BUILIDING HEALTHY COMMUNITIES

Lowering hospital walls to achieve health equity

Hospitals have a pivotal role in reducing health inequities for indigenous people and other
marginalised groups, argue Anna Matheson and colleagues

ospitals have evolved to
become integral and domi-
nant components of health
systems, although their func-
tions, organisation, size,
degree of centralisation, and resourcing
varies across countries. Despite this diver-
sity, hospitals are generally focused on pro-
viding services for sick people rather than
prevention. Although many have shown the
capacity to quickly adopt new technologies,
especially for diagnosing and managing
illness, achieving institutional change to
tackle the systemic causes of health ineg-
uities has proved much more difficult.’

We argue that the actions of hospitals
contribute to health inequities. This is
important given that hospitals hold an
inordinate share of power, resources, and
influence within health and community
systems—while primary care and
prevention are consistently undervalued
and underfunded. We draw on four
opportunistically selected country case
examples to show the role that hospitals
can play in overcoming systemic barriers
to health equity. Each example highlights
health sector actions taken for particular
population groups: women and children in
Pakistan and Rwanda and the indigenous
peoples of Australia and New Zealand.

KEY MESSAGES

e Health inequities result from complex
causes that compound locally—with
unmet need and institutional racism
important drivers

e Hospitals have been slow to respond
to the circumstances of indigenous
people and other marginalised popu-
lation groups

e Hospitals have a pivotal role in tack-
ling health equity as they hold an
inordinate share of power, resources,
and influence compared with primary
care and prevention

e Hospitals can facilitate the reori-
entation of health by identifying
and addressing systemic causes of
inequity within their own walls and
normalising true community partici-
pation

e Bold leadership is needed to trans-
form health systems to achieve better
health for all
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Reorienting systems to the local: evidence of
health inequities

Reorienting health services to be more
responsive to local community realities is
not new. The promise of primary care has
been to bring services closer to people and
to alleviate the need for hospital services.?
However, health inequities persist in access
to, and use of, primary care as well as hos-
pital services, with inequity magnified as
people move through the health system.
Similarly, multiple determinants of health
such as housing, education, and income
as well as less visible causes such as social
connectedness, community participation,
government policy processes, and corpo-
rate actions compound inequity for the
same groups disadvantaged through health
systems.? Not surprisingly, illness in indi-
viduals also compounds over time, often
leading to multimorbidities.*

Local compounding describes how
inequities are magnified for different social
groups through complex social processes.’
The emergence of inequity is explained
by non-linearity and the concept of
“sensitivity to initial conditions,” whereby
initial conditions are reinforced and
interactions can have disproportionate
effects. Complex systems thinking is
increasingly seen as necessary to make
sense of health systems.®” It becomes
even more useful when the wider social
systems within which health systems are
embedded are also conceptualised as
complex. Understanding the underlying
behaviour of complex systemscan identify
actions that are likely to shift community
systems from their existing states and
stop prevailing health outcomes being
repeatedly reproduced.?

Measuring, uncovering, and acting on health
inequities
Social action focused on a geographi-
cal community can potentially capture
many local factors that influence health,
especially those associated with poverty.’
However, for some social groups other sys-
temic factors compound geographical and
socioeconomic effects. Indigeneity; gender;
age; ethnic, religious, or cultural affiliation;
disability; or being a new migrant or refu-
gee are characteristics of groups likely to
experience health inequities.

In Australia, Aboriginal and Torres Strait
Islander people have a life expectancy 10

to 17 years less than other Australians. For
Maori in New Zealand the difference in life
expectancy compared with non-Maori is
about seven years. In both countries, an
important contributor to these differences
is unequal access to healthcare at all
levels of service provision.'*" In Pakistan,
discrimination against women, including
insufficient access to maternal, child, and
infant services are major reasons for high
rates of infant mortality.” ** Rwanda, on
the other hand, has substantially reduced
its infant mortality and seen improvements
in other health indicators, and has begun
to make progress on gender inequality.'” '®

The performance of health systems is
usually measured by hospital admissions,
population mortality, and disease
incidence. However unmet need, an
important driver of health inequities, is
poorly measured.” For some countries,
particularly low and middle income,
getting good health data of any kind is
a challenge, but even in high income
countries it is difficult to get good data on
all population groups and context specific
causes of health outcomes.

The example of the People’s Primary
Healthcare Initiative (box 1) shows how
even a small amount of local knowledge
can inform more effective social actions.
This fact is well known within some
disciplines® and increasingly recognised
in others.” The non-linear relation between
emergent phenomena (such as inequalities
by social group) and initial conditions
means that pathways to achieving change,
and therefore the effects of intervention,
will vary between communities. The
challenge is how to systematically gather
and feed back local and contextual
knowledge to inform how services are
designed and delivered, and to empower
and adapt to the circumstances of patients
and communities.

Good quantitative data on social groups
are clearly important, especially for
monitoring and enabling accountability.*?
Equally important are methods that can
capture and respond to less obvious
features of populations and their contexts.
Working in partnership with patients
and communities and using adaptive
and participatory methods, such as
codesign to incorporate local voices and
experimentation and prototyping to explore
local solutions, can uncover and address
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Box 1: People’s Primary Healthcare Initiative, Pakistan

The People’s Primary Healthcare Initiative (PPHI) is a not-for-profit organisation set up to
contract out services in response to high maternal and infant mortality in rural Sindh, Pakistan.
The hospitals in PPHI are located mostly in remote, poor, rural areas.

The PPHI’s focus was to improve service quality by following the international framework of
quality of care for maternal and newborn health services. Despite hospitals providing a high
quality service, the number of facility based deliveries (a key indicator in adverse outcomes
of pregnancy) did not increase significantly. Research by the PPHI identified that the hours of
operation and the absence of a female healthcare providerwere barriers to use of its services.
Consequently, 280 health facilities were upgraded to operate 24 hours a day with a female

medical officer on site.

Potential—The PPHI facilities providing normal vaginal delivery 24 hours a day now conduct
amuch higher number of deliveries than when they operated for eight hours a day, 144896 in

2017-18versus 37873 in 2013-2014 (fig 1).

Challenges—Despite the changes progress has been slow and many women still deliver at
home without skilled care, especially in low socioeconomic areas.'® An ongoing challenge is
limited evidence on patientand community perspectives of what services are needed and the

best ways forthose services to be delivered.

unmet need. Furthermore, strengthening
the way that communities are organised
and amplifying community voice can help
dismantle systemic barriers. Illuminating
and communicating how determinants
are experienced locally and strengthening
community agency can help avoid harms
to health caused by the decisions and
actions of other societal actors such as
corporations, driven by their pursuit for
profit, and public and policy organisations
using ineffective methods and strategies.

Institutional racism: a systemic pathway to
inequity

Institutional racism has been clearly evi-
denced for indigenous populations; coloni-
sation has shaped the policies, structures,
governance, and practices of public insti-
tutions, including hospitals, to respond
poorly to the needs and rights of indigenous
people.?* Institutional racism also con-
tributes to systemic societal exclusion and
compounds the already devastating effects
of poverty. In Australia and New Zealand,
institutional racism has been gaining vis-
ibility through better identification, meas-
urement, and articulation (boxes 2 and
3). In Pakistan and Rwanda it still has low
visibility and the United Nations has high-
lighted it as a human rights concern.’*
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Fig 1| Number of deliveries at PPHI Sindh
facilities

Investing effectively to achieve shared health
goals
Creating culturally safe services, decen-
tralising to empower local communities,
or setting social justice goals can be under-
mined by less obvious relationships and
processes. In Rwanda, where health gains
are being made, political will for champi-
oning health equity has been instrumen-
tal (box 4). Achieving political will often
requires many years of tumultuous social
and political struggle, and even when this
will is able to be sustained it remains prone
to subversion by the actions of national and
global organisations.>® Rwanda, for exam-
ple, has historically been reliant on frag-
mented and uncertain donor funding for
the health system, constraining cohesive,
longer term planning to meet health goals.
Precarious funding and unresponsive
investment strategies between different
parts of the health system also affect
communities. For example, uncertain
funding and short term contracts have

weakened community based Maori health
providers who have facilitated access
for Maori to hospital services for many
years.?’ This vulnerability is exacerbated
by pressures from providing unfunded
services in response to previously
unrecognised need encountered in the
community as well as a competitive
funding environment that degrades trust
and impedes collective community action
on shared goals.

Hospitals must act as facilitators

The health system is one of the determi-
nants of health. Moreover, there is consider-
able evidence that hospitals, and the health
systems they are embedded within, contrib-
ute to health inequities. Whereas primary
and community based health services are
likely to have explicit goals of address-
ing health inequity and prioritising local
community needs, hospitals have been
slower to adapt and respond effectively to
the circumstances of indigenous people
and other marginalised population groups
such as poor people. Overcoming the insti-
tutional inertia of hospitals is important
because their power and status makes them
uniquely positioned to influence the rest of
the health system, including how money
is distributed between prevention and pri-
mary and acute care.

Some actions are clear for hospitals,
and those who make decisions about
hospitals, to contribute to improving
health equity. Firstly, health equity needs
to be a fundamental and shared goal of the
health system. Hospitals can unashamedly
exploit their pivotal role to champion and
facilitate shared actions with health and
other sectors. They can also reflect on how
their own organisational decisions affect
the circumstances of local populations,
especially through employment and
procurement practices.

Box 2: Beginning the transformation of institutional racism—Australia

An external assessment tool to measure institutional racism in hospitals has been developed
using publicly available data and a matrix of five key indicators: inclusion in governance; policy
implementation; service delivery; employment; and financial accountability. The 2014 case
study of Cairns and Hinterland Hospital and Health Service (CHHHS) used this matrix and found

high levels of institutional racism.”

Potential—The latest annual report of CHHHS shows the beginnings of transformation,
including appointment of an Indigenous Australian to the hospital board; founding an
Aboriginal and Torres Strait Islander Health Community Consultation Committee; employing
an executive director of Aboriginal and Torres Strait Islander Health; and reporting data on
discharges against medical advice and potentially preventable admissions. This shows that
identifying institutional racism can lead to action.

Challenges—Measuring the effect of the changes requires time, but using proxies, such
as data on discharge against medical advice, will help. Maintaining momentum is the main
challenge for this hospital. Rolling out the assessment and reporting of institutional racism,
and implementing strategies to tackle it across the Australian health system, is the challenge

forthe country.
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Box 3: Systems change through cultural safety education and translational practice—
New Zealand

Cultural safety is a process of creating institutional culture change to reduce health inequities
between Maori and non-Maori through education and training. Cultural safety shifts
responsibility for confronting systemic causes of inequity onto institutions and those who work
within them.?® Despite its value being widely recognised, one study® identified only nine (out
of 20) district health boards required employees to undertake cultural safety training, with no

data available on numbers who had done the training.

Potential—Creating culturally safe organisations through raising consciousness and
redistributing power provides a way to transform institutional practices to be more responsive
to diverse local populations. Along with other enabling mechanisms such as the Treaty of
Waitangi, the founding document of colonial New Zealand,™ colonisation processes can

potentially be redressed.

Challenges—Cultural safety requires consciously considering the transfer of powerand
resources. This is probably why it has not yet become integral to health systems. Although
some health professionals have embraced it, implementation within management and policy

leadership has a long way to go.

Although partial successes have been shown in some areas, such as workforce

discrimination,** “

whole system” attempts by hospitals to tackle institutional racism are

rare.”* In Australia, it is early days in creating greater awareness and acceptance. While in
New Zealand, one long recognised approach to promote cultural responsiveness and produce
system change within hospitals has not been widely implemented or used to redistribute

power, as was its intent (box 3).

Secondly, they can improve their
knowledge of local populations with
more appropriate data and information,
including ways to ensure accountability
on equity. This means collecting
comprehensive information on all
population groups that hospitals serve. It
also means uncovering key factors that are
harder to identify and measure, such as
unmet need and institutional racism.

Thirdly, hospitals can better respond and
adapt to local populations, recognising
their agency in producing health outcomes
and their effect on people’s lives. They can
do this by empowering and incentivising
the workforce to identify detrimental
living conditions or lifestyle factors among
inpatients. In coordination with primary
care and other relevant sectors, they can
support and follow up patients back in
the community. Hospitals can normalise

community participation that promotes
real power sharing and the inclusion of
community voice through codesigning
services, representation in leadership,
and cross-sector advocacy. Moreover,
the education and training of the entire
workforce, especially leaders and decision
makers, needs a rethink to ensure systemic
barriers are consciously considered.
Finally, hospitals can be mindful of the
unintended, but predictable, consequences
of their actions on health equity. For
example, the potentially counterproductive
behaviours that targets might incentivise,
and how other policy actions might
create perverse incentives, such as
rewarding volume in hospital admissions
inadvertently growing hospitals’ share of
health budgets. Furthermore, they should
look at the way that funding is delivered
and managed to ensure community trust

Box 4: Political will and multiple actions to tackle health inequity—Rwanda

Since the 1994 genocide, Rwanda has renewed motivation to reduce discrimination and
inequality and has embarked on an integrationist path to civic identity.>*** Multiple actions
have been taken to improve health equity, including community outreach of clinical services;
home based care practitioners providing cancer care at the village level; community health
workers; community based health insurance, enabling the most vulnerable to access care;
and social protection programmes, ensuring health related costs do not result in catastrophic

circumstances for families.

Potential—Large gains have been seen for several health indicators, including infant
mortality."”*® An overarching facilitating factor has been the prevailing political will within

Rwanda to tackle health inequities.

Challenges—Limited infrastructure is a critical barrier. For example, impassable rural roads
limit access by outreach and ambulance services. Affordability and health literacy also affect
access. Fragile health sector funding reliant on donor and development partners risks the

sustainability of services.
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is maintained and that resources can be
aligned to achieve shared goals.

None of this is new. The Ottawa charter
recognised the need to reorient health
services more than 30 years ago. However,
implementation has often been piecemeal
and lacked the close, responsive, and often
challenging local relationships required
for the meaningful sharing of information
(including evidence), power, and resources.
A shift in collective thinking towards whole
systems is necessary to enable effective
action on both emerging and longstanding
health inequities. Bold leadership is
needed to recognise complex causes and
to implement strategies to transform health
and community systems to achieve better
health for all.
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