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Abstract
Background: Health system policies and programs that reduce health inequities and improve health outcomes are
essential to address unjust social gradients in health. Prioritization of health equity is fundamental to addressing
health inequities but challenging to enact in health systems. Strategies are needed to support effective
prioritization of health equity.
Methods: Following provincial policy recommendations to apply a health equity lens in all public health programs,
we examined health equity prioritization within British Columbia health authorities during early implementation. We
conducted semi-structured qualitative interviews and focus groups with 55 senior executives, public health
directors, regional directors, and medical health officers from six health authorities and the Ministry of Health. We
used an inductive constant comparative approach to analysis guided by complexity theory to determine critical
elements for prioritization.
Results: We identified seven critical elements necessary for two fundamental shifts within health systems. 1)
Prioritization through informal organization includes creating a systems value for health equity and engaging health
equity champions. 2) Prioritization through formal organization requires explicit naming of health equity as a
priority, designating resources for health equity, requiring health equity in decision making, building capacity and
competency, and coordinating a comprehensive approach across levels of the health system and government.
Conclusions: Although creating a shared value for health equity is essential, health equity - underpinned by social
justice - needs to be embedded at the structural level to support effective prioritization. Prioritization within
government and ministries is necessary to facilitate prioritization at other levels. All levels within health systems
should be accountable for explicitly including health equity in strategic plans and goals. Dedicated resources are
needed for health equity initiatives including adequate resourcing of public health infrastructure, training, and
hiring of staff with equity expertise to develop competencies and system capacity.
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Background
The health equity gap is well recognized, and there is
global recognition of the need to reduce health inequities between and within countries [1, 2]. Health inequities are unfair and avoidable systematic differences in
health that disadvantage some groups more than others
in terms of health outcomes and opportunities [3, 4].
Whitehead and Dahlgren state that “equity in health implies that ideally everyone could attain their full health
potential and that no one should be disadvantaged from
achieving this potential because of their social position
or other socially determined circumstance (page 5)” [3].
Thus, attending to health equity includes the dual goal
of aiming to improve health outcomes for the entire
population, while striving to reduce existing health inequities [3–5].
Health systems have a fundamental role in addressing
health equity; however, better understanding of strategies that help reorient health systems towards health
equity is required [6–9]. One critical starting point is
through effective prioritization of health equity within
health systems, policies and programs. However, creating
change is inherently challenging in complex health
systems that are nonlinear, dynamic, and evolving, and
sensitive to the unique individuals, contexts and circumstances within that system [10–12]. Although enactment
of a system-wide policy or program can be an essential
first step in prioritization, whether an effective system
response emerges from this will depend on the actions
of those within the system and other elements that support this prioritization.
Studies that explicitly consider prioritization of health
equity within health systems are limited. However, studies considering factors that support health equity action
more generally highlight the role of public health, supportive legislation, leadership, values and understanding,
resources, capacity and infrastructure [13–19]. In their
organizational framework for public health equity action,
Cohen et al. stressed the importance of internal and external organizational values and commitments to health
equity as evidenced by supportive resources and infrastructure [17]. Additionally, Marmot noted the need for
strong leadership and supportive legislation from government health ministries to aid in prioritization across
public sectors [15]. A Canadian study investigating
health equity action within public health units noted that
health equity prioritization within the organization was
critical to support health equity initiatives [16]. The authors noted that gaps existed between decisions around
policy at one level and implementation plans to support
the policy at other levels. A study investigating health
equity action within a subset of public health departments in the United States also highlighted the importance of health equity as a priority [13]. They considered
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evidence of prioritization to include health equity initiatives, strategic plans, creation of equity positions,
assessment measures, and collaboration with outside organizations to facilitate health equity work. This study
also found that funding and limited training and guidance were significant barriers to health equity work. This
highlights that different elements are needed to embed
health equity as a priority within health systems.
In British Columbia (BC), Canada, there have been efforts to prioritize health equity through policy changes
at the provincial level as part of systemic public health
renewal [20–22]. These include health equity considerations in two critical documents that endorsed the application of a health equity lens: the Framework for Core
Functions in Public Health and the Guiding Framework
for Public Health [20–22]. At the time of this research,
there were five regional health authorities, a provincial
health authority, a newly introduced First Nations
Health Authority (established in 2013), and the Ministry
of Health. Regional health authorities were charged with
applying a health equity lens to all public health programs. These directives provide an example of efforts to
prioritize health equity within a complex system through
the enactment of policy changes that need to be taken
up and prioritized across the health system. The Equity
Lens in Public Health Program of Research (ELPH) was
designed to study this implementation of a health equity
lens within BC health authorities, during this time of
public health renewal and system change [23]. Although
little is known about how health equity was being prioritized in the early implementation period of a health
equity lens following these directives, prior analysis
highlighted a lack of understanding of what constituted
this lens and how to apply it [24].
We sought to explore what is needed to support effective prioritization of health equity within complex
health systems, from the perspective of senior leaders
who were decision makers within that system. As part of
the ELPH program of research, we undertook a baseline
qualitative study to examine how health equity was being prioritized within BC health authorities during this
early implementation period of a health equity lens.
Specifically, we aimed to determine critical elements to
support effective prioritization within complex health
systems, guided by complexity theory.

Methods
This study is part of The Equity Lens in Public Health
(ELPH) program of research that commenced in 2011 to
study the application of a health equity lens in BC health
authorities [23]. As part of the broader program of research, we conducted a qualitative analysis ‘Assessing
Health Equity Priorities’, which included a baseline
examination of senior leaders’ perspectives on
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prioritization of health equity in the BC health system in
2013/2014. Our collaborative research team included
public health systems leaders from Fraser Health
Authority, Interior Health Authority, Island Health
Authority, Northern Health Authority, and Vancouver
Coastal Health Authority, the Provincial Health Services
Authority, and the Ministry of Health. Ethical approval
for this study (H11–03359) was provided by the
University of Victoria, the University of British
Columbia, the University of Saskatchewan, Fraser Health
Authority, Interior Health Authority, Island Health
Authority, Northern Health Authority, and Vancouver
Coastal Health Authority research ethics review boards.
We used a participatory process in which health authority partners and academic researchers worked collaboratively throughout the entire research process from
developing the research questions, through planning the
research design, to analyzing and interpreting the findings [25, 26]. Such participatory approaches are reflexive,
dialectic process to better align research and theory with
practice, and include stakeholders in knowledge generation that is relevant and useful; participatory
approaches are aligned with integrated knowledge translation and exchange processes. We developed working
groups and held meetings with partners for feedback for
each stage of the research process including the development of the research questions, planning the research
design, developing the interview guides, and analyzing
and interpreting the data. This contributed to relevance
and rigour of the research.
The ELPH program of research employs complexity
theory, intersectionality, and critical social justice theories as theoretical foundations for research [23, 24]. In
this study, we used complexity theory to guide our analytical process about what is needed for effective
prioritization within complex health systems. We drew
on Walby’s framework for theorizing about the intersections of social relations and institutional structures and
the implications of this for supporting system responses
to increase prioritization of health equity at multiple
levels of the health system [27–29]. Within this understanding of complexity, we considered the implementation of a health equity lens to be an event inserted into
the health system, and examined the resulting responses
within various programs and levels of the system [10, 12,
30]. We conceptualized health systems as complex adaptive systems, in which system responses to enactment of
a policy will depend on the multiple interactions and relationships that occur in that system as a result of that
policy [10, 11, 30–32]. Thus, while change within a system will be influenced by formal organizational documents and policies, the system response that emerges
will also reflect the informal organization that emerges
through created structures, groups and processes [10,
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12]. Anderson highlights the importance of understanding both these formal and informal aspects of a system,
and the interactions between them, to gain insight into
the way a system is functioning as a whole as well as to
understand the specific system properties that influence
change [10]. We aimed to understand how these formal
and informal aspects, and their interactions, vary within
different parts of the system, and the potential impact of
this on the system response. This included identifying
critical elements that facilitate prioritization of health
equity within the health system, and the relationships
among these elements.
We undertook an inductive qualitative analysis examining perspectives of senior leaders from within the BC
health system. We conducted semi-structured qualitative
interviews and focus groups with these senior leaders including senior executives, public health directors, regional directors, and medical health officers identified as
leaders and decision makers within their organizations
and portfolios. The collaborative research team developed a semi-structured qualitative interview guide to
seek perspectives on how health equity was being prioritized within the health system, and explore potential
barriers and facilitators for prioritization. This was used
for both the interviews and focus groups.
We used purposive sampling which aims to select participants that have good knowledge of the area under investigation [33]. Health authority partners on the
research team invited all senior leaders within their
health authorities through an email invite outlining the
purpose of the study and provided information on participation. The principal investigators, who were experienced interviewers and well versed in health equity and
health systems services research, conducted the interviews and focus groups. Participation was voluntary and
the interviewers obtained written informed consent from
each participant prior to beginning the interview. All interviews were audio-recorded and transcribed verbatim
by a research associate. Identifying information was removed and cleaned transcripts were stored on a central
shared drive at the university with restricted access.
Analysis

We collected data from January 2013 to July 2014. We
used NVIVO 10 to code and analyze focus groups and
interviews. We used a constant comparative approach to
review the data and inductively develop a coding framework that examined information related to prioritization
of health equity [23, 34–36]. This method involves detailed coding to develop concepts and relationships
among the data by comparing incident-to-incident,
incident-to-concept, and concept-to-concept to advance
the analysis to higher levels of abstraction [37]. Three research associates coded all interviews into this
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framework. Initial results were shared with the health
authority partners who provided feedback. The principal
investigators and a fourth research associate then inductively derived themes that emerged from the constant comparative coding around prioritization within
each organization, as well as barriers and facilitators to
prioritization. We then derived critical elements needed
for prioritization from these themes guided by complexity theory. We considered differences in these elements
across organizations to understand variability and the
extent to which they reflected common systemic elements. We identified critical elements for prioritization
and examined the interrelationships among these elements, as well as congruence or divergence. We then
grouped these into two overarching themes that provide
insight into the informal and formal supports needed for
prioritization. All authors including those involved in
interviewing, initial coding and later analysis reviewed
the analysis and interpretation.

Results
There were 55 senior leaders who participated in 12 individual interviews and 14 focus groups. Approximately
half of the sample were men, and half were women.
Over half the sample were aged 46–60 years, and the
majority had been in their current positions for 1–5
years and had more than 10 years’ experience working in
public health overall. The sample had high levels of education with the majority holding an undergraduate university degree or higher degree. Overall, there was good
representation across gender, age, years in position, and
years in public health to ensure a variety of perspectives.
Characteristics of the sample are given in Table 1.
We identified seven critical elements necessary to support prioritization of health equity within health systems
that were grouped into two overarching themes: 1)
Prioritization through informal organization; and 2)
Prioritization through formal organization.
Prioritization through informal organization

We identified two elements of the informal organization
that are necessary to support prioritization of health
equity from the perspective of senior leaders: 1) creating
a systems value for health equity, and 2) engaging health
equity champions.
Creating a systems value for health equity: “Equity’s a good
thing” (INTV 704)

Creating a systems value for health equity was identified
as a critical element to support prioritization of health
equity within health systems. In this study, we heard that
health equity was generally viewed as a value within the
health system, but that the strength of this value varied.
Participants deemed health equity a core value for public
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Table 1 Characteristics of the sample (N = 55)
Characteristic

Number (Percent)
N (%)

Gender
Men

29 (52.7)

Women

26 (47.3)
a

Age in Years
≤ 45

13 (26.0)

46–60

28 (56.0)

≥ 61

9 (18.0)

Years in Position
<1

4 (7.3)

1–5

35 (63.6)

6–10

9 (16.4)

11–20

5 (9.1)

> 20

2 (3.6)

Years in Public Healtha
≤ 10

10 (20.4)

11–20

19 (38.8)

≥ 21

20 (40.8)

Highest Educational Qualificationa
Bachelor or Masters Degree

27 (50.0)

PhD

4 (7,4)

Medical Degreeb

20 (37.0)

Other

3 (5.6)

a

Does not sum to 55 due to missing data
b
Includes Doctor of Medicine/ Fellow of the Royal College of Physicians of
Canada/Fellow of the Australian Faculty of Public Health Medicine

health leaders (e.g. medical health officers and directors
within public health and population health). One participant noted that “from the senior leadership and the medical health officers, it would be their reason for working.”
(INTV 505). This strong value placed on health equity
within public health supported prioritization. This was
evidenced by statements from public health leaders that
reducing inequities was “their most important goal” (FG
302) or that health equity was a “major preoccupation.
We’re constantly looking at a variety of ways of bringing
it in” (INTV 307).
However, the extent to which health equity was held
as a value in other parts of the health system was variable, and noted as a barrier to prioritization. Participants
noted that for many within public health and the health
system, health equity was consistent with professional
values even when health equity was not explicitly recognized as a value. As this participant observed, a challenge is finding the keys to ‘unlock’ this value:
“I think it’s back to why most people are working- I
think most people, if you really spoken, why they’re
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working in health, probably one of their core
values is around health equity, so, it’s a matter of
getting the key to unlock that. I think if we’re going at them and it’s too theoretical, it’s easy to
dismiss” (INTV 607).
As this quote illustrates, values related to health equity
align with the values of many who work in health. However, as stated, helping people to identify that their
values align relies on understanding health equity concepts which can be challenging.
Further, participants indicated that while health equity
may be a value for senior executives outside of public
health within a health authority, this did not mean it
was necessarily a priority. As one participant noted: “for
the medical health officers, it is a priority. But for us it’s
largely a priority in our roles outside of the health authority” (FG 104). Thus, while some health equity work
occurs through work outside the health authority, the
degree to which health equity was a priority for senior
executives within their roles within the health authority
was inconsistent.
Within the wider health system, including the provincial government, we heard that values related to health
equity were shifting, especially in relation to Indigenous
peoples’ health. One participant highlighted the importance of historical and political barriers to addressing
health inequities in systems in which there is no clear
value or prioritization of health equity as evidenced by
lack of investments:
“We haven’t necessarily seen investment from a
resource or dollar perspective, but it trickles in a
direction that, in the past, … if we went back a
decade here, there was a lot more acrimony between the provinces and the federal government
when it came to looking at First Nation’s health
issues. And provincial governments were less likely
to even permit or allow for a provision of services
or supports to First Nations, to reserves settings”
(INTV103).
Thus, it is critical to assess where health equity is being held as a value, and aim to increase this value
where it is limited or lacking to support prioritization.
In this study, we heard that while health equity was a
value for public health, it was largely not on the
agenda outside of public health. Moreover, value for
health equity was hindered by lack of understanding
of health equity concepts. This highlights the importance of having a systems value for health equity to
support health equity prioritization, facilitated by understanding of health equity concepts as being rooted
in systemic injustices.
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Engaging health equity champions: “So …what’s made it a
priority to health authority? Well, me” (INTV 407)

Health equity champions were identified as key facilitators for increasing value for health equity and
prioritization where systemic prioritization of health
equity is not well established or supported. Participants recognized the importance of individual leader’s
efforts to move the health equity agenda forward
when asked about facilitators for prioritization. Participants identified some senior leaders within the regional health authorities as key champions working to
increase the relative importance of health equity
work. We heard that these champions worked to create awareness of health equity issues within their respective health authority, make health equity concepts
more accessible for staff, and bring in staff with
health equity expertise. Participants specifically identified medical health officers (MHOs) as important
health equity champions who were able to help bring
attention to health equity within their roles on committees or executive tables. One participant from a
regional health authority indicated they had attempted
to champion health equity at the level of local
government:
“So … this is a personal thing. My colleagues don’t
engage in the same level of dialogue with local governments that I do, but I actually go around knocking on local government doors and presenting some
of the differences in health status that they either
suffer from or benefit from, so they are actually
aware themselves” (INTV 103).
At the provincial level within the Ministry of Health,
participants noted some ministers were operating as
champions motivated by their value for health
equity: “there are some examples of ministers taking
a stand on a position. … and I think that does emanate from their values and something they think
they can get a hold of and move forward, and it has
some legs against it” (FG 702). Another participant
noted individual clinicians with a strong value for
health equity acting as champions, attempting to integrate health equity into their programs from the
ground up.
Here, we heard that champions emerged informally
from their strong personal value for health equity, often
rooted in public health values and roles. Further, participants highlighted the need for champions to operate
across all parts of the regional health system and government. As noted, this can create initial momentum for
health equity work that can increase awareness, value
and competency for health equity, and its relative
priority.
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Prioritization through formal organization

We identified five critical elements to embed health
equity as a priority in the formal organization from the
perspective of senior leaders: 1) explicitly naming health
equity as a priority; 2) requiring health equity in
decision-making 3) designating resources for health
equity; 4) building capacity and competency for health
equity; and 5) coordinating a comprehensive approach.
Explicitly naming health equity as a priority: “If we went
back to the goals, objectives, strategic plans and what not,
equity is kind of given short shrift” (INTV 103)

Explicit naming of health equity as a priority was
identified as a critical element for overall prioritization
within the health system. We heard that health equity
was often not explicitly named as an organizational
priority in goals and strategic plans, and that lack of
“deliberate application” (INTV 307) of health equity was
a barrier to prioritization. In referring to a strategic plan,
one participant stated that “I’ve kind of looked at the
whole thing and I just don’t see equity anywhere in
this, you know, twenty-five page document” (FG 403).
Similarly, another participant noted: “our actions are not
congruent with what we should be doing from a priority
perspective for health equity. … if you look at the
strategic plan, reducing inequities is kind of couched and
buried in there. It’s not a major priority” (FG 102). One
participant noted that not explicitly naming health
equity as an organizational priority created barriers for
prioritization: “the fact that it’s just not really shining as
an organizational imperative creates some barriers in
itself because we feel like it’s off the corner of our desk”
(FG 403).
When asked about prioritization of health equity, several
participants implicitly linked health equity goals with
stated health system priorities. These included priorities
for primary care, goals for improved health and wellness,
strategies such as integrated accessible health services, and
initiatives targeting particular populations and aiming to
improve access. For example, one participant noted health
equity prioritization through “a partnering with communities endeavor across the organization, this is an
organizational priority. It’s part of our integrated accessible
health services priority” (INTV 505). Another participant
linked health equity prioritization to primary care but
noted this was implicit:
“I think certainly as a priority, is to give good service
to the person in the family. And that’s why the whole
primary care model is being used, and that’s really
what it’s about. … doing that well naturally deals
with the inequity problem, but I don’t think it’s like,
we’re doing this to deal with the inequity problem”
(FG 504).
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These attempts to link health equity prioritization to formal priorities reinforces the importance of explicit naming of health equity as a priority.
Participants identified lack of explicit prioritization of
health equity by the Ministry of Health as an issue that
had implications for prioritization within their health authority. One participant clearly articulated the need for
ministry prioritization of health equity to facilitate
prioritization within their organization: “equity and inequity is not embedded in our health authority whatsoever. It is not espoused or embedded at the highest levels.
That’s probably because it’s not embedded or espoused in
the Ministry who tells the health authority [what] to do”
(FG 301). This participant was specifically speaking to
the need for explicit naming of health equity as a priority in mandate letters from the Ministry of Health as a
means of giving it priority in service plans and strategic
plans.
In this study, we heard that reliance on implicit individual prioritization of health equity was a barrier to
prioritization of health equity within the health system.
The above illustrates the need for explicit prioritization
of health equity across all levels of the health system in
mandates, and service and strategic plans. This is required in order to translate health equity into a relative
priority at all levels of the health system so it can be operationalized into programs and policies.
Requiring health equity in decision making: “Ultimately at
the end of the day, the question is whether equity is
incorporated in” (INTV 103)

Mechanisms to include health equity in decision making
were identified as a critical element for embedding
health equity as a priority into health systems. Within
the regional health authorities, we heard that such requirements and mechanisms were variable and often
missing: “there isn’t an explicit mechanism, and I can’t
think of even one today, that requires the board or the senior executive or decision makers, to put equity as an integral part of their decision process” (INTV 103).
Participants indicated this can hinder the ability to
prioritize health equity despite the desire to do so.
In contrast, where such mechanisms do exist, participants identified that they can serve as a facilitator for
prioritization. Participants gave examples of such mechanisms such as one health authority governance board
prioritizing and resourcing health equity across the
health authority with “a requirement for the other
twenty-one programs to work with Population Health to
put equity into their planning framework” (INTV 201).
Other examples from within public health included
health equity as a key principle for planning, or taking
health equity into account when making decisions or allocating resources.
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Participants also highlighted the importance of representation and inclusion of communities and those impacted by health inequities in decision making processes
as a mechanism to facilitate prioritization. This participant indicated the importance of these roles when asked
about facilitators for prioritization:
“I would say ten years ago we- [health authority], …
actually had very visible things to point to say, ‘This
is a priority for us.’… we had membership on the
board with designated seats for Aboriginal populations, people with disabilities, people with mental
health and addictions issues. So, you know, there
was really sort of very visible communication that
we’re trying to represent all of that. And we havewe’ve prioritized it enough to have specific roles
assigned to focus on those things and to keep us focused on those things. So, you know, I wouldn’t say
we have- we express that perspective on equity and
diversity and the diversity of needs, and needing to
level playing fields and that sort of thing. We don’t
have that kind- because we don’t have those roles
anymore” (INTV 307).
In this scenario, this participant noted that these roles
no longer existed as there had been a shift towards
becoming more “business and process focused” (INTV
307). This highlights a need for representation of
communities and groups that experience health inequities to have a voice at the decision-making level
of the organization. In addition to this, participants
stated the importance of the inclusion of public
health and medical health officers at the executive
table and in the decision making process as a facilitator to prioritize health equity. As this participant
stated: “having the medical health officer at the executive table and at the board meetings is helpful. Management teams all have a public health presence on
their teams. Public Health being actively engaged in
the overall priorities of the organization, not separate,
I think helps that way” (INTV 505).
Thus, we heard that it is essential that there are
mechanisms that require health equity to be factored
into planning processes and resource allocation. Further, participants highlighted one such mechanism is
to ensure communities, groups impacted by inequities, and those with health equity values and mandates are represented at executive tables and in
decision making. With regard to the latter, participants noted that medical health officers and public
health leaders held strong values of health equity, and
thus should be included to promote the systematic
consideration of health equity in the decision-making
process.
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Designating resources for health equity: “We’re not
communicating to the public we really believe these things
and we’re putting our money where our mouth is” (INTV 307)

Another essential component of prioritization identified was allocating adequate resources for addressing
health equity. In some health authorities, participants
reported that a lack of dedicated resources severely
limited prioritization. As this participant stated: “our
ability to prioritize, develop a lens around prioritizing
resources and allocation, isn’t there, I would say
bluntly” (INTV 201). Despite these challenges, we
heard that participants were attempting to prioritize
resources for health equity where possible. As one
participant stated: “so from my perspective, I’d like to
believe that I, and I can only speak for myself, at least
keep the concept of equity on my plate when I am trying to divvy up what limited resource I have” (INTV
103). This highlights that prioritization relied on individual leaders’ commitment to health equity but was
not necessarily widespread.
As well, we heard that prioritizing resources for health
equity was a challenge due to limited resources overall
and competing priorities, such as for acute care. One
participant commented on a discrepancy between perceived values of the health authority and concrete
prioritization through adequate funding to the public
health sector: “they [health authority] talk inequity, and
they acknowledge inequity--but when it comes to the bottom line, our budget has been pillaged for the benefit of
the acute care sector” (FG 104).
We heard that increases to budgets for population
health or specifically for improving Indigenous health,
were perceived to be consistent with a commitment
to prioritizing resources for health equity: “we got a
significant increase in the budget for Population
Health, at a time when previously we’d not spent the
budget that we had. So I think that spoke to the
commitment that the exec has. It’s shared by the
board” INTV 201). This highlights that investments in
areas that carry out health equity work, or where
burden of heath inequities are high, are needed to
support prioritization.
In this study, with limited exceptions, participants indicated there was little specific resourcing to support
the prioritization of health equity initiatives due to
competing and dominant priorities within the health
system. This emphasizes the need for high level investments to support health equity prioritization, including
investments in areas such as public health, Indigenous
health, and mental health and substance use. Further,
dedicated resources are required to support necessary
training to develop health equity capacity and competencies that are another critical element to support
prioritization.
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Building capacity and competency for health equity:
‘There’s a nod towards it, but I don’t think it’s understood”
(FG 104)

A fourth critical element for effective prioritization of
health equity identified was ensuring adequate system
capacity and competencies for health equity. This includes prioritizing necessary training and leadership to
create this system capacity. We heard there were attempts to prioritize health equity across the health system without adequate guidance, necessary system
capacity or competencies to support this. This participant discussed this lack of guidance when asked about
barriers to prioritization:
“If we went back to the public health core programs
you know when this, I shouldn’t say started then but
you know people were talking ah, inequity lenses
and trying to increase our focus of attention in such
a fashion to reduce inequities, there were real challenges about how that or what that looked like”
(INTV 103).
Without clear guidelines as part of this early implementation process, participants indicated that attempts to
determine what constituted a health equity lens and how
to implement it were occurring at all levels. This participant noted that there was significant variation in capacity that impacted prioritization: “The depth of
understanding and then application of that is variable
from program to program and leader to leader and…
front line to front line” (INTV 307). Participants indicated that those within public health, Indigenous health,
and mental health and addictions were better versed in
health equity and therefore more readily able to engage
in health equity work than in other areas of the system
such as acute care or primary care.
In some cases, participants indicated that senior leadership responsible for prioritization lacked necessary
competency: “Well, but it’s not a requirement of our senior executive or senior administration that they actually
be knowledgeable about equity, that they incorporate it
into what they do. And so we’ve got people there that are
still based upon what they used to do and equity …was
not part of the conversation” (INTV 103). We heard that
this lack of general understanding about health equity
concepts was missing at all levels of the health system,
including at the ministry level.
This lack of health equity competencies contributed to
an overall lack of system capacity that was evident
within the health system. We heard that there were few
health equity roles to support the development of competencies and capacity. One participant stated that in
their health authority they were relying on one or two
designated people within public health to be responsible
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for health equity work: “There are one and a bit people
that mainly do equity type issues and have a portfolio for
doing things” (INTV 201). Another indicated that prior
roles that focused on such issues no longer existed. We
also heard that competing pressures limited system capacity for health equity work.
Within this context, we heard examples of initial attempts within the health system to address this lack
of competency and capacity. One participant discussed informal attempts by leadership to improve
understanding and competency for health equity work
to support wider prioritization. They also noted the
challenges inherent in this:
“I’m trying to move the focus upstream- always challenging in that kind of an environment. But I think
there’s a commitment in the organization trying to
do that. [Name] had a really nice way of encouraging to do that, … [they] would talk about move
one step upstream. “You work in an ICU unit, what’s
the thing that you could do that’s upstream from
where you are now?” I think that’s an easier thing to
ask of people than to ask seven thousand employees
to think ‘population health’” (INTV 505).
This highlights that an essential component of
prioritization is also to prioritize establishing the necessary guidelines and training that develop health equity
capacity and competency. As identified here, engaging
strong leadership and developing health equity specific
roles can help support this development.
Coordinating a comprehensive approach: “You can’t do it
without local government, you also can’t do it without the
health authority, you’ve got to have everyone there, and
headed in the same direction” (INTV 103)

A final element identified was that health equity needs
to be embedded as a priority across all areas and levels
of the system to be effective. This includes prioritizing
health equity within programs and policies, the regional
health authority itself, provincial government, and within
partnerships with community partners to coordinate a
comprehensive and integrated response.
Analysis of participant’s interviews indicated that although there was variation in terms of how extensively
health equity was being prioritized across regional
health authorities, there were examples of health authorities seeking to build this more comprehensive approach. Participants noted prioritizing initiatives
designed to operate across public health, primary care,
mental health and addictions, and community and Indigenous partnerships. Participants also highlighted the
importance of organizational wide policies related to
community and Indigenous partnerships to support
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prioritization, as well as specialized work “organized in
a way that stimulates the rest of the organization to
move upstream” (INTV 505).
Participants within the health authorities identified
health equity prioritization at the Ministry of Health as a
potential way to help health equity “permeate into the
health authorities” (INTV 307). Furthermore, they noted
that where local government was engaged such as at the
municipal level, they were a powerful facilitator for
health equity prioritization. One participant stated that
the local government was actively involved in trying to
address health inequities within their communities:
“And I think the local government’s been a major
driver in actually trying to come up with some solutions, more so than the health authority, even
though the health authority is involved. So that’s
the second step is to then get the information in
the hands of the people that will actually drive
change” (INTV 103).
It was noted, however, that changing governments can
result in shifting priorities so that support for certain approaches or issues no longer existed. Moreover, we
heard that government policies and regulations were experienced as barriers to prioritization if they restricted
health authorities in their ability to act. Participants described approaches to health equity at the government
level as “piecemeal” rather than fully committed, and potentially without a solid understanding of how to address
equity considerations:
“I think provincially if we look at sort of where government is at, I think there’s awareness of it [health
equity], but I think they’re in the same boat as our
senior execs, they don’t know quite what to do with
it. There’s a lot of piecemeal stuff on it, and so then
they go into their whole sort of ‘political beliefs’ and
what their party values are and whatever … I think
that our government is too business-oriented and
it’s… it’s really hard to talk about true equity. But if
you talk about access to service and if you talk about
standardization of services and health, and all this
kind of stuff, there’s a lot of agreement on that.
There’s also an agreement on a focus of … rural and
remote communities right now; a focus on vulnerable
populations- … but, you can start to apply it, but it’s
not a comprehensive whole … belief in value and
concrete- like it’s not integrated” (INTV 611).
This supports the importance of prioritization both internally across all levels of the organization, as well as at
the periphery with government and through community
to be successful in embedding health equity as a priority.
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As noted above, however, competing values related to a
‘business orientation’ work against prioritization as do
values that privilege acute care and biomedicine. As
such, a comprehensive approach to prioritizing health
equity also requires creating a systems value for health
equity. There is a need to invest in a comprehensive, coordinated response that addresses each of the critical elements to successfully increase prioritization of health
equity within health systems.

Discussion
We conducted semi-structured qualitative interviews
with senior leaders in regional and provincial health systems during the early stages of attempting to implement
a health equity lens in BC health authorities. We aimed
to understand critical elements required to support
prioritization of health equity within health systems. We
identified the importance of elements of both informal
and formal organization to support prioritization. There
is a need for a systems value for health equity, with
champions in every area of the system to increase this
value and relative priority for health equity work. However, this value in itself is not sufficient to ensure health
equity is prioritized. Health equity must be structurally
embedded as priority through explicit naming of health
equity in goals, strategic plans, and mandates. Explicit
inclusion must be supported by dedicated resources, requirements to include equity in decision making, and
development of competencies and capacity for health
equity. A comprehensive approach across the health system is required, with attention to these critical elements
in every area of the health system, and across levels of
government.
Although few studies have explicitly examined what is
required to support prioritization of health equity within
a health system, the elements identified here align well
with factors deemed important to implementation of
health equity actions and implementation frameworks
[13, 15–17, 19, 38–40]. Participants identified the importance of values for health equity throughout the
health system to facilitate prioritization. This aligns with
studies that have noted the importance of values for
shaping organizational culture and motivating health
equity action overall [16, 39, 40]. However, even where a
value for health equity exists, this may be limited by lack
of understanding as we noted here and competing
ideologies [14, 16, 24]. For example, Smith et al., found
that senior public health leaders were more comfortable
with health equity when it was associated with addressing inequities in access to care and material determinants of health than when it focused on political issues,
power imbalances and systemic disadvantage [14]. This
points to the importance of a systems value for health
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equity underpinned by social justice and grounded in
recognition of structural causes of inequities [16, 17, 24].
Having health equity champions also emerged as an
important element to support prioritization. As noted in
this study, health equity champions can have a role in
helping to create value and increase relative priority for
health equity, as well as support development of health
equity competencies within their organizations. Although in this study champions emerged informally as a
result of their strong values for health equity, they can
also be strategically inserted [40]. Inserting health equity
champions with health equity in their portfolio at every
level of the health system is a strategy that can help increase recognition of the importance of creating more
equitable health systems and drive prioritization [17, 40,
41]. This can be through development of health equity
specific positions across the organization or designating
those with health equity competencies, such as those in
public health, in this role [16, 39, 41]. As well, having
those in formal leaderships positions as champions can
facilitate prioritization of health equity within formal
processes [16, 42].
Our findings align with others recommendations that
health equity needs to be explicitly embedded as a priority in the formal organization [15, 16, 40]. This includes
the importance of explicit naming of health equity as a
priority in formal documents. Participants indicated that
prioritization of health equity at the level of ministries
and government, with associated mandates, is needed to
facilitate prioritization within the health system. These
should direct and support organizations to explicitly
name health equity in their strategic plans and goals and
include strategies for improving health equity [13, 16,
42]. Inclusion of such strategies and guidelines are important to ensure prioritization of health equity actions
does not become limited, for example to a focus on targeted initiatives or access issues [39].
Requiring systematic consideration of health equity
within decision making is a strategic way to increase
prioritization. As noted above, explicit naming of
health equity in mandates, strategic plans and goals
are critical to help ensure health equity is factored
into decision making. Further, our findings support
the importance of having those with health equity
competencies, such as public health and medical
health officers, at decision making tables to facilitate
prioritization [39]. Inclusion of those most impacted
by health inequities and communities in the decisionmaking process is fundamental, including throughout
program planning stages, to begin to shift power dynamics and increase prioritization [7, 17, 18, 39]. Further, adoption of a health equity lens can be used to
support prioritization of health equity within decision
making processes [39].
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We identified that dedicated resources are needed to
support effective prioritization. Limited resources have
been highlighted as a barrier to health equity work
overall [13]. Dedicated resources have been noted as
important to establish relative priority and accountability for health equity where budgets are limited and
there are competing priorities [39]. These are needed
not only for implementation of health equity initiatives,
but also the training and hiring of staff with equity expertise to develop health equity competencies and system capacity [39]. This should be combined with
overall investment in the health system and public
health infrastructure [7, 39, 40, 43].
We heard that health equity capacity and competencies are required to facilitate effective prioritization. This
includes the need for skilled personnel in leadership positions, and the development of health equity positions,
across the organization [16, 39]. In this study, participants indicated that one barrier to prioritization was that
those in leadership positions sometimes lack necessary
health equity competencies. As noted by Dean et al.,
committed leaders with health equity competencies are
required to ensure that policies and resource distribution
attend to health equity [42]. In their organizational
framework for public health equity action, Cohen et al.,
stressed the importance of commitment, as evidenced
through capacity and competencies, which included
personnel with the ability to interpret local data on inequities and advocacy skills [17]. Narain et al., in their
study within public health departments in the United
States, also considered health equity specific positions to
be evidence of prioritization supporting the need for
such infrastructure to increase prioritization [13].
Participants stressed the need for a comprehensive approach that attends to these elements across the health
system. This is consistent with other studies that have
noted the importance of health equity integrated as part
of the broader organization rather than limited to specific program areas [16, 18, 39]. Cohen et al., stress the
importance of an enabling external environment with
government resource allocation that prioritizes equitybased public policies [17]. Such prioritization at the political level is also important to facilitate prioritization
within the health system as discussed above, as well as
to address determinants of health equity that lie beyond
the health sector [15, 43–45].
The evident lack of health equity competencies raises
issues around what health equity competencies should
entail and how best to develop these. As a fundamental
starting place this includes core competencies identified
for public health [46, 47]. It further includes knowledge
of health equity concepts including recognition of
sources of inequities and oppression (colonialism/racism, gender and sex discrimination, ageism, ableism,
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neoliberalism/capitalism), power and privilege; familiarity with available resources, research, evidence and tools;
and what constitutes a health equity lens and strategies
to apply it within policies, programs and practices [48,
49]. One strategy to improve competencies within health
systems is through curriculum in associated programs
[50–53]. Further work is needed to continue to define
these competencies and develop effective training resources with sufficient coverage and depth.
This study highlights the potential role of public health
in facilitating health equity prioritization as public health
was identified here as having strong values and priority
for health equity, and a long history of engaging in work
that aligns with principles of social justice [17, 39, 54].
This includes engagement in intersectoral action to address structural conditions outside of the health system
[39, 55]. However, there may still be considerable variation in the level of capacity and competencies for health
equity within public health as in other areas of the system [56]. The Closing the Gap report indicated the importance of policies responsible for health inequities and
recognition that social conditions are shaped by the distribution of money, power and resources, aligning with
the social justice underpinnings of public health [2].
However, Brassolotto et al. highlighted that public health
holds a range of views on the social determinants of
health, and understanding that health inequities are
structurally produced by policy decisions is not the same
as understanding the role that power and privilege play
in the production and redress of health inequities [44].
Understanding of health equity concepts may vary
within public health, and even public health may have a
preference for apolitical views of health equity as noted
earlier [14, 56].
The views and values of those across the system (as indicated above) may be influenced by limited resources,
competing priorities and systemically embedded ideologies, such as efficiency, individualism, colonialism, and
biomedicine common within health systems as well as in
governments [8, 43, 57]. Creating a systems value across
all levels of the health system and government may be
an essential starting point to advocate for necessary
structural change that addresses root causes of inequities
[45]. Careful consideration of how economic arguments,
including costs effectiveness analyses, might be structured to explicitly weigh health equity is a potential
strategy for attempting to counter this [58–60]. Development of health equity indicators and surveillance measures, including those related to structural determinants,
are needed to demonstrate burden and gradients in
health outcomes [61, 62]. Moreover, this highlights the
need for formal adoption of a health equity lens at the
systems level to anchor all aspects of the health equity
agenda, including the critical aspect of prioritization.
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This must be a comprehensive lens that operates
through recognition of and attention to the multiple
intersecting sources of oppression and enactment of
these within institutional structures that create inequities, as well as recognition of how power and privilege
operate within health systems prioritization [24, 62, 63].
Strengths of this study include coverage across five regional health authorities, the Provincial Health Services
Authority, and Ministry of Health, to enable comparison
across health authorities, and different levels of the system. The study was conducted during a time of complex
system change that allowed prioritization of a health
equity lens during the early implementation period to be
examined. Our collaborative team included health authority partners who were engaged throughout the research process. As there was limited literature with a
specific focus on health equity prioritization within
health systems, semi-structured qualitative interviews
were used to allow ideas that emerged to be explored in
depth. Limitations include that a small number of focus
groups included both senior executives and members of
the program level such as managers in the same interview. This may have limited participant disclosure, particularly for those at the program level if they hold
contradictory views to those in senior positions as there
are power differentials. Because this study concentrates
on the perspective of senior executives, this is less likely
to be an issue. However, to limit the impact of this,
themes were developed inductively using interviews and
focus groups that solely contained senior executives. Information from the mixed focus groups was then used
to better understand variation between health authorities
within these themes. Moreover, those who did participate may have a greater interest in issues around health
equity. This may have made them more aware of initiatives related to health equity within their organizations,
or potentially more likely to perceive this to be lacking.
As the First Nations Health Authority was newly formed
their perspectives were not included in the analysis. Future research is needed to see if there are additional elements that emerge based on the perspectives at the
program level.

Conclusion
Health systems have a role in improving population
health and reducing inequities, and must prioritize
health equity to address differentials in health and opportunities for health. We sought the perspectives of senior leaders responsible for decision making within
British Columbia health authorities to explore how to
support prioritization within complex health systems. Effective prioritization of health equity within health systems must take into account competing and dominant
values of efficiency, colonialism, individualism and
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biomedicine, and the lack of understanding of health
equity concepts that act as barriers. Creating a core
value for health equity throughout the health system is
fundamental to counter this, but not sufficient to ensure
prioritization. Steps must be taken to build the structural
support to formally embed health equity as a priority.
This includes recognising the important role of public
health, Indigenous health, and other equity oriented program areas in promoting health equity, while striving to
embed health equity as a priority broadly across the
organization. Dedicated resources are needed to increase
the relative priority for health equity, and for health
equity roles, training, and initiatives to develop the system capacity and competency necessary to support
prioritization that addresses root causes of health inequities. Moreover, prioritization requires involvement from
all arenas integrated across the health system. This
includes representation of people most impacted by
inequities, communities, and those with health equity
competencies in decision making processes to ensure relevant and systematic consideration of health equity priorities. There is also a need for engagement from ministries
and government to mandate prioritization within health
systems, contribute to resourcing, ensure accountability,
and coordinate action in other sectors. Future research is
needed to develop and evaluate strategies to integrate
these elements to increase prioritization in practice. This
includes defining health equity competencies and developing adequate training resources, as well as providing guidance on how to apply a systems level health equity lens to
embed health equity as a priority.
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