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INTRODUCTION

This supplement presents all the visual depictions of health equity frameworks that were identified and included in  

Health equity frameworks as a tool to support public health action: A rapid review of the literature.1 

Forty-one of the 47 frameworks included in the original review presented their framework as a visual, in addition to providing 

narrative descriptions. Framework visuals were common across both the grey and published literature. Twenty-two of the 

25 frameworks retrieved from the grey literature included visual depictions, and 19 of the 22 frameworks retrieved from the 

published literature search incorporated visual depictions. 

Presenting a framework visually helps to convey complex concepts, actions and values — and the relationships between  

them — in a way that can be more accessible for visual learners and users of frameworks while serving as a complement  

to the narrative. 

Framework authors used a broad range of visual approaches to portray each distinct framework. Visual techniques ranged 

widely and included the use of linear tables with arrows conveying relationships across interconnected concepts; logic models; 

Venn diagrams; flowcharts; jigsaw puzzles; cultural symbols like beadwork sewn into a hide (see quote below), clan names, 

Indigenous languages and elements from nature; geometric shapes like triangles and pentagrams; interconnected networks; 

steps in a process set against intersecting axes; and concentric or interconnected circles depicting different levels of action 

required to advance health justice for all.  

Some framework visuals have been intentionally designed to convey the distinct knowledge system and world view that underpins 

a framework. For example, the authors of the Indigenous Health Commitments: Roadmap to Wellness framework2 commented: 

In our model, beadwork symbolizes how we seek to work (by listening, understanding, acting and being) and the directions 

of our work (people, processes, wise practices and quality outcomes). Each small bead is sewn into the hide and a vital 

part of a much larger picture. All the beads are connected to each other and rely on one another for strength. Each bead 

represents a person that plays a role in building healthy communities. We need many beads coming together to realize  

the commitments made in this roadmap. The hide itself represents the significant connection back to the land.(p6)
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Another example of how frameworks can convey distinct world views is illustrated by contrasting the depiction of the Improving 

Indigenous Cancer Journeys in BC: A Road Map framework authored by the First Nations Health Authority3 — as stones in a 

flowing river situated against the sands of living well with trees in the background (see page 4) — with that of the framework 

developed by Horrill et al.4 for nurses to redress inequities in health care access among Indigenous Peoples. Horrill et al.’s 

framework is portrayed as three interconnected circles showing actions required to advance equity at the intrapersonal, 

interpersonal and structural levels, followed by a table with sample actions for each level (see page 8). 

This supplement can be used by public health practitioners and others to reflect on and better understand the many actions  

that organizations and systems can take to advance health equity, while recognizing that each framework was co-created or 

created in specific contexts, oftentimes for specific populations denied equity. 

The framework visuals presented in this supplement are organized by the population that each health equity framework is 

focused on (see Table 1).

Table 1: Categories of framework visuals based on population of focus

Section Population of focus Number of frameworks  
with visuals 

1 Indigenous or Aboriginal populations 16 

2  People of colour or racialized communities 9  

3 People experiencing inequities 11  

4 Broad population focus with reference to multiple different equity-denied groups 3  

5 Gender identity and/or sexual orientation 2  
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SECTION 1: INDIGENOUS OR ABORIGINAL POPULATIONS

1. ALBERTA HEALTH SERVICES. INDIGENOUS HEALTH COMMITMENTS: ROADMAP TO WELLNESS 
a) Indigenous Health Commitments: Roadmap to Wellness framework2(p6)
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2. AUSTRALIA DEPARTMENT OF HEALTH. NATIONAL ABORIGINAL AND TORRES STRAIT ISLANDER HEALTH PLAN 2021–2031
a) Health Plan framework visual5(p6)

Aboriginal and Torres Strait Islander people enjoy long, healthy lives that are centred in culture, with access 
to services that are prevention-focused, culturally safe and responsive, equitable and free of racism.

HEALTH PLAN VISION

The cultural determinants of health The social determinants of health

FOUNDATIONS FOR A HEALTHY LIFE

Aboriginal and Torres Strait Islander health is viewed in a holistic context that recognises not only 
physical health and wellbeing but also the social, emotional and cultural wellbeing of individuals, 

families and communities throughout the entire life course.

Culture is a foundation for Aboriginal and Torres Strait Islander health and wellbeing. It is a 

outcomes. Gains across these broader determinants, in turn, reinforce cultural connectedness, 
maintenance, resurgence, nation building and pride in cultural identity.

Life Course

Healthy ageing 
(Ages 50+)

Healthy adults 
(Ages 25 – 49)

Healthy youth 
and adolescents 
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and children 
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Culturally informed and 
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research and practice
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Change
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Health System

Culturally Informed 
Evidence Base
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suicide prevention
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3. BROWNE ET AL. ENHANCING HEALTH CARE EQUITY WITH INDIGENOUS POPULATIONS: EVIDENCE-
BASED STRATEGIES FROM AN ETHNOGRAPHIC STUDY
a) Essential elements of equity-oriented primary health care with Indigenous Peoples6(p5)

identifying social justice goals as integral to health care,
and by shifting attention away from cultural differences as
the source of the ‘problem’ and onto the culture of health
care as the site for transformation. Increasingly in
Canada, the USA and Australia, cultural safety is fea-
tured as an essential element of health care involving
Indigenous peoples [85–87]. In New Zealand, cultural
safety is legislated as a basic requirement of nursing
and medical professional education [88].

Trauma- and violence-informed care (TVIC)
The concept of trauma is used increasingly to inform
care provided to people who are marginalized by social
and structural inequities [57, 61, 62, 89, 90]. The term
trauma can be problematic in part because it signifies
both traumatic events (often presumed to have occurred
only in the past) and the responses to such events (often
presumed to be only psychological). Indigenous and
non-Indigenous scholars [62] critique this ‘trauma trend’
because it both obscures the impact of ongoing struc-
tural violence and is often used to pathologize Indigen-
ous peoples. We share these concerns and endorse the
call for using a decolonizing lens when discussing
trauma in relation to Indigenous peoples [62]. Integrat-
ing attention to violence when discussing trauma keeps
the focus on violence (both historic and ongoing), and
reduces the likelihood of locating the ‘problem’ only in
relation to the psychological impacts for those who have
experienced violence, rather than also on structural vio-
lence and the conditions that support it [62].

Our understanding of TVIC draws on previous work
on trauma-informed care, but is founded on the assump-
tion that people disadvantaged by systemic inequities ex-
perience varying forms of violence that have traumatic
impacts on an ongoing basis. These impacts include a
wide range of symptoms and health problems such as
chronic pain, mental health issues and substance use.
TVIC involves providing care that is respectful and
affirming, and requires all staff within any given
organization to (a) recognize the intersecting health
effects of structural and individual violence, and other
forms of inequity; (b) understand people’s health and
social issues in context; and (c) work to reduce re-
traumatization. Importantly, TVIC is not about elicit-
ing trauma histories; rather, the goal is to create a
safe environment for all based on an understanding
of the traumatic effects of historical and ongoing vio-
lence and discrimination.

Contextually tailored care
Expanding the concept of patient- and family-centred
care, contextually tailored care includes services that are
explicitly tailored to the local communities and popula-
tions served. This may include tailoring practices and/or
organizational policies and clinical guidelines to address
the needs of local population demographics, and social
and community realities that often shift depending on
local politics, epidemiological trends, and economic con-
ditions. For example, depending on need, some popula-
tions might benefit from mental health support for

Fig. 1 Essential Elements of Equity-Oriented Primary Health Care with Indigenous Peoples

Browne et al. BMC Health Services Research  (2016) 16:544 Page 5 of 17

4. FIRST NATIONS HEALTH AUTHORITY, ET AL. IMPROVING INDIGENOUS CANCER JOURNEYS IN BC: A ROAD MAP
a) Improving Indigenous Cancer Journeys in BC: A Road Map framework3(p4)

This strategy provides a road map to improve the Indigenous cancer journey, and is part of an ongoing commitment by BC Cancer, First Nations  
Health Authority, Métis Nation British Columbia, and BC Association of Aboriginal Friendship Centres to work in collaboration. It reflects the voices of  
Indigenous people with cancer, survivors and their families, and presents a united and clear path forward to improve Indigenous cancer journeys and  
experiences in the province.

THE STRATEGY AND PARTNERS

4   IMPROVING INDIGENOUS CANCER JOURNEYS IN BC



HEALTH EQUITY FRAMEWORKS AS A TOOL TO SUPPORT PUBLIC HEALTH ACTION: A RAPID REVIEW OF THE LITERATURE
Supplement – Framework visuals 

6

5. FIRST NATIONS HEALTH AUTHORITY. URBAN AND AWAY-FROM-HOME HEALTH AND WELLNESS FRAMEWORK  
a) Urban and Away-from-Home Health and Wellness Framework7(p25)

25Urban and Away-from-Home Framework  |  FNHA

MEANINGFUL 
REPRESENTATION
Develop sustainable and 
meaningful engagement 
pathways with the urban and 
away-from-home population 
across BC.

RESEARCH AND 
KNOWLEDGE 
DEVELOPMENT 
Develop ethical and solution-
oriented strategies for 
urban and away-from-home 
research and knowledge 
development.
PARTNERSHIPS
Develop and continue 
to nurture meaningful 
partnerships with First 
Nations, provincial ministries, 
provincial and regional health 
authorities, Indigenous service 
organizations and health 
and wellness organizations 
through engagement and 
implementation of this 
Framework

COORDINATING 
PROGRAMS AND SERVICES 
Coordinate new and ongoing 
urban and away-from-home 
programs and services to 
increase efficiency and avoid 
duplication 

ENHANCING PROGRAMS  
AND SERVICES 
Through partnerships, 
operationalize a continuum of 
care that brings together the  
best of traditional and 
cultural approaches with 
western approaches, and 
encompasses a range of fully 
integrated programs and 
services

INTEGRATING THE SOCIAL  
DETERMINANTS OF HEALTH 
Partners acknowledge the 
social determinants of health 
and recognize the efficiency 
and equity in investing in 
upstream and preventative 
supports for the urban and 
away-from-home population 

URBAN PARTICIPATION: 
“WITH US, NOT FOR US” 
Develop a strategy or 
strategies and set of guiding 
principles for First Nations 
participation and inclusion in 
urban and away-from-home 
health and wellness services.

NATION-BASED AND  
NATION-SHARED SERVICES
Comprehensive funding 
approach that enables long 
term Nation-based planning,  
and collaboration between 
communities and Nations, 
to efficiently deliver services 
within economies of scale

FRAMEWORK AT A GLANCE
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6. FIRST NATIONS OF QUEBEC AND LABRADOR HEALTH AND SOCIAL SERVICES COMMISSION. PUBLIC 
HEALTH FOR FIRST NATIONS IN QUEBEC: SHARED RESPONSIBILITY, CONCERTED ACTION
a) First Nations and Inuit Health Branch’s public health strategic framework for First Nations8(p31)
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7. HORRILL ET AL. NURSES AS AGENTS OF DISRUPTION: OPERATIONALIZING A FRAMEWORK TO REDRESS 
INEQUITIES IN HEALTHCARE ACCESS AMONG INDIGENOUS PEOPLES  
a) A cultural safety and trauma- and violence-informed care framework for redressing inequities in health care access4(p8)
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8. IRELAND ET AL. “WE ARE SACRED”: AN INTERCULTURAL AND MULTILINGUAL APPROACH TO UNDERSTANDING 
REPRODUCTIVE HEALTH LITERACY FOR YOLŊU GIRLS AND WOMEN IN REMOTE NORTHERN AUSTRALIA   
a) A reproductive health literacy framework for Yolŋu girls and women9(p197)

9. MARKHAM ET AL. ADDRESSING RURAL AND INDIGENOUS HEALTH INEQUITIES IN CANADA THROUGH SOCIALLY 
ACCOUNTABLE HEALTH PARTNERSHIPS   
a) Partnership Pentagram10(p2)

2 Markham R, et al. BMJ Open 2021;11:e048053. doi:10.1136/bmjopen-2020-048053

Open access 

accountability from service providers and public offi-
cials’.11 A sixth partner of Linked Sectors, industry and 
not- for- profit organisations, was added and the frame-
work is referred to as the Partnership Pentagram Plus 
(PPP) (figure 2). This is an expansion of the initial PPP 
supporting socially accountable health professions educa-
tion12 to a system wide process. We have applied this frame-
work using an appreciative inquiry approach.13 14 This 
has been used as the foundation for creating a learning 
health system15 to improve health and wellness for rural 
and Indigenous people in BC.

INNOVATION
In the following sections, we have distilled some concepts 
and their application that may be transferable to other 
contexts. This has been shaped in partnership with First 
Nations on whose territories the province of BC and 
Canada have asserted contested jurisdiction and land 
ownership. The work of health system transformation 

using partnership- based approaches is one of the prac-
tical ways First Nations are reclaiming their health and 
wellness and helping shape this journey for all of Canada.

Connecting as human beings
Following the lead of our Indigenous partners, the 
importance of healthy relationships and recognising the 
intrinsic value of connecting as human beings (connec-
tion before action) is emphasised. Pragmatically, this 
results in us recognising that connecting is a part of any 
‘work’ and needs to be valued as such. We start most of 
our small group work by checking in, recognising we are 
Human Beings not just Human Doings. Each person 
introduces themselves, shares something about who 
they are as a human being as well as what they do (their 
work ‘hats’). In larger events, this can also be supported, 
by recognising First Nations Culture (eg, Elder open-
ings, storytelling, traditional healers, cultural activities), 
grounding in community, environment and the people 
we serve.

Partnership pentagram (versus pentagon)
A pentagon has sides, and a pentagram has points 
connecting around the core. The purpose of the visual 
partnership pentagram diagram (figure 1) is to provide a 
succinct way of using and talking about the complexity of 
the partnership engagement framework and of ensuring 
all partner perspectives are simultaneously included. In BC 
rural health system contexts it became apparent that the 
five- partner approach was missing key perspectives. The 
framework was expanded to include linked sectors (not- 
for- profit organisations and industry), leading to the PPP.

We ask people to bring their perspective (versus being 
representatives) to this partner table to identify synergies 
for connecting and moving forward together as a learning 

Figure 1 Partnership Pentagram.22

Figure 2 Partnership Pentagram Plus.
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b) Partnership Pentagram Plus10(p2)

c) Scapegoats for collective failure10(p3)

2 Markham R, et al. BMJ Open 2021;11:e048053. doi:10.1136/bmjopen-2020-048053
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accountability from service providers and public offi-
cials’.11 A sixth partner of Linked Sectors, industry and 
not- for- profit organisations, was added and the frame-
work is referred to as the Partnership Pentagram Plus 
(PPP) (figure 2). This is an expansion of the initial PPP 
supporting socially accountable health professions educa-
tion12 to a system wide process. We have applied this frame-
work using an appreciative inquiry approach.13 14 This 
has been used as the foundation for creating a learning 
health system15 to improve health and wellness for rural 
and Indigenous people in BC.

INNOVATION
In the following sections, we have distilled some concepts 
and their application that may be transferable to other 
contexts. This has been shaped in partnership with First 
Nations on whose territories the province of BC and 
Canada have asserted contested jurisdiction and land 
ownership. The work of health system transformation 

using partnership- based approaches is one of the prac-
tical ways First Nations are reclaiming their health and 
wellness and helping shape this journey for all of Canada.

Connecting as human beings
Following the lead of our Indigenous partners, the 
importance of healthy relationships and recognising the 
intrinsic value of connecting as human beings (connec-
tion before action) is emphasised. Pragmatically, this 
results in us recognising that connecting is a part of any 
‘work’ and needs to be valued as such. We start most of 
our small group work by checking in, recognising we are 
Human Beings not just Human Doings. Each person 
introduces themselves, shares something about who 
they are as a human being as well as what they do (their 
work ‘hats’). In larger events, this can also be supported, 
by recognising First Nations Culture (eg, Elder open-
ings, storytelling, traditional healers, cultural activities), 
grounding in community, environment and the people 
we serve.

Partnership pentagram (versus pentagon)
A pentagon has sides, and a pentagram has points 
connecting around the core. The purpose of the visual 
partnership pentagram diagram (figure 1) is to provide a 
succinct way of using and talking about the complexity of 
the partnership engagement framework and of ensuring 
all partner perspectives are simultaneously included. In BC 
rural health system contexts it became apparent that the 
five- partner approach was missing key perspectives. The 
framework was expanded to include linked sectors (not- 
for- profit organisations and industry), leading to the PPP.

We ask people to bring their perspective (versus being 
representatives) to this partner table to identify synergies 
for connecting and moving forward together as a learning 

Figure 1 Partnership Pentagram.22

Figure 2 Partnership Pentagram Plus.
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community. This is foundational work with intrinsic value 
(eg, relationships).
This is woven with ‘peer groups’ of the six partners, collab-
orating with others from their perspective to explore 
their role in addressing the prioritised needs. They thus 
decide on, and commit to, actions they can contribute 
to the collective goal under their own governance frame-
work. They then come back to the partnership groups to 
voice their commitment and modify where needed.

Simultaneity
When the partners work on identifying common inter-
ests and direction, they are all at the table together as 
opposed to a series of consultations (bipolar or tripolar 
meetings). In our experience, when all perspectives are 
in the room together and when others are seen as human 
beings, these handy scapegoats for collective failure 
(figure 3) fade away. All partners roll up their sleeves to 
work together on the goal they have collectively agreed 
on. The six partners cannot simply reach consensus that 
the sixth partner not in the room is the problem (‘lack 
of political will’, ‘too much bureaucracy’, ‘ivory tower’ 
and so on) This is particularly important in rural settings 
where often community engagement is hierarchical (we 
go to community to consult).

IMPLEMENTATION
Our practical enhancements of social accountability in 
action are:
1. Holding ourselves mutually accountable as social be-

ings (relationships before action).
2. Serving the people, the healthcare system as a comple-

ment to governance or contractual accountability.

Learning health eco-systems approach
Recognising that there are a variety of interpretations of a 
learning health system,16 we moved the application of this 
model into socially accountable health system change11 
by using the PPP as a framework for a learning health 
community in a learning health ecosystem. Recognising 
that we are in a complex adaptive health ecosystem, not 
an organisation, this learning community decides what to 
change and then what the impacts of the change mean 

together (the wisdom step in data to information to 
knowledge to wisdom17).

Appreciative inquiry and deliberative dialogue
Our processes underscored the importance of dialogue 
using an appreciative inquiry approach. This takes partic-
ipants through a journey (Discover- Dream- Design- 
Deliver) looking at amplifying what is working and 
demonstrating practical outcomes. The exploration 
determines why this aspect is working and how we can 
expand its influence. In partnership with FNHA, we used 
a ‘two- eyed seeing’ approach that stresses the impor-
tance of viewing the world through both Western (what 
is considered to be mainstream) and Indigenous worl-
dviews and ways of knowing.18–20 Deliberative dialogue 
principles aim to foster particular kinds of structured 
conversation that feature informed and reasoned discus-
sion, attentive listening to understand the values under-
lying different views, weighing of reasons for and against 
a proposed action or policy (deliberation) and a desire 
to build towards common understanding and cocreation 
of action.21 These added to our appreciative inquiry 
approach. In a complex adaptive system, this type of feed-
back loop is an important vehicle for change. Some key 
considerations we have observed in our work include:

Power
In healthcare, we traditionally see power as making things 
happen through money and policy. There are many exam-
ples where changes have failed despite concentrations of 
both of these. The elements that we have implemented 
look initially at grounding what we want to change in 
community and serving the health and wellness of rural 
people and communities. Part of that is recognising 
that each partner brings power to cocreating and imple-
menting any direction. That power manifests in a variety 
of ways, including people identifying what is important, 
needed policy changes, resource allocation and the clini-
cians’/community’s view on what will work. An example 
of engagement at the community level is given (figure 4).

The other side
Using an appreciative inquiry approach helps develop 
where we want to go together and what each of us can do 
to get there. In any complex system, no matter how seem-
ingly dysfunctional, something is working. A joint search, 
by a partnership table, for examples and analysing why 
it is working is far more productive than a SWOT anal-
ysis (strengths, weaknesses, opportunities, threats) of 
why something is not working.22 Instead of the other side 
becoming the enemy, they contribute to ‘lifting the rock’ 
with you, adjusting how you lift to accommodate their 
capacity.

Breathing/weaving
In applying this process, we have tried to stay away from 
creating new structures and instead support the functions 
of existing groups. Taking a developmental approach, we 
have facilitated the movement to simultaneously iterate 

Figure 3 Scapegoats for collective failure.
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d) Application at a micro (community) level10(p4)

4 Markham R, et al. BMJ Open 2021;11:e048053. doi:10.1136/bmjopen-2020-048053

Open access 

both the direction we are going and its implementation. 
This can be seen both in a vertical and horizontal ‘weave’ 
(figure 5).

Horizontal weave
We have differentiated between partner tables and peer 
tables and facilitated space for both.

Partner tables discover ‘where we want to go together’. The 
Partnership Pentagram Plus partners meet, develop rela-
tionships and identify areas of priority to build common 
causes.

Peer Tables identify ‘what I am going to do to help us get there’. 
The points of the partnership pentagram need safe space 
to explore what pieces of moving the common agenda 
forward they can pick up within their own organisations.

When hosting large gatherings, we allow space and 
time for both partner and peer tables to reflect with each 
other and iterate both the solution and practical applica-
tion. It is crucial to recognise and contextualise power in 
this process.

Vertical weave
Embedding local (micro) perspectives at provincial tables 
as well as provincial leaders (macro) at community tables 
as they dialogue (figure 6).

Scale
All complex systems, including learning organisations, 
are composed of subsystems at various scales. Indeed, 
when the subsystems at any scale become ‘more than the 

sum of their parts’, a higher order system emerges. This 
approach can be applied at micro (community level), 
meso (regional) and macro (provincial) levels. At each 
level, the functions are different but some aspects of rela-
tionships and feedback are consistent. In application, we 
look at a macrofunction outlining priorities and strategic 
direction. In healthcare, this needs to be shaped and 
driven by what works at a community (micro) level.23 At a 
mesolevel, function is around supporting those at the clin-
ical interface in applying strategic directions (figure 7). It 
is also worth noting that the perspective one brings may 
depend on which level one is at (eg, a town Mayor might 
bring a policy perspective at a micro (community) table 
but a community perspective at a macro (provincial or 
national) table).

ILLUSTRATION
Practical progress and lessons learned
In January 2019, we facilitated a gathering with approx-
imately 250 leaders from all six PPP perspectives. This 
was designed to create a feedback loop from rural and 
First Nations communities in BC with a focus on the 
implementation of Primary Care Networks in BC but the 
expectation that the lessons learnt would find greater 
application. We understand outcomes to be improve-
ments (some listed below) in the healthcare ecosystem 
where we have applied this model. Given we are working 
in a complex system that defies the simple cause and 
effect that is typical in simple logic model designs, we have 
adopted a change- oriented conception of outcomes that 
is concerned with multichannel service transformations 
and partnership developments across multiple sectors 
concurrently. They are focused on observable service 

Figure 6 Application at a macrolevel. FNHA, First Nations 
Health Authority; RCCbc, Rural Coordination Centre of British 
Columbia.

Figure 7 Application at a mesolevel. FNHA, First Nations 
Health Authority; RCCbc, Rural Coordination Centre of British 
Columbia.

Figure 4 Application at a microlevel.

Figure 5 Breathing and weaving.
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both the direction we are going and its implementation. 
This can be seen both in a vertical and horizontal ‘weave’ 
(figure 5).

Horizontal weave
We have differentiated between partner tables and peer 
tables and facilitated space for both.

Partner tables discover ‘where we want to go together’. The 
Partnership Pentagram Plus partners meet, develop rela-
tionships and identify areas of priority to build common 
causes.

Peer Tables identify ‘what I am going to do to help us get there’. 
The points of the partnership pentagram need safe space 
to explore what pieces of moving the common agenda 
forward they can pick up within their own organisations.

When hosting large gatherings, we allow space and 
time for both partner and peer tables to reflect with each 
other and iterate both the solution and practical applica-
tion. It is crucial to recognise and contextualise power in 
this process.

Vertical weave
Embedding local (micro) perspectives at provincial tables 
as well as provincial leaders (macro) at community tables 
as they dialogue (figure 6).

Scale
All complex systems, including learning organisations, 
are composed of subsystems at various scales. Indeed, 
when the subsystems at any scale become ‘more than the 

sum of their parts’, a higher order system emerges. This 
approach can be applied at micro (community level), 
meso (regional) and macro (provincial) levels. At each 
level, the functions are different but some aspects of rela-
tionships and feedback are consistent. In application, we 
look at a macrofunction outlining priorities and strategic 
direction. In healthcare, this needs to be shaped and 
driven by what works at a community (micro) level.23 At a 
mesolevel, function is around supporting those at the clin-
ical interface in applying strategic directions (figure 7). It 
is also worth noting that the perspective one brings may 
depend on which level one is at (eg, a town Mayor might 
bring a policy perspective at a micro (community) table 
but a community perspective at a macro (provincial or 
national) table).

ILLUSTRATION
Practical progress and lessons learned
In January 2019, we facilitated a gathering with approx-
imately 250 leaders from all six PPP perspectives. This 
was designed to create a feedback loop from rural and 
First Nations communities in BC with a focus on the 
implementation of Primary Care Networks in BC but the 
expectation that the lessons learnt would find greater 
application. We understand outcomes to be improve-
ments (some listed below) in the healthcare ecosystem 
where we have applied this model. Given we are working 
in a complex system that defies the simple cause and 
effect that is typical in simple logic model designs, we have 
adopted a change- oriented conception of outcomes that 
is concerned with multichannel service transformations 
and partnership developments across multiple sectors 
concurrently. They are focused on observable service 

Figure 6 Application at a macrolevel. FNHA, First Nations 
Health Authority; RCCbc, Rural Coordination Centre of British 
Columbia.

Figure 7 Application at a mesolevel. FNHA, First Nations 
Health Authority; RCCbc, Rural Coordination Centre of British 
Columbia.

Figure 4 Application at a microlevel.

Figure 5 Breathing and weaving.
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f) Application at a macro (provincial) level10(p4)

g) Application at a meso (regional) level10(p4)

4 Markham R, et al. BMJ Open 2021;11:e048053. doi:10.1136/bmjopen-2020-048053
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10. NATIONAL ABORIGINAL COMMUNITY CONTROLLED HEALTH ORGANISATION. NATIONAL FRAMEWORK FOR CONTINUOUS 
QUALITY IMPROVEMENT IN PRIMARY HEALTH CARE FOR ABORIGINAL AND TORRES STRAIT ISLANDER PEOPLE 2018-2023 
a) National Framework for Continuous Quality Improvement in Primary Health Care for Aboriginal and Torres Strait Islander People11(p7)

7 National CQI Framework for Aboriginal and Torres Strait Islander Primary Health Care

National Framework for Continuous Quality Improvement in Primary 
Health Care for Aboriginal and Torres Strait Islander People, 2018-2023

The Framework recognises the rights of Aboriginal and Torres Strait Islander people to access health care that is high quality, safe, 
effective, responsive and culturally respectful.

VISION

Aboriginal and Torres Strait Islander people have access to and receive the highest attainable 
standard of primary health care wherever and whenever they seek care.

AIM

To foster a collective commitment by all governments and organisations to build a sustainable, coordinated 
and responsive primary health care system, which uses best practice, evidence-based and CQI approaches 

to provide culturally-safe, high-quality, comprehensive primary health care services.

PRINCIPLES

Aboriginal and Torres Strait Islander people are at the centre of care with respect for their experiences, choices, dignity and rights.

The ACCHO sector provides expertise in CQI and its leadership and guidance in implementing the Framework is recognised.

There is a need for flexibility in approaches and tools to meet the needs of local communities and health care services.

There is recognition of the need for partnerships and collaboration within and between primary health care sectors.

DOMAIN 1: 

BEING CULTURALLY 
RESPECTFUL IN CQI

Culturally respectful 
CQI ensures that 
Aboriginal and Torres 
Strait Islander people, 
communities and 
health care services 
are actively engaged 
in identifying priorities 
and developing policies 
and programs that 
lead to improved 
access, high-quality 
care, positive 
experiences and better 
health outcomes.

DOMAIN 2: 

DOING CQI

CQI to improve health 
care services for 
Aboriginal and Torres 
Strait Islander people 
is embedded as part 
of organisational and 
clinical governance, 
in the roles and 
responsibilities of 
staff and teams, 
and in the use of 
indicators, data and 
patient information 
management systems.

DOMAIN 3: 

SUPPORTING CQI

Partnerships between 
government, the 
ACCHO sector 
and PHNs provide 
leadership, resources 
and a collaborative 
environment for CQI.

CQI capability is 
supported through 
investment in 
data analysis and 
interpretation, CQI 
tools and resources, 
and workforce.

DOMAIN 4: 

INFORMING CQI

Quality indicators and 
benchmarks that align 
with evidence for good 
practice in primary 
health care are used to 
inform CQI planning, 
implementation 
and reporting.

CQI research and 
knowledge translation 
supports improved 
primary health 
care services and 
health outcomes.  
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b) Domain 1 – Being culturally respectful in CQI (extract)11(p8)

11. NEW ZEALAND MINISTRY OF HEALTH. THE GUIDE TO HE KOROWAI ORANGA: MĀORI HEALTH STRATEGY 2014  
a) Māori Health Strategy overarching aim12(p4)

4 The Guide to He Korowai Oranga: Māori Health Strategy 2014
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 community  Māori service across 
 development  participation delivery sectors 
      

D
ir

ect
io

ns

K
ey

 th
re

ads

Path
w

ays

Pae Ora 
Healthy  
futures  

for Māori
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The overarching aim
Pae ora – healthy futures 
Pae ora is the Government’s vision for Māori health. It provides a platform for Māori to live with 
good health and wellbeing in an environment that supports a good quality of life. Pae ora encourages 
everyone in the health and disability sector to work collaboratively, to think beyond narrow definitions 
of health, and to provide high-quality and effective services.

Pae ora is a holistic concept and includes three interconnected elements: mauri ora – healthy 
individuals; whānau ora – healthy families; and wai ora – healthy environments. All three elements of 
pae ora are interconnected and mutually reinforcing, and further strengthen the strategic direction for 
Māori health for the future. 

8National CQI Framework for Aboriginal and Torres Strait Islander Primary Health Care

Domain 1: Being culturally respectful in CQI
Focus Area What does it look like? Quality Outcome P S G

Providing 
culturally 
respectful 
primary 
health care

The Cultural Respect Framework outlines 
the organisational, communication, 
workforce, consumer, stakeholder, 
and evidence that underpins culturally 
respectful health service delivery.

Primary health care is culturally 
safe, and changes made to health 
centre systems and processes 
work well for Aboriginal and Torres 
Strait Islander communities.

Cultural respect 
in the design and 
implementation 
of CQI

Aboriginal and Torres Strait Islander people, 
communities and health services are 
actively engaged in identifying priorities 
and in developing policies and programs 
that lead to improved access, high-
quality and culturally-safe care, positive 
experiences and better health outcomes.

Partnerships are established and 
maintained with Aboriginal and Torres Strait 
Islander communities and organisations to 
ensure CQI implementation is responsive 
to their needs and aspirations.

Cultural respect is understood, 
valued and embedded by all 
organisations including PHNs and 
general practices in the planning, 
resourcing and implementation of 
CQI in Aboriginal and Torres Strait 
Islander primary health care.

Cultural safety 
is embedded in 
organisational 
culture and 
supported 
through effective 
governance, 
policies and 
procedures

Governance structures within 
organisations are inclusive of Aboriginal 
and Torres Strait Islander people and 
their representative organisations.

Organisations have identified and 
acted on priorities for improving the 
cultural safety of their services.

Training and support are provided 
to ensure that staff members are 
competent in the design and delivery 
of culturally safe services

Aboriginal and Torres Strait Islander 
people receive culturally safe health care 
wherever and whenever they seek it.

Client experience 
is used to 
inform CQI

Health care service providers establish 
formal culturally-appropriate and 
effective mechanisms for obtaining 
and using feedback from Aboriginal 
and Torres Strait Islander clients about 
quality of health care services and use 
the information to inform and improve 
service delivery as part of CQI processes.

CQI initiatives are informed by 
client experience and feedback.

P =  Providers of primary health care services including 
Aboriginal health services and general practice.

S =  Support organisations including NACCHO, 
Affiliates, PHNs, Local Health Networks. 

G =  Governments including state, territory and national.
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12. NUNAVIK REGIONAL BOARD OF HEALTH AND SOCIAL SERVICES. REGIONAL ACTION PLAN FOR PUBLIC HEALTH 2016–2020 
a) Nunavik Regional Action Plan (RAP) for Public Health framework13(p11)

13. OETZEL ET AL. IMPLEMENTATION FRAMEWORK FOR CHRONIC DISEASE INTERVENTION EFFECTIVENESS IN MĀORI  
AND OTHER INDIGENOUS COMMUNITIES 
a) Key elements of implementation framework for Māori communities14(p3)

The RAP calls for the participation of the regional, local, community and public group partners  
at all stages, from the identification of needs to the delivery of services to the population,  
always in accordance with surveillance data.

It is intended for decision-makers and professionals of the NRBHSS and its main partners: the  
Inuulitsivik and Ungava Tulattavik health centres, community organizations, the Kativik Regional  
Government, the Kativik School Board, the Makivik Corporation and all the communities in  
the region.

INTRODUCTION

RAP IS BASED ON THE FOLLOWING PRINCIPLES:

 ► program adaptation to cross-cultural realities;

 ► adaptation to the region’s social and geographical  
contexts;

 ► local skills development;

 ► community and individual empowerment in  
health matters;

 ► action on determinants (refer to figure 1). 

It is moreover intended to be useful, concrete as well as easy and quick to consult. It is presented in table  
format with the public health actions to be carried out for each of the five focus themes established  
under the PNSP. A brief description is provided for each focus. 

Local action plans (LAP) for each of the two health centres in the region are planned to contribute 
to the implementation of the Regional Action Plan for Public Health in Nunavik, 2016–2020.  

TRANSVERSE AXIS: Ongoing surveillance of the health status of the population  
 and of health determinants

INTERVENTION AXIS 1: Comprehensive development of children and youth

INTERVENTION AXIS 2: Adoption of healthy lifestyles, and the creation of healthy  
 and safe environments

INTERVENTION AXIS 3: Prevention of infectious diseases

INTERVENTION AXIS 4: Management of health risks and threats, and medical  
 emergency preparedness

 Regional Action Plan of Nunavik 2016-2020    Page 11
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14. QUEENSLAND HEALTH ET AL. MAKING TRACKS TOGETHER: QUEENSLAND’S ABORIGINAL AND TORRES STRAIT 
ISLANDER HEALTH EQUITY FRAMEWORK
a) Queensland’s Aboriginal and Torres Strait Islander Health Equity Framework strategies (extract)15(p13)

15. TASMANIAN ABORIGINAL CENTRE ET AL. CLOSING THE GAP: TASMANIAN IMPLEMENTATION PLAN 2021 – 2023
a) Tasmanian Implementation Plan framework priority reforms (extract)16(p8)

13Queensland Health  |  Queensland Aboriginal and Islander Health Council

First Nations Health Equity Strategies—at a glance

State the KPIs agreed 
with the CATSIHO&DDG 
to improve First Nations 
health and wellbeing 
outcomes, including:

• actively eliminating
racial discrimination and 
institutional racism within the 
Service

Set out the actions the 
HHSs will take to:
• Achieve the KPIs, including 

through Partnership 
Arrangements with Service 
Delivery stakeholders

• Work with Implementation 
stakeholders for greater 
collaboration, shared 
ownership, and decision-
making

State how the Strategy 
aligns with: 
• strategic and operational 

objectives of the Service

• other policies, guidelines or 
directives made by or 
applying to the Service
(e.g. Consumer and 
Community Engagement 
Strategy)

DEVELOPMENT STAKEHOLDERS

First Nations staff members

First Nations health consumers

First Nations community members

Traditional custodians/owners and 
native title holders in the service area IMPLEMENTATION STAKEHOLDERS

Health and Wellbeing Queensland

The Chief Aboriginal and Torres Strait Islander Health Officer (CATSIHO)

Queensland Aboriginal and Islander Health Council (QAIHC) SERVICE DELIVERY STAKEHOLDERS

Aboriginal and Torres Strait Islander community-controlled health organisations (ATSICCHOs) in the service area

Local primary healthcare organisations (including Primary Health Networks – PHNs) 

8 | P a g e  
 

Priority Reform One: Partnership and shared decision-making 
PRIORITY REFORM ONE – FORMAL PARTNERSHIPS AND SHARED DECISION-MAKING 
Priority Reform One Outcome: Aboriginal and Torres Strait Islander people are empowered to share decision-making authority with governments to accelerate policy and place-based 
progress on Closing the Gap through formal partnership arrangements. 
Priority Reform One Target: There will be formal partnership arrangements to support Closing the Gap in place between Aboriginal and Torres Strait Islander people and governments in 
place in each state and territory enshrining agreed joint decision-making roles and responsibilities and where Aboriginal and Torres Strait Islander people have chosen their own 
representatives. 
Action  Status  Funding Timeframe Minister 
Aboriginal Engagement Strategy 
The Partners, in consultation with Tasmanian Aboriginal people and Aboriginal community-controlled 
organisations, will develop a responsive Aboriginal Engagement Strategy that provides funding, details and actions 
for ongoing, culturally respectful, and genuine high level engagement with Aboriginal people, Aboriginal 
community-controlled organisations, and service providers and ensures Aboriginal engagement equity. 

New TBC January 
2022 

Minister 
Aboriginal Affairs 

Review Current Partnership Structures 
The Tasmanian Government, in consultation with the Peak and Tasmanian Aboriginal people, will review existing 
Tasmanian Government partnership structures for effectiveness and to avoid of duplication. 

New TBC By June 
2022 

Minister for 
Aboriginal Affairs 

Five Policy Priority Partnerships 
The Tasmanian Government will partner with Tasmanian Aboriginal people to establish five initial Policy 
Partnerships, Justice (adult and youth incarceration); Social and emotional wellbeing (mental health); Housing; 
Early childhood care and development, and Aboriginal and Torres Strait Islander languages (National Agreement, 
clause 38) 

New TBC Beginning 
November 
2021 

Minister for 
Aboriginal Affairs 
and relevant 
Ministers 

Formal Partnership Agreements:  
The Partners, in consultation with Tasmanian Aboriginal people and Aboriginal community-controlled 
organisations, will develop Partnership Agreements aligned with this implementation plan where necessary to 
meet local and regional needs. 

New TBC Beginning 
January 
2022 

Minister 
Aboriginal Affairs 

Treaty, Truth Telling and Reconciliation 
The Government commits to use its best endeavours to implement the recommendations of the recently 
established investigations into ‘a pathway to reconciliation and treaty’. 

New Existing December 
2022 

Premier 
 

Whole of Government Closing the Gap Website 
A website will be developed to provide Tasmanian Closing the Gap information including links to agency specific 
information, resources and fact sheets, and to celebrate Closing the Gap outcomes. 

New TBC December 
2022 

Minister 
Aboriginal Affairs 
 

Local Government Aboriginal Audit 
Capture the existing work of local government to ensure alignment with the four Priority Reforms and existing and 
new Key Targets. Use information to inform existing and future partnerships and identify, inform and establish 
priority work aligned to the Implementation Plan. 

New  TBC June 2022 Minister 
Aboriginal Affairs.  
Minister for Local 
Government 
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16. WESTERN AUSTRALIA DEPARTMENT OF HEALTH. WA ABORIGINAL HEALTH AND WELLBEING FRAMEWORK 2015–2030
a) WA Aboriginal Health and Wellbeing Framework17(p1)

1

The Framework at a glance
Vision
Aboriginal people living long, well and healthy lives.

Aim
The WA Aboriginal Health and Wellbeing Framework 2015–2030 identifies a set of guiding principles, 
strategic directions and priority areas to improve the health and wellbeing of Aboriginal people in Western 
Australia for the next 15 years.

Guiding principles
* Cultural security * The health and wellbeing of Aboriginal people is everyone’s business * Partnerships 

* Aboriginal community control and engagement * Access and equality * Accountability

Strategic directions

Priority areas
* Addressing risk factors * Managing illness better * Building community capacity 

* Better health systems * Aboriginal workforce development * Data, evidence and research  
* Addressing the social determinants of health

Prevention
and early

intervention

Individual,
family and
community
wellbeing

Culture

Equitable
and timely

access to the
best quality and

safe care

Promote good
health across the

life course

A culturally
respectful and

non-discriminatory
health system

A strong,
skilled and
growing

Aboriginal health
workforce
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SECTION 2: PEOPLE OF COLOUR OR RACIALIZED COMMUNITIES

1. COTTON ET AL. A CASE STUDY ON A UNIVERSITY-COMMUNITY PARTNERSHIP TO ELIMINATE RACIAL DISPARITIES IN 
INFANT MORTALITY: EFFECTIVE STRATEGIES AND LESSONS LEARNED 
a) REACH policy systems and environmental framework for health disparity reduction18(p676)  

population (“change agents”) are intended to be promoted, spread and adopted by members within
the broader population.

Intervention

Prior to formalizing the Lifecourse Initiative, an outreach arm of the university including faculty and
public health advocates charged with addressing statewide health disparities gathered input from and
convened meetings with stakeholders to identify and prioritize a health disparity issue in Wisconsin.
The issue of infant mortality was identified because of its urgency, stakeholder buy-in for the issue,
the opportunity to strengthen university relationships with communities, and interests in building
university-community capacity. To launch the Lifecourse Initiative, the university provided direct
funds via planning grants to support convening agencies in targeted Wisconsin communities to form
a collaborative and to develop locally-tailored community action plans (see Figure 2). A needs
assessment that included input from black residents was conducted in each target community. The
needs assessment informed the development of actions plans. Carrying out recommendations in
action plans was the next step in the Lifecourse Initiative. Initial two-year implementation grants
covering the period April 1, 2012 to March 31, 2014 were awarded to convening agencies in each
community to support the Lifecourse Collaboratives in advancing community-system strategies that
addressed identified local needs.

Convening agencies were identified by local stakeholders and tasked with supporting the colla-
borative in their community to reach priorities identified in Community Action Plans. As convening

Figure 1. REACH policy systems and encironmental framework for health disparity reduction.

676 Q. D. COTTON ET AL.
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2. GREEN ET AL. THE CYCLE TO RESPECTFUL CARE: A QUALITATIVE APPROACH TO THE CREATION OF AN ACTIONABLE 
FRAMEWORK TO ADDRESS MATERNAL OUTCOME DISPARITIES 
a) Cycle to Respectful Care framework19(p7)Int. J. Environ. Res. Public Health 2021, 18, 4933 7 of 15Int. J. Environ. Res. Public Health 2021, 18, x FOR PEER REVIEW 7 of 14 
 

 

 
Figure 2. Cycle to Respectful Care. 

11. The Core of the Cycle to Respectful Care 
The core connects to each section of the cycle. Therefore, as a person progresses 

around the cycle the core values remain. Some of the values are present when a person 
first enters the cycle, those values are then fostered, expanded upon, and matured as they 
proceed through the various phases. The core values of the Cycle of Respectful Care in-
clude valuing patients’ Black Intersectionality [1,5], Birth Equity, Reproductive Justice 
[12,20], the Professional Pledge/Oath [5] healthcare professionals commit to at the start of 
their career, Holistic Maternity Care, Humanity [21–23], and Love of self and others. (See 
Table 2: Definitions and Descriptions of the Core.) Values are strengthened through each 
phase, as they exist and operate on both the individual and collective levels. Harm can 
come from anywhere, but for the purpose of illustrating the ways in which the cycle could 
be put into practice Table 3: Examples of Individuals Moving through the Cycle illustrates 
the process by which a physician, nurse, and patient might move through the cycle. See 
Table 4: Moving through the Cycle to Respectful Care for the rationale and evidence for 
each phase. 

  

Figure 2. Cycle to Respectful Care.

11. The Core of the Cycle to Respectful Care

The core connects to each section of the cycle. Therefore, as a person progresses
around the cycle the core values remain. Some of the values are present when a person
first enters the cycle, those values are then fostered, expanded upon, and matured as they
proceed through the various phases. The core values of the Cycle of Respectful Care include
valuing patients’ Black Intersectionality [1,5], Birth Equity, Reproductive Justice [12,20],
the Professional Pledge/Oath [5] healthcare professionals commit to at the start of their
career, Holistic Maternity Care, Humanity [21–23], and Love of self and others. (See Table 2:
Definitions and Descriptions of the Core.) Values are strengthened through each phase,
as they exist and operate on both the individual and collective levels. Harm can come
from anywhere, but for the purpose of illustrating the ways in which the cycle could be
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3. HOGAN ET AL. DIMENSIONALITY AND R4P: A HEALTH EQUITY FRAMEWORK FOR RESEARCH PLANNING AND EVALUATION  
IN AFRICAN AMERICAN POPULATIONS 
a) R4P health equity framework domains20(p149)

149Maternal and Child Health Journal (2018) 22:147–153 

1 3

Walters and Simoni 2002). Long-term mass trauma such as, 
colonialism, slavery, war, and genocide is deliberately and 
systematically inflicted trauma on target populations over an 
extended period of time. The magnitude of trauma resulting 
in a legacy of physical, psychological, social and economic 
disparities that persist across generations (Sotero 2006; Wal-
ters and Simoni 2002). Furthermore, historic public and eco-
nomic policies create the structural racism that continues to 
assault the African American population. Structural racism 
includes the macrolevel systems, social forces, institutions, 
ideologies, and processes that interact with one another to 
generate and reinforce inequities among racial and ethnic 
groups (Powell 2008).

From Problem Space to Solution Space: R4P‑A 
Framework for Creating Equity

Dimensional pathways that produce health inequities can 
be considered the problem space, but these pathways do 
not lend themselves to traditional approaches to develop-
ing empirically derived programs, policies and interven-
tions (Muntaner 1999; Tannahill and Sridharan 2013). R4P 
provides a framework for addressing the scope of actions 
needed in the solution space (Tannahill and Sridharan 2013). 

R4P encompasses more than a focus on the socioecological 
framework and more than a focus on defining an evidence 
base. R4P forces planners to think through all dimensions of 
relevant contributors, and if they are unaware of factors in a 
specific area, they now have a productive line of inquiry with 
which to engage with communities for additional learning. 
The framework outlines five domains that need to be added 
to equity planning and can be used to evaluate an institu-
tion’s progress toward achieving equity.

The five components of R4P are (1) Remove, (2) Repair, 
(3) Restructure, (4) Remediate and (5) Provide (Table 1). 
In general, “Remove” refers specifically to identifying 
and undoing racism as it exists in institutional structures 
and individual actions. “Repair” refers to identifying and 
addressing exposures that occurred in the past, but which 
continue to have impact in the present. “Remediate” refers 
to identifying and addressing exposures that are occur-
ring in present time and is the risk reduction approach now 
prominent in public health. “Restructure” refers to identify-
ing and addressing exposures that will continue to affect 
populations into the future because risk is embedded in the 
structural nature of an organization or policy. “Provide” 
refers to the careful implementation of actions, programs, 
and policies that address multiple and intersecting axes of 

Table 1  Recommendations on how to assess each component of R4P

Domain Lines of inquiry for assessment

Repair
Assess experiences, attitudes, behaviors, and beliefs of disparity pop-

ulations about the institution that have roots in the past, and may 
have bearing on willingness of or ability to engage with institution

What are some examples of historical legacy, occurrences that nega-
tively impact on knowledge, attitudes, beliefs, practices; historical 
trauma, legacy of privilege or discrimination? These interventions 
focus on reparation of damage, public relations, marketing, improved 
engagement

Restructure
Assess structures in the organization that maintain systematic exclu-

sion of disparity populations; or provide advantage/ privilege to oth-
ers at the exclusion of disparity populations (Sources of “insults”; 
structures that continue to create risk for some populations)

What are some structural (policy, procedures, rules, regulations, tradi-
tions, physical environment, resources, etc.) that continue to system-
atically exclude, hold back or privilege some over others? This could 
relate to admissions, retention, course selection, course content, etc. 
These interventions focus on change in the institution itself

Remediate
Assess needs for protection of individuals in disparity populations 

against existing insults, protections that need to be in place until the 
insult can be structurally removed

What conditions in the organization do disparity populations need to be 
buffered from/protected from, until restructuring occurs and the insult 
is no longer there? “Risk reduction”. These actions usually focus on 
changing something in the individual

Remove
Identify Structures, attitudes, beliefs, practices or experiences specific 

to “Race/ethnicity”, low SES or gender that confer disadvantage to 
these populations

May overlap with Repair, Restructure, Remediate—but relate SPE-
CIFICALLY to racism, gender and income disadvantage? Looking 
specifically at these prevents evaluator from “cherrypicking” and/or 
from succumbing to personal discomfort of dealing with racism, class 
and gender issues. These interventions focus on change in the institu-
tion itself and may also focus on personal assessment of where the 
individual confers implicit privilege or bias based on ethnicity/race, 
SES or gender

Provide
Focus on HOW services of the organization are IMPLEMENTED 

from a qualitative standpoint. Culturally, and economically feasible 
delivery of services, that accommodates all gender roles and respon-
sibilities, along with providing the required resources and environ-
mental supports, so that it is the easiest option for people to choose 
and take advantage of to achieve equity

How can ethnicity/racism, class, gender be better considered in services 
delivered by the institution? (e.g. how classes are taught, who teaches, 
course offerings, advising, student support, other…)
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4. HOWELL ET AL. REDUCTION OF PERIPARTUM RACIAL AND ETHNIC DISPARITIES: A CONCEPTUAL FRAMEWORK AND 
MATERNAL SAFETY CONSENSUS BUNDLE 
a) Reduction of peripartum racial and ethnic disparities bundle (extract)21(pp277)

Table 1: Reduction of Peripartum Racial–Ethnic Disparities Bundle: Commentary Linkage

Theme in Commentary Domain in Bundle

Inability to assess disparities because they are not reliably

measured

1. Readiness

� Establish systems to accurately document self-

identified race, ethnicity, and primary language

2. Reporting and Systems Learning

� Build a culture of equity, including systems for

reporting, response, and learning similar to

ongoing efforts in safety culture

Lack of recognition of disparities at both the personal and

systems level

1. Readiness

� Provide staff-wide education on peripartum racial

and ethnic disparities and their root causes

2. Recognition

� Provide staff-wide education on implicit bias

� Establish a mechanism for patients, families, and

staff to report inequitable care and episodes of

miscommunication or disrespect

3. Response

� Ensure a timely and tailored response to each

report of inequity or disrespect

Specific knowledge of the magnitude of racial and ethnic

disparities that exist within a health care system

1. Readiness

� Engage diverse patient, family, and community

advocates who can represent important community

partnerships on quality and safety leadership

teams

2. Reporting and Systems Learning

� Develop a disparities dashboard that monitors

process and outcome metrics stratified by race

and ethnicity with regular dissemination of the

stratified performance data to staff and leadership

� Implement quality improvement projects that target

disparities in health care access, treatment, and

outcomes

� Consider the role of race, ethnicity, language,

poverty, literacy, and other social determinants of

health, including racism at the interpersonal and

system level when conducting multidisciplinary

reviews of severe maternal morbidity, mortality, and

other clinically important metrics

Communication barriers 1. Readiness

� Evaluate non-English language proficiency (e.g.,

Spanish proficiency) for providers who

communicate with patients in languages other than

English

� Educate all staff (e.g., inpatient, outpatient,

community-based) on interpreter services

available within the health care system

2. Response

� Engage in best practices for shared decision-

making

(Continued)

Howell, E. A. et al. E X P E R T O P I N I O N

JOGNN 2018; Vol. 47, Issue 3 277
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5. KOCH ET AL. ADDRESSING ADULTIFICATION OF BLACK PEDIATRIC PATIENTS IN THE EMERGENCY DEPARTMENT: A 
FRAMEWORK TO DECREASE DISPARITIES (RACIALIZED COMMUNITIES) 
a) Racism as a Root Cause (RRC) Framework22(p556)

6. KUEHNERT ET AL. DEFINING THE SOCIAL DETERMINANTS OF HEALTH FOR NURSING ACTION TO ACHIEVE HEALTH 
EQUITY: A CONSENSUS PAPER FROM THE AMERICAN ACADEMY OF NURSING 
a) Conceptual framework to guide policy development23(p13)

1/24/24, 11:05 AM Addressing Adultification of Black Pediatric Patients in the Emergency Department: A Framework to Decrease Disparities

https://journals-sagepub-com.libproxy.stfx.ca/doi/epub/10.1177/15248399211049207 2/6

There is a perception that Black children need less nurturing, comfort, or protection (Epstein et al., 2017).
Adultified Black children are offered less support from appropriate child life services (Baetzel et al., 2019) and
receive lower emergency department (ED) acuity triage scores, longer wait times, and less analgesia than White
children (Johnson et al., 2013; Zook et al., 2016). Black teenagers presenting with abdominal or genitourinary
symptoms are more likely than White teenagers to be tested for sexually transmitted infections, even when
reporting no sexual activity (Johnson et al., 2013).

Malawa et al. (2021) have suggested using the Racism as a Root Cause (RRC) framework for health care
providers and systems to dismantle inequities in health care settings and address the adultification of Black
children in the ED. The framework consists of four components specifically layered to repair historical injustice
and develop sustained, long-lasting changes to the structures and systems that surround individuals (see Figure
1):

1. Prioritize a specific, racialized group for a precise, rather than universal, impact.

2. Work to change policies, systems, or environments, as opposed to changing people.
3. Be institutionalized and sustainable to create a long-term impact.
4. Repair historical injustices by shifting resources, power, and opportunities to racially marginalized groups.

Implications for Clinical Practice

Patient-centered care is an important aspect to ensuring positive patient care experiences, and to provide such
care trust and rapport is essential (Dang et al., 2017). As patients become more involved in their medical care,
the provider–patient communication becomes more important (Zink et al., 2017). Building rapport can happen
by attempting to establish a therapeutic relationship by recognizing that some patients have greater emotional
needs and if providers are attuned to emotional cues and practice listening closely not only to patients current
needs but also to their underlying needs (Dang et al., 2017). We believe it is essential to use trauma-informed
care (TIC) with all steps of the RRC framework. TIC is a philosophical approach that recognizes the pervasive
impact that trauma can have on an individual’s health and development and actively seeks to prevent
retraumatization. TIC has six guiding principles: (1) safety; (2) trustworthiness and transparency; (3) peer
support; (4) collaboration and mutuality; (5) empowerment, voice, and choice; and (6) cultural, historical, and
gender issues (Substance Abuse and Mental Health Services Administration, n.d.).

Children who are adultified may experience anxiety and depression associated with demands and
responsibilities that are unreasonable for their age; TIC can be used as a clinical intervention to promote
resilience (Miller et al., 2019). Utilizing TIC to provide a welcoming space for Black families in the ED

Figure 1 Racism as a Root Cause (RRC) Framework to Decrease Health Disparities From Adultification Bias in the
Emergency Department

(Ervin, Bickes, & Schim, 2006). The structural and
system components are “macro-level forces, such
as financial, legal, and governmental systems and
policies, which exert an effect on human life”
(Drevdahl, 2018, p. 152). The structural and system
determinants distribute power, money, and resour-
ces, which drive the conditions of daily life and
lead to the potential for health inequities
(CSDH, 2008). Noteworthy is that the cultural envi-
ronment includes racism which, given the impact
of chattel slavery and racial segregation in the
United States (Bailey et. al., 2017; Williams &
Mohammed, 2013), requires added attention for
health policy as a structural and system determi-
nant of health.
Also noteworthy is that the cultural environment
includes ways of communicating and the extent to
which intra- and cross-cultural communications
are understood by all persons. Consequently, health
literacy is an especially important topic for health
policy. Health literacy “occurs when a society pro-
vides accurate and clear health information and
services that people can easily find, understand,
and use to inform their decisions and actions”
(Healthy People, 2017, p. 36). The importance of
information and communication technology (ICT)
that is literacy, linguistically, and language

appropriate, needs to be emphasized along with
consideration of people’s cultural values, beliefs,
and norms. Rice and Sara (2019) declared,
ICT. . . has also changed the very fabric of our cities,

neighborhoods, homes and offices, from laptops
and mobile phones to wearable technologies. . . .
Health communication is a key component in any
public health intervention and ICT is central to this
(p. 1247).
Given our focus on health policy and the influence

of politics on policy, we added the political environ-
ment to our conceptual framework. The types of
environments included in our conceptual frame-
work and their definitions are listed in Table 1.

b. Individual and population factors are considered
the social component of social determinants of
health. The individual and population factors
included in our conceptual framework and their
definitions are listed in Table 2.

b-1. A population health concern is a concern about

the extent of wellness, illness, or disease of a pop-
ulation that requires attention. Wellness is a
“state of mental, (emotional,) and physical bal-
ance and fitness” (Venes, 2013, p. 2501). “Illness
(and associated pain, suffering, and distress is
subjective and personal” (Venes, 2013, p. 699).

Figure 1 –Conceptual framework to guide policy development

Nur s Out l o o k 7 0 ( 2 0 2 2 ) 1 0�2 7 13
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illustrate how we can utilize our understanding of the
social determinants of health as articulated in our con-
ceptual framework. These social determinants are one
way to “celebrate (nursing’s) role in transforming
health care throughout (Planet Earth), serving as a
bridge for patients, families, and communities when
and where they need it most” (Hundt, 2020, p 29). As
will be seen in these examples, the key areas of social
determinants are interrelated

Economic Stability

Income inequality is the example for the key area of eco-
nomic stability, as it is a leading determinant of health
(Wilkinson, & Pickett, 2006; Pickett &Wilkinson, 2015).
Income inequality is inextricably related to most, if

not all, of the social determinants of health. Income
and the key area of education are highly correlated in
that one’s education, to a great extent, determines
one’s access to jobs and, thus, lifetime income
(Stroud, Mainero, & Olson 2013). Structural racism is
paramount in driving income inequality in the U.S.
Access to all levels of high-quality education is
strongly related to the color of one’s skin and family
income (Rothstein, 2017). Siddiqi and colleagues (2012)
reported that income inequality had a large and dam-
aging effect on literacy among students in their study.
Income typically determines where one lives, which is
related to length of life and access to resources; zip
code is a major indicator of social determinants of
health (Bhatt, 2018). Income inequality affects all peo-
ple worldwide resulting in shorter life spans, lower
quality of life, and greater expenditures for attempts
to correct the problems caused by the inequality (Wil-
kinson & Pickett, 2019). Increased minimum wages
have been associated with many positive health out-
comes, including decreased infant mortality rates,

Figure 4 –Pathways to policy change. PACS, Political action coalitoins. Adapted from: Kuehnert, P. L. (1991).
Milio, N. (1981).

Figure 3 –Planning tool for Social Determinant of
Health (SDOH) policy action.

Social
Determinant

Level of
Intervention

Policy Target Example Policy Population-focused Nursing Role(s)

Economic
Stability

Upstream Congress Guaranteed
minimum income

Working with coalitions
to support legislation

Nur s Out l o o k 7 0 ( 2 0 2 2 ) 1 0�2 7 19

b) Social determinants and social needs: moving beyond midstream23(p18)

c) Pathways to policy change23(p19)

areas the concern is related to so to identify evidence-
based policy interventions that would address it. As
illustrated in Figure 3, the planning analysis also iden-
tifies the level of intervention—upstream, midstream,
or downstream—and the policy target, such as a pri-
vate entity such as a health care system or some level
of government. Nurses and other stakeholders can
then engage in developing the strategies and tactics
needed to pursue the desired health policies
(Milio, 1981; Kuehnert, 1991; Ervin & Kulbok, 2018), as
illustrated in Figure 4.

Examples of Health Policies

The conceptual framework presented in this paper
was particularly useful as a guide to the articulation of

examples of the collective policy recommendations
from the members of the Academy expert panels who
contributed to the paper. It is important to note that
the conceptual framework was not developed with the
intention of it serving as a guide for practice but
instead provides a guide for development of health
policies that address planetary conditions within the
contexts of structural and systematic racism, and pro-
motion of equity in matters of individual, population,
and planetary health.
Inasmuch as nurses have a social justice orientation

and holistic view of wellness, illness, and disease, we
are perfectly positioned to act on the structural, sys-
tem, and social components of social determinants of
health in our effort to achieve equity in planetary
health-related quality of life through health policies
that take into account elimination of systemic and
structural racism. Our examples of six health policies

Figure 2 –Social determinants & social needs: Moving Beyond Midstream. SOURCE: Castrucci & Auerbach, 2019.
Health Affairs Blog. https://www.healthaffairs.org/do/10.1377/hblog20190115.234942/full/

18 Nur s Out l o o k 7 0 ( 2 0 2 2 ) 1 0�2 7

Note: Original source of graphic is Castrucci and Auerbach.



HEALTH EQUITY FRAMEWORKS AS A TOOL TO SUPPORT PUBLIC HEALTH ACTION: A RAPID REVIEW OF THE LITERATURE
Supplement – Framework visuals 

24

7. MALAWA ET AL. RACISM AS A ROOT CAUSE APPROACH: A NEW FRAMEWORK
a) Racism as a Root Cause approach: 4 components24(p2) 

8. SCOTTISH GOVERNMENT. RACE EQUALITY FRAMEWORK FOR SCOTLAND 2016-2030
a) Race Equality Framework visions and key goals (extract)25(p82)

b) Racism as a Root Cause checklist24(p3)

In addition, it is important to
recognize that although many
populations of color are impacted by
racism, Black and Indigenous families,
children, and communities are most
negatively impacted by racial
inequities across the spectrum of
health and society.5 Their
marginalization is evidenced by their
high rates of infant mortality, poverty,
youth unemployment, educational
alienation, and potential life lost
(among other indicators).5 These
racial inequities cannot be explained
by differences in individual health-
related behavior, or biology, and are
not solely reducible to socioeconomic
status; rather, they persist across
social determinants because of
historical and present-day
racism.5,11,12 In other words, racism
operates as the underlying
determinant of the determinants, as
described by Krieger.13

Agencies should consider the
particular manifestations of racism
burdening a given community when
developing strategies to address that
community’s social determinants of
health. It is essential, therefore, to
ensure all RRC approaches are
designed and implemented in close
partnership with the prioritized
community. The lived experience of
negotiating racism on a daily basis is
an important form of expertise, and
this expertise must be centered,
valued, and paid for in the
development of any RRC approach.14

Systems Change

Often, our interventions are focused
on trying to create behavior change
within individual members of
communities facing racial disparities.

The implicit assumption underlying
these types of programs is that a lack
of education, efficacy, resilience, and/
or motivation is what keeps some
communities from achieving their
maximum health potential. This
perspective fails to reckon with the
larger social structures that shape all
of our lives.15 Although most families
know that fast food is unhealthy,
racist structures make it much less
likely that racially marginalized
families will have access to
affordable, healthy, fresh foods.16

Furthermore, racism in fast-food
chain distribution and advertising
increases the chances that these
families and children will be exposed
to fast-food restaurants and ads,
many of which target people of color
specifically.17 No amount of health
education or nutrition counseling will
change these systemic factors.

Many of us who have grown up in
and/or worked in marginalized
communities understand that it is not
the shortcomings and poor choices of
individuals within these communities
that drive health disparities but
rather the outrageous odds and
impossible structural barriers, which
members of these communities have
to overcome to achieve good health.18

As providers, we have experienced
how useless patient education sheets
and motivational interviewing can
feel for families facing food insecurity,
housing crises, discrimination at
school, and a lack of physical safety.
RRC approaches require us, therefore,
to shift our focus from changing
individuals to changing the structures
and systems that surround
individuals. This is best achieved by
focusing on structural interventions

like shifting institutional and
legislative policy, identifying
strategies to bring employment
opportunities and investment into
these communities, and prioritizing
interventions that focus on changing
the social and physical environment
around children facing health
disparities. Rather than repeatedly
asking families facing marginalization
to increase their effort to overcome
racial disparities and build their
resilience in the face of ongoing
racism, children’s health advocates
should be working tirelessly to
lighten the burden for these
communities.

Long-term or Sustainable

Racial hierarchy has long been an
organizing principle of this country,
so it is unrealistic that a program
lasting a few years will have much
impact on structural racism. Any
attempt to dismantle and repair
racism must, therefore, be long-term
and have ongoing funding sources
and/or have a clear path to
sustainability.19 Long-term
investment has been revealed to be
a successful path to community
wellness and can reveal that
a community is valued. Conversely,
short interventions can harm the
relationship between social service
agencies and Black and Indigenous
communities (and other communities
of color). Over many decades,
expensive, long-term government
interventions like the New Deal, The
Homestead Act, and the GI Bill have
revealed this significant return on
investment within white communities
that were the primary beneficiaries of
these programs.20 RRC approaches
demand that we value and invest in

TABLE 2 RRC Checklist

How do you know if racism is the root cause of health disparities you are seeking to address? If the population you are engaging with is experiencing at least
one of the following, racism is likely at the root of this population’s health outcome disparities:

Barriers to wealth accumulation
Educational inequities
Disproportionate burden of displacement and housing insecurity
Disparate treatment in the justice system
Disparities by skin tone and/or color
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To help explain the urgency of this
issue, we provide an analogy of
a Monopoly game.4 Imagine a family
playing a long, tense game of
Monopoly for 4 hours. Over the
4 hours, the family has been
deliberately refusing to let one of the
siblings participate, forcing them to
do household chores. Over this time,
properties are amassed, $500 bills
are hoarded, and empires are built.
Once the family members are
satisfied with their wealth, they invite
the sibling to join them. Do you think
the new player stands a chance at
being successful in the game? Unless
the family decides to redistribute
their wealth or change the rules to
account for the disproportionate
advantage they each have for the
additional 4 hours of passing Go, the
sibling is never going to be able to
catch up.

However, this is not a game. The
painful histories and present-day
manifestations of racism impacting
the lives of Black and Indigenous
families, children, and communities
are not an allegory. That is not to say
that other racial and ethnic groups do
not experience racism and
discrimination; we acknowledge the
painful histories and realities of
racism toward Latinx communities
and other groups of color. Yet, even
within Latinx communities, the
duration and pervasiveness of the
injustices wrought on Black and
indigenous Latinx people is
particularly injurious, and their
healing must be prioritized.5 This 4-
hour Monopoly game analogy
represents centuries of brutality,
genocide, slavery, oppression, and
dehumanization that has been
specific to Black and American Indian

people, resulting in extremely poor
health outcomes today.5

Pediatric health professionals have
taken a critical step toward equity
and have declared racism
a determinant of children’s health.6

However, the vast majority of
children’s health interventions are
individually focused programs rather
than structural interventions (such as
political advocacy or systems change)
that specifically address racism;
moreover, research reveals that
interventions focused on individual
factors are more likely to perpetuate
inequalities.7

RRC APPROACH: 4 COMPONENTS

The RRC approach has 4 principles
that function as guideposts to direct
advocates trying to tackle a problem
as big as racism. An intervention
using the RRC approach will (1)
prioritize a specific, racialized group
for a precise, rather than universal,
impact; (2) work to change policies,
systems, or environments, as opposed
to changing people; (3) be
institutionalized and sustainable to
create a long-term impact; and (4)
repair historical injustices by shifting
resources, power, and opportunities
to racially marginalized groups (see
Table 1).

Precise Impact on a Prioritized
Community

Because of racial marginalization and
discrimination, broad programs
targeting all lower income people will
not create the same benefit within
communities experiencing racism as
they do within white communities.
Take federal education loan programs
as an example: because of racism in
hiring, promotions, and wages,

racially marginalized students who
are able to graduate college with the
assistance of loan programs do not
experience the same benefit from this
program as white students. Racially
marginalized people with degrees
earn less than their white
counterparts and are much less likely
to be able to build wealth when
compared with students not
experiencing racism.8,9 Likewise, the
same is true regarding public
insurance in this country: although
programs like Medicaid and
Children’s Health Insurance Program
provide insurance for many children
and families, including many who are
racially marginalized, these programs
do nothing to address the differential
quality of care and service that Black,
Indigenous, and other people
experiencing racism face.10 As
a result, racial disparities in care
access, quality of care, and ultimately
health outcomes persist even with the
availability of public insurance.10

These universal programs are unable
to address the differential needs of
the populations they were meant
to serve.

RRC approaches must, consequently,
be precise in their population focus
and their intended impact. Although
this may feel contrary to how many of
us have been taught to practice
clinical and public health, we need to
give ourselves permission to
explicitly focus on specific racially
marginalized communities, rather
than engaging in colorblindness and
equality frameworks (see Table 2).
An accounting must be made for
a given racial group’s differential
access to resources and for the
specific barriers the community is
facing.

TABLE 1 RRC Approach: 4 Components

RRC Approach Component Description

Precise impact Precisely impacts the racially marginalized group(s)
Systems change Focuses on changing policies, systems, or environments, as opposed to changing people
Long-term Sustainable and/or institutionalized for long-term impact
Reparations Seeks to repair historical injustices by shifting resources, power, and opportunities to racially marginalized groups

2 MALAWA et al
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82 Race Equality Framework for Scotland 2016-2030

APPENDIX 1

OVERVIEW OF VISIONS AND KEY GOALS

Vision Key Goals

Overall Vision
Our Vision for a fairer 
Scotland is that by 2030 
Scotland is a place where 
people are healthier, 
happier and treated 
with respect, and where 
opportunities, wealth and 
power are spread more 
equally.

The Race Equality 
Framework aims to 
ensure that this vision 
is achieved equally for 
people from all ethnicities, 
helping to build a Scotland 
where we all share a 
common sense of purpose 
and belonging.

1. An accountable approach to support 
and drive forward the implementation 
of the Race Equality Framework is 
established

2. Strategic work within Scotland’s 
public sector better addresses race 
equality, including through more 
effective practice linked to the Scottish 
Specific Public Sector Equality Duties.

3. Scotland’s public sector has 
improved capacity to tackle racial 
inequality and meet the needs of 
minority ethnic people

4. Policy processes in Scotland are 
based on a robust range of data on 
ethnicity.

5. Scotland’s minority ethnic voluntary 
sector is stronger, more effective and 
sustainable

Community Cohesion 
& Safety
We build good race 
relations and community 
cohesion across all 
communities, and 
all minority ethnic 
individuals feel safe, 
protected and included, 
and experience less 
racism

6. There is greater cohesion between 
all communities in Scotland.

7. Access to justice and safety for 
minority ethnic individuals is improved 
and the effectiveness of the justice 
process in dealing with racism is 
reviewed.

8. Scotland’s police workforce is better 
able to tackle racism and promote 
equality and community cohesion in the 
delivery of police services.

9. Police Scotland’s workforce better 
reflects the diversity of its communities.
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9. SMITH JERVELUND ET AL. RECOMMENDATIONS FOR ETHNIC EQUITY IN HEALTH: A DELPHI STUDY FROM DENMARK  
a) Eight overall recommendations on structural and organizational levels to reduce ethnic health inequities26(p3)

1. ALASKA DEPARTMENT OF HEALTH AND SOCIAL SERVICES. HEALTHY AND EQUITABLE COMMUNITIES STRATEGIC 
PLAN 2022–2025 
a) Alaska Healthy and Equitable Communities logic model27(p12) 

1/24/24, 11:09 AM Recommendations for ethnic equity in health: A Delphi study from Denmark

https://journals-sagepub-com.libproxy.stfx.ca/doi/epub/10.1177/14034948211040965 4/10

The recommendations were sent for comment to two non-governmental organisations representing ethnic
minorities: the interest group Mino Denmark and the private organisation Neighbourhood Mothers. The
recommendations were then discussed with the Danish Research Centre for Migration, Ethnicity and Health,
University of Copenhagen and the Board of the Danish Society of Public Health. Only minor revisions
(primarily specifications) were subsequently made.

Results

The Delphi process resulted in eight overall recommendations with suggestions for action (Figure 1). They are
not presented in order of priority.

Recommendation 1: Strengthen and adapt health policies and strategies

Health policies at the international, national, regional and municipal levels are agenda-setting and act as
benchmarks against which performances may be compared or judged. Danish national and local health policies
and strategies therefore ought to address the needs of people from ethnic minorities, such as health literacy and
linguistic challenges, as well as the importance of cultural and social differences in health outcomes.

This can be achieved by incorporating knowledge and considerations about the health of people from ethnic
minorities and their linguistic, cultural and social norms into health policies and strategies to a greater extent,
and striving towards a ‘health in all policies’ approach [27]. The Danish National Health Authority could
revitalise its focus on people from ethnic minorities, which has been almost absent in the past 10 years.
International cooperation and coordination between Danish and international institutions and organisations
within ethnic minority health could be further strengthened.

Recommendation 2: Strengthen health-promoting local communities

Strong and interdependent ties between people and their communities are the foundation of a sustainable
approach to health. Health can be promoted through the activation of local resources.

This can be achieved by: cooperation and co-creation with local communities and – for example, religious
and key-opinion leaders – which implies the involvement of end-users in different phases (e.g. from the
identification of needs to the development of a solution and the evaluation of initiatives); using the existing

Figure 1. The eight overall recommendations on structural and organisational levels to reduce ethnic health inequities
based on the Delphi process, with suggestions for actions.

Strategy 4‐D.
Promote policy, systems, and environmental changes designed to improve community conditions.

Goal 5. Enhance implementation of all Healthy Alaskans 2030 priority health objectives and
strategies with a focus on high‐risk, underserved Alaskans.
Each of the 30 Healthy Alaskans 2030 priority health objectives has implementation strategies and
actions. This plan will align implementation of these strategies. Visit the Healthy Alaskans 2030 website
for the current list of implementation strategies and actions for each health objective.

https://www.healthyalaskans.org/alaska‐health‐priorities/strategies‐actions/

Logic Model
Figure 5. Alaska Healthy and Equitable Communities Logic Model

Inputs

 Healthy Alaskans 2030
 $36 million for Alaska

Initiative to Address
COVID‐19 Among High
Risk, Rural, and
Underserved Alaskans
through June 2023

 Healthy and Equitable
Communities Strategic
Plan

 DPH Healthy and
Equitable Communities
Unit

 Healthy and Equitable
Communities
Committee

 Regional and Local
governments

 Community, tribal, and
regional partners

 Community
grantmaking
organizations

Strategies

 Work with community
partners to fund and
implement activities on
the Alaska Initiative to
Address COVID‐19
Among High Risk, Rural,
and Underserved
Alaskans Work Plan and
the Healthy and
Equitable Communities
Strategic Plan

 Work with community
partners to develop,
fund and implement
local Healthy and
Equitable Communities
plans

 Enhance outreach,
engagement, and reach
of Healthy Alaskans
2030

 Form Healthy and
Equitable Communities
Committee and begin
regular meetings

 Develop working
partnerships with grant
makers, governments,
tribal, and community‐
based organizations to
support implementation

Short‐ and
Mid‐term Outcomes

 Increased access to
COVID‐19 testing,
vaccination, contact
tracing, and prevention
among higher risk
underserved community
groups

 Increased capacity and
partnership of and among
local, regional, tribal, and
state organizations to
address and prevent
COVID‐19 and other
health concerns among
high risk underserved
Alaskans

 Improved COVID‐19
health outcomes among
high risk underserved
Alaskans

Long‐term
Outcomes

Improved health
outcomes among high
risk and underserved
Alaskans for all
HA2030 health
objectives

Alaska Healthy and Equitable Communities Strategic Plan | December 2021 12

SECTION 3: PEOPLE EXPERIENCING INEQUITIES
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2. STRATEGIC PRACTICES 
a) Strategic Practices framework28
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3. LEIMBIGLER ET AL. SOCIAL, POLITICAL, COMMERCIAL, AND CORPORATE DETERMINANTS OF RURAL HEALTH 
EQUITY IN CANADA: AN INTEGRATED FRAMEWORK 
a) Integrated determinants of health framework for rural health equity29(p752)

Determinants of rural health equity

Rural populations in Canada currently experience a unique set
of challenges, with many communities historically disadvan-
taged due to age, geography, experiences with political sys-
tems, and challenges faced by rural and remote Indigenous
communities in particular (Wilson et al., 2020). Rural settings
can create conditions that exacerbate disparities for ethnic and
racial minorities. The proposed integrated determinants of
health framework (Fig. 1) allows for inter- and intradisciplin-
ary work that systematically combines aspects of social, po-
litical, corporate, and commercial determinants. Centering
health equity actors as well as corporate actors who are in-
volved in policymaking processes in Canada, particularly in
rural Canada, can help address issues in rural and remote
areas. Figure 1 illustrates the ways in which the four sets of

determinants of health are connected and overlap. The “per-
sonal” and “community” attributes illustrate how rural health
equity, or the conditions under which individuals have access
to resources that create opportunities for health, is impacted by
these factors, as well as the four determinants.

Based on the integrated determinants of health framework,
we propose four sets of strategic recommendations to inform
policy-makers, practitioners, corporate stakeholders, and
community leaders to continue working towards health equity
in rural Canada (Table 2). For instance, it is important to
diligently develop a rural-oriented health care and market sys-
tem to ensure rural populations’ equitable access to health
services and healthy goods. Creating inclusive and respectful
intra- and inter-community networks with key stakeholders
and organizations is critical to address health and health
care–related challenges. Collaboration and creativity are

Fig. 1 Integrated determinants of health framework for rural health equity

Table 2 Strategic recommendations for implementing the integrated determinants of health framework

Focus Strategic recommendations

Intra- and inter-community networks Develop an inclusive and diverse network to identify and co-define barriers faced by rural
and remote communities in Canada.

Multidisciplinary and multisectoral collaboration Leverage resources and capabilities through multisectoral and multidisciplinary collaboration
in policy-making, research and development, program implementation, and impact assessment.

Rural-oriented frameworks Mobilize corporate and health policy-makers to move beyond the “urban-centric” and “cost-benefit”
mentalities and co-create a resilient and sustainable “rural-oriented” framework for residents in
rural and remote Canada.

Innovation Explore new forms of governance, organizations (e.g. social enterprise), platforms, and innovation
(e.g. social innovation) to address rural health equity–related challenges.

752 Canadian Journal of Public Health (2022) 113:749–754
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4. NORTH WESTERN MELBOURNE PRIMARY HEALTH NETWORK. ACCESS AND EQUITY FRAMEWORK: A FRAMEWORK FOR 
IMPROVING HEALTH EQUITY IN THE NORTH WESTERN MELBOURNE PHN REGION, JULY 2021 TO JUNE 2024 
a) Access and Equity Framework30(p6)

5. ONTARIO HEALTH. ONTARIO HEALTH’S EQUITY, INCLUSION, DIVERSITY AND ANTI-RACISM FRAMEWORK   
a) Ontario Health’s Equity, Inclusion, Diversity and Anti-Racism Framework31(p1)

1.0 Framework at a glance
The North Western Melbourne Primary Health Network (NWMPHN) Access and 
Equity Framework provides a foundation for identifying health inequality in the 
NWMPHN region and describes the key priority areas for action. 

The access and equity 
framework aims to…

Embed approaches that 
address health inequities to 
improve access to health 
services for all community 
members, especially those 
who need it most and 
are at greatest risk of poor 
health outcomes.

Guiding approaches and 
principles informing the 
framework include…

•  Human rights based approach 
to health

•  Social determinants of health

•  Community participation and 
co-design

• Cultural safety and inclusion

•  Intersectionality

•  Accountability

Access 
and equity 

priority areas

Show leadership 
and commitment 
to equity as a 
strategic priority

 Embed equity 
into everything 
we do

Use data and 
evidence to 
support action

Access and equity priority areas are…

Access 
and equity 

enablers

Guiding 
approaches 
& principles

Priority 
Area 5

Priority 
Area 4

Priority 
Area 3

Priority 
Area 2

Priority 
Area 1

Engage with 
communities including 
people with lived 
experience and partner 
with collaborators

Build capacity 
and skills

Vision

 A healthy 
community, 
a healthy system

Mission

Better care, 
every day 
in every way

Equity 
Respect
Collaboration
Innovation

Values

Page 6 | NWMPHN Access and Equity Framework | Version: 1

Ontario Health’s Equity, 
 Inclusion, Diversity and   
Anti-Racism Framework
With a focus on addressing anti-Indigenous and anti-Black racism

For more information, go to: ontariohealth.ca

11 Areas of Action

Identify Clear Accountability 
Establish and assign “who” is responsible for “what”

Represent and Reflect Ontarians 
Strive for all levels of the organization to reflect the communities served

Include and Engage Key Voices 
Listen to the staff and communities and include their ideas and feedback into the 
design, delivery and evaluation of programs and services

Address  Racism Focus on  Anti-Indigenous  and Anti-Black  Racism 
Identify and address discriminatory practices and procedures in all forms and all levels 
using targeted approaches

Reduce  Disparities 
Use data and best practices to establish standards, identify disparities and implement 
corrective action through a focus on access, experience and outcomes for the population

Contribute  to Population  Health 
Work with other arms of government and agencies in planning services to improve the 
health of the population

Report  and Evaluate  to Drive  Improvement 
Publish Framework metrics publicly with all reports including an equity analysis

Collect, Report, and Use Equity Data 
Set up systems and supports to collect, analyze, and use equity data to report 
findings and inform future decisions

Embed in Strategic Plan 
Ensure efforts to address equity, inclusion, diversity, anti-Indigenous and anti-Black 
racism are at the highest priority for the organization

Partner to Advance Indigenous Health Equity  
Recognize that strong relationships with Indigenous leadership and communities - founded 
on respect, reciprocity, and open communication — are critical in ensuring that the new 
health care system in Ontario reflects and addresses the needs of Indigenous peoples.

Invest in Implementation 
Apply the financial and people resources needed for success and ongoing sustainability

Represent 
and Reflect 

Ontarians
Include 

and Engage 
Key Voices

Reduce
Disparities

Address
Racism
Focus on

Anti-Indigenous 
and Anti-Black 

Racism

Report 
and Evaluate 

to Drive 
Improvement 

Contribute 
to Population 

Health 

Identify Clear 
Accountability Collect, Report,

and Use 
Equity Data  

Partner to 
Advance 

Indigenous
Health Equity

Embed in 
Strategic Plan

Invest in 
Implementation 
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6. PAULY ET AL. REORIENTING HEALTH SYSTEMS TOWARDS HEALTH EQUITY: THE SYSTEMS HEALTH EQUITY LENS 
a) Systems Health Equity Lens (SHEL)32(p1)

7. PETERSON ET AL. THE HEALTH EQUITY FRAMEWORK: A SCIENCE- AND JUSTICE-BASED MODEL FOR PUBLIC HEALTH 
RESEARCHERS AND PRACTITIONERS 
a) Health Equity Framework33(p743)

Reorienting Health Systems Towards Health Equity 

The Systems Health Equity Lens 
Improving population health outcomes requires reorienting health systems towards health equity. The Systems Health 
Equity Lens (SHEL) was developed as part of the Equity Lens in Public Health (ELPH) program of research with this 
aim. It is founded on public health values of social justice, to support health equity action across health systems. The 
SHEL is designed to inform health system planning and actions using a socio-ecological model to shift the health 
system towards health equity as a value, priority and set of actions across all levels. This will result in a more equitable 
health system, and ultimately reduce inequities and improve population health.  

Health equity means 
addressing unfair and unjust 
conditions so that everyone 
can attain “the highest level 

of health possible”1,2.  
 

1/24/24, 11:15 AM The Health Equity Framework: A Science- and Justice-Based Model for Public Health Researchers and Practitioners

https://journals.sagepub.com/doi/epub/10.1177/1524839920950730 3/7

Equity at the Core of Health Outcomes

The framework defines “health equity” as having the personal agency and fair access to resources and
opportunities needed to achieve the best possible physical, emotional, and social well-being. Many traditional
public health interventions aim to modify an individual’s personal agency to improve outcomes. These
interventions may focus on increasing knowledge, skills, and self-efficacy among individuals to adopt and
maintain health-promoting behaviors. These approaches on their own, however, fail to address the upstream
social determinants that prevent individuals and communities from achieving optimal health outcomes.

Communities must also have fair access to resources and opportunities that facilitate positive physical,
emotional, and social health, including education, health services, and housing as well as support systems, safe
environments, and social capital. The HEF recognizes that resources and opportunities are not distributed
equally across populations and access is impeded by institutional and interpersonal biases, such as racism,
sexism, classism, homophobia, transphobia, and ableism. Left unmitigated, unequal access to resources and
opportunities leads to health inequities, defined as the systematic and preventable differences in health outcomes
closely linked to social, economic, and environmental conditions.

The HEF intentionally centers on health outcomes at a population-level—rather than the individual—in
order to elevate and shift our understanding of and attention to health equity. Targeting the factors that affect
both access to resources and opportunities and the personal agency to act on those opportunities are crucial for
achieving health equity. Framed this way, the HEF encourages researchers and practitioners to think beyond
traditional individual-level approaches to assess and identify their gaps in acknowledging and addressing factors
from multiple spheres of influence.

Multiple, Interacting Spheres of Influence

Figure 1 The Health Equity Framework
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8. RUDOLPH ET AL. CLIMATE CHANGE AND HEALTH INEQUITIES: A FRAMEWORK FOR ACTION 
a) Pathways for health inequities and climate change health effects34(p435) 

9. RUDOLPH, ET AL. CLIMATE CHANGE, HEALTH, AND EQUITY: A GUIDE FOR LOCAL HEALTH DEPARTMENTS 
a) Climate Change, Health, and Equity framework35(p5)

d Low-carbon fuels and vehicle fuel efficiency standards
reduce transportation GHGE and disease-causing air
pollution from vehicle emissions, such as particulate
matter and nitrous oxide.87,88

d Switching to clean energy sources yields significant
reductions in ambient and household air pollution,
with concomitant reductions in respiratory and car-
diovascular disease and childhood mortality.89

d Reducing meat consumption would have significant
benefits for health and the environment, while also
reducing GHGEs.90,91

d Increasing tree canopy, urban greening, and green
infrastructure yield significant benefits on many
frontsdreduced air pollution, ground water filtration
and replenishment, reduced flood risk, lower energy
expenditures, green spaces for physical activity and
food production, reduced urban heat islands,
decreased crime rates and violence, and sequestration
of carbon dioxide.92,93

d Some preparedness programs have explicitly incorpo-
rated strengthening of community social networks
with ancillary mental and other health benefits, and
disaster recovery and rebuilding has fostered com-
munity engagement in efforts to reduce health ineq-
uities and racial segregation.94

d Revenues from policies that place a price on carbon
can be used to invest in disadvantaged communities to

foster community economic development and climate
resilience and to improve living conditions to promote
health and reduce health inequities.95,96

A few climate strategies have potentially adverse
consequences on health (called coharms) or may
exacerbate health inequities. For example, produc-
tion of biofuels from food crops may increase food
prices or increase pressures on indigenous popula-
tions’ access to land and water resources. Geo-
engineering is associated with substantial risks; for
example, injecting sulfur dioxide into the earth’s
atmosphere to produce global cooling could alter
global rainfall patterns, with significant food
production effects. Carbon cap-and-trade could
perpetuate exposure of fence-line communities to
stationary air pollution sources. Increased ground-
water withdrawal as an adaptation to drought may
lead to increased saline incursion into groundwater
aquifers.88,97-102

D I S CU S S I ON

Climate change has direct effects on human health
and well-being: It exacerbates our existing health

Figure 5. Climate change and health: A framework for action.

Rudolph and Gould A n n a l s o f G l o b a l H e a l t h , V O L . 8 1 , N O . 3 , 2 0 1 5

Climate Change and Health Inequities
M a yeJ u n e 2 0 1 5 : 4 3 2 – 4 4 4

440

5

HEALTH EQUITY AND CLIMATE CHANGE

Health Equity: Some Definitions 
Health equity means that everyone has a fair and just opportunity to be as healthy as possible. 
This requires removing obstacles to health such as poverty, discrimination, and their consequences, 
including powerlessness and lack of access to good jobs with fair pay, quality education and 
housing, safe environments, and health care.2

Systems, social and structural inequities, and institutional power impact our environment, living 
conditions, behavior, and how we function as a society. 

• Systems3  are a collection of parts—physical structures, people, and organizations—that 
interact to provide an important function. Farms, farmers, packing plants, food inspectors, 
restaurants, and truckers all play a role in our food system. Social and structural inequities and 
powerful institutions interact to shape the systems that determine living conditions, human 
impacts on the climate, other environmental impacts, and health outcomes.

• Social and Structural Inequities4 refers to the historical disenfranchisement and unequal 
distributions of power, money, and resources that are often associated with class, race, ethnicity, 
place, immigration status, gender, and sexual orientation. These inequities are perpetuated by 
hierarchies in power through mechanisms rooted in key institutions and processes.5

• Institutional Powers6 and authorities (such as corporations, governments, school systems, 
and large NGOs) make decisions that impact the physical environment and shape the societal 
distribution of health-promoting resources and opportunities (e.g. parks, grocery stores, 
education, childcare, medical care, jobs). People in institutions and their decisions and actions 
are influenced by social values and mores that perpetuate inequities. 

Figure 2.1.1: Climate Change and Health
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10. VICTORIAN HEALTH PROMOTION FOUNDATION. FAIR FOUNDATIONS: THE VICHEALTH FRAMEWORK FOR HEALTH EQUITY  
a) VicHealth Framework for Health Equity36(p3)

impacts and outcomes of their work together, with the ultimate goal of
strengthening partnerships’ efforts to promote health equity.

Fig. 1 displays the integration of the four dimensions of health
equity evaluation from the HIA literature described above with an ex-
isting conceptual framework for evaluating CBPR partnership dynamics
(Israel et al., 2013b; Schulz et al., 2003, 2017). This synergistic fra-
mework adapts and extends previous work suggesting that a partner-
ship’s ability to reach its long-term outcome objectives for effectiveness
and equity is shaped by intermediate measures of partnership effec-
tiveness and equity (Heller et al., 2014; Lasker & Weiss, 2003; Schulz
et al., 2003, 2017; Sofaer, 2003). Working from left to right, we de-
scribe the major components of the model, and discuss the intermediate
and long-term outcome measures that have been integrated into the
model based on the equity dimensions described by Heller et al. (2014),
providing the rationale and relevant literature supporting each di-
mension. Specifically, we focus our discussion on five equity dimen-
sions, bolded in Fig. 1: 1) a focus on equity in partnership processes; 2)
a focus on addressing health equity; 3) capacity and ability of com-
munities facing health inequities to engage in future partnerships and
decision-making; 3) shift in power benefitting communities facing in-
equities; and 4) reductions in health inequities and inequities in the
social and environmental determinants of health.

3.1. Group dynamics characteristics of equitable partnerships

As noted above, Fig. 1 builds on earlier conceptual models that
place group dynamics at the center of effective efforts to promote health
equity (Israel et al., 2013b; Schulz et al., 2003, 2017). This model

highlights group dynamics characteristics including shared leadership,
two-way communication, and constructive conflict resolution that have
been previously demonstrated to influence group effectiveness
(Johnson & Johnson, 2017). Such processes focus on explicit strategies
that promote equitable engagement and have been demonstrated to
strengthen relationships, improve the quality of decision-making, pro-
mote group cohesion, and increase effective change (Johnson &
Johnson, 2017). Formal structures that clearly delineate roles for
partners and processes for working together can improve group dy-
namics within partnerships with a history of mistrust among those in-
volved (e.g., tribal communities whose treaties with the U.S. govern-
ment have been broken; communities that experience systematic
disinvestment and exclusion from educational opportunities) (Becker
et al., 2013; Minkler & Wallerstein, 2008; Yonas et al., 2013).

Fig. 1 suggests that group dynamics are shaped by the structural
characteristics of groups (e.g., membership, complexity) as well as
historical and geographic contexts within which they exist. As one ex-
ample, Wallerstein et al. (2008) suggest that more culturally diverse
partnerships may face particular challenges with group dynamics as-
sociated with differences in interactional styles and historical patterns
of intergroup relationships (e.g., colonization, class or racial hier-
archies). As explained by Chavez, Duran, Baker, Avila, and Wallerstein
(2008) and Minkler (2004), historical trauma, institutionally and per-
sonally mediated racism, internalized oppression, and differences in
priorities and reward structures for research can produce tensions be-
tween community partners and outside researchers. These tensions may
lead to: fear of speaking up about oppression due to mistrust of re-
searchers; deference to dominant group norms; and perpetuation of

Environmental Characteris cs 

• Previous Collabora on 
• Community Response to Problem
• Geographic/Cultural Diversity 

• Socioeconomic Determinants of Health 
• Challenges/barriers (e.g. ins tu onal policies, me constraints)

Structural 
Characteris cs 
• Membership
• Complexity
• Formaliza on 

Group Dynamics Characteris cs of 
E ec ve and Equitable Partnerships1

• Shared leadership, including task, 
and maintenance leadership 
behaviors

• Mul -direc onal, open 
communica on

• Recogni on of con icts and 
construc ve con ict resolu on

• Coopera ve development of goals 
and shared vision 

• Par cipatory decision making 
processes that are exible and use 
consensus for important decisions

• Agreed upon problem-solving 
processes

• Shared power, in uence, and 
resources

• Development of mutual trust
• Collabora ve evalua on of both 

task/goal and process objec ves
• Well-organized mee ngs with 

collabora vely developed agendas 
and facilita on consistent with 
these characteris cs (management)

Partnership 
Programs and 
Interven ons 

Intermediate Measures of Partnership E ec veness and Equity1

• E ec veness of the group in achieving its goals 
• Personal, organiza onal, and community bene ts of par cipa on 
• Focus on equity within partnership processes:3

• Issues analyzed are community-iden ed and relevant  
• Response to community concerns in ac on strategies and 

recommenda ons are generated by the partnership 
• Use of community knowledge and experience as evidence in 

analyzing health equity impacts 
• Focus on addressing health equity3

• Focus on equity in partnership goals, research ques ons, 
and methods

• Analysis of the distribu on of health and equity impacts 
across the popula on 

• Capacity and ability of communi es facing health inequi es to 
engage in future partnerships and decision-making:3

• Knowledge and awareness of decision-making processes
• Capacity to in uence decision-making processes, including 

the ability to plan, organize, fundraise, and take ac on 
within the decision-making context  

• Extent of member involvement
• Meaningful involvement of communi es facing inequi es3

• Member par cipa on at mee ngs 
• Joint dissemina on of ndings and recommenda ons to community 

and academic audiences:
• Dissemina on using a range of culturally and linguis cally 

appropriate media and pla orms3

• Shared ownership and cohesiveness/commitment to collabora ve 
e orts

• Shared resources among all partners
• Shi  in power bene ng communi es facing inequi es:3

• Community in uence over decisions, policies, partnerships, 
ins tu ons, and systems that a ect health 

• Transparency, inclusiveness, and collabora on with the 
community on the part of government and ins tu ons 

• Group and community empowerment: future expecta ons of 
e ec veness

• Bridging Social Ties2

• Synergy2

Long-Term Outcome Measures of 
Partnership E ec veness in Crea ng 
Equity1

• Achievement of program and policy 
objec ves (e.g., collabora ve problem 
solving2, quality of life, health)

• Reduced health inequi es and 
inequi es in the social and 
environmental determinants of 
health:3

• Improvement in social and 
environmental condi ons 
within communi es facing 
inequi es 

• Decreased di eren al in social 
and environmental condi ons 
between communi es facing 
inequi es and other 
communi es

• Improvements in physical, 
mental, and social health issues 
within communi es facing 
inequi es  

• Decreased di eren al in health 
outcomes between 
communi es facing inequi es 
and other communi es

• Ins tu onaliza on of programs and/or 
partnerships 

Fig. 1. Conceptual Model for Evaluating Equity Within the Context of CBPR Partnerships.
1. Based on Schulz et al. (2003).
2. Adapted from Israel et al., 2013b and Schulz et al. (2017).
3. Bolded items are derived from Heller et al. (2014).

M. Ward et al. Evaluation and Program Planning 70 (2018) 25–34
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11. WARD ET AL. A CONCEPTUAL FRAMEWORK FOR EVALUATING HEALTH EQUITY PROMOTION WITHIN COMMUNITY-BASED 
PARTICIPATORY RESEARCH PARTNERSHIPS 
a) Conceptual model for evaluating equity within community-based participatory research partnerships37(p28)
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1. FREEMAN ET AL. A FRAMEWORK FOR REGIONAL PRIMARY HEALTH CARE TO ORGANISE ACTIONS TO ADDRESS HEALTH 
INEQUITIES 
a) Framework for assessing regional primary health care organizations’ actions on health equity38(p570)

2. GUICHARD ET AL. ADAPTING A HEALTH EQUITY TOOL TO MEET PROFESSIONAL NEEDS (QUÉBEC, CANADA) 
a) Reflex-ISS tool for considering social inequalities in health (SIH) in population health interventions39(pe72)

SECTION 4: BROAD POPULATION FOCUS WITH REFERENCE TO MULTIPLE 
DIFFERENT EQUITY-DENIED GROUPS

conditions, and contributions to broader advocacy

addressing political and social determinants of health

inequities.

The last two columns suggest potential health equity

benefits of strategies, all contributing to the goal of

reducing health inequities in the region. While strategies

are presented alongside each other, this does not mean they

are equally weighted, or equally likely to be implemented.

Further down the framework, strategies reflect a more

comprehensive, social view of health, working on more

upstream determinants, and require the PHC organisation

to view social determinants as legitimately within their

remit. Such strategies may face more challenges to

implementation in biomedically driven health systems

(Baum et al. 2013), but may have the greatest power to

alter health inequities (Commission on Social Determi-

nants of Health 2008). We also acknowledge that in

practice, strategies are not as easily demarcated, nor out-

comes as linear as the framework implies—single pro-

grams may include multiple strategies, and contribute to

multiple goals.

Below, we present findings from applying this frame-

work to Medicare Locals, starting with the extent to which

equity featured as a goal in Medicare Local strategic

planning, then the extent to which they collected data on

health inequities, and actions Medicare Locals undertook to

address health inequities.

Equity as a goal

Equity did not feature in policy during the establishment of

Medicare Locals (Commonwealth of Australia 2011). The

objectives for Medicare Locals set by the Australian

Government (2011) were to: (1) improve patient journeys;

(2) provide support to clinicians and service providers; (3)

identify health needs and develop locally focused and

responsive services; (4) facilitate implementation of PHC

initiatives; and (5) be efficient, accountable, effective, and

well governed.

Only one point under objective 3 mentioned equity—

stipulating looking at service gaps, strategies to improve

health, and service quality ‘‘in local area populations,

including for disadvantaged or under-serviced population

groups’’ (Australian Government 2011).

In contrast, three quarters of available strategic plans

(37/50, 74%) included references to equity in their mission,

values, strategies, and/or objectives. Some Medicare

Locals used the terms equity, inequities or equitable, while

others referred to ‘inclusive’ or ‘social inclusion’, or pri-

oritising population groups experiencing disadvantage.
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theoretical knowledge and international recommenda-

tions regarding SIH into action (National Collaborating

Centre for Determinants of Health, 2014). Although cer-

tain actions are taken to attempt to remedy SIH, there

has been limited discussion of the conditions that could

make these actions more effective.

Brassolotto et al. (2014) suggest that the observed iner-

tia in action on SIH is not so much related to a lack of

knowledge about SIH, but rather is mainly due to the

clashing of several different conceptions in the field, con-

ceptions that are built over time, often institutionally con-

ditioned and internalized by professionals, something they

term ‘epistemological obstacles’. In sum, in a context of

multiple constraints and influences, Masuda and colleagues

(Masuda et al., 2014; Masuda and Phipps, 2016) propose

that it is necessary to evolve toward a model of knowledge

transfer focused on equity and based on critical examina-

tion of the institutional conditions within which knowl-

edge is produced and on a movement toward reflexive

professional practices. Action on equity and the develop-

ment of related professional competencies require a more

collaborative critical and reflexive model (Masuda et al.,

2014), focused on ‘how to act’. This means developing

tools or resources that enable stakeholders to develop a

collective understanding (between sectors, groups and indi-

viduals) of what constitutes the problem, and to find com-

mon ground as to potential approaches, measures to be

implemented jointly, and how to carry them out.

It was in part in response to these findings that a first

experimental version of the Reflex-ISS tool was dissemi-

nated in France in 2010 (Guichard and Ridde, 2010).

The aim of this tool, which is more accurately a process

for action (Guichard et al., in press), is to initiate

and support a systematic collective discussion about

health promotion interventions to ensure they take SIH

into account. It is a team analysis and discussion

tool addressed to all stakeholders (professionals, manag-

ers, physicians, community organizers, elected officials,

decision-makers, etc.) involved in the development,

implementation and evaluation of population health

interventions. It focuses on reflexive and constructive

professional work practices (Tremblay and Parent,

2014), wherein the actors involved in an intervention

collectively analyse how they perceive and take into

account SIH in their interventions and together

define realistic and pragmatic paths for improvement.

It takes the form of a list of 42 essential analysis ele-

ments (criteria) that cover five aspects of interventions—

planning, implementation, evaluation, sustainability and

empowerment, to be considered by the team in order to

successfully conduct an intervention that takes SIH into

account (Ridde, 2012). Table 1 summarizes the main

discussion elements contained within these five sections.

For each criterion, the team analysing a project is asked

to provide a reasoned and contextual pragmatic assess-

ment Glasgow and Riley (2013) of how the project takes

that particular SIH aspect into consideration.

Notwithstanding the highly structured format, the tool

is above all an invitation for the stakeholders to discuss

and reflect on the intervention being analysed. It can be

used when conducting coordinated planning, adjusting

an existing intervention, implementing it, evaluating its

Table 1: Summary of key discussion elements under the five sections of Reflex-ISS

Areas Key discussion elements

Planning • Identifying SIH issues, the target subgroups, the problems faced, the context and social determinants of

health(SDH) involved

• Searching for sources of information

• Framing the intervention objectives in terms of an action plan to address SDH

• Involving target subgroups and stakeholders

Implementation • Adopting work methods that encourage participation of target subgroups and stakeholders

• Defining roles, tasks and responsibilities

• Sharing leadership

• Supporting the acquisition of knowledge and competencies

• Adapting the intervention and making it accessible according to the different levels of literacy of target

subgroups

Evaluation • Integrating the evaluation plan into all phases of the intervention

• Ensuring participation at all stages of the evaluation

• Establishing a process to assess long-term effects and undesirable outcomes

Sustainability • Activities to ensure the intervention results are sustainable

• Putting in place human, organizational, and financial resources to support the intervention in the long term

Empowerment • Activities aimed at developing self-esteem, critical awareness, competencies and participation of target

subgroups and stakeholders
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3. ROUVINEN-WILENIUS ET AL. FINNISH NGOS PROMOTING HEALTH EQUITY IN THE CONTEXT OF WELFARE ECONOMY 
a) Equity and welfare economy criteria within the resource-oriented paradigm for health equity40(p653)

1. DALEY ET AL. A FRAMEWORK FOR ENHANCING ACCESS TO EQUITABLE HOME CARE FOR 2SLGBTQ+ COMMUNITIES 
a) Two-Spirit, lesbian, gay, bisexual, transgender, queer, non-binary, and intersex (2SLGBTQ+) home care access and equity framework41(p8)

level of operation. The smallest sphere at the bottom de-

scribes the criteria that are closest to the health equity at

individual level. The next one pertains to organizational

and community actions promoting health equity, and

the largest one encompasses the societal level of welfare

economy strategy.

Figure 1 illustrates the totality of health equity and

welfare economy criteria within the resource-oriented

paradigm for health equity.

The criteria 1–4 describe the state of health equity at

the individual level. These criteria focus on the skills, re-

sources and capacities of individuals that are members

or customers of the NGOs with a view to ensuring better

health equity. The aim is to promote awareness of how

to utilize personal resources (health literacy, social capi-

tal, involvement, sense of community) and those of the

community (health promoting services, economical pos-

sibilities, social environment, lifestyle, physical environ-

ment) when making choices.

The 10 criteria of welfare economy strategy (‘WE’)

are integrated into the 16 health equity criteria (‘E’).

The welfare economy strategy is one way to approach

social change in a controlled manner. The first of the

three key elements of the welfare economy strategy is

advocacy. Advocacy consists of activities, undertaken by

individuals or a group such as an NGO, that aim to in-

fluence decisions within political, economic and social

systems and institutions. The purpose of the welfare

economy strategy is to enforce the effectiveness of

NGOs as players in policy making process.

Many NGOs have as their mission to represent the

interest of certain segments of the population. Key as-

pects of their advocacy therefore cover also issues of

health equity. On the societal level, NGOs make visible

their social contribution and the services they provide

for the society. This activity is embodied in WE criteria

1, 2, 5 and 10 (Table 2).

The health equity criteria 9, 10, 12 and 16 (Table 1)

apply to interest representation and advocacy. Their ob-

jective is to secure equal opportunities to attain re-

sources, abilities, skills and information on health equity

(power resources). These goals can only be achieved if

the NGO works towards ensuring that the determinants

of health equity are strengthened by social and political

decision making. One important idea behind these crite-

ria is that the NGO must ensure that participation in its

operations promotes involvement and a sense of com-

munity. Hence, operations of the NGO promote and

strengthen a vibrant civil society.

In the advocacy the goals of NGOs are sufficient in-

vestments to safeguard services, promotive and preven-

tive action, employment, education and participation. In

other words, the NGOs promote and strengthen the re-

sources and abilities of individuals and community to es-

tablish equity. In practice this means that we have in

the society sufficient health promotion services, equal

Fig. 1: Illustration of the Equity and Welfare Economy criteria within the resource-oriented paradigm for health equity.
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this disconnect between the individual service provider and organization dynamics contributes to
unintentionally disinviting or non-affirming care. Service providers or organizations may at times
provide affirming care; however, unless they understand the complexity of dynamics which shape
consistently affirming care, care is unintentionally inviting and the organization lacks awareness of
how to improve the quality of care [46].
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Figure 1. Two-Spirit, lesbian, gay, bisexual, transgender, queer, non-binary, and intersex (2SLGBTQ+)
home care access and equity framework.

The second component is six indicators of access to care for 2SLGBTQ+ people:
community engagement, leadership, environment, policies and processes, education and training,
and programs and services. Each of the six indicators has evaluation prompts that take into account
dynamics of power and privilege that can assist organizations to undertake systematic self-assessments
of their policies, programs, and services along the invitational continuum and to consider change
strategies to enhance their capacity to provide consistently inclusive, affirming care for 2SLGBTQ+
people—that is, intentionally inviting care. As integrated components, the invitational continuum and
the six indicators of access to care are implemented vis-à-vis the A&E Framework to reflect how service
users might perceive and/or anticipate care as inviting or disinviting, as well as factors related to how
the provider is situated with respect to inviting or disinviting interactions with clients. Attention to
strategies at both the individual service provider and organizational levels is needed.

For example, an assessment of the organizational environment along the invitational continuum
would use assessment prompts that are crafted specifically to focus on the organizational environment,
broadly defined (Table 1) as an organizational environment that moves toward intentionally inviting
care when practices are in place that affirm 2SLGBTQ+ people through the use of inclusive language
on brochures and intake forms; ensure positive images of 2SLGBTQ+ people on the organization’s
website and written materials; hire openly self-identified 2SLGBTQ+ employees across all levels of
the organization; and engage in 2SLGBTQ+ health equity advocacy, among other practices. In the
absence of all or some of these practices, services users may experience an organization as intentionally
disinviting or unintentionally disinviting, prompting their perception of discriminatory care and
harmful care interactions and environments.
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2. RESTAR ET AL. EXPANDING GENDER-BASED HEALTH EQUITY FRAMEWORK FOR TRANSGENDER POPULATIONS 
a) Expansive gender equity continuum42(p3)

Toward an Expansive Gender Equity
Continuum Model
To make trans people explicitly visible in health pro-
grams, services, and policies, we propose an expansive
gender equity continuum model (Fig. 1). This model
expands the WHO’s GRS,6 which defines equity on a
continuum from gender unequal to gender transforma-
tive, to include an additional dimension of gender ex-
pansive from exclusive (i.e., considers and recognizes
cisgender identities only) to inclusive (i.e., considers
and recognizes trans people, including people with
nonbinary gender identities). By identifying these inde-
pendent axes, this model recognizes that a program-
matic or policy approach to gender and health could
be highly transformative (i.e., addresses the causes of
gender inequity) but may fail to be equitable noncis-
gender populations, as we have argued is the case for
many existing programs and policies. Alternatively, a
program or policy can be inclusive yet promote prac-
tices that are merely sensitive but not truly transforma-

tive. For example, this may include a program that
delivers quality health services to cisgender and trans
populations but does not address underlying causes
of gender-based health services inequities such as lack
of health insurance coverage for hormone therapy or
gender affirmation surgery. The proposed model,
therefore, retains the previous model and adds a critical
component of gender inclusivity2,6—pushing the field
of gender and gender-based health program, services,
and policies toward expansive gender equity.
We provide the following examples of how this

updated framework might be implemented in practice
to improve upon programs, services, and policies that
have historically overlooked trans populations:

1. Microlevel: Solicit, prioritize, and incorporate
feedback from diverse trans stakeholders to iden-
tify blind spots (e.g., unmet health care needs,
barriers to care, lack of representation in health
services and policy spaces, etc.) and improve

FIG. 1. Expansive gender equity continuum. Note: This expansive gender equity continuum is inspired by
previous studies of Pederson et al.2 and the World Health Organization6 frameworks of continuum approach to
action on gender and health.
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