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When we lose the right to be different
We lose the privilege to be free
Charles Evens Hughes

Executive Summary
In 2008 Upper Hume Community Health Service partnered with Women’s Health
Goulburn North East to conduct a pilot project to apply the principles of equity
into agency planning by using the Quality Improvement and Community
Services Accreditation (QICSA) process.
Whilst the principles of equity are well recognised in health services and quality
improvement frameworks, they can be challenging to apply in practice. It was
proposed that by adapting the QICSA framework and explicitly considering
equity focused outcomes, the agency could more effectively take action to
reduce health inequities in their locality. Importantly, this would avoid another
layer of planning on top of all other agency requirements.
Funding of $20,000 was granted by DHS Hume region to conduct the pilot
project over a six month period. A reference group of key stakeholders was
established for the duration of the project. UHCHS contracted WHGNE to
achieve most of the deliverables of the project.
A brief literature review informed the project. A ‘snap-shot’ of local data,
demographics, and qualitative information was gathered to establish some
baseline measures to enable UHCHS to track changes in service usage, and
changes in policy and practice.
A half day training module was developed for the project and all staff were
invited to register for one of five sessions offered. Of 74 staff employed at UHCHS,
68 participated in the training sessions.
An ‘equity lens’ was applied to one QICSA core module ‘Providing Quality
Services and Programs’ which was adapted accordingly. During the training
sessions, staff discussed the adapted module, identified existing good practice in
relation to equity, and generated a broad range of suggestions to improve the
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agency’s ability to design and deliver equitable services. Recommendations
were developed from this process and these have been used by UHCHS to
implement some immediate changes to policy and practice and to inform the
three year quality improvement plan.
It was beyond the scope and time frame of this small pilot project to address the
question of whether embedding an explicit focus on equity, rather than an
implicit understanding of equity, into a continuous quality improvement process
is effective in creating sustainable organisational systems and practices to
reduce health inequities. Monitoring and evaluation over the three year QICSA
cycle (at a minimum) would need to occur for evidence to emerge.
This initiative did, however, reinforce the agency’s strong commitment to equity
and social justice, identify some of the unintentional practices that can hinder
equitable service provision and provide foundation training for staff. UHCHS staff
generated many ideas and solutions to tackle inequity that can be
implemented in the immediate future and incorporated into the continuous
quality improvement process.
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We don’t see things as they are,
we see things as we are
Anais Nin
French-American author 1903-1977

Introduction
The primary health sector has a key role to play in the design and delivery of
interventions that will make an impact on those with the greatest needs to
reduce inequities in health. Upper Hume Community Health Service, based in
Wodonga, is acknowledged as an innovative service that seeks to improve the
lives of those most disadvantaged or marginalised in the region. This pilot project
aims to build on this excellent work by utilising the Quality Improvement and
Community Services Accreditation (QICSA) framework to identify the potential
for a whole of agency approach to proactively build and embed equity policies
and practices.

Background
A small group of regional health agencies in north east Victoria and DHS Hume
region were interested in exploring options to advance the capacity of agencies
to specifically target programs to those with the greatest needs. Under the
auspice of the regional DHS office and over the course of a number of meetings
it was identified that there was potential in using a quality improvement
framework to embed a sustainable focus on health inequities within the service
provision operations of organisations.
Further discussion identified the potential of building on the existing work
undertaken by Women’s Health Goulburn North East (WHGNE) as part of their
Equity Project. Project:Equity seeks to alert health professionals that their
practices may unintentionally exclude some sections of their community. It has
developed training modules and practical tools to support agencies to identify
and respond to inequity and exclusion.
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Whilst the principles of equity are recognised in health services and quality
improvement frameworks, it is a challenging principle to apply in practice. It was
proposed that by adapting the existing continuous quality improvement
framework used by community health services, and explicitly considering equity
focused outcomes, services could effectively take action to reduce health
inequities in their locality.
Upper Hume Community Health Service (UHCHS) was at the stage of entering a
new three year quality improvement cycle with QICSA so was ideally placed to
trial an initiative, and Ovens and King Community Health Service had not long
completed a QICSA review and was well placed to support the project.

Organisations
Upper Hume Community Health Service
The Upper Hume Community Health Service is based in Wodonga in North East
Victoria. Our area includes the municipalities of Wodonga, Indigo, Towong and
the Kiewa Valley portion of Alpine Shire. The UHCHS Catchment has a population
of approximately 60,000 (ABS 2006). UHCHS provides outreach services to the
towns of Beechworth, Yackandandah, Tallangatta and Mt Beauty.
UHCHS seeks to promote total health care for all individuals in the community.
We believe that good health is a complete state of physical, social and
emotional well being. This can be achieved by a flexible service that is
accountable, consumer driven and uses a broad range of individual and
community services.
The goals of the Upper Hume Community Health Service are:
•

To provide a comprehensive range of quality primary care services which
reflect the health needs of the communities in which we are situated.

•

To actively promote wellness, that is the general physical, mental and
social well being of communities through:
o

Raising awareness of community health issues throughout our
community.

o

Encourage, promote and initiate research as related to community
health.
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o

Encourage the development of people’s responsibility for their own
health and for the health of the whole community.

o

Actively promote good health and work towards the prevention of
ill health.

•

To actively invite and encourage community participation in the
management of programs and the delivery of health services.

•

To act as an advocate on health and related issues to relevant bodies.

•

To actively seek and expand and develop the service through exploring
additional funding sources.

•

To promote the visibility, availability and accessibility of the community
health service.

Our staffing structure consists of the following seven key service areas:
•

Community Health Promotion

•

Business Operations

•

Alcohol, Tobacco and Other Drugs

•

Families Relationships and Youth

•

Mental Health

•

Counselling and Support

•

Border Cancer Collaboration

We have approximately eighty two staff.
Women’s Health Goulburn North East
Women’s Health Goulburn North East is the government funded specialist
women’s health service for the Goulburn Valley and north east Victoria. It is a
small research, education and training, and health promotion agency that
identifies and responds to health issues for women, particularly those for whom
health is poorest. The work is underpinned by a social model of health, which
recognises that a complex array of factors influences a woman’s health and her
sense of her own health and well-being.
Since 2005, WHGNE have been providing training, support and resources to local
agencies and partnerships to further integrate the principles and practices of
equity into their workplaces. WHGNE has an understanding of the gendered
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disadvantages women are subject to, and of the marginalization of particular
groups within the population due to disadvantage according to disability,
sexuality, ethnicity and socioeconomic status. As feminist philosophy is
concerned with justice and equity, WHGNE is energetic about our commitment
to supporting endeavors that can respond to inequity.
Quality Improvement and Community Services Accreditation (QICSA)
QICSA's mission is to establish, maintain and promote effective continuous quality
improvement in Victorian community health services, primary care and related
organisations through the operation of appropriate review and accreditation
systems; the provision of information, and the conduct of appropriate education
and support activities. QICSA is an incorporated association based in Victoria
and it conducts an accreditation and quality improvement program under
license from the Quality Improvement Council (QIC). QIC is a national
organisation responsible for publishing national standards and ensuring
consistency in accreditation approaches used for Primary Care Services.

Terminology
Equity
Equity has been defined as equal resources (access, use or quality) for equal
need (Dahlgren and Whitehead, 1991). Health inequity describes the different
health experiences and outcomes that are the result of the inequitable access
for some population groups to the determinants of good health, such as health
services, nutritious food, and adequate housing. (HDA, 2005: 2).
The ‘working’ definition of equity used by WHGNE for training purposes is thus:
Equity should not be confused with equality. If our goal is equality, we will
deliver the same services and allocate the same resources to everyone,
without regard to the differences between them. Equity is a term which
describes fairness and justice in outcomes. It is not about the equal
delivery of services, or distribution of resources, it is about recognising
diversity and disadvantage, and directing resources and services towards
those most in need, to ensure equal outcomes for all. (Adapted from
Dyson (2001) Gender and Diversity Workbook).
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Health Inequalities
The terms ‘inequity’ and ‘inequalities’ can be ambiguous and are often used
interchangeably in Australia. The preferred terms used by the World Health
Organisation (WHO) are equity/inequity, whilst the preferred term used by
VicHealth, among others, in Australia is health inequalities. VicHealth defines
health inequalities as the differences in health status (such as rates of illness and
death or self-rated health) that result from social, economic, and geographic
influences that are avoidable, unfair and unnecessary (Victorian Health
Promotion Foundation, 2005).
To avoid confusion, the terms equity and inequity have been chosen by WHGNE
as they are the chosen terms used by WHO.
Equity lens
The concept of an ‘equity lens’ suggests a magnifying glass to identify
avoidable, unnecessary or unintentional barriers, exclusions and lack of
opportunities to achieving good health. An ‘equity lens’ recognises different
treatment for diverse groups may be required to address disadvantage and
achieve equitable outcomes for all. It prompts services to consider factors like
gender, age, socioeconomic status, disability, culture, sexual preference and
geography when planning, implementing and evaluating a service or program.
It encourages services to consider the impact of discrimination, social cohesion
or isolation, stress, levels of support, and control over life choices.
Continuous Quality Improvement
Continuous quality improvement is the ‘continuous improvement of all processes
and the products and services that are the outcomes of those
processes’(Australian Council on Healthcare Standards, 2002, in Victorian
Government Department of Human Services, 2005:7).
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Whatever we pay attention to grows
Ancient proverb

Project Outline
Objectives
• To trial and evaluate initiatives to embed an overarching focus on health
inequalities within the quality assurance planning process commonly utilised
within a regional “stand alone” community health service.
• To review current literature to identify models, tools and ideas to inform a
strategic approach to embedding an overarching focus on health inequalities
within the quality assurance planning process.
• To identify how existing standards within the quality assurance process can
apply an ‘equity lens’ to work towards reducing health inequalities in a
community health setting.
• To make recommendations on how this process could be utilised within
other agencies in the Hume region.
• To consider how various components of the initiative may be integrated
within continuous improvement frameworks.

Project Design
Funding of $20,000 was granted by DHS Hume region to conduct the pilot
project. The design for the pilot was developed with consideration to the preexisting QISCA review timeframe for UHCHS. As the review process had already
commenced prior to funding being confirmed, strategies were designed to be
implemented and evaluated within the remaining five-month period of the
review (February-June 2008). Thus, it was beyond the scope of the project to
produce a comprehensive trial and analysis.
UHCHS contracted WHGNE to achieve most of the deliverables of the project.
UHCHS was responsible for a component of data collection and analysis, liaison
with QICSA, minute taking and administrative tasks.
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Reference Group
A Reference group was established for the duration of the project. The group
met five times between January-June 2008, either on a monthly basis or as
required. The reference group members were: Leonard Peady, CEO UHCHS;
Bobbi Richardson, UHCHS Business Services Manager, Alison Koschel, UHCHS
Manager Community Health Promotion; Sandy Geddis, Regional Health
Promotion Officer, DHS Hume Region; Jan Lang, Program Manager, Ovens &
King Community Health Service; Mark Boyd, Senior Project Officer in Health
Inequalities, VicHealth; Kylie Stephens, Health Promotion Worker, Women’s Health
Goulburn North East. A representative from QICSA, Gail O’Donnell, was invited to
be on the reference group but was unable to attend meetings. She was kept
informed about the project via email.

Literature Review
A brief literature review was conducted to identify any current practices or
models that could inform a strategic approach to embedding an overarching
focus on health inequalities within a quality assurance planning process.

Baseline Data
Baseline data collection was initiated to enable UHCHS to track any changes in
service usage, and changes in policy and practice, resulting from implementing
equity-focused initiatives. It was designed to be a ‘snap-shot’ rather than a
comprehensive analysis.
Qualitative Baseline Data
The initial proposal for the collection of qualitative data consisted of:
•
•

•

The design, implementation and analysis of a staff questionnaire about
existing perceptions of equity practice
One focus group with Aboriginal community members (a priority
population group for UHCHS) to identify current strengths and challenges
for UHCHS to met the needs of Aboriginal clients
A focus group with community members who have used the service to
identify current strengths and challenges for UHCHS to meet the needs of
clients
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•

A focus group with community members who have not used service to
identify current strengths and challenges for UHCHS to meet the needs of
clients.

As we did not receive sufficient responses for focus groups with community
members who have used the service, and who have not used the service, we redesigned the strategy and facilitated informal discussions at local
Neighbourhood Centres in Wodonga.
Quantitative Base Line Data
The proposed quantitative component of the data collection consisted of:
•
•
•

A local demographic profile for Wodonga, Indigo and Towong Local
Government areas
An audit of current UHCHS data from the previous 12 month period
A comparison of the two data sets

Staff participation and training
The process for informing staff about the project and conducting training was
shaped in the following way:
•

Consultation with UHCHS team leaders to discuss the project and provide
an opportunity for feedback and input

•

Presentation to full staff meeting to introduce the project, discuss
forthcoming training and data collection and analysis

•

Presentation to staff about results of data analysis

•

Design of an Equity principles and practice training program integrating
the QICSA core standards 2.1-2.5.

•

Delivery of half-day training sessions to all staff to
o increase the individual and the agency knowledge base about
equity principles and practice
o trial and evaluate equity questions and actions within the QISCA
framework
o identify further workforce capacity building needs in relation to
equity.
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QICSA standards review with an ‘equity’ lens
After the training it was proposed that UHCHS staff:
• review their documentation of evidence to meet the standards using an
‘equity lens’ and the ideas generated from the training sessions
• consider the agency’s’ quality improvement goals and objectives,
currently being developed, using an ‘equity lens’.
WHGNE was to:
• provide documentation of the suggestions that staff identified during the
training sessions
• design, conduct, analyse and distribute findings from post-intervention
questionnaire for all staff
The reference group decided not to proceed with a post-intervention
questionnaire as this would be better suited for the QICSA mid cycle review
planned for September 2009.
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Statistics are people with the tears washed off
Victor Sidel
2005 Eberhard Wenzel Oration

Key Result Areas
Literature Review
The first section of the literature review provides a brief background to, and
definition of, equity in health. Building on this, the second section of the review
focuses on four tools/frameworks that have been designed to embed equity into
organisational principles and practices. Each tool/framework is described in
detail in order to highlight the different approaches that could be taken by
health organisations in making their policies and practices more effective in
tackling inequity. Finally, a number of conclusions are made in relation to the use
of tools/frameworks to advance equity principles and practices within health
organisations.
There were no specific tools or frameworks identified that were embedded into
an existing quality improvement process. However, the literature relating to
equity tools/frameworks currently used in practice demonstrates that using such
tools brings a conscious and considered approach to addressing health inequity.
In summary, the utilisation of tools/frameworks by health organisations appear to
be a useful means to ensure an evidence-based, considered approach to
address inequity. However, any tool/framework is only as successful as the
commitment to which it is afforded by the health organisation utilising the tool.
The challenge lies in not only choosing a tool, but in utilising its principles and
following its approaches in a sustainable manner to achieve real equity in
health.
Please refer to Appendix 1 for literature review.
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Baseline Data Collection
The purpose of this section of the report is to make comparison between the
Upper Hume Community Health Service demographic profile in comparison to
data in Victoria and at a more specific Wodonga regional level.
Data for the UHCHS was obtained from the DHS database ‘Switch’. This
database primarily collects information in relation to community health funding
from the Primary Care Team of the Department of Human Services.
Over the period from 1995 to 2008 (inclusive of only January data), 9,644 clients
were registered users of the UHCHS.
The UHCHS is located in Wodonga, Victoria. The service however is often
accessed by clients who live across the border in the neighbouring town of
Albury (New South Wales). The vast majority of clients come from Wodonga
(66%) or other parts of Victoria (17%). A further 16% of clients are from Albury or its
immediate surrounds with the remaining 1.1% for other parts of New South Wales.
Although the service caters for all ages and client types, the majority of work is
through individual client sessions (99.7%). A very small proportion of client work
was provided to families (0.2%).
Age & Gender
The average age of clients of the UHCHS during the period 1995 – 2008 was 41
years of age (SD 15.9). Age was categorized over this period to reflect the
percentage of users in the younger, middle and senior cohorts. Five percent of
clients were aged 18 or less. Age for clients aged 19 – 30 years, 31 – 40 years, 41
– 50 years, 51 – 60 years, 21%, 26%, 22% and 14% were reported respectively. A
further 12% of clients were aged 61 years or over. Forty eight percent of clients
were males.
The overall population of clients by age and gender is shown in figure 1. Figures
2, 3, & 4 demonstrate the comparisons between UHCHS, Victoria and Wodonga
respectively for 2004.
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Figure 1: Demographic profile of age and gender for UHCHS, 1995 - 2007
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Figure 2: Demographic
profile of age and gender
for UHCHS, 2004
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Figure 3: Demographic
profile of age and gender
for Victoria, 2004

Figure 4: Demographic
profile of age and gender
for Wodonga, 2004
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Ethnicity
Overall in the UHCHS client sample, 1.3% of clients reported being Aboriginal or
Torres Strait Island descent. See Table 1 below for the ethnicity of the UHCHS
client sample.
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Table 1: UHCHS client descent 1995 - 2008
N

%

Aboriginal

119

1.2

Aboriginal & TSI

12

0.1

TSI

12

0.1

Not aboriginal or TSI

5547

58

Not stated**

3185

33

Not applicable*

769

7.9

*Of those answering not applicable to ATSI, 678 reported Australia as country of birth, 71 did not
state country of birth, the remaining 20 stated Africa Asia Europe UK or pacific as country of birth
**Of those not stating ATSI status, 2582 reported Australia as country of birth, 489 did not state
country of birth, the remaining 114 stated Africa Americas Asia Europe UK or pacific as country of
birth

Comparisons between UHCHS, Victoria and Wodonga for Ethnic origin can be
seen in figures 5, 6 and 7 respectively below.
Figure 5: Ethnic
background for UHCHS,
2001

Figure 6: Ethnic
background for Victoria,
2001

Figure 7: Ethnic
background for Wodonga,
2001

Indigenous, 0.7
Born overseas,
4.1

Australian, 95.2

Whilst comparisons can be made between the Victorian and Wodonga
populations for country of birth (see figures 8 and 9 respectively), due to the low
numbers of clients reporting this information in 2001 for UHCHS clients comparison
data will be not be demonstrated graphically. UHCHS clients born overseas
reported Albania (2), Denmark (2), El Salvador (1), England or the United
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Kingdom (7), Germany (2), Indonesia (2), Italy (2) Netherlands (2), New Zealand
(6), Papua New Guinea (1) and the United States of America (1) as countries of
birth.

Figure 8: Born overseas for Victoria, 2001

Figure 9: Born overseas for Wodonga, 2001

Income support
Clients of the UHCHS reported income status by choice, the following
comparisons to Victorian and Wodonga data need to be viewed with caution
as the UHCHS data included information from those employed and are based
on those that responded to the request for income status. Of the UHCHS sample
more than half (504 people) did not state their income status. Figures 10, 11 and
12 respectively report on the income status of UHCHS, Victoria and Wodonga.
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Figure 10: Income status
for UHCHS, 2003

Figure 11: Income support
status for Victoria, 2003

Figure 12: Income support
status for Wodonga, 2003
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Household Type
Similarly to income clients were given the choice of completing information
regarding the type of household they lived in. Comparisons can be made
between Victoria and Wodonga for 2003 (see figures 13 and 14 respectively),
however for the UHCHS client sample the majority who responded reported living
in a family or group situation (N = 666). Few clients (N = 42) reported being a lone
person household.
Figure 13: Household type for Victoria, 2001

Figure 14: Household type for Wodonga, 2001
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Language
Clients of the UHCHS were asked to record their preferred language. The majority of
clients (93%) reported English only as preferred language, apart from three people
who preferred an Indigenous language as their preference. The requirement for an
interpreter was assessed with the majority of clients not requiring this service (see
Table 2 below). Of those who did not respond to this question, cross tabulation results
demonstrated that the majority of clients recorded Australia as their country of birth
which would suggest that they would not have required interpretation service.

Table 2: Interpreter required
N

%

Yes

19

0.2

No

8705

90

920

9.5

Not known

*Of those answering not known, 663 reported Australia as country of birth, 207 did not state country of
birth, the remaining 50 stated Africa Asia Europe UK or pacific as country of birth

In terms of age and gender, compared to the Victorian data, the Wodonga
population appears to be represented in greater frequency in the young to middle
age cohorts. In terms of the clients using the UHCHS, a mixture of both middle to
older age persons are current clients of the service. This would suggest there is scope
to provide services at a greater level to children and young people if appropriate.
Clients who report their Indigenous heritage are similar in number to those reported
in Wodonga and Victorian samples. However both Wodonga and Victorian samples
report a greater frequency for being born overseas. In Victoria on the whole being
born overseas is twice that of the Wodonga sample. Compared to the UHCHS
sample being born overseas is twice as likely in the Wodonga sample. This suggests
that the clients we service are not from an ethnic minority group. There may be
many reasons for this; it may be that people born overseas do not require services
offered by UHCHS, or it may be that services offered at UHCHS are not well known to
this sub-group of clients. The lack of service use by people born overseas is
confirmed when looking at the need for interpretation services and language
preferences of UHCHS clients. A high rate of English language as a preference and a
low rate of interpreter services confirm the largely European client base for UHCHS.
Clients who did nominate another country of birth often nominated another country
of English speaking backgrounds.
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In regard to income status, the majority of clients reported having employment.
Other income support streams were consistent with those reported in both the
Victorian and Wodonga data. One of the concerns with both income status and
household type was the amount of data in the UHCHS that was not recorded. Any
results reported for both these variables should be viewed with caution given
significant amounts of information were not available for analysis.
The purpose of this report was to make comparison between the Upper Hume
Community Health Service demographic profile in comparison to data in Victoria
and at a more specific Wodonga regional level. This comparison would serve to
identify potential areas of service delivery that could be improved or enhanced.
Additionally the UHCHS data collected was to serve as baseline data prior to Equity
training with all agency staff to identify potential target groups of people who
should be receiving our services.
One of the recommendations arising from this data analysis is to provide education
sessions to improve the quality of data collected. This improved information could
then be used in 12 months time to review the profile of the agency to determine if
there has been a change in the agency profile post equity training.
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Focus Group with Mungabareena Aboriginal Corporation
The focus group questions were designed by UHCHS, WHGNE and workers from
Mungabareena Aboriginal Corporation. Staff from Mungabareena advertised the
group to members, and also specifically invited community members to attend who
had previously used the services of UHCHS, and some who had not.
The focus group was held on 19th February 2008. It was attended by 12 community
members from Mungabareena Aboriginal Corporation, including an Elder, and
three men. Lunch was provided and ‘thankyou’ vouchers for a
supermarket/apartment store chain were given to participants. The focus group was
recorded with permission from participants, and a transcript written.
The focus group participants were welcomed by Leonard Peady, CEO of UHCHS.
At the request of the participants, Leonard stayed for the group and facilitated
discussion. Participants were also given an opportunity to add further comments
after Leonard left. Whilst this process altered from our original intentions and
deviated from the set questions, it was responsive to the requests of the community.

Better that you are here.
You need to hear it straight from us.
Why beat around the bush?
Participant of focus group speaking to Leonard Peady

The key themes arising from the discussion were:
• Meeting the specific needs of Aboriginal people
•

Lack of knowledge about the services offered by UHCHS

•

Perceptions about UHCHS: ‘getting in the door’ and location of services

•

Concerns about the reception area and the intake process

•

Client contact with UHCHS workers: great experiences, and the not so great

•

Fear of being labelled as a drug user

•

Effective communication

•

Relationship building

The full summary of the focus group is located in Appendix 2.
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Informal Discussions at Neighbourhood Centres
It’s tucked away in a big building;
don’t know unless you know it’s there
focus group participant

Two sets of questions were designed to cater for people who either knew about
UHCHS or who did not know about the service. Two workers from WHGNE attended
the Neighbourhood Centres and spent time informally asking individuals and small
groups if they would like to briefly answer some questions about UHCHS. Participants
were either participating in play groups or coming in and out of the Maternal and
Child Health Centre. The majority of people interviewed were mothers and their
children.
Take the ‘upper’ out of both
UHCHS and UMFC’s names.
focus group participant

Of 18 people interviewed, 15 people had never been to UHCHS. Only one of these
respondents was clear about which organisation they were being asked about, and
only two knew the location. There was much confusion about UHCHS and Upper
Murray Family Care (another service based in Wodonga). This confusion permeated
all the discussions, so much so, that it was difficult to ascertain whether any of the
responses actually related to UHCHS. Therefore, for the three respondents who
stated that they had been to UHCHS, it is not clear whether in fact their answers
relate to their experience of UHCHS or another service they attended.
The key messages from respondents were:
•

The service is not well known to them

•

There is confusion about the name and the types of services offered

•

More advertising and promotion is required in both a range of formats and in a
range of settings.

Please refer to Appendix 3 for details of interview questions and responses.
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Staff questionnaire
Equity underpins my thinking,
but not always my practice.
Staff response

I am unsure what the concept is,
let alone how it affects my role!
Staff response

The questionnaire was completed by 22 respondents (out of a possible 68 staff)
giving a return rate of 32%. As the return rate is low, the interpretation of results needs
to take this into account.
Staff were given three scaling questions and a series of open-ended questions about
equity knowledge and skills; their individual and agency practice in relation to
equity; specific issues for Aboriginal clients and community; and perceptions of who
does and does not use services of UHCHS. Refer to Appendix 4 for questionnaire
outline.
The following is a summary of the key responses:
•

Three quarters stated that equity principles and practices currently underpin
their work and even more agreed or strongly agreed that it is important to
understand the concept of equity

•

The terms ‘access’ and ‘fairness’ were the most frequent responses when
asked what the term ‘equity’ meant, and there was some confusion between
the terms ‘equity’ and ‘equality’.

•

Many commented that working towards equity was a key component of their
work, and as many commented that they need to learn more. Respondents
cited examples of equity in practice predominantly based around removing
barriers to access, planning and organisational development, and philosophy
and approach.

•

There were a number of comments related to a culture of support for equity
practice at UHCHS. Workplace leadership, policies and support helps workers
address issues of inequity.

•

Most workers rely on feedback from clients to know they are addressing
inequities, and some cited personal reflection and supervision as important.

•

When asked what they needed to do differently, the most common
responses were to increase awareness of barriers and equity issues; and to
implement access and inclusion strategies.
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•

Resource allocation and a coordinated approach to policy and practice
were key suggestions that the whole of the agency could tackle.

•

More agency resources could be specifically allocated for equity objectives,
along with tackling the current rigid funding and reporting constraints.

•

More knowledge is required for working with Aboriginal clients and
community; and engaging with ‘hard to reach’ groups.

•

Three quarter of respondents believe it is important to understand the specific
issues for Aboriginal clients and community.

•

Key reasons were workers’ awareness of the poor health status and high
needs of Aboriginal Australians and that few Aboriginal people access local
services.

•

Staff stated that what they did well to address issues was maintain
relationships with Aboriginal workers, agencies and networks. There were a
number of comments that this could be extended and improved.

•

It was recommended that professional development and cultural training
could support this, as would engaging Aboriginal staff and Board members.

•

There were a number of comments about making the reception area and
building less ‘white’ and ‘middleclass’ and more welcoming for Aboriginal
clients and community.

•

Staff also believed it was likely that the Aboriginal community knew little
about services offered at UHCHS.

Respondents were asked ‘who do you think is most likely to use the services of
UHCHS?’
•

Most common responses were people from lower socio-economic
backgrounds; people of Anglo origin; people who knew the service existed or
were referred by another service. Some, however, thought middleclass
people were most likely to use the services.

When asked who is ‘least likely’ to use the services of UHCHS:
•

Most common responses were people from culturally diverse backgrounds;
people with a disability; isolated people, ‘those who need it most’, and those
on high incomes.
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Staff training
A half day training module was developed for the project. Content and strategies
were designed to be relevant and engaging to the broad range of staff at UHCHS. It
was anticipated that some workers would have a comprehensive understanding of
equity and practice wisdom, whilst others would not. It was assumed that all staff
had knowledge of the QICSA review process and that many staff had played an
active role in the review currently underway.
Staff were invited to register for one of five sessions offered over a two week period.
Of 74 staff employed at UHCHS, 68 participated in the training sessions.
Training Objectives
•

To introduce and discuss the concepts and principles of equity

•

To provide an opportunity to relate the concepts to personal and professional
lives

•

To discuss ways to incorporate equity principles and practices into the
continuous quality improvement activity (QICSA)

•

To begin to document some ideas about ways to better target services to meet
those with the greatest needs.

Module Outline
The training module covered the following themes:
•

Equity and Equality: what do they mean? Case scenarios

•

Current equity issues in the news

•

Policy context: Victoria, Australia, Internationally

•

Relating the concepts to personal and professional lives

•

Social determinants of health

•

Gender and equity: why this is still important

•

Putting principles into practice

•

Examples of small achievable steps to address inequity from other local
services

•

Understanding and applying universal and targeted strategies

•

Applying an ‘equity lens’ to QICSA standards, staff planning and feedback.

Integrating Equity Principles and Practices into continuous quality improvement in a Community Health Service
Women’s Health Goulburn North East and Upper Hume Community Health Service
2008
24

Evaluation
Written evaluation responses were received from 60 of the 68 staff at the completion
of the sessions. Workers were asked to respond to three scaling questions, and three
open ended questions.
•

Staff were asked to rate their understanding of the concept of equity prior to
attending training. There was a range of responses with two thirds or more
having an average or good understanding of equity, and one quarter stating
that they did not have a sound understanding prior to the workshop.

•

Four fifths of respondents agreed or agreed strongly that the workshop had
increased their understanding of the concepts of equity, with 2% disagreeing.

•

Three quarters agreed or agreed strongly that the workshop had begun to
suggest ways that the quality assurance process could support the
organisation’s work practices in relation to equity. 8% did not agree.

A full compilation of evaluation responses is in Appendix 5. Key themes from the
responses were:
•

There was an increase in understanding about what equity means and its
relevance to UHCHS.
It is great that our agency would like to ensure equity and access for
all by ensuring we understand what ‘equity’ really is.
Has made the concept of equity more tangible to my work practice.
Really enjoyed the presentation and the clarity.
Good to have a broad discussion, on how issues of equity may impact
on my work practices, both now and in future.

•

There was opportunity for discussion, sharing of ideas and reflection,
particularly with staff from other sections of the agency.
Time to discuss, reflect and explore.
Great to discuss with cross organisational workers.
It has been an opportunity for reflection and clarification on equity.
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•

The feedback about incorporating an ‘equity lens’ into QICSA process was
mixed. Several commented on the value of applying an ‘equity lens’ and a
small number found this aspect of the training challenging or not relevant.
Most valuable was…
Thinking about QICSA through an equity lens.
The last exercise about how we address the standards. I’m challenged
to do things differently.
It simplified the ‘sea’ of standards.
Very valuable. Good to link equity into practice, and planning
processes.
Compared with…
Quality assurance could be very useful, but as discussed, not in its
current format.
Going through the policies and procedures was difficult and lengthy.

•

The majority of comments about the content and presentation were positive.
There were some comments about the questionnaire for completion prior to
the workshop being too long.

Review of QICSA standards with an ‘equity lens’
We could build equity thinking into
agency workplace planning
staff suggestion

The QICSA Health and Community Services core module has three sections, and
within each section there are a number of standards. Evidence that the agency
meets each standard is required through self assessment, interviews and
documentation. ‘Evidence questions’ guide the agencies in describing their systems
around each standard.
The reference group chose Core Module Section 2: Providing Quality Services and
Programs, Standards 2.1-2.5 for the pilot as it is relevant to most staff, and is
amenable to the application of an ‘equity lens’. These standards address consumer
and community needs, diversity, rights, empowerment and service coordination.
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Additions or alterations were made to QICSA standards 2.1-2.5 and to the
corresponding ‘evidence questions’. Key sources used to generate questions were
previous strategies developed by WHGNE ; current equity literature including The
Equity Triangle Tool, VicHealth (2008); Gender and Diversity Lens, DHS (2008); The
World Health Organisation (2006) The Concepts and Principles of Equity and Health.
As an example of this work, by applying an ‘equity lens’ to Standard 2.1 ‘Community
needs are identified and the organisation endeavours to meet these needs’, this
standard was adapted to: The community needs process identifies which
populations within our community face the greatest health inequalities and the
organisation endeavours to better target services to reach those with the greatest
needs. Seven additional ‘equity’ evidence questions were then added to the
existing evidence questions.
Appendix 6 contains the list of modified and additional questions for standards 2.1 2.5 in Section 2. We were mindful of the need to maintain the integrity of the existing
QICSA module, so only minor adaptations to the existing standards and evidence
questions were made, and additional questions added to the list as extras.
The questions were presented in the training sessions in the following format (using
Standard 2.1 and the first three questions presented here as an example):
Adapted Standard 2.1: The community needs process identifies which
populations within our community face the greatest health inequalities and
the organisation endeavours to better target services to reach those with the
greatest needs.
Additional or adapted
‘evidence’ questions with an
‘equity lens’

What evidence is there that
we meet this standard? (not
already captured by QICSA
documents)

What can we do
differently?

What resource
implications are
there?

People were able to inform
UHCHS about their needs in a
range of way,s e.g. a phone
in; email responses; meeting
with groups
The agency has staff with the
skills and support to engage
diverse groups including
underrepresented groups.
Statistics are collected and
used in planning which can
be measured by: Gender
Ethnicity
Indigenous status
Disability
A measure of
socioeconomic position
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Staff worked in small groups to discuss and complete the matrix for one standard
(2.1 – 2.3) per group. The ideas were shared during the session, and then compiled
at the completion of the five sessions. Emerging themes and recommendations were
developed. Feedback was also invited from staff about the process undertaken,
and the equity focused questions. Refer to Appendix 7 for full compilation of
responses.
Emerging themes and staff recommendations
The following emerging themes and recommendations were generated from all
responses to the additional and modified equity focused questions across each
standard.
Data information and management, evidence-informed practice
•

Build knowledge about the usefulness of data to support collection and
analysis. In turn, this should improve data collection compliance.

•

Increase technical skills of workers for all stages of data collection and analysis
within the agency.

•

Regularly provide information to workers about demographics and service
usage data.

•

Review the evaluation methodology (for both individual clients and programs)
with equity in mind.

•

Consider standardisation of evaluation across agency.

•

Strengthen workers’ knowledge and skills in evidence-informed practice.

•

Disseminate and showcase agency examples of evidence-informed practice
to all staff.

•

It was noted that greater resources and coordination than are currently
allocated by the agency would be necessary to achieve the above
suggestions.
Workforce development and staff support

•

Coordinate formal and informal workforce development opportunities for staff
to increase skills and confidence to work with ‘hard to reach’ people and
groups; diverse groups; those with greatest needs.

•

Increase diversity in the agency through proactive staff and board member
recruitment.

•

Consider traineeships for workers from specific population groups.
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•

Review the staff interview process to ensure equity-focused assessment is
included.

•

Ensure that staff supervision and reflective practices regularly schedule
discussions focusing on equity principles and practice. Establish a working
group of interested workers to progress and monitor this.

•

Modify the staff orientation process to incorporate time for relationship building
with specific community groups, and to learn about the agency’s equity
objectives and practices.

•

Allocate staff time for building relationships with specific groups or
communities.

•

Document, share and celebrate good practice in relation to equity and
reducing inequities.
Organisational planning and evaluation

•

Standardise equity objectives across the agency planning mechanisms e.g.
organisational plans; team and individual work plans; and evaluation
frameworks.

•

Review the current intake process to consider flexible location of intake; intake
procedures that account for varying literacy levels and diverse client needs.

•

Review participation of community members in all aspects of decision making
of the agency and develop strategies to increase active involvement from all
sectors of the community and region.
Communication

•

Develop a strategy for all external communication that tackles the agency’s
over reliance on the written word to communicate to, and to receive
information from, clients and participants.

•

Develop and implement a policy to ensure all external written communication
is in ‘Plain English’, and in ‘Easy English’, where appropriate. (Plain English is
good, clear writing which communicates as simply and effectively as possible.
Easy English is designed for people who have difficulty reading and
understanding written information and is usually complemented by visual
information such as photos or logos to explain information).

•

Instruct staff on how to use the existing style guides, manuals and computer
programs to assess written information for ‘Plain English’ and ‘Easy English’.
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Physical environment

•

Create a welcoming environment for clients at the UHCHS High Street building
by implementing the many practical suggestions offered by staff (painting
rooms, colour schemes, etc.)

•

Review the location of delivery of services to meet specific needs of
population groups.
Build environments to improve health and wellbeing

•

Work in partnership with a broad range of sectors to tackle underlying social
determinants of health to address inequity and to build environments to
improve health and wellbeing. (Suggested that the Health Promotion team
may lead this.)

•

It was acknowledged that this is not possible for UHCHS to do alone, nor is it
core business, at this point in time.

Feedback from staff about equity-focused questions
Whilst some of the suggestions had already been discussed and included in the
existing QICSA work plan, feedback from staff suggests that the additional questions
acted as prompts to consider, more specifically, any unintentional exclusions,
discriminatory practices, and assumptions they may make. For example,
assumptions made about literacy levels and the agency’s over reliance on written
information to communicate with clients was a recurring theme in training sessions.
Some also commented that this process allows them the opportunity to reflect and
critique their practice from a fresh perspective. Please refer to the ‘Training
Evaluation’ section and the ‘Discussion’ for further comment.
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No problem can be solved from the same level
of consciousness that created it.
We must learn to see the world anew.
Albert Einstein

Discussion
Discussion
The process
This pilot was initiated with a broad hypothesis that a well established and
mandatory continuous quality improvement framework was both a logical and
practical location to explicitly embed equity principles and practices. QICSA is
founded on similar principles; is a systematic and sustained approach; and
(theoretically) involves the whole of the agency.
Importantly, this would avoid another ‘layer’, or planning process, on top of all other
agency requirements. The QICSA continuous quality improvement process has the
potential to be a useful way to incrementally build organisational and cultural
change.
The people
In the community health sector there is a wide range of workers, diverse skills and
experience, values and attitudes. Involving all parties in the conception,
establishment and implementation of equity principles and practices can lead to
greater acceptance and support for reducing health inequity.
There was a strong commitment to equity and social justice expressed by staff at
UHCHS through the questionnaire, training, and evaluation. This is a solid foundation
to build a culture that supports specific equity focused outcomes. The skill base of
workers and the agency history of effective work in this arena is a key asset.
The nature of the work
The challenge for an agency such as UHCHS, and others like it, is to balance what is
realistic and achievable, with a desire to extend the equity focus, to try new ideas,
to create new partnerships and approaches.
Currently, the nature and funding of the primary health care sector focuses on
individual behavior change and treatment and support, rather than addressing
underlying issues impacting on health.
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The importance of social determinants of health and their role in the health
sector are well documented; however, their translation into primary health
care is not yet apparent in health reform agendas. Our success at improving
health and reducing inequity depends on serious attention being given to the
underlying societal causes. Health service provision can either exacerbate
health inequities or be a mechanism for empowerment
Quote from the 2007 National Primary and Community
Health Network Conference. Author unknown.
Any redistribution of resources or the reorientation of services to match need will
require cooperation across sectors and with funding agencies.
The possibilities
Training opportunities could be extended beyond the foundation training offered
during this pilot. The emphasis was on some initial tangible steps to create equity by
looking at access and barrier issues, rather than the ‘drivers’ of inequity and the
conditions experienced by individuals and groups of people that impact on health.
Future training could give emphasis to building skills for social inclusion,
empowerment, community development, and working with individuals and
communities experiencing poverty.
It is important, however, to consider the potential for worker or community
‘paralysis’, where it all becomes too hard, so we lose motivation, get on with what
we know and what we are comfortable with. With this in mind, strategies and
approaches need to be selected where every worker can feel that they can make
a contribution to reduce inequity. Useful, inclusive frameworks, for example, include
‘universal and targeted strategies’ and a ‘life course approach’.
•

Universal and targeted strategies. A universal approach generally refers to a
population wide approach, and a targeted approach to a specific
disadvantaged sub population. However, the concepts can equally apply to
a workplace. Using a simple example, some staff could work on universal
issues identified by UHCHS, such as barriers to access, improving data
management; communication and environment; whilst others could focus on
targeted strategies for specific population groups. These concepts were
discussed, and generally well received as a practical framework, during
training sessions. This would enable all staff to have an active role, to varying
degrees, in tackling inequities. (Please note, the concept of universal and
targeted approaches is similar to the concepts of horizontal and vertical
equity, and wide exclusion and deep exclusion).
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•

Life Course approach. This approach considers key transition points in the life
course where people are at greater risk of facing inequity, for example,
pregnancy and parenthood. There is opportunity for UHCHS to build on its
successes of working within this framework and extending it across the
agency.

There are other tools that could be introduced to contribute to a systematic and
sustained approach to reducing inequity (see examples in Literature Review; and in
VicHealth’s publication People, Places, Processes: reducing health inequalities
through balanced health promotion approaches, 2008).
One of the unexpected outcomes from the training sessions was the positive
response from staff about the discussions in workshops and generation of solutions
that occurred because of a range of workers from various teams contributed. These
opportunities could be extended to progress equity focused work.
The challenges
The baseline data collection, both quantitative and qualitative, was limited.
However, it was shaped by the financial and human resources available for this pilot
project. The issues were compounded by the long-standing limitations of SWITCH,
the current reporting system for Community Health Services, to only capture basic
demographic data. Additionally, UHCHS has a range of programs and funding
sources which require varying data collection methods and statistical collection
‘tools’.
The focus groups, although minimal, provided some very clear insights into the issues
for clients (and potential clients), and the broader perceptions and confusions
about UHCHS.
It was beyond the scope and time frame of this small pilot project to address the
question of whether embedding an explicit focus on equity, rather than an implicit
understanding of equity, into a continuous quality improvement process is effective
in creating sustainable organisational systems and practices to reduce health
inequities. Monitoring and evaluation over the three year QICSA cycle (at a
minimum) would need to occur for evidence to emerge.
Despite the limitations, by trialing additional equity questions in some QICSA
standards, staff generated many ideas. These ideas have the potential to be
included in the QICSA plan and changes have already occurred at this point in
time. Please refer to the section ‘UHCHS responsiveness’, following this discussion for
further information on changes that have occurred.
This trial was based on one section of the QICSA standards only. These standards
were chosen as we believed all staff, regardless of their role within the agency,
would be able to make an active contribution to discussions and the generation of
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ideas. It would be important to consider equity focused questions for other QICSA
standards, particularly those that relate to health promotion, partnerships, cross
sector collaborations and external relationships.
From a small number of staff there was some disenchantment and cynicism
expressed during workshops about the QICSA review and planning process. This
created some challenges for the facilitator to generate enthusiasm to trial the equity
focused questions in the existing QICSA evidence gathering framework. The
response to integrating equity principles and practices into the continuous quality
improvement process was mixed. It was particularly challenging for those workers
who had not engaged with the QICSA process to this point. However, for most
workers, it made a lot of sense and they tackled the task with enthusiasm.
It was difficult to gauge opinion from QICSA about this trial process and outcomes,
as the representative from QICSA was unable to attend meetings. Another
important limitation was that this process was conducted in isolation from the
partnerships that UHCHS has within and beyond in the health sector and in the
broader community.
The bigger picture
Essentially, any equity tool or framework that is used to tackle health inequity would
need to be implemented and evaluated within a quality improvement context. The
challenge lies in not only choosing a mechanism, such as continuous quality
improvement, to embed equity-focused outcomes into agency planning, but in
designing flexible approaches that workers are able to successfully incorporate into
their existing practices.
It is important for an agency that prioritises equity focused outcomes to set long term
agency goals in order to move beyond dealing with access issues and contribute to
buildings environments to support health. Nevertheless, achieving equitable health
for all remains a challenging and daunting task.
The bigger challenge facing all health services is that equity in health, ultimately, is
about addressing the social determinants that result in some population groups
having lesser, unjust and unfair access to and opportunity for achieving a state of
health at least equal to that enjoyed by more advantaged counterparts.
Undertaking this work requires more than an internal approach that continuous
quality improvement may offer. It requires support from funding bodies to allow for
the reorientation of services and resources, and effective partnerships with a range
of sectors outside the existing traditional human service system to coordinate a
multi-strategic approach.
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The measure of any great society is how it treats those most
at risk, those most vulnerable, those most in need
Martin Luther King

Upper Hume Community Health Service responsiveness
At the time of this report major changes were already in place within the Upper
Hume Community Health Service. These changes had been pre-empted by a
combination of recommendations from this project and from the QICSA
accreditation that had been undertaken in April 2008.
In May 2008, an ‘equity lens’ checklist was developed by WHGNE and distributed to
all UHCHS teams to support organisational planning (team operational plans and
individual work plans). This checklist comprised of 10 questions as prompts to
consider how UHCHS might improve the capacity of programs and services to
reduce inequities and reach those in our community with the greatest needs.
(Appendix 8)
In June 2008, resources were allocated for the appointment of a project worker to
oversee a mapping process to improve data and information management within
UHCHS. The aim of the project is to develop standardised and systematic
approaches to collection and storage of data and information.
A number of staff from Mungabareena Aboriginal Corporation will be co-located at
the premises of UHCHS from August 2008.The co-location of staff from
Mungabareena has also opened the way for a trainee position in reception to be
offered to an Aboriginal person. UHCHS has recently sourced and displayed artwork
from local Indigenous community members, with the aim of making the reception
area more welcoming and inclusive.
The Manager from the Drug and Alcohol team has entered into a relationship
building exercise that has staff of the UHCHS swapping with staff from the Adult
Mental Health team for a fortnight to ensure that both staff understand the role that
each other play in the provision of care involving clients with dual diagnosis of drug
and mental health problems.
A duty intake roster has been developed in conjunction with the intake worker at
UHCHS in order to enable all staff of the agency to be involved in the initial contact
and needs identification processes of clients. Staff are rostered to undertake this
intake role for one day over a three month cycle as part of UHCHS workforce
development.
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Don’t be afraid to go out on a limb
That’s where the fruit is
Source unknown

Recommendations
Recommendations for Upper Hume Community Health Service
1. UHCHS to implement the recommendations generated by staff during
training sessions in the following six areas:
•
•
•
•
•
•

Data information and management, evidence-informed practice
Workforce development and staff support
Organisational planning and evaluation
Communication
Physical environment
Building environments to improve health and wellbeing

2. UHCHS to consult with a wide cross section of the community, and specific
population groups, to develop a communication strategy to promote the
services offered by UHCHS to the public.
3. UHCHS to identify which direction, approach and best use of resources will
make the greatest impact on reducing health inequities and develop a plan
of action in response.
4. UHCHS to take a leadership role in the rural communities where it is located to
work intersectorially towards the goal of reducing health inequities, both
across the social gradient, and for vulnerable groups.
5. UHCHS to advocate for relevant equity focused training and support to be
prioritised by DHS, the Upper Hume Primary Care Partnership, other relevant
agencies and networks.
6. UHCHS to articulate to QICSA the experiences and impact of the pilot project
on the QICSA review and outcomes.
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For Victorian Department of Human Services (DHS):
1. DHS to support funded services to reorientate funding agreements and
service plans to allow agencies to address the health issues of those in the
catchment with the highest needs.
2. DHS to resource and support workforce capacity building initiatives for the
health and community sectors to reduce health inequities across the social
gradient, and for vulnerable groups.
3. DHS to work collaboratively with QICSA to review equity as a principle and
practice in the current accreditation process.

For QICSA
1. To review the accreditation and quality improvement program to incorporate
an explicit emphasis on equity.
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Everything we see is a shadow
cast by that which we do not see
Martin Luther King

Appendices
Appendix 1

Literature review
1. Introduction
The purpose of this literature review is to position the reader within the various
narratives relating to equity in health, particularly in relation to using tools and
frameworks to incorporate equity into practices undertaken by health organisations.
The first section of the literature review provides a brief background to, and
definition of, equity in health. Building on this, the second section of the review
focuses on four tools/frameworks that have been designed to embed equity into
organisational principles and practices. Each tool/framework is described in detail in
order to highlight the different approaches that could be taken by health
organisations in making their policies and practices more effective in tackling
inequity.
Finally, a number of conclusions are made in relation to the use of tools/frameworks
to advance equity principles and practices within health organisations.
2. Background to and definition of equity
Striving to achieve equity in health is a challenge that remains integral to decreasing
disadvantage and ensuring that those most in need have equal opportunity to (i)
reach and maintain a health status at least equal to groups experiencing greater
levels of advantage; and (ii) fair and just access to health service provision.
However, achieving equity in health is a principle that has proven elusive to realise
(Scott, Stern, Sanders, Reagon and Mathews, 2008). The concept of equity in health
has been evident for the past 30 years, first gaining prominence as one of the
founding principles of the Primary Health Care approach in the Declaration of Alma
Ata in 1978. In recent years equity has gained a renewed importance. Globallyexperienced situations such as climate change, war, economic recession and
natural disasters serve to highlight the plight of those already experiencing
disadvantage through situations of inequity. Indeed, Baum and Harris (2006) note
that these issues are becoming too stark to ignore. Within the health sector, an
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increasing focus on social determinants reminds health workers of the compelling
reasons for tackling inequity.
This focus on health inequity is demonstrated through a variety of mediums, for
example, in the establishment of academic journals devoted to health equity; the
focus on equity by organisations such as the World Health Organisation (WHO); and
the funding of programs and projects by Federal and State Governments, and by
agencies such as the Victorian Health Promotion Foundation (VicHealth), which are
explicitly targeted at reducing health inequities. The Commission on Social
Determinants of Health (CSDH), which is located within the WHO, notes that through
its establishment “The CSDH revives WHO constitutional commitments to health
equity…” (Commission on Social Determinants of Health, 2007:7). It appears that
health equity is a focus for activity at a number of levels.
Equity has been defined previously as equal resource (access, use or quality) for
equal need (Dahlgren and Whitehead, 1991). Health inequity describes the different
health experiences and outcomes that are the result of the inequitable access for
some population groups to the determinants of good health, such as health
services, nutritious food, and adequate housing (HDA, 2005: 2).
Material developed by Women’s Health Goulburn North East as part of Project:
Equity defines equity as being about ensuring health outcomes as fair and just; as
recognising diversity and disadvantage; and directing resources and services to
those with the greatest need. This, in turn, ensures equal outcomes for all (WHGNE,
2007). Equity is also about social justice. Scott et al., (2008), in their article about
addressing inequities, note that social justice occurs where resource allocation is
based on need.
Health inequity does not happen in isolation from other factors. Social conditions
shape health inequities (Commission on Social Determinants of Health, 2007). This
point is elaborated upon by the Victorian Health Promotion Foundation (VicHealth)
in their work on health inequity. VicHealth identifies that to move beyond simply
understanding the concept of health inequity, there needs to be a focus on the
various dimensions of inequity, and identify these as:
•

Inequity of access: barriers to services that support health and wellbeing, e.g.
cost, culturally appropriate service delivery

•

Inequity of opportunity: barriers to social, geographic and economic
resources necessary to achieve and maintain good health, e.g. education,
employment, housing stability and safety
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•

Inequity of impacts and outcomes: differences in health and wellbeing status
as a result of inequity. There is a need to measure differences within a
population in order to identify groups not achieving good health (VicHealth,
2008)

Starfield (2006) further explains this concept by noting that a strong primary care
infrastructure has the potential to support programs that improve the health of those
with greatest need. She points out how primary care achieves this, including that
primary care can provide services that are local, accessible and coordinated in
taking a holistic approach to people’s health issues. It appears that primary care
services are suitable places in which to tackle inequity.
In summary, equity in health is not a new concept. It was first articulated 30 years
ago, and since then has been a focus for the health sector at both the local and
global levels. Equity in health is about addressing the social determinants that result
in some population groups having lesser, unjust and unfair access to and
opportunity for achieving a state of health at least equal to that enjoyed by more
advantaged counterparts. Looking at the various dimensions of inequity (inequity of
access, opportunity, and impacts and outcomes) reminds us that a broad focus is
requisite to a systematic and sustained approach to achieve equity in health.
With a definition of equity established, the next section focuses on tools and
frameworks that have been designed to incorporate equity principles and action
into health services and programs.
3. Tools and frameworks for addressing inequities in health
This section profiles four tools and frameworks that have been used to address
inequity in health in different countries. These are:
•

Health Equity Audit (United Kingdom)

•

Cape Town Equity Gauge (South Africa)

•

Four Steps Towards Equity (Australia)

•

Health Audit Assessment Tool (New Zealand)

These tools/frameworks have been chosen because they provide pertinent
information to the Equity and Continuous Quality Improvement in Community Health
Services initiative being undertaken by Women’s Health Goulburn North East. Each
tool/framework is described in detail to enable a more thorough understanding of
their particular features and potential application to tackling equity within health
organisations in North East Victoria.
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A note on quality improvement
Any tool/framework that is used to tackle health inequity needs to be implemented
and evaluated within a quality improvement context. Quality improvement is the
‘continuous improvement of all processes and the products and services that are
the outcomes of those processes’ (Australian Council on Healthcare Standards,
2002, in Victorian Government Department of Human Services, 2005:7). Striving for
quality improvement should underpin any action undertaken by a health
organisation.
The Victorian Department of Human Services (DHS) has produced the Safety and
Quality Improvement Framework for Victorian Health Services. The framework guides
health services in delivering safe and high quality health care.
The use of equity tools/frameworks can be strengthened through ensuring quality
improvement occurs by adhering to principles such as those provided in the DHS
framework. The DHS framework encourages health organisations to consider the
following when undertaking quality assurance:
•

Governance, leadership and culture;

•

Consumer and community involvement;

•

Competence of, and education to support, health care providers; and

•

Information management and reporting.

Some of the equity tools described in this section, in particular the Health Equity
Audit, are embedded with principles that prompt users to consider whether their
approach to equity is occurring within a context of quality improvement.
In addition to the framework provided by DHS, health organisations are also able to
monitor quality improvement through undertaking Quality Improvement and
Community Services Accreditation (QICSA). QICSA is a program through which
components of the equity tools/frameworks described in this section could be
utilised through, or even embedded within, to ensure that equity becomes a part of
what is done as everyday practice, and is not an ‘add-on’ or ‘addition to’ process
as these types of processes are often seen as extra work and quickly forgotten
about when staff become busy.
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Health Equity Audit (HEA)
Health equity has been a key focus in the United Kingdom for a number of years,
through the policy document Tackling Health Inequalities: A Programme for Action,
within the NHS Priorities and planning framework 2003-06 and the planning
framework issued by the Department of Health 2005/06-2007/08. The way in which
health equity has been made explicit is through the use of Health Equity Audits (HEA)
by Primary Care Trusts and local authorities.
The focus of HEAs is on how fairly resources are distributed in relation to the health
needs of different groups. The overall aim is not to distribute resources equally, but
rather in relation to need (HDA, 2003).
HEAs are a process through which local partners systematically review inequities in
the causes of ill health, and in access to effective services and their outcomes, for a
defined population. Actions required to make services more equitable (thereby
reducing inequalities) are agreed and incorporated into local plans, services and
practice. It is now mandatory that Primary Care Trusts carry out HEAs (HDA, 2005a:1).
The core premise of the HEA is to compare the provision of a service with a measure
of the need for it (DH, 2003). This can be understood through the following examples.
Figure 1 demonstrates where high need is matched by high service provision:

Figure 1: High need matched to high service provision (DH, 2003)

The following example, however, shows a situation where those with high need get
the lowest level of service:
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Figure 2: High need matched with lowest level of service provision (DH, 2003)

The HEA can be used to identify different types of health inequalities such as socioeconomic circumstances, lifestyle and health behaviour, and access to effective
health care. A HEA can also be used at a strategic level to identify and evaluate
particular challenges, for example to identify how people from culturally and
linguistically diverse communities are using primary health care services.
The HEA is cyclical, as seen below in figure three. It is important to note that the HEA
cycle is not complete until something changes to reduce inequalities demonstrably
(for example resource allocation, service provision, or care outcomes) (HDA, 2005a:
5).
Figure 3: The health equity audit cycle (HDA, 2005a)
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The audit cycle contains a number of sections:
•

A series of statements have been written to encourage reflection on
how HEAs are currently managed, and whether there are gaps in the
HEA cycle.

•

There are guidance points which may be considered when reflecting
on the Primary Care Trust’s performance against each statement.

•

A comments section gives space to record the assessment progress,
highlighting strengths and weaknesses and noting examples.

•

A rating scale at the end of each statement enables highlighting of
areas of success and any gaps in the HEA cycle. Users of the tool are
asked to respond ‘green’, ‘amber’ or ‘red’ as appropriate for the
statement which most nearly matches the situation in their locality.

•

The areas for further consideration section allows for consideration of
how the HEA might be used in the future.

•

The key areas for action section enables recording of the most
relevant and important areas for improvement identified as a result of
completing the self-assessment tool.

•

A HEA overview sheet enables examination of overall position, and
identification of key areas of success or areas that may require further
work (DH, 2005).

The statements within the HEA that agencies use to self-rate are included below.
These are accompanied by guidance points which prompt agencies to consider
their specific situation before determining their rating. (Please note these have been
modified by the removal of local information so that they could be applicable to
the Australian context.) These have been included in the literature review because
they raise a number of salient points that need to be considered by any health
organisation devising health equity principles and practices.
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STEP 1: Agree Partners and Issues
Statement 1a:
We…are aware of the importance of tackling health inequalities, and of the role of
Health Equity Audit as a tool in this process.
Consider, for example:
•

is everyone aware of current policy around health inequalities?

•

do you understand the role of your agency/service in tackling health
inequalities, along with local partners?

•

how well do you understand the Health Equity Audit cycle?

Statement 1b:
We…understand the health inequalities in our area and of our role in tackling them.
Consider, for example:
•

do you know what your health inequalities are, for example, is your life
expectancy higher or lower than the national average, and which are the
worst affected groups?

•

do you have a sound plan in place to tackle them through your service
delivery?

•

how well does your workforce development strategy address health
inequalities?

•

how well does your commissioning strategy address health inequalities?

•

have you considered the role of your agency/service as a good corporate
citizen, and how is this being achieved?

Statement 1c:
We know who our partners are and are fully engaged with them.
Consider, for example:
•

have you successfully identified all key partners, and are you engaging with
them at a strategic level?

•

are you working on inequalities with secondary and tertiary care providers
across the patient care pathway?

•

how engaged are your partners in this process, and what are you doing to
ensure high-level support?

•

have you identified shared priorities and goals?

•

do you share budgets for key cross-cutting areas?
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STEP 2: Equity profile – identify the gap
Statement 2:
We have conducted a detailed equity profile of our area and are confident in the
accuracy and relevance of our current data.
Consider, for example:
•

do you have good data providing an overview of local health inequalities?

•

do you know what factors are driving your health inequalities?

•

are your data of high quality, and are they complete?

•

are you using practice-level data?

•

how well do you understand and use appropriate comparators?

•

how well can you measure the dimensions of health inequalities in your local
area, for example, how good are your data on ethnicity?

•

have you identified areas of weakness in your statistical resource, and if so
what steps are you taking steps to address them?

•

how well do you know your data sources?

•

how confident are you that your data are fit for the decisions it supports?

•

do you have clinical input to support the analysis of your data?

•

do you take expert advice when needed?

STEP 3: Agree high impact local action to narrow the gap
Statement 3:
We have used the equity analysis and evidence of what works to narrow gaps in
service provision and identify actions to tackle health inequalities in our area.
Consider, for example:
•

have you used the equity profile to identify what factors are driving your local
health inequalities?

•

is the quality and quantity of primary care in disadvantaged areas impacting
on health outcomes?

•

what access issues are there in primary and secondary care?

•

are all groups receiving care that meets quality standards?

•

is enough being done on prevention (e.g. smoking, CHD and cancer),
especially to support healthy active lives in the over-50s?

•

what opportunities are there in existing or new contracts to address inequity?
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•

what opportunities are there in planned service reorganisations to tackle
health inequalities?

•

are you confident that you are implementing a range of initiatives in a way
which will not widen health inequalities?

•

have you identified appropriate action that will help you to reduce the gap?

•

have you shared this information with local partners in order to agree joint
action?

•

are you making good use of the resources available, for example, the
Cochrane Library, and the Centre for Reviews and Dissemination?

STEP 4: Agree priorities for action
Statement 4:
We have identified and agreed priorities for action to tackle health inequalities.
Consider, for example:
•

are the top priorities for action clear to everyone who needs to support them?

•

have you identified which local action will have the highest impact?

•

how will achievements be measured?

•

have you identified who will take action?

•

is the equity profile being used in planning?

•

is the equity profile being used in commissioning?

•

have you informed and involved other key partners in your analysis of local
priorities?

•

how are you ensuring that action taken will address inequalities across the
social gradient, rather than just addressing vulnerable groups?

STEP 5: Secure changes in investment and local delivery
Statement 5:
We have successfully secured changes in resource and service delivery to tackle
inequalities.
Consider, for example:
•

on the basis of your findings, have you been successful in moving resources or
changing service delivery to address health inequalities?

•

have local commissioning processes been used to achieve change?

•

do you judge that the changes made will have a measurable impact, and will
the impact meet the scale of the problem?

•

have you influenced other partners so they are addressing health inequalities
through their services?
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STEP 6: Review progress and assess impact
Statement 6:
We are continuing to review and assess progress, and have made Health Equity
Audit an on-going process in our agency/service.
Consider, for example:
•

do you have measures to check that the action taken is having the desired
impact?

•

do you have a process in place to review the impact and take further action if
needed?

•

are you confident that this will be an on-going process, with progress on
narrowing health inequalities kept under review?

•

how are you assessing whether the changes you have made are sufficient to
reduce local health inequalities?

A small scale review in 2005 of the barriers to the planning and implementation of
HEAs found that there needed to be an adequate number of staff devoted to the
process, and staff needed time to be able to plan the HEA. Staff also needed
direction and support in collecting data and training in undertaking the HEA (HDA,
2005b). Such requirements would need to be taken into account in any local
adaptation of this tool.
Cape Town Equity Gauge
The Cape Town Equity Gauge is part of the Global Equity Gauge Alliance (GEGA).
The GEGA was established in 2002, and is an active approach in turning research
into action to achieve sustained reductions in inequities in health and health care.
The Cape Town Equity Gauge was also a response to inequities across Cape Town,
South Africa; and is a collaboration between local and provincial governments,
academic institutions, and non-governmental and community based organisations
(Scott et al., 2008).
The Cape Town Equity Gauge approach had two phases. The first phase involved
collecting data to measure health inequities across the health subdistricts of Cape
Town. The second phase consisted of a number of projects to address the inequities
identified in the first phase. Of interest for this literature review is the first project
undertaken; the Equity Tools for Managers project.
In the Equity Tools for Managers project, an Equity Measurement Tool was
developed to quantify health needs in each of Cape Town’s health subdistricts. The
Equity Measurement Tool highlighted the mismatch between the need for primary
health services and public primary level health expenditure in Cape Town. However,
in highlighting this mismatch the project attracted the ire of the public sector primary
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care health managers involved in the project. These managers became defensive
about their capacity to implement the strategy to improve equity, which was to
allocate staff according to equity criteria, rather than the traditional historical and
workload factors (Scott et al., 2008).
This dilemma led to the development of an Equity Resource Allocation Tool. The tool
empowers managers to act on health service delivery inequity within their
managerial constraints. This tool proved to be a useful advocacy instrument to
attract increased funding and as a guide to the allocation of new staff appointed.
An added benefit was, because managers were involved in the development of
the tool, their understanding of health equity improved, and their capacity to
manage their services more equitably was strengthened (Scott et al., 2008).
The Cape Town Equity Gauge illustrates the need to ensure that all parties involved
in addressing equity have the capacity and authority to actually undertake the
actions necessary. Further, involving all parties in the conception, establishment and
implementation of equity principles and practices can lead to greater acceptance
and support for reducing health inequity.
Four Steps Towards Equity: A Tool for Health Promotion Practice
The Four Steps tool originated in New South Wales, Australia. Its aim is to ‘provide a
series of questions and prompts to challenge and assist practitioners and managers
to consider and integrate equity into their core work practice, rather than as an
additional area of work’(NSW Health, 2003).
The four steps in the tool are described below:
1. Equity in health principles
This step provides an overview of why equity is important and how health
organisations can respond.
2. Organisational capacity to support effective equity work
This step assists organisations in considering their ability to effectively support work to
reduce health inequities. A number of questions are posed to organisations to work
through in positioning themselves within an equity context
3. Equity strategies in the planning cycle
This third step is the one that provides specific advice on how to integrate equity
strategies into the planning cycle.
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4. NSW equity and health website
This step provides a link to the NSW Health equity intranet, which contains more
information on equity.
The main strength of this tool is its simple, straightforward approach to incorporating
an equity approach within health promotion. The question prompts within each
section encourage organisations to consider the key aspects of undertaking equity
work.
Health Equity Assessment Tool
The Health Equity Assessment Tool (HEAT) was developed in New Zealand by the
Department of Public Health at the University of Otago, Wellington and the New
Zealand Ministry of Health (MoH) Inequalities Policy Team. This team was brought
together through the commissioning of awareness-raising workshops for senior New
Zealand health sector staff by the MoH as part of the Government’s overall goal to
reduce inequalities in health, education, employment and housing (Signal, Martin,
Reid, Carroll, Howden-Chapman, Keefe Ormsby, Richards, Robson & Wall, 2007).
The workshops themselves were practical, evidence-based and action oriented. The
HEAT was developed to assist in assessing how particular inequalities in health have
arisen and where the effective intervention points are to tackle them (Signal et al.,
2007). The tool was adapted from a Welsh health impact assessment tool. The HEAT
tool is comprised of a series of questions:
1) What health issue is the policy/programme trying to address?
2) What inequalities exist in this health area?
3) Who is most advantaged and how?
4) How did the inequality occur? (What are the mechanisms by which this
inequality was created, is maintained or increased?)
5) What are the determinants of this inequality?
6) How will you address the Treaty of Waitangi in the context of the New
Zealand Public Health and Disability Act 2000?
7) Where/how will you intervene to tackle this issue? Use the Ministry of Health
Intervention Framework to guide your thinking.
8) How could this intervention affect health inequalities?
9) Who will benefit most?
10) What might the unintended consequences be?
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11) What will you do to make sure it does reduce/eliminate inequalities?
12) How will you know if inequalities have been reduced/eliminated?
In addition, the HEAT tool includes an Intervention Framework to Improve Health and
Reduce Inequalities (see Figure 4 following). The framework describes a
comprehensive approach at four levels: structural; intermediary pathways; health
and disability services; and impact. In the workshops, participants identified
obstacles to and opportunities for tackling health inequalities at these levels (Signal
et al., 2007).
Figure 4: Intervention Framework to improve health and reduce inequalities (Signal
et al., 2007)
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Evaluation of the workshops found that participants had reported using the HEAT
tool and the Intervention Framework in their workplaces. In particular, the
Intervention Framework was reported as being helpful in focusing the health sector
on its own role in contributing to, and maintaining, health inequalities (Signal et al.,
2007).
In summary, the tools/frameworks described above have a number of similarities.
They:
•

are designed to support health organisations to become more effective at
addressing health inequity;

•

encourage partnerships to be utilised when tackling health inequity;

•

promote the use of evidence, based on the local population, to ensure that
the subsequent interventions are effective at reducing inequity; and

•

advocate that health service staff have adequate time to plan and
implement the tool/framework being used.

An important point to note is that all of the tools/frameworks profiled in this section
acknowledge, in some way, the role of the social determinants of health1 and their
impact on equity. The tools/frameworks encourage upstream thinking and action
around health issues, rather than a singular, behaviour change focus on treating
illness and disease. Indeed, as pointed out by Baum and Simpson (2006:178)
‘behaviours are strongly shaped by social and economic circumstances…health
authorities across Australia need to hear and act on [this message] in the design of
all health promotion initiatives’.
The following section draws together a number of conclusions relating to the use of
tools or frameworks to advance equity principles and practices within health
organisations.
5. Conclusion
The literature relating to equity tools/frameworks demonstrates that using such tools
brings a conscious and considered approach to addressing health inequity. In
addition, each tool highlights a different aspect that should be considered when
incorporating equity in a health organisation.
The Health Equity Audit reminds us that partnerships can be important in determining
the inequities in the causes of ill health. Involving other agencies and looking for
advice outside of the health sector can assist in better understanding the causes of
1

“The term ‘social determinants of health’ is an elusive concept…it denotes the outreaches of a web of causation
encompassing many diffuse and incompletely understood influences on population health….The utility of the term is
in referring to influences on health that are distal to the individual, such as social and economic policy and
conditions, and which influence population-level distributions of health “ (Mouy and Barr, 2006:190)
Integrating Equity Principles and Practices into continuous quality improvement in a Community Health Service
Women’s Health Goulburn North East and Upper Hume Community Health Service
2008
52

ill health and access to services for a defined population. The audit also highlights
that demonstrable change to reduce inequalities needs to occur if inequity is
actually going to be reduced.
The Cape Town Equity Gauge illustrates the need to ensure that all parties involved
in addressing equity have the capacity and authority to actually undertake the
actions necessary. Further, involving all parties in the conception, establishment and
implementation of equity principles and practices can lead to greater acceptance
and support for reducing health inequity.
The Four Steps tool provides a simple, straightforward approach to incorporating an
equity approach within health promotion. The prompts within each section
encourage organisations to consider the key aspects of undertaking equity work.
The Health Equity Assessment Tool and Intervention Framework demonstrate that
there are different structural levels at which to consider addressing inequity. The
workshops in which the Tool was used proved useful in bringing together parties
interesting in achieving common goals around tacking inequity.
In summary, the utilisation of tools/frameworks by health organisations appear to be
useful means to ensure an evidence-based, considered approach to address
inequity. However, any tool/framework is only as successful as the commitment to
which it is afforded by the health organisation utilising the tool. The challenge lies in
not only choosing a tool, but in utilising its principles and following its approaches in
a sustainable manner to achieve real equity in health.
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Appendix 2:

Focus Group with Mungabareena Aboriginal Corporation
Introduction
The focus group questions were designed by UHCHS, WHGNE and workers from
Mungabareena Aboriginal Corporation. Staff from Mungabareena invited a range
of community members to attend the focus group, some who had previously used
the services of UHCHS, and some who had not.
The focus group was held on 19th February 2008. It was attended by 12 community
members from Mungabareena Aboriginal Corporation, including an Elder, and
three men. Lunch was provided and ‘thankyou’ vouchers for a
supermarket/apartment store chain were given to participants.
The focus group participants were welcomed by Leonard Peady, CEO of UHCHS.
At the request of the participants, Leonard stayed for the group and facilitated
discussion. Participants were also given an opportunity to add further comments
after Leonard left.
Whilst this process altered from our original intentions and deviated from the set
questions, it was responsive to the requests of the community.

Better that you are here.
You need to hear it straight from us.
Why beat around the bush

Key themes:
Knowledge about the services offered by UHCHS
There was little knowledge about the range of services offered at UHCHS and some
misconceptions and confusion regarding service provision.
Who’s who, and who does what!! We are confused with UMFC and UHCHS.
Don’t know what they do and phone numbers are confused and similar. Too
many ‘Uppers’ (UMCASA as well).
I’m not sure what happens in there, what do you run out of there for elderly
people?
(I’ll go in) if I know that there is something I can go to.
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‘Getting in the door’ and location of services
Getting to the point where Aboriginal people feel like they can walk through the
front door seems to be a major challenge. Familiar environments and alternative
venues are preferred.
There is nothing to show us we can go there; we are going to shy away from
going there.
[It’s a] scary government building. Do I want to be seen in this building?
I felt uncomfortable when I first went there.
Put the Aboriginal flags on both windows; a sign to encourage people to
come in.
I don’t want to face the world when stuff is going on and going out my door is
hard.
Workers do come up to the playgroup and make themselves known – this is
good for the young ones – no shame. But only the children’s workers come, it
would be good for others, not just parenting workers, to come and talk to the
group.
Fear of being labelled
There was a concern that as a result of UHCHS offering drug and alcohol services
from the High Street building, people would be stereotyped as ‘users’, and
assumptions would be made about the reason for their visit to the service.
Young ones don’t know they can go in there without being prejudged,
because there are drug and alcohol services running out of there.
If I go in there I’m going to be labelled.
[The new location] is better because they can jump on the bus but others
can see you and think you are using needles.
The reception area and the intake process
There were discussions about feeling uncomfortable in the reception area. This was
compounded by the daunting task of filling in forms for intake and being
questioned. Literacy levels are a key barrier for the some Aboriginal people
accessing services and, at times, workers can make assumptions about literacy.
It is intimidating if people [other workers] are hanging around reception.
[It takes] Courage to go in – get in there and others are looking at you
[workers behind counter]. They are waiting to see why you are there. Feels like
you are being judged.
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They (young ones) don’t know how to do it [fill in the forms] - Same with us
older ones. I get my wife to do it.
It’s assumed by reception you can fill the form out.
They [some of our community] can’t be bothered filling in a form.
They ask for date of birth… shhhheee. [They ask] ‘Are you of Aboriginal
decent?’ Do I have to go through that again? I have fair skin.

Meeting the specific needs of Aboriginal people
Discussion took place about some of the barriers to access and inclusion resulting
from set procedures such as the intake process, scheduled time limited
appointments, and waiting times for appointments.
When you ring up as a worker to get an appointment for a client they need it
now, they are over it in two weeks. Two weeks you’ve lost them; waiting is a
pride issue.
You have to repeat your story to two or three people. I only want to tell one
person. Do I have to go through this again and again? This is deep and I
don’t want to go through it again; it’s very emotional.
Appointments need to be not the usual half hour allocated time slot, need
time to open up. (I was) pushed out after 30 minutes and cut off – bang!
Half an hour isn’t enough; time needs to be longer especially for first visit.
We need more help with crisis stuff; a ‘warm contact’ if we make the call2
[Aboriginal people] need to be able to express themselves in their own way.
Saying it my way, not a posh way.
Once it’s open you have another hurdle to overcome yourself. We are really
shy people. We carry things very deeply, we close off to people.
Issues for older people
Elders are going through stuff; grief and loss.
Raising grandchildren and neglecting their own health.
Transport for both themselves and for those children they care for.

2

A ‘warm contact’ is a term used for briefly seeing the client at the time of need to make the initial personal
contact and to schedule a time to meet.
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Issues for men
It takes a lot for men to speak out.
Support for boys is also needed; changes and things that are happening with
boys.
Issues for children and their parents/caregivers
There were concerns about the existing referral pathways for parents trying to
access health, education and community services for their children. Concerns were
expressed about the system being complicated and ineffective. 3
There is a problem with parents trying to get children into services. Unless it’s
through a school or referred by school.
[The mental health service] didn’t do anything and I had to say the same
thing over with different workers.
Workers need to understand the close knit community and we know our
children. Workers need to respect our knowledge and we know how our
children are feeling and we don’t have any rights. School does and we don’t
want to go through school or doctor.
We are seen as over active parents.
I feel that children suffer silently.
Client contact with UHCHS workers
There were a number of examples of effective and supportive worker-client
relationships and some indications from the focus group about what they would like
to see changed.
One worker made the effort and came [to a location] where the client
wanted to go. It was better than going to the building; it made it easier for
kids.
One worker is good with Indigenous people. It’s about personality of the
worker rather than job description.
I had a worker who was fantastic and helped me, I wouldn’t go in the
building – she took me for a coffee and we were out of the government
environment.
My worker rung up out of the blue to see how I was going. It was worth a
million gold.

3

UHCHS was not mentioned specifically in this discussion
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Good to have the same contact person, to open up more, want to see that
person face to face.
I knew more of the avenues that were available for Koories than they [the
worker] did. They didn’t know where I was coming from. My energy was low
after what I’d been through.
One client had mental health problems and was not able to keep the
appointment. The receptionist threatened that there would be no future
appointments.
The Koorie grapevine is very strong [referring to a poor experience].
Have all the information in one file and every worker can read it instead of
asking for the same information over and over again.
Is it possible to have contact directly with the worker – bypass reception – for
a five minute warm contact with the worker instead of been turned away by
reception?

Effective communication
The group generated many ideas to build effective communication with the
Aboriginal community, and with Aboriginal workers and organisations.
Need to promote family violence services for women, men and children in
culturally appropriate ways.
Have pamphlets about UHCHS (with Aboriginal art and design) here at
Mungabareena.
Use more cultural images in promotional material, then we know it is our
business.
It is better to use program names, i.e. ‘program name’ from ‘Upper Hume
Community Health’.
Think of alternative communication strategies, for example, we could have a
DVD running all the time about what workers do at UHCHS.
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Relationship building
The discussion also generated ideas to support relationship building to improve the
capacity of UHCHS to be responsive to health concerns and issues in an effective
way.
Keep workers at Mungabareena informed about programs, and any
changes to services, as people often come to Mungabareena first before
accessing generalist services.
Have regular informal meetings with Mungabareena community to tell us
about programs and services rather than just written material.
Work in partnership with Mungabareena regarding transport and support. In
most cases, Mungabareena workers would be willing to take people down
there for the first appointment.
Organise cultural awareness training for UHCHS staff. Offer this regularly.
The monthly Health Portfolio meetings are not used enough by UHCHS staff to
exchange information and work together.
UHCHS could come here regularly and offer services from here.
We would start to feel relaxed if you are willing to listen and make things
appropriate.
Meet and greet!!! Nothing better than meet and greet!
Put a BBQ on at the building and we will be there to get together and talk.
Keep communication up – we will start to open up and take suggestions
back to you.
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Appendix 3

Informal discussions at Neighbourhood Centres
Prompt questions
1. Have you been to Upper Hume Community Health Service? If No...
Do you know where it is?
Do you know what services they offer there?
Who do you think is most likely to use this service?
How come?
Who do you think is least likely to use this service?
How come?
Do you know anyone who has used the service?
What did they think?
How can we make the services accessible to people in the community who need it?
Anything else would you like to tell us?
2. Have you been to Upper Hume Community Health Service? If yes...
We don’t need to know WHY you went but we are interested in knowing...
What was good about your experience with UHCHS?
What was not so good?
How could it have been improved?
Who do you think is most likely to use this service?
How come?
Who do you think is least likely to use this service?
How come?
How can we make the services accessible to people in the community who need it?
Anything else would you like to tell us?
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Appendix 4

Staff Questionnaire
Please fill in this questionaire and bring it along to your equity training session.
Please circle a number on the scales below indicating your response to each statement,
where 1 is disagree strongly and 10 is agree strongly.
In my current role it is important that I understand the concept of equity.
1
2
Disagree strongly

3

4

5

6

7

8

9
10
Agree strongly

8

9
10
Agree strongly

Can you tell us why you chose that score.
Tell us what you understand the term ‘equity’ to mean.
Equity principles and practices currently underpin my work.
1
2
Disagree strongly

3

4

5

6

7

Can you tell us why you chose that score
What do you do well to address issues of inequity?
a. as an individual worker
b. as a whole agency
How do you know you do this well?
What helps you as a worker to address issues of inequity?
What do you think you need to do differently to address issues of inequity?
a. as an individual worker
b. as a whole agency
What aspects of equity do you require more knowledge/skills/support?
What do you think will be the barriers to addressing issues of equity/inequity at Upper Hume
Community Health Service?
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In my current role it is important that I understand the specific issues for Aboriginal clients and
community?
1
2
Disagree strongly

3

4

5

6

7

8

9
10
Agree strongly

Can you tell us why you chose that score
What do you do well to address specific issues for Aboriginal clients and community?
a. as an individual worker
b. as a whole agency
How do you know you do this well?
What has helped you as a worker to understand the specific issues for Aboriginal clients and
community?
What do you need to do differently to address issues of access and inclusion for Aboriginal
people?
a. as an individual worker
b. as a whole agency
What aspects of your work practices in relation to Aboriginal clients and community
do you require more knowledge/skills/support?
What do you think will be the barriers to addressing issues of access and inclusion for
Aboriginal people at Upper Hume Community Health Service?
Who do you think is most likely to use the services of UHCHS?
How come?
Who do you think is least likely to use the services of UHCHS?
How come?
Is there anything else you would like to tell us or to recommend?
Many thanks for your time and consideration in completing this questionnaire. Any queries
please contact Kylie Stephens at k.stephens@whealth.com.au or phone 03 57223009.
Women’s Health Goulburn North East will respect anonymity, collate the responses and
provide UHCHS staff with an evaluation summary.
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Appendix 5
UHCHS Equity Workshop

Training Evaluation Summary
5 workshops in February- March 2008
Facilitator: Kylie Stephens
Number of responses: 60

The following coding is used for responses:
9or10 Agree strongly
7 or 8 Agree
5 or 6 neutral, average
3 or 4 Disagree
1 or 2 Disagree strongly
Before attending today’s workshop I had a sound understanding of the concept of
equity.
Agree Strongly
Agree
Neutral, average
Disagree
Disagree strongly

9
21
16
13
1

15%
35%
26.6%
21.6%
1.6%

Today’s workshop has increased my understanding of the concept of equity.
Agree Strongly
Agree
Neutral, average
Disagree
Disagree strongly

33
17
8
1
1

55%
28%
13%
1.6%
1.6%

Today’s workshop has begun to suggest ways that the quality assurance process
can support my organisation’s work practices in relation to equity.
Agree Strongly
Agree
Neutral, average
Disagree
Disagree strongly

16
30
9
5

26.6%
50%
15%
15%
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Please comment on any of the above statements or your response to them?
Nothing well done! My knowledge was not as well informed as I thought.
Thank you for further distinction.
I have a more complex understanding of equity.
It has been an opportunity for reflection and clarification on equity.
Really enjoyed the presentation and the clarity.
It is great that our agency would like to ensure the equity and access for all, by
ensuring we understand what equity really is.
Think most of the agency’s services already use the concept of equity.
As a new employee, I’m still getting an understanding of the Q1CSA accreditation
process; therefore it was difficult to get my head around some of the activity.
The training has provided me with a starting point, to progress or evolve my more
equitable practice.
Staff have not been given enough information, in regard to the process of today,
i.e., bit of confusion/frustration.
QA could be very useful, but as discussed, not in its current format.
Great knowing that the whole agency has done this training.
Has made the concept of equity more tangible to my work practices.
The computer at the end said it all. The agency does not provide us with the tools,
To be accessible, to provide equal information to all.
Worthwhile, anything that will assist time poor workers to simplify systems would be
great!
Applying the ‘equity lens’ to the QICSA standards is necessary.
Session very time limited. Information compressed, into too short of period of time,
an expectation to provide answers.
Great to have the opportunity, to reflect on equity, and how I perceive myself,
working with clients and groups.
Good to have a broad discussion, on how issues of equity may impact on my work
practices, both now and in future.
DVD good reminder about other services approach.
Given a better understanding of many facets of my organization, and the
concept of equity.
Very valuable, especially defining difference between equality and equity. Good
to link equality into practice, and planning processes.
Difference equality and equity clearly explained.
A challenge to bridge the policy frameworks at UHCHS and the structure of the
program. Highwater- Need to make it a priority.
Reframing with an equity lens, was very useful. As an organization, we need to be
proactive in how we present policy process etc.
What did you find useful or valuable in this workshop?
The last exercise is how we address the standard. I’m challenged to do things
differently.
The simplicity of the definitions between equality and equity.
Way it was presented, activities, time for discussion.
Definitions, examples. Sharing of ideas, comments and experiences.
Overhead, handouts, conversation, sharing and comparing of concepts.
Clarification on definition of strategies. Great to discuss with cross organisational
workers.
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Group discussion and presentation on framework.
Time to discuss, reflect and explore.
Staff inclusion, think about the way I work to ensure equity (due to working part
time).
Good to revisit the concept and to focus on how equity can be enhanced, in
relation to services provided.
To realise we already do it.
Definition of equity.
Explained equity, increased knowledge of other services.
Working with members from other teams and seeing what their perceptions are.
Unpacking the principles of equity again and being reminded of its significance.
There are resources to help, develop mine and others knowledge.
Group discussion, what we can improve.
Opportunity to discuss this.
Good opportunity to think creatively about equity issues.
Small group discussions on QICSA standards. Enjoyed the videos.
Good overhead presentation. Kylie good presenter/facilitator.
Good to bring to forefront of mind.
Knowledge.
Simplifying the ‘sea’ of standards, group interaction.
Thinking about QISCA through an equity lens.
Working with different areas of agency.
Definitions before we commenced discussions. Relation to quality journaling.
Explanation of equity. Recognised that doing a lot of it already, without realizing.
People’s diverse views around equity. The team game.
Increase awareness of services. Valued direction.
Good information re: equity/equality, my understanding of these issues, greatly
improved.
Increased my understanding and awareness of equity, related issues. Which will
enable me, to better apply equity to my working role.
Discussion on equity versus equality.
Raises awareness of issues involved in equitable provision of services.
Time to reflect and the opportunity to have a say.
Group discussion. Doing QICSA journaling.
Awareness raising. Learning that even small measures, e.g. posters, can make a
difference. Otherwise too overwhelming.
Listening to others and talking through, how we could apply a more equitable
approach.
Useful to revisit some of these ideas.
Explanation of the difference in meaning of equality and equity. The quote- ‘we
see things as we are’.
Engagement with colleagues I do not know. Getting to appreciate their role.
Facilitator: excellent, informative , valued participants.
Practice implication of QICSA process. Rather than just trying to meet standard for
award.
Concrete examples of ‘equity in action’. Reflection.
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What could be improved?
Nothing; all great and relevant.
Not much, leadership was great, all made to feel included, well organised.
Very cold blasts of air and temperature of room.
Very valuable and informative. Thankyou.
Only the pre session questionnaire. The room temperature fluctuations! Thanks.
Even though I didn’t get the initial survey, it was fairly lengthy and time consuming
to complete.
Going through the policies and procedures was difficult and lengthy.
It not to be compulsory, felt I was doing managements’ dirty work. Simplify, could
have spent my time doing better things.
The Q1CSA questions being easier to understand.
Make equity workshops more frequent and more specialised.
Have this as part of an on going process of development, i.e. implementation.
Perhaps more case studies. Of people’s experiences of receiving, or not receiving
equitable services.
What happens now?
Bit too long.
Warmer room!
The workshop was ideal.
Well done!
Even though I have heard this project described 3 times. I still wasn’t sure what it
was about. Not sure that I do now either! It was good, but a little confusing, in
terms of how it fits.
Session divided into two. Time for discussion equity, then time for reflection.
The process could be simplified, e.g. wording - direct statements.
More time to write down our thoughts and ideas, for the last activity.
Our environment could be more user friendly for all.
Less wordy questions for staff reply.
Less writing and answering questions. Maybe a scribe, who can note relevant
points that emerge, during discussion. Rather than spending time writing.
Tour to services, working with diversity. DAIS, Mungabareena, Age Concern, VRIB
Nothing comes to mind.

Integrating Equity Principles and Practices into continuous quality improvement in a Community Health Service
Women’s Health Goulburn North East and Upper Hume Community Health Service
2008
66

Appendix 6

Applying an ‘equity lens’ to QICSA standards
The suggested additions or changes to QICSA ‘evidence questions’ for each
standard are shaded.
Section 2: Providing quality services and programs
Standard 2.1 Community needs are identified and the organisation endeavours to
meet these needs
Applying an equity lens to this standard:
The community needs process identifies which populations within our community
face the greatest health inequalities and the organisation endeavours to better
target services to reach those with the greatest needs.
What is the evidence that:
•

UHCHS reviews the needs of its community to determine why potential
consumers may not be using available services and programs?

•

UHCHS acts on reviews to ensure more accessible services and programs?

•

UHCHS develops new services and programs to meet unmet needs?

•

People were able to inform UHCHS about their needs, strengths and resources
in a range of ways e.g. a phone in; a yarn up with a feed; email responses;
meeting with groups?

•

The agency has staff with the skills and support to engage diverse groups
including underrepresented groups?

•

Statistics are collected and used in planning which can be measured by:

Gender
Ethnicity
Indigenous status
Disability
A measure of socioeconomic position?4

4

The Equity Triangle Tool, VicHealth 2008
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•

Women and men from diverse backgrounds are meaningfully consulted
about issues and their specific needs. Specific questions address men and
women and their particular circumstances, for example, income status, care
responsibilities, impact and experience of violence, gender roles? 5.

•

Particular cultural protocols are followed, e.g. speaking with respected
Aboriginal Elders?

•

The underlying issues that determine the health of individuals and populations
(social determinants of health) are considered?6.

•

Where required, resources are reallocated to reach those with greatest
needs?

Standard 2.2 Planning and provision of services and programs focus on positive
outcomes for agreed consumer and community needs
Applying an equity lens to this standard:
Planning and provision of services and programs includes an explicit consideration
of diversity and disadvantage to focus on positive outcomes for those with the
greatest needs.
What is the evidence that:
•

Staff work with consumers to define their needs, strengths and resources, and
negotiate suitable services and programs, recognising that consumers often
have a range of related needs?

•

Services and programs can be delivered in an integrated way within the
organisation or coordinated with other organisations?

•

The organisation systematically documents and reviews its services and program
plans?

•

Potentially avoidable, unfair, or unnecessary barriers that inhibit access (for
example cost, operating times and physical layout, location, transport, lack of
childcare or respite care) are addressed?7.

Gender and diversity Lens, DHS 2008
Social Determinants of health are: income and social status, employment status, education, social environment,
physical environment, healthy child development, personal health practices and coping skills, health services, social
support networks, biology and genetic endowerment, gender, culture , from Health Canada Women’s Health
Strategy, 1999
7
Adapted from Whitehead, M The concepts and principles of equity and health, WHO, p8
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6

•

Barriers that result in unequal or unfair utilization of a service or program are
addressed (for example, positive discrimination may be justified in providing
outreach or innovative responses to make it easier for people to use services in
low take-up areas)?8

•

Staff strive to provide equal quality of care for everyone and strive to put the
same commitment into the service they deliver for all sections of the
community?9

•

Service priorities are set in consultation with current consumers and the
community and services and programs are responsive to individual consumers
and specific groups?

•

Services and programs are based on evidence and currently accepted good
practice?

•

The organisation gathers evidence on outcomes of its services and programs for
consumers and the community, and uses this evidence to evaluate and modify
existing services and to develop new services?

•

Services and programs include targeted initiatives to reach specific population
groups or individuals with the greatest need?

•

The organisation and staff dedicate time to reflect on potential biases and
assumptions, e.g. assumptions about literacy, bias towards one demographic or
location?

•

Any population groups that are likely to be unintentionally disadvantaged by a
service or program have been identified and considered?

•

The communication and promotion of programs and services reflect the diverse
ways consumers like to receive information?

•

Feedback from your consumers is gathered in a variety of ways which consider
varying literacy levels and communication styles?

• Evaluation activities ensure results can be reported against the following
population demographics:
Gender
Ethnicity
Indigenous status
Disability
A measure of socioeconomic position10
Adapted from Whitehead, M The concepts and principles of equity and health, WHO, p9
Adapted from Whitehead, M The concepts and principles of equity and health, WHO, p9
10 The Equity Triangle Tool, VicHealth 2008
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•

The evaluation is able to assess how the different target populations experienced
the health intervention?

•

The evaluation is able to identify unintended outcomes or impacts?11

•

Goals and objectives have been developed where there is a clear link between
health needs, the determinants of health and health improvement?12.

Standard 2.3 Services and programs are provided in a cultural competenti13 and
appropriate manner
What is the evidence that:
•

Processes and practices ensure respect and responsiveness to consumer
diversity by being inclusive and flexible?

•

The changing profile of consumers is monitored?

•

Appropriate links with Indigenous and other community groups are
established to ensure that services and programs remain responsive and
respectful?

•

Staff are aware that the impact of colonization, dispossession, racism and
disempowerment affects the current health status of Aboriginal people and
patterns of use of health and community services today? Conversely, staff
are encouraged to reflect on possible assumptions based on stereotypes,
prejudices, or family history?

•

Professional development regarding consumer diversity is available to all
staff?

•

Cultural competencies are addressed in service and program plans?

•

Consumers are encouraged and supported to attend with a family member
or support worker?

11

Gender and diversity Lens, DHS 2008
The nature of Women’s health. Women’s Health NSW 2002, p4-41
13
Anderson, et al., 2003 cited in Queensland University of Technology Yapunyah documents accessed 20.2.08
https://olt.qut.edu.au/udf/YAPUNYAH/index.cfm?fa=displayPage&rNum=2218479
12

The concept of cultural competence can be applied to individual health practitioners or to healthcare systems or
agencies, and when incorporated into healthcare service, it has the potential to improve health outcomes, staff
efficiency and effectiveness, and client satisfaction
Three concepts that are central to culturally competent healthcare are:
• self-awareness,
• an appreciation of power differentials, and
• a deep understanding of the diversity and dynamic nature of cultural groups.

Integrating Equity Principles and Practices into continuous quality improvement in a Community Health Service
Women’s Health Goulburn North East and Upper Hume Community Health Service
2008
70

•

The service adopts each consumers definition of ‘family’ which may include,
but not be limited to, significant others, relatives by blood, same-sex partners,
or spouses?14

•

The most appropriate location to deliver regular services for specific groups in
the community has been considered?

•

Consideration is given to formalizing your work partnerships with local groups,
e.g. a partnership agreement, a Memorandum of Understanding?

•

There has been reciprocal transfer of skills and knowledge between your
agency and specific population groups, e.g. Indigenous and CALD
communities, disability sector?

Standard 2.4 Services and programs confirm consumer rights
What is the evidence that:
•

Consumers’ privacy is ensured, information is confidential and the
organisation meets legislative requirements?

•

Services are delivered in a respectful way that recognises each consumer’s
personal worth and individuality?

•

Staff have positive, affirming communication skills and attitudes that build on
a consumers’ strengths, resilience, and existing resources?

•

Informed consent processes are implemented when personal information is
gathered, stored and used?

•

Consumers are aware of their rights and responsibilities including complaints
procedures and these procedures are implemented promptly, judiciously and
fairly?

•

The organisation acts on complaints and uses the information from
complaints in reviewing and developing services?

•

The organisation ensures that consumer rights documents and processes are
developed using the principles of Plain English (and translated as required)
and caters for a range of literacy levels and communication styles?

14

From the sexual diversity health services audit tool www.glhv.org.au
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Standard 2.5 Services and programs develop implement and evaluate strategies
that empower consumers, specific population groups and communities.
What is the evidence that:
•

Consumers are encouraged and supported to access existing services?

•

There are formal and informal mechanisms for consumers and other
stakeholders to participate in reviewing and designing current services, as
well as support for their involvement in planning new initiatives?

•

The impact of consumers’ involvement in reviewing services and programs is
monitored?

•

Processes are in place that transfer power, autonomy, and decision making
to a community or individual 15

•

The agency is able to recognise and respond to power issues that may arise
with specific population groups or individuals?

•

Processes are in place to assist communities and specific population groups
to develop their own initiatives and programs in ways which can be selfsustaining in the long-term?

Standard 2.6 Services and programs within the organisation are coordinated (no
changes)
What is the evidence that:

15

•

coordinates services and programs to meet the needs of consumers?

•

delivers cross-discipline services seamlessly?

•

supports staff working across different disciplines to coordinate services?

•

works with consumers to review the effectiveness of coordinated service

Hearn, S & Wise, M Health Promotion: a framework for Indigenous health improvements in Australia in Hands on

Health Promotion (2004). Moodie, R & Hulme, A Eds IP Communications, Melbourne
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Appendix 7

Staff compiled responses to applying an ‘equity lens’ to QICSA
standards 2.1 – 2.3
Standard 2.1 The community needs process identifies which populations within our community face the
greatest health inequalities and the organisation endeavours to better target services to reach those with
the greatest needs.
Adapted or additional
questions using an
‘equity lens’

People were able to
inform UHCHS about
their needs in a range of
ways e.g. a phone in; a
yarn up with a feed;
email responses;
meeting with groups

What evidence is there that
we meet this standard? (not
already captured by QICSA
documents)
Advertising and providing
open forums for users of
UHCHS and non-users (UHCHS
has 1800 number) visible.
Accessible drop-in shop front
with friendly staff to make you
feel welcome. Individual
programs have community
events e.g cancer services
BBQ and bike ride.
Community members phone
in to ask about GTH.
UHCHS staff refer to GT
house.
Other service providers’
phone, email, meet as a
PDRSS Group.
Program participants are
asked individually and in
groups about services they
need.
Client files
Assessments
File audit
Team meetings
Resources access
Structured questionaires that
have been put together for
community feedback
opportunities. On website.
Recent ads for community
feedback in paper. Group
evaluation sheets, forums
such as UHIT (PCP).

The agency has staff
with the skills and
support to engage
diverse groups including
underrepresented
groups.

Some limited support groups
(cancer)
Feedback from individual
clients on individual basis
Participation in
supervision
(agreements)
Professional
development
(policy)
Provided and attended
(training register)

What can we do differently?

What resource
implications are
there?

Multi-media approach, rather than print
media alone. Consider mobile phone call
costs. What about privacy/ confidential
access? Not available

Multi-media
approaches are
expensive. Time
poor staff - need to
have a role
specified for this.
We need
drivers/champions.

To fund an approach to contact people with
a mental illness that are not accessing e.g.
GPs, WRAMHS. Other PDRSS services
Opportunities for people to give positive
feedback, input into planning of services,
community representation on boards,
advisory groups
Increase and encourage participation in
support groups.
Much more opportunity to talk to communities
and individuals

Requires time
allocation, not
funded to do
community
development.
Process to have
community
representation on
boards, advisory
groups. Do we have
an active agency
strategy?
Time.
Funding outcomes
How your work is
measured
Skills needed to
communicate to
community

Targeted training and employment
Surveying staff re: training needs
Systems that identify underrepresented groups
exist
We need data on the demographics of the
population
Provide training for staff dependant on the

Money and time
Funding
Skilled workers
Good
communicators
Time to develop
relationships –on
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Adapted or additional
questions using an
‘equity lens’

What evidence is there that
we meet this standard? (not
already captured by QICSA
documents)
Skills audits
Specification in PDs
Initial application – staff CVs,
professional development.
Interview/recruitment
question for relevant teams
(can be improved)
Yes, but we can do this in a
more coordinated way, SSA,
Koori, child inclusive etc,
expertise in empathic
experiences (drinking!)

Statistics are collected
and used in planning
which can be measured
by:
Gender
Ethnicity
Indigenous status
Disability
A measure of
socioeconomic
position

Cancer services and agency
do not have an Aboriginal
Liaison officer.
Good range of skilled staff.
Don’t have dedicated staff to
develop programs
Registration form.
Intake form.
Specified data collection
tools e.g. switch.
Planning processes- annual
review and business planning,
organisational strategic plan.
Iris
MDS pro
reports, strategic planning to
identify gaps.
Cross-sectoral consultation
link with LGA, COW data
collection.

Women and men from
diverse backgrounds
are meaningfully
consulted about issues
and their specific needs.
Specific questions
address men and
women and their
particular
circumstances, for
example, income status,
care responsibilities,
impact and experience
of violence, gender
roles?

What can we do differently?

What resource
implications are
there?

data analysis.

their grounds

Performance appraisal – specific questions
regarding equity.
More coordinated approach, cross fertilize
teams.
Need to have people with time and resources
to communicate and build relationships with
cultural groups.
Employ people from different cultures.
Follow up linkages.
One or two staff to work together to develop
relationships

Review appropriateness of data collectionwhat are we collecting it for?
Standardising business planning across
organisation
Generic overlay
Program specifics
Liaise with acute clients, GPs A&E, churches
etc to collect data.

Someone with the
skills to develop the
whole service
approachconsultancy?
Time allocated to
collate this
information.

Data collection and use once collected
We need to capture how well the networking
and cross sector work together for better
outcomes for clients: plan better
Is it feasible to employ someone to collect
data and evaluate this?

Resources for
research and
rigorous and robust
evaluation.
Looking at what
data we need to
collect.

Look at broader level of
community.
Some data for local evidence
collected

Collect data –see where we need to improve
services
What data are we collecting for each group –
are we using it efficiently?

Client questionnaire may
address these issues?
Adhoc/opportunistic e.g
WHIN (Women’s Health
interagency network) not
functioning as well due to loss
of champion

Review to ensure data is collected.
Ensuring access to networks to get this
information from already working with these
groups –formalise consultation structures
(e.g.MOU’s, regular meetings, agenda, chair).
Staff training around gender specific issues.

Time
Financial
Resources constraint

We provide gender specific
groups.
We ask whether new clients
would prefer a male or
female worker.
We include families/carers in
process of clients recovery
where this is appropriate.

Increase support groups e.g. narcotics anon.

Target more funds

Some funding from
each group to
sustain this.
Engagement of
other services –
‘buy-in’

Social determinants of health?? Don’t know!
Screening tools, case notes?
Improve promotion of men’s health –prostate
cancer.

Dedicated men’s health workers.
Men’s support group
Local promotion to men in variety of settings
Teen pregnancy group
sports clubs, pubs, schools
Family violence group
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Adapted or additional
questions using an
‘equity lens’

What evidence is there that
we meet this standard? (not
already captured by QICSA
documents)

What can we do differently?

What resource
implications are
there?

Ensure embedded in team planning
Understanding what social determinants are
relevant

opportunities

Staff provide equal quality of
care to both men and
women
It would be general focus on
women’s health then mens
Increasing employment of
specialised counsellors for
men
-mens program
- mens counselling
- men and children project
Outreach services
The underlying issues
that determine the
health of individuals and
populations (social
determinants of health)
are considered.

Scot tool
Access to current research
and data –local and state
stats
Access to local government
data and stats

Particular cultural
protocols are followed,
e.g. speaking with
respected Aboriginal
Elder.

Training in cultural diversity
Interagency meetings
Representation of cultural
group committees
Use of ABS data re ‘cultural
make-up’
Partnerships

Address stigma of mental illness via
information to public
Strategic planning-cross sector being involved
local government health plans

More consultation with cultural groups
Knowing and using ‘prompts’ that are
encouraging groups to come to centre e.g
koori flag/artwork on brochures

Time
Waiting lists

Find a way to engage people from culturally
diverse backgrounds in our service. Undergo
training on cultural awareness

On call interpretation
On-site visits to cultural areas, Mungab
Liaison officer from Mungab
Employ an Indigenous person or better utilise
existing services

Where required,
resources are
reallocated to reach
those with greatest
needs.

Use of program evaluations
and response to results.
Community needs analysis
prior to program
implementation.
Responding to client
feedback e.g. NSP audits,
stock use.

Ensuring knowledge of other services and
what they deliver to avoid duplication.

Clear service
delivery statements.

Much more resource friendly if everyone
works in an integrated fashion.

Partnerships

Identified needs.
Planning to meet needs with
existing resources
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Standard 2.2 Planning and provision of services and programs includes an explicit consideration of diversity and
disadvantage to focus on positive outcomes for those with the greatest needs.
Adapted or additional
questions using an
‘equity lens’

Potentially avoidable,
unfair, or unnecessary
barriers that inhibit
access, (for example
cost, operating times
and physical layout,
location, transport, lack
of childcare or respite
care) are addressed

What evidence is there that
we meet this standard? (not
already captured by QICSA
documents)
Voluntary fee for services
Outreach (rural and homebased, various locations in
Wodonga).
Out of hours Wednesday
evening.
Telephone based options.
Childcare for young parents.
Groups and transport
assistance in several
programs.
Mixed gender staff teams.
Location ideal for public
transport access
Child friendly with toys etc in
foyer and counselling rooms.
Bus services for pickups.
Identifying where visit is best
for client e.g school.
Offer refreshments in FCGC’s.
Supporting connections
between group members to
enable shared transport
Offering service to children
and young people thereby
addressing potential barriers
of age.

What can we do differently?

What resource
implications are
there

Rooms are not soundproof (confidentiality)
Layout of rooms (clients bump into each
other).

EFT
Safety

The conspicuous absence of culturally
significant paraphernalia, information, objects
and decor (Aboriginal flag, rainbow flag).
Underdeveloped and/or underutilised
collaborative relationships with Indigenous
services.
Layout and appearance of building could be
improved.
Methods of advertising for services and
language.
Building equity thinking into agency
workplace planning
Provide a suitable environment that is
sensitive to this client group
Inability to meet client demand re: provision
of after hours counselling services (determine
the extent of this need, how practical it is to
meet this need and strategies to meet this
need- lobbying industry to promote flexibility
for staff to attend to health needs of family
eg counselling.
On an individual level lobbying an employer
to enable a client to have time off 9-5

Share space with Aboriginal programs.
Focus on the real needs of a specific client
group e.g. generation Y
Support staff to implement client-centred
evaluations that link with QICSA.
As an agency to be more client-centred e.g.
the physical environment being
child/youth/family friendly.
Improve resources for client service delivery
Population health based
e.g. tools.
approach to service delivery.
Emphasise client participation in our program
planning processes.
Intake system/service
To display appropriate material that is
Scott tool.
recognised by all disadvantaged groups.
Employ a variety of culturally diverse
Locality-staff are day per
employees.
week at rural health service
Strengthen and develop relationships
Free service
between our agency and other culturally
Telephone service
diverse agencies.
GP clinic
DVD-visual presentation of services in
Taxi vouchers
reception.
Wheelchair access and
Disability access audit.
amenities
Centralised documentation of best practice
and a research and development position.
Access-one entry point
Cultural audit.
No family room
Intake – prompt question about preferred
No childcare
method of communication.
PPTS-geographic isolation,
Implement feedback from focus
childcare, stigma, mental
illness etc Cost can be waived groups/client survey.
Continue the specific strategies that target
Literacy issues can be
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Focus groups
Funding submissions based on
unmet need.
Documenting consumer/client
feedback.

Reconfiguring
building $$
The view of the
Board
Time, planning,
forming a
committee
Time constraints
versus data
collection
Time, becoming
more culturally
aware, more
flexibility
Allocate agency
resources to seek
funding based on
social
determinants.
Changing
practice. Prompt
questions and
education.
PPTS talking book
resources needed.
Accountability
requirements may
limit equity
provision.
Community
managed
transport to
support
community health
options.
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Adapted or additional
questions using an
‘equity lens’

What evidence is there that
we meet this standard? (not
already captured by QICSA
documents)
addressed by conversations,
1800 number
David Tillet’s clinic
Level of commitment by
workers to address these issues
Groups- access, cost (low
level or waived) venues
considered-access
Mothergoose early
intervention, open to all.
BCC cross border strategy
approach, networking to
increase accessibility to all,
promotion of availability,
worked hard to gain
commitment from range of
service providers/stakeholders
Good networking with
agencies/people who provide
particular services for
disadvantaged groups.
Provide service to all cancer
patients/carers/family/friends.
Future-focus group initially,
flexible (parents with mental
illness) program, range of
agencies involved in delivery
Aim for wider dissemination
Intake Worker – improved
understanding of access to
service

What can we do differently?

What resource
implications are
there

children in drought/fires.
Allocated staff member to quality
improvements.
Targeted traineeship- Indigenous or people
from specific groups.
On site child care
Toll free number
On the intake form, have a question
regarding special needs, mobility issues, to
accommodate effectively (or somewhere
where it can be noted).
Increase reception resources
Soundproofing
Make it more friendly
Inspect other services –layout, decoration,
environment for ideas ands inspiration
Refurnishing.
Language in programs not youth friendlyneeds adaption to range of groups
Misconceptions in community about role of
UHCHS –improve community understanding
of UHCHS roles
More focus groups (lead on-going community
consultation) addressing these issues
Constantly using evaluation (written/oral) to
ensure feedback about access, cost,
transport etc.
Targeted forums.
Provide low cost child care for all group
programs and individual services.
Work with community managed transport
options to get transport barriers addressed
(advocate for UHCHS clients).
More flexibility with out-of-hours delivery
Need family space (child friendly)
Need to consider service provision to outlying
areas.
Strengthen partnerships in the areas to
provide local services and encourage holistic
view of health.
Management needs to connect well with
acute services to ensure understanding of
health promotion and community health
services.
Strategic connections with out of hours clinic
and hospital emergency services, better
service connection.

Barriers that result in
Partnership development with
Make extra efforts to increase uptake in
unequal or unfair
other services to reduce
specific areas (eg Mothergoose)
utilization of a service or
barriers
program are addressed
Insufficient transport for workers when
(for example, positive
Rural outreach
transporting themselves and clients.
discrimination may be
justified in providing
Negotiated fees and reduced
Transport issues may be perceived by UHCHS
outreach or innovative
cost whenever this exists for
as a barrier but serves as a reason not to
responses to make it
courses
engage.
easier for people to use
Home visits
Non-availability of pool cars
services in low take-up
Non availability of rooms
areas)
FGC service mainly accessed
Time restraints to do outreach equally in
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Staff utilisation of
vehicles.
Time
$$
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Adapted or additional
questions using an
‘equity lens’

What evidence is there that
we meet this standard? (not
already captured by QICSA
documents)
by Caucasians, 15yrs.

What can we do differently?

Adequately responding to
client need.

Educating other services around what UHCHS
can provide to strengthen referral pathways.
Develop /strengthen internal pathways.
Sharing good practice in detail in a structured
fashion.
Increase outreach and home visits.

Access for groups participants
especially for those living out
of town.
Transportation for clients.
Information sharing within
organisation.

What resource
implications are
there

comparison to Wodonga.

Increase awareness in potential user group
about availability of FCGC process.
Outreach to Aboriginal community.

Run small group programs (3-4
participants).

Provide cab charge.
Raise awareness of transport options to clients
(particularly for groups).

One on one work
Outreach services
Costs can be waived
Home visits possible
Phone consultations /PPTS.

Respecting their decision on the merit we are
not fully aware of their background situation
(beneficence).
Documentation and research of effective
outcomes of clients and consumers.

Financial cost to
the organisation
and clients
Avoid being
personally
judgemental
A clients situation
can be complex
and constantly
changing

intake brief documented process to
determine greatest need based on evidence.
Professional roles- directing towards more
generalist counselling to reduce waiting lists.
Assessment procedure in intake. Symbols in
reception i.e hearing impaired, brochure
display very haphazard
Review priorities (car bookings for training
over clients?)
Improve communication within agency
‘case meetings’ around particular clients to
best meet their needs (seamless service)
Networking – identifying most appropriate
local people in outlying areas to ensure
services happen and disadvantaged people
able to access.
On-going education of staff around
knowledge of other services.
Recognising the need to address client lower
order needs ie food, housing etc as a priority
before they are able to access information,
education, counselling
Build these aspects into supervision programs1. Who do I feel comfortable with?
2. Where do I feel my gaps in service
provision are?
3. How does that get dealt with by the
agency to meet those needs?
4. Define very clearly who we are
servicing and who we are not
5. Collect evidence/data

Number of people who
complete
-gender
-ethnicity
-Indigenous
-disability
-SES
Meet with other service
providers, understand referral
pathways
Social model view of all client
Who hasn’t accessed our service? Why?,
needs –refer to other services
What put them off?
also to support.
Number of people who only attend once or
Networks, partnerships,
didn’t complete...understand why.
waiting list.
Reduce the 34% running costs and allocated
Evidence of ‘no-shows’- how
more money for program
these are managed e.g
follow-up.
Have meetings; develop relationships and
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Staff strive to provide
equal quality of care for
everyone and strive to
put the same
commitment into the
service they deliver for
all sections of the
community
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Adapted or additional
questions using an
‘equity lens’

What evidence is there that
we meet this standard? (not
already captured by QICSA
documents)
This is evident from the range
of services and the range of
clients we see.

What can we do differently?

What resource
implications are
there

knowledge about needs of specific groups
(eg Mungabareena).

Assessment process.
Client focused outcomes.

Services and programs
include targeted
initiatives to reach
specific population
groups or individuals
with the greatest need.

The organisation and
staff dedicate time to
reflect on potential
biases and assumptions
e.g assumptions about
literacy, bias towards
one demographic or
location

Feedback from partners, other
agency clients.
Client surveys
Prison
Men’s
Young parents
Youth- gay group
Separated fathers
Family violence
Mother goose
Parent support program
ATODs local withdrawal
service
GT
GP clinic
Running programs and
support for targeted groups
eg. Seasons for growth
Equity training.
Challenging
assumptions/biases.
Peer support/supervision.
In-services.
Assessment process.
Intake process.
Team meetings.
Planning meetings.
Individual supervision.
Training.

Any population groups
that are likely to be
unintentionally
disadvantaged by a
service or program has
been identified and
considered

Bus for MBC transport (loss of
licence).
Meet people off
site/alternatively at back door
to reduce stigma and
increase confidentiality.
Use of houses/centres.
Women in rural areas
regarding drought recovery.

The communication
and promotion of
programs and services
reflect the diverse ways
consumers like to
receive information?

Rural, remote
Aboriginal
Use of DVDs to distribute
information.
Use of limited multi-cultural
information.
Use of translators

Use evidence/data to evaluate these and
identify other areas that are underserviced.
Keep on looking at this as an agency.
Check SES of those accessing.
Use of multi-lingual/diverse religion and
language info on display –staff know where
these are available.
Question how we are marketing these
programs
Perform more research to provide better
evidence to direct practice
Review how/what factors determine greatest
need
Small achievable steps.
Have equity in the operational planning
framework.
Ensure these questions are on agendas.
Data sharing around demographics,
identifying gaps.
Look at client retention rates –why don’t
clients come back.
Include reflection in supervision and team
meetings, staff meetings.
Incorporate into supervision.
Individual assistance at reception for filling out
forms.
Supervision.
Research outcomes.
Distribute brochures in languages other than
English.
Use of liaison for some groups

Dedicated support
for marketing
programs so that
clinicians are not
responsible for this.
Statistics
Funding body
expectations

Staff resources

Collaborate with services for women in rural
areas.
Valuing the face to face contact.
Include in new workers orientation
Supervision (inclusion).
Tendency to ignore the fact that when welleducated people are under stress their ability
to absorb information is compromised. It is not
just people who are illiterate.
Increase other language information.
More pictorial information (compic) messages
Ask consumers to edit information.
Year 8 literacy met as a standard
Size of print
No acronyms
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Adapted or additional
questions using an
‘equity lens’

Feedback from your
consumers is gathered
in a variety of ways
which consider varying
literacy levels and
communication styles?

What evidence is there that
we meet this standard? (not
already captured by QICSA
documents)
Feedback asked –usually
written from each client

What can we do differently?

What resource
implications are
there

Client feedback form not just
Verbal
Use pictorial

Evaluation activities
ensure results can be
reported against the
following population
demographics:
Gender
Ethnicity
Indigenous status
Disability
A measure of
socioeconomic position

The evaluation is able to
assess how the different
target
populations
experienced the health
intervention

The evaluation is able to
identify unintended
outcomes or impacts
Goals and objectives
have been developed
where there is a clear
link between health
needs, the determinants
of health and health
improvement

Client survey-impact of move

Access and equity group for organisation

Integrating Equity Principles and Practices into continuous quality improvement in a Community Health Service
Women’s Health Goulburn North East and Upper Hume Community Health Service
2008
80

Standard 2.3 Services and programs are provided in a cultural competent and appropriate manner
What evidence is there? (not
What can we do differently?
Adapted or additional
questions using an
already captured by QICSA
‘equity lens’
documents)

Staff are aware that the
impact of colonization,
dispossession, racism
and disempowerment
affects the current
health status of
Aboriginal people and
patterns of use of health
and community services
today? Conversely, staff
are encouraged to
reflect on possible
assumptions based on
stereotypes, prejudices,
or family history.

Raised in team discussions.
Providing flexible support
options eg choice of
transport.
Collective (whole of
organisation) ‘sorry day’.
Number of staff who have
undertaken cultural
awareness training.
The number of staff that have
existing relationships with
Aboriginal community.
Partnership & liaison with
Indigenous services.
Acknowledgement of past
and present traditional
owners and their elders at
training forums.

Consumers are
encouraged and
supported to attend
with a family member or
support worker.

The service adopts each
consumers definition of
‘family’ which may
include, but not be
limited to, significant
others, relatives by
blood, same-sex
partners, or spouses

Highwater –young people are
asked if they would like to
have a family
member/worker to support.
Client survey.
Anecdotal evidence that
consumers are encouraged.
Not documented that I am
aware of.
Number of people attending
with support person.
Where appropriate family
members are encouraged.
Case notes and data records.
Family sensitive practices

Highwater –yes, How?
Though, referral meetings,
client chooses who they
bring.
Client files.
Scott intake.
Intake process.

Undertake cultural awareness training.
Access advice/support from Aboriginal Elder.
Consult with/and stay informed by peak
groups and representative groups of people
who are disempowered e.g. counsel of single
mother, Rainbow Alliance.
Participate in culturally appropriate
community events and promotion of them.
Consumer representation.
Assume all on the same page re knowledge.
Need to be more explicit in information etc,
our discussions re Indigenous health.
More training to broaden knowledge base re
health issues, social impacts.
Educate staff.
Active involvement in Indigenous community.

What resource
implications are
there?
Staff time
Re-allocation of
funding

Staff have opportunity for balanced
presentation of the issues in this question.
Information on community services currently
available.
At organisational level develop closer
relationship with AW Aboriginal Health
Services and Mungabareena.
Supervisors required to challenge
stereotypical thinking in supervision sessions.
Discuss case studies in team meetings.
More consultation –ask the question why and
how.
Liaison with other reluctant health and
community services –build networks.
Develop posters that are culturally
appropriate.
Encourage involvement of advocates as wel.l
Create stronger links with carer support
networks.
Share /celebrate good practice, peer upskilling through an agency wide approach .

Time money
Newsletter,
signage, staff time

Networking with other agencies and cultural
groups to raise awareness.
Staff encouraged and supported to invite
support person for all clients.
Staff awareness through inductions,
supervision, team meetings.
Initial contact with clients.
Signage acknowledging family and significant
others welcomed constantly remind clients of
the availability of support welcomed.

Extend definition of family to friends as
determined by consumer.

Time money

Increase raising awareness, keep stating.
Staff training awareness.

Integrating Equity Principles and Practices into continuous quality improvement in a Community Health Service
Women’s Health Goulburn North East and Upper Hume Community Health Service
2008
81

Adapted or additional
questions using an
‘equity lens’

What evidence is there? (not
already captured by QICSA
documents)

What can we do differently?

What resource
implications are
there?

Provision of home visits.
Each teams planning client
attendance, consumer
groups, focus groups.
Yes, Highwater at gateway
precinct.
Young mums program at
COW youth building.
Psychosocial rehab in the
community.
Service planning.
Client feedback.
Purpose built ie one building

Utilisation of resources to ‘value add’ e.g
sharing of travel, motor vehicles
collaboratively (UMFC, Centrelink).

OH &S

Consideration is given to
formalizing your work
partnerships with local
groups e.g. a
partnership agreement,
a Memorandum of
Understanding.

MoUs
Regular meetings
No of MoUs.

Build a review process (annually).
Target other groups where formal partnerships
may be appropriate.

Time/money

There has been
reciprocal transfer of
skills and knowledge
between your agency
and specific population
groups e.g. Indigenous
and CALD communities,
disability sector.

Staff awareness of skills and
knowledge in other agencies.
Reciprocal transfer of skills.
Koori parenting program.
PCP platform groups.
Multicultural interagency
participation.
Settlement planning
committee participation.

Benefit from professional development.

Funding for
position

The most appropriate
location to deliver
regular services for
specific groups in the
community has been
considered.

Provision of a more accepting ‘warm’ friendly
environment.
Consumers, counselling room
Appropriate supportive environment.
Opportunities are endless.
Liaise with other groups where formal
partnerships may be appropriate.

Our agency to be more user friendly.
Staff exchanges with other agencies.
Offer traineeships.
Employ Aboriginal Liaison Officer.
Staff trained in the use and accessing of
interpreters.
Increase knowledge of CALD communities
and workers/services available.

Increase time for
staff to develop
better links.
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Appendix 8

Planning with an equity ‘lens’
Use these questions as prompts to consider how we can improve the capacity of our programs and services to
reduce inequities and reach those in our community with the greatest needs.

When planning: who, how, gender:
•

Have you involved a diverse range of people & services in your planning including the people
for whom the service or program is intended?

•

Were people able to inform you about their needs, strengths and resources in a range of ways
e.g. a phone in; email responses; meeting with groups; informal conversations while sharing a
meal?

•

Were women and men from diverse backgrounds meaningfully consulted about issues and
their specific needs? Does your plan address men and women and their particular
circumstances (for example, income status, care responsibilities, impact and experience of
violence, gender roles)16.

Social determinants:
•

Have you considered the underlying issues that determine the health of individuals and
populations (social determinants of health) and determined if you are able to address these in
your work? 17

Programs: access & communication:
•

Will your services and programs include targeted initiatives to reach specific population groups
or individuals with the greatest need?

•

Have you ensured that any potentially avoidable, unfair, or unnecessary barriers that inhibit
access, (for example cost, operating times and physical layout, location, transport, lack of
childcare or respite care) have been addressed?18.

•

Will the information and promotion of programs and services reflect the diverse ways people
like to receive information and consider varying literacy levels?

Evaluation:
•

Will you ensure that feedback from people and communities is gathered in a variety of ways
which consider varying literacy levels and communication styles?

Capacity & resources:
•

What else may you need to consider to ensure that your service or program has the capacity
to address equity principles and practices (e.g staff development, strengthened relationships
with specific community/population groups, further consultation)?

•

Where required, will resources be reallocated to reach those with greatest needs?

Gender and Diversity Lens, DHS 2008
Social Determinants of health are: income and social status, employment status, education, social environment,
physical environment, healthy child development, personal health practices and coping skills, health services, social
support networks, biology and genetics, gender, culture , from Health Canada Women’s Health Strategy, 1999
18
Adapted from Whitehead, M The concepts and principles of equity and health, WHO, p8
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17

If you think you are too small to make a difference
try sleeping in a closed room with a mosquito
African proverb
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