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Abstract

Local health systems are increasingly tasked to play a more central role in driving
action to reduce social inequalities in health. Past experience, however, has demon-
strated the challenge of reorienting health system actions towards prevention and
the wider determinants of health. In this review, I use meta-ethnographic methods
to synthesise findings from eleven qualitative research studies that have examined
how ambitions to tackle social inequalities in health take shape within local health
systems. The resulting line-of-argument illustrates how such inequalities continue to
be problematised in narrow and reductionist ways to fit both with pre-existing con-
ceptions of health, and the institutional practices which shape thinking and action.
Instances of health system actors adopting a more social view of inequalities, and
taking a more active role in influencing the social and structural determinants of
health, were attributed to the beliefs and values of system leaders, and their ability
to push-back against dominant discourses and institutional norms. This synthesised
account provides an additional layer of understanding about the specific challenges
experienced by health workforces when tasked to address this complex and enduring
problem, and provides essential insights for understanding the success and short-
comings of future cross-sectoral efforts to tackle social inequalities in health.

Keywords Social inequalities in health - Social determinants of health - Discourse -
Meta-ethnography - Health systems

Introduction

Social inequalities in health are differences in health outcomes that exist between

groups of different socioeconomic position. In contrast to differences that arise due
to factors such as ageing or chance, these inequalities are said to be “systematic,
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socially produced (and therefore modifiable) and unfair” (Whitehead and Dahl-
gren 2006). They reflect the conditions in which people are born, grow, live, work,
and age; conditions that are in turn shaped by the grossly inequitable distribution
of power and resources in society (Marmot et al. 2008). These underlying or ‘root’
causes of social inequalities in health have, typically, been considered to be beyond
the purview of local health systems. However, greater recognition of the financial
cost of socioeconomic inequality (Asaria et al. 2016), along with the rising demand
on services due to preventable ill-health (National Health Service 2019), has meant
that health systems are increasingly mandated to play a more central role in address-
ing them. For example, in England, it is envisioned that ongoing reforms will enable
local health systems to reach beyond traditional health services and work alongside
local authorities and voluntary organisations to drive action on the social and eco-
nomic determinants of health (The King’s Fund 2021). Previous research, however,
has demonstrated how difficult it is to reorient health system efforts towards more
preventative action, and towards tackling the social and structural drivers of ine-
qualities in health (e.g. Blackman et al. 2012; Orton et al. 2011). Current ambitions
are also set against an especially challenging backdrop where, after over a decade
of austerity and cuts to public services, life expectancy improvements in England
have stalled (Marmot et al. 2020a), and widening inequalities are now being further
exacerbated by the inequitable impacts of the ongoing Covid-19 pandemic (Marmot
et al. 2020b).

Further qualitative research has been conducted in recent years, both in the UK
and internationally, to explore how this mandate to tackle health inequalities and
their wider determinants takes shape within local health systems. These studies
have a particular focus on illuminating how and why individual actors think about,
and work to address, health inequalities in the ways that they do (e.g. general prac-
titioners, public health officers, health system leaders etc.). In this review, I draw on
meta-ethnographic methods to synthesise findings from these investigations into a
novel, overarching, and theoretically informed ‘line-of-argument’ about what sus-
tains the gap between the recognised need for greater preventative action on the
underlying causes of inequalities, and what ultimately gets implemented in practice.
This synthesised account provides an additional layer of insight about the specific
challenges experienced by health system workforces when tasked to address this
extremely complex and enduring problem. These insights which will be essential to
understanding the future success and shortcomings of reforms, both in the UK and
internationally, that are designed to enable cross-sectoral and collaborative action to
reduce social inequalities in health.

Methods

The review is reported in line with the eMERGe guidance for reporting meta-eth-
nography (France et al. 2019a), which aligns to Noblit and Hare’s 7 stages (Noblit
and Hare 1988): (i) getting started, (ii) deciding what is relevant, (iii) reading the
studies, (iv) determining how the studies are related, (v) translating the studies into
each other, (vi) synthesising translations, and (vii) expressing the synthesis (see
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Appendix A). As the details of the aims and rationale for the review have already
been described (Stage 1), this section begins with Stage 2: Deciding what is relevant.

Deciding what is relevant

Stage 2 involved extensive reading of potentially relevant studies to familiar-
ise myself with the volume of available literature, and the different ways in which
authors have tried to unpack the puzzle of why health system actions often diverge
from stated intentions to reduce inequalities through action on their underlying
causes. Studies were deemed to be relevant to the review if they: (i) provided in-
depth explanatory accounts about how health system actors come to both think
about, and act upon, social inequalities in health, (ii) were published in English,
and (iii) in a peer-reviewed journal. Studies which focused solely on inequalities in
access to healthcare were excluded.

Searches were performed at two time points. Four electronic databases were
initially searched from their inception to the 11th of December 2018 (Web of Sci-
ence including MEDLINE; PsycINFO; EMBASE and CINAHL). The full search
strategy was rerun on the 22nd of May 2020. The search string was devised using
target papers, and included a combination of terms for inequalities in health and
qualitative research: ("health inequalit*" or "health equit*" or "social determinants
of health”) AND (qualitative or interview* or focus group* or discourse* or fram-
ing* or construct®* or perception® or perspective* or understand* or discussion®).
Hand-searching of reference lists and citation tracking was also carried out for all
included articles. Retrieved citations were compiled into a single EndNote® library,
screened on title and abstract, and for those deemed to be potentially relevant, full
texts were retrieved and assessed for eligibility. The flow of papers through this
process is shown in Fig. 1, and an overview of the included studies is provided in
Table 1 (organised chronologically by year of data collection). A list of the excluded
citations with reasons is provided in Appendix B in the online supplement.

Although a significant number of qualitative studies were identified during the
searches, a large majority of these either examined the implementation of specific
initiatives to reduce social inequalities in health (e.g. area-based initiatives; Health
in All Policies) or were found not to provide explanatory insights about health sys-
tem actors’ perspectives and practices. While there were no limits on country or set-
ting, the inclusion criteria, and perhaps also how the review question was framed,
resulted in a set of studies from English speaking nations which were most recognis-
ably situated within a social inequalities in health or social determinants of health
research tradition. Three of the included studies centred on a single professional
group (e.g. general practitioners), with the remainder including participants from a
mix of professions or spanning front-line, operational, and strategic leadership roles.

Reading and data extraction

Stage 3 involved the repeated reading of included studies to become familiar with
their content, and to make a note of author interpretations relevant to the aims of the
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Fig.1 PRISMA flow diagram

review. In meta-ethnography, a distinction is often made between three levels of inter-
pretation. Participants’ own views and perspectives are treated as ‘1st order’ constructs.
Study authors’ interpretations of these 1st order constructs are considered ‘2nd order’
constructs. Lastly, ‘3rd order’ constructs refer to the new insights and interpretations

generated by review authors through the

process of synthesising the included stud-

ies (Malpass et al. 2009). Akin to the experience of others (for example Atkins et al.
2008; Smith and Anderson 2017), I found it difficult to differentiate between 1st and
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2nd order constructs in the published articles, as participant quotes were predominantly
used to evidence authors’ own interpretations. As such, all data extracted at this stage
were treated as 2nd order constructs. Further contextual details were also collected
using a bespoke data extraction form (e.g. author details, year of publication, country,
study aims, sample, method of data collection, and the approach to analysis). In light
of the difficulty of differentiating a poor-quality study from a poorly reported study
(Atkins et al. 2008), a formal approach to quality appraisal was not used. However, only
studies which had undergone peer-review were eligible for inclusion.

Analysis and synthesis

Stage 4 of a meta-ethnography involves looking across the 2nd order constructs for
each study to establish how the studies are related to each other. This process was sup-
ported by developing a table in Microsoft Word® with the included articles forming
the first row, and the 2nd order constructs forming the columns. In a process described
as ‘translation’ (Noblit and Hare 1988), I worked systematically through each 2nd order
construct to examine how it might be related to those identified in the other studies. It
became evident during this process that the articles could be grouped into two clusters,
those which focused more on the influence of organisational factors, and those which
emphasised the intrinsic characteristics of individual health system actors. In line with
the guidance from France et al. (2019b), I first carried out a reciprocal translation for
the 2nd order constructs of each cluster (Stage 5), before bringing these together and
synthesising into a ‘line-of-argument’, or a ‘new storyline’, about what the studies
say (Stage 6). As Thorne et al. (2004) describes, this process is based on the prem-
ise ‘that often people study different aspects of phenomena’, and that by arranging the
translated 2nd order constructs in a particular way, it is ‘allows us to construct an argu-
ment about what the set of ethnographies say’.

After some trial and error, I found that arranging the study insights into a storyline
underpinned by Foucauldian ideas provided the most useful and meaningful account
of the data. Taking guidance from the structured approaches to Foucauldian-inspired
analysis offered by Bacchi (2009) and Willig (2013), the line-of-argument starts by
detailing how social inequalities in health tended to be ‘problematised’ or ‘discur-
sively constructed’ by participants within the included studies. I then locate these per-
spectives within the wider discourses from which they arise, and go on to illuminate
how such discourses have very real and material effects in terms of constraining how
health system actors can both think about, and work to address, social inequalities in
health. A Foucauldian perspective proved especially useful in this review because it
makes explicit how health system actors are governed by the problems they are tasked
to address, and how these problems are shaped by powerful and influential discourses
operating both within and outside of the health system.
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Findings

Eleven studies, reported in thirteen published articles, were included in the meta-
ethnography (Table 1). The earliest studies were conducted in Great Britain where
authors sought to illuminate how the national policy imperative to reduce health
inequalities took shape within local health systems between 2006 and 2010 (Black-
man et al. 2009; Blackman et al. 2012; Orton et al. 2011). These were followed by
a number of qualitative studies in the UK and Canada which specifically set out to
illustrate how individual health system actors problematised health inequalities and
action on the social determinants of health (Mclntyre et al. 2013; Mead et al. 2020;
Brassolotto et al. 2014; Raphael and Brassolotto 2015; Pauly et al. 2017; Exworthy
and Morcillo 2019; Babbel et al. 2017; Mackenzie et al. 2017). Two additional stud-
ies, one from England (Warwick-Giles et al. 2017) and one from Australia (Javan-
parast et al. 2018) were also included, with each contributing further insights on
how health equity objectives were operationalised during more recent health sys-
tem reforms. There was substantial variation in the level of detail provided in the
included studies about how individual participants problematised social inequali-
ties in health. Some provided a quantified breakdown of perspectives, either at the
level of the individual practitioner (Babbel et al. 2017), or organisation (Brassolotto
et al. 2014), whereas others relied on more high-level generalisations (e.g. Blackman
et al. 2009; Blackman et al. 2012; Mclntyre et al. 2013). Taken together however,
the studies collectively point to the existence of a predominant perspective on social
inequalities in health.

A predominant perspective on social inequalities in health

This predominant perspective was characterised by a concern for the health of spe-
cific ‘disadvantaged’ groups or geographical regions. While instances of partici-
pants drawing on ‘victim blaming’ discourses, or having an expressly negative view
of such groups (and their lifestyle ‘choices’) were rare, health system actors were
generally found to hold an ‘individualised” understanding of inequalities in health.
For example, although they often acknowledged the importance of the social deter-
minants in shaping health outcomes, these determinants were invariably problema-
tised as ‘individual risk factors’ for health, consequently ‘obscuring’ their relation-
ship to structural inequality, politics, and policy (Mead et al. 2020; Brassolotto et al.
2014). The result was a tendency for health system actors to focus on activities to
increase individual access to, or uptake of, health promoting resources (i.e. health-
care, healthy lifestyles, and the wider determinants of health), rather than question-
ing or challenging their inequitable distribution. As such, the majority were said to
hold a ‘reductionist’ view of the problem, which failed to account for both the ‘com-
plexity’ of health inequalities and their ‘political roots’ (Pauly et al. 2017; McIn-
tyre et al. 2013; Mackenzie et al. 2017). In stark contrast were the minority of study
participants who problematised inequalities in terms of a social gradient in health,
and who viewed the distribution of the social determinants as indicative of wider
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structural inequality. Thus, rather than a cleaving apart of forces, these individuals
were found to explicitly ‘tie together’ individual health outcomes, the social deter-
minants of health, politics, and policy. While all studies alluded to the importance
of individual perspectives, Babbel et al. (2017) and Brassolotto et al. (2014) were
most explicit in arguing for the existence of ‘clear linkages’ between actors’ prob-
lematisations of health inequalities and perceptions about their own role in taking
action. Those who subscribed to narrower versions of the problem were inclined to
see tackling wider social forces as ‘outside the scope’ of their work, in contrast to
the minority who felt they were uniquely well-placed, and indeed had a professional
responsibility, to try and influence determinants beyond individual encounters.

The role of discourse in sustaining the predominant perspective

This predominant perspective on social inequalities in health was found to be
shaped, and sustained, by powerful and influential discourses operating both within
and outside of local health systems. Drawing on the translated 2nd order constructs
(Table 2) and key examples from the included articles, the following sections detail
the role of discourse in shaping individual conceptions of health, how these tend to
align with internal governance arrangements and external pressures on local health
systems, and consequently why it proves so difficult for health equity ‘counter-dis-
courses’ to gain traction in practice.

Biomedical individualism and positivist conceptions of health

Authors attributed the predominant perspective on social inequalities in health to the
influence of biomedical, individualistic, and positivist discourses that are so promi-
nent in Western societies (MclIntyre et al. 2013; Mead et al. 2020; Brassolotto et al.
2014; Javanparast et al. 2018). Collectively, these discourses operate to promote a
focus on individuals (rather than the contexts and conditions in which they live);
to emphasise the importance of individual responsibility for health; and to privi-
lege causal understandings that hinge on direct and observable logics of cause and
effect. Brassolotto et al. (2014) were most explicit in deeming the different perspec-
tives of public health unit staff in their study as being ‘epistemological’ in nature,
arguing that it was the different worldviews of participants which served to either
exclude, or bring into the frame of understanding, the less visible social and struc-
tural forces that drive and sustain inequalities in health. Two studies went a step
further in trying to account for why some health system actors, albeit a minority,
rejected the dominant discourses to problematise health inequalities through a more
‘structural’, rather than individualised, lens. The concept of ‘exposure’ was central
to these accounts. Raphael and Brassolotto (2015) highlight how some public health
unit staff held a greater awareness and sensitivity towards structural factors because
of either ‘first-hand’ experience of inequalities (e.g. through socioeconomic back-
ground, ethnicity), or because they had initially trained in non-medical fields (e.g.
social work, political science). In a similar way, Babbel et al. (2017) found that the
general practitioners in their study who held more structural perspectives had more

¥



What shapes local health system actors’ thinking and action...

9

11
I1°9
11°9°1

Tl
LS

11

1121
I1°T1
11°8°9°C°1

A

6

6°S
L9CY e
8Ll
Tl

LY

LY
IS¢

uorjoe pue
Surpuejsiopun 9A1399[[09 adeys A[oAneSau pue A[oAnisod ued 10U)a50) SUnfIom Jo SOLIOISIY paleys suonesiuesio

Sunyew-uorsroop pue Suruueld woisAs yireay souanpyur A[njromod syeuorssojord [edrpowr pue speyrdso
SJURUIULIANOP JOPIM UO UONOL ULIR)-I9SUO] ] (a3pajmouy “3-9) Ajiqeded [euonesiuesIo ul uoneLeA JUeOYIusIS
uonoe pue sdiysiouyred wid)-3uof 10§ papaau sdiysuone[a-3uryiom ay) 1dnisip A[snonunuod suonesiuesioay

Qonoerd
PasBq-20UIPIAR JO SAIMNd Yy Iy Jood e are sanifenbaur yireay Sunadie) suonoe 1oy sureyd [esned xajdwo)

SOAT}02[QO pUE SWLIOU [BUOHMIISUL YT J1J O} SWLIS) [RINSU SIOW UT PIWEIFAI SaNI[enbaur yi[eay 90npai 0} SUonoy
Suruued wie)-3uo surensuod saandadsiad [edIpawolq pue SyIomIWeI) A10Je[NFI U9IM)AQ JUSWUSI[Y
sonienbaur yjreay jo Sursiesipaw, ay) 0) spedy sjadie) jsureSe joedwr ue yeW 0} SOWIBIFIWI) JNISI[RAIUN)
sonuorid 1930 Aq pasdi[oe A[Ises ¢ eare e[[o1opur), € aq 0} PAIdPISU0d sanIenbaut yTeay SuIssaIppy

JSapnoj 2y} Jnoys, Yorym s)agIe) 250y} SSAIppe 0) WaIsAs ay) ur aInssaId 9)eaId SI0JedIPUl AOUBULIOJId]

uonoe pue
Sunjury) reuonesIuLSIO/[ENPIAIPUL JJTYS A[[NJSSOONS PUB SISINOISIP JUBRUIWIOP JsureSe ysnd, ued s1opes] J01uag

suor)
-e[ndod/syuaned spremoy Ayyeduwrd [eroos pajerar pue ‘soandsadsiad reonijod [euosiad jospar saanoadsiad fenpraipuyp

53daou09 [e100s 19peoIq 03 aansodxa pue Ayenbour 0y amsodxa [euosiad 3sed 10opar saanoadsiad [enpriarpuy

suonoe
[eonoexd AJIjuopt 0] padu 9y} SJO9[AI (SS9098 UO S$NO0J B “3°9) YI[eay ur senifenbaur jo worqoid ay) Surkjjdwig

SYUT] [eSNED B[O IO “90UIPIAD URY) JOUJel JJauadq Jo suondwnsse Uo paseq sUOUAAINUI pajadie) jo joeduwy

(de3 oy
Q0Nnpai 0) uonode pajadie) ‘3-9) senirenbaur yireay jo sSurwely Aorjod euoneu £q padiojurar soandadsiod morreN

sooe[d 1o sTenprarpur uryiim wajqoid oy sayeoo] Aprorjdur (a[qerauina ‘5-9) sdnois ogroads 03 oqe| € SuruSissy

suon
-e[ndod pue sooe[d Jjo 1s10M, Y3 UO Sndo] & pue Aienbour jJo Surwrery snowojoydIp sojoword BIep YIeay (800

)[eaY JO MITA [e100s 210w & Sundope 03 s1arireq [ed1So[owa)side UT J[NSAT SISINOISIP JUBUTWOJ

souanpul euonesiuesiQ

Suryew-osuas [ENpIATPU]

SOTIPNIS JURA[Y

SJONISUOD ISPIO PuUy

so11032380 JuIstuesiQ

ireay ur senifenbaur eroos uo aandadsiad jueurwopaid oy urerdxo Jey) s1onNSUOD 1OPIO pUZ paje[SULL], ¢ d|qeL



N. E. McMahon

I [ireay ur sanirenbaur [eroos aonpar 0} uonoe asnriorid o) amssaxd  dn-wonoq, jo yoe
LS yireay ur senifenbaur uo £oeooApe surensuoos [eonrjode 9q 0) SI0}0€ WIISAS [I[BAY J0J AINSSAIJ

‘Tl Q1B 9Indk YIim uonednodoard, Teonijod pue eipaw Aq paorojural pue padeys yipeay jo ssuipuelsiopun geindod,

sainssaid eura)xyg

SAIPNIS JUBAI[Y $10N.IISUOD JOPIO puyg

so11039)e0 FuIstuesiQ

(ponunuoo) g aqey w M m



What shapes local health system actors’ thinking and action...

experience of working in areas of severe deprivation, and as a result demonstrated
great ‘social empathy’ towards patients and the wider forces impacting upon their
personal circumstances. The authors do note however that the direction of this rela-
tionship is unclear and that it may be the case that GPs with a ‘particular political
perspective’ gravitate towards such roles.

Alignment with organisational discourses and external pressures

Importantly, the predominant perspective on social inequalities in health was also
shown to both closely align with, and be further reinforced by, organisational dis-
courses. Firstly, study authors illustrated how the very practice of using epidemio-
logical data to categorise and compare inequalities between population groups and
geographical regions (e.g. life expectancy figures), served to unhelpfully promote
dichotomous extremes and a focus amongst participants on the ‘worst off” groups
(Mead et al. 2020). As Pauly et al. (2017) further describe, the prominent practice
of assigning a ‘label’ to populations (e.g. ‘at risk’, ‘vulnerable’) further served to
position individuals themselves as problematic, rather than the social structures
and institutional processes that perpetuate risk and vulnerability. The concern for
authors was that the resulting discourses reinforce narrow problematisations of
health inequalities; have the potential to further stigmatise particular areas and pop-
ulation groups; and actually, as Blackman et al. (2012) describe, lead to a lack of
critical reflection about how targeted interventions will reduce inequalities, beyond
an assumption of benefit because they are ‘mainly supporting poorer people’.
Secondly, authors pointed to a plethora of governance arrangements stemming
from both influential new public management and evidence-based policy and prac-
tice discourses, which further served to medicalise and individualise the problem of
social inequalities in health within local health systems. For example, in England in
2001, explicit targets were introduced around reducing gaps in life expectancy and
infant mortality. While initially not perceived to be a ‘high stakes issue’ in terms
of accountability, increasing pressure to demonstrate rapid improvements against
these targets was said to ultimately ‘bias’ action towards short-term ‘quick wins’
in the form of targeted pharmacological treatment for ‘at risk’ population groups
(Blackman et al. 2012). Javanparast et al. (2018) have more recently described how
long-term planning for action on the social determinants of health was constrained
by a complex of funding arrangements, regulatory frameworks, reporting require-
ments, and timeframes that all aligned with taken-for-granted biomedical definitions
of health and the dominant ‘curative’ paradigm within the Australian primary health
care system. A further difficulty that individual actors faced in seeking to ‘redress
the balance’ towards prevention and tackling health inequalities, was the inher-
ently poor fit between interventions targeting the social determinants of health, and
organisational imperatives to be able to predict, evidence, and quantify the direct
impacts of investment (Orton et al. 2011). Indeed, even in more conducive con-
texts, where there was a greater recognition of the need to improve living condi-
tions (e.g. Scotland), the challenge of making the ‘financial case’ for action, within
these organisational frameworks, persisted (Blackman et al. 2012). Also highlighted
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were a number of practical constraints which were said to further limit action on the
wider determinants of health. These included having the right knowledge and skill
sets within local health systems to deliver longer-term cross-sectoral programmes
of work (Javanparast et al. 2018), and, most notably in an English context, frequent
health system reorganisations which continuously disrupt the working-relationships
needed for long-term partnerships and action (Warwick-Giles et al. 2017).

Lastly, studies pointed to an additional layer of alignment between internal organ-
isational discourses and the external pressures which local health systems are under.
Blackman et al. (2012), for example, outline how a focus on treatment reflects the
‘preoccupation’ with hospitals and acute care services amongst the media, elected
representatives, and indeed the public. The distinct lack of ‘bottom-up’ pressure to
prioritise health inequalities, coupled with the need for health system actors to be
‘apolitical” when publicly advocating for health system or policy change (Raphael
and Brassolotto 2015; Pauly et al. 2017) led to a persistent sense that health ine-
qualities would always be easily ‘eclipsed’ or ‘overshadowed’ by more ‘politically
sensitive’ priorities (Blackman et al. 2009).

Challenges in operationalising counter-discourses

While authors did not explicitly label health equity discourses, or ideas around the
social determinants of health, as ‘counter-discourses’ per se, they are undoubtedly
designed to go ‘against the grain’ (Mead et al. 2020) and challenge dominant ways
of thinking and working. There were however extensive difficulties reported by
health system actors in actually trying to operationalise these ideas in practice, and
not solely due to the challenges set out above. Mclntyre et al. (2013), for example,
describe how ideas around tackling the root causes of health inequalities (i.e. ine-
qualities in power, money, and resources) were perceived by Canadian community
and public health workers to be ‘overwhelming’, and, in light of the longer-term
timeframes for impact, ‘offering little’ to people dealing day-to-day with populations
experiencing inequality. These concerns were not limited to more front-line practi-
tioners but were also expressed by health system leaders who similarly described
how health equity and the social determinants of health often appeared in the dia-
logue ‘too big to tackle’ (Pauly et al. 2017), further reflecting that it seemed as
though ‘health equity’ had become an ‘umbrella term’ which had ‘momentum’, but
without the necessary ‘clarity’ to allow for its practical application in their everyday
work. Indeed, even talking about health equity proved a challenge for some partici-
pants who felt that, across the health system, there wasn’t a shared understanding
of the problem, nor a shared language to discuss it (Orton et al. 2011, Pauly et al.
2017). As a result, actors tended to revise their language to ensure that the way in
which they framed health equity objectives were more readily accepted within their
organisations and more easily understood. Examples included talking about vulner-
able populations rather than complex social relations (Pauly et al. 2017), and talking
about a ‘healthy place to live’ rather than the social and structural determinants of
health (Raphael and Brassolotto 2015). Authors recognised that this more general
process of ‘simplifying’ the problem of social inequalities in health was a ‘rational
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response’ and, an arguably inevitable consequence, for health system actors who
have little power to influence the wider determinants (Mead et al. 2020). However,
there were concerns that the ultimate consequence would be to further legitimise
institutions norms (Javanparast et al. 2018), and reinforce the seemingly intractable
nature of both health inequalities and wider social injustice (Pauly et al. 2017).

Importantly, despite all of the insights set out above about how powerful dis-
courses constrain thinking and action, there were examples across the studies of
individuals and organisations who were able to advocate for a structural perspective
on social inequalities in health and enable health system engagement and action on
their underlying causes. The fact that these individuals were often working within
similar policy contexts, or with similar institutional constraints, led authors to con-
clude that the distinguishing factors were the ideas and beliefs held by senior staff
and leaders who were able to ‘push against’ institutional discourses, norms, and
mandates to promote new ways of thinking and working (Brassolotto et al. 2014;
Javanparast et al. 2018). Warwick-Giles et al. (2017), in particular, also highlighted
the relational element and how shared histories of success and positive experiences
of ‘doing things together’ in multi-organisational partnerships were essential in ena-
bling collective action on health inequalities.

Discussion

The purpose of this meta-ethnography was to synthesise qualitative research studies
that have explored how ambitions to tackle health inequalities and their wider deter-
minants take shape within local health systems. The included articles had a particu-
lar focus on illuminating how and why individual actors think about, and work to
address, inequalities in health in the ways that they do. Drawing on a Foucauldian
perspective, the resulting line-of-argument illustrates how health system actors are,
as Bacchi (2009) would say, governed by ‘problematisations’. In particular, it has
shown how the problem of social inequalities in health is moulded by powerful and
influential discourses to fit both with pre-existing conceptions of health and inequal-
ities, and the institutional practices which delimit what can be thought and done. In
this section, I will first discuss how the findings of the meta-ethnography chime with
insights generated through qualitative research in national policy settings, before
discussing some recent critiques of health equity discourses and where they may be
inadvertently contributing to the challenges outlined in the review.

Qualitative research with policy-makers has similarly emphasised the importance
of the policy ‘problem’, and how it is invariably transformed to fit with both domi-
nant discourses, and institutional structures and practices. Akin to the experience
within local health systems, Qureshi (2013), for example, has illustrated how the
drive for technical, quantifiable, and evidence-based solutions to health inequalities
within the English civil service led to a ‘shifted conception’ of problem. While ini-
tially considered in terms of a social gradient that mandated action on the wider
determinants of health, the problem, over the course of implementation, was quickly
reimagined as ‘property’ of ‘deprived people or communities’, and one which could
be addressed through an expansion of targeted health improvement interventions.
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Shifting conceptualisations of health inequalities have also been attributed to the
more deliberate actions of civil servants who, in contrast to local health system
actors, are especially constrained by the immediate political context, and the ideo-
logical persuasions of ministers. Drawing on insights from discursive institutional-
ism, Smith (2014) in particular, has highlighted how the task of ‘competitively mar-
keting’ evidence and ideas within government led to actions on health inequalities
being reframed in ways which were more politically palatable, in line with current
policy directions, and, consequently, had the best chance of surviving the policy pro-
cess. The end result, however, was that more challenging ideas, for example around
reducing economic inequality, were significantly downplayed.

More recently, Lynch (2017) has provided a slightly different angle in explain-
ing persistent policy inaction on the underlying causes of health inequalities. Based
on qualitative interviews with policy-makers from across four European countries,
she explains that the more fundamental issue is the way in which governments have
embraced a reframing of social inequality in health terms. This reframing has had
profound consequences for what the problem is understood be, where responsibil-
ity for action lies, and ultimately how amenable it is to change. As Lynch (2017)
describes, a health framing inevitability leads to responsibility being situated within
health ministries, where the problem of inequality becomes ‘medicalised’ by policy
actors whose worldviews are more oriented towards individualism and a medical
model of health. Importantly, while the ‘victim blaming’ discourses that Galvin
(2002) has previously described were not to fore of studies included in this meta-eth-
nography, the legacy of emphasising individual responsibility for health and illness
clearly does persist amongst health actors, and makes it difficult to move beyond a
focus on individuals, to more explicitly consider the social structures and processes
sustaining inequality. Smith (2013) has described how these difficulties are further
compounded by institutional structures within departments, such as policy ‘silos’,
which effectively serve to ‘filter’ out evidence and ideas that require cross-depart-
mental working. The result is a focus within health departments on more immedi-
ately available levers, such as increasing health promotion activity and equitable
access to services (Baum et al. 2013; Qureshi 2013; Smith 2013). Importantly, this
challenge to the appropriateness of centring health, and health outcomes, is not lim-
ited to national policy settings. Ethnographic research within municipal government
departments in Denmark found that a focus on health equity within intersectoral
policy making led to the implementation of small-scale health promotion interven-
tions in non-health settings (e.g. schools), rather than more co-ordinated action on
the social determinants of health (Holt et al. 2017).

Highlighted in this meta-ethnography, and arguably further contributing to the
institutional challenges already described, is the extent to which health equity
‘counter-discourses’ actually enable health system actors to think about inequali-
ties in a more structural way. Indeed, many of the insights from the studies which
focused specifically on actors’ perspectives on the social determinants of health,
actually reflect critiques that have already been levelled at the model in wider
literatures. For example, some authors would suggest that the predominant nar-
row, and reductionist, perspective is not surprising because the rainbow model
itself promotes a focus on single discrete categories of determinants, rather than
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aspects of the political economy and wider social processes that shape their dis-
tribution (Hankivsky and Christoffersen 2008; Krieger et al. 2012, Yates-Doerr
2020). To bring about this required shift in attention, Spiegel et al. (2015) have
argued from a move away from talking about the social determinants of health, to
better understand and theorise the social determination of health. In their recent
reflection on 30 years of the rainbow model, Dahlgren and Whitehead (2021) pick
up on these critiques and reiterate that, despite its popularity in the health equity
field, the model is just a visual representation of the determinants of health, and
not the determinants of health inequalities. They describe how latter involves
a ‘further conceptual leap’ to consider different levels of power and resources;
different levels of exposures to health hazards; differential impacts of the same
exposures; life-course effects; and the social and economic impacts of being sick.
As such, they conclude that there is a need to better illustrate these interconnected
processes to enable effective action on the root causes of social inequalities in
health. In light of the reflections from study participants in this review however, it
is important that such resources enable constructive dialogue about tackling these
root causes across health and wider local systems, and in a way that empowers
and enables people to take action, rather than serving to overwhelming them.

Importantly, questions about the utility and impact of health equity ‘counter-
discourses’ are not limited to professional groups, but are also increasingly being
explored amongst different publics (Smith et al. 2021; Fairbrother et al. 2021;
Lundell et al. 2013), with a view to understanding what is needed to generate
the grassroots pressure to reduce inequalities which health system actors so often
suggest is lacking. A recurrent finding in this research is the paradox between
deep and nuanced understandings of the relationship between social inequality
and poorer health outcomes, in particular amongst groups most exposed to social
injustice, and a reluctance to acknowledge or accept the existence of a social gra-
dient in health (Smith and Anderson 2017). To explain this paradox, authors have
critiqued the determinism inherent in health equity discourses which, in relying
on models of often unidirectional arrows from macro social structures to individ-
ual health outcomes, risk being both stigmatising and disempowering for different
population groups (Lundell et al. 2013; Smith and Anderson 2017). This point
was central to a recent critique of the social determinants of health where it was
argued that the desire to avoid victim blaming within health equity discourses
has actually served to downplay the role of individual agency to the point where
people are effectively reduced to ‘puppets on strings’ (Lundberg 2020). These
insights, and indeed more recent research with citizen juries in a UK context,
point to a challenging balancing act in advancing health equity discourses which
can simultaneously counter the problematic tendency for publics to individualise
health, but in ways that are neither disempowering nor likely to reinforce prom-
inent fatalistic discourses about the possibility for successfully reducing health
inequalities (Smith et al. 2021).
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Conclusion

As Noblit and Hare (1988) describe, any meta-ethnographic account is but one pos-
sible interpretation of the phenomenon being studied and, indeed, the point is not
to achieve ‘closure’, but rather to further enrich and enable discussion on a topic.
The line-of-argument presented in this review centres upon the importance of under-
standing how problems take shape within systems, and illustrates how the problem
of social inequalities in health is persistently transformed and reconfigured to fit
both with pre-existing narrow and reductionist conceptions of health and inequal-
ity, and the institutional practices which constrain thinking and action within local
health systems. This finding is especially important in light of current reforms in
which local health systems, and their workforces, are increasing being drawn into
conversations and planning to tackle social inequalities in health. It will be espe-
cially important to capture and understand how these cross-sectoral partnerships
negotiate the influence of health systems, and the extent to which system leaders
can ensure that narrower and more medicalised notions of health and inequity do not
undermine the potential for more transformative action on the underlying causes of
social inequalities in health.
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