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Introduction 
 

At present, ―good health is an international ac-
ceptable goal‖ for people and communities. 
Thus, in the last century, great successes were 
achieved in some health indicators such as life 
expectancy although health inequalities still exist 
between rich and poor (1).  
Health is a multidimensional issue that various 
factors are influencing on its supply, develop-
ment or destruction. All people, systems, and or-
ganizations in the society play a role in making 

and receiving the health outcomes (2-4). Among 
the factors which affecting health, the share of 
healthcare, biological factors, physical, environ-
mental and behavioral factors and socioeconomic 
determinants are 25%, 15%, 10% and 50%, re-
spectively (5). 
Currently, the most fundamental causes of health 
inequalities are related to different socio-
economic conditions (5), also the most serious 
factors of illness are related to socio-economic 
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conditions in which people work and live (6). 
This condition in the literature is known as ―the 
causes of the causes‖ (7). Although an effective 
good healthcare is necessary for community 
health improvements but never enough for en-
countering the health challenges and overcoming 
the health inequalities, which SES plays 
significant role and large part of health problems 
is related to them (8,9). Due to importance of 
socioeconomic determinants of health, the social 
determinants of health (SDH/SDoH) are used at 
health literature by WHO and established the 
Commission on Social Determinants of Health 
(CSDH) in 2005 (7, 10). These determinants re-
ferring to the conditions in which people born, 
grow up, live, work, age and inequalities in this 
cases lead to health inequalities (7, 9-12). 
In recent years, international trends show a sig-
nificant increase in measuring and documenting 
the social determinants of health inequalities for 
health policy (13) and this determinant are known 
as the most obvious cause of inequalities in 
health of countries (8, 10-12, 14). In the literature 
of social epidemiology and health economics, 
SES is identified based on three main traditional 
classics indicators: income, education, and occu-
pation (15, 16). however, another variables such 
as: hosing (17, 18), smoking (18-20), BMI (18-
21), access to health care services (22), ethnicity 
(17, 23), insurance coverage (24), residence area 
(18), religious (16-18, 25), physical activity (19), 
and social capital (17) also has been emphasized 
and measured.  
Since better understanding of health inequalities 
requires recognizing the main causes, direct and 
indirect effects mechanism of them, the concep-
tual models of socioeconomic status (SES) or so-
cial determinants are used. As different models 
were presented to describe public health (26-37), 
these models are also used and shaped different 
conceptual models of SDH. WHO, at the interna-
tional level, has emphasized the importance of 
SDH to assess the health inequalities in middle- 
and low-income countries (25, 38, 39) and with 
regards to different pathways, mechanisms and 
indicators suggested by different and conflict con-
ceptual models of SDH, motivated us to present 

these models in historical perspective and provide 
main component of SDH models as an SES indi-
cators.  
 

Materials and Methods  
 

Definitions 
1- Conceptual model 
The conceptual model is the system of concepts, 
assumptions, expectations, beliefs, and theories 
that support and informs research framework. A 
conceptual model was defined as a visual or writ-
ten product, one that ―explains, either graphically 
or in narrative form, the main things to be stu-
died—the key factors, concepts, or variables—
and the presumed relationships among them‖ 
(40). 
 

2- Social determinants of health (SDH) 
There is no clear and single definition of the so-
cial determinants of health, but ―Social determi-
nants of health refer to both specific features of 
and pathways by which societal conditions affect 
health and that potentially can be altered by in-
formed action‖ (41).  
United States Centers for Disease Control states 
another definition of social determinants of 
health as "life-enhancing resources, such as food 
supply, housing, economic and social relation-
ships, transportation, education, and health care, 
whose distribution across populations effectively 
determines length and quality of life" (42). 
Based on WHO definition ―The social determi-
nants of health (SDH) are the conditions, in 
which people are born, grow, work, live, and age 
and the wider set of forces and systems shaping 
the conditions of daily life.‖(11). ―The complex, 
integrated, and overlapping social structures and 
economic systems that are responsible for most 
health inequities included the social environment, 
physical environment, health services, and struc-
tural and societal factors‖ (43). 
 

Search Strategy and search engines  
This was a narrative study to presents conceptual 
models of SDH that performed to review publi-
cations in English language before Mar 2015 and 
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the PubMed, Scopus, Emerald, Elsevier, Ovid, 
Google Scholar, Springer, ProQuest, WHO and 
Word Bank databases were used. Participants, 
interventions, comparisons and outcomes (PI-
CO) strategy along with following keywords ob-
tained from PubMed (MeSH terms) were used 
for searching:  
socioeconomic status, factor/s, position, charac-
teristics, determinants, stratification, social de-
terminants, social class/es, social condition, social 
stratification, living conditions, standard of living, 
living standard/s AND conceptual OR theoreti-
cal framework OR model. 
 

Exclusion and inclusion criteria  
All publications such as reviews, systematic 
reviews, and meta-analysis, qualitative, quantita-
tive, books, reports and thesis were accepted if 
they had been published in English language and 
full text was accessible. 
 

Study selection 
The titles of the retrieved citations checked inde-
pendently by two reviewers according to the 
above selection criteria. Full-text copies of poten-
tially relevant studies obtained and their appro-
priateness for inclusion independently assessed 
by two reviewers. Literature that does not fulfill 
all of the inclusion criteria was excluded. 
 

Critical appraisal  
Quality assessments of publications independently 
were carried out on each study by two reviewers 
using the relevant version of the Critical Appraisal 
Skills Programme (CASP) for qualitative research. 
Similarly, the Preferred Reporting Items for Sys-
tematic Reviews and Meta-Analyses (PRISMA) 
checklist used for assessing systematic reviews. 
 

Analysis, data synthesis, and reporting  
The PRISMA checklist was used to guide the re-
porting of the systematic review.  
 

Results 
 

Descriptive findings 
In all, 248 publications were retrieved. 154 cita-
tions were excluded because of irrelevant 

(n=139), duplicates (n=10), and full text was not 
available (n=5). After studying the 94 remaining 
publications, 21 citations were extracted and pre-
sented. 
 
Conceptual models 
Twenty-one extracted conceptual models of 
SDH divided as follow by historical perspective:  
 
1- Models before year 1995 
This era included 4 models such as Williams’ 
conceptual framework, the social production of 
disease, rainbow- like layers framework, and se-
lection and causation model (44-47). 
 
2- Models between 1995 and 2005 
 This era included 13 models: 
The Bullseye model of social determinants of 
health, the social and economic determinants of 
health model, MacArthur research network on 
SES and health model, multiple life-course influ-
ences model, determinants of health- sector out-
comes conceptual framework, a multivariate, ca-
sual and life course framework, socioeconomic 
determinants of health framework, World Bank's 
poverty reduction strategy papers(PRSP) path-
ways framework, PROGRESS-Plus model, a 
public health model of the social determinants of 
health, Alberta social determinants of health 
framework, social determinants of health causal 
pathway model and the conceptual model of 
health status predictors(34, 48-58). 
 
3- Models beyond 2005 
This era included 4 models such as the concep-
tual framework for action on the social determi-
nants of health (WHO approach), NICE’s 
emerging conceptual framework for public 
health, County health rankings model, Australian 
institute of health and welfare (AIHW) (59-63).  
 
SES indicators 
Extracted conceptual models revealed that vari-
ous variables can be considered as SES indicators 
of health in household level survey. We divided 
these indicators into 3 categories: 
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1- Common or classic indicators 
Included education, income, and occupation:  
Education is the most basic and widely used indi-
cator of socioeconomic status (64) that has a 
complicated mechanism and relationship with two 
key variables: income and occupation (65). Usual-
ly, educated people have better knowledge about 
risky health behaviors, relevant healthcare and use 
health care services effectively (66, 67). People 
with high education levels are more likely to be 
socialized in health promoting behaviors, lifestyles 
and have a better job and economic situation (68, 
69). In general, education is a determinant of fu-
ture income and job statute (70, 71).  
Income is the second major variable in determin-
ing the socioeconomic conditions. Income has a 
significant relation with employment, work 
condition, and reflection of the resources available 
in a given time (72). Income represents the flow of 
economic resources in a period of time (64).  
Occupation: or employment represents individual's 
position in social structure and explains access to 
resources, expose to psychological and physical risk 
factors and impact on lifestyle (64). 
Income, education, and occupation- three main 
classical indicators (16) - are the key variables in 
determining SES (73) and represents individuals 
position in social hierarchy (16). In the epidemio-
logical literature, these variables are considered as 
the traditional measures of SES (64). 
 
2- Fixed and demographic indicators 
Included genetics, sex/gender, ethnicity/race, age, 
BMI, marital status, and religion:  
Genetics: in addition to age and gender, is a factor 
affecting health changed or modified (74). 
Sex/ Gender: at the end of 20th century, life expec-
tancy was higher in women than men. However, 
this difference has been attributed to biological 
differences; but, it is important to study interaction 
between these differences and physical and social 
environments (75). Men and women's social and 
economic roles have a significant effect on their 
health risk factors (76). 
Ethnicity/race: traditions, cultural and religious 
beliefs, health behaviors and healthcare services 

consumption have a close relationship with race or 
ethnicity (77). 
Age (life course): refer to health status in a given 
age and not only included current situation, but 
also considers the fatal, early life condition and 
later on (78). 
BMI: is calculated by weight in kilograms divided 
by the square of height in meters (79). In some 
conceptual models, this variable is mentioned as 
an index that reflects lifestyle risk factors (50) and 
used as an objective indicator of socioeconomic 
at micro level (53). 
Marital status: married people are healthier than 
single ones. In addition, marital status has a rela-
tion with income and education; hence, if there is 
enough data available, it can be considered as a 
variable by researchers (75). 
Religion: researches did not pay enough attention 
to religion and religious affiliation and identity as 
a dimension of social identity and a factor that 
involved in socioeconomic inequalities in health. 
While, in contemporary societies, religious identi-
ty and particularly religious minorities reflect their 
social status on one hand and social resources 
provided to them on the other hand (80).  
 
3- Proxy and complementary indicators 
Included wealth and asset, household size, social 
capital and trust, social and family support, utili-
zation and access to healthcare services, health 
behavior, housing, culture or cultural factors, 
place of residence and social and family safety.  
Wealth and asset is a proxy of income and re-
flects the assets gathered during people's life (81) 
and can be a complementary measure for SES 
(82). Income and wealth have a positive relation 
with themselves (83). Wealth, in addition to in-
come, includes financial and physical property 
such as house, car, investments, heritage and 
pension (84). 
Household size is a complementary indicator be-
side income, housing, wealth and asset (84). 
Crowding index can be calculated from house-
hold size, as a proportion of the number of 
people who live in the dwelling, per number of 
rooms in the place of residence, except kitchen 
and bathroom (83). 



Iran J Public Health, Vol. 46, No.4, Apr 2017, pp. 435-446 

439                                                                                                        Available at:    http://ijph.tums.ac.ir 

Social capital and trust refer to current level of 
community social trust, how much people help 
each other based on self or collective interests 
and the degree of involvement in social issues 
(85). 
Social and family support is a component of the 
social environment that is more important than 
the physical environment. Social isolation and 
non-participation in social networks are consi-
dered as strong predictors of health. Social net-
works and social cohesion are affected by larger 
social environment (15). 
Utilization and access to health care services: that will 
vary based on the socioeconomic conditions (15).  
Health behavior: behavioral and lifestyle factors 
are the reason for more than half of premature 
death and can be varied according to SES (15). 
Regular physical activity, healthy diet and nutri-
tion, non-smoking, no drug and alcohol abuse, 
healthy sexual behavior are some part of healthy 
lifestyle and behavior’s factors. 
Housing: features such as ownership and facilities 
evaluate financial aspects of SES and the main in-
dicator of people's property. Therefore, housing is 
considered as an important, multifaceted and very 
difficult indicator to interpret the SES (86). 
Culture or cultural factors refers to a set of impli-
cit guides that people as a member of particular 
group or community inherit it and determines the 
worldview, emotional experiences as well as be-
havior in communication with others, the super-
natural and the natural environment (87). In gen-
eral, this factor refers to the behavioral patterns 
and norms accepted by certain groups (75). 
Place of residence: refers to differences between 
urban and rural, regional groups, capital vs. other 
region and another part of cities (different and 
crowded regions and districts) (88). 
Social and family safety reflects the violence in 
neighborhoods and houses as well as injuries 
caused by unintentional events. Most injuries are 
predictable and preventable (89). 
 

Discussion 
 

Conceptual models 

The Williams' conceptual framework was oldest 
model while the Australian Institute of Health 
and Welfare (AIHW) was newest ones. Williams’s 
model explains the relation between the SES, so-
cio-psychological factors and medical care with 
health outcomes (44). 
The AIHW model argued that people's health 
and well-being arises from complex interactions 
among biological, lifestyle, socioeconomic, envi-
ronmental and social factors which many of them 
can be modified with medical care and other in-
terventions. In this model, factors affecting 
health are divided into 4 groups: 1) broad fea-
tures of society and environmental factors, 2) so-
cioeconomic characteristics, awareness, attitude 
and health belief, 3) health behavior and psycho-
logical and safety factors, 4) biological factors. In 
the model, the first and basic factors (features of 
society and environmental factors) determine the 
nature of next group (socioeconomic characteris-
tics), while, these two groups from the health be-
havior of people and effect on psychological and 
safety factors. Finally, these three groups can ef-
fect on biological factors that have health effects 
in different ways. In whole process, various men-
tioned factors interact with genetic composition. 
Besides, the factors listed within the major fac-
tors often interact closely with each other. Occu-
pation, education, financial resources, social sup-
port networks and social position of people can 
effect on their health and can also increase the 
health inequalities in community (63). 
Among models presented, only three models (Se-
lection and Causation model, the Bullseye Model 
of Social Determinants of Health and Conceptual 
Model of Health Status Predictors) studied the 
life course approach. The evaluations of life 
course are an innovative and complementary way 
for studying other indicators of socioeconomic 
conditions in healthcare system (90). It provides a 
significant opportunity to explain causality ways 
of socioeconomic factors of health. In general, 
life course approach represents a useful frame-
work for describing and understanding social pat-
terns of diseases at individual and collective level 
(84).  
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The Bullseye model aims were to understand the 
health determinants with life course approach. In 
this model, life course (from birth to death) is 
divided into 3 levels. Higher levels of the socioe-
conomic and psychological determinants of 
health are related to socioeconomic features of a 
nation. Factors related to civil society are located 
in intermediate level related to features of social 
organization such as institutional responsibility, 
social trust, social cohesion and access to social 
goods (like health care and education). Finally, 
intimate family territory and environment are lo-
cated in micro level which includes economic 
condition and individual support network (91). 
This model represents the relationship between 
these three levels as a circle and communities are 
represented by three concentric circles and each 
circle includes determinants mentioned earlier. In 
addition, the central role of life is shown as an 
arrow which passes through layers of three cir-
cles. Population health is an emergent function of 
consistent opportunities and vulnerability of 
people in the population resulted from interac-
tions among financial, behavioral, cognitive and 
emotional factors in life as well as psychological 
and SES of people in family, civil and national 
level. Therefore, psychological and SES change 
the people conditions and have different effects 
on their view about health. People and groups 
can change society by their response to environ-
mental factors in which they are growing up, liv-
ing and working (48, 91). 
A conceptual model of predictive factors of 
health status was presented that shows a phased 
approach to life. In this model, various socioeco-
nomic indicators with a focus on education, 
occupation, and income were described as health 
determinants. Self-report predictive indicators 
were divided into 4 categories: a) historical SEIs, 
b) lifestyle risk factors, c) current SEIs, d) disease 
indicators (58).  
Mackenbach model or selection and causation 
model explain the socioeconomic inequalities of 
health based on life course approach. In the 
model, effects of socioeconomic factors in both 
selection and causation from childhood to adult-
hood are represented like a chain. Meanwhile, 

childhood environment, cultural factors, and bio-
logical-psychological factors are also affecting the 
health determinants through both selection and 
causation (47, 59, 92, 93). 
Rainbow- like layers framework is cited in many 
articles and reports (59, 92, 94-104). The model 
presented in 1999 looks like a rainbow. The au-
thors believe that 5 different layers should be 
considered for understanding the health determi-
nants.  
WHO model compared with other models have a 
systematic integrated and dynamic approach. The 
model with systematic integrated and dynamic 
approach not only considers biological compo-
nents and the casual and interactive way but also 
it contains other model's factors (multiple levels, 
main and intermediary factors and effective fac-
tors at different times). The model explicitly con-
siders the relationship between agents, non-linear 
correlation, and feedback (105). In this model, 
there are two categories of social determinants: 
A) structural determinants: two main compo-
nents; a.1) socioeconomic and political context: 
consists of components of governance, 
macroeconomic and social policy, public policy, 
social culture, and values; a.2) socioeconomic po-
sition: such as education, occupation, income, 
social class, ethnicity/ race and gender. These 
two groups have a reciprocal interaction and can 
be affected by each other. B) Intermediary de-
terminants: including environmental condition, 
socio-psychological factors, behavioral factors, 
biological factors and health system. In this mod-
el, the relation between intermediary determi-
nants and structural determinants is created by 
social cohesion or social capital mentioned as 
crosscutting determinant (43, 59-60) and the 
structural factors affect the health and welfare 
through affecting on intermediate factors (106). 
In recent years, this model has been developed 
and localized in some countries, including Iran 
(107).  
The overall comparison of different models be-
fore year 1995 such as Williams’ conceptual 
framework, the social production of disease, 
rainbow- like layers framework, and selection and 
causation model were focused on identifying 
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determinants of health and the relationship 
between them. Models between 1995 and 2005 
have been focused on the classification of deter-
minants and their relationship in the form of 
general and universal models. Finally, Models 
beyond 2005 have more emphasis on the role of 
SES and have focused on reducing health inequa-
lities through improving the SES. 
 
SES indicators 
In this study, 20 indicators were referred as so-
cioeconomic or social determinants. To have a 
better understanding of health differences and 
inequalities, we should use the different SES in-
dicators in health researches (84). Although there 
is no best indicator (86, 108) adopted with all 
goals of the study and applied in all times and 
places (86), but income, education and occupa-
tion were mentioned as the main SES indicators 
in all scientific documents and conceptual models 
(16, 44-64, 73).  
In addition, to the key SES indicators and demo-
graphic indicators such as age, sex/ gender, ma-
rital status, genetics, ethnicity, religion, household 
size and BMI, other main indicators such as 
housing, place of residence, wealth and assets, 
health behaviors, access and use of healthcare 
services and social capital (social and family sup-
port and safety and cultural context) were also 
referred in these models considered by health 
policymakers to study socioeconomic inequalities 
for the purpose of policy interventions. Health 
inequalities were conducted in developed coun-
tries (84) and studied indicators and models are 
not suitable for developing countries. Hence, 
these countries need to study, design and define 
the models and socioeconomic determinants in 
accordance with their socioeconomic conditions. 
 
Limitation of the study 
In this study, we could not access to ISI Web of 
Science database in the search period and the lack 
of required framework for comparative study and 
systematic registration of socioeconomic indica-
tors was the other limitation of the present study.  
 

Conclusion 

 
The present study has two clear results. First, re-
duction or elimination of socioeconomic inequa-
lities requires the understanding of the variables, 
mechanism and pathway causality. This under-
standing can be obtained by existing conceptual 
models. Since these models and their indicators 
are designed for developed countries and there is 
little consistency with indicators and conditions 
of developing countries; lack of a specific model 
for developing and Islamic countries is clear. 
Second, there is no gold standard related to SES 
indicators. Therefore, we recommend the study 
of multiple indicators with life course approach.  
 

Ethical considerations 
 
Ethical issues (Including plagiarism, informed 
consent, misconduct, data fabrication and/or fal-
sification, double publication and/or submission, 
redundancy, etc.) have been completely observed 
by the authors.  
 

Acknowledgments 
 
This study was funded and supported by Tehran 
University of Medical Sciences (TUMS); Grant 
no. 95-02-27-32471. The authors declare that 
there is no conflict of interest. 
 

References 
 

1. Huynen M, Martens P, Hilderink H (2005). The 
health impacts of globalization: a conceptual 
framework. Global Health, 1(1):14. 

2. Bayati M, Akbariyan R, Kavosi Z, Sadraei Java-
heri A, Amini Rarani M, Delavari S (2012). 
Socioeconomic determinants of health in the 
countries of West Pacific: analysis of panel 
data. Social Welfare, 12 (47): 111-30.  

3. Brooks E, Burns D, Gamble K et al (2002). 
Strategies for public health: a compendium of ideas, 
experience and research from Minnesota’s public health 
professionals. Vol. 2. Minnesota: Minnesota 
Department of Health. 



Hosseini Shokouh et al.: Conceptual Models of Social Determinants of Health … 

 

Available at:    http://ijph.tums.ac.ir                                                                                                        442 

4. Emamgholipour sefidashti S, Nakhaei M, 
Kazemi Karyani A, Ghazanfari S (2015). 
Decomposition socioeconomic inequality in 
infant mortality in EMRO countries. Int J 
Pediatr, 3(4-1): 749-56. 

5. Marandi SA (2013). Social determinants of health. In: 
Handbook of public health. Hatami and et al. 
Tehran: Arjmand, Tehran, Vol. 3 pp: 2037-
47. 

7. Marmot M (2007). Achieving health equity: from 
root causes to fair outcomes. Lancet, 
370(9593): 1153–63. 

8. Wilkinson R, Marmot M (2003). Social 
determinants of health: the solid facts. 2nd ed. 
Copenhagen: WHO Regional Office for Eu-
rope. Copenhagen.  

9. Irwin A, Valentine N, Brown C H, et al (2006). 
The Commission on Social Determinants of 
Health: tackling the social roots of health 
inequities. PLoS Med, 3(6): e106. 

10. Commission on Social Determinants of Health 
(2007). A conceptual framework for action on 
the social determinants of Health. Geneva: 
WHO; 2007.  
http://www.who.int/social_determinants/res
ources/csdh_framework_action_05_07.pdf.  

11. WHO (2015). What are social determinants of 
health? Geneva: WHO.  
http://www.who.int/social_determinants/sd
h_definition/en  

12. Gontijo DT (2010). Social determinants of 
health: perspective for understanding the 
relationship between processes of social 
exclusion and equity in health. Rev Eletr Enf, 
12(1):9.  

13. Raphael D (2008). Getting serious about the 
social determinants of health: new directions 
for public health workers. Promot Educ,15(3): 
15-20. 

14. Herd P, Goesling B, House JS (2007). 
Socioeconomic position and health: the 
differential effects of education versus income 
on the onset versus progression of health 
problems. J Health Soc Behav, 48(3): 223-38. 

15. Adler NE, Newman K (2002). Socioeconomic 
disparities in health:  pathways and policies. 
Health Aff (Millwood), 21(2): 60-76. 

16. Kunst AE, Bos V, Mackenbach JP (2001). Moni-
toring socio-economic inequalities in health in 
the European Union: guidelines and illustra-
tions. 
http://ec.europa.eu/health/ph_projects/199
8/monitoring/fp_monitoring_1998_frep_06
_a_en.pdf 

17. Welch VA. What is the role of systematic review 
in tackling health inequality?[PhD Thesis]. 
Facualty of Graguate and Posdoctoral 
Studies, University of Ottawa, Canada: 2010. 

18. Howlader MR (2013). An analyzing the socio- 
demographic variables impact on health 
status of Bangladesh. 
http://papers.ssrn.com/sol3/papers.cfm?abs
tract_id=2294871 

19. Khang YH, Kim HR (2005). Explaining 
socioeconomic inequality in mortality among 
South Koreans: an examination of multiple 
pathways in a nationally representative 
longitudinal study. Int J Epidemiol, 34(3): 630-7. 

20. Pevalin DJ, Robson K (2007). Social 
determinants of health inequalities in Bosnia 
and Herzegovina. Public Health, 121(8): 588–
95. 

21. Vahdaninia MS, Ebadi M, Azin SA, et al (2011). 
How people rate their own health: a 
nationwide study from Iran.  Payesh, 10 (3): 
355-63. 

22. Howlader MR (2012). An estimation of health  
production function of Bangladesh. 
http://papers.ssrn.com/sol3/papers.cfm?abs
tract_id=2388938  

23. Wary LA, Alwin DF, MacCammon RJ (2005). 
Social status and risky health behaviors: 
results from the health and retirement study. J 
Gerontol B Psychol Sci Soc Sci, 60 Spec No 2:85-
92. 

24. Adler NE, Boyce WT, Chesney MA, Folkman S, 
Syme SL (1993). Socioeconomic inequalities 
in health: no easy solution. JAMA, 269(24): 
3140–5. 

25. WHO (2013). Handbook on health inequality 
monitoring: with a special focus on low- and 

middle-income  countries. Geneva: World 
Health Organization. 

26. Evans RG, Stoddart GL (2003). Consuming re-
search, producing policy. Am J Public  Health, 
93(3):371–9. 

6. Link BG, Phelan J (1995). Social conditions as 
fundamental causes of disease.  J Health Soc 
Behav, Spec No: 80-94.  

http://www.who.int/social_determinants/resources/csdh_framework_action_05_07.pdf
http://www.who.int/social_determinants/resources/csdh_framework_action_05_07.pdf
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2294871
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2294871
http://www.payeshjournal.ir/En/article/Article.aspx?aid=109499&tabid=
http://www.payeshjournal.ir/En/article/Article.aspx?aid=109499&tabid=
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2388938
http://papers.ssrn.com/sol3/papers.cfm?abstract_id=2388938


Iran J Public Health, Vol. 46, No.4, Apr 2017, pp. 435-446 

443                                                                                                        Available at:    http://ijph.tums.ac.ir 

27. Krieger N (2008). Proximal, distal and the poli-
tics of causation: what’s level got to do with 
it? Am J Public Health, 98(2):221–30. 

28. Solar O, Irwin A (2007). Towards a conceptual 
framework for analysis and action on the so-
cial determinants of health. Geneva: WHO 
Commission on Social Determinants  of 
Health. 

29. Levine R, What Works Working Group, Kinder 
M (2004). Millions saved: proven successes in global 
health. Washington, DC: Center for Global 
Development. 

30. Cockerham WC (2007). Social causes of health and 
disease. Cambridge: Polity. 

31. Starfield B (2006). State of the art in research on 
equity and health. J Health Polit Policy  Law, 
31(1):11–32. 

32. Starfield B (2007). Pathways of influence on eq-
uity in health. Soc Sci Med, 64(7):1355–62. 

33. Baum A, Garofalo JP, Yali AM (1999). Socioeco-
nomic status and chronic stress: does stress account for 
SES effects on health? Vol. 896. New York: An-
nals of the New York Academy of Sciences, 
pp. 131–44. 

34. House JS, Williams D (2000). Understanding and 
reducing socioeconomic and racial/ethnic disparities in 
health. In: Promoting health: intervention strategies 
from social and behavioral research. Smedley, BD, 
Syme, SL, eds. Washington, DC: National 
Academy Press, pp. 81–124. 

35. House JS (2002). Understanding social factors 
and inequalities in health: 20th Century 
progress and 21st Century prospects. J Health 
Soc Behav, 43(2):125–142. 

36. Kaplan GA (1999). Part III summary: what is the role 
of the social environment in understanding inequalities 
in health? In: Socioeconomic status and health in indu-
strialized nations. Adler NE, Marmot M, McE-
wen B, Stewart J, eds. New York: Annals of 
the New York Academy of Sciences, pp. 
116–9. 

37. Kuh D, Ben-Shlomo Y (1997). A life course ap-
proach to chronic disease epidemiology. Oxford, UK: 
Oxford University Press. 

38. Carr-Hill R, Chalmers-Dixon P (2005). The public 
health observatory handbook of health inequalities 
measurement. Oxford: South East Public 
Health Observatory. 

39. Tarrant C, Wobi F, Angell E (2013). Tackling 
health inequalities: socio-demographic data 

could play a bigger role. Fam Pract, 30(6):613-
4. 

40. Miles MB, Huberman AM (1994). Qualitative data 
analysis: an expanded sourcebook. 2nd ed. Thou-
sand Oaks, CA: Sage Publications. 

41. Krieger N (2001). A glossary for social epidemi-
ology. J Epidemiol Community Health, 55(10): 
693–700. 

42. Brennan Ramirez LK, Baker EA, Metzler M 
(2008). Promoting health equity: a resource to help 
communities address social determinants of health. At-
lanta: U.S. Department of Health and Human 
Services, Centers for Disease Control and 
Prevention. 

43. Commission on Social Determinants of Health 
(CSDH) (2008). Closing the gap in a generation: 
health equity through action on the social determinants 
of health. Final report of the Commission on 
Social Determinants of Health. Geneva: 
World Health Organization. 

44. Williams DR (1990). Socioeconmic differentials 
in health: a review and redirection. Soc Psychol 
Q, 53(2): 81-99. 

45. Diderichsen E, Whitehead M (2001). The social 
basis of disparities in health. In: Challenging inequities 
in health: from ethics to action. Evans T. et al., eds. 
New York: Oxford University Press. 

46. Dahlgren G, Whitehead M (1993). Tackling 
inequalities in health: what can we learn from what 
has been tried? Working paper prepared for the 
King’s Fund International Seminar on 
Tackling Inequalities in Health, September 
1993, Ditchley Park, Oxford shire. London: 
King’s Fund. 

47. Mackenbach JP, van de Mheen H, Stronks K 
(1994). A prospective cohort study investigat-
ing the explanation of socioeconomic inequa-
lities in health in The Netherlands. Soc Sci Med, 
38(2): 299–308. 

48. Hertzman C (1999). Population health and human de-
velopment. In: Developmental health and the wealth of 
nations: social, biological, and educational dynamics. 
Keating DP, Hertzman C, eds. New York: 
Guildford Press. pp. 21–40. 

49. Howden-Chapman P, Tobias M (2000). Social in-
equalities in health:  New Zealand 1999. Welling-
ton: Ministry of Health. 

50. Adler NE, Ostrove JM (1999). Socioeconomic 
status and health: what we know and what we 
don’t. Ann N Y Acad Sci, 896: 3–15. 

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1731785/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1731785/


Hosseini Shokouh et al.: Conceptual Models of Social Determinants of Health … 

 

Available at:    http://ijph.tums.ac.ir                                                                                                        444 

51. Brunner E, Marmot M (1999). Social organization, 
stress and health. In: Social determinants of 
health. Marmot M, Wilkinson R, eds. Oxford: 
Oxford University Press. 

52. Claeson M, Griffin C, Johnston T et al (2002). 
Poverty reduction and the health sector - the 
health, nutrition, and population network's 
chapter in the World Bank's poverty reduc-
tion strategy sourcebook. 
http://documents.worldbank.org/curated/en
/936521468147314026/pdf/multi0page.pdf 

53. Turrell G, Mathers CD (2000). Socioeconomic 
status and health in  Australia. Med J Aust, 
172(9): 434–8. 

54. Evans T, Brown H (2003). Road traffic crashes: 
operationalizing equity in the context  of  
health sector reform. Inj Control Saf Promot, 
10(1-2): 11-12. 

55. Ansari Z, Carson NJ, Ackland MJ, Vaughan L, 
Serraglio A (2003). A public health model of 
the social determinants of health. Soz 

Praventivmed, 48(4): 242-51. 
56. O’Hara P (2005). Creating social and health equi-

ty: adopting an Alberta social determinants of 
health framework. Discussion paper. 
http://www.issuelab.org/resource/creating_s
ocial_and_health_equity_adopting_an_albert
a_social_determinants_of_health_framework  

57. Graham H, Kelly MP (2004). Health inequalities: 
concepts, frameworks and policy. London: Health 
Development Agency. 

58. Hambleton IR, Clarke K, Broome HL, et al 
(2005). Historical and current predictors of 
self-reported health status among elderly per-
sons in Barbados. Rev Panam Salud Publica, 
17(5-6):342–52. 

59. Commission on Social Determinants of Health 
(2005). Towards a conceptual framework for 
analysis and action on the social determinants 
of health. 
http://archived.naccho.org/topics/justice/res
ources/upload/WHOCommissionTowardsC
onceptualFrame.pdf 

60. Solar O, Irwin A 92010). A conceptual framework for 
action on the social determinants of health. Social 
determinants of health discussion paper 2 (Policy and 
Practice). Geneva: World Health Organization. 

61. Kelly MP, Stewart S, Morgan A, et al (2009). A 
conceptual framework for public health: 
NICE’s emerging approach. Public Health, 
123(1): e14–20. 

62. Senterfitt JW, Long A, Shih M, Teutsch SM 
(2013). How social and economic factora 
affect health.  
http://publichealth.lacounty.gov/epi/docs/S
ocialD_Final_Web.pdf 

63. Australian Institute of Health and Welfare 
(2014). Australia’s health 2014. Australia’s 
health series no. 14. Cat. no. AUS 178. Can-
berra: AIHW.  
http://www.aihw.gov.au/publication-
detail/?id=60129547205 

64. Shavers V (2007). Measurement of socioeco-
nomic status in health disparities research. J 
Natl Med Assoc, 99(9):1013-23. 

65. Grundy E, Holt G (2001). The socioeconomic 
status of older adults: how should we measure 
it in studies of health inequalities? J Epidemiol 
Community Health, 55(12):895–904. 

66. Freedman V, Martin L (1999). The role of educa-
tion in explaining and  forecasting trends in 
functional limitations among older Ameri-
cans. Demography, 36(4):461–73. 

67. Agheli L, Emamgholipour S (2015). Determi-
nants of life expectancy at birth in Iran: a 
modified Grossman health production func-
tion. Eur Online J Nat Soc Sci, 4(2): 427-37.  

68. Ross CE, Mirowsky J (1995). Does unemploy-
ment affect health? J Health Soc Behav, 36(3): 
230-43. 

69. Yen IH, Moss N (1999). Unbundling education: 
a critical discussion of what education confers 
and how it lowers risk for disease and death. 
Ann N Y Acad Sci, 896:350-1. 

70. Lynch J, Kaplan G (2000). Socioeconomic position. 
In: Social Epidemiology, Berkman LF, Kawa-
chi I, ed. 1st ed. Oxford: Oxford University 
Press, pp. 13–35. 

71. Davey Smith G, Hart C, Hole D, et al (1998). 
Education and occupational social class: 
which is the more important indicator of 
mortality risk? J Epidemiol Community Health, 
52(3), 153–60. 

72. Mackenbach JP, Kunst AE, Cavelaars AEJM, 
Groenhof F, Geurts JJM (1997). The working 
group on socioeconomic inequalities in health 
socioeconomic inequalities in morbidity and 
mortality in  Western Europe. Lancet, 
349(9066):1655-9. 

73. Tsimbos C (2010). An assessment of socio-
economic inequalities in health among elderly 

http://www.ncbi.nlm.nih.gov/pubmed/?term=Carson%20NJ%5BAuthor%5D&cauthor=true&cauthor_uid=12971112
http://www.ncbi.nlm.nih.gov/pubmed/?term=Ackland%20MJ%5BAuthor%5D&cauthor=true&cauthor_uid=12971112
http://www.ncbi.nlm.nih.gov/pubmed/?term=Vaughan%20L%5BAuthor%5D&cauthor=true&cauthor_uid=12971112
http://www.ncbi.nlm.nih.gov/pubmed/?term=Serraglio%20A%5BAuthor%5D&cauthor=true&cauthor_uid=12971112
http://www.aihw.gov.au/publication-detail/?id=60129547205
http://www.aihw.gov.au/publication-detail/?id=60129547205


Iran J Public Health, Vol. 46, No.4, Apr 2017, pp. 435-446 

445                                                                                                        Available at:    http://ijph.tums.ac.ir 

in Greece, Italy and Spain. Int J Public Health, 
55(1):5–15. 

74. National Advisory Committee on Health and 
Disability (1998). The social, cultural and eco-
nomic determinants of health in New Zeal-
and: action to improve health. 
https://www.health.govt.nz/system/files/do
cuments/publications/det-health.pdf  

75. Fuchs VR (2004). Reflections on the socio-
economic correlates of health. J Health Econ, 
23(4): 653–61. 

76. Marmot M, Allen J, Bell R, Bloomer E, 
Goldblatt P (2012). WHO European review 
of social determinants of health and the 
health divide. Lancet, 380(9846): 1011-29. 

77. Marin G, Sabogal F, Marin BV, Otero-Sabogal 
R, Pérez-Stable EJ (1987). Development of a 
short acculturation scale for Hispanics. Hisp J 
Behav Sci, 9(2): 183-205. 

78. Kawachi I, Subramanian SV, Almeida-Filho N 
(2002). A glossary for health inequalities. J Ep-

idemiol Community Health, 56(9):647–52. 
79. Klugman J (2002). A Sourcebook for Poverty 

Reduction Strategies, vol. 2. 
http://documents.worldbank.org/curated/en
/156931468138883186/pdf/2980000182131
497813.pdf 

80. Graham H (2009). Understanding health inequali-
ties.2nd ed. Berkshire: Open University Press. 

81. Robert S, House JS (1996). SES differentials in 
health by age and  alternative indicators of 
SES. J Aging Health, 8(3):359–88. 

82. Huisman M, Kunst AE, Andersen O, et al 
(2004). Socioeconomic inequalities in mortali-
ty among elderly people in 11 European pop-
ulations. J Epidemiol Community Health, 
58(6):468–75. 

83. Duncan GJ, Daly MC, McDonough P, Williams 
DR (2002). Optimal indicators of socioeco-
nomic status for health research. Am J Public 
Health, 92(7):1151–7. 

84. Galobardes B, Lynch J, Davey Smith G (2007). 
Measuring socioeconomic position  in health 
research. Br Med Bull, 81-82: 21–37.  

85. Watt R (2002). Emerging theories into the social 
determinants of health: implications for oral 
health promotion. Community Dent Oral Epi-
demiol, 30(4):241–7. 

86. Galobardes B, Shaw M, Lawlor DA, (2006). In-
dicators of socioeconomic position (part 1). J 
Epidemiol Community Health, 60(1):7–12. 

87. Helman CG (2007). Culture, health and illness. 
5th ed. London: Hodder Arnold Publication. 

88. O’Mara-Eves A, Brunton G, McDaid D, et al 
(2013). Community  engagement to reduce 
inequalities in health: a systematic review, 
meta-analysis and economic  analysis. Public 
Health Res, 1(4):i-525. 

89. Trust for America’s Health (2015). The facts 
hurt: a state-by-state injury prevention policy 
report. 
http://www.rwjf.org/en/library/research/20
13/01/the-facts-hurt.html 

90. Chittleborough CR, Baum FE, Taylor AW, 
Hiller JE (2006). A lifecourse approach to 
measuring socioeconomic position in 
population health surveillance systems. J 
Epidemiol Community Health, 60(11): 981–92. 

91. Babones SJ (2009). Social inequality and public 
health. Bristol: 
http://press.uchicago.edu/ucp/books/book
/distributed/S/bo13439677.html 

92. Mackenbach JP, Bakker MJ, Kunst AE, 
Diderichsen F (2002). Socioeconomic 
inequalities in health in Europe: an overview. 
In: Reducing inequalities in health: a European 
perspective. Mackenbach J, Bakker M, eds. 
London: Routledge, pp.3-19. 

93. van de Mheen D (1998). Inequalities in heath, to be 
continued?  a life-course perspective on socio-economic 
inequalities in health. Amsterdam: Ponsen & 
Looijen BY, Wageningen. 

94. OECD and WHO (2003). Poverty and health 
(DAC guidelines and reference series). Paris: 
OECD Publication Services. 

95. Benoit C, Shumka L (2009). Gendering the health 
determinants framework: why girls and women’s 
health matters. Vancouver: Women’s Health 
Research network. 

96. Bradshaw D (2008). Determinants of health and 
their trends. In: South African health review. 
Barron P, Roma-Reardon J, eds. Durban: 
Health Systems Trust. 
www.hst.org.za/uploads/files/chap4_08.pdf 

97. Whitehead M, Dahlgren G, Gilson L (2001). 
Developing the policy response to inequities in health: a 
global perspective. In: Challenging inequities in 
health care: from ethics to action. Evans T, 
Whitehead M, Diderichsen F, Bhuia A, Wirth 
M eds. New York: Oxford University 
Press,pp. 309-22. 

http://www.rwjf.org/en/research-publications/find-rwjf-research/2013/01/the-facts-hurt.html
http://www.rwjf.org/en/research-publications/find-rwjf-research/2013/01/the-facts-hurt.html
http://www.rwjf.org/en/research-publications/find-rwjf-research/2013/01/the-facts-hurt.html


Hosseini Shokouh et al.: Conceptual Models of Social Determinants of Health … 

 

Available at:    http://ijph.tums.ac.ir                                                                                                        446 

98. Hayden  TC. Socioeconomic determinants as 
predictors of disparities in health outcomes in 
Kentucky [PhD thesis]. Kent School of Social 
Work, University of Louisville, United States: 
2010. 

99. Exworthy M (2008). Policy to tackle the social 
determinants of health: using conceptual 
models to understand the policy process. 
Health Policy Plan, 23(5): 318–27. 

100.  Mikkonen J, Raphael D (2010). Social determinants 
of health: the Canadian facts. Toronto: York 
University School of Health Policy and 
Management. 

101.  Bambra C, Gibson M, Sowden A, Wright K, 
Whitehead M, Petticrew M (2010). Tackling 
the wider social determinants of health and 
health inequalities: evidence from systematic 
reviews. J Epidemiol Community Health, 64: 284-
291. 

102.  Signal L, Martin J, Cram F, Robson B (2008). 
The health equity assessment tool: a user’s 
guide. Wellington: Ministry of Health. 

103.  Graham H (2008). Unequal lives: health and 
socioeconomic inequalities. Int J Epidemiol, 37 
(5): 1195-1196.  

104.  National Health Committee (1998). The social, 
cultural and economic determinants of health 
in New Zealand: action to improve health. 
Wellington: National Advisory Committee on 
Health and Disability. 

105.  Diez Roux AV (2012). Conceptual Approaches 
to the Study of Health Disparities. Annu Rev 
Public Health, 33: 41–58. 

106.  Asemane Z, Emamgholipour S, Rshidian A 
(2015). Governance and Public Health 
Outcome in OPEC countries. Int J Rev Life 
Sci, 5(10): 855-60. 

107.  Zaboli R, Malmoon Z, Seyedjavadi M, Seyedin 
H (2014). Developing a conceptual model of 
social determinants of health inequalities: A 
qualitative study. JHPM, 3(4): 74-88. 

108.  Oakes JM, Kaufman JS (2006). Methods in social 

epidemiology. 1st ed. San Francisco: Jossey-Bass. 

 
 
 

 
 

 


