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ABSTRACT
Introduction  Children and young people (CYP) from 
priority populations in Australia have inequities in 
accessing healthcare, health outcomes and opportunities 
to lead healthy lives. Priority populations include CYP who 
are Aboriginal and/or Torres Strait Islander, culturally and 
linguistically diverse (born in a country where English 
is not an official language and/or speak a language 
other than English at home), with experience of being 
a refugee or asylum seeker, living in out-of-home care 
or with a disability. Providing Enhanced Access to Child 
Health Services (PEACH) is an organisation-wide quality 
improvement project that aims to achieve equivalent 
health outcomes in CYP from priority populations 
compared with their non-priority population peers.
Methods and analysis  PEACH creates an equity-focused 
learning health system using electronic medical record 
(eMR) patient data and qualitative methodology exploring 
staff and service user experiences. Five priority population 
advisory groups, consisting of staff and priority population 
service users, guide the research at the Sydney Children’s 
Hospitals Network (SCHN), Australia’s largest tertiary 
paediatric health service. Interviews, surveys and co-
design workshops with service users (CYP and/or their 
parent/carer) and staff describe existing health inequities 
and inform the design and implementation of interventions 
to improve identification, provision of earlier and supported 
access to services and effect cultural change. The impact 
of PEACH on reducing inequity in care and outcomes 
will be measured by comparing data during and after 
implementation (2020–2027) with baseline data before 
implementation (2015–2019) and with national controls, 
controlling for potential confounding factors. Health 
access and outcome measures, including emergency 
and preventable hospitalisations, critical care admission, 
discharge against medical advice, readmission and 
extended length of stay, will be analysed and drawn into 
dashboards, driving continuous learning and improvement.
Ethics and dissemination  The SCHN Human Research 
Ethics Committee (2022/ETH00145) and Aboriginal 
Health and Medical Research Council (1920/22) have 
granted ethics approval. Research findings will be shared 
with service users, staff advisory groups and the wider 
children’s healthcare sector through presentations, 
conferences and peer-reviewed journals.

BACKGROUND
Health inequities in childhood have lifelong 
impacts and present a profound challenge to 
optimal health and development.1 Defined as 
differences between social groups ‘which are 
unnecessary, avoidable, unfair and unjust,’2 
inequity is not inevitable.3 Health inequity 
is a consequence of people’s daily oppor-
tunities to lead healthy lives, shaped by the 
inequitable distribution of power, income 
and resources; it results in reduced life 
expectancy, suboptimal health and well-being 
and poorer quality of life.1 4 5 The search for 
strategies to reduce inequity in child health 
should be a priority, and studying the imple-
mentation of interventions to address ineq-
uity is imperative to promote future health 
and functioning.

The literature on inequity provides limited 
guidance on effective systematic interven-
tions. Nonetheless, there is an emerging 
evidence base of successful approaches, 
including authentic engagement of commu-
nity and other stakeholders in service design 
and delivery, taking a proactive and focused 
approach to promoting disparity reduction 
and developing a culturally competent work-
force that enhances trust and engagement.4 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ Identification of priority populations may be incom-
plete and therefore the inequity gap may be reduced 
(as some priority populations will be in the non-
priority group).

	⇒ Identification of priority populations is likely to im-
prove over the course of this equity work, and thus 
trends over time may be imprecise.

	⇒ The study site is a large paediatric tertiary network, 
and thus service use data may not be generalisable 
to other settings.
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Improving geographic access to health interventions, 
especially rural primary care services and subsidising 
healthcare to ensure universal coverage is considered 
critical in promoting health, managing chronic diseases, 
reducing inappropriate hospital presentations and 
shifting care from crisis-oriented to continuous care.4 6 7 
Of prime importance is monitoring inequities and the 
development of accountability at organisational, national 
and international levels towards inequity reduction.7–9 
For Aboriginal and/or Torres Strait Islander (hereafter 
referred to as Indigenous) populations, community-
controlled and managed services, community outreach, 
Indigenous health staff employment and trauma-
informed services play an important role in improving 
health outcomes.6 10 11

Sydney Children’s Hospitals Network (SCHN), Austra-
lia’s largest child and adolescent tertiary health service, 
provides care to medically and psychosocially complex 
paediatric populations, including children and young 
people (CYP) who are Indigenous, culturally and linguis-
tically diverse (CALD), asylum seekers or refugees, in 
out-of-home care (OOHC) and living with disability—
populations which frequently overlap. Classified as 
‘priority populations,’ these CYP experience significant 
barriers to accessing healthcare and have suboptimal 

health outcomes.12–14 Their health disparities have been 
documented locally and internationally.15

Indigenous CYP have higher emergency presenta-
tion, admission, potentially preventable hospitalisation, 
discharge against medical advice (DAMA), in-hospital 
mortality rates and longer lengths of stay than their non-
Indigenous peers.16–20 Ongoing systemic racism, barriers 
to accessing primary and tertiary care and culturally inad-
equate service provision are all contributing factors to 
health inequities for Indigenous Australians.21 Interna-
tionally, a meta-analysis of high-income settings showed 
CYP reported as Black or African American were more 
likely to use Emergency Department (ED), Indigenous 
CYP were more likely to leave before completion of care 
and non-English-speaking CYP had longer lengths of stay 
and more frequent hospital admissions.15 ED utilisation 
was predicted by public insurance, low income, neigh-
bourhood disadvantage and ED proximity, presenting an 
opportunity to address these driving factors.15

While CYP from CALD backgrounds are at greater risk 
of DAMA, chronic diseases and other health outcomes 
compared with their non-CALD peers, their patterns of 
access to services and health outcomes are more hetero-
geneous.22 23 It is expected that some CALD populations, 
such as skilled migrants, have similar outcomes to their 

Table 1  Summary of PEACH aims

Aims Objectives

Collect baseline data and analysis Collect baseline data on inequity in access and health outcomes for included priority 
populations.

	► Obtain and review available data to establish baseline data for measures related to 
access and health outcomes for CYP from priority populations.

	► Analyse and compare data between and among priority and non-priority populations to 
identify inequity in access and health outcomes for CYP from priority populations.

Explore and co-design access 
initiatives

Work with CYP, their carers and SCHN staff to:
	► Explore the patient and/or carer experience of accessing SCHN services.
	► Explore SCHN staff experience of providing health services to CYP priority populations.

Co-design with CYP and their parents/carers, together with SCHN staff and key 
stakeholders, the opportunities to improve:

	► Identification of CYP from priority populations at the time of referral to SCHN services.
	► Display of CYP identified as priority populations within the eMR.
	► Provision of prioritised access to SCHN services for CYP from priority populations.
	► Provision of supported access to SCHN services for CYP from priority populations.

Use PDSA cycles to plan, implement, analyse and measure the impact of PEACH quality 
improvement initiatives

Evaluate compared with baseline 
and control data

Evaluate compared with baseline data after PEACH implementation.
Re-analysis of data on inequity in access and health outcomes for priority populations to 
assess the impact of PEACH as compared with the baseline and control CHA data.

Sustainability and scalability To understand the barriers and facilitators to implementation and cultural change 
associated with PEACH, and the acceptability, appropriateness, fidelity, coverage and 
sustainability of PEACH.

Cost-effectiveness Evaluate the cost-effectiveness of PEACH by investigating variations in SCHN costs 
between priority and non-priority populations, estimating the cost of health inequity at 
SCHN and the potential cost savings in reducing inequity.

CHA, Children's Healthcare Australasia; CYP, children and young people; eMR, electronic medical record; PDSA, Plan Do Study Act; PEACH, 
Providing Enhanced Access to Child Health Services; SCHN, Sydney Children’s Hospitals Network.
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resident populations, whereas those seeking asylum or 
refugee status are more likely to experience difficul-
ties accessing healthcare, inequitable health outcomes 
and suboptimal care continuity.24 25 Specifically, CYP 
from refugee backgrounds experience elevated non-
communicable diseases, neurodevelopmental conditions, 
ED presentation and hospital admission rates and subop-
timal access to screening.26–28

CYP with disabilities are more likely to have comorbid 
health needs and use more healthcare than their peers.29–31 
CYP with intellectual disability are more likely to present 
to ED, be hospitalised, readmitted and stay longer than 
those without.9 32 33 ED presentations involving CYP with 
physical disabilities (eg, cerebral palsy) have a greater 
proportion triaged as urgent, arriving by ambulance and 
necessitating hospital admission.34 35

Three per cent of Australian CYP live in OOHC with 
child protection services. Despite experiencing poorer 
physical, developmental and emotional health outcomes 
compared with their peers,36 37 they are less likely to receive 
regular health screening.38 39 Systemic issues impede 
access for children in OOHC, including carer-reported 
difficulties navigating a complex health system, long 
waiting lists and lack of prioritisation.40–42 Furthermore, 
the under-identification of OOHC CYP in healthcare data 
systems limits the ability to develop targeted solutions to 
reduce inequity. Given the over-representation of Indig-
enous CYP in OOHC services in Australia, cumulative 
effects of adverse health outcomes are likely.43

Despite these notable disparities in health outcomes 
between CYP from priority and non-priority population 
groups, limited system-wide health interventions are 
in operation to address this. The Providing Enhanced 
Access to Child Health Services (PEACH) initiative is 
an organisation-wide, innovative quality improvement 
project that involves identifying service users from 
the above five priority populations and establishing 
earlier, supported and integrated access to services 
while fostering equity-focused cultural change within 

the organisation. Key components include co-design at 
every research stage by priority population service users 
and advisory groups. Potential interventions include 
altering the routine electronic medical record (eMR) to 
capture and ‘flag’ priority population status with real-
time electronic equity dashboards to measure progress; 
reorientating service delivery towards prioritisation and 
enhanced access interventions, including automated 
linkage of patients with relevant support workers (such 
as Aboriginal health or disability workers); a range 
of department-level quality improvement projects to 
address inequity and staff development and engaging 
and training key clinical champions up to the most 
senior decision-making level within SCHN to embed 
organisational commitment.

The study aims to design, deliver and evaluate the 
effectiveness of PEACH interventions. This includes an 
impact, implementation and cost-effectiveness evalu-
ation, as well as measuring the extent to which PEACH 
has changed culture within SCHN. The long-term aim is 
to develop a health equity implementation and measure-
ment framework that is sustainable and scalable to other 
health settings, resulting in equitable health outcomes in 
CYP from priority populations compared with their non-
priority population peers.

The study aims to (table 1):
1.	 Quantify the extent of inequity in CYP from the se-

lected priority populations compared with their non-
priority peers across a suite of access and outcome 
measures at baseline, the time period before PEACH 
commenced (2015–2019).

2.	 Co-design and assess implementation, with priority 
population service users, advisory groups and staff clin-
ical champions, of interventions that address health-
care access and inequity (qualitative methodology).

3.	 Evaluate the impact of the co-designed PEACH inter-
ventions compared with standard care. This includes 
quantitative measurement of inequity over the period 
PEACH is implemented (2020–2027) as compared 

Figure 1  A schematic timeline of the study. eMR, electronic medical record; PEACH, Providing Enhanced Access to Child 
Health Services.
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with the baseline historical controls, as well as compar-
ison with national controls.

4.	 Explore potential sustainability and scaling up of 
PEACH to other settings, including rural and urban.

5.	 Evaluate the cost-effectiveness of PEACH by investigat-
ing variations in SCHN costs between priority and non-
priority populations.

METHODS AND ANALYSIS
This project uses a comprehensive mixed-methods 
approach, involving analysing eMR to assess the impact on 
access and equity measures (quantitative methods), and 
conducting surveys, semistructured interviews, co-design 
workshops and ethnography to gain an understanding of 
the barriers and facilitators of PEACH implementation 
(qualitative methods). A schematic timeline is presented 
in figure 1.

Study population
Parents, carers and CYP under the age of 18 years who use 
SCHN services are eligible for this study. CYP are classi-
fied as a priority population within the eMR as follows: (1) 
Indigenous, if they self-identified as being of Aboriginal 
and/or Torres Strait Islander origin; (2) CALD, if born 

in a country where English is not an official language 
or preferred language was ‘non-English’; (3) living in 
OOHC, foster care or ‘looked after’ children; (4) CYP 
with experience of being a refugee or asylum seeker iden-
tified through attendance at dedicated refugee clinics 
and (5) living with a disability defined by approval for 
Australia’s National Disability Insurance Scheme (NDIS). 
The NDIS, introduced in Australia in July 2016, offers 
financial support to eligible individuals with ‘significant 
and permanent’ disabilities or those requiring early inter-
vention to purchase the supports identified in their indi-
vidualised plan; not all CYP with disabilities are included 
in the NDIS.44 45 A logic model outlining the structure 
and intended outcomes of the PEACH programme is 
presented in figure 2.

Quantitative data and analysis
This study uses de-identified, routinely collected admin-
istrative data (ie, eMR) of ED attendances and in-pa-
tient admissions by CYP at SCHN. It assesses inequity in 
health access and outcomes between priority and non-
priority CYP and compares them before and after PEACH 
implementation. The study also compares outcomes for 
patients from priority populations in the PEACH cohort 

Figure 2  Logic model for the PEACH project. *A key component of PEACH is the co-designed interventions generated 
from the co-design workshops. The above programme logic includes anticipated outcomes that we expect the co-designed 
interventions will address, but these may vary depending on the outcome of the co-design workshops. **These involve small 
numbers and are unlikely to demonstrate change during the course of this study. ED, Emergency Department; eMR, electronic 
medical record; OOHC, out-of-home care; PEACH, Providing Enhanced Access to Child Health Services and SCHN, Sydney 
Children’s Hospitals Network; IT, Information Technology.
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to those in the national control cohort, based on data 
collected from Children’s Healthcare Australasia (CHA), 
a national benchmarking collaboration.

This research employs descriptive statistics to describe 
the distribution of variables under consideration, 
including priority population status, sociodemographic 
factors, health access and outcomes, and hospital costs. 
We employ graphs to illustrate the distribution of health 
access and outcomes, as well as hospital costs, among 
priority and non-priority population groups, as well as 
trends over time. Using generalised estimating equa-
tions and multilevel regression models, this research esti-
mates associations between priority population status and 
outcome measures (ie, health access, health outcomes 
and hospital costs) considering patient-level clustering 
of repeated hospital presentations. These analyses adjust 
for sociodemographic factors (such as gender, age, resi-
dential area, socioeconomic status and remoteness) and 
clinical features. Depending on the type of outcome 
measure (eg, binary, count or continuous), this research 
employs modified Poisson, negative binomial, logistic 
and gamma regression analyses within a clustered data 
analysis framework. This research assesses the interaction 
effects of priority population status and remoteness on 
each outcome measure to check the effect modifier role 
of remoteness. Additionally, we conduct cumulative risk 
analyses to assess outcomes for CYP in more than one 
priority population.

Impact evaluation
We use regression analyses to evaluate the effectiveness of 
PEACH, comparing health access and outcomes between 
patients from priority and non-priority populations at 
SCHN, before and after PEACH, and comparing them 
with the national control cohort. This study analyses time 
(before or after PEACH) as an effect modifier (interac-
tion term) to examine if PEACH changes the gap between 
priority and non-priority populations.

Measures of access include Did Not Attend and DAMA 
rates; health outcomes include chronic condition hospi-
talisation, readmission, potentially preventable and severe 
hospitalisations, extended length of stay and in-hospital 
deaths (table 2).

Cost-effectiveness analysis
The cost-effectiveness analysis ascertains the economic 
viability of additional investment for PEACH interven-
tions. The cost of inequity to the health system and 
whether PEACH implementation improves health 
equity for priority populations are calculated using 
inequality indices (eg, concentration index and GINI 
coefficient). The distributional effects of PEACH 
implementation at SCHN based on equity-relevant 
variables (eg, the severity of illness and sociodemo-
graphic factors) are examined using distributional cost-
effectiveness analysis.

Population size
Preliminary baseline hospital presentation data at SCHN 
shows over 700 000 presentations (in-patient admissions or 
ED attendances) between 2015 and 2019. Approximately 
33% of these presentations involve CYP from priority 
populations (6% of CYP identified as Indigenous, 27% 
as CALD, 7.4% with disabilities, 0.7% with experience of 
being a refugee or asylum-seeker and 0.03% in OOHC). 
This provides sufficient statistical power to detect even 
small changes in reducing inequity in outcomes between 
priority and non-priority populations.

Qualitative data and analysis
Intervention co-design
The co-design of PEACH interventions is guided by an 
adapted version of the Experience-Based Co-design 
(EBCD) methodology.46 Qualitative data with at least 50 
service user interviews, 300 staff surveys and 15 co-de-
sign workshops (three with each priority population) 
will capture current experiences and explore, refine and 
prioritise key challenges and solutions relating to identifi-
cation, enhanced care and health outcomes (table 3). Staff 
experienced in providing care to priority population CYP 
will self-nominate; service users will be invited through 
QR-coded posters distributed through SCHN facilities, 
particularly in specialty clinics for priority populations 
and existing SCHN consumer consultation forums. The 
interviews involve a purposive sample of approximately 
10 parents/carers and CYP from each priority population 
and use a specifically designed semistructured format. 
CYP will be specifically invited to participate, as well as 
their parent/carer. Age-appropriate, creative and flexible 
approaches such as the expression of their experiences 
and suggestions through photography, visual and perfor-
mance arts will be used to encourage their active engage-
ment.47 Easy-to-read, age-appropriate and translated 
patient information sheets and informed consent forms 
are provided. Participants can use verbal communication 

Table 2  Key measures for health access and outcomes

Measures Indicators/outcomes

Health access 	► Proportion of incomplete ED attendances; 
Did Not Wait/left at own risk/DNA.

	► Proportion of DAMA.
Health 
outcomes: 
mortality, 
illness 
severity and 
preventable 
presentations

	► Proportion of in-hospital deaths.
	► Proportion of severe presentations:

	– Urgent (triage category 1 and 2) ED 
presentations*.

	– Admission and ED length of 
stay>median (days).

	– Ward and intensive care admissions.
	– Readmission within 28 days*.

	► Proportion of PPHs.

*New South Wales Ministry of Health reportable benchmark data.
DAMA, discharge against medical advice; DNA, did not attend; 
ED, Emergency Department; PPH, potentially preventable 
hospitalisation.
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and/or other participatory methods (augmentative and/
or alternative communication methods) depending on 
their needs.

Interviews are audio-recorded, transcribed verbatim 
and analysed thematically using Braun and Clarke’s 
approach.48 The analysis involves three stages: (1) prepa-
ration, where researchers immerse themselves in the 
data for sense-making; (2) organisation, where coding, 
categorisation and grouping of data are performed to 
develop key categories and (3) results, where the key 
categories are described. Workshop data are documented 
using EBCD methods, and key themes and topics inform 
the ongoing PEACH work.

Implementation evaluation
A mixed methods implementation evaluation is under-
taken to assess the barriers, facilitators, sustainability and 
upscaling of PEACH through interviews and co-design 
workshops guided by the Consolidated Framework for 
Implementation Research, which enables researchers to 
understand and verify ‘what works’ and ‘why’ across various 
contexts.48 49 Semistructured interviews are conducted with 
a targeted group of at least 50 SCHN service users exposed 
to PEACH interventions and 50 SCHN staff and service 
leaders, including hospital executive staff and Ministry of 
Health policymakers. The Acceptability of Intervention 

Measure, Intervention Appropriateness Measure, Feasi-
bility of Intervention Measure50 and Normalization 
Measure Development (NoMAD) tool (a measure of adop-
tion)51 52 measure the sustainability, acceptability, feasibility 
and appropriateness of changed work practices at SCHN. 
The measurement of coverage and fidelity involves evalu-
ating the utilisation of technological solutions at SCHN, 
waitlist times for patients from priority populations and 
linking patients with support workers.

Ethnography will reveal barriers to and enablers of cultural 
change and how staff manage the cultural change associated 
with PEACH implementation. Ethnography is a powerful 
method of investigating cultural barriers to change in highly 
institutionalised settings such as hospitals.53 Compared with 
most qualitative methodologies, which often focus on ‘what 
people say,’ ethnography captures ‘what people do.’54 This 
focus on behaviours is useful when studying resistance to a 
change that challenges established cultural norms, such as 
prioritising some patients compared with others, which 
may contradict the professional ethos of an equal duty of 
care for each patient.55–58 Ethnographic methods include 
staff shadowing, observation of tasks and decision-making 
at team intake, as well as planning meetings to observe and 
inductively reveal conditions that facilitate or hinder PEACH 
implementation and cultural change.59

Table 3  Qualitative research measures

Performance 
measure Target audience Qualitative instrument Issues to be explored

1-on-1 interviews SCHN service 
users

Semistructured interview 
designed for CYP from 
priority populations

Short interview, administered in person or via 
videoconference. Interviews are conducted with eligible 
CYP SCHN service users and/or their nominated 
parent/guardian. Interviews will cover the service user’s 
personal journey with SCHN and explore the positive 
and negative aspects of their care, the barriers they 
faced, their challenges in accessing care and invite their 
ideas for change.

Survey Staff of SCHN Survey developed 
specifically for this purpose

SCHN staff are invited to participate in an online survey 
to understand if and how their clinic/department 
currently identifies and enhances access for/prioritises 
priority populations. The survey questionnaire 
monitors the impact of these changes on SCHN 
staff experiences, as well as their perceptions and 
confidence to identify and prioritise CYP from priority 
populations.

CYP co-design 
workshops

SCHN service 
users

Non-standardised questions 
developed specifically for 
this purpose

Co-design workshops of CYP and family service users 
from each particular priority population are invited to co-
design initiatives for prioritised and supported access.

SCHN staff co-
design workshop

Staff of SCHN Non-standardised questions 
developed specifically for 
this purpose

Clinical staff from departments across SCHN are invited 
to participate in workshops to co-design enhanced 
access for each particular priority population.

Joint CYP and 
Staff Co-design 
workshops

SCHN service 
users and SCHN 
staff

Non-standardised questions 
developed specifically for 
this purpose

Staff and service users from each particular priority 
population are brought together to review videos from 
interviews, identify gaps and develop and monitor 
improvement ideas to be implemented and evaluated.

CYP, children and young people; SCHN, Sydney Children’s Hospitals Network.
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Patient and public involvement
Service user interviews and co-design are central to PEACH. 
Advisory groups for each priority population provide 
ongoing guidance to the research team and ensure the study 
is patient-centred; they comprise priority population service 
users, SCHN staff with lived experience and clinicians with 
expertise in providing care for each priority population. 
Service users are included in the project steering committee, 
reimbursed for time spent on project activities and provided 
with capacity-building opportunities.

ETHICS AND DISSEMINATION
Ethical approval was obtained from the SCHN Human 
Research Ethics Committee (2022/ETH00145) and 
the Aboriginal Health and Medical Research Council 
(AHMRC 1920/22). Informed consent is sought for inter-
views from a parent/carer and child (if able to provide 
assent). Individual patients or their families are not iden-
tifiable in any publications.

Research findings will be disseminated to ethics and 
funding agencies, SCHN executive decision-makers, 
advisory and consumer groups and departments across 
SCHN. Results will be shared with New South Wales 
Health, nationally through CHA, and the Australian 
agency implementing a single digital medical record and 
other relevant organisations. Findings will be presented 
at national and international conferences and published 
in open-access, peer-reviewed journals.

DISCUSSION
This study addresses the critical issue of health inequity 
in CYP from priority populations. It provides evidence on 
the quantification of inequity, the impact of enhanced 
and prioritised access to health services and the enablers 
and barriers involved in organisation-wide cultural 
change. It also presents the usefulness of routine elec-
tronic equity indicators and dashboards while moni-
toring closely whether progress towards equitable health 
outcomes is being achieved. This is the basis of a hospital-
based learning health system, which could be transferable 
to other children’s healthcare services and settings.

PEACH builds on emerging evidence regarding equity 
interventions while introducing equity data monitoring 
systems, organisational accountability and driving 
culture change. The evidence gained from PEACH has 
the potential to change how care is delivered to children 
from priority populations and how we invest in equity 
to alter care expenditure. This programme of research 
is the first of its type internationally. The involvement 
of state and national partner organisations capable of 
implementing policy and service delivery changes facil-
itates the implementation and translation of successful 
components of PEACH into state and national policy 
and clinical practice. To assist with large-scale roll-out, 
which has the potential to improve system effectiveness, 
we intend to co-design a PEACH sustainability framework 

for other major hospitals nationally. Effective interven-
tions can ultimately be scaled up internationally in future 
research.

The processes and methods used in PEACH amplify 
the perspectives of CYP from priority populations in 
describing their healthcare experiences and in co-de-
signing and evaluating solutions. The co-design nature 
and ongoing involvement of service users in advisory 
groups will ensure that patient-centred solutions are 
prioritised and refined in implementation and that the 
needs of service users are at the forefront. Working with 
CYP and/or their carers from populations traditionally 
less empowered in authentic co-design within a large 
institution is in itself an important learning experience. 
Documenting the role of service user and staff engage-
ment in cultural change and evaluating its impact and 
effectiveness is of relevance to all healthcare organisa-
tions as the consumer voice becomes increasingly valued.

Limitations anticipated in this study include under-
identification of priority populations status, an incom-
plete picture of CYP with disabilities given our definition 
as NDIS recipients and challenges relating to engage-
ment with priority populations due to language, commu-
nication and cultural barriers. Analysis of mortality as a 
critical health outcome will be limited by sample size.

Challenges in equity research are the long-term 
timeframe required to assess the impact on inequity 
reduction and the complex issues of attribution to health-
related interventions in the context of broader societal 
effects.8 60 Intervention studies such as PEACH, with 
consistent criteria for classifying both target groups and 
interventions and consideration of multiple synergistic 
effects, are required to evaluate their impact on health 
disparities.4 7
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