–win approach). Key areas 
of focus for the initiative included water security, urban planning, 
determinants of obesity, education and transport regulation. The 
overarching goal was to improve population health despite the twin 
challenges of rising chronic disease and an aging population.

Attempts to build relationships and mutual understanding 
between actors in different sectors were an essential part of the 
initiative — including formal intersectoral partnerships, training to 
foster understanding of the social determinants of health, and 
cross-ministerial briefings on key policy initiatives. These efforts 
were supported by high-level political commitment and 
investment of adequate financial and human resources. The 
initiative also included an embedded evaluation strategy that 
sought feedback from public servants within and beyond the 
health sectors.

In a 5-year study from 2012 to 2016, data were collected from 
144 key informant interviews and surveys of more than 400 public 
servants. These data were used to inform a program-theory–based 
evaluation of the HiAP initiative. Although direct markers of 
population health were not assessed, the evaluation suggested 
that the initiative led to actions and processes across sectors that 
should lead to improved population health. For example, actions 
aimed at increasing the proportion of residents at healthy weight 
included the following: multisectoral action to increase 
opportunities for active modes of transportation, creation of 
community vegetable gardens in public housing areas, renewal 
efforts to make public parks more appealing, and work to provide 
healthier food to prisoners. Public servants who participated in the 
evaluation generally reported a positive experience with HiAP, 
reported a better appreciation of how their ministry’s actions 
could favourably influence health, and indicated that attempts to 
prioritize action on the social determinants of health across 
sectors had been moderately successful.

The overall cost of the HiAP initiative was less than 0.01% of the 
annual health budget for South Australia.

Note: HiAP = Health in All Policies.
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Peoples — the Truth and Reconciliation Commission’s 94 Calls 
to Action include 7 recommendations aimed specifically at the 
health sector, but also multiple recommendations targeting 
child welfare, education, the justice system, equitable access 
to government services, and opportunities for healthy life-
styles.48 Delivering on these calls will require coordinated 
investments across sectors — exemplifying the opportunities 
that an effective national HiAP plan would offer to Canad
ians — but, if Indigenous-led, could effect substantial health 
gains for Indigenous Peoples.

How can barriers to implementing HiAP in 
Canada be overcome?

Skeptics may argue that HiAP is unrealistic: that the legal struc-
tures, governance frameworks, and underlying processes for 
supporting collaboration across sectors generally do not exist, 
that few governments have the political will to implement such 
an approach, and that too many barriers exist to implementation 
even were the political will to exist.18 It is undeniable that more 
has been written about the potential benefits of HiAP than about 
how to implement HiAP in practice.49 In addition, there is some 
evidence that successful implementation strategies may be at 
least partially context dependent,50 meaning that strategies 
which worked elsewhere would likely require thoughtful adapta-
tion before their implementation in Canada. Below we present 
4 potential barriers, as well as some possible solutions.

Balancing policy objectives across sectors is challenging
When politicians perceive that policies aimed at promoting 
health and equity may stifle economic growth or divert resources 
from another sector, there may be little appetite for HiAP. How-
ever, most, if not all, initiatives aimed at shaping the governance 
of economic and social life — from the very first programs of 
social assistance in the early 1920s to the sophisticated tools 
used today to smooth out the business cycle51 — have required 
cross-sectoral compromise and understanding. Health in All Poli-
cies is arguably an approach that is similar in spirit and scope to 
other instruments of social assistance and economic governance 
used by the Canadian welfare state since its inception (e.g., fed-
eral social and health transfers or even equalization payments).

Furthermore, comprehensive toolkits are available to support 
policy-makers in implementing and sustaining HiAP programs, 
such as the 2015 World Health Organization (WHO) training man-
ual.52 Toolkits help to foster understanding that HiAP can drive both 
health and prosperity rather than forcing a trade-off between the 
two,53 for example, by improving productivity, increasing tax reve-
nues, and decreasing the number of people receiving means-tested 
social benefits. In England, a 2012 analysis by scholars at University 
College London’s Institute of Health Equity estimated that contin-
ued inaction on existing health inequalities would result in produc-
tivity losses of £31–33 billion, reduced tax revenue and higher wel-
fare payments of £20–32 billion and additional health care costs in 
excess of £5.5 billion per year.54 Similarly, a 2012 analysis by the 
National Centre for Social and Economic Modelling in Australia that 
estimated the costs of not addressing social determinants of health 
found that if relevant recommendations from WHO were adopted, 
$8 billion extra earnings could be generated, $4 billion in welfare 
support payments could be saved annually, and $2.3 billion could 
be saved from fewer hospital admissions per year.55

It is also worth noting that, since HiAP encourages a “big 
picture” view, it offers an opportunity to facilitate redistribution of 
resources that are currently concentrated in the delivery of acute 
health care toward more economically efficient investments in the 
social determinants of health.36 The idea that addressing root 
causes could reduce net expenditures on health may also provide 
an incentive for nonhealth sectors to engage on HiAP.

Box 2: Case study 2 — HiAP implementation and 
building healthy counties and districts in China30,31

After a 2014 commitment for China to host the World Health 
Organization 9th Global Conference on Health Promotion, HiAP 
implementation was scaled up by the government. President Xi 
Jinping emphasized the importance of health for prosperous 
growth and sustainable development, and of the inclusion of 
health in all policy-making. Key activities were as follows: including 
HiAP in the Healthy China 2030 Plan, publicizing the importance of 
health for growth and development, creating an organizational 
structure at all levels of government to facilitate HiAP, building 
technical capacity for cross-sectoral initiatives, and establishing a 
health-impact assessment system.

These actions were supplemented by initiatives that 
communicated the value of HiAP to party members, government 
leaders and senior officials as well as training courses on HiAP at 
the provincial level, especially in rural counties and urban districts. 
Local government was identified as the key player for HiAP 
implementation, with technical support from the health authority.

Building healthy counties and districts was chosen as a critical 
pathway for achieving Healthy China 2030 and as one of the best 
platforms for HiAP implementation. Pilot projects were initiated in 
2014, with clear indicators and assessment criteria in 6 areas, 
including a set of maximum scores for each of the 6 areas. The 
areas comprise healthy public policies, healthy settings, healthy 
environments, healthy people, and healthy culture, as well as HiAP 
management practices. Key priorities for action for HiAP were to 
prevent and control communicable and noncommunicable 
diseases, and to promote healthy living, maternal and child health, 
healthy aging and environmental health.

By mid-2019, activities had extended to 692 national and 
provincial bodies, comprising 495 counties and districts in 
12 provinces and 197 national pilot projects. Pilot projects 
addressed a range of topics including noncommunicable disease 
and environmental health, and are highly valued by party and 
government leaders and officials. Cooperation between sectors 
during the pilot projects was generally evaluated as good, and 
progress was reported in all 6 assessment areas. Activities had 
extended to 24.3% of the counties in the country by mid-2019, 
including a total population of more than 34 million people, 
which exceeded the initial goal of 20% by 2020. Health impact 
assessments were also widely conducted (more than 700 from 
2015 to 2017).

Although no data on definitive health outcomes are yet 
available, HiAP implementation has become widespread, 
comprehensive and systematic in China, driven by strong political 
commitment, stable funding, and considerable support from the 
national health commission and local government.

Note: HiAP = Health in All Policies.
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Health care is not always at the top of the list of 
governments’ competing priorities
Governments must balance multiple objectives, and health and 
equity are not always at the top of the list. However, many issues 
that deeply concern politicians, such as employment levels, the 
safety of our communities, or the national distribution of wealth, 
have a direct impact on health and vice versa. Routinely requir-
ing a health impact assessment for new policies contemplated 
by nonhealth ministries may help to emphasize the links 
between apparently disconnected public policies from disparate 
ministries56 — and clarify that competition between sectors is 
less of a problem than it might seem. There is some evidence 
that routine health impact assessments may be better accepted 
initially by sectors in which environmental impact assessments 
are frequently required.49

Data are not available to support the implementation 
of HiAP
Canadian health data are among the best in the world, but the 
absence of a broader national data strategy hampers the imple-
mentation of HiAP. Not only is it still often difficult to access the 
key national indicators generated by Canada’s health systems, it 
is nearly impossible to connect these data to the data generated 
in other sectors of social and economic relevance (including 
growing private sector data holdings) to inform policy action, 
according to a 2018 external review of the Pan-Canadian Health 
Organizations.57 One of the first steps toward HiAP is to address 
the obstacles that preclude harnessing this rich trove of data for 
the public good — from antiquated privacy legislation to a relative 
lack of data literacy within governments and public administra-
tions. The availability of good, accessible, linked data could cata-
lyze the development and collection of metrics to measure prog-
ress on HiAP (e.g., process-based metrics that capture the extent 
of cooperation between sectors) as well as on the ultimate goals 
of better health and health equity.58 Health services researchers 
would need to work with policy-makers to develop critical meth-
ods, metrics and surveillance systems that can be used to track 
progress on HiAP through health impact assessments.

Health in All Policies requires a different kind of politics
Once initiated, an HiAP approach would need to be sustained by 
changes in government and associated changes to the structure 
and leadership of government ministries. The short-term nature of 
the electoral cycle makes this difficult, even if the challenges above 
are overcome. Sustained action on HiAP would require achieving a 
culture change within government that helps leaders to “rise above 
their own interests, consider shared goals, and commit to steps for 
reaching them.”56 This is perhaps the greatest obstacle to success-
fully implementing a national Canadian HiAP initiative.

Why now?

In Canada and other wealthy nations, trust in political institutions 
is waning, with citizens increasingly skeptical about the intentions 
of the political and wealthy business “elite.”59 Accordingly, an inte-
grated and comprehensive approach to social policy, adapted to 

the economic reality arising from globalization and the digital rev-
olution might help to renew the social contract as did the welfare 
state created as part of the post–World War II reconstruction. The 
Canadian government has not carried out a systematic and com-
prehensive review of its social programs for decades. Federal com-
missions and committees traditionally look at issues on a sector-
by-sector basis and so health-focused reviews routinely ignore 
relevant programs, such as old-age pensions or employment 
insurance, while environmental reviews pay limited attention to 
outcomes that are not easily measurable, such as mental health. 
An HiAP lens would support our federal authorities to take a 
system-wide approach, conducive to a radical update and mod-
ernization of Canadian health and social policy.

Furthermore, an effective response to climate change will 
require intersectional policy intervention on an unprecedented 
scale60,61 (Figure 1), which in turn will have an impact on health. 
Failure to act quickly on climate change will harm the credibility 
of political leaders. A strong HiAP approach would enable effec-
tive coordination of policies from different sectors, including 
environmental and health policies.

Who should be responsible for implementing 
HiAP?

It is possible to imagine a pan-Canadian approach to implemen-
tation, based on our long and positive experience with federal-
ism and intersectoral cooperation. Implementation could begin 
in a circumscribed way, for example, by being used to address 
1 of the 3 health challenges described above; the recommenda-
tions of the Truth and Reconciliation Commission are an espe-
cially attractive starting point. This would require leadership 
from the federal government49 in collaboration with Indigenous 
Peoples, an explicit focus on the so-called win–win approach (as 
opposed to simply raising awareness about HiAP or unilaterally 
imposing health targets on nonhealth sectors),62 and consider-
ation of how to link provincial initiatives with relevant actors at 
the regional or local level.50 A pan-Canadian agreement to rou-
tinely conduct health impact assessments for relevant large fed-
eral and provincial policy initiatives might be a concrete first step 
toward a national HiAP strategy.

Conclusion

Health in All Policies is a concept that fits well with Canadian val-
ues. Moreover, implementation of HiAP in diverse settings around 
the world has shown that the approach has great potential to 
improve population health and health equity. A commitment to a 
national HiAP action plan in Canada, designed and executed in 
partnership with the provinces and territories, could boost health 
care improvement, promote continuity in successive govern-
ments’ decisions and adapt Canadians’ social rights to the needs 
of this century. Clinicians, in their roles as community leaders, can 
advocate for the importance of HiAP in addressing the social 
determinants of health while delivering wide-ranging benefits 
beyond the health sector, and teach the potential value of HiAP to 
undergraduate and graduate physicians in training.
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