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3 January 2012 

 

 

 

 

Dr Ian Holland 

Committee Secretary 

Senate Standing Committees on Community Affairs 

PO Box 6100 

Parliament House 

Canberra ACT 2600 

 

 

 

Dear Dr Holland 

Inquiry into Australia's domestic response to the World Health Organization's Commission on 

Social Determinants of Health report "Closing the gap within a generation" 

 

In appearing before the Inquiry during its hearings in Melbourne on 4 December 2012, I was asked 

to consider five questions on notice. I provide below and by way of attachment responses to those 

five questions.  

Question 1: What is the effectiveness of public health marketing campaigns in improving health 

outcomes of people of low socioeconomic status (SES)?   

During the Inquiry hearings, the role of health marketing campaigns and their benefit to low SES 

groups was considered. Catholic Health Australia (CHA) argues that health marketing campaigns 

have a role in managing population health, but that such campaigns are not always impactful with 

low SES groups and that action on social determinants of health and direct personal interaction 

should form part of improving the health of  low SES groups. 

The effectiveness of public health marketing campaigns within low SES communities is questioned 

by international peer reviewed literature.  The following three studies illustrate doubt about the 

effectiveness of marketing campaigns in improving health outcomes for people of low SES. The 

consequence of this evidence for the Inquiry, and for the way in which governments and non-

government organisations conduct public health marketing campaigns in Australia, is that efforts to 

improve the health of low SES communities are not best addressed through traditional health 

marketing campaigns.   

Study 1:  “Media campaigns to promote smoking cessation among socioeconomically disadvantaged 

populations” 

“A systematic review of the literature on the effectiveness of media campaigns to promote smoking 

cessation among low SES populations in the USA and countries with comparable political systems 

and demographic profiles such as Canada, Australia and Western European nations… reviewed 29 

articles, summarizing results from 18 studies, which made explicit statistical comparisons of media 
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campaign effectiveness by SES, and 21 articles, summarizing results from 13 studies, which assessed 

the effectiveness of media campaigns targeted specifically to low SES populations…found 

considerable evidence that media campaigns to promote smoking cessation are often less effective… 

among socioeconomically disadvantaged populations relative to more advantaged populations..(and 

that)… Disparities in the effectiveness of media campaigns between SES groups may occur at any of 

three stages: differences in meaningful exposure, differences in motivational response, or differences 

in opportunity to sustain long-term cessation.”  

(Reference: Niederdeppe, J., Kuang, X., Crock, B., Skelton, A., (2008), Media campaigns to promote 

smoking cessation among socioeconomically disadvantaged populations: What do we know, what do 

we need to learn, and what should we do now?, Social Science & Medicine, Volume 67, Issue 9, 

Pages 1343-1355).  

 

Study 2: “Theory and Practice in Health Communication Campaigns” 

 

A study reviewing the main theories of health communication found “low socioeconomic status 

groups, which face the greatest threats of ill health, fail to benefit equally from campaigns compared 

to higher socioeconomic groups. The at-risk populations are most often left behind while campaigns 

continue to benefit the rich; a substantive body of evidence on knowledge gap theory points out that 

health communication campaigns contribute to the existing gaps between the rich and the poor.” 

(Reference: Dutta-Bergman, M,. (2005): Theory and Practice in Health Communication Campaigns: A 

Critical Interrogation, Health Communication, 18:2,103-122). 

 

Study 3: “Socioeconomic variation in recall and perceived effectiveness of campaign advertisements 

to promote smoking cessation” 

 

“A survey involving over 7000 adult smokers conducted between 2007 and 2009 assessed SES 

variation in response to smoking cessation ads. Smokers with low levels of education and income less 

often recalled ads focused on how to quit, and perceived them as less effective.”  

(Reference: Niederdeppe, J., Farrelly, M., Nonnemaker, J., Davis, K., Wagner, L., (2011), 

Socioeconomic variation in recall and perceived effectiveness of campaign advertisements to 

promote smoking cessation, Social Science & Medicine, Volume 72, Issue 5, Pages 773-780). 

Question 2: What support is there for the claim that the inclusion of a healthy food option on a 

menu leads to an unhealthy decision? 

During the Inquiry hearings, the role of healthy diet campaigns and their benefit to low SES groups 

was considered. CHA argues healthy diet campaigns have a role in managing population health, but 

that campaigns have not to date always been impactful. 

A survey of food consumption “examined how consumers’ food choices differ when healthy items are 

included in a choice set compared with when they are not available. Results demonstrate that 

individuals are, ironically, more likely to make indulgent food choices when a healthy item is available 

compared to when it is not available … Support is found for a goal-activation-based explanation for 
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these findings, whereby the mere presence of the healthy food option vicariously fulfills nutrition-

related goals and provides consumers with a license to indulge.”  

(Reference: Wilcox, K., Vallen, B., Block, L., & Fitzsimmons, J., (2009), Vicarious Goal Fulfillment: 

When the Mere Presence of a Healthy Option Leads to an Ironically Indulgent Decision, Journal of 

Consumer Research, Vol 36, Pages 380-393). 

The relevance of this evidence to the Inquiry, and the way in which governments and non-

government organisations promote healthy diets and eating, is that mere promotion of healthy food 

options is not necessarily the best means of ensuring healthy food consumption.   

Question 3: What is the potential for the National Health Performance Authority to play a role in 

monitoring social determinants of health and their impact on the formal health care system? 

CHA’s proposal to the Inquiry is that the Department of Prime Minister and Cabinet should 

coordinate existing government instrumentalities in preparing an annual report to be delivered by 

the Prime Minister to the Parliament detailing health inequalities within the Australian population 

and actions that can be taken beyond the boundaries of the existing health system to improve the 

health of all Australians. 

Within such a framework, there exists a role for the National Health Performance Authority. The 

Authority’s strategic plan states its key deliverable is to “publish reports on a quarterly basis on 

matters relating to the performance of local hospital networks, public and private hospitals, primary 

health care organisations, and other bodies that provide healthcare services.”  It is conceivable that 

the Authority could within the auspice of this current plan develop protocols in order to report 

quarterly on data gathered from: 

• Local hospital networks and public hospitals on consumption of hospital services by people 

from different SES groups to detail links between hospitalisation and SES to inform future 

efforts to avoid hospitalisation where social determinants are found to play a role in hospital 

admission; 

• Primary health care organisations or Medicare Locals on social factors contributing to 

avoidable illness of people presenting to primary health care services. This could be enabled 

by way of doctors in general practice screening for poverty as occurs in Ontario (as 

demonstrated by way of Attachment 1, which is a poverty screening tool for use in general 

practice).  

These quarterly reports could in turn be utilised by the Department of Prime Minister and Cabinet in 

preparing annual statements to be presented to the Parliament. 

Whilst such reporting is conceivable, CHA recognises that this type of reporting was not foreseen by 

the creators of the Authority, and that such reporting is not central to the current three year work 

plan of the Authority. To this end, on 31 May 2012 together with colleagues I met with 

representatives of the Authority proposing a social determinants reporting role for the Authority, 

and I wrote that same day to the Authority proposing such a course of action.  

To task the Authority to undertake work in reporting on social determinants, the Inquiry should as 

part of its recommendations: 
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• propose a role for the Authority in assessing the consequence of inaction on social 

determinants within the hospital system; and   

• propose that Medicare Locals provide data to the Authority on those local social factors that 

contribute to avoidable illness; 

in order for this data to form part of an annual Prime Minister’s social determinants report to the 

Parliament.  

Question 4: What is the purpose and location of the St John of God Raphael Centres? 

During the Inquiry hearings, the role of acute hospitals in addressing the social determinants of 

health was considered, as was the role of Catholic hospitals in providing social outreach services 

aimed at addressing the social determinants of health. The Inquiry heard evidence from CHA Board 

Member and Chief Executive of St Vincent’s Health Australia, Dr Tracey Batten, about the non-

hospital services provided by St Vincent’s Health Australia. In addition, I cited the St John of God 

Raphael Centres as an illustration of another non-hospital service provided by Catholic hospitals to 

address the social determinants of health. 

By way of explanation, the St John of God Raphael Centres provide support and services to parents 

and families affected by anxiety, stress, or depression during pregnancy and following childbirth. 

Building on St John of God Health Care’s expertise in maternity services, Raphael Centres offer 

mental health care to families from conception until the child is four years of age. Staffed by mental 

health clinicians, Raphael Centres provide a range of specialised services for individuals and families 

where the parent is experiencing a mental health disorder or where there are parent-infant 

relationship issues. Raphael Centres are fully funded by St John of God Health Care and welcome 

clients from all communities and all cultural backgrounds free of charge or at minimal cost. Raphael 

Centres are currently located across three states: 

• New South Wales: Raphael Centre Blacktown; 

• Victoria: Raphael House Ballarat; Raphael Centre Bendigo; Raphael Centre Berwick; Raphael 

Centre Geelong; Raphael Centre Warrnambool ; 

• Western Australia: Raphael Centre Murdoch; Raphael Centre Subiaco; Raphael Centre 

Freemantle. 

Question 5: Can you table the Norwegian Directorate of Health’s report on measures to reduce 

social inequalities in health? 

Provided as Annexure 1 is the Norwegian Directorate of Health’s report on measures to reduce 

social inequalities in health. The report utilises six “intervention areas” aiming to improve social 

determinants for all Norwegians: 

1. Income 

2. Childhood conditions 

3. Work and working environment 

4. Health behaviour 

5. Health services 

6. Social Inclusion 
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Since the publication of this report, Norway has adopted a new Public Health Act that commenced 

operation in 1 January 2012, a summary of which is provided as Attachment 1. The Act recognises 

that both the national and municipal governments, and each of their agencies, all play roles in 

ensuring the public health of Norwegians, and that social determinants are key to good health and 

long lives.  

Scotland in late December 2012 released an Audit Scotland report which found overall health in 

Scotland had improved in the past 50 years, but there were still deep-seated inequalities, largely 

because of poverty. Scottish Chief Medical Officer Sir Harry Burns responded to the Audit Scotland 

report saying life expectancy gaps between poor and rich could not be solved by the National Health 

Service alone, and more effort was needed on social factors that exist outside of the health care 

system. 

Denmark has also adopted a reporting framework for action on social determinants. In May 2011, 

the report “Health Inequality: determinants and policies” was adopted by the Danish Minister of 

Health, Mr Bertel Harder, who committed Denmark to an action plan built on the following twelve 

principles: 

Early determinants that affect social position and health  

1. Early childhood development – cognitive, emotional, social  

2. Schooling – school completion  

3. Segregation and the local community  

Determinants of illness influenced by social position 

4. Income – poverty  

5. Longstanding unemployment  

6. Social marginalisation  

7. Physical environment  

8. Work environment – ergonomic and psychosocial  

9. Health behaviour  

10. Early functional decline  

Determinants generating unequal consequences of illness  

11. Health services utilization  

12. The exclusionary labour market 

As detailed in CHA’s initial submission to the Inquiry, Sweden has also utilised a social determinants 

of health approach for near to a decade, having legislated a set of social determinant principles for 

its public health policy on 2003. Of interest to the Inquiry might be the conference to be held by the 

Swedish National Institute for Public Health in Stockholm on May 13-14 2013 titled “Sweden and the 

world: 10 years of a health determinants-based national public health policy.” Attachment 2 is a 

brochure detailing the agenda for this conference.  

The relevance to this Inquiry of this information about Norwegian, Scottish, Danish, and Swedish 

legislation and reporting frameworks on social determinants is that the governments of these 
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countries have each in recent year’s recognised differences in health status and life expectancies of 

people of low and high SES. These governments have recognised improving health status and life 

expectancy required action outside of the health care system, and that monitoring, reporting, and 

action frameworks on social determinants were necessary. Australia has similar gaps in health status 

and life expectancy of low and high SES populations, and would benefit from similar monitoring, 

reporting, and action frameworks based on the World Health Organisation social determinants 

framework.  

Summary 

 

To summarise the recommendations that the Inquiry might make as a result of the detail provided to 

questions on notice: 

1. Future public health marketing campaigns should be designed in response to evidence that 

they do not always impact the health of people of low SES, and that ideally the health of low 

SES people could be best improved by action on social factors that influence their health 

status. 

 

2. The National Health Performance Authority should gather social determinants data from 

both local hospital networks and primary health care organisations, and that Medicare 

Locals in particular should engage general practitioners in a health screening program for 

the presence and consequences of poverty. 

 

3. That the Prime Minister’s Department review the Norwegian, Scottish, Danish, and Swedish 

social determinants reporting frameworks as part of the task in designing an annual social 

determinants report for the Prime Minister to present to the Parliament.  

I trust the information provided in this response assists the Inquiry in its deliberations. I would be 

happy to provide any further assistance that the Inquiry might seek. 

 

 

Yours sincerely 

Martin Laverty  

Chief Executive Officer 

 

 

 

Attachment 1: Ontario General Practice Poverty Screening Tool 

Attachment 2: Summary of Norwegian Public Health Act 

Attachment 3: Swedish National Institute for Public Health Conference  

Annexure 1: Norwegian Directorate of Health’s report on reducing social inequalities in health 
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Attachment 1: Ontario General Practice Poverty Screening Tool 
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Attachment 2: Summary of Norwegian Public Health Act 
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Attachment 3: Swedish National Institute for Public Health Conference  
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