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Abstract
Background  Health systems face competing demands when implementing health sector reforms. While 
health equity principles are generally promoted during reform discussions, they are often deprioritised during 
implementation. This qualitative study aimed to (1) identify how implementers and designers expected health equity 
to be included in the implementation of a place-based health system reform initiative, and (2) identify factors that 
influenced prioritisation of health equity during early implementation.

Method  We conducted eighteen semi-structured interviews in 2022 and 2023 with a purposive sample of senior 
policy executives, programme managers and clinicians involved in the design and early implementation of a 
place-based health system reform initiative in New South Wales, Australia. Informed by a grounded approach, data 
were analysed inductively drawing on a constant comparative approach. Emerging health equity definitions and 
expectations informed the development of a Theory of Change (ToC) articulating participants’ expectations about 
how health equity was intended to be embedded in the programme. We also identified opportunities and challenges 
to prioritise action to address health equity throughout implementation, which informed critical appraisal of the ToC.

Results  We identified diffuse actions and responsibilities to address health equity in this state-wide, place-based 
health reform, articulating these actions and responsibilities in a ToC. This showed diffuse responsibilities for health 
equity across system levels. We also identified six critical decision-making tensions that influenced health equity 
prioritisation during early implementation, reflecting participants’ perceptions that health equity prioritisation was in 
conflict with attention to other priorities. These were equity-efficiency; localisation-capacity for health equity; diffuse 
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Background
Health equity is often stated as a goal or principle under-
lying health system reforms and government initiatives, 
however, despite the often-stated goals or principles, 
disparities in health continue to persist globally [1–5]. In 
Australia, inequities continue to persist with life expec-
tancy and other measures of health disparities showing 
marked differences by Aboriginality, socio-economic 
status, mental well-being, intellectual ability, and rurality 
[6–9].

While many determinants of health equity, including 
social determinants, lie outside the health system [9, 10], 
health system reforms provide a unique opportunity to 
address health equity. Prioritising health equity within 
reform goals is a critical starting point [11]. However, 
change within health systems is complex, non-linear, 
emergent and unpredictable [12]. Whether an effective 
system response that is consistent with prioritising health 
equity emerges during implementation will depend on 
decisions taken by those within the system responsible 
for implementation, and the range of factors influencing 
these decisions and their execution [13, 14]. Such fac-
tors include for example, values and ethical dilemmas 
of implementers [14–16], and a biomedical care system 
oriented to addressing individual, rather than population 
health needs [13, 14].

In this paper, we adopt the definition of health equity 
proposed by Braveman, Arkin [17], “Health equity is the 
ethical and human rights principle that motivates people 
to eliminate disparities in health and in the determinants 
of health that adversely affect excluded or marginalised 
groups. Progress toward health equity is measured by 
reductions in health disparities”. This is consistent with 
the WHO conceptualisation of health equity that is oper-
ationalised through “systematically identifying and elimi-
nating inequities resulting from differences in health…” 
[18].

In this study we are concerned with how health 
equity promoting policies and actions can be systemati-
cally approached and reinforced within a system during 
reform efforts, and where and why challenges to health 
equity prioritisation occur [11, 19–26]. Health equity pri-
oritisation here means the degree to which implementers 
and designers actively give attention to health equity as 

part of a broader reform and promote actions to address 
inequities, such as technical or financial allocation.

In 2020–2021, to address local health priorities in New 
South Wales (NSW) - Australia’s most populous state; 
the NSW Ministry of Health initiated a statewide, region-
based initiative, termed Collaborative Commissioning 
[27]. Within each region, Regional Alliances were formed 
to oversee design, implementation, and ongoing opera-
tions of the initiative. The Regional Alliances comprised 
Local Health Districts (LHDs), Primary Health Networks 
(PHNs) and other local organisations, which are well 
placed to address local health inequities [22, 28]. LHDs 
are state funded and governed organisations responsible 
and accountable for health service planning and popu-
lation health within their regions [29], while PHNs are 
federally funded organisations responsible for commis-
sioning and coordinating programmes that support pri-
mary health services across a region [30].

The Collaborative Commissioning initiative estab-
lished locally designed, patient-centred, quality models of 
care designed to promote value-based healthcare across 
the hospital and community, with a focus on improved 
access, quality, and experience [27]. Like many initiatives 
worldwide [31, 32], the models established under Collab-
orative Commissioning sought to deliver care closer to 
home and reduce inappropriate hospital demand. Health 
equity was a principle embedded in the design of Collab-
orative Commissioning overall and in each of the agreed 
locally designed models [27].

In this study we aimed to: (1) identify how imple-
menters and designers expected health equity to be 
included in the implementation of a place-based health 
system reform initiative; and (2) identify factors that 
influenced prioritisation of health equity during early 
implementation.

Methods
Study design
Drawing on a grounded theory informed approach, we 
conducted a qualitative study using an inductive, con-
stant comparative approach [33]. The purpose of using 
an inductive approach was the systematic generation 
of theory from collected data [34]. We started with an 
area of interest—implementer expectations and early 

responsibilities-enforceability; invisible-vocal sub-populations; and health equity-sustainable business models for 
private providers.

Conclusion  The distribution of heath equity responsibilities, as we demonstrated through a ToC of a decentralised, 
place-based reform, present risk to health equity prioritisation. Risks were particularly present when local resourcing 
and capacity were stretched, and limited policy guardrails were in place to counteract decision-making tensions, such 
as clear health equity accountabilities, responsibilities, and actions.

Keywords  Health equity, Policy implementation, System reform, Multi-level health system, Theory of change



Page 3 of 13Bouckley et al. International Journal for Equity in Health           (2025) 24:54 

experiences of health equity in implementation of a 
health reform initiative – and collected and analysed 
data, allowing relevant ideas to develop without precon-
ceived theories that need to be tested for confirmation.

This meant that we were able to (1) construct a theory 
of change as an interpretation of how health equity pro-
moting approaches were expected to be included in the 
implementation of the initiative from the perspective of 
implementers and designers; and (2) identify factors that 
influenced prioritisation of health equity during early 
implementation - also from implementer and designer 
perspectives. We then used the theory of change as a 
framework to contextualise and understand the risk to 
implementation posed by the factors identified in (2).

A theory of change approach was appropriate to our 
study as this approach seeks to surface ‘hidden assump-
tions’ about how change is expected to occur. It is used 
alongside programme implementation, to promote 
shared understanding of how a programme is intended to 
achieve its aims, and to guide monitoring and evaluation 
[35, 36].

Ethics approval for the study was granted from Univer-
sity of New South Wales Human Research Ethics Com-
mittee (HREA Panel D: Biomedical - HC200419).

Setting
The study included three regions across New South 
Wales, Australia’s most populous state. Collaborative 
Commissioning in each region was contracted under 
the same policy with the NSW Ministry of Health (state-
wide), but each region had a distinct programme focus 
and population characteristics (Table  1). The Regional 
Alliance in the single rural region comprised an alliance 
between four organisations, in one metropolitan region 
it comprised an alliance between two organisations, and 
in the remaining metropolitan region the initiative was 
delivered solely through the PHN.

Interview design
We developed a semi-structured interview guide (Appen-
dix A, Additional file 1) informed by existing health 

equity implementation frameworks [39] and team discus-
sions [40]. The interview guide was designed to elicit local 
stakeholder expectations, actions, needs, and perceived 
barriers to addressing health inequities in the initiative 
[24]. We structured questions through a backward fac-
ing mapping approach, starting with eliciting participant 
perceptions of the intended outcomes of the initiative 
[41]. This method also elicited understanding of process, 
assumptions, beneficiaries, and strategic choices [42]. 
The order was critical, so that topics relating to perceived 
barriers or challenges did not influence the responses rel-
evant to developing a theory of change (ToC). We inten-
tionally did not provide a definition of health equity to 
participants, but sought to elicit their understanding of 
health equity as it related to the programme being imple-
mented. We did not provide examples of specific popula-
tion groups because we were interested in the categories 
and definitions provided by participants in relation to the 
health equity intent of the reform.

Recruitment and participants
Data collection occurred in 2022 and 2023, correspond-
ing to the first year of implementation of Collaborative 
Commissioning in each region. Participants were eligi-
ble to take part in the study if they were policy makers, 
managers or senior clinicians engaged in design or imple-
mentation of Collaborative Commissioning in any of the 
three participating regions, or at a state level.

Within these broad groups, we sought to include par-
ticipants holding different roles in the initiative, from 
the different participating organisations, and at all lev-
els of the health system (state, regional level and health 
provider level), to obtain variance in perspectives. We 
leveraged the support of programme leads to snowball 
sample additional participants to reach stakeholders that 
were not included in the initial sampling frame [40, 43]. 
We continued recruitment until stakeholders from all 
participating organisations were interviewed. As part 
of the recruitment process, background information on 
the research team and aims of the study were provided 
to all participants. Participants were aware that the 

Table 1  Study regions and organisations included
Location Organisation Programme focus Population
Rural region Western NSW LHD

Far West NSW LHD
Western NSW PHN
Rural Doctors Network

Diabetes management and 
identification

High proportion of Aboriginal people and 
populations spread across a geographically 
vast area.

Metropolitan region Northern Sydney LHD
Northern Sydney PHN

Frailty A proportionately large elderly population 
in a highly affluent metropolitan region.

Metropolitan region Western Sydney PHN Urgent care centres A highly culturally and linguistically diverse 
population, and rapidly growing population.

Statewide NSW Ministry of Health Overall initiative (Collaborative 
Commissioning)

All populations mentioned above.

Population details are informed by the NSW Government Population projections [37] and Australian Census data 2021 [38]
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information they provided would be used to report on 
the programme they were involved in.

Data collection
The lead author (TB) conducted all interviews in-person 
or virtually through Microsoft Teams (Microsoft, Seattle, 
WA). Interviews ran for 30  min to one-hour and were 
conducted one-to-one except for one interview, which 
was done with two participants together at their request. 
All participants provided recorded verbal informed con-
sent for interview. All interviews were recorded through 
Microsoft Teams (Microsoft, Seattle, WA), which also 
established initial transcriptions of interviews. Transcrip-
tions and notes were cleaned by the lead author prior to 
being uploaded into NVivo 14 (QSR International, Melb, 
Vic).

Data analysis and reporting
Within a grounded theory approach, we used an induc-
tive constant comparative method, which involved a 
process of comparing incident to incident, incident to 
concept, and concept to concept [34, 44]. Two mem-
bers of the team inductively coded the data (TB, SP). 
The team double coded the initial five transcripts, fol-
lowed by single coding and reviewing each other’s work 
for the remainder. Emerging codes and proposed key 
concepts were iteratively discussed among the broader 
research team (TB, DP, DN, SP and GS) and refined. Final 
concepts were then categorised under the key interview 
topic areas including health equity conceptualisation, 
initiative expectations, actions, decisions, and challenges 
associated with ensuring health equity.

Drawing on the key concepts related to health equity 
conceptualisation, initiative expectations, actions, and 
decisions, we developed a draft ToC detailing where 
health equity promoting actions were expected to occur 
at each health system level, and what was required for 
these actions to occur. Regular discussions were held 
within the team (TB, DP, DN, and GS) to refine the ToC, 
and participants were consulted on its’ final design.

To identify factors influencing health equity prioriti-
sation during implementation, we drew on the concepts 

that were coded under ‘challenges with health equity 
prioritisation’. We checked these for coherence, and con-
sidered relationships between the concepts, refining the 
labels through team discussions, and in consultation with 
participants. We have reported the study in accordance 
with the Consolidated criteria for reporting qualitative 
research (COREQ) framework (Appendix B in Additional 
file 1) [45].

Research team
The research team are independent to the organisa-
tions involved in programme design and implementa-
tion. The team has a balanced gender, age and experience 
split with 3 females and 3 males. The lead author TB is 
a researcher with extensive experience working with 
health system designers, decision-makers, and imple-
menters, having previously worked in various health 
policy and programme operation roles. DP is a senior cli-
nician researcher, GS an evaluation specialist, DN is an 
experienced equity researcher, SP is a medical student, 
and SAP is an experienced health systems researcher. All 
team members have worked in NSW other than DN who 
is based in India. The interviewer (TB) was known to 8 
of 18 participants through his role as Research Associate 
with the broader independent evaluation of Collaborative 
Commissioning that is being conducted by our team.

Results
In total, 18 interviews were conducted (Table  2). Four 
people invited to participate were not interviewed due 
to changing job roles during the recruitment period 
(three), and not responding to an invitation (one person). 
Interviewees were professionally trained in managerial 
positions overseeing the programme development and 
implementation.

How health equity was expected to be promoted in 
Collaborative Commissioning – through a theory of change
Across the interviews, participants described health 
equity in relation to Collaborative Commissioning in 
various ways (Appendix C, Additional file 1). Overall, 
three conceptions of health equity were apparent. Health 
equity was framed as (1) a location-based concept, with 
different priorities based on the local population; (2) 
reaching hard-to-reach populations and supporting peo-
ple based on their needs; and (3) relating to health and 
access disparities between specific population groups.

These conceptualisations of health equity shaped the 
framing of the ToC, which expressed how designers and 
implementers expected health equity to be promoted 
within Collaborative Commissioning as implementation 
progressed (Fig. 1).

Through the process we took to develop the ToC, it 
became clear that the NSW Ministry of Health sought 

Table 2  Participant characteristics
Demographics Counts
Role
  Senior executive/general manager/executive manager 4
  Director/senior programme manager 4
  Programme manager 8
  Clinical lead 2
Regional responsibility of participant's role
  Regional and rural (Western and Far West NSW) 10
  Metropolitan (Northern Sydney or Western Sydney) 6
  Statewide 2
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to embed an overarching principle of health equity into 
Collaborative Commissioning. Actions to promote health 
equity were expected to occur through a place-based 
design, which involved a transfer of powers to Regional 
Alliances under a decentralised governance model, rec-
ognising that “equity would be a different challenge and a 
different process in every single not just location, but path-
way… It happens very early in the process of working with 
the partnerships…And that was what this was all about, 
local partnership empowerment” (Participant 2).

The NSW Ministry of Health also provided modelling 
support to guide the selection of performance indicators, 
funding, and set the broad health outcome expectations. 
These allowed for regional discretion on programme 
focus and funding allocation. Achieving the NSW Min-
istry of Health aspirations for decentralised governance 
– that, it was theorised would promote health equity 
- depended on empowerment of Regional Alliances, 
appropriate dispersal of funds, fair and flexible decision-
making, and data support (‘keys to change’ in Fig. 1).

Regional Alliances could self-determine their 
approaches to address health equity and used a range of 
strategies to do so. For example, one region enhanced 
consumer voice with consumer engagement training, to 
support consumers to better engage with government 
discussions. “We’ve supported them through attending 
consumers Health Forum Australia conferences and really 
giving them the tools to be able to contribute in a mean-
ingful and valuable way” (Participant 5). Another region 
tailored communication for diverse populations. “Ads 
were put onto the radio in their native tongue, and we 
did that with multiple languages” (Participant 6). Other 
strategies mentioned included using data to guide con-
sideration of underserved populations, establish support 
funds and incentives, and an explicit local health equity 
vision. Some Regional Alliances contracted specialist 

organisations to deliver technical or consumer engage-
ment activities supporting design or delivery of their 
strategies.

Responsibility for ensuring health equity was often 
left to service providers to manage. Some responsi-
bilities were explicit, such as meeting minimum care 
delivery standards including cultural competency and 
disability accessibility. Some implementers and design-
ers expressed views that service providers would address 
relevant patient needs related to the local initiative, and 
by extension health equity – however, the expectation 
around health equity responsibility did not appear to be 
made explicit in their agreements or discussions with 
service providers. Some Regional Alliances provided 
supports for clinicians and patients to navigate care 
pathways through connections to other support services 
(e.g. translation services for non-English speakers). “If a 
patient calls… they are not disadvantaged because they 
speak another language, they’re able to get in touch with 
the translator” (Participant 6). Other service providers 
were provided discrete funds that programme managers 
could use to resource health equity. “We want to provide 
GPs with additional support, but what it is that they need 
to manage that patient isn’t clearly outlined, so if they 
were to need a translator. There’s nothing stopping them 
from using the funding that we provide them for that” 
(Participant 3).

In general, there were few supports provided to ser-
vice providers to explicitly address health equity, despite 
expectations of service providers to do so in the model. 
Expectations were framed around proactive identifica-
tion and access to care for diverse patients.

Health equity responsibilities and accountabilities
Through the process of developing a ToC, we identified 
diffuse responsibilities for ensuring health equity across 

Fig. 1  Theory of change: addressing health equity within a system reform initiative
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health system levels, captured by the How at each system 
level within the ToC (Fig. 1). For the most part, responsi-
bilities for health equity were not made explicit beyond 
the health equity principle of the initiative, and the 
decentralised approach. All other responsibilities were 
expected to be self-determined as the model progressed. 
“Specific discussions around [health] equity haven’t really 
happened. It’s just kind of assumed that it [sic.] will” (Par-
ticipant 1). Each system level also managed how they 
addressed health equity promoting responsibilities, cap-
tured in Fig. 1 as keys to change. Actors at each level of 
the system tended to take on actions that played to their 
strengths and could self-determine the scale of their 
actions to promote health equity.

Overall, aligning with the devolved governance fram-
ing, few health equity accountabilities were explicitly 
built into the model. As an example of this, we were 
unable to determine any health equity targets established 
for service providers, Regional Alliances, or the NSW 
Ministry of Health to report against. The main account-
ability we identified, was one health equity related service 
agreement requirement. “As part of the [service agree-
ment] sign-off, within there is a kind of checklist of what… 
to achieve… There is the one equity thing that’s spelled 
out in there is [sic.] around Aboriginal impact statement” 
(Participant 1). As it stands, the initiative relies on self-
appointed health equity responsibilities, and requires 
sufficient motivation for implementers to overcome 
potential health equity prioritisation challenges.

Thus, to achieve an effective response for health equity 
within this this system reform, Regional Alliances, pro-
gramme designers and implementers at all levels each 
needed to explicitly prioritise health equity. Challenges 
that they experienced in doing so are identified below.

Factors that influenced prioritisation of health equity 
during early implementation
From our analysis of interview data, we identified six 
common situations that resulted in challenges to health 
equity prioritisation. We describe these as decision-
making tension dichotomies (Table  3). We use the term 
decision-making tension dichotomy as it reflects the divi-
sions evident between two opposing or different phe-
nomena. In our study, addressing health equity during 
the implementation of Collaborative Commissioning was 
described by participants to be at odds with, or in oppo-
sition to another key aspect or requirement of implemen-
tation – this tension creates a constraint to health equity 
prioritisation. Challenges to addressing health equity 
described by participants often presented as ethical deci-
sions framed in conflict, whereby attention to health 
equity was perceived to be at the expense of attention to 
another priority. For example, “to get out of that develop-
ment phase as fast [as possible]… a lot of the easy things to 
step aside are like equity” (Participant 1).

Health equity-efficiency
A perceived conflict between health equity prioritisation 
and demonstrating programme efficiency was described 
by participants in relation to a need by both Regional 
Alliances and NSW Ministry of Health to demonstrate 
that service targets agreed to between the NSW Min-
istry of Health and the Regional Alliances were being 
met. Participants at both state and regional levels con-
sidered that a solution to this tension was to sequence 
programme focus (achieving scale, then promote health 
equity). They also recognised that there were flaws in this 
approach, including distorting which service providers 
the Regional Alliance would select to work with.

“It kind of comes down, unfortunately, to how quickly 
can we get this contract signed and how quickly can we get 

Table 3  Decision-making tension dichotomies influencing health equity prioritisation during implementation of Collaborative 
Commissioning
The six decision-making tension 
dichotomies

Tension description

Health equity-efficiency Situations in which health equity prioritisation is considered to conflict with achieving efficiency in 
programme delivery

Localisation-capacity for health equity 
prioritisation

Shared local responsibility for design, planning and implementation of Collaborative Commission-
ing (while anticipated in programme design to be a vehicle through which health equity would be 
addressed) absorbs local capacity, leaving little capacity left for health equity prioritisation

Diffuse responsibilities in devolved governance 
- Health equity enforceability

Promoting devolved governance encourages diffuse responsibilities and decision-making on health 
equity and this conflicts with enforceability for health equity

Invisible populations - Vocal populations Developing strategies to meet the needs of ‘invisible’ groups is seen to be in conflict with meeting 
the needs of populations and communities who are already connected to the health system and 
vocal about having their needs met

Health equity-health workforce scarcity Shortage of health providers is considered to be a constraint that needs to be addressed before 
health equity prioritisation can be considered

Health equity-sustainable business models in 
general practice

In our study setting, general practices, while subsidised by the Federal Government, operate as pri-
vate businesses, who set their own fees for service users; prioritising health equity, including deliver-
ing fee-free services, is perceived to conflict with sustainable business models for general practice
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patients through the door. And not really concerned about 
who they are and getting the balance right. We can sort 
that out later…which is not ideal, but it’s just how it plays 
out a lot of the time” (Participant 1).

“It’s going to be very tempting to pick really well func-
tioning practices with lots of people already on their 
book… You can go for those big numbers, so it looks like 
we’re achieving these milestones” (Participant 9).

Some participants expressed the view that address-
ing health equity would come at a cost that could not be 
justified until the economic viability of the model overall 
was established, and a supporting structure was in place. 
“From an economic sense, that’s [addressing health equity] 
not necessarily feasible in the first instance. So, what we’re 
trying to do is say, OK, let’s get this out… Let’s get some 
runs on the board to… prove that there’s value in this ser-
vice. And then as part of the structure, once we’ve done 
that, now we want to focus on these communities” (Par-
ticipant 5).

Implicit in these sentiments was a notion that once 
the care delivery model achieved critical mass, health 
equity could be more actively explored in subsequent 
stages. “There is a balance, maybe sometimes between 
operationalising just an initiative in and of itself, and then 
considering equity” (Participant 17). However, we found 
that protections to health equity prioritisation could be 
maintained from strong local leadership. “If we’re going to 
do this properly, equity has to be a fundamental part of 
it… it would be easier for us to crank out the numbers and 
ignore the really hard places. But we know we’re commit-
ted to all of that” (Participant 17).

Localisation-capacity for health equity prioritisation
Devolving responsibility for design, planning and imple-
mentation of care pathways to the Regional Alliances 
was valued by the Alliances as a vehicle through which 
health equity could be addressed. However, for some par-
ticipants, the work required at regional level to make this 
happen, absorbed available capacity, leaving little capac-
ity for health equity prioritisation. For example, the work 
needed to establish a shared vision between organisa-
tions was described as precluding health equity prioriti-
sation during early implementation.

“We all say that, yes, absolutely, these things [addressing 
health equity] need to be done right from the very begin-
ning. But sometimes the challenge is trying to create that 
vision and understanding between…parties” (Participant 
4).

Another participant suggested that by allocating 
already constrained local resources to prioritise health 
equity, other aspects of the programme would suffer. 
“Sometimes you don’t have the resources, so in order to 
give time to something you have to give something else 
up. So, if we’re talking about the access and equity issue… 

What are you dropping to put this up to the top?” (Partici-
pant 15).

However, while some local capacity constraints were in 
conflict with health equity prioritisation, other aspects 
of local capacity – specifically community partnerships, 
and regional leaders committed to health equity - were 
seen to be protective of prioritisation. Local partnerships 
with communities, and recruitment of a community 
engagement officer to the programme, was described by 
participants in one of the regions as enabling the com-
munity engagement that was needed for health equity 
prioritisation.

“I’m working with some of our cultural leader groups… 
So, utilising those contacts and leveraging that… Now’s 
our chance to really make a difference in those vulnerable 
populations” (Participant 5).

The same Regional Alliance allocated project funds to 
support Aboriginal community engagement.

“We’ve got our own Aboriginal health and well-being 
team… we’re going to have members of that team using 
funding we’ve got, to go out and be a part of this engage-
ment” (Participant 11).

Furthermore, local leadership in the region promoted a 
shared vision and strong commitment for health equity.

“I would be very proud to be part of an initiative that 
didn’t exclude people because it was hard” (Participant 9).

The shared commitment to health equity in the region 
seemed to stem from the shared experience of living in 
rural areas where access barriers were very apparent.

“I think that [health equity is] ingrained in us out here… 
we feel like it’s not equitable… So, I feel like it’s very much 
on our radar, when you’re not in a major city, when you 
have health concerns yourself or family members with 
health concerns, it’s pretty obvious that things are not 
equitable” (Participant 18).

For this decision-making tension dichotomy, combined 
‘protective factors’ of community links, and strong local 
leadership committed to health equity helped to mitigate 
effects of other local capacity constraints on health equity 
prioritisation.

Diffuse responsibility in devolved governance - health 
equity enforceability
A tension was experienced between the promotion of 
devolved governance and health equity enforceabil-
ity. The architecture of Collaborative Commissioning 
in which programme responsibility, and responsibility 
for ensuring health equity was spread across different 
actors at different system levels, was a challenge to health 
equity prioritisation during implementation. Through 
the decentralisation of decision making and responsibili-
ties, priorities shifted across regions resulting in less pri-
ority given to health equity “…other pressures that come 
along like… what does this mean for my budget? What’s 
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the long-term commitment I’m signing up for?… How does 
that look to me politically?… Are we doing what we say 
we’re doing?“ (Participant 12).

Furthermore, state ability to enforce accountability for 
health equity was diminished because of the devolved 
governance approach. While health equity was a prin-
ciple in the design of Collaborative Commissioning, 
without clear lines of accountability, it became a ‘check-
list item’ that could easily be put aside due to perceived 
competing priorities. “Part of the issue has been… It’s all 
urgent now, we need to get this done. So, I think those kind 
of checklist issues [related to health equity] get dropped off 
the list and not seen as important” (Participant 1).

The tension between devolved governance and health 
equity enforceability appeared to be moderated by the 
system structures through which funding and decision-
making is made. The Ministry of Health and Regional 
Alliances were constrained in their ability to undertake 
actions to address health equity (e.g. community engage-
ment), when these processes did not easily fit into annual 
funding cycles. These structures exerted pressures on 
implementers’ capacity to prioritise health equity. “The 
financial year cycle is the bane of our existence… unfortu-
nately, meeting health needs doesn’t work to the financial 
year… some engagement takes longer…but the money has 
to be spent. So, it’s a dreadful driver of perverse behav-
iour… particularly hazardous for things that are softer at 
the perimeter, like for example community engagement” 
(Participant 2).

Invisible populations - vocal populations
There was a perceived conflict between addressing the 
needs of different sub-population groups, with partici-
pants expressing concerns that by addressing the needs 
of the most vocal, they would be neglecting the needs of 
the more ‘invisible’.

Prioritising one sub-population over another, was 
described by participants as being influenced by service 
sectors outside of the health system that advocate for 
some sub-populations, usually the most vocal, and not 
others. “A lot of those multi-organisation conversations 
are around people that are causing someone a problem. 
That’s how they get onto the list. They’re not the person 
that’s quietly living under the bridge… usually police, or 
housing put their hand up and say we need to talk about 
this person’s circumstances” (Participant 10).

While more vocal groups have clear and urgent needs, 
these arrangements led to prioritisation of select popula-
tions to the detriment of actions to identify and meet the 
needs of populations who were less vocal. “We know that 
there’s a number of people out there who have very lim-
ited engagement with the health system… so we’re going to 
be missing probably the most disadvantage and the most 

vulnerable patient cohort that might be out there because 
we’re just not going to have that contact“ (Participant 9).

At the same time, sub-populations that were either 
small or less vocal was seen to make it harder to prioritise 
activity to reach that population.

“[this area] for instance, might not be particularly 
focused on Aboriginality because the population is pretty 
small [in the area]… And potentially not as visible and 
vocal… So, they can kind of lose a bit of focus on prioritis-
ing activity around making sure that things are equitable 
for them or not. It… falls off their radar.” (Participant 1).

Health equity-workforce scarcity
For some participants, addressing health equity in imple-
mentation of Collaborative Commissioning was con-
tingent on finding solutions to workforce shortages in 
particular geographic regions. For these participants, 
workforce challenges needed to be addressed first, before 
consideration of health equity, relegating health equity 
to a second order consideration contingent on success-
ful recruitment and retention of the workforce. “There’s 
been a lot of conversations about equity of access for our 
rural and remote regions where the services don’t exist. So 
that is a huge barrier, which is a workforce challenge as 
well. We just do not have some of the services in some of 
the regions” (Participant 16).

We also found that discussion on health equity would 
often shift to discussions on workforce challenges, par-
ticularly in rural areas. Health equity concerns became 
concerns of geography, without consideration of the 
sub-populations or communities in the areas. “We have 
problems with workforce for GP, everybody does. Ours 
are worse because they don’t want to be here, they want 
to be in Sydney where their families are” (Participant 11). 
The issue was summarised succinctly by Participant 1 - 
“When you’re worried about engaging your clinicians and 
signing up your GP’s… having those discussions and get-
ting your model of care kind of worked out. Those kinds 
of issues around… who are the patients and how are you 
going to engage with them… kind of get lost a little bit”.

Health equity-sustainable business models in general 
practice
Each of the Regional Alliances sought to incorporate gen-
eral practice into their local models of care. In so doing, 
the Regional Alliances and the general practices were 
confronted with a tension between private business oper-
ation requirements and preferences and health equity 
prioritisation.

These tensions arise due to the nature of Australia’s 
primary care funding structure, where GPs as private 
businesses, have discretion to charge a gap-fee above the 
government funded rate, which is then passed on as an 
out-of-pocket charge to the patient [46, 47]. Ultimately, 
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the nature of the funding structure passes on ethical 
decision-making to service providers, who must decide 
between meeting business needs and promoting equita-
ble access and outcomes.

“There are practices that go no, you can’t come here 
unless you’re going pay a copayment, and if you can’t, 
you just need to get your health somewhere else…You 
gotta understand that they are running a small business. 
They’ve got people, livelihoods as well as people’s health 
dependent on them” (Participant 11).

This decision-making tension is particularly pro-
nounced for rural areas, where a lack of competition 
driven by low supply of GPs, means that the GP may be 
the only one in a small town or area.

“Here you have higher complexity on average, so you’ll 
need a longer consult, and then that affects the business 
model. You might have gaps… because… smaller patients 
mean… higher variability and presentations… If your 
throughput is your only revenue source, which it is… then 
the business risks are high, plus the cost of the workforce is 
higher” (Participant 12).

As a result, the current funding model risks exacerbat-
ing health inequities through embedding perverse incen-
tives that are more readily accessible to providers who 
manage the ‘ideal user’. “The payment…that’s linked to 
those outcome measures… works really well for compliant, 
treatment adhering patients who don’t necessarily have 
the social barriers and challenges to attend” (Participant 
17).

Implementers experienced decision-making tensions 
between supporting local practice and health equity 
prioritisation due to the inability of primary care busi-
nesses to easily adapt to meet local needs. Despite finan-
cial incentives offered in some regions, the incentives 
were not always sufficient to incentivise GPs to engage 
in addressing the needs of vulnerable populations, either 
because the funding was insufficient or because other 
constraints precluded their participation or support.

“We will usually offer to that practice… to provide the 
clinic that we will fund, and if they decline, we will… bring 
in a visiting service, and that sometimes upsets people, 
even though we offer them to provide the service. I have 
responded to more than one ministerial because some of 
these people have the local MP [member of parliament] 
on speed dial… we really don’t want to disrupt or make 
local health services unviable. We really want to support 
them, but when you’re trading that off against vulnerable 
needs population…” (Participant 12).

As a result, certain care models have had to compro-
mise on health equity prioritisation and revise the pro-
gramme to meet the needs of private business models. 
For example, one participant described having to adjust 
the model in favor of private business interests, and 
potentially delaying patient care.

“We have to apparently give the patient time – The first 
half of the day to be able to call their GP and if they hap-
pen to call [the programme service]… before that time, 
they’re not allowed to be referred [to the programme ser-
vice]… because they have to be referred back to their GP” 
(Participant 8).

In some cases, the programme helped to support fee-
free primary care by supporting practices to optimise 
their Medicare billing, and by providing practice sup-
port payments to general practices that helped to cover 
out of pocket costs that would otherwise be incurred by 
patients under the programme. ”The general practices are 
either MBS reimbursed, or it’s topped up for additional 
activities that may not be paid by Medicare. We’ve taken 
cost out of the equation, which is a huge disadvantage for 
a lot of people” (Participant 2).

Some participants from a Regional Alliance described 
that it was necessary for some general practices to change 
established ways of working if the programme was to be 
accessible to underserved groups. They described advo-
cating with general practices to allow walk-in patients, 
rather than the status quo of requiring all patients to have 
pre-booked appointments.

“We’ve had to advocate very, very loudly… to be able to 
have walk-in patients” (Participant 8). Programme man-
agers perceived their advocacy as a critical element to the 
model to enable access for population groups who would 
otherwise not access the services.

Discussion
Through the theory of change, we captured actions and 
responsibilities to address health equity in a state-wide, 
place-based health reform in New South Wales, Austra-
lia, and identified six critical decision-making tensions 
that influenced health equity prioritisation during early 
implementation. Our study contributes to the body of 
literature examining health equity benefits to decen-
tralisation of governance and place-based initiatives 
[48]. We extend this body of work through identifying 
that supportive system structures, capacity and funding 
across system levels is needed for postulated benefits to 
be realised. We also show that without attention to these 
issues, there are risks that decentralised reforms may 
exacerbate health inequities, despite often being well 
suited to address them.

Our use of the theory of change approach to reflect 
implementers and designers’ understanding of how 
health equity would be addressed through Collaborative 
Commissioning, found that responsibilities to address 
health equity were diffuse and distributed across system 
levels, with limited accountability for health equity at 
each level. Similar to Doherty, Quinn [49], who explored 
health equity in a place-based intervention, we found 
that early principles for embedding health equity in 
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Collaborative Commissioning became less visible over 
time.

Our framing of the factors influencing prioritisation of 
health equity during early implementation as ‘decision-
making tension dichotomies’ was the best fit for our 
data. Decision-making tensions were framed ultimately 
as X contingent on Y, rather than exclusively binary X 
or Y. This concurs with the notion that while dichoto-
mous framing “simplifies complex relationships”, it instils 
a hierarchy of values [50]. In our study, implementers 
perceived that during the initial period before the latter 
option is considered, the options were mutually exclu-
sive – and actions to address health equity tended to be 
deferred in favour of the ‘other’ option. Thus, our find-
ings suggest that dichotomous framing risks increasing 
inequities.

Similar to the findings of Marcellus, Pauly [13], we 
found that much of the responsibility for health equity 
in Collaborative Commissioning devolved to the service 
provider level. That policy implementation ultimately 
comes down to the people (the ‘street level bureaucrats’) 
at the service level is well recognised [51]. Our findings 
suggest that if service providers are to successfully navi-
gate their responsibilities towards prioritising health 
equity in implementation, the tensions they experience in 
doing so need to be addressed.

A review of the UK Clinical Commissioning Groups 
published nearly a decade ago found that local auton-
omy and decision-making enabled by the decentralised 
approach, did not provide sufficient incentives for imple-
menters to address health equity [1]. Our finding - that 
supportive system structures, capacity and funding are 
needed if health equity is to be effectively incorporated in 
a decentralised policy reform - concurs with those of oth-
ers. For example, studies highlight the need for a shared 
understanding of what health equity means in the local 
context, indicators to measure health equity, support-
ive guidelines and strategies, accountability, co-ordina-
tion, leadership, and ring-fenced health equity funds as 
enablers for health equity prioritisation [23, 52–55].

Our study findings suggested several factors appeared 
to mitigate the decision-making tensions experienced 
during implementation. For example, our data showed 
that regional leadership was particularly important in 
navigating the decision-making tension ‘localisation-
capacity for health equity’, with committed leadership 
helping to keep a focus on health equity despite local 
capacity constraints. Importantly, shared recognition and 
understanding of the diversity of needs helped overcome 
the tendency towards addressing the ‘ideal user’ or ‘gen-
eral population’, which is often the outcome of initiatives 
through the implementation process [56].

Incentives available to general practices through some 
of the Collaborative Commissioning regional models, 

appeared to mitigate the health equity-sustainable busi-
ness model tension but were seen by some participants to 
work less well for practices where patients experienced 
social challenges to attend for care, thus risking amplify-
ing inequities. The need for incentives to be structured 
in a way to avoid perpetuating inequities has been high-
lighted by others [57], although little is known about how 
to best incentivise quality and equity for resource-limited 
providers [58].

In our study setting where responsibilities for commu-
nity, primary and acute care are spilt across Federal and 
State levels, system structures, capacity and funding for 
embedding health equity in policy needs to be acceptable 
and appropriate to a range of local health system actors 
who have different accountabilities, different models of 
operation, and in the case of general practices, a high 
degree of autonomy.

There are several implications of our study for policy, 
practice and research communities. Firstly, at all levels of 
the health system, real or perceived ethical decisions had 
consequences on prioritisation of health equity. Without 
a unifying concept of health equity, and diffuse health 
equity responsibilities, a range of health equity related 
decision-making tension points occurred throughout 
implementation.

Second, our framing of challenges to health equity 
prioritisation as decision-making tension dichotomies 
invites reflection by health system policy makers, pro-
gramme designers and implementers regarding whether 
two poles of each ‘tension’ really are mutually exclu-
sive, and needing to be sequenced, or if both could be 
addressed in tandem to more effectively achieve pro-
gramme goals. For example, in relation to the equity-
efficiency tension dichotomy, where a programme goal 
is to reduce avoidable emergency department utilisa-
tion through enhanced community care, priorities often 
shifted to volume rather than need. Concerningly, no 
participants commented on the potential risk that pri-
oritising volume over need may exacerbate or entrench 
inequities over the short-to-medium term. There is 
an argument that a ‘deliberative process’ can exist that 
recognises both as necessary to achieve the required 
outcomes [59]. In many cases, tensions present dual ini-
tiative requirements rather than a conflict.

Third, our finding that in this devolved governance 
reform, much of the responsibility for decisions about 
health equity prioritisation devolved to service providers 
who faced unique decision-making tensions in relation to 
incorporating health equity, suggests that policy makers 
need to pay particular attention to facilitating prioritisa-
tion of health equity at the service provider level. While 
we identified several decision-making tensions experi-
enced by service providers in our study setting (Locali-
sation-capacity for health equity prioritisation, Invisible 
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populations - Vocal populations, Health equity-health 
workforce scarcity, and Health equity-sustainable busi-
ness models in general practice), further research may be 
needed to identify commonalities and differences in how 
service providers experience these and other tensions in 
promoting health equity across different health system 
contexts.

Fourth, our findings, and those of others, that quality 
incentives for general practice will not on their own be 
sufficient to incentivise health equity, coupled with the 
particular challenges of engaging autonomous providers 
in a policy reform, invites health system policy makers 
and program designers to retain a focus on general prac-
tice engagement for health equity, not just engagement as 
the goal. This implies ensuring that incentives work for 
resource-limited practices, not only those that are high 
performing, and including patient-level equity indicators 
in monitoring and performance targets.

Finally, our finding that there was a decision-making 
tension dichotomy between ‘invisible-vocal populations’ 
raises questions about the role of health system manag-
ers in determining which population groups to include in 
health equity prioritisation.

Strengths and limitations
Our study had strengths and limitations. Our study 
which sought to elicit the views of senior policy execu-
tives, programme managers and clinicians responsible 
for designing and implementing the policy, was necessar-
ily limited to the people occupying these roles, and these 
did not include people from historically marginalised 
populations.

Participants’ views may have been influenced by cogni-
tive bias, with the result that we may not have identified 
all possible factors influencing health equity prioritisa-
tion – particularly if participants were not aware of them. 
Similarly, our research team, while having cultural and 
gender diversity, and decades of experience working 
closely with historically marginalised populations across 
a diversity of contexts, does not include members who 
are necessarily part of marginalised populations, which 
also may have limited our interpretation of the data. 
These limitations were mitigated through an open-ended 
qualitative data collection guide, by a reflexive and iter-
ative approach to data analysis, and by the oversight of 
this study by a health equity consumer reference group 
including diverse members capturing a range of ages, 
experience, ethnicity, and interests.

While the lead interviewer (TB) and research team 
had some pre-existing working relations with several 
of the interviewees, this likely promoted more honest 
responses, as participants were clear on the interviewer’s 
position and how the information captured would be 
used. It is also important to note that this study forms 

part of a broader research project focused on evalua-
tion of Collaborative Commissioning, and perspectives 
of consumer and sub-population groups will be reported 
elsewhere.

A key strength of our study is the presentation of the 
ToC alongside an in-depth analysis of decision-making 
tensions. The novel approach captured responsibilities 
and expectations across a multi-level system, while also 
providing contextual details on how and why the risks 
identified were occurring.

During the period of the study, there were two con-
textual changes that may have influenced health equity 
prioritisation in Collaborative Commissioning. First, the 
health system was still undergoing a period of adjustment 
following the COVID-19 pandemic response, so health 
system managers may have been at capacity managing 
change, and second, there were changes in government 
at both federal and state levels, which may have resulted 
in changed priorities and programme emphasis. While a 
study undertaken at a different time may have resulted 
in greater (or lesser) attention to health equity prioritisa-
tion during implementation, the theory of change and the 
decision-making tension dichotomies that we identified 
were not explicitly linked to these contextual changes. 
Further, contextual changes are a reality in implemen-
tation of policy reform, which underscores the need for 
supportive structures, funding and resources that can 
help an initial focus on health equity to endure.

Conclusion
While place-based initiatives with devolved governance 
present opportunities to address local needs, there are 
associated health equity risks shaped by the distribution 
of health equity responsibilities. In our study, risks were 
particularly evident when local resourcing and capacity 
were stretched, and limited policy guardrails are in place 
to counteract decision-making tensions, such as clear 
health equity accountabilities and strategies. Mitigation 
factors at all levels can safeguard health equity prioritisa-
tion and goal preservation against challenging decision-
making tension adjudication within a place-based reform 
initiative. However, careful consideration of health equity 
clarity and framing, accountabilities, responsibilities, and 
resourcing appear necessary to ensure health equity pri-
oritisation and mitigate delays to health equity action.

Supplementary Information
The online version contains supplementary material available at ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​
g​/​​1​0​.​​1​1​8​6​​/​s​​1​2​9​3​9​-​0​2​5​-​0​2​4​0​5​-​6.

Additional file 1: Description of data Appendices

Acknowledgements
Thank you to all participants involved in this study for enabling the production 
of this paper to be possible. To each of the participants who took time out 

https://doi.org/10.1186/s12939-025-02405-6
https://doi.org/10.1186/s12939-025-02405-6


Page 12 of 13Bouckley et al. International Journal for Equity in Health           (2025) 24:54 

of their schedules to engage in the study, review the paper, and promote 
engagement.

Author contributions
TB, DP, DN, GS designed the overarching study and interview design. TB 
conducted the interviews, TB and SP coded and analysed the data. TB, DP, DN, 
GS, SP reviewed the coding and analysis of the data and interpretations. TB 
prepared Fig. 1, and led drafting of main manuscript text with contributions 
from DP, DN, GS, SP, and SAP. All authors held discussions to guide 
interpretations of the findings, figure design, review the paper, and maintain 
quality control, in addition to editing contributions. All authors have read the 
final manuscript, and have approved the final version for submission.

Funding
This research was supported by an Australian Government Research Training 
Program (RTP) Scholarship. The research is associated with Collaborative 
Commissioning evaluation funded by a National Health and Medical Research 
Council Partnership Projects grant (1198416). The funders had no role in the 
planning, writing or publication of the work. The information and opinions 
contained in it do not necessarily reflect the views or policy of NSW Health.

Data availability
The interview transcripts and recordings from this study are not available due 
to the sensitive nature of the content and difficulty anonymising the data. 
Significant attempts have been made to include detailed quotes in the paper 
in lieu of full data release. Specific requests may be directed to the lead author, 
to consider feasibility.

Declarations

Ethics approval and consent to participate
Ethical approval was granted by the University of New South Wales Human 
Research Ethics Committee (HREA Panel D: Biomedical) on 11 May 2022 
(HC200419, Protocol titled “Developing a Theory of Change for Collaborative 
Commissioning in New South Wales, Australia”). The study was conducted 
in compliance with the Helsinki Declaration. Participants provided verbal 
informed consent prior to their participation in the interview.

Consent for publication
All authors approved the final manuscript and the submission to this journal.

Competing interests
The authors declare no competing interests.

Author details
1The George Institute for Global Health, University of New South Wales, 
Sydney, Australia
2Faculty of Medicine and Health, University of New South Wales, Sydney, 
Australia
3The George Institute for Global Health, New Delhi, India
4Prasanna School of Public Health, Manipal Academy of Higher Education, 
Manipal, India

Received: 3 July 2024 / Accepted: 1 February 2025

References
1.	 Wenzl M, McCuskee S, Mossialos E. Commissioning for equity in the NHS: 

rhetoric and practice. Br Med Bull. 2015;115(1):5–17.
2.	 Fisher M, Baum FE, Macdougall C, Newman L, McDermott D. To what extent 

do Australian Health Policy documents address Social Determinants of 
Health and Health Equity? J Social Policy. 2016;45(3):545–64.

3.	 Eaves D. An examination of the concept of equity and the implications for 
health policy if equity is re-asserted as one of the key government objectives 
for the National Health Service. J Nurs Adm Manag. 1998;6(4):215–21.

4.	 Chin MH, King PT, Jones RG, Jones B, Ameratunga SN, Muramatsu N, et al. 
Lessons for achieving health equity comparing Aotearoa/New Zealand and 
the United States. Health Policy. 2018;122(8):837–53.

5.	 Godding R. The persistent challenge of inequality in Australia’s health. Med J 
Aust. 2014;201(8):432.

6.	 AIHW. Australia’s health 2024: data insights. Australian Institute for Health and 
Welfare. editor. Canberra: Australian Government; 2024.

7.	 Welsh J, Bishop K, Booth H, Butler D, Gourley M, Law HD, et al. Inequalities in 
life expectancy in Australia according to education level: a whole-of-popula-
tion record linkage study. Int J Equity Health. 2021;20(1):178.

8.	 Nolan-Isles D, Macniven R, Hunter K, Gwynn J, Lincoln M, Moir R, et al. 
Enablers and barriers to Accessing Healthcare Services for Aboriginal 
People in New South Wales, Australia. Int J Environ Res Public Health. 
2021;18(6):3014.

9.	 Flavel J, McKee M, Tesfay FH, Musolino C, Freeman T, van Eyk H, et al. Explain-
ing health inequalities in Australia: the contribution of income, wealth and 
employment. Aust J Prim Health. 2022;28(6):474–81.

10.	 Marmot MP, Friel SP, Bell RP, Houweling TAJP, Taylor SP. Closing the gap in 
a generation: health equity through action on the social determinants of 
health. Lancet. 2008;372(9650):1661–9.

11.	 Brownson RC, Kumanyika SK, Kreuter MW, Haire-Joshu D. Implementa-
tion science should give higher priority to health equity. Implement Sci. 
2021;16(1):28.

12.	 Bullock HL, Lavis JN, Wilson MG, Mulvale G, Miatello A. Understanding the 
implementation of evidence-informed policies and practices from a policy 
perspective: a critical interpretive synthesis. Implement Sci. 2021;16(1):18.

13.	 Marcellus L, Pauly B, Martin W, Revai T, Easton K, MacDonald M. Navigating 
conflicting value systems: a grounded theory of the process of public health 
equity work in the context of mental health promotion and prevention of 
harms of substance use. BMC Public Health. 2022;22(1):210.

14.	 Pauly B, Revai T, Marcellus L, Martin W, Easton K, MacDonald M. The health 
equity curse: ethical tensions in promoting health equity. BMC Public Health. 
2021;21(1):1567.

15.	 Paolucci F, Mentzakis E, Defechereux T, Niessen LW. Equity and efficiency 
preferences of health policy makers in China–a stated preference analysis. 
Health Policy Plan. 2015;30(8):1059–66.

16.	 Mirelman AMPH, Mentzakis EP, Kinter EMHSP, Paolucci FP, Fordham RP, Ozawa 
SMHSP, et al. Decision-making Criteria among National policymakers in five 
countries: a discrete choice experiment eliciting relative preferences for 
equity and efficiency. Value Health. 2012;15(3):534–9.

17.	 Braveman P, Arkin E, Orleans T, Proctor D, Acker J, Plough A. What is Health 
Equity? Behav Sci Policy. 2018;4(1):1–14.

18.	 World Health Organization. Health Equity 2022 [Available from: ​h​t​t​p​​s​:​/​​/​w​w​w​​.​
w​​h​o​.​​i​n​t​​/​h​e​a​​l​t​​h​-​t​​o​p​i​​c​s​/​h​​e​a​​l​t​h​​-​e​q​​u​i​t​y​​#​t​​a​b​=​t​a​b​_​1

19.	 Baum FE, Begin M, Houweling TAJ, Taylor S. Changes not for the Fainthearted: 
Reorienting Health Care Systems toward Health Equity through Action on 
the Social Determinants of Health. Am J Public Health. 2009;99(11):1967–74.

20.	 Marmot MP, Allen JD, Bell RP, Goldblatt PP. Building of the global move-
ment for health equity: from Santiago to Rio and beyond. Lancet. 
2012;379(9811):181–8.

21.	 Purnell TS, Calhoun EA, Golden SH, Halladay JR, Krok-Schoen JL, Appelhans 
BM, et al. Achieving Health Equity: closing the gaps in Health Care disparities, 
interventions, and Research. Health Aff. 2016;35(8):1410–5.

22.	 Schultz S, Zorbas C, Peeters A, Yoong S, Backholer K. Strengthening local gov-
ernment policies to address health inequities: perspectives from Australian 
local government stakeholders. Int J Equity Health. 2023;22(1):119.

23.	 van Roode T, Pauly BM, Marcellus L, Strosher HW, Shahram S, Dang P, et al. Val-
ues are not enough: qualitative study identifying critical elements for prioriti-
zation of health equity in health systems. Int J Equity Health. 2020;19(1):162.

24.	 Kerkhoff AD, Farrand E, Marquez C, Cattamanchi A, Handley MA. Addressing 
health disparities through implementation science-a need to integrate an 
equity lens from the outset. Implement Sci. 2022;17(1):13.

25.	 Baumann AA, Cabassa LJ. Reframing implementation science to address 
inequities in healthcare delivery. BMC Health Serv Res. 2020;20(1):190.

26.	 Snell-Rood C, Jaramillo ET, Hamilton AB, Raskin SE, Nicosia FM, Willging C. 
Advancing health equity through a theoretically critical implementation sci-
ence. Translational Behav Med. 2021;11(8):1617–25.

27.	 Koff E, Pearce S, Peiris DP. Collaborative commissioning: regional fund-
ing models to support value-based care in New South Wales. Med J Aust. 
2021;215(7):297–e3011.

28.	 Collins PA, Hayes MV. The role of urban municipal governments in reducing 
health inequities: a meta-narrative mapping analysis. Int J Equity Health. 
2010;9(1):13.

29.	 Saunders C, Carter DJ. Is health systems integration being advanced through 
Local Health District planning? Aust Health Rev. 2017;41(2):154–61.

https://www.who.int/health-topics/health-equity#tab=tab_1
https://www.who.int/health-topics/health-equity#tab=tab_1


Page 13 of 13Bouckley et al. International Journal for Equity in Health           (2025) 24:54 

30.	 Bates S, Wright M, Harris-Roxas B. Strengths and risks of the Primary Health 
Network commissioning model. Aust Health Rev. 2022;46(5):586–94.

31.	 McGeoch G, Shand B, Gullery C, Hamilton G, Reid M. Hospital avoidance: an 
integrated community system to reduce acute hospital demand. Prim Health 
care Res Dev. 2019;20:e144–e.

32.	 Sibbald B, McDonald R, Roland M. Shifting care from hospitals to the com-
munity: a review of the evidence on quality and efficiency. J Health Serv Res 
Policy. 2007;12(2):110–7.

33.	 Boeije HR. A purposeful approach to the constant comparative method in 
the analysis of qualitative interviews. Qual Quant. 2002;36(4):391–409.

34.	 Elliott N, Jordan J. Practical strategies to avoid the pitfalls in grounded theory 
research. Nurse Res. 2010;17(4):29–40.

35.	 De Silva MJ, Breuer E, Lee L, Asher L, Chowdhary N, Lund C, et al. Theory of 
change: a theory-driven approach to enhance the Medical Research Coun-
cil’s framework for complex interventions. Trials. 2014;15(1):267.

36.	 Weiss CH. Nothing as practical as good theory: exploring theory-based evalu-
ation for Comprehensive Community Initiatives for Children and Families. 
In: Connell JPE, editor. New approaches to evaluating Community initiatives 
concepts, methods, and contexts Roundtable on Comperhensive Commu-
nity Initiatives for Children and Families. Aspen Institute, Publications Office; 
1995. pp. 65–92.

37.	 NSW Government. Population projections. Department of Planning. editor. 
NSW: NSW Government; 2024.

38.	 Australian Bureau of Statistics. Census of Population and Housing. 2021, 
TableBuilder. In: ABS, editor. Australia: ABS,; 2021.

39.	 Freeman T, Javanparast S, Baum F, Ziersch A, Mackean T. A framework for 
regional primary health care to organise actions to address health inequities. 
Int J Public Health. 2018;63(5):567–75.

40.	 Moser A, Korstjens I, Series. Practical guidance to qualitative research. Part 3: 
Sampling, data collection and analysis. Eur J Gen Pract. 2018;24(1):9–18.

41.	 Breuer E, Lee L, De Silva M, Lund C. Using theory of change to design and 
evaluate public health interventions: a systematic review. Implement Sci. 
2016;11(1):63.

42.	 Vogel I. Review of the use of ‘Theory of Change’ in international development: 
Review report. In: Development UDoI, editor. UK2012.

43.	 Palinkas LA, Horwitz SM, Green CA, Wisdom JP, Duan N, Hoagwood K. 
Purposeful sampling for Qualitative Data Collection and Analysis in 
mixed method implementation research. Adm Policy Ment Health. 
2015;42(5):533–44.

44.	 Fram SM. The constant comparative analysis method outside of grounded 
theory. Qualitative Rep. 2013;18(1):1–25.

45.	 Tong A, Sainsbury P, Craig J. Consolidated criteria for reporting qualitative 
research (COREQ): a 32-item checklist for interviews and focus groups. Int J 
Qual Health Care. 2007;19(6):349–57.

46.	 Callander EJ. Out-of‐pocket fees for health care in Australia: implications for 
equity. Med J Aust. 2023;218(7):294–7.

47.	 AIHW. Patients’ out-of-pocket spending on Medicare services, 2016–17. Aus-
tralian Institute of Health and Welfare. editor. Canberra: Australian Institute of 
Health and Welfare; 2018.

48.	 Abimbola S, Baatiema L, Bigdeli M. The impacts of decentralization on health 
system equity, efficiency and resilience: a realist synthesis of the evidence. 
Health Policy Plan. 2019;34(8):605–17. ​h​t​t​p​​s​:​/​​/​d​o​i​​.​o​​r​g​/​​1​0​.​​1​0​9​3​​/​h​​e​a​p​o​l​/​c​z​z​0​5​5

49.	 Doherty R, Quinn N, Colson A, Tucker A, Cameron J. Developing a theory 
of change methodology to support the evaluation of place-based systems 
change interventions to support child and adolescent mental health and 
well-being. Evaluation (London Engl 1995). 2022;28(4):466–83.

50.	 Bacchi CL. In: Forest F, editor. Analysing policy: what’s the problem repre-
sented to be? 1 ed. N.S.W: Pearson Australia; 2009.

51.	 Checkland K. National Service Frameworks and UK general practitioners: 
street‐level bureaucrats at work? Sociol Health Illn. 2004;26(7):951–75. ​h​t​t​p​​s​:​/​​/​
d​o​i​​.​o​​r​g​/​​1​0​.​​1​1​1​1​​/​j​​.​0​1​​4​1​-​​9​8​8​9​​.​2​​0​0​4​.​0​0​4​2​4​.​x

52.	 Putland C, Baum F, Ziersch A, Arthurson K, Pomagalska D. Enabling pathways 
to health equity: developing a framework for implementing social capital in 
practice. BMC Public Health. 2013;13:517.

53.	 Bliss D, Mishra M, Ayers J, Lupi MV. Cross-sectoral collaboration: the State 
Health Official’s role in elevating and promoting Health Equity in all policies 
in Minnesota. J Public Health Manag Pract. 2016;22(Suppl 1):S87–93.

54.	 Lazarus JV, Baker L, Cascio M, Onyango D, Schatz E, Smith AC, et al. Novel 
health systems service design checklist to improve healthcare access 
for marginalised, underserved communities in Europe. BMJ Open. 
2020;10(4):e035621.

55.	 Atun R, Aydin S, Chakraborty S, Sumer S, Aran M, Gurol I, et al. Uni-
versal health coverage in Turkey: enhancement of equity. Lancet. 
2013;382(9886):65–99.

56.	 Dixon-Woods M, Kirk D, Agarwal S, Annandale E, Arthur T, Harvey J, et al. 
Vulnerable groups and access to health care: a critical interpretive review. 
Report for the National co-ordinating centre for NHS Service Delivery and 
Organisation R & D (NCCSDO). UK: NCCSDO.; 2005.

57.	 Oliver-Baxter J, Brown L, Dawda P. Should the healthcare compass in 
Australia point towards value-based primary healthcare? Aust Health Rev. 
2017;41(1):98–103.

58.	 Chisolm DJ, Dugan JA, Figueroa JF, Lane-Fall MB, Roby DH, Rodriguez HP, et al. 
Improving health equity through health care systems research. Health Serv 
Res. 2023;58(Suppl 3):289–99.

59.	 Culyer AJ. The bogus conflict between efficiency and vertical equity. Health 
Econ. 2006;15(11):1155–8. ​h​t​t​p​s​:​​​/​​/​d​o​​i​.​​o​r​​g​​/​​1​0​​.​1​0​​​0​2​​/​​h​e​c​.​1​1​5​8

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.

https://doi.org/10.1093/heapol/czz055
https://doi.org/10.1111/j.0141-9889.2004.00424.x
https://doi.org/10.1111/j.0141-9889.2004.00424.x
https://doi.org/10.1002/hec.1158

	﻿“﻿I would be very proud to be part of an initiative that didn’t exclude people because it was hard﻿”: mapping and contextualising health equity responsibilities and decision-making tensions in the implementation of a multi-level system reform initiative
	﻿Abstract
	﻿Background
	﻿Methods
	﻿Study design
	﻿Setting
	﻿Interview design
	﻿Recruitment and participants
	﻿Data collection


	﻿Data analysis and reporting
	﻿Research team
	﻿Results
	﻿How health equity was expected to be promoted in Collaborative Commissioning – through a theory of change
	﻿Health equity responsibilities and accountabilities


	﻿Factors that influenced prioritisation of health equity during early implementation
	﻿Health equity-efficiency
	﻿Localisation-capacity for health equity prioritisation
	﻿Diffuse responsibility in devolved governance - health equity enforceability
	﻿Invisible populations - vocal populations
	﻿Health equity-workforce scarcity
	﻿Health equity-sustainable business models in general practice
	﻿Discussion
	﻿Strengths and limitations

	﻿Conclusion
	﻿References


