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ABSTRACT

Introduction The development and implementation of
multisectoral policy to improve health and reduce health
inequities has been slow and uneven. Evidence is largely
focused on the facts of health inequities rather than
understanding the political and policy processes. This
5-year funded programme of research investigates how
these processes could function more effectively to improve
equitable population health.

Methods and analysis The programme of work is
organised in four work packages using four themes
(macroeconomics and infrastructure, land use and urban
environments, health systems and racism) related to

the structural drivers shaping the distribution of power,
money and resources and daily living conditions. Policy
case studies will use publicly available documents (policy
documents, published evaluations, media coverage)

and interviews with informants (policy-makers, former
politicians, civil society, private sector) (~25 per case).
NVIVO software will be used to analyse the documents

to see how ‘social and health equity’ is included and
conceptualised. The interview data will include qualitative
descriptive and theory-driven critical discourse analysis.
Our quantitative methodological work assessing the
impact of public policy on health equity is experimental
that is in its infancy but promises to provide the type of
evidence demanded by policy-makers.

Ethics and dissemination Our programme is recognising
the inherently political nature of the uptake, formulation
and implementation of policy. The early stages of our work
indicate its feasibility. Our work is aided by a Critical Policy
Reference Group. Multiple ethics approvals have been
obtained with the foundation approval from the Social and
Behavioural Ethics Committee, Flinders University (Project
No: 6786). The theoretical, methodological and policy
engagement processes established will provide improved
evidence for policy-makers who wish to reduce health
inequities and inform a new generation of policy savvy
knowledge on social determinants.

BACKGROUND
Much progress has been made over the past
few decades in understanding the causes of

Strengths and limitations of this study
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» Theories from political science are applied at each
stage of policy cycle to understand how health equity
is affected by policies in a range of government
sectors, and policy coherence is studied through
systems analysis.

» Detailed qualitative data from policy actors improve
understanding of dynamics of policy formulation,
and implementation processes and innovative
methods are used to quantify the impact of policies
on health equity outcomes.

» Policy-makers are engaged through a Critical Policy
Reference Group to increase direct policy relevance
of research.

» A limited number of sectors are covered in the
research programme.

» Attribution of change in health and health equity to
particular policies remains challenging.

health inequities. Here, we define health
inequities to be differences in health risks
and outcomes caused by avoidable economic,
social and cultural inequalities."

There is a wealth of empirical evidence
showing that inequalities in people’s everyday
living conditions in childhood, family life,
education, employment, their built environ-
ment and healthcare contribute to inequities
in physical and mental health outcomes.”™
Sen’s work highlights that while the mate-
rial nature of these conditions affect health
outcomes, so too does psychosocial disem-
powerment—the sense of control over one’s
life.” Both the material and psychosocial
aspects of people’s daily living conditions
are affected by structural inequities,” which
are reproduced through social, cultural and
economic processes’ including institutional
racism.'"™" These structural factors generate
and distribute power, income, goods and
services and together with daily living
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conditions, constitute the social determinants of health
inequity.

The use of such evidence to inform effective multisec-
toral policy development and implementation to improve
health and reduce health inequities has been slow and
uneven.'® Tt was very encouraging when ministers and
heads of state internationally supported the WHO’s call
to action when they endorsed the recommendations of
the Commission on the Social Determinants of Health
at the 62nd World Health Assembly 2009."7 It is good
that national and international health policies increas-
ingly acknowledge the social determinants and point
towards the need for action in both health and other
policy domains.'"™ The approach of Health in All Poli-
cies has been endorsed by the WHO and the European
Union and there are now country examples and assess-
ment of implementation.”’ Within Australia, there is
recognition of the importance of health equity in poli-
cies although responses tend to be limited.”” There is,
however, broad bipartisan commitment to the Close
the Gap Strategy designed to reduce the gap between
Aboriginal and Torres Strait Islander peoples and other
Australians.”® There is increasing recognition that social
and health equity is the result of policy interactions in
complex systems, where complimentary policy goals and
actions across sectors—policy coherence—are vital but
challenging to achieve.” #® This is particularly relevant in
the era of the 2030 Agenda for Sustainable Development,
where many of the 17 sustainable development goals have
implications for global health inequities, for example,
poverty, promotion of healthy lives, education, gender
equality, water and sanitation, economic growth and
working conditions.*

Despite these encouraging signs, getting effective
action on the daily living conditions that affect health,
for example, urban planning, healthcare and quality
schooling, remains challenging. Even more difficult is
getting action in some of the more politically sensitive
issues that challenge the distribution of power, money
and resources, for example, trade, taxation, infrastruc-
ture and racism.” Arguably, the lack of effective multi-
sectoral policy and action is because a focus on the social
determinants and health equity challenges established
political and policy assumptions and current institutional
norms and practices. Policy processes reflect the ways in
which power is distributed in societies from the initial
stages of getting an issue onto the policy agenda, through
policy formation, policy implementation and evaluation.
The involvement of a wide range of actors including poli-
ticians, policy-makers, community and business groups
with differing and sometimes conflicting objectives goes
to the heart of the raw politics of power.”’ The past three
decades have seen the ascendancy of neoliberal policies
in many countries and the reliance of these policies on
a strong ideology of individualism has made focus on
broader social determinants more difficult.”® This unsup-
portive environment is compounded by the complexity
and boundary crossing nature of the social determinants

of health inequity policy issues, thus making it difficult to

allocate responsibility, obtain coherence between policy

goals and attribute their contribution to changes in the
distribution of health outcomes.

Without being so naive as to think that having the
‘right’ sort of evidence would solve all of these issues, we
believe that evidence does matter but that it has to be
fit for purpose.33 Arguably, the majority of the evidence
base associated with the social determinants is inadequate
to help understand and address fast-changing social and
economic circumstances.” Much evidence is largely at
the technical level, focused on the facts of health ineg-
uities rather than understanding the political and policy
processes.”” *® Many of the conditions and processes that
make for effective policy and action are poorly understood
theoretically and practically, making it very important to
produce evidence that is robust and savvy about policy
and political processes and realities.

It is these evidence and policy challenges that led us
to define the goal of a research programme, the Centre
of Research Excellence (CRE) in Social Determinants of
Health Equity, funded for byears through the Australian
National Health and Medical Research Council as ‘to
provide evidence on how political and policy processes
could function more effectively in order to operation-
alise the social determinants to achieve better and more
equitable health outcomes’. The protocol for the CRE is
described in this paper.

The research questions are:

1. How do different policy actors and institutions shape
the ways by which health equity enters or exits the pol-
icy agenda?

2. What is the coherence/incoherence in a complex
policy system in terms of pursuit of health equity
goals?

3. What mix of actors, values, institutional practices and
systems makes for successful policy implementation
that contributes to health equity?

4. What is the impact of select public policies on the so-
cial distribution of health outcomes?

The specific objectives of the research programme are to:
1. Extend and develop a programme of research fo-

cused on the social determinants of health equity that
is designed to:

i. advance the understanding of what works to im-
prove health equity;

ii. increase understanding of the dynamics between
policy processes and use of evidence under con-
ditions of multiple policy agendas and power in-
equities among stakeholders.

2. Train researchers in the art and science of public pol-
icy research for health equity, putting particular em-
phasis on the translation of the research;

3. Develop formal processes of knowledge exchange re-
lating to effective action on the social determinants of
health equity.
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Figure 1 CRE Health Equity research programme framework. CRE, Centre of Research Excellence; NSW, New South Wales;

SA, South Australia; SDH, social determinants of health.

Analytical framework
Our overarching analytical framework (figure 1) draws
on a plurality of theories and methods from political
and social sciences and public health, taking a highly
innovative and necessarily conceptually and analytically
complex approach. The adoption of this pluralistic theo-
retical approach is a response to our growing sense that
the methodological toolkit traditionally used by public
health is limited for these sorts of policy questions and
also responds to recent calls for public health to pay more
attention to the insights that can be gained from political
science in terms of the ways in which policy is enacted and
implemented.* 5

Policy theory is central to the work, guiding our explo-
ration of the ways in which issues get on the policy agenda
and are acted on,38_40 and the individual, institutional
and system capacity required for successful implementa-
tion." We incorporate sociological analyses of changes
in the pace and nature of policy-making, with the 24/7
cycle shifting decision-making away from consultative
processes towards structures that favour executive elites.*
The CRE applies the theories of Bourdieu, Harvey and
Sen”™ to understand how inequities in the distribution of
structural factors affect individual agency® and so health,
and how empowerment increases the ability of individuals
to develop health-promoting capabilities.** Given that
the most glaring health inequity in Australia is that of the
10-11year life expectancy gap between Aboriginal and
Torres Strait Islander Australians and other Australians,45
we will pay particular attention to ways in which racism

affects the ways in which social determinants of health
operate in Australian society. Each work programme will
give consideration to this topic and the case studies on
the Northern Territory Intervention, Primary Healthcare
and the Closing the Gap strategy will especially focus on
the impact of racism. We will also consider the develop-
ment and impact of mainstream policies on Indigenous
Australians and undertake research on the social deter-
minants of Indigenous health and Indigenous specific
policies.”” Indigenous health knowledge is based on
collective/holistic principles rather than individual/
reductionist principles, and this different theoretical
basis will contribute to our understanding of evidence
and policy development and implementation.47 One of
our particular aims is to work at the ‘Knowledge Inter-
face™ and integrate indigenous ways of seeing and doing
with western scientific ways to understand reasons for
policy uptake, formulation and implementation.

METHODS

The programme of work is organised around the policy
process in four work packages (WP) using four thematic
areas (macroeconomics and infrastructure, land use
and urban environments, health systems and racism)
(figure 1). In the CRE, we cannot study every possible
health determinant and consequently have selected four
themes, three of which relate to the structural drivers that
shape the distribution of power, money and resources,
and which affect people’s daily living conditions. The
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fourth is important because the health of Indigenous
peoples highlights an extreme inequity and enables us to
examine the intersection of historical and contemporary
policies and the ways in which they are underpinned by
racism. Our research team consists of 10 chief investiga-
tors, 2 of whom (FB and SF) are the codirectors of the
centre. Six research staff are employed (equivalent to 5.4
full-time equivalent over the byears of the centre). The
Centre also has six overseas and four Australian associate
investigators. Theywill be primarily involved in our annual
retreat with each committed to visiting at least once. The
main policy actor input will be through our Critical Policy
Reference Group (CPRG). Using these thematic areas,
we will provide evidence on how the policy processes can
be navigated more effectively to operationalise action on
the social determinants of health equity. Figure 1 shows
which case studies are focusing on which thematic area.

Four thematic areas

Macroeconomic and infrastructure policies, including trade
and investment, employment and telecommunications,
are primary drivers of the distribution of money and other
material resources, which have an impact on a range of
daily living conditions, such as working conditions and
household incomes, access to and uptake of health and
social services and availability and affordability of disease
risk.'* 17 #1 Macroeconomic and infrastructure policies
will be examined in each case study as a determining
driver and will be particularly relevant to the Trans-Pacific
Partnership Trade Agreement case (WP 1), the closure of
the Holden factory (WP 2) and the construction of the
National Broadband Telecommunication Network (WP
3). Our work in this theme will be informed by Harvey’s
critique of neoliberalism and by Sen in terms of the
importance he places on macroeconomic interventions
encouraging economic empowerment and psychosocial
empowerment. The nature of land use and urban environ-
ments in countries around the world has contributed to
a growing gap between rich and poor in terms of afford-
able housing, employment opportunities, transportation,
levels of pollution and sanitary conditions.* " Participa-
tion, partnerships and community empowerment are crit-
ical elements of good governance for addressing urban
health inequities.”® Yet evidence suggests that in urban
planning, power is vital in determining whose interests
prosper most.”” *” This theme will be developed compre-
hensively in the urban planning case study in WP3 which
will consider a major urban planning system intervention.
The work of Harvey on urban planning under neoliber-
alism will inform this work as will institutional theory.
Successive reviews of health systems have recommended a
policy shift to primary health care (PHC),”® showing that
the development of an effective and strengthened PHC
sector promises cost reduction, effective health promo-
tion and disease prevention and much improved manage-
ment of complex chronic conditions.” ™ Yet this shift
fails to happen despite bipartisan support for this policy
direction.” Considerations of health systems will be most

evident in the Medicare case in WP 1, in the implemen-
tation of recent Australian PHC policy (WP 3) and the
health sector aspects of the Closing the Gap strategy (WP
3). Indigenous health is the most glaring health ineg-
uity in Australia and other colonised nations. Improving
indigenous health has long been recognised as requiring
action on a legacy of institutional practices™ especially
racism through action on social determinants including
increasing self-determination.* ® Our commitment in
the CRE is to develop ways in which we can combine
western knowledge systems with Indigenous knowledge
systems drawing on the work of indigenous scholars such
as Durie."” We intend that decolonised perspectives will
inform each of our cases, and we intend to examine exactly
what decolonised methods applied to policy studies look
like and the ways in which institutional racism is present
in policy design and implementation processes.

Policy Case Studies

Central to our work is policy case studies methodology,
which is the preferred strategy ‘when how or why ques-
tions are being posed, and when the focus is on a contem-
porary phenomenon within some real-life context’.”
Our approach draws on realist methodologies™ asking
the questions of ‘what works, for whom and in what
context?’ and explicitly combines empiricism and theory
throughout the research process. This approach is suited
to explaining complex policy development and imple-
mentation because it reflects the realities of complex
non-linear dynamics rather than trying to impose a linear
order.”

WP 1 is a retrospective analysis of four policy areas
while WPs 2—4 are examining current policy. WPs 1
(agenda setting) and 3 (implementation) use similar
methods. Each develops case studies using qualitative
methods following Yin.”> A case study is an in-depth study
of a single unit, or a group of units, where the research-
er’s aim is to elucidate features of a larger class of similar
phenomena. Case study designs are recognised in public
health social science research as providing important
insight where other designs (eg, controlled trials) are
not possible.*” The use of multiple case studies offers the
ability to understand each policy area in detail and then
to compare across the four cases for common themes in
the way health equity is dealt with or not.” Data collection
involves the use of publicly available documents (policy
documents, published evaluations of policy, parliamen-
tary readings and media coverage) and interviews with
key informants (policy-makers, former politicians, civil
society and private sector), approximately 25 per case.
Data analysis will be mostly conducted with the aid of
NVIVO software. Content analysis of documents will focus
on how ‘social and health equity’ is included and concep-
tualised in documents. Analysis of the interview data will
include qualitative descriptive analysis which focuses on
the data themselves** and critical discourse analysis which
connects the data with theoretically based explanations.*’
Our final analysis will combine the assessment of the
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policy documents and interviews and will be driven by a
plurality of theoretical considerations.

In WP 2 (policy design and coherence), an important
methodological development being tried is the use of
qualitative system science techniques to examine policy
coherence as it relates to health inequities, enabling the
assessment of interactions between policies and positive
and negative feedbacks within complex policy systems.
This WP is placed based and the data collection will
constitute elements of action research. Data collection
will involve a series of workshops with policy actors to
map the likely health impact of the Holden closure and
policy responses. The findings from these workshops will
be reported back to the policy actors (through policy
symposia and short reports), and we anticipate they will
use them to refine and adjust policy responses. Part of our
research will be documenting the extent to which these
changes occur.

Our quantitative work on assessing the impact of public
policy on health equity outcomes (WP4) is experimental
and will advance a methodological area that is in its
infancy but aims to provide the type of evidence that is in
demand by policy-makers.

Work packages
WP 1: Agenda setting: making health equity a policy concern (years
1-3)
Rationale and purpose
Our starting hypothesis is that health equity is not a
central policy priority and often not represented in
political values, and if health equity is considered there
while social determinants may be recognised policy uses
medical or behavioural solutions.® Therefore, we need
research that focuses on (1) understanding how to shift
a health equity issue such that it becomes a political and
policy priority, (2) identifying the political and institu-
tional barriers to and opportunities for health equity
policy development and (3) which social determinants
are considered in policy and which are seen as too risky.
We will examine four policy case studies retrospectively.
Using policy theories of agenda setting™ *” and political
values,” the aims of WP1 are to identify the power of
actors involved with the issue, the power of ideas used
to define and describe the issue, the power of political
contexts to inhibit or facilitate political support and the
power of certain characteristics of the issue which inspire
action, culminating in the determination of how health
equity was represented in the policy. Two case studies are
examples where health equity has been prominent in
policy goals (adoption of Medicare Australia’s universal
public health insurance, the introduction of Austra-
lia’s first Paid Parental Leave policy) and two examples
where health equity arguments appear to have had little
influence (Northern Territory Intervention, a policy of a
conservative Australian government, which responded to
a report on child sexual abuse in the Northern Territory;
negotiations concerning the Trans-Pacific Partnership
trade agreement).

In each case study, we will examine documentary
evidence concerning the policy adoption (media anal-
ysis, Hansard discussions and issues/green/white papers)
and conduct key informant interviews with policy-makers,
academics and civil society advocates who were concerned
with the policy in the lead up to and the time of its adop-
tion. The aim of the interviews is to elicit contextual data
in areas such as institutional memberships and account-
ability and decision-making systems and authorities to
determine who was lobbying for or against the policy and
determine their relative power as well as how key policy
goals emerge. Interviews will also probe for evidence of
the policy frames, arguments and data that may have
succeeded in the past in moving towards greater policy
coherence and the types of governance structures that
might achieve such coherence.

WP 2: Formulating policy: understanding complex systems, policy
coherence and health equity (years 1-4)

Rationale and purpose

Policies that emerge from a narrowly focused ‘silo’
approach may work initially to improve health. They
are, however, often ineffective (even damaging) in the
medium to long term because of their failure to take
account of the non-linear effects of cross-sector feed-
back.” In the CRE, we will apply system science methods
that enable improved understanding of the interactions
and positive and negative feedbacks within complex
systems and test the approach using real-time policy.
This will be done in the context of real-life policy with
a focus on South Australia, which is transitioning from
a manufacturing-dependent economy to one planned
to be based on new industries. The first case study will
be in Playford, a council area in the north of Adelaide
where the Holden car factory will close in 2017. Hold-
en’s closure is likely to result in job loss and the creation
of a pool of workers who have no option but to accept
work in low wage, insecure and poor quality jobs.70 The
closure of Holden is likely to introduce a range of contra-
dictory and complimentary policies in a community that
is already experiencing high levels of social disadvan-
tage (high unemployment, public housing and people
receiving welfare benefits). We intend to use the work of
Bourdieu”" to examine the ways in which policies are able
to interrupt the reproduction of class inequities. We will
identify the essential drivers of this system’s behaviour
and change. We will use a systems science method” called
Collaborative Conceptual Modelling (CCM), which is
designed to support a team’s efforts to improve their
understanding of the basic dynamics of their system of
interest, thereby improving their adaptive capacity. Via a
number of workshops with policy actors and community
groups in Playford, we will work to develop a set of simple
causal structures capturing important aspects of the feed-
back dynamics of their system of interest, stressing systems
rather than linear thinking. We will then work collabo-
ratively with these local policy actors to determine how
they respond to this process and emerging evidence and

Baum F, Friel S. BMJ Open 2017;7:€017772. doi:10.1136/bmjopen-2017-017772

5

“1ybuAdoa Aq parosioid 1sanb Aq zz0z ‘6 yore uo jwod g uadolwgy/:dny woly papeojumoq “2T0Z loquiadad TZ Uo 22/ /T0-/T0z-uadolwag/9eTT 0T Se paysiignd 1si1 :uado rINg


http://bmjopen.bmj.com/

Open Access 8

whether it does or does not lead to any policy or practice
change. We anticipate that this ‘real-time’ policy engage-
ment will enable our research findings to inform policy
actors and as such represent action research. We will
engage with policy-makers through policy fora and feed-
back sessions. We will monitor the change and adapt the
systems analysis as policy develops and draw on Bacchi’s
critical approach™ of ‘what’s the problem represented
to be’ (WRP) to examine how policies respond to the
Holden closure. This WP will also examine the dynamics
surrounding Aboriginal employment in South Australia
and the extent to which the new employment environ-
ment is able to increase the employment of Aboriginal
people and will adapt the CCM to map and understand
the policy environment and its impacts on health equity.

WP 3: Effective implementation for health equity (years 1-4)
Rationale and purpose

It is well-established in the policy literature that policy as
designed is usually very different to policy as implemented,
and actors, institutions and system factors account for
this gap.74 Implementation research focuses on the ques-
tion ‘What is happening?’ in the design, implementation,
administration, operation, services and outcomes of policy
and social programmes; it also asks, ‘Is it what is expected or
desired?” and ‘Why is it happening as it is?’

We hypothesise that policy implementation does not
privilege health equity over other goals and is often lost
during implementation processes.” " To test this, we will
assess the implementation of policies in four thematic
areas in terms of how actors, institutions, values, systems
and other factors influence policy implementation and
the extent to which health equity is considered. We will
follow policy implementation longitudinally in the four
policy case studies: (1) construction and implementation
of a national broadband network (telecommunications),
(2) land use planning and its impact on housing and
spatial equity, (3) primary healthcare policy, (4) closing
the gap—a bipartisan supported policy to reduce the gap
in life expectancy between Indigenous and non-Indige-
nous Australians. Each of these cases will be examined in
terms of the broader Australian policy context which is
dominated by neoliberalism’” and the extent to which the
policies do or do not encourage collective and individual
empowerment.”

WP 4: Health equity impacts of public policy (years 2—5)
Rationale and purpose
There is very little research that assesses the effectiveness
of public policy as a tool for building equitable population
health. Thus, there is a need for the development and appli-
cation of innovative methods to evaluate the health equity
impact of both sectoral specific and integrated action on
health equity. When we are in discussion with policy actors,
the demand for this type of evidence is high.

Assessing and measuring the health equity impact of
policies is methodologically challenging because it is
rarely possible to have a control community in which the

policy is not implemented and so attribution of change to
a particular policy is very hard. Consequently, this WP will
focus on testing the feasibility of a framework and meth-
odologies nested within this framework. By combining
different approaches for example, natural policy exper-
iments, equity-focused health impact assessment and
systems modelling, we hypothesise that it will be possible
to measure the health equity impacts of public policies.

Within the framework, we will develop policy logic
models (PLMs) for each policy case in WP3. These
PLMs will examine the mechanisms that are respon-
sible for policy change by articulating and testing the
links between policies and the changes they aim to bring
about. To do this, we will identify (1) the policy drivers
which will impact on equity; (2) the policy procedures
which will impact on equity; (3) indicators for outcomes
which best represent the equity effects (both positive and
negative) of these policy drivers and procedures; (4) the
methods to measure these effects quantitatively and qual-
itatively and (5) the mechanisms by which policy drivers
and procedures have produced changes in outcomes.
The methodological challenge here is to be able to esti-
mate health equity impacts when the policy interventions
occur within complex interacting systems.

Supplementary ethics approval has been given by
other participating universities and Aboriginal health
ethics committees in regions where the research is being
conducted.

Engagement with policy actors

The aim of the CRE is to ensure that the policy learnings
are developed in consultation with the policy community
and then disseminated widely to maximise influence of
research on policies relating to health equity. This will be
done through integrated knowledge translation, which
by definition engages potential end users in the policy
community as partners in all aspects of the research
process in a collaborative approach to research.”® We
conceptualise the policy community as consisting of
multiple actors including current and future politicians,
federal, state and local government public servants, front-
line bureaucrats and non-government organisations
(NGOs), civil society groups, researchers, private sector,
media and investigators from different disciplines and
countries. Members of the policy community are fully
integrated into the four work packages and through our
engagement mechanisms and dissemination strategies,
each of which is summarised in figure 2. Our engage-
ment mechanisms are at difference scales (local, state/
territory, national and international) and reflect our
four thematic areas. The work of the CRE is guided by a
CPRG, which provides a litmus test of the policy relevance
of the research and helps enable real-time translation of
the research into policy and practice. All members of this
group have been selected because of their practical expe-
rience of policy processes in relation to the determinants
of health equity. Most members are either senior public
sector executives or senior executives of NGOs including
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TRANSLATION:
ENGAGEMENT MECHANISMS
& DISSEMINATION
STRATEGIES

Associate Investigators

Critical Policy Reference Group

RESEARCH
PROGRAMME
Work Packages 1-4

International Translation
Group

Annual Policy Symposium
Round tables

Journal articles
Policy Briefs
Social Media
Conference presentations

LEVELS
Local
State/Territory
National
International

EVIDENCE USERS
Policy/decision
makers;
Service delivery
practitioners;
Researchers;
Private sector;
Media;
Investigators from
other disciplines and
countries

THEMATICISSUES
Macroeconomic &
Infrastructure;
Land use and urban
environments;

Health system;
Racism

Figure 2 Centre of Research Excellence Health Equity Translation: engagement mechanism and dissemination strategies.

the Lowitja Institute in recognition of the importance
of Aboriginal and Torres Strait Islander health to the
research. The chair of this group will be invited to the
research team retreats and the CPRG comments on the
policy relevance of the research. Four meetings of the
group will be held annually including one face-to-face
meeting. Policy Days will be planned in conjunction with
our CPRG and a range of policy actors invited. The Policy
Days will facilitate dissemination of the CRE methods and
evidence and bring the policy community together to
accelerate learning across government and horizontally
between peers. Our findings will inform a media strategy
designed to increase understanding of the importance
of social determinants in reducing health equity. We will
work closely with a highly skilled health journalist who
has agreed to consult to the CRE on effective social media
use. The CRE’s key research findings will be reported in
policy briefings as well as standard academic outputs. The
briefs will be targeted by sector and level of government
and made available online and also through targeted
distribution to key policy-makers.

DISCUSSION

The work of the CRE is taking research on the social deter-
minants of health equity to a new level by recognising the
inherently political nature of the uptake, formulation
and implementation of policy. Our work programme
is in its early stages and is proving the feasibility of the

approach. Issues that have presented themselves in our
initial stages concerning gaining access to some high-level
policy actors, a rapidly changing policy environment in
which planned policies do not proceed as initially envis-
aged (for example, although signed by countries, the
Trans-Pacific Partnership Agreement has an uncertain
future) and the politically sensitive nature of any critique
of current policy. Despite such challenges, our early
work in the CRE is proceeding well. Detailed reviews of
the literature have confirmed the near silence on under-
standing the complex political processes that underpin
policies on social determinants. Our initial work on
policy coherence using CCM has been met with enthu-
siasm from policy-makers who spontaneously comment
on the value of seeing the policy environment mapped
out and the ways in which changes to employment impact
on health in so many diverse ways. Progress has also been
made in integrating Indigenous and western knowledges
and is informing our interviewing techniques, coding and
interpretation. The CPRG is confirming that the knowl-
edge we will be producing is of the kind they believe will
influence policy because it shows acknowledgement of
the political nature of the decisions and processes behind
policy.

The research programme we have designed will give rise
to challenges. Methodologically, we may have problems in
recruiting elite groups as research informants. While we
have done this successfully in previous research (for example
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with former health ministers in79) , such recruitment can be
difficult when the policy story we are researching is not a
positive one as will be the case for some of our case studies.
We also acknowledge that the aim of WP 4 to document
health impacts of policy interventions in complex systems
will stretch existing methodological knowledge and rely on
us to develop novel approaches. Theoretically, we recognise
that policy implementation literature is in its infancy and
gives us little guidance so to a large extent we will be making
new ground through our research programme. Finally, in
terms of uptake of our findings, we recognise that this will
only happen in political and policy environments that are
receptive to the idea of equity. The existence of such envi-
ronments is out of our control.

Despite these challenges, we anticipate that the theo-
retical, methodological and policy engagement processes
we have established will bear fruits over the coming
years and provide improved evidence for policy-makers
who wish to reduce health inequities within their juris-
diction. Our work will also inform a new generation of
policy savvy research and researchers on action on social
determinants.

Ethics and dissemination

Ethics approval has been secured from each institutional
ethics committee. Ethics was approved by the Flinders
University Social and Behavioural Research Ethics
Committee 2015/6786 and the Australian National
University Human Ethics Protocol 2015/243. Ethics
approval has also been sought from relevant Aboriginal
ethics authorities in relation to national and communi-
ty-based research. Given our focus on understanding and
engaging with Indigenous knowledges, we are particu-
larly keen to ensure our research processes are not reflec-
tive of the colonised society in which the research is
conducted and wherever possible apply a decolonised,
reflexive practice. We are also conscious that as parts of
our research plan is dealing with real-time policies, we
have to be mindful that our analyses will not always sit well
with policy actors. Our intention is to report our analysis
as accurately as possible without filtering it for political
acceptability.

Our dissemination plan includes the follow: (1) publi-
cations in Australian and international peer-reviewed
journals; (2) presentation at public health and polit-
ical science national and international conferences; (3)
policy briefings for policy actors; (4) community reports
and interactive feedback session and (5) policy symposia,
which will be designed to encourage debate about the
policy implications of our research. The research data
will be stored securely on password-protected databases.
On conclusion of the research deidentified data will
be lodged in the Australian Data Archive social science
database after gaining the permission of our research
partners.
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