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Introduction
At Sydney Local Health District we are committed to improving health equity, and
achieving our goal of excellence in healthcare for all, to ensure the community has
equitable access to high quality patient centred care.
Although the social and economic status of our District is slightly higher than NSW,
there are areas of significant deprivation, groups with poorer health and segments of
the community to whom we are less successful in providing services. To improve health
equity we need to look in at our direct patient care, our prevention and health promotion
programs, and look out as we engage with the community and other organisations to
work on the social factors that contribute to health inequities and how these are
perpetuated.
Sydney Local Health District has a range of strategies in place to tackle health inequities.
Some examples include:
• k nowing the complexity of health problems in Redfern, we have worked with partner
agencies to establish RedLink as a place where service providers can come together
to coordinate care;
• knowing that people with mental illness die on average 10-15 years younger than the
general population, we are working with general practice and others to ensure health
services address the physical health needs of these patients;
• recognising the importance of the early years, our Healthy Families, Healthy Children
program works with families requiring additional support in Redfern/Waterloo and the
Canterbury LGA to improve child and family health;
• recognising the health and social disadvantage in Canterbury, we have established
Can Get Health in Canterbury with priority communities and the Primary Health
Network to tackle local health problems;
• recognising the pace of development in the area, we are working with Urban Growth
NSW and local councils to make urban development more health promoting.
This framework provides a foundation for identifying inequity in health and health care
and taking action to reduce it, being clear about our values, building on existing good
work and further understanding what health services can do to reduce health inequity.
Achieving this will require us to be strategic and collaborative. We need to work with
patients and their advocates, health care providers in other sectors, community
organisations and the services that contribute to the social fabric of the community.
Sometimes we will take the lead, sometimes we will support other agencies to take
the lead.
This framework will evolve over time and shape strategies for action. The message for
staff is that inequities are not inevitable, and we are serious about reducing or preventing
them. For our partners – communities and organisations – we are keen to keep working
with you to improve health equity across this very mixed and complex area.

Teresa Anderson

Hon. Ron Phillips

Chief Executive,
Sydney Local Health District

Chair,
Sydney Local Health District
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Summary
What is health inequity?
Health equity means that everyone has a fair opportunity to enjoy good health and to
access the health services they need. Inequities arise when there are systematic
differences in health status, health risks or access to health care between groups that are
avoidable and unfair.

Some inequities in Australia:
• S
 ome groups have shorter lives and poorer health than others:
for example Aboriginal and Torres Strait Islanders have ten years’ less life
expectancy, and are six times more likely to be hospitalised for diabetes than
the general population.
• S
 ome groups have limited access to health care:
for example people with co-morbidities and chronic disease, and those with
low health literacy.
• S
 ome services are not used by all those that need them:
for example Hospital in the Home is under-utilised by non-English speakers
and people from low socio-economic groups.
• S
 ome localities/communities have a very high burden of disadvantage:
for example Canterbury has high unemployment, low household incomes and
a high proportion of people who do not speak English well compared to other
parts of the District. One in four women who gave birth at Canterbury Hospital
in 2016 had gestational diabetes.

Health inequities arise largely because groups do not have equal access to the social
determinants of health – for example, good housing, education, adequate income,
social relationships. They can also result from racism or other forms of discrimination.
Underlying this is the unequal distribution of power and resources across society.
Disadvantage is often cumulative: people who are poor may have inadequate housing
and less access to education and therefore fewer life opportunities. Understanding the
experience of disadvantage, how it arises and how people move in and out of it are
important for understanding how best to respond.

What can health services do about inequity?
Health inequities are not the responsibility of health services alone, but they can be
addressed in two aspects; looking in to the health care services provided and the way
the organisation operates, and looking out to address the social determinants of health
in the community and to work towards a fairer, more inclusive system.
Looking in:
• p
 roviding high quality individual health care for all that respects the diversity of the
population, addresses the needs of the most disadvantaged, is accessible to all and
used by those who need it most
• operating as an organisation in a way that promotes equity for staff and local
communities.
Looking out, in partnership with the community and other organisations:
• p
 revention and health promotion that addresses the problems that are most important
to disadvantaged individuals and communities
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• s upporting action on social determinants of poor health in the community, for example,
social isolation or poor housing.
• working towards a fairer and more inclusive system, especially in health and social care.
This requires systematic action across the health service, provided by knowledgeable and
skilled staff with strong organisational support.

What will we do in Sydney Local Health District?
As a District, we are committed to strengthening our action on health inequity across the
organisation in five key areas. This will require a systematic approach, involving:
1

Leadership and commitment
Making equity a priority for the District, and making it a part of reporting systems
and quality improvement activities.

2

Engagement and partnerships
Involving disadvantaged and marginalised communities in decisions about their
health and health care; and committing to long term partnerships with
communities and other organisations to address problems in health equity and the
social determinants of health.

3

Organisational and workforce development
Providing more training, better information and other forms of support to help
clinicians, services, planners and managers identify and address inequities.

4

Resource allocation
Allocating and targeting resources to provide access to health care to all groups in
the population, in proportion to need, and address the causes of unequal health.

5

Research and evaluation
Using data and evidence to inform decision making, and undertaking research and
evaluation on how best to reduce inequities within the District.
Staff at all levels can contribute to identifying inequities and creating a fairer health
service, according to their role and the groups they work with.
• F
 ront line workers can ensure that health care reflects the diversity of their
patients and meets their health and social needs, with extra support for those
who need it.
• S
 ervice directors, team leaders and facility managers can work closely with
primary health care and community organisations to ensure that services reach
those most in need, and that staff have the skills and support to work with the
most disadvantaged.
• S
 upport services (e.g. planning and population health) can address inequities in
service plans, offer training and provide data and evidence of effective strategies.
• S
 enior management (Board, clinical directors and facility managers) can make
equity a priority; work with partner organisations to address social determinants of
unequal health; involve consumers and groups from disadvantaged communities
in planning and service development and in relevant committees; advocate at a
state-wide level to influence policy and strategy; and celebrate successes.
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What is health equity?
Health equity means that everyone has a fair chance of health and wellbeing, and of
accessing the health services they need. Inequities are differences in health status,
risks to health or barriers to accessing health care that are avoidable and unfair.
In Australia, as in other countries, there is a strong correlation between health and
socio-economic status, known as the social gradient of health.
Figure 1: Trends in life expectancy at birth by socio-economic status and gender,
NSW 2001-2012.
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Source: HealthStats NSW

Some health inequities in Australia
• Aboriginal people have a life expectancy 10 years’ less than other Australians.
• C
 ompared to people in the top fifth of socio-economic areas, those in the
bottom fifth have:
– three years less life expectancy;
– 1.6 times the chance of having two or more chronic conditions;
– 30 per cent greater chance of a low birthweight baby;
– 3.6 times the chance that a child is exposed to tobacco smoke at home;
– More chance of being hospitalised for ambulatory sensitive conditions and
waiting longer for elective surgery;
– More than twice the likelihood of delaying or avoiding oral health services due
to cost.
• P
 eople with mental illness have a life expectancy 10-15 years less than others,
and often poorer access to physical health care.
For further information see Australian Institute of Health and Welfare (2016).
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How does inequity arise?

Inequities arise largely because people do not all have the same access to the social and
economic factors that influence health (the social determinants of health): for example,
housing, where they live, education, employment, wealth and social inclusion. Racism
and other forms of discrimination are also important causes of health inequity.

The Canadian Medical Association has estimated that
in Canada, health is determined:
•
•
•
•

50% by life and living conditions
25% by health care
15% by biology
10% by the environment

Source: Canadian Medical Association 2013
These social determinants can affect health directly (poor housing leading to respiratory
disease), and may also contribute to higher levels of risky behaviours such as smoking or
excessive drinking. People also vary in how vulnerable (or resilient) they are to the effects
of disadvantage, based on their personal history and capacity, and that of their family and
community.
The problem is compounded when these people also have unequal access to health care
in relation to their needs: for example unemployed people receiving less preventive care,
people in disadvantaged areas receive fewer long consultations in general practice, or
people who do not speak English not receiving the same level of education about their
chronic conditions. Poorer areas tend to have fewer private health services, and poorer
people are more likely to skip health care because of the cost.
Beneath the social gradient of health and its social determinants is the unequal
distribution of power and resources within society, and the culture and policies that
underpin this. Figure 2 shows how these different factors contribute to health inequities.
Figure 2: The health see-saw
•
•
•
•
•
•

P
 oor access to care
V
 ulnerability
P
 oor housing
L ow income
P
 oor education
L ow social power

A framework for improving health equity

9

People who fare worse on the social determinants of health are likely to have more
limited life opportunities and fewer resources for dealing with their circumstances,
making the task of maintaining their health harder (as represented in Figure 3).
Figure 3: The social gradient of health

Different forms of disadvantage often cluster together: people with low levels of
education are more likely to be poor or unemployed, and some communities or
geographic areas have more people with low socio-economic status, creating ‘hot spots’
of health inequity. The effects of disadvantage are cumulative – poverty leaves fewer
resources for dealing with housing or transport problems – and people in socially
disadvantaged areas often suffer disproportionately from other social problems
such as domestic violence or problem gambling.
People may be disadvantaged for different reasons, for example:
• they live in a rural area or disadvantaged suburb;
• t he settings where they live, work or gather (an unsafe workplace, an area with
few parks for children);
• a
 condition that they suffer (people with mental illness often have poor physical care);
• b
 eing part of an ethnic or cultural group (Rohingyas have suffered persecution);
• t heir age or life-stage (people may not receive treatment because they are ‘just old’,
when they are in fact sick and need treatment);
• h
 aving limited opportunities (single parents, people who left school early).
Some life stages and transitions also set the stage for future health. Experiencing poor
care during in pregnancy, during the early years and transitions to school, at migration or
on release from prison can lead to future health inequities, and conversely, good care at
these stages may help avoid them.
Of course disadvantage is not static; unemployed people get a meaningful job,
homeless people find housing, people move into and away from illicit drug use or crime.
Understanding these trajectories can illuminate how people move in and out of social
disadvantage, and which groups are more likely to become stuck there.
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Why does health equity matter?
Health inequalities reduce health and quality of life for the disadvantaged, and add to
the overall burden of mortality and ill health.
• Individuals may have shorter and less productive lives, with more ill health and poorer
quality of life.
• Communities may have fewer resources to call on to address local problems.
• H
 ealth services spend resources on health problems that might have been prevented
or treated earlier.
• The nation bears the cost of extra disability and lost productivity.

If all Australians had the same experience as those in the
highest socioeconomic areas, there would have been 54,000
fewer deaths in 2009–2011
Source: Australian Institute of Health and Welfare (2014)

The level of inequity and what we do about it also says much about the fairness of society
and our commitment to social justice.

Health equity cannot be concerned solely with health as an
isolated factor. Rather, it must come to grips with the larger
issue of fairness and justice in social arrangement, including
the economic distribution, paying appropriate attention to
the role of health in human life and freedom.
Amartya Sen, member of the WHO Commission on Social Determinants of Health
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What can health services do
about inequity?
The World Health Organisation identifies four broad strategies that health services can
use to address health inequities, reflecting the different factors working against health
equity as described in the health seesaw and the social gradient of health.
• A
 ddressing the extra burden of ill health that vulnerable and disadvantaged people
suffer and minimising longer term consequences – for example disability, job loss or
loss of independent living.
• H
 elping individuals and communities become less vulnerable to the effects of
disadvantage–for example through greater health literacy or stronger communities, or
reducing the link to behaviours such as smoking or conditions such as loneliness which
magnify risk.
• R
 educing individuals’ and communities’ exposure to social determinants of poorer
health – for example living in poverty, low educational achievements, dangerous work
places, or racism.
• A
 ddressing the so al and economic policies and practices which entrench
disadvantage and so maintain the gradient in the social determinants of health – for
example tackling racism, making the taxation and welfare systems more progressive
and the health and social care sectors as fair as possible.
Health services can have a major part to play in the first two of these, and can work in
partnership with other sectors and services on the third. Health services have less scope
for changing the distribution of resources and power in society at large, but they can
work to ensure that health and social care are as fair as possible and support others with
more scope for action.
Health services can take several approaches to reduce the ‘equity gap’, by aiming to
improve the health of:
• T
 he whole population, and expect the health of the most disadvantaged to increase
along with everyone else. Recent experience in Australia shows that this does improve
the health of the least well off, but less than the most well off, thus actually increasing
the equity gap.
• T
 he most disadvantaged, however unfortunately the very disadvantaged may have
limited capacity to benefit from some programs and services, and this approach risks
ignoring the needs of those who are disadvantaged, but to a lesser degree.
• A
 ll, but invest effort in proportion to need, taking account of ability to benefit. This
offers benefits for all, and addresses inequity across the social gradient. A danger is
that not enough effort goes into finding the kind of interventions that will help the
most disadvantaged.
The last option is generally recommended as it allows equity to be addressed within
a universal service that focuses on those in greatest need (see Appendix 1).
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Improving equity
Health services have five key areas in which they can take action to improve equity.
Looking in

Looking out
(in partnership with the community
and other organisations)

1 P
 rovide high quality individual health care
for all, that respects the diversity of the
population, addresses the needs of the
most disadvantaged, is accessible to all
and used by those who need it most.

3 O
 ffer prevention and health
promotion that addresses the health
problems that are most important
for disadvantaged individuals and
communities.

2 O
 perate as an organisation in a way
that promotes equity for staff and local
communities.

4 A
 ddress social determinants of
poor health in the community.
5 W
 ork towards a fairer and more
inclusive system, especially in health
and social care.

There are many opportunities to take action to improve equity within these five key areas.
1

Individual health care
• Identify and then reach out to groups who need a service but are not using it.
Consider why people opt out of care, and provide active follow up for those
in danger of dropping out.
• P
 rovide comprehensive/patient centred care that is culturally appropriate,
addresses any trauma associated with disadvantage or discrimination, and
tackles the long term consequences of ill health (for example, rehab, referral
to vocational training).
• Improve health literacy and provide self-management support.

2

How we operate as an organisation
• Involve representatives from local community organisations and front line
clinicians in decisions about priority problems and effective responses.
• P
 rovide employment/work experience for people from disadvantaged
backgrounds.
• S
 upport community enterprises and support local community services.

3

Prevention and health promotion in the community
• W
 ork with disadvantaged communities to address major risk factors and
build individual and community capacity.
• W
 ork through community settings where people live, work or gather:
for example run programs through schools, churches, clubs, playgroups.

4

Taking action on the social determinants of health
• W
 ork through inter-sectoral groups planning and developing services.
• U
 se the influence of local health districts to address problems in the community
(for example, transport and housing problems).
A framework for improving health equity
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5

Working toward a fairer system
• R
 emove financial and other barriers to using services.
• S
 implify access to health care.

Some general approaches to health care can also help reduce inequities, for example:
• Involving disadvantaged groups when developing or reviewing programs or
services (co-design and co-creation).
• P
 roviding a continuum of care in the community, close to where people live
and work.
• S
 upporting generalist approaches to health care (within a particular service or
through collaboration with a general practice health care home) that can provide
comprehensive care and maintain continuity.
• T
 aking advantage of strategic moments for reducing future inequity, for example
critical life stages (the early years, newly arrived migrants), during major policy
changes (the NDIS), where there is new funding or services, major urban
developments, or when people are admitted to hospital or present to the
emergency department.
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Reducing health inequities
in Sydney Local Health District
Although health and socio-economic status in Sydney Local Health District are
generally above the NSW average, those with lower socio-economic status experience
the same disadvantage as they would elsewhere, and there are some groups that are
at particular risk.

Some inequities in Sydney Local Health District
Locations
• Canterbury and Burwood have high levels of social and economic disadvantage.
• C
 anterbury (in particular the western part of the suburb) has a particularly high
concentration of poor health and social disadvantage, with:
– high rates of diabetes and hospitalisation for diabetes and asthma;
– high levels of risk factors (for example, Arabic men who smoke);
– high levels of social disadvantage (unemployment, low household income,
not speaking English well, single parent households, people in housing
commission accommodation);
– the highest rate of humanitarian settlers in Sydney Local Health District;
– low levels of developmental outcomes in children;
– high rates of obesity and overweight in children.
• R
 iverwood has poor public transport for people wanting to access health services.
Population groups
• A
 boriginal people overall have higher levels of disadvantage and ill health
and shorter life expectancy than the general population.
• Refugees have high rates of trauma and mental illness.
• P
 eople with mental illness as a group have shorter life expectancy and higher
rates of risk factors than the general population.
Services
• H
 ospital in the Home services are used significantly less by people in the lowest
socio-economic group, women and people who do not speak English at home.
• C
 ardiac rehabilitation is less likely to be offered to women, people who do not
speak English at home and people from less advantaged areas.
For further information see Sydney Local Health District (2015) A picture of health:
Sydney Local Health District Profile.
www.slhd.nsw.gov.au/planning/pdf/SLHD_Health_Profile.pdf
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Tackling these problems requires a systematic approach:
• W
 orking across the five key areas (individual health care, how we operate
as an organisation, prevention/health promotion, taking action on the social
determinants of health, working towards a fairer system);
• T
 aking a whole of service approach where clinicians, services and facilities work
with patients and communities to jointly identify problems and look for solutions;
• S
 trengthening our support and organisational capacity for this work;
• Incorporating considerations of equity into planning/commissioning, reporting
and quality improvement processes.
There is already a great deal of work toward improvements in health equity and there
is considerable support for those working to improve health equity. The challenge is to
build on this, to reduce existing inequities and avoid new problems.

Addressing health inequities
The following are a selection of projects, programs and services in the five key areas that
are addressing health inequities in Sydney Local Health District.
1

Individual health care
• O
 utreach assessment and capacity building for local carers of dependent elderly
people in nursing homes by Oral Health Services and Sydney Dental Hospital.
• R
 esponding to individual patient’s needs by providing community nursing home
visits.
• D
 rug Health outreach service for hard to reach young people, peer-led HIV
testing clinic of an evening in a community setting.
• P
 roviding culturally appropriate care, for example multicultural mental health.
• C
 linic services through the Aboriginal Medical Service Redfern, for example,
shared ante-natal care and cardiology outpatient clinic.

2

How we operate as an organisation
• A
 boriginal employment targets across the District and apprenticeship program
for young Aboriginal people.
• U
 sing the STARTTS refugee women’s catering service for District functions.
• Involving the community in working groups and committees to inform services,
for example mental health peer workers participating in Healthy Strong
Communities multi-agency collaboration.
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3

Prevention and health promotion in the community
• C
 ommunity education programs such as Bilingual Community Educator Program
and Chinese mental health first aid program.
• C
 an Get Health community development initiative working with the
disadvantaged community in Canterbury to address health problems.
• Y
 Hunger project addressing food security and physical activity for young people
in unstable housing.
• S
 ustained home visiting after birth and the Healthy Homes and Neighbourhoods
integrated care initiative providing support for vulnerable families (see case study).
• O
 ral health promotion activities to vulnerable communities by attending
Aboriginal community gatherings.

4

Taking action on the social determinants of health
• W
 orking with Urban Growth NSW and other organisations to improve urban
development (including at Green Square, the Sydenham-Bankstown growth
corridor, Parramatta Rd, the Bays Precinct).
• U
 sing influence to address problems in the community, for example public
transport access.
• P
 olicy of not discharging mental health patients from the hospital emergency
departments to homelessness.

5

Working toward a fairer system
• R
 efugee health care services for refugees without access to Medicare.
• F
 ree oral health care for people experiencing homelessness, children in out of
home care and other priority groups.
• S
 trong investment in under-served areas, with a focus on the Canterbury area.
• S
 implifying access to services.
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Case study:
Healthy Homes and Neighbourhoods
integrated care initiative
The Healthy Homes and Neighbourhoods initiative was funded in 2015 by the
NSW Ministry of Health through the Integrated Care Planning and Innovation Fund
to a partnership of Sydney Local Health District, NSW Department of Family and
Community Services, the Central and Eastern Sydney PHN, and partners from the
Inner West Collaborative Practice Management Group.
The initiative aims to ensure that families requiring multi-agency support have their
complex health and social needs met, and includes place-based work in Redfern/
Waterloo and Riverwood. Many families have experienced disadvantage and
trauma across several generations and have little engagement with services, and
tend to receive fragmented, short term help, often with little help for the adults on
whom the families depended. Although they needed help from several agencies,
many barriers existed that prevented collaboration.
Agencies covering health, education, substance abuse, mental health, the law,
housing, community services, and juvenile justice have got together to review how
they work with these families, identifying those most in need and setting up
arrangements for coordinating care, working together at a local level, including
co-locating through the Redfern RedLink integrated services hub, led by Family
and Community Services - Housing. General Practice is engaged and supported
to provide a ‘Health Home’ for these families, and family health improvement
messages are delivered through a website and social media..
The initiative engages some of the most isolated and vulnerable families and
addresses their underlying barriers to engagement as well as more immediate
needs, drawing on the strengths of the families, the community and the service
network.
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Support to address health inequities
There is already strong support for addressing health equity within Sydney Local Health
District, and this will be strengthened as the District develops further programs and
services through an equity framework. Possible developments to continue to address
health equities are set out below (see Appendix 2 for more).

Leadership and
commitment

Engagement and
partnerships

Current initiatives

Possible future initiatives

• Improving equity is part
of the strategic objectives
of the District.

• Include action on equity
in facility performance
indicators and senior
management performance
reviews.

Current initiatives

Possible future initiatives

• Strong partnerships with
government and nongovernment organisations.

• S
 trengthening links with
general practice.

• Community development
work with communities
(Can Get Health in
Canterbury).
• Annual EquityFest forum.
• Joint planning initiatives
(Inner West Sydney Child
Health and Wellbeing Plan).

Organisational
and workforce
development

Current initiatives

Possible future initiatives

• HERDU (Health Equity
Research and Development
Unit) provides support on
addressing equity.

• B
 etter information systems
on inequalities.

• Public Health Observatory
provides data including
indicators of equity.
• The Equity Challenge
provides funding and
opportunities for groups
to ‘learn by doing’.

• T
 raining for clinicians and
managers in cultural
competence and
understanding health equity.
• E
 nsuring workforce,
especially frontline staff,
reflect the diversity of the
communities served.
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Resource
allocation

Current initiatives

Possible future initiatives

• Purposeful investment
in the under-served
Canterbury LGA.

• E
 xpanding services
in Riverwood.

• Recurrent funding for
Healthy Homes and
Neighbourhoods.

• E
 xtension of the Can Get
Health model of community
based development.

• Small community grants
administered through
RedLink.

Research and
development

Current initiatives

Possible future initiatives

• Equity focused evaluations
(Hospital in the Home,
Healthy Homes and
Neighbourhoods).

• C
 ontinuing program of
research into the patterns
of inequity in Sydney Local
Health District and effective
health service based
interventions.

• Equity profile of Sydney
Local Health District.
• Cohort study of older
people in Sydney Local
Health District.

How will we know if we are making progress?
As our work develops, we will monitor progress at different levels: increasing
understanding of the problems, developing the capacity to respond, the initiatives
we take and their impact on equity. For the relationship between these and how they
contribute to better health equity, see the logic model in Appendix 3.
Monitoring progress will require better data on community need, service use and
community response to our services, and the development of equity indicators for
service reporting. It will also require some targeted research and evaluation.
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Appendix 1: O
 pportunities for addressing equity
across the organisation
Clinicians, administrative and support staff can consider:
• D
 o our services reach those who need them most, and meet their particular needs
– including clinical care, prevention, early detection and self-management support? Do
we know who we are not reaching, or why some individuals or groups opt out of care?
• D
 o we understand the cultures of those to whom we offer care, how to communicate
effectively with them and gain their trust?
• D
 o we identify and address any personal, social or economic disadvantage which
impacts on patients’ health and ability to manage their health, including the effects of
trauma?
• D
 o we ensure that all patients have a regular GP? Do we work closely with their primary
health care providers to link the care that we offer with their ongoing primary health care?
Service directors, team leaders and managers of facilities can consider:
• D
 o we know the groups which are not making use of our services, but should?
• A
 re our services easily accessible to those who most need them, for example through
location, hours of opening, easy referral arrangements and offering cultural safe services?
• Is equity a focus in our quality improvement programs?
• D
 o we provide clinicians with the information systems, referral pathways, skills and
other supports which will help them address health equity?
• A
 re we working with primary care and community groups and organisations to address
social determinants of unequal health, and do we involve them when we review and
plan services?
• D
 o we have strong relationships with primary care providers?
Support services can consider:
• Is improving equity a part of all service plans? Do we involve communities and their
services in service planning and review? Do we review the likely equity impact of
District plans?
• A
 re we working with government, non-government and private organisations to
address social determinants of unequal health? (Planners)
• A
 re we helping clinicians and services understand the equity issues in their areas of
work? Are we providing the data, data systems and evidence about effective strategies
that they need? (Public Health Unit, HERDU and others).
Board and Executive can consider:
• H
 ow well does senior management understand health equity in the District?
• D
 o staff and services have the support they need to address health inequities?
• D
 o we allocate resources in a way that will benefit the most disadvantaged?
• D
 o we have active partnerships with all relevant community, government, nongovernment and private organisations?
• D
 o consumer and community groups have an active role in relevant District
committees, working groups and decision-making bodies? Do we support them
in this?
• A
 re we monitoring progress in developing more equitable services, and do we actively
celebrate success?
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Appendix 2: B
 uilding capacity to improve
health equity
Leadership and commitment
• M
 ake health equity a priority of the District, and ensure that it is addressed in policies
and plans and actively reviewed and reported on across the District.
• E
 nsure that the Board members and senior managers understand health equity and
are familiar with the problems in District.
• D
 evelop/maintain partnerships with other organisations to address equity issues.
• D
 evelop/maintain an inclusive culture within the District that is concerned about equity.
• C
 elebrate success.
Engagement and partnerships
• M
 aintain partnerships at District, facility and service level with organisations that
can represent the perspectives of marginalised groups, help provide more integrated
care for disadvantaged patients or address social determinants of unequal health in
the community.
• C
 o-design programs and services with those for whom they are intended.
Organisational development
• E
 nsure that strategic directions, policies and plans address equity.
• E
 nsure that the community, and especially marginalised groups, are represented
within the District and have a voice in decisions that affect their health care.
• E
 nsure that clinicians, facilities and services have access to training and advice on
addressing health equity.
• S
 trengthen information systems, quality improvement programs and other mechanisms
that will support action to address equity.
• W
 here relevant, including an equity lens in monitoring and reporting systems.
Workforce development
• D
 evelop the skills of the workforce in identifying, understanding and addressing
health inequities.
• D
 evelop competence in clinicians, teams and the District working with cultural
diversity.
• Involve staff from marginalised or disadvantaged communities in services with
those groups.
Resource allocation
• E
 nsure that funding is identified for plans for addressing health inequities.
• B
 alance efficiency and equity, and funding the extra costs that may be involved
in working with marginalised or disadvantaged groups in allocating resources.
Research and development
• P
 rovide evidence about effective approaches to addressing health inequities.
• C
 arry out strategic research and evaluation to support the District’s program.
• C
 onduct rigorous research to increase understanding of how to improve health equity.
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Appendix 3: L
 ogic model for improving health equity
in Sydney Local Health District

Assumptions

Activities

Outcomes

• S
 ome groups of people
have worse health than
others.

• Analysing data and
consulting with
communities and
clinicians to identify
inequities.

• L ess inequality in
health status and life
opportunities.

• H
 ealth care does not
always go to those
who need it most.
• S
 ome of the factors
which influence this are
unfair and avoidable.
• H
 ealth services can
reduce inequities by
the way they plan and
deliver their services/
programs.
• T
 his is part of the role
of Sydney Local Health
District.

• Providing health care
that is proportional to
need, within a universal
system.
• Working with
disadvantaged
communities to address
the causes of poor
health.

• H
 ealth care goes to
those who need it most.
• M
 ore equal access to
the social determinants
of health.
• A
 fairer health and
social care system.

• Working with partners to
address inequities in the
social determinants of
health.
• Reducing barriers to
health and social care,
especially for those most
in need.
• Operating the
organisation in a way
which supports better
health for staff and
community, particularly
the most disadvantaged.

Supported by:
• Leadership and commitment at all levels.
• A
 ddressing health inequities in service planning/review, quality improvement
and reporting.
• Allocating resources for addressing inequities.
• T
 raining and advice for staff/services in identifying/addressing inequities and
cultural competence for a diverse population.
• Information and information systems that highlight inequities.
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Appendix 4: P
 roportional universalism
as a way of improving health equity
One way of providing a universal service to the community while having a focus on those
most in need is through proportionate universalism.
Figure 4: Proportionate universalism as a way of addressing need.

Individual and community
capacity building

ce
servi
d
e
t
e
Targ

Proportional
Universalism

Strong universal system

In this approach, there is a strong universal health system providing accessible and high
quality care to everyone. This universal service caters to the diversity in the population
(for example language and culture) and is tailored to specific needs, for example with
gender-specific services or use of interpreters. Those with greater need receive more of
these universal services from the same source: for example two or three home visits after
the birth of a baby instead of one. There is also the capacity to provide extra services,
based on need, within the framework of the universal service: for example through
involving co-workers from Drug Health or Mental Health services.
Where necessary, people are referred from these universal services to separate services
for targeted care (for example specialist mental health services), with the aim of returning
them to the universal system as soon as possible. As well as taking referrals, these
targeted services may also provide consultation and other support to mainstream service
providers.
This service provision is complemented by programs to build individual and community
capacity and address social determinants of health.
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Appendix 5: S
 ources of support
and further information
Within Sydney Local Health District
Planning Unit – coordinates planning across the Local Health District. Plans and local
and Area profiles are available at www.slhd.nsw.gov.au/planning/currentPlans_int.html
Public Health Observatory – provides information to the Health Service, clinicians,
managers and the community about the distribution of disease, injury, health, risk
behaviours and social determinants of health in SLHD. A focus of the Observatory will
be to provide analyses to senior managers to enable decisions to be made to improve
health and reduce inequities in the health of the population and in the delivery of
healthcare. www.slhd.nsw.gov.au/PopulationHealth/PHObservatory.html
Health Equity Research and Development Unit (HERDU) – facilitates Sydney Local
Health District’s commitment to equitable access to quality health services for the
community, as well as creating opportunities and environments that improve health. It
facilitates engagement with agencies, organisations or individuals that have responsibility
in these areas working in partnership with clinical departments as well as the District’s
Community Health and Population Health units. www.slhd.nsw.gov.au/PopulationHealth/
HERDU.html
Books, reports and journals
Australian Institute of Health and Welfare (2014), Healthy life expectancy in Australia:
patterns and trends 1997 to 2012, Cat no. AUS 187. www.aihw.gov.au/
publicationdetail/?id=60129549634&tab=2, accessed
Australian Institute of Health and Welfare (2014). Mortality inequalities in Australia 2009–
2011. Bulletin 124, August 2014. www.aihw.gov.au/publication-detail/?id=60129548021,
accessed 1/6/17
Australian Institute of Health and Welfare (2016). Social Determinants of Health. In
Australia’s health 2016. Australia’s health series no. 15. Cat. no. AUS 199. Canberra
Bywood P, Katterl R, Lunnay B. (2011). Disparities in primary health care utilisation: Who
are the disadvantaged groups? How are they disadvantaged? What interventions work?
PHCRIS Policy Issue Review. Adelaide: Primary Health Care Research & Information
Service. www.phcris.org.au/researchevidence/item.php?id=8358&spindex=14, accessed
1/6/17
Canadian Medical Association (2013). Health equity and the social determinants of
health. https://www.cma.ca/En/Pages/health-equity.aspx, accessed 1/6/17
Marmot M, Friel S, Bell R, Houweling T and Taylor S (2008). Closing the gap in a
generation: health equity through action on the social determinants of health. The
Lancet, 372: 1661-1669.
Sen, A. (2002). Why health equity? Health Economics, 11:659-6
Sydney Local Health District (2015). A picture of health: Sydney Local Health District
Profile. www.slhd.nsw.gov.au/planning/pdf/SLHD_Health_Profile.pdf, accessed 1/6/2017
Whitehead, M. (1990). The concept and principles of equity and health. WHO Regional
Office for Europe, Copenhagen (EUR/ICP/RPd 414, 7734r). International Journal of Health
Services, 22 (3): 429-45.
Whitehead. 2007. A typology of actions to tackle social inequalities in health. Journal
of Epidemiology and Community Health, 61: 473-8
Wilkinson, Richard, and Kate Pickett (2009) The Spirit Level: Why More Equal Societies
Almost Always Do Better. London: Allen Lane.
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Wilkinson, Richard and Michael Marmot, eds. (2003). Social determinants of health:
the solid facts, 2nd ed. WHO European Office
World Health Organization (2008). Closing the gap in a generation: health equity through
action on the social determinants of health. Commission on Social Determinants of
Health – final report.
Websites
Primary Health Care Research Information Service. www.phcris.org.au/guides/social_
determinants.php
US Centers for Disease Control: www.cdc.gov/socialdeterminants
WHO www.who.int/topics/social_determinants/en/
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