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R One of six National Collaborating 
Centres for Public Health
The NCCHPP is one of six National Collaborating 
Centres (NCCs) for Public Health created in 2005 
and financed by the Public Health Agency of 
Canada. The NCCs form a network across Canada, 
each focusing on a different topic linked to public 
health. The NCCHPP is hosted by the Institut 
national de santé publique du Québec (INSPQ).

The NCCHPP
The NCCHPP is a centre for sharing knowledge 
and expertise in the area of healthy public policy. 
Healthy public policies can play a key role in 
improving the health of populations and reducing 
health inequalities by acting on the social, economic 
and environmental determinants of health, such as 
education, social support, income and the physical 
environment.

Mandate
Our mandate is to support public health actors 
across Canada in their efforts to develop and 
promote healthy public policies. We fulfill this 
mandate by developing, synthesizing and sharing 
knowledge, by targeting research gaps and by 
fostering the development of networks connecting 
public health professionals, researchers and policy 
makers across Canada.

Audiences
Our audience is made up of public health 
actors, including practitioners, professionals, 
managers and policy makers working at the local, 
provincial, federal and territorial levels across 
Canada. We also reach out to community groups, 
non-governmental organizations, researchers, 
teachers and students. 
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What can the NCCHPP offer you? 
• Rigorously-developed publications based on the best available 

evidence; 

• Online and in-person training opportunities, several of which are 
accredited;

• Tools to enhance your public health practice;

• Scientific and practical consulting services on demand.

All available in English and in French

 
Publications

• Reports
• Briefing notes
• Fact sheets
• Scientific articles

 
Interactive Activities

• Webinars
• Workshops and presentations
• Consulting services

 
Online Resources

• Online training courses
• Videos
• Web presentations
• Structural Profile of Public Health 

in Canada
• Repository of articles and 

resources

Examples of the types of resources that we offer:

http://www.ncchpp.ca/en/
http://www.ncchpp.ca/72/subscribe.ccnpps
https://twitter.com/ncchpp


Raised Crosswalks and Continuous Sidewalks: 
"Pedestrian Priority"

March 2017 

 

This document is part of a series of briefing notes documenting innovative municipal norms that have the potential to help create environments promoting safe active transportation by changing the design or organisation of public roadway networks.

Here, "municipal norms" refers to public policies that are adopted or endorsed by elected municipal officials. The technical planning and execution of the work associated with these norms is done by authorized professionals. Nothing in this document should be construed as a recommendation or opinion requiring the professional judgment of engineers, urban planners, architects, or any other professional.

This briefing note focuses on norms for raised crosswalks (or elevated crosswalk raised pedestrian crossing or raised zebra crossings) and continuous sidewalks. Both of these devices generally have the same surface height as the sidewalk. In the case of raised crosswalks, the pedestrian markings on the pavement are retained (see Figure 1). Crosswalks are installed either at intersections, both the traditional type and roundabouts, or on sections of streets between intersections.

In the case of continuous sidewalks, on the other hand, the material from which the sidewalk is constructed is extended to create a continuous surface (see Figure 2).1 Continuous sidewalks are installed at intersections or on street sections - in the latter case at entrances to alleys, instead of curb cuts. They often serve as the gateway to a street or a sector where the speed has been limited to 30 km/h or less.

                                                                 1  The term "continuous sidewalk" is sometimes used to describe sidewalks characterized by the absence of changes in elevation, known as "curb cuts, at the entrances to parking areas." This type of installation is not discussed here, because, although they are interesting devices, the evaluative literature available does not seem relevant to such a discussion.

Figure 1 A raised crosswalk in British Columbia
Photo credit: Richard Durdl
Source: http://www.wikicommons.org

Figure 2 A continuous sidewalk in Stockholm (Sweden)
Photo credit: Lior Steinberg
Source: http://www.lvblcity.com

Model formulation for the norm
A raised crosswalk or a continuous sidewalk shall be the default option during the construction or reconstruction of streets or sidewalks:

at entrances to alleys;
on local streets, at the intersections of arterial or collector streets.

E-Cigarette Legislation 

A Very Brief Public Health Ethics Case 

September 2016 

This short document presents a case study 

comprising a scenario and material to stimulate 

further reflection. We originally produced this case for 

use during a workshop held in June 2016.1 We have 

adapted this and other cases and republished them 

together so that they might be used in combination 

with the summary versions of ethics frameworks for 

public health that we have produced to date. They 

are intended to give public health practitioners some 

material for practice in ethical deliberation.  

Case
Your public health unit has been asked to make a 

statement at a consultation led by the federal 

government in collaboration with the provincial and 

territorial governments. The hearings are on a new 

regulatory framework for electronic cigarettes in 

Canada. You have been asked, specifically, to 

comment on recommendation 5 of the House of 

Commons’ Standing Committee on Health’s (2015)

report on vaping. According to this recommendation, 

electronic cigarettes that resemble conventional 

cigarettes (e.g., similar size, false filters, lighted tip, 

etc.) should be prohibited in Canada. While intended

to avoid ‘renormalizing’ conventional cigarette use 

and to prevent electronic cigarettes from becoming 

‘gateway’ devices towards conventional cigarette 

use, the proposal may also diminish the adoption and 

use of electronic cigarettes by current smokers.

Instructions

Through deliberation, please:

Identify the ethical issues that arise in this case.

Make a decision about whether your health unit 

should
Support the recommendation

Support a modified version of the 

recommendation

Reject the recommendation / propose an 

alternative.

Give reasons for your decisions.

                               
                               

   

1  The PowerPoint is available online at:

http://www.ncchpp.ca/128/presentations.ccnpps?id_article=1553

Figure 1 Different types of electronic cigarettes

Photo credit: Vaping360

https://www.flickr.com/photos/vaping360/15249922438/

Licence: Creative Commons

Some considerations

THE CURRENT SITUATION IN CANADA

There are no manufacturing, quality, safety or 

labelling standards (Institut national de santé 

publique du Québec [INSPQ], 2015). 

The sale of e-cigarettes to minors is prohibited,

and there are restrictions on their use in British 

Columbia, New Brunswick, Nova Scotia, Ontario, 

Prince Edward Island and Québec (Non-

Smokers’ Rights Association, 2016). 

Vaping is less costly than smoking (INSPQ, 

2015).

WHO VAPES IN CANADA? 

In 2012, e-cigarette use was more common 

among current smokers, less so for past 

smokers, and still less so for non-smokers (never 

smoked) (Czoli et al., 2014). 

It is more commonly used by the more-educated

than by the less-educated (Czoli et al., 2014).

HEALTH EFFECTS

The vapour contains fine particles, toxic 

substances and may contain nicotine. The 

Policy Approaches to Reducing  

Health Inequalities 

March 2016 

Introduction

This document is intended to enable public health 

actors to more easily distinguish between the 

most widespread policy approaches that have 

been proposed to reduce health inequalities. The 

approaches that we will discuss are:

Political economy,

Macro social policies,

Intersectionality, 

Life course approach, 

Settings approach, 

Approaches that aim at living conditions, 

Approaches that target communities, and

Approaches aimed at individuals.

Health inequalities1 are understood to be unfair 

and systematic differences in health among and 

between social groups – differences which need 

to be addressed through action. These result 

from social and political circumstances and are 

therefore potentially avoidable. To address these 

inequalities, the relationships between the 

determinants of health and the health of the 

population have been brought to the fore so as to 

direct political action, which can include 

programmatic intervention at several levels. 

Despite repeated calls for more action at the 

structural level 
despite political recognition of 

the importance of this type of action for reducing 

health inequalities (Popay, Whitehead, & Hunter, 

1 The Government of Canada defines health inequalities as 

“differences in health status experienced by various 

individuals or groups in society. These can be the result of 

genetic and biological factors, choices made or by chance, 

but often they are because of unequal access to key 

factors that influence health like income, education, 

employment and social supports” (Government of Canada, 

2008, p. 5). While the term health inequities is often used 

in the literature, we have used health inequalities here as 

in other documents by the National Collaborating Centre 

for Healthy Public Policy (NCCHPP). (Note: all of our 

documents are produced in both French and English and 

there has not yet been a widely agreed-upon translation of 

health inequities into French (the WHO Commission 

reports on the social determinants of health, for example, 

use health inequities in English and inégalités en santé in 

French). For clarity and consistency, we use health 

inequalities in English and inégalités de santé in French.   

2010), in reality, for various ideological, historical 

or practical reasons (Baum, 2011; Baum & 

Fisher, 2014), policies have more generally 

aimed at promoting healthy lifestyles and 

behaviour (e.g., the tax credit promoting physical 

activity for children in families). This tendency to 

recognize the need to act on the more structural 

determinants of health inequalities but to instead 

develop interventions targeting the more 

behavioural determinants of health is sometimes 

called ‘lifestyle drift.’ T
his has heightened the 

individualization of responsibility for health (Baum 

& Fisher, 2014; Baum, 2011) and in some cases, 

limited the reduction of inequalities or even, led to 

their intensification (Scott-Samuel & Smith, 2015). 

There is also a preponderance of policies 

targeting individuals and communities that are 

already disadvantaged rather than an attempt to 

reduce inequalities across the gradient. Such 

policies limit action that effectively reduces health 

inequalities throughout the population (Popay et 

al., 2010).

Our goal is to clarify how the different broad 

approaches to addressing inequalities are 

grounded theoretically and how they affect 

inequalities differently. To better understand the 

different potential impacts of these approaches, 

which we briefly define in the text, we shed some 

light on three interrelated dimensions that are 

often overlooked or misunderstood.

First, we discuss three ways of conceiving of and 

describing health inequalities: targeting 

disadvantaged groups, closing gaps, or 

addressing the gradient. Secondly we clarify the 

distinction between the types of determinants (of 

health or of health inequalities) that may be 

targeted by the various approaches to reducing 

health inequalities. Thirdly, we describe the 

approaches and present them in relation to the 

type of determinant (of health or of health 

inequalities) they mainly tackle. Finally, using the 

categories proposed by Solar and Irwin (2010), 

we consider the different potential effects (on 

social stratification, on exposure to risk factors, 

on the vulnerability of certain groups to particular 

conditions, and on the inequitable consequences 

 

          
          

          
          

          
          

     

Areas of expertise Integrated governance
Our work seeks to illustrate how the implementation of 
multisectoral approaches can support the development 
of healthy public policy.

This includes:
• Integrated impact assessment as a prospective 

analytical tool for supporting government decision 
making;

• “Health in all policies” as a multisectoral approach 
to encourage action on the social determinants of 
health.

Health inequalities
Our work focuses on the different approaches and 
policies aimed at reducing health inequalities.

This includes:
• Conceptual approaches to addressing health 

inequalities;
• Policies and interventions aimed at reducing health 

inequalities;
• An inventory of Canadian poverty reduction policies 

and programs.

Knowledge sharing
Our work focuses on how public health actors share 
knowledge with various other actors, including those 
in policy-making circles, and on how this knowledge is 
received and used. 

This includes:
• Knowledge sharing in a public policy development 

context;
• Strategies for planning and evaluating knowledge 

sharing;
• The use of social media in public health.

Deliberative processes
Our work focuses on deliberative approaches as 
promising for bringing together various actors and 
contextualizing evidence to promote more informed 
decision making.

This includes:
• Introduction to deliberative approaches;
• Resources and tools highlighting promising practices 

to support deliberation;
• Ways to address wicked problems.

Public policy processes
Our work synthesizes knowledge on models detailing 
the policy development process and its impacts on 
public health.  

This includes:
• Defining key concepts in public policy;
• Models detailing public policy development and 

adoption processes.

Population mental health
Our work focuses on the integration of a population 
mental health perspective in public health as part of a 
holistic approach to taking health into account. 

This includes:
• Contribution to a knowledge base on population 

mental health;
• Establishment of a scan of mental health strategies 

and foundational documents in Canada;
• Identification and analysis of the strengths and needs 

of public health actors working in population mental 
health.

Analyzing public policies
Our work focuses on tools and methods for 
analyzing public policy that take into account factors 
that are important to policy makers. 

This includes:
• A  framework for analyzing public policies;
• The use of logic models to assess the 

effectiveness of public policies;
• Knowledge synthesis methods relevant to the 

study of public policy.

Built environment
Our work focuses on interventions targeting 
the configuration of streets and public roadway 
networks. 

This includes:
• The effects of traffic calming on health;
• The effects of specific interventions on streets 

and roadway networks (roundabouts, road diets, 
crosstown links);

• Innovative municipal norms that can promote safe 
active transportation.

Ethics
Our work is aimed at strengthening the ability of 
public health professionals to identify and address 
ethical issues in the context of their practice.

This includes:
• Key approaches, principles and concepts in public 

health ethics;
• Frameworks to support ethical deliberation.

Health impact assessment (HIA)
Our goal is to enable public health professionals 
to carry out upstream assessment of the potential 
effects of public policies on the social determinants 
of health. 

This includes:
• Resources for becoming familiar with HIA;
• Tools for carrying out HIAs;
• Examples of HIA in Canada.

Analyzing public policies

Built environment

Ethics

Health impact assessment (HIA)

Health inequalities 

Deliberative processes

Integrated governance

Public policy processes

Population mental health

Knowledge sharing


