Selected references re Wilkins’ work on income and health outcomes in Canada 

Wilkins R, Houle C.  Health status of children. Health Reports 1999;11(3):25-34.  Also revised version, Wilkins R, Houle C, Berthelot JM, Ross N.  The changing health status of children in Canada.  Isuma 2000;1(2):58-63 (www.isuma.net).  The 20th century has seen a dramatic decline in infant mortality in Canada and an accompanying decline in regional disparities in infant mortality.  Income-related differences in infant mortality have diminished substantially; however, by 1996, rates in the poorest neighbourhoods were still two-thirds higher than those in the richest neighbourhoods.  Infant mortality in Canada’s poorest neighbourhoods is now significantly lower than the national rate for the United States.  However, the infant mortality rate in Canada’s richest neighbourhoods is currently only about as low as the national rate for Sweden.  In recent years in Canada, income-related disparities in infant mortality have ceased to diminish, although regional disparities have continued to decline.  Children of parents with a low level of education are more likely to have poorer perceived health and are less likely to enjoy unbroken good health.

Chen J, Fair M, Wilkins R, Cyr M, and the Fetal and Infant Mortality Study Group of the Canadian Perinatal Surveillance System. Maternal education and fetal and infant mortality in Quebec. Health Reports 1998:10(2):53-64.  Fetal and infant mortality rates were greater for the offspring of mothers with less than 12 years of education, compared with mothers with at least 14 years, even after adjusting for maternal age, parity, marital status and infant's sex.  If all education groups had experienced the low rates attained by the higher education group, the number of fetal and infant deaths would have been reduced by approximately 20%.

Chen J, Wilkins R. Senior’s needs for health-related personal assistance. Health Reports 1998;10(1):39-50. Errata in Health Reports 1998;10(2):65  In 1991, 30% of seniors living in private households had some need for health-related personal assistance.  Three-quarters of them required help only with instrumental activities of daily living (IADL); the remainder needed help with basic activities of daily living (ADL).  The prevalence of need and unmet need was higher among women than men, was inversely related to household income and education, and was relatively high among formerly married seniors and those living alone.  Household seniors were more likely to receive personal assistance from informal than formal sources, although this varied depending on their socioeconomic characteristics and the type of assistance they received.

Wilkins R, Sherman GJ. Low income and child health in Canada. Chapter in Coburn D, D'Arcy C, Torrance G (eds), Health and Canadian Society: Sociological Perspectives. Third Edition. University of Toronto Press, Toronto, 1998:102-109.  The health problems of poor children begin before birth, and continue to place these children at greater risk of death, disability and other health problems throughout infancy, childhood and adolescence.  Compared to children from rich neighbourhoods, poor children are 40-50% more likely to be born to small, too soon, or with growth retardation; they are almost twice as likely to die before their first birthday; and they are over twice as likely to suffer long term disability and other health problems.

Ng E, Wilkins R, Pole J, Adams OB.  How far to the nearest physician?  Health Reports 1997; 8(4):19-31.  Potential barriers to the availability of health services based on geographic location are relatively small in more urbanized areas.  By contrast, in less urbanized and rural areas, distances are longer and differ somewhat by neighbourhood income, and distance to the nearest physician tends to increase with latitude north.

Ng E, Wilkins R.  Derivation of income per person equivalent (IPPE).  Technical note.  Health Statistics Division, Statistics Canada, 1997.  This background paper (available on request) explains in detail the derivation of the income indicator used in an article on distance to the nearest physician, and for analyses of births by income and mortality by income in 1991. 

Chen J, Beavon D, Wilkins R. Mortality of retired public servants in Canada. 1996 Proceedings of the Social Statistics Section, American Statistical Association. Alexandria, Virginia: ASA, [1997]: 86-91. Among public servants who retired at age 60 or over during 1975-1992, survival analyses show that both occupation and income had associations with mortality among males, whereas only income was associated with mortality among females.  Males in administrative support occupations had a mortality risk ratio 1.8 times that of males in management occupations, while males in the lowest income quintile had a mortality risk ratio 1.7 times that of males in the highest income quintile, and females in the two lowest income quintiles had a mortality risk ratio 1.4 times that of females in the highest income quintile.

Chen J, Wilkins R, Ng E.  Health expectancy by immigrant status, 1986 and 1991.  Health Reports 1996;8(3):29-38.   Analyses based on census data, vital statistics, and data from the Health and Activity Limitation Surveys show that immigrants, especially those from non-European countries, had a longer life expectancy and more years of life free of disability and dependency than did the Canadian born.  The reasons for immigrants' longevity and good health are likely related to the "healthy immigrant effect." 

Chen J, Ng E, Wilkins R.  The health of  Canada's immigrants in 1994-95.  Health Reports 1996;7(4):33-45. This article compares the health status, health care utilization, and health-related behaviour of immigrants with the Canadian-born population, based self-reported data from the 1994-95 National Population Health Survey.  Immigrants, especially recent immigrants, are less likely than the Canadian-born population to have chronic conditions or disabilities, and the effect is most evident among those from non-European countries, who constitute the majority of recent immigrants to Canada.
Marrett L, Chaudhry R, Fair M, Wilkins R, Weir E.  The study of the feasibility of linking Census occupation data and the Ontario Cancer Registry and Mortality Data Base.  Final Report for the Occupational Diseases Panel.  Toronto:  Ontario Cancer Treatment and Research Foundation, April 30, 1996.  42 pp. plus appendices.  This feasibility study demonstrated that it is possible to create a cancer-occupation database for Ontario in a relativly straightforward manner and with an acceptable error rate.  The database would have long-term potential to identify and corroborate occupation-cancer associations, as well as more generally for the study of socio-economic differentials in mortality and morbidity.

Wilkins R, Edwards AC.  Socioeconomic classification variables for the Canadian Heart Health Surveys of 1986-1992.  Working paper produced for the Heart Health Inequalities Working Group, 30 April 1996.  For a series of studies of heart health inequalities by socioeconomic status, the data from the Canadian Heart Health Surveys of 1986-1992 were classified by income adequacy, educational attainment and occupation, as well as by language.  The socio-economic classification variables constructed were a compromise between what would in principle have been desirable, and what was actually possible based on the more limited data available in the 10 provincial heart health surveys. 

Wilkins R. Policy-relevant health information: The Canadian experience in assessing socioeconomic differentials in mortality. Chapter in Lopez A, Casselli G, Valkonen T (eds.), Adult Mortality in Developed Countries: From Description to Explanation. International Studies in Demography. Clarendon Press Oxford, Oxford, 1995:307-326.  Population-based evidence from a variety of sources demonstrates that there are still wide socio-economic inequalities in health among Canadians.  However, there is currently no systematic means for monitoring progress towards--or away from--the goal of reducing socio-economic inequities in health. 

Millar W, Beaudet MP, Chen J, Ng E, Wilkins R, Catlin G.  National Population Health Survey Overview 1994-95.  Statistics Canada Catalogue 82-567.  Ottawa:  Minister of Industry, 1995.  Statistics Canada's National Population Health Survey (NPHS) has been designed to measure the health status of Canadians, and in so doing, to expand knowledge of the determinants of health.  This overview illustrates the variety of information available, including data on perceived health, chronic conditions, injuries, depression, smoking, alcohol consumption, physical activity, consultations with medical professionals, use of medications, and use of alternative medicine.

Wilkins R. Health expectancy: the Canadian experience. Towards the Year 2000: Refining the Measures. Proceedings of the 1993 Public Health Conference on Records and Statistics. DHHS Publication No. (PHS) 94-1214. Washington, D.C.: National Center for Health Statistics, 1994;161-166.  ... Health expectancy calculations also helped reveal the true extent of socioeconomic and regional inequalities in health outcomes.  Autonomous, independent, and total life expectancy was highest in the richest income quintile group, and lowest in the poorest quintile group.  For both sexes together at age 65, the differences between the quintiles were 1 year for autonomous life, 1.7 years for independent life, and 2.3 years for disability-free life.  

Wilkins R, Sherman GJ, Best PAF. Birth outcomes and infant mortality by income in urban Canada, 1986.  Health Reports 1991;3(1):7-31.  Percentage of low income in the neighborhood of residence was strongly and consistently related to measures of unfavorable birth outcomes.  The higher the incidence of low income in the neighborhood, the higher the rates of infant mortality, LBW, VLBW, prematurity and SGA. The rate ratio comparing Quintile 5 (poorest neighborhoods) to Quintile 1 (least poor) was 1.7, 1.4, 1.4, 1.3 and 1.5, respectively, for each of the preceding outcomes.  Assuming rates in Quintile 1 had applied to all quintiles, the excess events related to low income amounted to 22% of infant deaths, 14% of LBW, 9% of VLBW, 10% of premature, and 19% of SGA births.

Wilkins R, Adams O, Brancker A. Changes in mortality by income in urban Canada from 1971 to 1986. Health Reports 1989;1(2):137-174.  In 1971, the difference in life expectancy at birth was 6.3 years for men and 2.8 years for women.  By 1986, these differences had decreased to 5.6 years for men and 1.8 years for women.   However, the rate ratio comparing lowest to highest income quintiles at most ages changed only slightly over the 15 years.  For example, the rate ratio for infant mortality was 1.97 in 1971 and 1.82 in 1986.  In 1986, 21% of total potential years of life lost (PYLL) prior to age 70 could be attributed to differences in quintile death rates compared to rates for the highest income quintile.  In 1986, the major causes of death contributing to income inequalities in morality were:  circulatory diseases (25% of excess PYLL), accidents, poisonings and violence (17%), and neoplasms (15%).  From 1971 to 1986, in terms of age-standardized mortality rates (ASMRs) for all ages, certain causes of death showed increased mortality together with greater inequality by income, especially for males:  these causes included lung cancer, suicide, metabolic diseases other than diabetes, and ill-defined conditions.  For many other causes of death, ASMRs declined while income inequality diminished:  these included congenital anomalies, perinatal conditions, infectious diseases, uterine (including cervical) cancer, stomach cancer, diabetes, respiratory diseases, digestive system diseases, cirrhosis of the liver, motor vehicle traffic accidents (for occupants and pedestrians), and accidental poisonings, drownings, and fires.   

-----------------

Wilkins R. Mortality by neighbourhood income in urban Canada, 1986-1991. Conference presentation. Canadian Society for Epidemiology and Biostatistics, St. John's NF, 16-19 August 1995.  Earlier studies of mortality by neighbourhood income in urban Canada showed that socio-economic inequalities in mortality were substantial for many causes of death, but that for all-cause mortality and many specific causes, the disparities between income quintiles diminished from 1971 to 1986.  The objectives of this study were to determine if socio-economic inequalities in all-cause mortality have continued to diminish in recent years; which causes have seen increased, stable, or diminishing disparities between income quintiles; and which causes currently contribute most heavily to income-related excess mortality (compared to the most-advantaged quintile).  From 1986 to 1991, inequalities in mortality tended to persist:  the disparity in life expectancy at birth remained almost unchanged for males, and declined only slightly for females; differences in the percentage of population expected to survive to age 75 widened very slightly for both sexes;  over a fifth of all PYLL could be considered excess, compared to what would have been the case had quintiles 2-5 experienced the same generally low rates of mortality of quintile 1; circulatory diseases, neoplasms, injuries and infectious diseases contributed most to excess PYLL related to disparities in mortality by neighbourhood income.

