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Executive Summary
The Royal Australasian College of Physicians (RACP) recognises that the role of health professionals
includes addressing the social determinants of health (SDoH) which can influence the prevention,
treatment and trajectory of illness (both physical and mental). Many diseases are prevented,
mitigated, precipitated or exacerbated by the conditions under which people are born, grow, live, work
and age. These factors – which include social, economic, political, cultural and physical
1
circumstances – are referred to as SDoH.
Health professionals can influence these social determinants at macro-, meso- and micro-levels, and
play a particularly important role in influencing behavioural and psychosocial risk factors across the
life course. One strategy to tackle the SDoH is a governance approach called Health in All Policies
(HiAP) which, increasingly, is being adopted internationally. HiAP has its roots in the early history of
public health and later in one of the Ottawa Strategies: ‘Building healthy public policy’. HiAP was first
2
coined as a term in the late 1980s.
HiAP is an approach to policy-making that places ‘health’ as a key decision-making factor in all areas
of policy, by systematically taking into account the health and health-system implications of policy
decisions, by seeking synergies between policy portfolios, and by avoiding harmful health impacts, in
3
order to improve population health and health equity.
The development of the RACP Health in All Policies Position Statement has been driven by two
fundamental ideas for addressing the SDoH through the implementation of HiAP, both of which are
relevant to physicians and to governments:
•

•

Diseases and illness are exacerbated and disparately distributed in direct relationship to
4
inequities in society. SDoH are often responsible for health inequities – the unfair and avoidable
differences in health status seen within and between countries; and
Addressing the SDoH will reduce the burden of avoidable disease, resulting in savings to the
health system and economic growth and development.

The position statement has been built upon a comprehensive collection of evidence which
demonstrates the link between one’s health status and their socioeconomic circumstances. However,
those seeking evidence for the effectiveness of the HiAP approach will be as disappointed as, for
example, physicians looking for evidence of the effectiveness of the stethoscope. Like the
stethoscope, HiAP is an instrument to assist in achieving health outcomes, is dependent on the skills,
5
knowledge and experience of the operator, and also requires political will.
The overarching aims of the position statement are to raise RACP Fellows and trainees’ awareness of
SDoH, and to provide an introduction to HiAP.
The RACP is a leading medical body that advocates for its patients by contributing to local, national
and international health policy, with the aim of improving the health and wellbeing of all people and
communities. RACP Fellows and trainees have an opportunity to promote and support HiAP-based
policies to improve population health and health equity.
However, beyond advocacy in the policy realm, the RACP believes that all physicians have a
responsibility to identify the SDoH by taking a social history of patients and identifying risk factors, and
to make use of health resources to address inequities. The RACP is currently reviewing the Basic
Training curricula in Adult and Internal Medicine and Paediatric and Child Health, including
consideration of the SDoH. A review of the 36 curricula in Advanced Training is also commencing.
6
The RACP Supporting Physicians’ Professionalism and Performance (SPPP) tool assists physicians
to reflect on their own practice and to think about patients in the context of the patient’s own life, and
3

of the wider health system. Health professionals are encouraged to be ‘stewards’ both of patients and
of the health system itself. The tool outlines 8 domains of professional practice that support medical
expertise in delivering the best possible outcomes for our patients and our profession. These
professional domains are:
•
•
•
•
•
•
•
•

Quality and safety
Cultural competency
Communications
Collaboration and teamwork
Leadership and management
Decision making
Health advocacy
The broader context of health.

Recommendations
This position statement provides two sets of recommendations which offer:
•

Practical strategies to influence the social determinants of health. SDoH operate at the
individual, local community and national levels, and at all of these within a global context.
Notably, health professionals can have influence at each of these levels, and are increasingly
expected to incorporate these elements into their practice.

•

Advocacy strategies which the RACP and its Fellows and trainees can adopt in supporting the
development and implementation of policies and initiatives that use the HiAP approach.

Practical strategies to influence the social determinants of health
The following are some recommendations on how RACP Fellows and trainees can influence social
determinants in clinical settings and can play a particularly important role in influencing behavioural
7
and psychosocial risk factors across the life course of their patients.
In clinical settings, RACP Fellows and trainees should consider how to acknowledge and address the
SDoH for individual patients where possible. This can include:
•

•

Ensuring your practice is accessible to all patients, especially marginalised and vulnerable
groups. This can be achieved by increasing the acceptability, approachability and
8
appropriateness of health services, to encourage patients’ ability to seek and obtain care. This
also requires efforts to enhance the quality of care and to raise patient awareness of these health
services so they can make an informed choice to access them or not.
Screening patients for social and economic disadvantage may be assisted by using tools such as
9
the Upstream Risks Screening Tool & Guide, developed by HealthBegins. It is important,
however, to consider the unintended consequences such as the detection of adverse exposures
and conditions that typically require resources well beyond the scope of clinical care. To avoid
such unintended consequences, Garg et al. recommend that social determinants screening
should (1) be patient- and family-centred and involve shared decision making; (2) be conducted
within a comprehensive process and system that supports early detection, referral and linkage to
a wide array of community-based services; (3) engage the entire practice population rather than
targeted subgroups; and (4) acknowledge and build on the strengths of patients, families and
communities. By following these suggestions, Garg et al. suggest that screening for social
determinants of health has the potential to significantly improve the health and wellbeing of all
10
patients.
4

•
•

•

In collaboration with other health professionals, developing comprehensive care plans for
patients, which acknowledge and, where possible, address the impact of SDoH on the patient.
Building up an awareness of services provided in your local area (e.g. through hospitals,
community health services, government departments, welfare agencies, private practices) so you
are able to provide referrals to local social services which may assist your patients more directly
with SDoH for issues such as child and family welfare, homelessness, substance abuse, poverty,
unemployment, disability, family violence and gambling.
Offering social prescriptions, such as self-help groups, day clubs, fitness groups, art groups and
memory loss services, alongside existing medical treatments. The goal of these integrated health
11
and social supports is to link patients with different sources of support within the community.
One reason why patients appear not to be motivated to respond to lifestyle suggestions is often
because they are not referred to services which can assist them to make the necessary
12
changes.

Advocacy strategies to support the development and implementation of
policies and initiatives that use the HiAP approach
What physicians can do to promote HiAP processes within the health sector and communities
RACP Fellows and trainees can act as health advocates on behalf of their patients in the broader
community, and support actions to improve living conditions for better health outcomes. These actions
may include:
•
•

Instilling the principle of ‘proportionate universalism’ – providing more health care to patients who
need it most – in the clinical environment.
Supporting partnerships between local government and non-government organisations, which aim
to implement programs to impact positively on communities’ SDoH. For example, initiatives in
urban design, community safety and transport planning that encourage walking, cycling and the
13
use of public transport.

What physicians and the RACP can do to advocate to governments
As health advocates, the RACP and individual RACP members can advocate for the implementation
of healthy public policies to improve the SDoH at the population health level. This may involve:
•
•
•
•

•

Supporting national implementation of whole-population interventions
Engaging with medical and health organisations
Enabling physicians to advocate on behalf of communities
Continuing demonstration of leadership by both the RACP and its members on various health
issues, such as action on climate change, quality end of life care, Indigenous health, obesity, and
the health of children in detention
Endorsing and promoting prospective health policies that act to limit exposure to risk factors
(defined in terms of individual behaviour) in an effort to reduce health inequalities across
14
populations.

What the RACP can do to support physicians and trainees
•

Provide training and learning on the SDoH and on the influence that it has on health status at
different levels of training, including Basic and Advanced Training, and Continuing Professional
Development.

5

1. What do we mean by Social Determinants of Health?
An individual’s health is shaped by socioeconomic factors, which can be broadly defined as the
conditions in which people are born, grow, live, work and age. These social characteristics are
influenced by political and economic systems, social and economic policies, and development
15
agendas which shape the conditions of daily life. These influences are collectively known as the
social determinants of health (SDoH). The key domains of life in which the SDoH have an impact are
broad and include (but are not limited to):
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Intrauterine development
Early life and childhood development
Educational attainment
Access to health care
Health literacy
Socioeconomic status
Family and relationship stability
Gender
Social security
Housing
Food security
Tobacco, alcohol and illicit drug use
Contact with the criminal justice system
Natural, built and physical environments
16
Social exclusion.

Health inequities occur when there is failure to avoid inequalities or differences in health between
17
groups of people. As a result, a social gradient is created whereby poorer, disadvantaged
populations experience worse health outcomes.
An individual’s self-perceived low locus of control, compared with that of others, is also a significant
determinant of poor health. The impact of social and economic conditions on people’s lives
determines two outcomes: 1) their risk of disease, and 2) the actions taken to prevent them becoming
ill or treat illness when it occurs. These outcomes highlight the need for physicians and paediatricians
to prevent and treat disease in a holistic manner, by having both a biological understanding of disease
and an understanding of how social and psychological factors influence biology.
A healthy community can be defined as one that meets its citizens’ basic needs, is committed to the
quality and sustainability of the environment, has adequate levels of economic and social
development, health and social equity, and facilitates social relationships that are supportive and
18
respectful. Intersectoral collaboration can play an instrumental role in town planning, to support
active transport, urban greening, improving access to healthy food, and affordable, safe housing.
Reducing urban air pollution and enhancing opportunities for high-quality and accessible education
can assist in facilitating healthier lifestyles.
Approaches like HiAP that define intersectoral collaboration as a core business can be useful in
generating co-benefits for sectors working together to address societal issues. For example,
addressing climate change does not only have environmental and financial benefits: climate change
has both direct and indirect impacts on human health. Mitigation strategies to address climate change
19
have significant health co-benefits , which include reduced levels of chronic disease, respiratory and
20
cardiovascular illness and diabetes, and increased life expectancy.
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The SDoH are often described as using the upstream, midstream and downstream approach to
addressing illness. This concept illustrates three interrelated levels at which social and economic
factors influence health outcomes. The downstream level describes risk factors immediate to the
disease. These are influenced by drivers which operate at the midstream (psychosocial factors,
health-related behaviours and role of healthcare system) and upstream levels (government policies,
and other underlying determinants of health, which include social, physical, economic and
21
environmental factors).
Progress in the development of a healthy society can be assessed by the quality of its population’s
health, how fairly health and wealth are distributed across the social continuum, and the scale of
22
protection provided against disadvantage as a result of poor health or poor social conditions.
Communities flourish when health equity exists – that is, the absence of avoidable differences in
health between groups of people, whether defined socially, economically, demographically, or
23
geographically.

2. The cost of inaction on SDoH
Health is a fundamental component of quality of life, and a healthy population is a critical building
block for a thriving economy.

24

There is an economic imperative for governments to adopt a HiAP

approach, because threats to both physical and mental health pose significant funding and workforce
25
challenges to healthcare systems and society more broadly.
Likewise, demographic changes call for an appropriate response to maintain good health in ageing
26
populations. The opportunity to reduce the burden of disease and to save on hospital and
pharmaceutical costs requires action outside the healthcare system. Adopting a HiAP approach
provides a mechanism to tackle this challenge. It allows stakeholders to contribute to collaborative
action to address the determinants of health, which will improve health outcomes and achieve healthy
public policy objectives.
Lack of action on the determinants of health has a threefold effect on society including:
1. An increase in health inequity – disadvantaged groups continue to be at risk of experiencing
poorer health and premature death. A meta-analysis of multilevel studies of income inequality,
mortality, and self-rated health in the US demonstrated that inequity results in more deaths
27
than smoking, motor vehicle accidents and guns combined cause.
2. Rising hospital and pharmaceutical costs – ‘high cost users’ are accessing the healthcare
system for the management of their preventable chronic diseases and for avoidable
hospitalisation for acute illnesses, which is on the increase.
3. Reduced participation rate in the workforce – lack of work productivity leads to economic
disadvantage and to less active participation in society. Workforce participation, productivity
28
and better economic health are critical factors that influence living standards. Increased
investment in preventive measures such as skills training, support programs and tailored
employment services is needed to support active, engaged and participatory lives.

The cost-benefits of action on SDoH
It is well established that good physical and mental health influences the participation of individuals in
social and economic life. An individual’s household income, work status, access to and level of
education, quality of housing and social connectedness influence health outcomes. If the health gap
between the most and least disadvantaged groups was narrowed, then it is estimated that an
additional 370,000–400,000 disadvantaged Australians in the 25–64 year demographic group would
29
rate their health as ‘good’. In this way, it is possible for policy makers to counteract the effects of
7

health inequity by mobilising action which uses HiAP processes to (1) create a sustainable and
holistic health system and (2) increase workforce participation.
1.
Create a sustainable and holistic health system
The 2015 Intergenerational Report states that the Commonwealth Government health expenditure is
30
projected to rise from 4.2% of GDP in 2014–15 to 5.7% of GDP in 2054–55. With increasing rates of
chronic illness in the community, the health budget will continue to be challenged to fund hospital
admissions, Pharmaceutical Benefit Scheme drugs and Medicare services. If action was taken to
address the determinants of health at all levels of government, it is estimated that 500,000 Australians
31
could avoid incurring a chronic disease. A 2012 report by the National Centre for Social and
Economic Modelling (NATSEM) has estimated that addressing SDoH, as recommended by the World
Health Organization (WHO), would result in annual savings to the Commonwealth Government of:
•
•

$273 million and $184.7 million less spending on the Medicare Benefits Schedule and on
pharmaceutical benefits, respectively, and
32
$4 billion less spending in welfare support payments.

This calls for a change in the way that public administrations address mounting health costs. The
Sustainable Health Systems Report advocates that governments work towards shifting from
healthcare to health system to provide better health services and to alleviate the demand for health
33
care. The 2013 Report encourages governments to design more sustainable health systems, by
broadening the boundaries of responsibility and developing solutions outside health care. Through
this strategy, health systems – as opposed to healthcare systems (described as the institutions,
facilities and professionals involved in delivering healthcare services) – become diverse and inclusive,
and begin to include a range of actors and institutions beyond the traditional health sector. A shift in
thinking, from healthcare to health system, broadens the definition of ‘health’ to include a wide range
of policies and services targeted at the SDoH, and has the potential to prevent and/or mitigate both
physical and mental health problems. These services include, for example, the provision of affordable
housing, accessible and fit for purpose mental health services, and high quality and accessible
primary health care focused on prevention, all of which would ease the demand for care and improve
the system more broadly. This shift in thinking has underpinned, amongst others, the international
commitment to primary health care within the healthcare sector and the focus on preventive and
integrated care.
2.
Increase workforce participation
Social inequalities, due to changes to labour market structures and employment status, represent a
34
35
considerable social and public health concern. Work, in general, is good for health and wellbeing.
Therefore, employment (or return to work following injury/sickness absence) and working conditions
36
are powerful drivers of health equity, and have a direct impact on health. There is established
evidence demonstrating that unemployment, work disability and long-term absence from work
37
adversely affect one’s physical and mental health. Moreover, the current literature highlighting the
emergence of ‘presenteeism’ (the act of attending work despite illness and/or injury resulting in
reduced productivity) in the workplace also demonstrates the growing effect which the lack of ‘good’
38
work has on mental health.
The application of HiAP is relevant in developing workforce participation policies. While current
workforce participation policies will see Australians working into older age, this will not be enough to
prevent a reduction in the participation rate to 62.4% in 2054–55 for Australians aged 15 years and
39
over, in comparison with 64.6% in 2014–15.
To support Australians to remain in the workplace, a different approach to managing the care of
multiple diseases may be required, as Australians with long-term health conditions are staying longer
in the workforce. This may involve implementing health, safety and wellbeing management strategies,
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such as modified duties and recovery-at-work processes, in the workplace. If this approach was
taken, an additional 170,000 Australians could re-enter the workforce, which would generate $8 billion
in extra earnings.
The RACP is a strong supporter of HiAP policies. An example of this is the Health Benefits of Good
Work policy platform led by the RACP’s Australasian Faculty of Occupational and Environmental
Medicine (AFOEM). The Health Benefits of Good Work policy work is a great example of how
collaboration amongst health and non-health professionals such as physicians, General Practitioners,
employers, trade unions, government and the insurance industry can lead to the delivery of ‘healthy’
workplace policies to improve employees’ physical and mental health.
AFOEM has developed the following position statements and policy documents to encourage actions
40
amongst key stakeholders to enhance workplace conditions :




Realising the Health Benefits of Work (2011) and its two accompanying statements published
in 2013, What is Good Work? and Workplace Health and Productivity
Realising the Health Benefits of Work: An Evidence Update (2015)
Health Benefits of Good Work Charter of Principles to supplement the Australian Consensus
Statement of the AFOEM on the Health Benefits of Work (2015).

3. A government imperative: addressing the determinants of health through a
Health in All Policies approach
Socioeconomic inequalities can be amenable to policy action, and a society that reduces them is
41
likely to achieve strong health gains. As explained earlier, the determinants of health are complex,
and operate at many levels from within and outside the health sector and, therefore, so too must the
solutions.
This requires more collaborative approaches to managing the determinants and solutions, which will
increasingly see physicians working more broadly with government and the private sector to take a
more health-focused, joined-up approach to policy-making. This is where Health in All Policies (HiAP)
strategies can be useful.
HiAP is an approach to promoting healthy public policies across sectors, which systematically
takes into account the health effects of decisions, seeks synergies, and avoids harmful health
42
impacts, to enhance population health and health equity.
Simultaneously, it explores how a healthier population can contribute to achieving other sectoral
goals.
Policy interventions that adopt a population-wide approach can be more effective in decreasing risk
factors across populations (and would disproportionately benefit disadvantaged groups), because
they offer government the opportunity to act directly on population exposure to risk factors, and to
43
address the key drivers of health and health inequalities. National regulatory and fiscal policies such
as increases in the cost of cigarettes, promoting smoke-free spaces, reducing dietary salt in
processed food and banning industrial trans-fats, have contributed to levelling health across
44
socioeconomic groups, as seen in some Scandinavian and European nations.
The ethos underpinning HiAP recognises that the provision of medical care is a comparatively minor
determinant of health – rather, it recognises that health is influenced by a broad range of determinants
that exist outside the healthcare remit, which include social, economic, political, cultural and
environmental determinants, as demonstrated in Figure 1 below.
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Figure 1: Medical care is a relatively minor determinant of health in comparison to socioeconomic characteristics.
Reproduced from Tarlov 1999

45

with permission of John Wiley and Sons.

Australia’s domestic response to the WHO’s Commission on Social Determinants of Health report,
Closing the Gap within a Generation, by the Senate Community Affairs Committee, recommends that
the Commonwealth Government adopt a HiAP approach to policy making, by centralising
administrative responsibility for addressing the SDoH and establishing reporting mechanisms for
46
tracking progress in tackling the SDoH. HiAP has the potential to reconfigure the way governments
operate to facilitate policy development, implementation and delivery. However, evidence
47
demonstrating successful implementation of joined-up approaches like HiAP is still being developed.
The Well-being of Future Generations (Wales) Act 2015 is a recent example of a HiAP approach
48
being embedded in national legislation. The Act requires national and local public services
(regardless of their specified responsibility) to increase their contribution to the communities’
49
economic, social, environmental and cultural wellbeing.
The Act is an instrument for moving towards a preventive, ecological approach to health and
wellbeing, and a step towards creating a primary care system based on strong collaboration amongst
50
health and non-health sectors.
With a focus on policy-making, HiAP is concerned with the development and implementation of
legislation, norms, standards, major strategies, programs and decisions on resource collection and
allocation. HiAP activities can be divided into two parts:
1. Strategic – involves new forms of governance and leadership, shared budgets, key
relationships, a new understanding of decision-making and processes of diverse
organisations, identifying and working with allies and blockers, and reframing of issues for
shared understanding.
2. Technical – screening skills, Health Impact Assessments, sustainability assessments, training
in and application of SDoH, operating within the Resource Management Act and Local
51
Government Act planning and application processes, and negotiation skills.
HiAP is aimed at transforming the current model of government departments, as individual ‘silos’, into
a more hybrid system of policy-making. This will require, among other things, new accountability
arrangements which acknowledge that health issues are everyone’s business. However, it will also
require cultural change in the healthcare sector’s attitude to public health, and changes in human
resource development which will encourage greater collaboration between schools of public health,
52
medicine, nursing, allied health sciences and public administration as critical partners.
Housing, early childhood experience, education, transport, economic status, built and social
environments, and access to resources are all examples of the SDoH that shape individual and group
differences in health status – which may be outside the direct remit of health departments. Thus,
10

developing healthy public policy requires health ministries to encourage other government agencies
53
which possess the relevant policy levers and programs to influence action in these areas. Health is
a matter that calls for a whole-of-government and community response.
Ollila (2011) outlines four distinct strategies for integrating HiAP in different areas of policy-making:

54

1. Health at the core: this is a proactive approach employed most often in health policy where
health objectives are the core focus and other sectors are encouraged to adopt policies and
measures to enable the fulfilment of these objectives. This is the case in tobacco regulation
measures for example. The aim of reducing tobacco use is at the core of the policy and other
sectors such as industry/business, customs, etc. are key to the success of the strategy.
2. Win-win: this strategy is employed where policies and actions put in place benefit all parties,
i.e. both health objectives and other sectors’ objectives are being achieved. This is
traditionally found in policies related to education, the environment and sanitation.
3. Co-operation: here the focus is on the health sector making its expertise available to other
sectors. This is the focus of occupational and environmental medicine, for example, where the
objective is to ensure a safe, healthy and therefore more productive workforce.
4. Damage limitation: this is likely to be the most commonly used strategy, where the aim is to
identify potential negative health impacts in policy proposals and ensure these potential risks
are addressed/mitigated. For example, this would be the case in planning laws limiting the
number of licensed premises in one given area.
55

HiAP strategies are implemented at the ‘upstream’ level to address the ‘causes of the causes’ of
disease. However, looking upstream to treat disease in clinical settings is just one part of the solution,
as is evident from Figure 2. Truly looking upstream requires a collaborative effort amongst health and
non-health professionals.

Figure 2: The social and economic determinants of health. Reproduced from Turrell et al. (1999)

56

with

permission of Queensland University of Technology, School of Public Health (Centre for Public Health Research).
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The World Health Assembly (WHA) Framework for Action Across Sectors 2015 recommends
implementing the following steps to facilitate action on health and health inequity:
1. Establish the need and priorities for action across sectors by securing high-level political will
and commitment. This requires advocacy to increase awareness that achieving health and
health equity is a responsibility of all governments, because health is an outcome of all public
policies.
2. Identify supportive structures and processes to enable stakeholders from different sectors to
interact through a committee, interagency network or public health institute, and communicate
effectively by recognising the power and dynamics and influences between stakeholders.
3. Frame planned actions by developing action plans which can be stand-alone document plans
or incorporated into existing plans.
4. Facilitate assessment and engagement to identify unmet gaps in policy formulation or service
provision. These data can assist in determining the priorities for action across sectors, and in
planning specific policy or service improvements to fill these gaps.
5. Establish a monitoring, evaluation and reporting mechanism to provide evidence of best
practices regarding intersectoral coordination, intervention and implementation.
6. Build capacity, which entails acquiring new knowledge and skills through institutional capacity
(for example, expertise of individual practitioners, existing policy commitments, availability of
funding, databases for planning, monitoring and evaluation, and organisational structure), and
57
fostering capacity-building for all sectors involved.
58
The WHO has developed two HiAP Training Manuals , and is actively disseminating the Training in
HiAP to complement the WHA Framework for Action.
The following are examples of HiAP inspired community-based interventions led by medical
professionals. In 2015, Dr Rishi Manchanda, alongside public health physicians, founded the ‘thinkand-do tank’ online platform, HealthBegins, which aims to steer a “high-cost sick-care system into a
smart health care system [to] improve health where it begins – where we live, work, eat, learn and
59
play”. HealthBegins develops resources and activities to help health care look ‘upstream’ by
addressing and preventing the unhealthy social conditions that cause disease. Similarly, St John of
God Health Care in Western Australia provides community-based social outreach services to address
the underlying causes of poor health. These outreach services are targeted at building capacity and
60
providing early intervention amongst infants and young people.

Consider this case analysis.

61

A paediatrician based in Port Macquarie was concerned with the prospect of a fast food outlet being developed
500 metres from a school complex, and the detrimental health impact this outlet could have on 1700 students
attending the school. In particular, there is substantial evidence that children whose schools are in close proximity
to fast food restaurants are more likely to be obese.
In strong opposition, the paediatrician was actively involved in a public campaign with local residents committed
to preventing the outlet from being developed.
At the local council level, the fast food outlet’s proposal was rejected. Local planning laws strictly prohibit
commercial development within residential zones. However, the food chain giant initiated an appeal to the Land
and Environment Court. The current planning laws for communities rarely include any provision specifically to
improve the community’s health, particularly child health.
This case example begs the question: could a HiAP approach have prevented any fast food restaurant from
submitting a planning application in the first instance?
Certainly, if local planning laws were developed using HiAP measures, they would include provisions to enhance
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healthy living and hence consider the health impacts of proposed commercial developments. It is possible that
with such laws in place, fast food outlets would not be permitted to build their large complexes to sell unhealthy
food to children that would impinge on children’s health.

4. Tools for implementing Health in All Policies
A variety of tools are used to address health equity and to ensure that policies and programs are
health-protecting and health-promoting.
The main types of assessment tools used to support HiAP goals are:
1. Health Impact Assessments (HIAs)
HIAs are decision support tools to assess the positive and negative health effects of proposed
62
policies, plans, or programs on social and environmental determinants. HIAs are conducted in a
step-wise process with clearly defined phases:
•
•
•
•
•

Screen projects and policies appropriate for assessment
Scope the assessment
Assess the impacts
Report with recommendations
63
Ongoing monitoring and evaluation.

2. Health Equity Impact Assessments (HEIAs)
HEIA follows health impact assessment processes to determine:



the potential differential and distributional effects of a policy, project or plan on population
health, as well as specific groups within that population, and
64
to evaluate whether the differential effects are inequitable.

3. Environmental and Social Impact Assessments with a health component
The purpose of an environmental and social impact statement is to assess and report on a
project’s social, economic and environmental impacts, and the measures proposed to avoid,
manage, mitigate or offset the predicted impacts of the project. Impacts can be either positive (i.e.
65
benefits and opportunities to capitalise on) or negative (i.e. adverse impacts to be managed).
4. General Impact Assessments
General Impact assessments are gaining ground as part of policy-making. Usually these
assessments are done by persons who are not health professionals and the weight that health
66
gets in such an assessment varies; sometimes health may not be captured.
Case studies and anecdotes provide some support for the claim that tools such as health impact
assessments (HIAs) effectively support the decision-making process.
A thorough cost-benefit analysis of 15 HIAs was conducted in 2006 and showed that the benefits
derived from the HIAs outweighed the cost of undertaking them. This finding has strengthened the
67
argument that HIAs are effective. However, the term ‘effectiveness’ is not a static concept in this
complex context and a number of elements can make its assessment problematic: goals can evolve
during the process, targeted populations may change in composition, there may be difficulties in
controlling and adjusting for confounders. In addition, health effects tend to have long latency and are
therefore difficult to measure/assess in the short and medium term. HIAs may also prove problematic
if effectiveness is based on achieving intended outcomes – a HIA may be effective in terms of
68
achieving one stakeholder’s goals but no other stakeholder’s.
13

The South Australian (SA) HiAP approach
The SA HiAP approach can be described as a flexible methodology which allows cross-departmental
or joined-up processes of government to improve and influence the conditions that promote health.
The South Australian HiAP model includes two critical enablers: horizontal and vertical governance
structures, and a focus on public policy and health and wellbeing outcomes (Figure 3).

Figure 3: South Australia’s Health in All Policies model.

69

Reproduced with permission of the Department of

Health, Government of South Australia.

Health Lens Analysis
The Health Lens Analysis (HLA) is another type of assessment tool to support HiAP. It is an
internationally recognised approach that aims to deliver evidence-based recommendations to inform
the development of public policy, to maximise gains in health and wellbeing, and to minimise or
70
prevent negative effects or inequalities of policies or programs. A HLA process involves five stages:
1. Engage – establishing and maintaining strong collaborative relationships with partner
agencies, including understanding of organisational culture.
2. Gather evidence – exploring impacts between health and the policy area under focus, and
identifying evidence-based solutions or policy options.
3. Generate – producing a set of policy recommendations and a final report that are jointly
owned by all agencies with responsibility for the policy area.
4. Navigate – helping to steer the recommendations through the decision-making process.
5. Evaluate – determining the effectiveness of the HLA through conducting evaluations of
process, impact and outcome.
In South Australia, HLA has been applied with partnering government agencies to complete a range
of projects including:
•

Water Security – Alternative Water Supplies, Office for Water Security
14

•
•

•

Regional Migrant Settlement – Department of Trade and Economic Development;
Multicultural SA
Transit-oriented Development (TODs) – Department for Transport, Energy and Infrastructure;
Department of Planning and Local Government; Land Management Corporation
Education – Improving Educational Outcomes in Low SES School Communities, Department
of Education and Children’s Services; Department for Transport, Energy and Infrastructure;
Attorney-General’s Department; SA Police; Department of Correctional Services; Department
of Further Education, Employment, Science and Technology.

Four critical success factors have enabled South Australia’s HiAP approach to be sustainable over
time. These include:
1. Political and strategic relevance, which makes the strategy adaptive and responsive to
change. In South Australia, this included adapting to the South Australian Strategic Plan,
Strategic Priorities of Government, and the South Australian Public Health Act 2011.
2. Shared governance between the Department for Health and Ageing and the Department of
the Premier and Cabinet. A central government mandate was a critical enabler, providing a
clear memorandum of understanding to facilitate working across government departments.
3. An operational focus on co-benefits/mutual gains.
4. A flexible methodology, working with dedicated resources, and working with other
departments on their priorities to assist them to achieve their policy goals in ways that protect
and promote health.
The South Australian approach of HiAP implementation clearly illustrates the importance of
establishing clear governance and accountability structures that cut across all sectors of government,
and create joint responsibility. South Australia’s approach to HiAP uses a horizontal and vertical
process of governance, which breaks away from the traditional departmental boundaries to establish
joint responsibility.
Recently, a memorandum of understanding (MoU) has been updated between the State Government
and the SA Health Department, with the aim of systematising HiAP across government. The HiAP
Unit works across government to formulate strong collaborative relationships with State Government
agencies and local governments to create improved public policy and health outcomes. In addition,
the SA Public Health Act 2011 provides a legislative framework to explore Public Health Partner
Authority relationships between the Department of Health and Ageing and other agencies and/or
sectors.

Conclusion
The evidence on the determinants of health and its impact on communities is compelling enough to
warrant a whole-of-government and community response. This includes health professionals taking
leadership in challenging the SDoH of their patients at micro-, meso- and macro-levels.
HiAP is one such strategy which recognises the idea of health as multidimensional and encompassing
more than just the treatment of illness and disease. This strategy considers the wider factors that
shape health, and encourages decision-makers to work across policy silos to address the SDoH and
health professionals to widen their diagnoses to include all factors that contribute (i.e. social,
71
environmental and economic factors) before overt illness occurs, and timely treatment is required.
The HiAP approach may assist in the achievement of one of the Sustainable Development Goals,
Ensure healthy lives and promote well-being for all at all ages, as defined in the United Nations’
72
Transforming Our World – the 2030 Agenda for Sustainable Development.
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Appendix 1: International implementation of HiAP
The World Health Assembly (WHA) – Action Across Sectors Framework 2015
The WHA has developed the Action Across Sectors Framework (the Framework), which acts as a
resource for Member States in taking country-level action across sectors to improve health and health
73
equity. This approach is a revived application of the HiAP process.
Action across sectors can take the form of:
•
•

•
•
•

The health authority initiating action, with engagement from one or more departments or
agencies, focusing on improving health and health equity (the most common form of action)
The head of government (or central government) initiating action in response to an outbreak
or emergency, with all partnering departments participating in combating and managing
health emergencies
Establishing a new government entity to oversee and promote collaboration amongst different
ministries and agencies to tackle a public health issue
Authorities outside the health remit assuming the lead agency role
Initiating action at the local government level, where various sectors collaborate to address
public health and health equity issues by implementing community-based or setting-based
health promotion activities.

‘Action Across Sectors’ describes the development and implementation of policies, programs and
projects undertaken by two or more government departments or agencies. Through these
partnerships, health sectors provide support to non-health sectors in developing policies within their
remit, which will achieve co-benefits. This involves both horizontal action between departments and
agencies, and action across different levels of government.
Like HiAP, the Framework is based on the fact that many factors which are key to achieving good
health outcomes lie beyond the jurisdiction of the health sector. Moreover, action across sectors is
necessary to ensure health protection and health system function, both of which are important for
improving health and health equity.

Finland – The Helsinki statement on Health in All Policies
The Helsinki statement, followed by the Health in All Policies (HiAP) Framework for Country Action,
was created as a result of the 8th Global Conference on Health Promotion in Finland. The core theme
of the conference was HiAP, and its focus was on its implementation. Participants identified
intersectoral action and healthy public policy as crucial factors for promoting health, achieving health
equity, and recognising health as a basic human right.
The Health in All Policies (HiAP) Framework for Country Action
need to be addressed to implement the HiAP approach:
•
•
•
•
•
•
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points out six key elements that

Establish the need and priorities for HiAP
Frame planned action
Identify supportive structures and processes
Facilitate assessment and engagement
Ensure monitoring, evaluation, and reporting
Build capacity.

16

The California Health in All Policies Task Force (Task Force)
75

The Task Force was established by the California Executive Order 2010 and affirmed by the
76
California Legislature through Senate Concurrent Resolution 47 in 2012. The California Department
of Public Health is responsible for facilitating and staffing this Task Force. It was formed under the
auspices of a cabinet-level body, the Strategic Growth Council (SGC), and is tasked with coordinating
multi-agency collaborative projects at the state level to weave health and equity into government
decision-making. It aims to improve air and water quality, protect natural resources and agriculture
lands, increase the availability of affordable housing, promote public health, improve transport, and
77
assist state and local agencies in planning sustainable communities. Box 1 highlights the six
aspirational goals that guide the Task Force.
Box 1: The Task Force’s six aspirational goals which are used to guide its work

1. Active transportation – all residents have the option to safely walk, bicycle, or take public
transit to school, work, and essential destinations
2. Healthy housing and indoor spaces – all residents live in safe, healthy, and affordable
housing
3. Parks, urban greening, and places to be active – all residents have access to places to be
active, such as parks, green space, and healthy tree canopy
4. Community safety through violence prevention – all residents are able to live and be
active in their communities without fear of violence or crime
5. Healthy food – all residents have access to healthy, affordable foods at school, at work, and
in their neighbourhoods
6. Healthy public policy – California’s decision-makers are informed about the health impacts
of various policy options during the policy development process.

To date, the Task Force has achieved the following milestones:
•

•

•
•
•

Developed the 2014 Task Force Action Plan in Active Transportation, which highlights the
commitments from over 20 state departments to promote safe walking, biking and public
transport as a cross- government goal.
Established the California Farm to Fork Office which is jointly funded by the State
Departments of Education, Food and Agriculture, and Public Health. This Office promotes
policies and strategies to improve access to healthy, affordable food.
Created an interagency Food Procurement Working Group, and integrated health criteria into
state food-purchasing contracts.
Developed a multi-agency workgroup to promote healthy environments through school
facilities and land use decisions.
Secured commitment from the Governor’s Office of Planning and Research to embed health
considerations into the State’s General Plan Guidelines, which provide guidance to local
78
jurisdictions for developing comprehensive plans for future development.

Since its inception, HiAP initiatives have been implemented across California on a local community
level, with several jurisdictions expanding intersectoral collaboration and engagement as part of their
regular business practices. These examples include:
•
•

Local health departments in California agreed to incorporate HiAP as a multi-agency
approach in their Community Transformation Grants implementation plans.
Los Angeles County initiated a multi-agency Healthy Design Workgroup after the Board of
Supervisors passed a Healthy Design Ordinance.
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•
•
•

The City of Richmond adopted a HiAP strategy which entailed appointing a HiAP coordinator
to execute it across city departments.
Rural Del Norte County appointed a staff member to focus on HiAP.
Sonoma County’s Health Action Council, a multi-sectoral initiative, engages with government,
private and non-government organisations to implement its 2013–2016 action plan, which is
79
focused on education, income and health systems.
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Appendix 2: Health inequities in Australia and New Zealand
Health inequities persist in Australia and New Zealand, particularly in Aboriginal and Torres Strait
Islander communities, Māori communities, and other vulnerable populations, including disadvantaged
socioeconomic groups, the elderly, people with disability and their carers, people with mental illness,
new refugees and asylum seekers, and incarcerated people. There is a 10.6 year gap in life
expectancy between Aboriginal and Torres Strait Islander men and non-Indigenous men, and a 9.5
year gap in life expectancy between Aboriginal and Torres Strait Islander women and non-Indigenous
80
women. Likewise, there is a 7.3 year gap between Māori men and non-Māori men, and a 6.8 year
81
gap between Māori women and non-Māori women.
In addition, health disparities exist between those in the top and bottom socioeconomic status
quintiles of the Australian adult population for a number of chronic diseases and their associated
82
behavioural risk factors (outlined in Figure 4). However, the most crucial message from Figure 4 is
that a clear socioeconomic gradient – i.e. the lower a person’s socioeconomic status, the worse his or
her health – is apparent in our society

Figure 4: Proportion of people aged 18 years and over reporting selected health risk factors and chronic disease
by socioeconomic status, 2004–05 (per cent).
and Welfare (AIHW).
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Reproduced with permission of the Australian Institute of Health

Poverty plays a considerable role in driving health disparities in society, particularly in minority
populations. New Zealand’s Deprivation Index demonstrates that 75 per cent of Māori people were
84
found in the poorer half of the population in 2006, and 24 per cent were in the lowest decile. People
of Māori descent are afflicted by higher rates of disease, receive delayed treatment which is of lower
quality, and have poorer health outcomes. For example, the incidences of various types of cancer are
three to four times higher, whilst survival rates are lower, and the incidence of rheumatic fever in
85
children is 20 times greater than in non-Māori populations.
In economically developed countries like Australia and New Zealand, low economic position is
associated with low educational attainment, lack of amenities, unemployment and job insecurity, poor
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86

working conditions, and unsafe neighbourhoods. In Australia and New Zealand, tobacco smoking is
87
a behaviour with a strong social gradient. In 2010, the prevalence of people living in the lowest
socioeconomic areas who smoked was 25 per cent. This is twice the rate amongst people living in the
88
highest socioeconomic areas (Figure 5).

Figure 5: Prevalence of smoking by people in Australia aged 14 and over by socioeconomic status, in 2007 and
2010. Reproduced with permission of the Australian Institute of Health and Welfare (AIHW) from AIHW’s
89
Australia’s Health 2012 Report.

A range of poor health outcomes can be traced to a person’s socioeconomic characteristics as the
90
underlying cause. For example, income and level of education are two key socioeconomic indicators
which have a direct association with health outcomes. A report published by the Queensland
University of Technology and the Australian Institute of Health and Welfare showed that respondents
from low income families reported experiencing poorer general health, and suffering from chronic
illness. This group was also more likely to engage in risky behaviours (i.e. higher rates of smoking);
less likely to consume and/or have easy access to a healthy diet, and more likely to report food
insecurity; and made greater use of general practitioner services, but were unlikely to use healthcare
91
services for preventive purposes (e.g. dental consultations, mammograms and pap smears).
An individual’s education level is a key determinant of health, in part because of its link with future
occupational opportunities and income. Also, healthy behaviours, such as accessing health
92
information and services, occur more often in those of higher educational attainment.
Individual-level health promotion activities, targeted at changing risk profiles of high risk populations,
93
can potentially widen health inequalities. Such inequalities have been shown in screening, healthy
94
diet consultation, smoking cessation, and statin and anti-hypertensive prescribing. This is because
those interventions which require the use of an individual’s material or psychological resources
potentially favour populations with more resources, who are in a better position to respond to
95
educational material, services or facilities aimed at improving their health.
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Appendix 3: Early Childhood Development and Equity
Child development is characterised by acquiring the physical, cognitive, psychological and socio96
emotional skills that contribute to children’s increasing competence, autonomy and independence.
The concept of the first 1000 days – from conception through to two years of age – has attracted
97
much attention as the “blueprint for lifespan trajectories”.
Antenatal care, to influence social determinants, is a key intervention which can impact on foetal
development. The social determinants of maternal health (including the mother’s health status and
health behaviours) and intrauterine development impact on the cognitive and physical development of
infants and children during pregnancy and in early life.
Child development is shaped by the interaction between genes and the environment, and experiences
in early childhood have a major influence on future health and wellbeing. Therefore, when adverse
experiences (such as under-nutrition, spread of infectious disease, highly chaotic home environments
and exposure to violence) threaten early childhood health, lifespan trajectories can be disrupted,
which may result in low educational attainment, economic dependency, and poor physical and mental
98
health.
Continual exposure to risk factors without the safeguards of protective factors, especially during the
delicate periods of neural development, can result in changes in neurobiology and neurochemistry
that limit future developmental capability over a child’s life course. A universal primary healthcare
system that adopts the principles of ‘proportionate universalism’, which is providing universal care and
support, but at a scale and intensity that is proportionate to the level of disadvantage, best addresses
99
the health inequities that exist in society.
This can be achieved through the implementation of pro-child policies, increasing the availability of
early detection and intervention for developmentally vulnerable children. Allocation of resources to
respond to the growing needs of disadvantaged children will also have a positive effect on a child’s
developmental trajectory (Figure 6).
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Figure 6: Developmental trajectory. Reproduced from Woolfenden et al. 2013
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with permission of John Wiley

and Sons.

Continued advocacy for breastfeeding and increased emphasis on maternal education are effective
prevention strategies, because these protective factors have shown to mitigate the adverse effects of
risk factors. Breastfeeding is beneficial for healthy brain and behavioural development. Likewise,
maternal education is associated with better nutritional status of the child, as well as a positive childrearing environment: women who participate in maternal education initiatives are more likely to
101
access and benefit from intervention programs.
There is emerging evidence showing that children who have a suboptimal start in life become
developmentally vulnerable. As a consequence, children may underperform in one or more areas of
childhood development such as motor, language, self-help, socio-emotional, cognitive, psychological
adjustment and aggression. Nutritional threats, family dynamics and types of family forms and
experiences of domestic or political violence are examples of risk which can potentially contribute to a
102
child’s suboptimal start in life.
The Australian Early Development Census states that 20 to 25 per cent of Australian children
commencing their first year of school are ‘developmentally vulnerable’, with a higher prevalence
associated with lower socioe-conomic status, with being an Aboriginal or Torres Strait Islander
103
person, and with living in a remote area.
The differences in developmental vulnerability between
groups of children are associated with the SDoH, including poor parental mental health and
education, low family income, lack of stimulating early childhood experiences and social capital
104
(Figure 7).
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Refers to developmental vulnerabilities in one or more Australian Early Development Index (AEDI) domains
Refers to developmental vulnerabilities in two or more domains
Figure 7: Comparisons of developmental vulnerabilities by Socio-Economic Indexes for Area (SEIFA).
Reproduced from Woolfenden et al. 2013
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with permission of John Wiley and Sons.

Any deficits found in one or more areas of childhood development become increasingly challenging to
106
rectify beyond the early childhood years.
Instead, developmental vulnerabilities appear in the
reproductive years and adulthood, which in turn perpetuate the cycle of disadvantage and health
disparities into the next generation.
Children from preconception to school age are potentially accessible by various government
departments and agencies including education, family and social services, violence protection, and
transport. Thus, investing in child development earlier may help to reduce the impact of heath inequity
107
as a means to building human capital.
Investments in early childhood services for vulnerable children is socially justifiable, and is a wise
economic investment which may result in considerable savings in health, education and welfare
108
budgets, and gains in work productivity. It has been estimated that if all children had the same level
of health as children who are socioeconomically advantaged, there would be a 30 to 70 per cent drop
in the population-attributable proportion of chronic illnesses such as cerebral palsy, intellectual
109
disabilities and mental health issues.
Consequently, action (by means of early intervention for
healthy childhood development), or inaction, will have long-term consequences for adult functioning,
110,111,112
for the care of the next generation, and for the wellbeing of communities.
The RACP Paediatric Policy & Advocacy Committee has published the following policies in support of
improving the determinants of health amongst children:



113

Physical Punishment of Children Position Statement – July 2013
Protecting Children is Everybody’s Business: Paediatricians Responding to the Challenge of
114
Child Protection Position Statement – March 2015
 Sexual and Reproductive Health Care for Young People Position Statement – November
115
2015.
Medical care is only one measure of sickness or injury. Undoubtedly, medical intervention is important
for improving health outcomes. However, evidence suggests that health is strongly socially
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determined and the problems arising from social, political, economic and environmental factors
cannot be appropriately addressed by medical intervention alone. To serve the community better, we
need a more sophisticated approach, which considers the SDoH in our patients, especially in
preventing early morbidity and mortality.
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Appendix 4: Definitions and Abbreviations
Definitions
Causes of the causes: a concept introduced by epidemiologist Geoffrey Rose which explains the
116
need to identify the underlying cause of incidence.
Developmental vulnerability: refers to a child who is significantly underperforming in an area of child
development such as motor, language, self-help, socio-emotional, cognitive and behavioural, as
measured by the Australian Early Development Census.
Health: we have adopted the World Health Organization (WHO) definition of health which refers to a
“state of complete physical, mental and social wellbeing, and not merely the absence of disease or
117
infirmity’. As such, when health is mentioned throughout the document, it implicitly refers to all three
components (i.e. physical, mental and social wellbeing).
Health inequality: refers to systematic differences (i.e. the social determinants of health) in health
between social groups.
Health inequity: differences in health which are unfair, unjust, systematic, avoidable and/or
unnecessary.
Healthy public policy: a policy that is ‘characterised by an explicit concern for health and equity in all
118
areas of policy and an accountability for health impact’.
Its aim is to favourably influence the
determinants of health at higher levels (these levels include general socio-economic, cultural and
environmental conditions, living and working conditions, and social and community influences).
Intersectoral collaboration: joint action among the health sector and non-health sectors to improve
population health outcomes.
Joined-up approach: a way of working in partnership across sectors to improve health and health
equity.
Proportionate universalism: Universal actions aimed at reducing the steepness of the social
gradient in health, but with a scale and intensity that is proportionate to the level of disadvantage.
Marmot et al. argue that focusing solely on the most disadvantaged will not decrease health
119
inequalities.

Abbreviations

HiAP

Health in All Policies

NATSEM

National Centre for Social and Economic Modelling

SDoH

Social determinants of health

SGC

Strategic Growth Council

WHO

World Health Organization

25

Acknowledgements
This position statement was developed with expert input from a Reference Group of expert RACP
Fellows and with support from the RACP Policy & Advocacy Unit:
Dr Bret Hart FAFPHM – Lead Fellow
Dr Eugene Athan FRACP
Dr Penny Hutchinson FAFPHM
Dr Haran Kamalaharan FAFOEM
Dr Niroshini Kennedy FRACP
Dr Matthew McConnell FAFPHM
Dr Lloyd Nash FRACP
Dr Shanti Raman FRACP
Dr Clif van der Oest FAFPHM
Ms Angela Hua, RACP Policy & Advocacy Unit
Ms Claire Celia, RACP Policy & Advocacy Unit

The RACP would also like to thank the Mental Illness Fellowship of Australia and the Australian
Healthcare and Hospitals Association for their valuable feedback on an earlier draft of this document.

1

Australian Institute of Health and Welfare. Australia’s Health 2014: Understanding health and illness.
http://www.aihw.gov.au/australias-health/2014/understanding-health-illness/ [accessed 2 September 2016].
2
Milio N 1987. Making healthy public policy; developing the science by learning the art: an ecological framework
for policy studies. Health Promotion International; 2(3):263–274.
3
Based on World Health Organization (WHO) 2013. Health in All Policies: framework for country action, p. 2.
4
McQueen DV, Wismar M, Lin V, Jones CM, Davies M (eds) 2012. Intersectoral governance for Health in All
Policies: structures, actions and experiences. World Health Organization, on behalf of the European Observatory
on Health Systems and Policies.
5
Friel S, Harris P, Simpson S, Bhushan A, Baer B 2015. Health in All Policies approaches: pearls from the
Western Pacific Region. Asia and the Pacific Policy Studies; 2(2):324–337. doi:10.1002/app5.89.
6
The Royal Australasian College of Physicians 2015. Supporting physicians’ professionalism and performance.
http://www.racp.edu.au/fellows/supporting-physicians-professionalism-and-performance-(sppp) [accessed 2
September 2016].
7
The College of Family Physicians of Canada 2015. Best advice: social determinants of health,
http://patientsmedicalhome.ca/resources/best-advice-guide-social-determinants-health/ [accessed 2 September
2016]
8
Bailie J, Schierhout G, Laycock A, Kelaher M, Percival N, O’Donoghue L, McNeair T, Bailie, R 2015.
Determinants of access to chronic illness care: a mixed-methods evaluation of a national multifaceted chronic
disease package for Indigenous Australians. BMJ Open; 5:e008103. doi 10.1136/bmjopen-2015-008103.
9
HealthBegins is an online ‘think-and-do tank’ which develops and implements activities to help health care
address the social determinants of health, http://www.healthbegins.org/ [accessed 11 August 2016].
10
Garg A, Boynton-Jarrett R, Dworkin PH 2016. Avoiding the unintended consequences of screening for Social
Determinants of Health. JAMA; 316(8):813–814. doi:10.1001/jama.2016.9282.
11
Centre for Reviews and Dissemination, The University of York 2015. Evidence to inform the commissioning of
social prescribing.
12
Wheelahan D 2015. UNSW study finds GPs failing to help patients beat the bulge. UNSW Newsroom.
http://www.newsroom.unsw.edu.au/news/health/unsw-study-finds-gps-failing-help-patients-beat-bulge [accessed
2 September 2016]
13
An example of such collaboration is the Healthy Spaces and Places Program which has now concluded. This
program was a collaboration between the Australian Local Government Association, the National Heart
Foundation of Australia and the Planning Institute of Australia, funded by the Australian Department of Health.
The Program’s main resource is its website, which outlines guidelines for planning, designing and creating

26

healthy, sustainable and people friendly places. http://www.healthyplaces.org.au/site/ [accessed 2 September
2016].
14
Glasgow S, Schrecker T 2015. The double burden of neoliberalism? Noncommunicable disease policies and
the global political economy of risk. Health Place: 34:204–211.
15
World Health Organization 2016. Social Determinants of Health. http://www.who.int/social_determinants/en/
[accessed 2 September 2016].
16
The Senate Community Affairs References Committee 2013. Australia’s domestic response to the World
Health Organization’s (WHO) Commission on Social Determinants of Health report ‘Closing the gap within a
generation’. March.
17
World Health Organization 2015. Health systems: Equity. http://www.who.int/healthsystems/topics/equity/en/
[accessed 2 September 2016].
18
Rudolph L, Caplan J, Mitchell J, Mitchell C, Ben-Moshe K, Dillon L 2013. Health in All Policies: improving
health through intersectoral collaboration. Discussion paper.
19
The Lancet Commission on Health and Climate Change 2015. Policy responses to protect public health.
http://www.thelancet.com/commissions/climate-change [accessed 2 September 2016].
20
RACP Climate Change and Health Position Statement. http://www.racp.edu.au/docs/default-source/defaultdocument-library/racp-climate-change-and-health-position-statement.pdf?sfvrsn=2 [accessed 2 September
2016].
21
Egger E, Dixon J 2014. Beyond obesity and lifestyle: a review of 21st century chronic disease determinants,
BioMed Research International.
22
Commission on Social Determinants of Health, World Health Organization 2008. Closing the gap in a
generation: health equity through action on the social determinants of health. Final report.
23
Public Health Agency of Canada and World Health Organization 2008. Health equity through intersectoral
action: an analysis of 18 country case studies.
24
Sustainable health systems: visions, strategies, critical uncertainties and scenarios: a report from the World
Economic Forum 2013.
25
Dr Buckett, Director of Public Health, SA Health. Committee Hansard, 4 December 2012, p. 20.
26
St-Pierre L et al. Governance tools and framework for Health in All Policies. National Collaborating Centre for
Healthy Public Policy, IUHPE, European Observatory on Health Systems and Policies.
27
Income inequality, mortality, and self rated health: meta-analysis of multilevel studies 2009. BMJ; 339. doi:
http://dx.doi. Org/10.1136/bmj.b4471.
28
Government of South Australia 2011. South Australian approach to Health in All Policies 2011: background
and practical guide version 2.
29
Brown L, Thurecht L, Nepal B 2012. The cost of inaction on the Social Determinants of Health. Report no.
2/2012. Prepared for Catholic Health Australia. National Centre for Social and Economic Modelling (NATSEM),
University of Canberra. http://www.natsem.canberra.edu.au/publications/?publication=the-cost-of-inaction-on-thesocial-determinants-of-health [accessed 2 September 2016].
30
Australian Government, The Treasury 2015. 2015 Intergenerational Report: Australia in 2055. Canberra.
http://www.treasury.gov.au/PublicationsAndMedia/Publications/2015/2015-Intergenerational-Report [accessed 2
September 2016].
31
Brown L, Thurecht L, Nepal B 2012. The cost of inaction on the Social Determinants of Health. Report no.
2/2012. Prepared for Catholic Health Australia. National Centre for Social and Economic Modelling (NATSEM),
University of Canberra.
32
ibid.
33
Sustainable health systems: visions, strategies, critical uncertainties and scenarios: a report from the World
Economic Forum 2013.
34
Health in the post-2015 development agenda: need for a social determinants of health approach. Joint
statement of the UN Platform on Social Determinants of Health 2015.
35
Australasian Faculty of Occupational and Environmental Medicine (AFOEM) of The Royal Australasian College
of Physicians (RACP) 2011. Realising the health benefits of work: a position statement.
https://www.racp.edu.au/docs/default-source/advocacy-library/realising-the-health-benefits-of-work.pdf [accessed
2 September 2016]
36
ibid.
37
ibid.
38
Australasian Faculty of Occupational and Environmental Medicine (AFOEM) of The Royal Australasian College
of Physicians (RACP) 2015, Realising the health benefits of work: an evidence update.
https://www.racp.edu.au/docs/default-source/advocacy-library/pa-health-benefits-of-work-evidenceupdate.pdf?sfvrsn=4 [accessed 2 September 2016].
39
Australian Government, The Treasury 2015. 2015 Intergenerational Report: Australia in 2055. Canberra.
http://www.treasury.gov.au/PublicationsAndMedia/Publications/2015/2015-Intergenerational-Report [accessed 2
September 2016].
40
For further information about these documents, please go to: https://www.racp.edu.au/advocacy/divisionfaculty-and-chapter-priorities/faculty-of-occupational-environmental-medicine/health-benefits-of-good-work
[accessed 2 September 2016].

27

41

Australia’s Health 2012. The thirteenth biennial health report of the Australian Institute of Health and Welfare.
Australia’s health series no. 13. Cat. no. AUS 156.
42
World Health Organization, Ministry of Social Affairs and Health Finland. Helsinki statement on Health in All
Policies 2013; World Health Organization 2014. Contributing to social and economic development: sustainable
action across sectors to improve health and health equity. WHA67.12.
43
Capewell S, Graham H 2010. Will cardiovascular disease prevention widen health inequalities? PLoS Med:
7(8). doi:10.1371/journal.pmed. 1000320.
44
ibid.
45
Tarlov AR 1999. Public policy frameworks for improving population health. Annals of New York Academy of
Science: 896(1):281–293.
46
The Senate Community Affairs Committee 2013. Australia’s domestic response to the World Health
Organization’s (WHO) commission report: closing the gap within a generation.
47
Carey G, Crammon B, Keast R 2014. Creating change in government to address the social determinants of
health: how can efforts be improved? BMC Public Health: 14:1087.
48
Hussey R, Weaterup C 2016. Lessons from Wales – how to embed sustainability and prevention in health
care. MJA: 204(3).
49
ibid.
50
ibid.
51
Gawaith L 2012. Final evaluation report for Canterbury Health in All Policies Partnership Report.
52
WHO, Government of South Australia 2010. Adelaide statement on Health in All Policies. Adelaide.
53
Department of Health, Government of South Australia 2011. The South Australian approach to Health in All
Policies: background and practical guide. Version 2.
54
Ollila E 2011. HiAP: from rhetoric to action. Scandinavian Journal of Public Health; 39(6):suppl:11–18.
55
Please refer to definitions section in Appendix 4.
56
Turrell G, Oldenburg B, McGuffog I, Dent R 1999. Socioeconomic determinants of health: towards a national
research program and a policy and intervention agenda. Queensland University of Technology, School of Public
Health, Canberra.
57
WHO 2015. Contributing to social and economic development: sustainable action across sectors to improve
health and health equity (follow-up of the 8th Global Conference on Health Promotion). Report of the Secretariat.
A68/17
58
World Health Organization. Health in All Policies training manual.
http://who.int/social_determinants/publications/health-policies-manual/en/ [accessed 2 September 2016].
59
For further information about HealthBegins, please visit: http://healthbegins.ning.com/page/about-healthbegins
[accessed 2 September 2016].
60
For further information, please visit:
http://www.sjog.org.au/hospitals/subiaco_hospital/social_outreach/social_outreach_services.aspx [accessed 2
September 2016].
61
McDonald D 2012. Challenging Ronald: McDonald versus McDonald’s. Journal of Paediatrics and Child
Health; 48(2):103–105.
62
Haigh F, Baum F, Dannenberg AL, Harris MF, Harris-Roxas B, Keleher H, Kemp L, Morgan R, Chok HN,
Spickett J, Harris E 2013. The effectiveness of health impact assessment in influencing decision-making in
Australia and New Zealand 2005–2009. BMC Public Health; 13:1188.
63
Fakhri A, Maleki M, Gohari M & Harris P 2014. Investigating underlying principles to guide health impact
assessment. International Journal of Health Policy Management: 3(1):17–22.
64
Harris-Roxas B, Haigh F, Travaglia J, Kemp L 2014. Evaluating the impact of equity focused health impact
assessment on health service planning: three case studies. BMC Health Services Research; 14:371.
65
Queensland Government 2013. Social impact assessment guide. July.
66
Ollila E 2011. Health in All Policies: from rhetoric to action. Scandinavian Journal of Public Health;
39(6):suppl:11–18.
67
Wismar M, Blau J, Ernst K, Figueras J 2007. The effectiveness of HIA: scope and limitations of supporting
decision-making in Europe. European Observatory on Health Systems and Policies.
http://www.euro.who.int/data/assets/pdf_file/0003/98283/E90794.pdf [accessed 2 September 2016].
68
Haigh F, Baum F, Dannenberg AL, Harris MF, Harris-Roxas B, Keleher H, Kemp L, Morgan R, Chok HN,
Spickett J, Harris E 2013. The effectiveness of health impact assessment in influencing decision-making in
Australia and New Zealand 2005–2009. BMC Public Health; 13:1188.
69
Department of Health, Government of South Australia 2011. The South Australian approach to Health in All
Policies: background and practical guide. Version 2.
70
Kickbusch I, Buckett K (eds) 2010. Implementing Health in All Policies: Adelaide 2010. Department of Health,
Government of South Australia. See Williams C, Wildgoose D, Sawford A and Williams L.
Chapter 10: An introduction to the health lens analysis.
71
Hein K 2015. Outside looking in, inside looking out – expanding the concept of health. Academic Pediatrics;
15:117–127.
72
Available online: https://sustainabledevelopment.un.org/?menu=1300 [accessed 2 September 2016].
73
Available online: http://www.who.int/nmh/events/WHO-discussion-paper2.pdf [accessed 11 August 2016].

28

74

Available online: http://apps.who.int/iris/bitstream/10665/112636/1/9789241506908_eng.pdf [accessed 11
August 2016]
75
For more information about the California HiAP Task Force and/or HiAP implementation resources, please
refer to the links: California Strategic Growth Council: http://sgc.ca.gov/ [accessed 2 September 2016]; and
Health in All Policies: a guide for state and local governments (developed by the Public Health Institute, the
California Department of Public Health, and the American Public Health Association):
http://www.phi.org/uploads/files/Health_in_All_Policies-A_Guide_for_State_and_Local_Governments.pdf
[accessed 2 September 2016].
76
Rudolph L, Caplan J, Ben-Moshe K, Dillon L 2013. Health in All Policies: a guide for state and local
governments. Washington DC and Oakland CA: American Public Health Association and Public Health Institute.
77
Further information on the California Strategic Growth Council is available online: http://sgc.ca.gov/ [accessed
2 September 2016].
78
ibid.
79
ibid.
80
Harrison D 2015. Closing the Gap suffers from short-term shambles. The Sydney Morning Herald, News
Review, 14–15 February, p. 34.
81
NZ male, female life expectancy gap narrows. The New Zealand Herald, 8 May 2015.
http://m.nzherald.co.nz/nz/news/article.cfm?c_id=1&objectid=11445498 [accessed 2 September 2016].
82
Friel S 2009. Health equity in Australia: a policy framework based on action on the social determinants of
obesity, alcohol and tobacco. National Centre for Epidemiology and Population Health, The Australian National
University & The Department of Epidemiology and Public Health, University College London for The Australian
National Preventative Health Taskforce.
83
Australian Institute of Health and Welfare (AIHW) 2008. Australia’s health 2008. Cat. no. AUS 99. Canberra:
AIHW, p. 65.
84
Alcorn T 2011. New Zealand’s bold strategy for reducing health disparities. The Lancet; 378(9804):1689–1690.
85
ibid.
86
Commission on Social Determinants of Health, World Health Organization 2008. Closing the gap in a
generation: health equity through action on the social determinants of health. Final report.
87
Alcorn T 2011. New Zealand’s bold strategy for reducing health disparities. The Lancet; 378(9804):1689–1690.
88
Australian Institute of Health and Welfare 2012. Australia’s health 2012. Australia’s health series no.13. Cat.
no. AUS 156. Canberra: AIHW.
89
ibid.
90
Braveman P, Gottlieb L 2014. The social determinants of health: it’s time to consider the causes of the causes.
Pub Health Rep; 129:suppl.2:19–31.
91
Turrell G, Stanley L, de Looper M, Oldenburg B 2006. Health inequalities in Australia: morbidity,
health behaviours, risk factors and health service use. Health Inequalities Monitoring Series No. 2. AIHW cat. no.
PHE 72. Brisbane and Canberra: Queensland University of Technology and the Australian Institute of Health and
Welfare.
92
ibid.
93
Capewell S, Graham H 2010. Will cardiovascular disease prevention widen health inequalities? PLoS Med.;
7(8). doi:10.1371/journal.pmed. 1000320.
94
ibid.
95
Advocacy Committee of the Royal College of Paediatrics and Child Health 2007. A fair deal for all children: a
policy statement. Equity in child health. Available at:
http://www.rcpch.ac.uk/system/files/protected/page/Equity%20in%20Child%20Health.%20A%20Fair%20Deal%2
0for%20All%20Children.pdf [accessed 2 September 2016].
96
Daelmans B, Black M, Lombardi J, Lucas J, Silver K, Richter L, Britto P, Macmillan H, Yoshikawa H, Darmstadt
G, Escamilla RP, Rao N 2015. Effective interventions and strategies for improving early child development, on
behalf of the Every Woman, Every Child Steering Committee of new scientific series on Early Child Development.
97
Black MM, Hurley KM 2014. Investment in early childhood development. The Lancet; 384(9950):1244–1245.
98
Daelmans B, Black M, Lombardi J, Lucas J, Silver K, Richter L, Britto P, Macmillan H, Yoshikawa H, Darmstadt
G, Escamilla RP, Rao N 2015. Effective interventions and strategies for improving early child development, on
behalf of the Every Woman, Every Child Steering Committee of new scientific series on Early Child Development.
99
Marmot M, Atkinson T, Bell J, Black C, Broadfoot P, Cumberlege J, Diamond I, Gilmore I, Ham C, Meacher M,
Mulgan G 2010. Fair society, healthy lives 2010. The Marmot review. Executive summary. Available at:
http://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review [accessed on 2
September 2016].
100
Woolfenden S, Goldfeld S, Raman S, Eapen V, Kemp L, Williams K 2013. Inequity in child health: the
importance of early childhood development. Journal of Paediatrics and Child Health; 49:E365–369 (see p. E367).
101
ibid.
102
Engle PL, Castle S, Menon P 1996. Child development: vulnerability and resilience. Social Science and
Medicine; 43(5):621–635.
103
Woolfenden S, Goldfeld S, Raman S, Eapen V, Kemp L, Williams K 2013. Inequity in child health: the
importance of early childhood development. Journal of Paediatrics and Child Health; 49:E365–369 (see p. E367).
104
ibid.

29

105

ibid., p. E366 based on data from AEDI National Report 2009.
Heckman JJ, Mosso S 2014. The economics of human development and social mobility. National Bureau of
Economic Research. Report no. 19925. Available from: http://ftp.iza.org/dp8000.pdf [accessed 2 September
2016].
107
Daelmans B, Black M, Lombardi J, Lucas J, Silver K, Richter L, Britto P, Macmillan H, Yoshikawa H,
Darmstadt G, Escamilla RP, Rao N 2015. Effective interventions and strategies for improving early child
development, on behalf of the Every Woman, Every Child Steering Committee of new scientific series on Early
Child Development.
108
Heckman JJ 2006. Skill formation and the economics of investing in disadvantaged children. Science;
312(5782):1900–1902.
109
Woolfenden S, Goldfeld S, Raman S, Eapen V, Kemp L, Williams K 2013. Inequity in child health: the
importance of early childhood development. Journal of Paediatrics and Child Health; 49:E365–369, p. E366
based on data from AEDI National Report 2009.
110
Walker SP, Wachs TD, Grantham-McGregor S, Black MM, Nelson CA, Huffman SL, Baker-Henningham H,
Chang SM, Hamadani JD, Lozoff B, Meeks Gardner JM, Powell CA, Rahman A, Richter L 2011. Inequality in
early childhood: risk and protective factors for early child development. The Lancet; 378(9799):1325–1338.
111
Heckman JJ, Mosso S 2014. The economics of human development and social mobility. National Bureau of
Economic Research. Report no. 19925. Available from: http://ftp.iza.org/dp8000.pdf [accessed 2 September
2016].
112
Campbell F, Conti G, Heckman JJ, Moon SH, Pinto R, Pungello E, Pan Y 2014. Early childhood investments
substantially boost adult health. Science; 343(6178):1478–1485.
113
Available online: https://www.racp.edu.au/docs/default-source/default-document-library/physical-punishmentof-children.pdf [accessed 2 September 2016].
114
Available online: https://www.racp.edu.au/docs/default-source/advocacy-library/pol-protecting-children-isevery-bodys-business.pdf [accessed 2 September 2016].
115
Available online: https://www.racp.edu.au/docs/default-source/advocacy-library/pa-ps-sexual-andreproductive-health-care-for-young-people.pdf?sfvrsn=4 [accessed 2 September 2016].
116
Rose G 1985. Sick individuals and sick populations. International Journal of Epidemiology; 14(1).
117
Preamble to the Constitution of the World Health Organization as adopted by the International Health
Conference, New York, 19–22 June 1946; signed on 22 July 1946 by the representatives of 61 States (Official
Records of the World Health Organization, no. 2, p. 100) and entered into force on 7 April 1948. The Definition
has not been amended since 1948.
118
World Health Organization 2015. Adelaide recommendations on healthy public policy. World Health
Organization. Available at: http://www.who.int/healthpromotion/conferences/previous/adelaide/en/index1.html
[accessed 2 September 2016].
119
Marmot M, Atkinson T, Bell J, Black C, Broadfoot P, Cumberlege J, Diamond I, Gilmore I, Ham C, Meacher M,
Mulgan G 2010. Fair society, healthy lives: The Marmot review. London: University College London.
106

30

