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Introduction

VicHealthis committed to promoting fairness and opportunity
forbetter health (VicHealth 2013a). In support of this
commitment, VicHealth has developed Fair Foundations:

The VicHealth framework for health equity (VicHealth 2013b),
asaconceptualandplanningtoolto guide action on the social
determinants of health inequities. Fair Foundations draws
onaconceptual framework developed by the World Health
Organization (WHO) Commission on the Social Determinants
of Health (Solarand Irwin 2010).

To supplement Fair Foundations, this supporting resource
outlines the key conceptsand thearies that underpin the
framework and actsasareference documenttoincrease
understanding of the social determinants of health inequities
and how to address themin practice.
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The social determinants

of health inequities

Inany saciety, differencesin health outcomes will exist due to
naturalbiological variation (sex, age and genetic make-up, for
example). ‘Equity in healthis not about eliminating all health
differences sothateveryone has the same level of health,
butrathertoreduce oreliminate those which result from
factors which are considered to be both avoidable and unfair’
(Whitehead 1990, 220).

Health equity

Equityisaconcept based onthe human-rights principles of
socialjustice and fairness (Kawachi, Subramanianet al. 2002,
Braveman and Gruskin 2003). Itisan approach that addresses
the unfairandavoidable differences among social groups with
anaim ofachieving more equal outcomes.

Health equity referstothe absence of systematic or avoidable
disparitiesin health between groups of people, whether these
groups are defined socially, economically, geographically or
demographically (Whitehead 1992, Whitehead and Dahlgren
2006, WHO0 2014h).

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

‘Equity’is sometimes usedinterchangeably with the related
term ‘equality’, although the two are not the same thing.
Equality is considered to exist when allindividuals 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 supportorresourcesinordertoachieve the same
health outcomesas more advantaged groups (Marmot 2010).

Figure 1: Avisual depiction of the difference between equality
and equity
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Social position and the social gradient
in health

Differencesin health outcomes between social groups are often
defined according to socioeconomic status, or socioeconomic
position, whichisacomposite measure of educational
attainment, living conditions, income and occupational
characteristics (such as whetherajob involves manual or non-
manual labour), as well as the level of prestige, power, control
orsocial standing associated with these (Adler, Boyce et al.
1994, Solarand Irwin 2010).

Socioeconomic statusisamajor predictor of health outcomes
(CSDH 2008). However, differencesin health outcomes are
alsoinfluenced by anumber of other factors, including race/
ethnicity, disability, aboriginality, and characteristics of the
areaand neighbourhood in which people live (including rurality
and accessto key services). The Fair Foundations framework
uses the broader concept of social position to encompassall of
these key markers of social advantage or disadvantage (Solar
andIrwin 2010).

The process by whichindividuals become assigned to different
positionsinthe social hierarchy is known as sacial 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, asin most other countries,

clear social gradients exist for arange of preventable health
conditions and their behaviouralrisk factors, including
overweightand obesity, type 2 diabetes, cardiovascular
diseases, and tobacco use, risky alcohol consumption, poor
nutrition andinadequate physicalactivity (Friel 2009).

Figure 2: Avisual representation of the social gradient in health
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The social determinants of health and
health inequities

The conditionsin 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, resultsin the
unequaldistribution of power, money and resources. Different
groups — dependingon their ability to exercise power and to
access money and resources — have differential exposure and/
or vulnerability to arange of daily living conditions, or the
circumstancesinwhich theyare born, grow, live, work and

age. Examples of differential exposure include the degrees of
exposure that different social groups have to overcrowded
housing, tosedentary work, or to fruitand vegetable retailers.
Anexample 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 controland social
connection, andis therefore protective of or damaging to health
(Solarand Irwin 2010).

Thedistinction between the social determinants of health

and the social determinants of health inequitiesisimportant.
Actionstoaddress the social determinants of health that do
not tackle their distribution, or the structuresand processes
driving the unequal distribution of power, money and resources
are unlikely toaddress persistent health inequities. Addressing
the social determinants of health inequities requires an
inherently political approach that engages the responsibility
of the state, addresses theinequitable distribution of power,
maoney and resourcesin society,and enables and promotes
social participation and empowerment (Solarand Irwin 2010).

While muchis now known about the social determinants of
healthinequities, lessis known about their precise causal
pathways. Three broadly complementary theoretical
approaches have beenusedtoexplain these pathways and
the mechanisms by which they operate. These theoretical
approaches haveinformed the development of the conceptual
framework developed by the WHO Commission on the Social
Determinants of Health (Solarand Irwin 2010), and Fair
Foundations. Allemphasise the role of sacial positionin
generating health inequities.

Psychosocial approach

According to the psychosocialapproach, anindividual’s
perceptions and experiences of their place in the social
hierarchy shape their vulnerability toillness (Raphael 2006).
Forexample, comparing status, possessions and other life
circumstances with those of others can lead to feelings of envy,
shame and worthlessness, whichin turnlead tounhealthy
physicaland 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. Socialinequity
alsoweakens social bonds and cohesion, and this caninteract
with anindividual’s sense of control over life’s circumstances
(Cassel 1976, Lynch, Smithetal. 2001, Wilkinson and

Pickett 2006).

Social production of disease/political economy
of health approaches

Social production of disease/political economy of health
approachesargue that the ultimate determinants of health lie
inthe politicaland economic decisions made by governments.
These decisions cause and exacerbate income and health
inequities that exist onaccount of individuals’ lack of resources,
and fuel furtherinequity in case of underinvestmentin public
infrastructure tosupport living conditions and the structures
within which they prevail (Doyal 1979, Bambra, Fox et al. 2005,
Raphaeland Bryant 2006, Solar and Irwin 2010). According
tothis perspective, governments thatare more committed
toredistributive socialand economic policies, particularly
taxation models, are generally more successfulinimproving
the health of populations (Navarroand Shi2001, Wilkinson and
Pickett 2010).

Eco-social frameworks

Several eco-social frameworks have been developedin
attemptstoadvance 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 approachessuggestthatyou cannotunderstand the
determinants of healthinequities without understanding the
history of bothindividualand societal ways of living (Solar and
Irwin 2010).

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



The Fair Foundations
framework

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

1. Socioeconomic, politicaland cultural context;
2. Daily living conditions; and

3. Individual health-related factors.

These three layers ofinfluence and the pathways between them
are depictedasanetwork of treeroots. Amain trunkrootruns
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, complexand 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, politicaland cultural context is positioned
atthe base of the framework. This highlights the deep and
powerfulrolethese structural determinants —the ‘causes

of the causes’ — have on health. Institutions, structures and
processes withinthe socioeconomic, politicaland cultural
context giverise tothe process of sacial stratification, where
the populationisordered according toincome, occupation,
education, gender, sexuality, race/ethnicity, aboriginality,
place-basedor 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 consumptionis similaracross
socioeconomic groups, alcohol-related harms follow a social
gradient. People of lower social position appear to be more
vulnerable toalcohol-related harms (Makela 1999).

Individual health-related knowledge, attitudes and behaviours
result from,and areresponsesto, the first two levels of the
framework. Theseindividual-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
thatbeginsatthe structurallevel.

Poor healthandits consequences (such asareduced ability to
work and earnanincome) can also feed back into the causal
pathwayinareciprocal nature, worsening the social position.
The consequences canalsoimpactat the societallevel (Solar
and Irwin 2010). A notable example might be how anincreasing
prevalence of obesity creates additional societal and economic
burdens, meaning more resources arerequired for individual
treatmentand care, whichresultsin fewer resources being
allocatedto prevention.

Socioeconomic, political and cultural
context

The socioeconomic, politicaland culturaldriversinclude
governance, policy,and dominant culturaland societal norms
and values.

Governance referstothe system of values, policies and
institutions by which society manages economic, politicaland
social affairs throughinteraction withinand amongthe state,
civilsociety and the private sector. Itincludes how and by whom
societal needs are defined, civil participation, accountability
andtransparency in public administration. Italsoincludes the
laws, rules and practices that set limits and provide incentives
forindividuals and organisations.

Policy referstomacroeconomic and social policies, including
fiscal policy, trade, labour-market structures and social
welfare, land and housing, education, health and medical care,
transportandsanitation.

Dominant cultural and societal norms and values constitute
animportant part of the contextin which policies are
developed and implemented. Some examplesrelevant to social
stratificationinclude societal norms and values around gender,
race or ethnicity, sexuality and disability that devalue women,
peaple fromnon-Anglo-Australian backgrounds, leshian, gay,
bisexual, transgender and intersex people, and people who have
adisability.

Advocacy is oftenanimportant 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
socioecaonomic, politicaland 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
outonissuescanallbeimportant advocacy strategies to
addressinequity (Vilshanskaya and Stride 2003).

VicHealth



Figure 3: Fair Foundations: The VicHealth framework for health
equity
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Daily living conditions

Daily living conditions represent the everyday circumstances
inwhich people live. The quality of these conditions affects
people’s material circumstances, psychosocial controland
social connection, and can be protective of or damaging to
health. Social stratification means that different social groups
have differential exposure and/or vulnerability toarange

of daily living conditions. Daily living conditions are both
determinants of health — such as educationalattainment —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. Thereis substantial
evidence that early childhood is the mostimportant
developmentalphaseinthe lifespanandacritical age that
provides one of the greatest potential targets forreducing
inequitiesin health (CSDH 2008).

Education referstothe development of knowledge and skills
for problem solving, and asense of controland mastery over
life circumstances. Educationincreases 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 designand green space.

Social participationreferstosupportive relationships,
involvementin community activities and civicengagement.
Social participationis one of the key mechanisms for
redistributing power by broadening opportunities for
participationin decision-making and implementation
processes, whichiscritical toindividualagency and control.

Health care services refers to preventive and treatment
services. Accessibility of health care servicesis central to
their performance in meeting health care needs. ‘Access’ can
be defined as the opportunity toidentify health care needs, to
seek healthcare,toreach, obtainoruse health careservices,
andtohave the needforservices fulfilled (Levesque, Harris
etal.2013). Anindividual’'s access to affordable, appropriate
health careisstrongly 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 literacyis an
outcome of interactions between the individual and their
socioecanomic, politicaland cultural environment, with the
health and education systems playing a particularly
importantrole.

Individual health-related factors

Individuals’ health-related knowledge, attitudesand
behavioursresult from, and areresponses to, the influences
of the preceding layers of the framework.

These wider social determinants produce differencesin
individual knowledge, attitudes and behaviours. Within
Australiaandinternationally, majorinequities existin health-
damaging behaviours, including tobacco use, risky alcohol
consumption, unhealthy eating patternsand inadequate
physical activity. These inequities exist across arange 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 thereis generally common agreement in health
promotion for the need to focus onthe determinants of health
and health inequities, an emerging focus onindividual lifestyle
change seems apparent (WHO 2009). Phrased as a lifestyle
drift, thisis the tendency for broad recognition, and often policy
development, around the need to take action onthe wider
social determinants thatdrift downstream to focus largely
onindividual lifestyle factors (Hunter, Popay et al. 2009).

Differences in health and wellbeing
outcomes

Finally, different social groups experience differential
consequences of ill health, including differencesin life
expectancy, mortality and morbidity rates, and
self-rated health.

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

Each layer of the framework representsa possible entry point
foraction. Action canbetakenatanyoralllayersandthereis
nocorrect placetostart. However,a comprehensive approach
totacklinghealthinequities mustinclude actions at the base
of the framewaork that address the social structures and
processes that systematically distribute the determinants

of health unequally in society.

Thereisrecognitionthat workingat the base layersis not always
possible. Thisinability may arise from the type of organisation
undertaking the work, the parameters set by funding programs
or other constraintsthat expect work to be undertakenat
theindividual health layer of the framework. Additionally,

some organisationsare better placed toinfluence structural
determinantsand/or daily living conditions than others.

Itisimportanttorecognise both organisationaland project
limitations toworking at the base layers. While being realistic
about what can practically be achieved, itisalso necessary to be
mindful of the structures and conditionsimpactingonthe current
behaviours, attitudes and knowledge of the individuals among
whom change is being sought. If the workis unable to focus onthe
determinants of inequity, andis undertaken only at the individual
level, those who have the least structural barriers willbe more
likely tobenefit fromthe work; therefore, the work willincrease
the steepnessofthe social gradient. Evidence acrossarange of
risk factors shows that work at the individual behaviour change
layeralone willalso be less likely to sustain ongoing changes.
Forexample,arecentreview of programs focusing on individual
behaviour change — providingincreased outdoor free-play time,
or healthinformation 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 asanadvocacy toolto support
work across the base layers of the framework, in addition to
individual behaviour change. The following practice principles
canalsoaidthe development of health promotionaction thatis
more likely to have equitable outcomes.

Health equity practice

Fair Foundations advocates the need for amix of strategies that
tackle the structuresand processes within the socioeconomic,
politicaland cultural context that shape the social hierarchy
and people’s daily living conditions, and individual-level
determinants. Thisrequires action, cooperation and joint
accountability for health equity across multiple sectorsand
levels of government (WHO 2014b). Comprehensive approaches
thatinvolve acombination of actions and focus onarange

of determinants have been consistently shown to be most
effectiveinreducinginequities.

Anequitable approach meansaddressing need and aiming for
more equal outcomes. Actions that benefit all sacial groups
equally will not reduce the gap between the most and least
disadvantaged or flatten the social gradientin health. At

the same time, approachestargeting only high-risk groups
are unlikely to be effective on their own because they do not
addressthe social gradient across the whole population, and
have the potential to stigmatise the groups they are trying to
reach (WHO0 2014b).

Universal approaches

Universalismisanimportant contributor to the production

of healthy outcomes. Good evidence for thisis that countries
with universal health care, welfare and education tend to enjoy
ahigher generalhealth statusandare able toreduce health
inequities (Baum 2008). Universal approaches are open to the
whole population, ortoa defined population (such as allwomen
orall people froma particular location), without recognising
differencesin social position (Perlman 2012). When universal
approaches donot consider andincorporate 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,
universalapproaches can at times be more effective than
targeted approachesinreaching people — ‘hidden’ in average
data—whoarelivingindisadvantaged circumstances or who
come from disadvantaged backgrounds (Newman, Javanparast
etal.2014).

High-quality universalapproachesthatincorporate the needs
of people who experience disadvantage often meet the needs
of alarger number of people. For example, universal design
principles applied when designing a new buildingincorporate
the needs of all potential users. Itisaone-size-fits-all
approach, ratherthan aone-size-fits-most (or -some).

VicHealth



Targeted approaches

Targeted approaches are importantas they canreduce gapsin
health status between groups (Vilshanskaya and Stride 2003).
Targeted approachescan, however, lead toreluctance, shame
and stigma for people being provided with the targeted, free
or subsidised program or resources (Davies and Sheriff 2012).
Additionally, targeted work, particularly whereresources are
limited, canencourage population groups to pitagainst each
other, creating divisions within and among communities
(Powell2012).

Combining universal and targeted approaches
to address gaps or gradient

The most effective approachesact across the whole social
gradient, but achieve fasterand greaterimprovementsin
health for those further down the social gradient. This can

be achieved by tailoring the focus and intensity of support
propaortionate to need. Thisapproach of combining universal
programs with targeted measures that provide extra support to
those with the greatest disadvantage and needisreferredtoas
proportionate universalism (also called ‘targeted universalism’
or ‘progressive universalism’) (Marmot 2010). Extra support
may include increased intensity or duration for different groups.
Takingactiontoimprove the overall health of the population,
thereby reducing the steepness of the social gradient, is
referred toas levelling up (Whitehead and Dahlgren, 2006).

Anadditional method of combining universaland targeted
approachesisonethataimstoaddressthe gap between one
population groupandtherest of the population. Toreduce a
health gapistoimprove the health of a particular population
group atarate greater than that of the whole population.
Typically, thisisafocus onthose with the poorest health (Kelly,
Marganetal.2007). Anexample of work that aims to address a
health gapin Australiais ‘Close the Gap’. This work specifically
aims toreduce the gap between Indigenous and non-Indigenous
Australians’ health outcomes.

Figure 4: Avisualrepresentation of the effect of different
approaches toreduce healthinequities
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Life-course approaches

The social determinants of health inequities workinteractively
with, and are mediated by, biological factors that shape
individual health outcomes and theirrisk factors over the

life course. The effects of social disadvantage accumulate
andinteract throughout a person’s life, from birth through
toold age (Kawachi, Subramanian et al. 2002). Therefore,
comprehensive approachesthatinclude a mix of strategies
targeting different stages of the life course, with particular
emphasisontheearly childhood years, are important. Fair
Foundationsidentifies the need toinvestinstrategiesto
addressdisadvantage in mothers, infants and young children
asbeingcriticalin giving childrenabetter startin life, and
shaping healthacross the entire life course, and possibly
across generations. Further details of what has been and

can be undertakentoreduce inequitiesinearly childhood are
availableintheresource, ‘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
haslongbeenrecognised by health promotersasanoptimum
way toimprove population health (Newman, Javanparast et
al.2014). The WHO’s Ottawa Charter (1986) recognises that
healthis created and lived by people within these settings
andthat policiesandinstitutional practices shape the
opportunities people have to lead healthy lives. Addressing
socialdeterminants within settingsis the most significant way
toimprove health equity (CSDH 2008, Marmot 2010, Marmot,
Allenetal.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, Javanparastetal. 2014). An example of settings
workisthe development of structures and systems that enable
more women to feel welcome and included within a sports club.
Acommonapproach tosettings work thatis less effectiveis
the focus onchangingindividual behaviours within a setting,
ratherthan changingthe settingitself (Newman, Javanparast
etal.2014). Forexample, offering activities for women, without
addressing the environmentaland attitudinal barriers to
women’s participationin sport.

Further details of workingin settings toimprove health
equity are availableinthe ‘Promoting health equity
through addressing social determinantsin healthy
settings approaches’resource.

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



Whole-of-systems approach

Asystemis made up ofastructure, the processit supports
anditsuse. Elementsare generally both interdependent
andrelated, all of which need to be considered as awhole
(Davies and Sheriff 2012). Asystems approach therefore
needs tounderstand the links and relationships between
each component. To tackle the gradient in health inequities,
awhole-social-systems approachis required (Marmot 2010),
particularly when addressing complex strategic and social
issues. Awhole-of-systems approach looks at the ‘big picture’
of issues acrossarange of different stakeholders (Davies and
Sheriff 2012). For example, to address food insecurity for
families experiencing disadvantage and therefore toimprove
healthy eatingamong school-aged children, Fair Foundations
identifies the need to work within the causal pathways.
Awhole-of-systemsapproach helps to do this by ensuring
thatallstakeholdersare focused onthe work of identifying
ways to address the problem. This might, for example, bring
together the local school, families, local retailers, community
health servicesandalllevels of government, enablingeach
toworkin partnership with the others. Inascenariosuch as
this —with multiple agencies working to facilitate asingle
outcome —each layer of the framewaork is more likely to

be addressed.

Health equity planning tools

Fair Foundations, asaconceptual framework, is designed
toguide actiontoimprove equity acrossany public health
issueand atany entry pointacross each of the layers of the
framework. Not all approaches to health promation, and not
allinitiatives designed to address the social determinants of
health, willinherently or automatically address inequities.
An explicit equity focusisrequired.

Various tools are available for use toincorporate equity into
policy and project planning. These can be builtinto 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 differentialimpacts, both positive and negative.
Itisvitalwhen planning for equity that potential unintended
impacts, such asincreasinginequity in otherareas orincreasing
stigma, are identified in the planning process. For example:

» Banningsmokingat 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, resultinginalack of take
up of the service.

Health equity planning tools are used to prompt policy makers
and practitionerstoanswerarange of questions that will help
toensure that the policy or project willimprove health equity
or, ata minimum, will not exacerbate inequity (NCCDH 2012).
Building equity into the planning of health promotion programs
does not mean thatall programs must focus on equity, but
ratherthat they are taking equity into account (Gardner 2012).

The Canadian National Collaborating Centre for Determinants
of Health (NCCDH 2012) identifies three categories of tools
thatcanbeusedtostrengthen approaches toaddressingthe
social determinants of health and to advancing health equity.
These are:

» checklistsandlenses —anoverlay orintegration of prompts
within existing planningand implementation activities

* impactassessments —amaore comprehensive guide with
astructured planning approach to equity (particularly the
equity-focused healthimpact assessment)

e supportstructures —notanactualtool, butratherasystem
of support (personnel) built into an organisational structure
tosupporttheintegration ofanequity approach.

The degree or type of approach used will be determined by the
resources available, organisational commitment and the policy
or project context. Itisbesttointegrateequity asearlyas
possibleinto the planning phase and toensure that the process
issystematicandtransparent (NCCDH 2012). The development
of checklists, lenses and impact assessments should fit
organisationalneed and mightincorporate:

+ explicitequity-related goals and objectives (program logic)

« prospectiveidentification of positive and negative, intended
and unintended impacts

« identification of specific equity indicators and measures
« identification of, and ways to address, key access barriers

» aflexibleapproachtothe 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, complexand
potentially indirect. This means that they often present
conceptualand practical challenges for those working to
redressthem. Monitoringand evaluation of individual programs
alone will not explain the waysin which these pathways
operate. Rather, systematic, ongoing monitoring of patterns

of healthinequities and their known causes is essential to the
understanding and tracking of the nature and magnitude of
inequitiesin health outcomes and their risk factors over time.
Thereisaneed forevaluationandreflection tobe undertaken
continually and in different forms. Process evaluation can be
used duringtheimplementation of strategies to determine
how an activity was delivered, whom it worked for and what
circumstances led tothe activity’s success or failure (Higgins
and Green 2008). Similarly, monitoring and evaluation of the
impact of strategiesimplementedis essential toensure that
they achieve their objectives without doingany harm (Bonnefay,
Morganetal.2007). Itisimportant toidentify any unintended
outcomesand the differentialimpact of interventions.

VicHealth
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Health inequities and their risk factors can be measured

and describedin 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, Pacietal. 1991, Mackenbach and
Kunst 1997). Relative inequities can be expressed eitheras
differences between disadvantaged groups relative to more
advantaged groups, or relative to the population average.
Examples of relative measuresinclude rate ratios, relative risk
and population attributable risk (Mackenbach and Kunst 1997).
Recognition of theimportance of relative inequitiesis at the
heart of the concept of the social gradient (Kelly 2010).

Theimportance of distinguishing between absolute and relative
measures of inequitiesisillustratedin Figure 5. The lower line
representsthesocial gradientinaparticular health outcome
before a population-level public health action. The upperline
representsthe social gradient postaction, and shows a greater
health improvementamong those higher up the social gradient.
Inother words, while the action has successfully improved the
absolute health of all social groups, relative health inequities
have worsened.

Ultimately, improving health equity requires areductionin

the steepnessofthe social gradient. Anaction that achieves
overall gainsinhealthinapopulationinabsolute terms will not
achieve a positive impact on heathinequities unless thereisa
differentialrate ofimprovementthatincreasesat 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

High

Health

Low

Low High
Economic status
Adapted fromKelly (2010)

Any population health actions willideally resultin
improvementsinboth absolute and relative terms, thatis, a
reductioninthe total population disease burden,aswellasa
greater or fasterrate of improvementin more disadvantaged
groupsrelative to those higher up the social gradient (Bonnefoy,
Maorganetal.2007). Therefore, both absolute and relative
measures can be meaningfulin measuring and describing health
inequities, and are ideally used in combination.

Routinely monitoringand evaluating the relative impacts

of policies, programs and projects on the health of different
social groupsiscrucialtoensure thatthey donoharmandare
effectiveinreducinginequitiesin health (Mackenbach and Kunst
1997). Appropriate indicators for monitoring and evaluating
equityimpacts will vary between populations and communities
according to their particular needs. However, as a guide,
differentialimpacts should be evaluated by:

» Aboriginal/Indigenous status

« race/ethnicity (measured by country of birth, language
spoken athome and/or nationality)

» placeorresidence (measured by postcode or SLA)

» socioeconomic status (measured by education level,
individual or household income, employment status,
occupationalclass)

+ self-assessed physicaland mental health
« disability

* sex

+ age

» sexuality.

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



Conclusion and
further resources

Fair Foundationsis aconceptual framework that helps
todescribe the social determinants of health inequities.
Itidentifies the layers of influence where health promotion
work can be undertaken toimprove population health.

By understanding therole of each layer of the framework,
including the reciprocalinfluence upon and of social position,
itwill supportagreater understanding of how to reduce the
avoidable and unfair differences in health outcomes. Effort to
addressthe social determinants of health inequities aims to
levelup the social gradient, leading toareductionin 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 practicalaction
onreducing health inequities can be foundin a suite of evidence
reviews and their summaries developed by VicHealth.
www.vichealth.vic.gov.au/fairfoundations.

Alsousefulis aseries of policy briefs developed by the WHO
Regional Office for Europe (WHO 2014b). The series includes
detailed recommendations for strategies to address inequities
intobacco-related harm (WHO 2014e), alcohol-related harm
(WHO 2014a), overweight and obesity (WHO 2014d), and
unintentionalinjuries (WHO 2014c).
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Glossary

Differential exposure — The social complexion of experience
suchthatone person’s experience of things will differ from

that ofanotherinsofarasthe two personsoccupy differently
advantaged positions within the socioeconomic order. For
example, people livingin low socioeconomic status (SES)
communities typically experience greater exposure to fast-food
outlets by virtue of the relatively high density of such outletsin
low SES areas.

Differentialimpact — The socially determined impact of health
interventions. Sinceinterventions donotimpactall peoplein the
same ways, itisimportant to evaluate the differentialimpact of
interventions, to measure impact acrossdifferent groupsin the
population (Harris-Roxas, Simpson et al. 2004).

Differential vulnerability — The sacially based experience of
harm, or the pronenessto chronicillness that variesaccordingto
sacial position, regardless of the uniformity of risk-factor rates.
Forexample, greateralcoholharmsare seeninlow SES groups,
even though consumption levels are the same across a wide SES
spectrum (Makela 1999).

Disadvantage — Atermthatis oftenusedtodescribe

inequity faced by people of lower social position. Itis socially
constructed, imposed on people and limits their opportunities
inlife or health (Vilshanskayaand Stride 2003).

Equality — The state of affairs that prevails when allindividuals
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 aredistributed according to need, the purpose being
toensure more equal outcomes for all.

Health equity — The notion that everyone should have a fair
opportunity toattain their fullhealth potentialand that noone
should be disadvantaged from achieving this potentialifit can
be avoided (Whitehead 1992).

Health inequalities — Aterm often usedinterchangeably with
‘healthinequities’. Healthinequalities are unavoidable and
include biologically determined differencesin health status
between population groups. Health inequalities can lead to
healthinequity (WHQ Glossary).

Health inequities — A term that designates the differencesin
health status between population groups thatare socially
produced, systematicin their unequaldistributionacrossthe
population, avoidable and unfair (Whitehead 1992).

Health promotion — The process of enabling people toincrease
controlover,andtoimprove, their health. It moves beyond a
focusonindividual behaviour towards a wide range of socialand
environmentalinterventions (WHQ Glossary).

Language — In the present context, ‘language’ draws attention
totheneedforsensitive application of specific terminology.
Termssuchas ‘low SES’, ‘vulnerable’, ‘disadvantaged’ and
‘priority populations’are often used to describe people facing
inequities (WHO Glossary). Itisimportant not to exacerbate
inequity-basedstigma, and not to use language in ways that may
openrifts withinand between communities. Language must

be usedrespectfully and neutrally; it ought to describe rather
thantolabel. Forexample,itis preferable toreferto ‘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

ataparticularstage of life. ‘Life-course effects’ refer to the
impactswroughtupon current health status by prior living

circumstances (Kawachi, Subramanian et al. 2002).

Lifestyle drift — The tendency forinterventions, while
commencing with a broad recognition of the need to take action
onthe wider social determinants of health, to drift downstream
tofocuslargely onindividual lifestyle factors (Hunter, Popay et
al. 2009).

Proportionate universalism — Also called the ‘gradient
approach’, thisintervention uses a combination of universal
and targeted approaches, their scale andintensity increasing
in proportion with need or disadvantage (Marmot 2010).
Proportionate universalismisatermcommonly usedin the
United Kingdom. This approachis sometimes referred to

as ‘targeted universalism’ or ‘progressive universalism’,
particularly inthe 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
WHOQ’s Ottawa Charter (1986) recognises that healthis created
and lived by people within these settings and that policy and
institutional practices shape the opportunities people have to
lead healthy lives.

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



Social determinants of health — The social conditions in which

peopleareborn, grow, live, work, play and age - thatinfluence
their health (CSDH 2008). For example, the quality of education
will contribute to anindividual’s health outcomes.

Social determinants of health inequities — The social
determinants of healthand the social processes that distribute
these determinants unequally (Solarand Irwin 2010).

Socialgradient 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 positionin Australiainclude
educational attainment, occupational status, income level,
gender, race/ethnicity, Aboriginality (Solarand 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 processresultsin the unequal
distribution of power, economic resources and prestige
(Solarand 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 adefined population (such as all women), without
recognising differencesin social position (Perlman 2012).

Upstream — Ahealth promotion analogy that refers to working
in prevention, withafocusonthe social determinants of health.
The Fair Foundations framework refers to this as being the base
layers of the framework — the root causes.

Wicked problems — Arange of socialissues so named because of
their bedevilling complexities, suggesting that they are not able
toberesolved through traditional service-driven approaches
(Conklin 2006). These include climate change, poverty,
disadvantage faced by Indigenous people, child abuse, family
violence, obesity, crime and naturalresource management.
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