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About Fair Foundations and promoting health equity. A resource to support Fair Foundations: The VicHealth framework for health equity4

VicHealth is committed to promoting fairness and opportunity 
for better health (VicHealth 2013a). In support of this 
commitment, VicHealth has developed Fair Foundations: 
The VicHealth framework for health equity (VicHealth 2013b), 
as a conceptual and planning tool to guide action on the social 
determinants of health inequities. Fair Foundations draws 
on a conceptual framework developed by the World Health 
Organization (WHO) Commission on the Social Determinants  
of Health (Solar and Irwin 2010).

To supplement Fair Foundations, this supporting resource 
outlines the key concepts and theories that underpin the 
framework and acts as a reference document to increase 
understanding of the social determinants of health inequities 
and how to address them in practice.

Introduction
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The social determinants 
of health inequities

In any society, differences in health outcomes will exist due to 
natural biological variation (sex, age and genetic make-up, for 
example). ‘Equity in health is not about eliminating all health 
differences so that everyone has the same level of health, 
but rather to reduce or eliminate those which result from 
factors which are considered to be both avoidable and unfair’ 
(Whitehead 1990, 220).

Health equity 
Equity is a concept based on the human-rights principles of 
social justice and fairness (Kawachi, Subramanian et al. 2002, 
Braveman and Gruskin 2003). It is an approach that addresses 
the unfair and avoidable differences among social groups with 
an aim of achieving more equal outcomes.

Health equity refers to the absence of systematic or avoidable 
disparities in health between groups of people, whether these 
groups are defined socially, economically, geographically or 
demographically (Whitehead 1992, Whitehead and Dahlgren 
2006, WHO 2014b).

Health outcomes do differ between groups; however, health 
inequities are the differences in health outcomes and their 
risk factors between social groups that are socially produced, 
systematic in their distribution, avoidable, unfair and unjust 
(Whitehead 1992).

‘Equity’ is sometimes used interchangeably with the related 
term ‘equality’, although the two are not the same thing. 
Equality is considered to exist when all individuals and groups 
of people are given equal treatment, regardless of need or 
outcome, whereas an equitable approach focuses on more 
equal outcomes, recognising that disadvantaged groups may 
need more support or resources in order to achieve the same 
health outcomes as more advantaged groups (Marmot 2010).

Figure 1: A visual depiction of the difference between equality 
and equity 
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Social position and the social gradient 
in health
Differences in health outcomes between social groups are often 
defined according to socioeconomic status, or socioeconomic 
position, which is a composite measure of educational 
attainment, living conditions, income and occupational 
characteristics (such as whether a job involves manual or non-
manual labour), as well as the level of prestige, power, control 
or social standing associated with these (Adler, Boyce et al. 
1994, Solar and Irwin 2010).

Socioeconomic status is a major predictor of health outcomes 
(CSDH 2008). However, differences in health outcomes are 
also influenced by a number of other factors, including race/
ethnicity, disability, aboriginality, and characteristics of the 
area and neighbourhood in which people live (including rurality 
and access to key services). The Fair Foundations framework 
uses the broader concept of social position to encompass all of 
these key markers of social advantage or disadvantage (Solar 
and Irwin 2010).

The process by which individuals become assigned to different 
positions in the social hierarchy is known as social positioning, 
or social stratification.

The graded relationship between social position and health, 
where health outcomes progressively improve with increasing 
social position, is known as the social gradient in health 
(Marmot 2004). In Australia, as in most other countries, 
clear social gradients exist for a range of preventable health 
conditions and their behavioural risk factors, including 
overweight and obesity, type 2 diabetes, cardiovascular 
diseases, and tobacco use, risky alcohol consumption, poor 
nutrition and inadequate physical activity (Friel 2009).

Figure 2: A visual representation of the social gradient in health
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The social determinants of health and 
health inequities
The conditions in which people are born, grow, live, work, play 
and age assume a major role in shaping health outcomes (CSDH 
2008). Collectively, these are known as the social determinants 
of health.

The underlying social structures and processes that 
systematically assign people to different social positions and 
distribute the social determinants of health unequally in society 
are the social determinants of health inequities (Solar and 
Irwin 2010).

This process of social stratification, in turn, results in the 
unequal distribution of power, money and resources. Different 
groups – depending on their ability to exercise power and to 
access money and resources – have differential exposure and/
or vulnerability to a range of daily living conditions, or the 
circumstances in which they are born, grow, live, work and 
age. Examples of differential exposure include the degrees of 
exposure that different social groups have to overcrowded 
housing, to sedentary work, or to fruit and vegetable retailers. 
An example of differential vulnerability is some groups’ higher 
vulnerability to alcohol-related harm, even when their exposure 
(consumption) levels are similar to other groups’ (Makela 
1999). The quality of people’s daily living conditions affects 
their material circumstances, psychosocial control and social 
connection, and is therefore protective of or damaging to health 
(Solar and Irwin 2010). 

The distinction between the social determinants of health 
and the social determinants of health inequities is important. 
Actions to address the social determinants of health that do 
not tackle their distribution, or the structures and processes 
driving the unequal distribution of power, money and resources 
are unlikely to address persistent health inequities. Addressing 
the social determinants of health inequities requires an 
inherently political approach that engages the responsibility 
of the state, addresses the inequitable distribution of power, 
money and resources in society, and enables and promotes 
social participation and empowerment (Solar and Irwin 2010).

While much is now known about the social determinants of 
health inequities, less is known about their precise causal 
pathways. Three broadly complementary theoretical 
approaches have been used to explain these pathways and 
the mechanisms by which they operate. These theoretical 
approaches have informed the development of the conceptual 
framework developed by the WHO Commission on the Social 
Determinants of Health (Solar and Irwin 2010), and Fair 
Foundations. All emphasise the role of social position in 
generating health inequities.

Psychosocial approach

According to the psychosocial approach, an individual’s 
perceptions and experiences of their place in the social 
hierarchy shape their vulnerability to illness (Raphael 2006). 
For example, comparing status, possessions and other life 
circumstances with those of others can lead to feelings of envy, 
shame and worthlessness, which in turn lead to unhealthy 
physical and psychological responses. Attempts to alleviate 
such feelings may then develop – for example, overspending 
or working additional shifts, which may induce chronic stress, 
and/or adopting behaviours such as overeating, smoking and 
drinking at levels that are detrimental to health. Social inequity 
also weakens social bonds and cohesion, and this can interact 
with an individual’s sense of control over life’s circumstances 
(Cassel 1976, Lynch, Smith et al. 2001, Wilkinson and 
Pickett 2006).

Social production of disease/political economy 
of health approaches

Social production of disease/political economy of health 
approaches argue that the ultimate determinants of health lie 
in the political and economic decisions made by governments. 
These decisions cause and exacerbate income and health 
inequities that exist on account of individuals’ lack of resources, 
and fuel further inequity in case of underinvestment in public 
infrastructure to support living conditions and the structures 
within which they prevail (Doyal 1979, Bambra, Fox et al. 2005, 
Raphael and Bryant 2006, Solar and Irwin 2010). According 
to this perspective, governments that are more committed 
to redistributive social and economic policies, particularly 
taxation models, are generally more successful in improving 
the health of populations (Navarro and Shi 2001, Wilkinson and 
Pickett 2010).

Eco-social frameworks

Several eco-social frameworks have been developed in 
attempts to advance a multilevel understanding of the 
determinants of health, incorporating social, biological and 
ecological perspectives (McMichael 1996, Susser and Susser 
1996, Krieger 2001, Krieger 2002, Susser 2004, Krieger 2005). 
These approaches suggest that you cannot understand the 
determinants of health inequities without understanding the 
history of both individual and societal ways of living (Solar and 
Irwin 2010).
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The Fair Foundations 
framework

Fair Foundations depicts the social determinants of health 
inequities as three layers of influence:

1. Socioeconomic, political and cultural context;

2. Daily living conditions; and

3. Individual health-related factors.

These three layers of influence and the pathways between them 
are depicted as a network of tree roots. A main trunk root runs 
vertically up towards the surface, representing the major and 
broad lineal pathway running through all of the layers. Minor 
roots flowing out from the main trunk, occasionally crossing 
between layers, reflect the multiple, complex and reciprocal 
nature of the relationships between the layers. Social position 
runs through the centre of the framework, effecting the 
distribution, or differing nature, of influence each layer has  
on people of different social positions.

The socioeconomic, political and cultural context is positioned 
at the base of the framework. This highlights the deep and 
powerful role these structural determinants – the ‘causes 
of the causes’ – have on health. Institutions, structures and 
processes within the socioeconomic, political and cultural 
context give rise to the process of social stratification, where 
the population is ordered according to income, occupation, 
education, gender, sexuality, race/ethnicity, aboriginality, 
place-based or locational disadvantage, and other factors. 
They also shape people’s daily living conditions across the life 
course, including levels of social connection and psychosocial 
control. These material and social circumstances can be 
either protective of or damaging to health, with individuals 
experiencing differential exposure and/or vulnerability to 
health-damaging conditions based on their social position. 
For example, even when alcohol consumption is similar across 
socioeconomic groups, alcohol-related harms follow a social 
gradient. People of lower social position appear to be more 
vulnerable to alcohol-related harms (Makela 1999).

Individual health-related knowledge, attitudes and behaviours 
result from, and are responses to, the first two levels of the 
framework. These individual-level factors represent the final 
layer of influence on health; however, the unequal distribution 
of health and wellbeing outcomes, and their economic and 
social consequences, reflect the process of social stratification 
that begins at the structural level.

Poor health and its consequences (such as a reduced ability to 
work and earn an income) can also feed back into the causal 
pathway in a reciprocal nature, worsening the social position. 
The consequences can also impact at the societal level (Solar 
and Irwin 2010). A notable example might be how an increasing 
prevalence of obesity creates additional societal and economic 
burdens, meaning more resources are required for individual 
treatment and care, which results in fewer resources being 
allocated to prevention.

Socioeconomic, political and cultural 
context
The socioeconomic, political and cultural drivers include 
governance, policy, and dominant cultural and societal norms 
and values.

Governance refers to the system of values, policies and 
institutions by which society manages economic, political and 
social affairs through interaction within and among the state, 
civil society and the private sector. It includes how and by whom 
societal needs are defined, civil participation, accountability 
and transparency in public administration. It also includes the 
laws, rules and practices that set limits and provide incentives 
for individuals and organisations.

Policy refers to macroeconomic and social policies, including 
fiscal policy, trade, labour-market structures and social 
welfare, land and housing, education, health and medical care, 
transport and sanitation.

Dominant cultural and societal norms and values constitute 
an important part of the context in which policies are 
developed and implemented. Some examples relevant to social 
stratification include societal norms and values around gender, 
race or ethnicity, sexuality and disability that devalue women, 
people from non-Anglo-Australian backgrounds, lesbian, gay, 
bisexual, transgender and intersex people, and people who have 
a disability.

Advocacy is often an important means with which to address 
the base layer of the framework, where a more concerted 
and multifaceted approach needs to be taken to change the 
socioeconomic, political and cultural determinants of health 
inequities. Building a broader commitment to addressing 
identified needs, seeking support for new or different services, 
pursuing resources to meet the community’s need or speaking 
out on issues can all be important advocacy strategies to 
address inequity (Vilshanskaya and Stride 2003).
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Figure 3: Fair Foundations: The VicHealth framework for health 
equity

Fair Foundations: The VicHealth framework for health equity 
The social determinants of health inequities: The layers of infl uence and entry points for action

INDIVIDUAL HEALTH-RELATED FACTORS
• Knowledge • Attitudes • Behaviours

DAILY LIVING CONDITIONS
• Early child development • Education • Work and employment

• Physical environment • Social participation • Health care services

SOCIOECONOMIC, POLITICAL AND CULTURAL CONTEXT
• Governance • Policy • Dominant cultural and societal norms and values

DIFFERENCES IN HEALTH AND WELLBEING OUTCOMES
• Life expectancy • Mortality rates • Morbidity rates • Self-rated health status

Diff erential health and wellbeing outcomes are seen in life expectancy, mortality rates, morbidity rates and self-rated health. 
These differences are socially produced, systematic in their distribution across the population, avoidable and unfair.

SOCIAL POSITION

SOCIAL POSITION

SOCIAL POSITION
• Education • Occupation • Income • Race/ethnicity • 

Gender • Aboriginality • Disability • Sexuality
The socioeconomic, political and cultural context creates a process of 

social stratifi cation, or ranking, which assigns individuals to diff erent social 
positions. The process of stratifi cation results in the unequal distribution of 

power, economic resources and prestige. 

Daily living conditions
Daily living conditions represent the everyday circumstances 
in which people live. The quality of these conditions affects 
people’s material circumstances, psychosocial control and 
social connection, and can be protective of or damaging to 
health. Social stratification means that different social groups 
have differential exposure and/or vulnerability to a range 
of daily living conditions. Daily living conditions are both 
determinants of health – such as educational attainment – and 
settings, such as schools, in which action can be undertaken.

Early childhood development refers to physical, social, 
emotional, language and cognitive development between the 
prenatal period and eight years of age. There is substantial 
evidence that early childhood is the most important 
developmental phase in the lifespan and a critical age that 
provides one of the greatest potential targets for reducing 
inequities in health (CSDH 2008).

Education refers to the development of knowledge and skills  
for problem solving, and a sense of control and mastery over  
life circumstances. Education increases work opportunities,  
job security, satisfaction and income.

Work and employment refers to the nature of employment and 
working conditions, including job security, flexibility, control, 
physical working conditions and social connection.

Physical environment refers to built and natural environments, 
including housing, transport systems, air quality, place of 
residence, neighbourhood design and green space.

Social participation refers to supportive relationships, 
involvement in community activities and civic engagement. 
Social participation is one of the key mechanisms for 
redistributing power by broadening opportunities for 
participation in decision-making and implementation 
processes, which is critical to individual agency and control.

Health care services refers to preventive and treatment 
services. Accessibility of health care services is central to 
their performance in meeting health care needs. ‘Access’ can 
be defined as the opportunity to identify health care needs, to 
seek health care, to reach, obtain or use health care services, 
and to have the need for services fulfilled (Levesque, Harris 
et al. 2013). An individual’s access to affordable, appropriate 
health care is strongly influenced by their health literacy – 
their capacity to obtain, process and understand basic health 
information and services needed to make appropriate health 
decisions (Institute of Medicine 2004). Health literacy is an 
outcome of interactions between the individual and their 
socioeconomic, political and cultural environment, with the 
health and education systems playing a particularly 
important role.

Individual health-related factors
Individuals’ health-related knowledge, attitudes and 
behaviours result from, and are responses to, the influences  
of the preceding layers of the framework.

These wider social determinants produce differences in 
individual knowledge, attitudes and behaviours. Within 
Australia and internationally, major inequities exist in health-
damaging behaviours, including tobacco use, risky alcohol 
consumption, unhealthy eating patterns and inadequate 
physical activity. These inequities exist across a range of 
measures of social position, including lower socioeconomic 
status (income, education and occupation), locational or place-
based disadvantage (Friel 2009, Solar and Irwin 2010).

While there is generally common agreement in health 
promotion for the need to focus on the determinants of health 
and health inequities, an emerging focus on individual lifestyle 
change seems apparent (WHO 2009). Phrased as a lifestyle 
drift, this is the tendency for broad recognition, and often policy 
development, around the need to take action on the wider  
social determinants that drift downstream to focus largely  
on individual lifestyle factors (Hunter, Popay et al. 2009).

Differences in health and wellbeing 
outcomes
Finally, different social groups experience differential 
consequences of ill health, including differences in life 
expectancy, mortality and morbidity rates, and 
self-rated health.

www.vichealth.vic.gov.au/fairfoundations

www.vichealth.vic.gov.au/fairfoundations
http://www.vichealth.vic.gov.au/fairfoundations
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Using the framework

Each layer of the framework represents a possible entry point 
for action. Action can be taken at any or all layers and there is 
no correct place to start. However, a comprehensive approach 
to tackling health inequities must include actions at the base 
of the framework that address the social structures and 
processes that systematically distribute the determinants  
of health unequally in society.

There is recognition that working at the base layers is not always 
possible. This inability may arise from the type of organisation 
undertaking the work, the parameters set by funding programs 
or other constraints that expect work to be undertaken at 
the individual health layer of the framework. Additionally, 
some organisations are better placed to influence structural 
determinants and/or daily living conditions than others. 

It is important to recognise both organisational and project 
limitations to working at the base layers. While being realistic 
about what can practically be achieved, it is also necessary to be 
mindful of the structures and conditions impacting on the current 
behaviours, attitudes and knowledge of the individuals among 
whom change is being sought. If the work is unable to focus on the 
determinants of inequity, and is undertaken only at the individual 
level, those who have the least structural barriers will be more 
likely to benefit from the work; therefore, the work will increase 
the steepness of the social gradient. Evidence across a range of 
risk factors shows that work at the individual behaviour change 
layer alone will also be less likely to sustain ongoing changes. 
For example, a recent review of programs focusing on individual 
behaviour change – providing increased outdoor free-play time, 
or health information for children and parents – resulted in no 
benefits for Body Mass Index, diet or television viewing time 
(Hesketh and Campbell 2010).

Fair Foundations can be used as an advocacy tool to support 
work across the base layers of the framework, in addition to 
individual behaviour change. The following practice principles 
can also aid the development of health promotion action that is 
more likely to have equitable outcomes.

Health equity practice
Fair Foundations advocates the need for a mix of strategies that 
tackle the structures and processes within the socioeconomic, 
political and cultural context that shape the social hierarchy 
and people’s daily living conditions, and individual-level 
determinants. This requires action, cooperation and joint 
accountability for health equity across multiple sectors and 
levels of government (WHO 2014b). Comprehensive approaches 
that involve a combination of actions and focus on a range 
of determinants have been consistently shown to be most 
effective in reducing inequities.

An equitable approach means addressing need and aiming for 
more equal outcomes. Actions that benefit all social groups 
equally will not reduce the gap between the most and least 
disadvantaged or flatten the social gradient in health. At 
the same time, approaches targeting only high-risk groups 
are unlikely to be effective on their own because they do not 
address the social gradient across the whole population, and 
have the potential to stigmatise the groups they are trying to 
reach (WHO 2014b).

Universal approaches

Universalism is an important contributor to the production 
of healthy outcomes. Good evidence for this is that countries 
with universal health care, welfare and education tend to enjoy 
a higher general health status and are able to reduce health 
inequities (Baum 2008). Universal approaches are open to the 
whole population, or to a defined population (such as all women 
or all people from a particular location), without recognising 
differences in social position (Perlman 2012). When universal 
approaches do not consider and incorporate the needs of 
people experiencing disadvantage, they are likely to exacerbate 
inequities by disproportionately benefiting people with the 
power, money and resources that enable engagement and/
or adoption of the desired change (Marmot 2010). However, 
universal approaches can at times be more effective than 
targeted approaches in reaching people – ‘hidden’ in average 
data – who are living in disadvantaged circumstances or who 
come from disadvantaged backgrounds (Newman, Javanparast 
et al. 2014).

High-quality universal approaches that incorporate the needs 
of people who experience disadvantage often meet the needs 
of a larger number of people. For example, universal design 
principles applied when designing a new building incorporate 
the needs of all potential users. It is a one-size-fits-all 
approach, rather than a one-size-fits-most (or -some).
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Targeted approaches 

Targeted approaches are important as they can reduce gaps in 
health status between groups (Vilshanskaya and Stride 2003). 
Targeted approaches can, however, lead to reluctance, shame 
and stigma for people being provided with the targeted, free 
or subsidised program or resources (Davies and Sheriff 2012). 
Additionally, targeted work, particularly where resources are 
limited, can encourage population groups to pit against each 
other, creating divisions within and among communities 
(Powell 2012).

Combining universal and targeted approaches 
to address gaps or gradient

The most effective approaches act across the whole social 
gradient, but achieve faster and greater improvements in 
health for those further down the social gradient. This can 
be achieved by tailoring the focus and intensity of support 
proportionate to need. This approach of combining universal 
programs with targeted measures that provide extra support to 
those with the greatest disadvantage and need is referred to as 
proportionate universalism (also called ‘targeted universalism’ 
or ‘progressive universalism’) (Marmot 2010). Extra support 
may include increased intensity or duration for different groups. 
Taking action to improve the overall health of the population, 
thereby reducing the steepness of the social gradient, is 
referred to as levelling up (Whitehead and Dahlgren, 2006).

An additional method of combining universal and targeted 
approaches is one that aims to address the gap between one 
population group and the rest of the population. To reduce a 
health gap is to improve the health of a particular population 
group at a rate greater than that of the whole population. 
Typically, this is a focus on those with the poorest health (Kelly, 
Morgan et al. 2007). An example of work that aims to address a 
health gap in Australia is ‘Close the Gap’. This work specifically 
aims to reduce the gap between Indigenous and non-Indigenous 
Australians’ health outcomes.

Figure 4: A visual representation of the effect of different 
approaches to reduce health inequities
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Adapted from Health Inequalities Commissioning Framework – NHS 
Kensington and Chelsea (2011)

Life-course approaches

The social determinants of health inequities work interactively 
with, and are mediated by, biological factors that shape 
individual health outcomes and their risk factors over the 
life course. The effects of social disadvantage accumulate 
and interact throughout a person’s life, from birth through 
to old age (Kawachi, Subramanian et al. 2002). Therefore, 
comprehensive approaches that include a mix of strategies 
targeting different stages of the life course, with particular 
emphasis on the early childhood years, are important. Fair 
Foundations identifies the need to invest in strategies to 
address disadvantage in mothers, infants and young children 
as being critical in giving children a better start in life, and 
shaping health across the entire life course, and possibly 
across generations. Further details of what has been and 
can be undertaken to reduce inequities in early childhood are 
available in the resource, ‘Promoting equity in early childhood 
development for health equity through the life course’ 
(VicHealth 2015).

Settings approaches

Making the everyday settings of people’s lives – where they live, 
learn, play and work – more supportive of healthy outcomes 
has long been recognised by health promoters as an optimum 
way to improve population health (Newman, Javanparast et 
al. 2014). The WHO’s Ottawa Charter (1986) recognises that 
health is created and lived by people within these settings 
and that policies and institutional practices shape the 
opportunities people have to lead healthy lives. Addressing 
social determinants within settings is the most significant way 
to improve health equity (CSDH 2008, Marmot 2010, Marmot, 
Allen et al. 2012).

Working within settings, as opposed to priority population 
groups, removes the focus from the person to the setting, 
reducing any stigma or shame that may otherwise be felt 
(Newman, Javanparast et al. 2014). An example of settings 
work is the development of structures and systems that enable 
more women to feel welcome and included within a sports club. 
A common approach to settings work that is less effective is 
the focus on changing individual behaviours within a setting, 
rather than changing the setting itself (Newman, Javanparast 
et al. 2014). For example, offering activities for women, without 
addressing the environmental and attitudinal barriers to 
women’s participation in sport.

Further details of working in settings to improve health 
equity are available in the ‘Promoting health equity 
through addressing social determinants in healthy 
settings approaches’ resource.
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Whole-of-systems approach

A system is made up of a structure, the process it supports  
and its use. Elements are generally both interdependent  
and related, all of which need to be considered as a whole 
(Davies and Sheriff 2012). A systems approach therefore  
needs to understand the links and relationships between  
each component. To tackle the gradient in health inequities,  
a whole-social-systems approach is required (Marmot 2010), 
particularly when addressing complex strategic and social 
issues. A whole-of-systems approach looks at the ‘big picture’ 
of issues across a range of different stakeholders (Davies and 
Sheriff 2012). For example, to address food insecurity for 
families experiencing disadvantage and therefore to improve 
healthy eating among school-aged children, Fair Foundations 
identifies the need to work within the causal pathways.  
A whole-of-systems approach helps to do this by ensuring  
that all stakeholders are focused on the work of identifying 
ways to address the problem. This might, for example, bring 
together the local school, families, local retailers, community 
health services and all levels of government, enabling each  
to work in partnership with the others. In a scenario such as  
this – with multiple agencies working to facilitate a single 
outcome – each layer of the framework is more likely to 
be addressed.

Health equity planning tools
Fair Foundations, as a conceptual framework, is designed 
to guide action to improve equity across any public health 
issue and at any entry point across each of the layers of the 
framework. Not all approaches to health promotion, and not 
all initiatives designed to address the social determinants of 
health, will inherently or automatically address inequities.  
An explicit equity focus is required.

Various tools are available for use to incorporate equity into 
policy and project planning. These can be built into existing 
planning, process and evaluation structures or be used for 
stand-alone purposes. The use of an equity lens or other equity 
planning tool will help to identify, prospectively, potential 
unintended or differential impacts, both positive and negative. 
It is vital when planning for equity that potential unintended 
impacts, such as increasing inequity in other areas or increasing 
stigma, are identified in the planning process. For example:

•	 Banning smoking at playgrounds may have impacts upon 
levels of physical activity for children of smokers, as smokers 
may just stop taking children to the park.

•	 Providing free services only to those who are disadvantaged 
may create further stigma or shame, resulting in a lack of take 
up of the service.

Health equity planning tools are used to prompt policy makers 
and practitioners to answer a range of questions that will help 
to ensure that the policy or project will improve health equity 
or, at a minimum, will not exacerbate inequity (NCCDH 2012). 
Building equity into the planning of health promotion programs 
does not mean that all programs must focus on equity, but 
rather that they are taking equity into account (Gardner 2012).

The Canadian National Collaborating Centre for Determinants  
of Health (NCCDH 2012) identifies three categories of tools  
that can be used to strengthen approaches to addressing the 
social determinants of health and to advancing health equity. 
These are:

•	 checklists and lenses – an overlay or integration of prompts 
within existing planning and implementation activities

•	 impact assessments – a more comprehensive guide with 
a structured planning approach to equity (particularly the 
equity-focused health impact assessment)

•	 support structures – not an actual tool, but rather a system 
of support (personnel) built into an organisational structure 
to support the integration of an equity approach.

The degree or type of approach used will be determined by the 
resources available, organisational commitment and the policy 
or project context. It is best to integrate equity as early as 
possible into the planning phase and to ensure that the process 
is systematic and transparent (NCCDH 2012). The development 
of checklists, lenses and impact assessments should fit 
organisational need and might incorporate:

•	 explicit equity-related goals and objectives (program logic)

•	 prospective identification of positive and negative, intended 
and unintended impacts

•	 identification of specific equity indicators and measures

•	 identification of, and ways to address, key access barriers

•	 a flexible approach to the use of the tools that have been 
adopted (Gardner 2012).

Fair Foundations’ ‘prompts for planning’ identify some of 
the questions that can be asked when working at each layer 
of the framework.

Monitoring and evaluation
Fair Foundations show the causal pathways of the social 
determinants of health inequities as multiple, complex and 
potentially indirect. This means that they often present 
conceptual and practical challenges for those working to 
redress them. Monitoring and evaluation of individual programs 
alone will not explain the ways in which these pathways 
operate. Rather, systematic, ongoing monitoring of patterns 
of health inequities and their known causes is essential to the 
understanding and tracking of the nature and magnitude of 
inequities in health outcomes and their risk factors over time. 
There is a need for evaluation and reflection to be undertaken 
continually and in different forms. Process evaluation can be 
used during the implementation of strategies to determine 
how an activity was delivered, whom it worked for and what 
circumstances led to the activity’s success or failure (Higgins 
and Green 2008). Similarly, monitoring and evaluation of the 
impact of strategies implemented is essential to ensure that 
they achieve their objectives without doing any harm (Bonnefoy, 
Morgan et al. 2007). It is important to identify any unintended 
outcomes and the differential impact of interventions.
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Health inequities and their risk factors can be measured 
and described in either absolute or relative terms. Absolute 
inequities are about differences between groups, while relative 
inequities are about ratios, or differences between groups 
relative to others (Wagstaff, Paci et al. 1991, Mackenbach and 
Kunst 1997). Relative inequities can be expressed either as 
differences between disadvantaged groups relative to more 
advantaged groups, or relative to the population average. 
Examples of relative measures include rate ratios, relative risk 
and population attributable risk (Mackenbach and Kunst 1997). 
Recognition of the importance of relative inequities is at the 
heart of the concept of the social gradient (Kelly 2010).

The importance of distinguishing between absolute and relative 
measures of inequities is illustrated in Figure 5. The lower line 
represents the social gradient in a particular health outcome 
before a population-level public health action. The upper line 
represents the social gradient post action, and shows a greater 
health improvement among those higher up the social gradient. 
In other words, while the action has successfully improved the 
absolute health of all social groups, relative health inequities 
have worsened.

Ultimately, improving health equity requires a reduction in 
the steepness of the social gradient. An action that achieves 
overall gains in health in a population in absolute terms will not 
achieve a positive impact on heath inequities unless there is a 
differential rate of improvement that increases at each step 
down the social gradient (Kelly, Morgan et al. 2007).

Figure 5: Visual representation of the health gradient, showing  
widening relative inequities pre- and post-action
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Health
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Adapted from Kelly (2010)

Any population health actions will ideally result in 
improvements in both absolute and relative terms, that is, a 
reduction in the total population disease burden, as well as a 
greater or faster rate of improvement in more disadvantaged 
groups relative to those higher up the social gradient (Bonnefoy, 
Morgan et al. 2007). Therefore, both absolute and relative 
measures can be meaningful in measuring and describing health 
inequities, and are ideally used in combination.

Routinely monitoring and evaluating the relative impacts 
of policies, programs and projects on the health of different 
social groups is crucial to ensure that they do no harm and are 
effective in reducing inequities in health (Mackenbach and Kunst 
1997). Appropriate indicators for monitoring and evaluating 
equity impacts will vary between populations and communities 
according to their particular needs. However, as a guide, 
differential impacts should be evaluated by: 

•	 Aboriginal/Indigenous status

•	 race/ethnicity (measured by country of birth, language 
spoken at home and/or nationality)

•	 place or residence (measured by postcode or SLA)

•	 socioeconomic status (measured by education level, 
individual or household income, employment status, 
occupational class)

•	 self-assessed physical and mental health

•	 disability

•	 sex

•	 age

•	 sexuality.
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Conclusion and 
further resources

Fair Foundations is a conceptual framework that helps  
to describe the social determinants of health inequities.  
It identifies the layers of influence where health promotion  
work can be undertaken to improve population health.  
By understanding the role of each layer of the framework, 
including the reciprocal influence upon and of social position, 
it will support a greater understanding of how to reduce the 
avoidable and unfair differences in health outcomes. Effort to 
address the social determinants of health inequities aims to 
level up the social gradient, leading to a reduction in the burden 
of disease. Fair Foundations can guide further understanding of 
the causal pathways of inequities and can, therefore, influence 
the approaches used when planning, implementing and 
evaluating health promotion action.

Additional guidance and recommendations for practical action 
on reducing health inequities can be found in a suite of evidence 
reviews and their summaries developed by VicHealth.  
www.vichealth.vic.gov.au/fairfoundations.

Also useful is a series of policy briefs developed by the WHO 
Regional Office for Europe (WHO 2014b). The series includes 
detailed recommendations for strategies to address inequities 
in tobacco-related harm (WHO 2014e), alcohol-related harm 
(WHO 2014a), overweight and obesity (WHO 2014d), and 
unintentional injuries (WHO 2014c).

http://www.vichealth.vic.gov.au/fairfoundations


About Fair Foundations and promoting health equity. A resource to support Fair Foundations: The VicHealth framework for health equity14

Differential exposure – The social complexion of experience 
such that one person’s experience of things will differ from 
that of another insofar as the two persons occupy differently 
advantaged positions within the socioeconomic order. For 
example, people living in low socioeconomic status (SES) 
communities typically experience greater exposure to fast-food 
outlets by virtue of the relatively high density of such outlets in 
low SES areas.

Differential impact – The socially determined impact of health 
interventions. Since interventions do not impact all people in the 
same ways, it is important to evaluate the differential impact of 
interventions, to measure impact across different groups in the 
population (Harris-Roxas, Simpson et al. 2004).

Differential vulnerability – The socially based experience of 
harm, or the proneness to chronic illness that varies according to 
social position, regardless of the uniformity of risk-factor rates. 
For example, greater alcohol harms are seen in low SES groups, 
even though consumption levels are the same across a wide SES 
spectrum (Makela 1999).

Disadvantage – A term that is often used to describe 
inequity faced by people of lower social position. It is socially 
constructed, imposed on people and limits their opportunities  
in life or health (Vilshanskaya and Stride 2003).

Equality – The state of affairs that prevails when all individuals 
and/or groups of people are given equal treatment, regardless  
of need or outcome.

Equity – The state of affairs that prevails when support or 
resources are distributed according to need, the purpose being 
to ensure more equal outcomes for all.

Health equity – The notion that everyone should have a fair 
opportunity to attain their full health potential and that no one 
should be disadvantaged from achieving this potential if it can  
be avoided (Whitehead 1992).

Health inequalities – A term often used interchangeably with 
‘health inequities’. Health inequalities are unavoidable and 
include biologically determined differences in health status 
between population groups. Health inequalities can lead to 
health inequity (WHO Glossary).

Health inequities – A term that designates the differences in 
health status between population groups that are socially 
produced, systematic in their unequal distribution across the 
population, avoidable and unfair (Whitehead 1992).

Health promotion – The process of enabling people to increase 
control over, and to improve, their health. It moves beyond a 
focus on individual behaviour towards a wide range of social and 
environmental interventions (WHO Glossary).

Language – In the present context, ‘language’ draws attention 
to the need for sensitive application of specific terminology. 
Terms such as ‘low SES’, ‘vulnerable’, ‘disadvantaged’ and 
‘priority populations’ are often used to describe people facing 
inequities (WHO Glossary). It is important not to exacerbate 
inequity-based stigma, and not to use language in ways that may 
open rifts within and between communities. Language must 
be used respectfully and neutrally; it ought to describe rather 
than to label. For example, it is preferable to refer to ‘people who 
experience disadvantage’ than to ‘the disadvantaged’.

Levelling up – Taking action to improve the overall health of 
the population, reducing the steepness of the social gradient 
(Whitehead and Dahlgren, 2006).

Life-course approaches – Interventions that target people 
at a particular stage of life. ‘Life-course effects’ refer to the 
impacts wrought upon current health status by prior living 
circumstances (Kawachi, Subramanian et al. 2002).

Lifestyle drift – The tendency for interventions, while 
commencing with a broad recognition of the need to take action 
on the wider social determinants of health, to drift downstream 
to focus largely on individual lifestyle factors (Hunter, Popay et 
al. 2009).

Proportionate universalism – Also called the ‘gradient 
approach’, this intervention uses a combination of universal 
and targeted approaches, their scale and intensity increasing 
in proportion with need or disadvantage (Marmot 2010). 
Proportionate universalism is a term commonly used in the 
United Kingdom. This approach is sometimes referred to 
as ‘targeted universalism’ or ‘progressive universalism’, 
particularly in the United States.

Settings approaches – Interventions designed to make the 
everyday settings of people’s lives – where they live, love, 
play and work – more supportive of healthy outcomes. The 
WHO’s Ottawa Charter (1986) recognises that health is created 
and lived by people within these settings and that policy and 
institutional practices shape the opportunities people have to 
lead healthy lives.

Glossary
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Social determinants of health – The social conditions in which 
people are born, grow, live, work, play and age – that influence 
their health (CSDH 2008). For example, the quality of education 
will contribute to an individual’s health outcomes.

Social determinants of health inequities – The social 
determinants of health and the social processes that distribute 
these determinants unequally (Solar and Irwin 2010).

Social gradient in health – The graded relationship between 
social position and health, whereby health outcomes 
progressively improve with increasing social position 
(Marmot 2004). 

Social position – A person’s location within the socioeconomic 
order. Key markers of social position in Australia include 
educational attainment, occupational status, income level, 
gender, race/ethnicity, Aboriginality (Solar and Irwin 2010), 
disability (Emerson, Madden et al. 2011) and sexuality 
(Leonard 2003).

Social stratification – The process by which individuals become 
assigned to different positions (or are ranked) in the social 
hierarchy created by the socioeconomic, political and cultural 
context. Typically, the process results in the unequal 
distribution of power, economic resources and prestige 
(Solar and Irwin 2010).

Targeted approaches – Programs that focus on the specific 
needs of a particular population group and are often means 
tested (NCCDH 2013).

Universal approaches – Programs that are open to the whole 
population, or a defined population (such as all women), without 
recognising differences in social position (Perlman 2012).

Upstream – A health promotion analogy that refers to working 
in prevention, with a focus on the social determinants of health. 
The Fair Foundations framework refers to this as being the base 
layers of the framework – the root causes.

Wicked problems – A range of social issues so named because of 
their bedevilling complexities, suggesting that they are not able 
to be resolved through traditional service-driven approaches 
(Conklin 2006). These include climate change, poverty, 
disadvantage faced by Indigenous people, child abuse, family 
violence, obesity, crime and natural resource management.
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