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Foreword

Sydney Local Health District
has a long-standing commitment
to achieving health equity.

We are immensely proud of the way our staff and our

community continue to support our equity-focused

COVID-19 response. While the COVID-19 pandemic

has affected us all, we have seen that some groups

have experienced greater risks to health than others.

" & HA%&é$ B AR HK,$HZE& "R Z, Ké<éRZ ,% A%4
adjust to new ways of working and living.

This equity-focused health impact assessment
(EFHIA) was conducted by the Health Equity Research
Development Unit (HERDU), a Sydney Local Health
District service in partnership with the University

of New South Wales Centre for Primary Health Care
and Equity. HERDU work in partnership with health
services, organisations and communities to identify
and reduce existing inequities in health and to prevent
inequities in health from arising in the future.

HERDU has carried out this EFHIA to support

the District’'s pandemic response. This includes
recovery from the COVID-19 pandemic and building
resilience to future pandemics, as well as similar
emergency situations.

The District has been at the forefront of the state’s
response to COVID-19, with staff caring for critically
ill patients in intensive care and hospital wards,
working at testing clinics, surveillance sites and
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Culturally and linguistically diverse (CALD) people

" & "RZKA A% "KéA  ,§y EZAZ RZ BR 6 &0 4éE%ER Z &
CALD population mainly by country of birth, language

RH, é% AZ ,$é4 (% R HK,ER é%R}a A%& ,Z éK
characteristics including, year of arrival in Australia,

HAKE%ZR R, %ZK} ,y b KZ A%& Ké R AYyE AZ %
(ABS 1999).

Equity-focused health impact assessment (EFHIA)

% (<BF AR A RHéR ERB y,R°R ,% &J  Z} AZ éAR
stage of the process. Health equity is concerned with
creating equal opportunities for health and bringing
health disparities down to the lowest level possible.
Inequities arise when there are systemic differences
in health status, health determinants/risks or access
to health care between groups that are avoidable
and unfair.

Health

12 Equity-focused health impact assessment of the COVID-19 pandemic in Sydney Local Health District Technical report 13



Note on language and terminology

In line with NSW LGBTIQ+ Health strategy,
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Figure 1 Conceptual framework for understanding health equity pathways and potential points of intervention

E,R A RZKAZ & Causal pathway

Points of intervention
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&| RZ % RZKAZ CEﬂz , % RZKAZ ERAZ ,%
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I (] RZ % RZKAZ ERB. Decreasing exposure
%e"6%R % HA%aeg ° Changestowork

. vulnerability + Changes to health
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of society Differential vulnerability
I Pandemic » COVID-19 infection and
$HARBZR %+ &% disease Decreasing vulnerability

Human ‘face to face’ RZiaz Gy o Consequences of
interactions pandemic response

Material circumstances Differential consequences

* Disease

I * Social and economic B Preventing unequal

. consequences
« Effectiveness of q

measures and their
consequences

Individual psychology |

These unequal experiences of the pandemic feed
PAR %Z, R, A RZKAZ ERAZ ,%a

The multi-level and dimensional causes of health

inequities means that there are also multiple places

(points of intervention) to take action. These points

of intervention range from addressing the existing

RA"RéR ,y éA zZ %éJ'A Z éR 6R,BR A RZKAZ ERAZ ,%6
that increase certain populations vulnerability,

to addressing the unequal and inequitable health

outcomes resulting from the pandemic and associated

control measures.

Source: Adapted from Diederichsen et al 2012 and Katikireddi et al 2021
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The Health Equity Research and Development Unit

(HERDU) was tasked with carrying out rapid evidence

reviews and equity checks to inform SLHD’s COVID-19
KERH,%Ré % “'“* 6#K}R&A é éZ A aa “*“*a&
“relAF “rrpa “t“'R6A %ééd wWAR 84é%Z Eeé
a more systematic overview of the potential longer-

term equity impacts resulting from COVID-19 and

the actions taken in response to the pandemic.

An HIA screening process supported the rationale for
carrying out an EFHIA to inform medium-to long-term
planning and response (see Supplementary Material).

A proposal to carry out this EFHIA was approved

by SLHD’s Chief Executive (July 2021).

QJ"m

HIA is a structured process for considering positive
and negative health impacts of a proposed policy,
plan or other intervention before it is implemented
or while it is underway (in the case of a ‘concurrent
HIA). The goal of undertaking an HIA is to provide
a set of evidence-informed recommendations

and considerations to assist with planning and
implementation of the intervention. This enables
the potential positive impacts of the intervention
to be strengthened and any negative impacts

to be mitigated.

HIA provides a process through which evidence
(of different kinds), interests, values and meanings are

Technical report
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Table 1 HIA steps

Objective Activity Outcomes

To decide whether a HIA The HIA team applied an HIA
is feasible, timely and would screening tool to develop
add value to the decision- an overview of the proposal,
making process.
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“aFAe%Z ERAZ , %

" & H'KH,Ré ,y Z &
AHK,E &, JyZeR,$$ % 2z} A%a B,
identify and assess potential health impacts and

disparities. HIAs can rely on a wide range of evidence,

and for this EFHIA we decided to:

de%nzZ ERAZ ,% RZAL2whdseBsmient &f risks and consequences
eBZ ev @fHMAD-19 infection in SLHD

Differences in the risk of COVID-19 infection,
hospitalisation and fatality across population groups

In addition to the rapid scoping review of COVID-19
and health equity conducted during the scoping
stage (see 2.3. Scoping, above), we carried out four
literature reviews, focusing on evidence reviews and
peer-reviewed literature:

Over 2,680 articles were screened at the title/
abstract stage, with a sample double screened by
two researchers (EA and CS). Because of the large
volume of literature, inclusion criteria were tightened
to focus only on high-income countries (as it was

and geographic areas in SLHD, were quantitatively
HARA%RRea b} A%A JR % A %eé

probable COVID-19 cases recorded in NCIMS

(NSW Health) up to and including 21 February 2022,

thought these would be most relevant to the SLHD
context), and to exclude articles on virtual care,
as it had already been the topic of a full literature

i #évée ,H A R,$$ % Z} HK,E & 'R %
available health and socioeconomic data
(e.g., from the Census)

RZ .y R,%EKS ala Chapges to health services due to COVID-19 and
health equity

2 Changes to the way we work due to COVID-19
 |dentify and assess potential health impacts and and health equity

. 2. To begin with, the number of cases, hospitalisations
disparities by:

and fatalities per 100,000 persons were mapped
by suburb and using ArcGIS geospatial software
(Esri Inc., 2019).

3 Virtual care and health equity?

— objectively assessing how the risks and
consequences of COVID-19 infection varied
across populations in SLHD, using data
yK,$ E° BéA Z R _,Z EApb é
Management System (NCIMS)

4 COVID-19, perinatal service delivery and health
equity?

o Next, the réelationships between a suburb’s level
F%y cﬁ§ i%eco/ﬁomic disadvantage (as measured using
the Index of Relative Socioeconomic Disadvantage
[IRSD] (Australian Bureau of Statistics, 2016b)
and its COVID-19 case, hospitalisation and fatality
rates, were visualised using scatterplots and tested
using the Pearson correlation method. This analysis
was performed using Python version 3.9.7 (Python
Software Foundation, 2022).

We also utilised grey literature, including SLHD

reports and documents, reports from peak bodies,

non-government organisations (NGOs) and

"% VEKR Z @R A%& KéH,KZR 34é%z Eéa b} &}
Throughout the EFHIA process, grey literature

was collected and included in a Zotero library

of approximately 630 documents.

— conducting literature reviews of the focus areas %y . K$A%ZRA

— collecting and analysing evidence from
community members and key stakeholders,
through focus groups and interviews.

Ethics approval for the project was granted on

11 December 2020, by the SLHD Research Ethics and

Finally, logistic regression was used to ascertain 2.5.1 Changes to health services due

= VEK%ANRE TyERE 6,.K.Z,B, _.a& W U'tizefrdet of sheioeconomic disadvantage to COVID-19 and health equity
ETH02564). (IRSD score), gender, Indigenous status and age on .
(a) the likelihood of a case being hospitalised and Izglir:t:ér?/?g:srfjtsg?oﬂcleol\r/?galgtz r?LZgzlatr;\g:jtgc))mes
A oA . 2Ay A A b) the likelihood of a case dying from COVID-19. B
aesa ,$$ % HRK, Bé&ve H$enZz (b) ying and equity, we conducted a systematic review of the

In both models, the Box-Tidwell procedure was used

,y EXB# R H,H  AZ ,% wAR 8y& ,W&K$ A %éAK Ké AZ , %R H bézZwéée% F..
and the logit transformation of the dependent

variable. This analysis was performed using SPSS

Statistics version 26 software (IBM, 2019).

di:-t%raﬁjéel. four aim was to capture recent literature
documenting the consequences of pandemic-induced
changes in health care (across access, availability,
quality and appropriateness), with a particular focus
on health workers, older adults, younger people
(including children and their families), people from
CALD backgrounds and women. We searched for peer-
reviewed articles published since December 2019 in
the PubMed, EMBASE, Web of Science and CINAHL
databases. Our search strategy followed the Preferred

Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) guidelines. A set of search
terms was developed using the PICO (population,
intervention, context, outcome) framework and tested
multiple times across the different databases
to ensure that relevant articles with enough depth
and breadth of information were being captured.

" & E%A REéAKR wWAR R,%&8 RZé& ,% ™ ,vé$beéK “‘“’a
The database search results were imported into
Endnote, where duplicates were removed, before
a single library was moved into Covidence systematic
review software for title/abstract and full text
screening.

HK,E é
concentrating on the priority populations selected
during the scoping stage. For each priority population,
absolute numbers and proportions were obtained
using the ABS Census Table Builder Pro application
(Australian Bureau of Statistics, 2020).

Spatial distributions of the priority populations, as

well as socioeconomic advantage and disadvantage,

were mapped using ArcGIS geospatial software (Esri

Inc., 2019). Where available, data were also collected

Ab,"Z A4&4 Z . %A K R VYARZ,KR &é%z Eéa zZ K,°
interviews, focus groups and literature reviews.
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3.2.2 Access to public open space Access to large public open spaces (larger than 1.5 hectares)

is generally poor throughout the SLHD, however, there are some
exceptions, such as areas near the Cooks and Parramatta rivers
(Figure 13 and Figure 14, below).

There are large disparities in access to public open space, with
people living in the western part of the SLHD generally having
poorer access (Figure 11 and Figure 12, below).

Figure 13 Average distance to closest
public open space larger than
1.5 hectares — by SA1

Figure 11 Average distance to closest
public open space — by SA1

0-130.1 0-405.4
130.100001-249.1 405.400001-786.2
124.100001-415.3 786.200001-1244.1

415.300001-875.5 1244.100001-2530.1

Source: RMIT University, n.d. Source: RMIT University, n.d.

Figure 14 Percentage of dwellings
within 400 metres or less distance
of public open space larger than
1.5 hectares — by SA1

Figure 12 Percentage of dwellings
within 400 metres or less of public
open space — by SAl

0-26.9 0-18.2

26.900001-59.1 18.200001-51.4
50.100001-86.7 51.400001-83.1

86.700001-100 83.100001-100

Source: RMIT University, n.d. Source: RMIT University, n.d.
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4 Evidence summary

This section summarises the evidence in relation

to the three focus areas: risks and consequences

of COVID-19 infection, changes to work and changes
to health services.

exposed to and infected by COVID-19, and also more
likely to experience serious health consequences,
including hospitalisation and death (Baena-Diez et al.,

uluné A$DKA éZAéﬁ"“”é"A% éZAéé““”é ﬂ,R AWA

& Kawachi, 2021).

In Australia, in the time period up to 31 October 2021,
the number of people who died due to COVID-19 was
over four times higher for people living in the most
disadvantaged neighbourhoods compared to those
living in the least disadvantaged neighbourhoods
(ABS, 2022b).

Although the number of infected people was much
higher in younger age groups (see Table 4), older
people experienced a much higher incidence of
mortality (ABS, 2022b). The risk of serious illness from
COVID-19 increased with age, especially for those over
70 years old. Residents in aged care facilities were

HAKZ R° AK } Ayyérzeada w Z R % ERA%Z % $PEéKR ,y

deaths occurring (Australian Government Department
of Health, 2022). For example, during 2020, 7% of all
COVID-19 cases in Australia and 75% of all deaths, f all
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Figure 19a Reported COVID-19 cases,
per 100,000 persons to 21 February
2022, by suburb

8,516-12,380

12,390-15,420
15,430-20,160
20,170-26,270

Source: NCIMS, NSW Health

Figure 19b Reported COVID-19
hospitalisations per 100,000 persons
to 21 February 2022, by suburb

121.126780-389,888884
389.888885-843.30885
843.30886-1,080.63003
1,080.63004-1,613.63096

Source: NCIMS, NSW Health

Figure 19c Reported COVID-19
fatalities per 100,000 persons
to 21 February 2022, by suburb

0-12.4781629

12.4781630-45.4098247
45.4098248-112.485937
112.485938-420.420406

Source: NCIMS, NSW Health
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Figure 20 Relationship between
socioeconomic disadvantage and
reported COVID-19 case rate

to 21 February 2022

® Suburb

Note: Lower IRSD score means more disadvantaged.
Only suburbs with IRSD score < 990are labeled.

Sources: Australian Bureau of Statistics (2016b) and
NCIMS, NSW Health

Figure 21 Relationship between
socioeconomic disadvantage and
COVID-19 hospitalisation rate

to 21 February 2022

® Suburb

Note: Lower IRSD score means more disadvantaged.
Only suburbs with IRSD score < 990are labeled.

Sources: Australian Bureau of Statistics (2016b) and
NCIMS, NSW Health
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Figure 22 Relationship between

socioeconomic disadvantage and
COVID-19 fatality rate
to 21 February 2022

® Suburb

Notes:

1 Lower IRSD score means more disadvantaged.
Only suburbs with IRSD score < 990are labeled.

2 Excludes Clemton Park which has a small
population (1,665) and a large residential aged
care facility.

Sources: Australian Bureau of Statistics (2016b) and
NCIMS, NSW Health
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For the logistic regression analyses of hospitalisation
and fatality likelihood, 62,029 cases with incomplete/
unknown information or belonging to a category

with a very low frequency were dropped, leaving
40,566 cases. The logistic regression model of case
hospitalisation likelihood (Table 5) was statistically

R % ERABpZ2417.72, p<.001). The model
explained 13.3% (Nagelkerke R2) of the variance

hospitalised as a case aged 20-49 (AOR 2.63,

959% Cl 2.37-2.92), and a case aged 70+ about

12 times as likely to be hospitalised (AOR 11.60, 95%
Cl110.43-12.92). Increasing IRSD score (i.e., decreasing
socioeconomic disadvantage) was associated with

% ,RH ZA RAZ ,% KR A%a& R,KK&rz } B8 ARR Eéa

93.5% of cases. Aboriginal and/or Torres Strait
Islander cases were more than 60% more likely to

be hospitalised than non-Aboriginal or Torres Strait
Islander cases (adjusted odds ratio (AOR) 1.64,

5-F R, %E&46%Reé %ZEKVA 6 F6 'a””
of hospitalisation increased with age, with a case
aged 50-69 more than two times as likely to be

»

§—o6a Xx & ,,a
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explained 32.7% (Nagelkerke R2) of the variance In summary, people living in the more
% YAZA Z} KR A%& B,KKé&RZ } B AR BodBdcandriidally djisadvankag&sareas of SLHD

Likelihood of death from COVID-19 increased with were more likely to be infected, to be hospitalised

age: a case aged 50-69 was more than 60 times and to die from COVID-19. However, once a person did

as likely to die as a case aged 20-49 (AOR 63.56, PéR,$é %yéRzZeéeada wé RA% E%a& %, év aé%Ré Z Az Z é}
95% CI119.73-204.81) and a case aged 70+ was more were any more likely to die, other things being equal,

than 550 times as likely to die (AOR 562.74, 95% ClI than someone living in a less disadvantaged area.

179.13-1,767.82). Male cases were more likely Further, while Aboriginal and/or Torres Strait Islander

to die than female ones (AOR 1.53, 95% CI 1.13-2.06). people infected with COVID-19 were more likely to end
" 8Ké WAR %,Z A RZAZ RZ RA } R % @ArAaspitilgthar? is oRviddnce that they were any

between Indigenous status and likelihood of death, more likely to die, other things being equal, than
nor between IRSD score and likelihood of death. non-Aboriginal and Torres Strait Islander cases
Note that many fatalities occurred in aged care (Figure 23(b)). This is despite the COVID-19
facilities in a small number of SA2 areas, making vaccination rate among Aboriginal and Torres Strait

Z $,Ké & YyER Z Z, eRZAP R A% AR Rldhdahedplebadygingtdas among the general
IRSD score and fatality likelihood. Note also the large  population (Woodley, 2022) (our modelling did not
R,%E&EWRE %ZEKVA 06‘'a“«0“a+"06 y,K controFfes Sac@natioRstatus because the data were
status AOR. not available).

Table 6 Logistic regression model of COVID-19 case fatality likelihood in SLHD

Independent variables AOR? 95% ClI 95% ClI p value®
(lower) (upper)
Gender
Female® 1.000
Male 1527 1131 2.061 .006

Indigenous status

Not Aboriginal or Torres Strait Islander® 1.000

Aboriginal and/or Torres Strait Islander 0.774 0.242 2469 .665

Socioeconomic disadvantage

IRSD score of SA2 where case lives 0.999 0.996 1.001
Age group
0-19 0.000 0.000 .981
Chi square p <.001
Nagelkerke’s R2 0.327

OPrediction success
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4.1.3 Factors contributing to disparities
in infection risk and consequences

There are a variety of potential intertwined

reasons for the observed disparities in the case,

hospitalisation and fatality rates and risks. Several

RZ4 R &4é%zZ Eé& RHAZ A & RHAK Z éR % f F#u’'$
infection rates related to intersecting vulnerabilities,

including low income, poor housing quality,
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The impact of changes to work, including working

yK,$ ,%$é A%a «&| P & w,K HKARZ BRéR& ,% &
&) Z} wAR 8é%zZ Eéd AR A RK Z RA Z ésé z,
at the scoping stage of the EFHIA. COVID-19 had

AR % ERA%Z S$HARZ ,% é$H ,}$6%Z A%a w,K
practices for all people living in Australia, but

the changes induced by the pandemic were not

a4 RZK b Zéa évé% }a %,K wéKeé Z é} é|HéeK éwnReéa
equally, and evidence suggests strong spatial and

occupational differences. During the pandemic, the

primary fault line was between people who could work

from home (WFH) (because they were in computer and

desk-based roles) and those who could not. The latter

were employed in caregiving and person-contact

roles that required physical proximity, like in aged and

disability care, or in roles requiring physical presence

at work, e.g., physical production, warehousing and

transport (Productivity Commission, 2021). Early in the

A Z
é|H ,Ké
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The changes in work processes that accompanied
remote work were seen as most positive when they
included ways to stay connected with colleagues
through different “touchpoints” (e.g., SMS, online
check-ins and huddles): “We're very careful to protect
that time”, one manager shared (i8). Conversely,

a sense of isolation, missed opportunities to interact
or collaborate with colleagues, and “Zoom fatigue”

52 Equity-focused health impact assessment of the COVID-19 pandemic in Sydney Local Health District Technical report 53



So she was asking whether we could provide a letter
to explain to her work that she can’'t be available for
two-hour meetings (FG carer).

" 8Ré E%4& % R AKé éR ,84 % Z & ZéKAzZ Kéa
showing women spent more time than men doing
unpaid care work (childcare, eldercare, remote
learning supervising) during lockdowns, with more
severe outcomes in terms of wellbeing. Women also
bore a disproportionate economic burden with more
women forced to reduce work hours or leave the
Ab,"K y,KBR&é A Z, éZ éK 6 b yAKA &z A aa “**’a
Xue & McMunn, 2021a). Indeed, ABS statistics show
many single parents (mostly women) were unable
to work and care for children and left the workforce
(Jarvis, 2021 at 19). These additional burdens impacted
w,$6% E%A%R A } A%a $e%ZA }aw Z %é AZ vé ., wu
on effects for children because of disrupted routines
(Wen et al., 2021).

4.2.2 Economic changes: unemployment
and precarious work

COVID-19 and its associated restrictions have

54 Equity-focused health impact assessment of the COVID-19 pandemic in Sydney Local Health District
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anxiety for asylum seekers and migrants (Quandt There are no data available on the number,

8z A aa “*“’& EA%Z,wa “'“*& E&éKAE % clarackeristics ahdbspatial distribution of precarious
This is particularly the case when other informal workers living in SLHD. However, the Bankwest Curtin
R'HH,KZ %ézZw,K R AKé R,$HK,$ Réad [EpomidsBGehtdd (BCEC), which has developed an
hardship, and/or dedicated community services close  index of precarious employment using data from the
&K % ,B a&w%R 6 "KZ,%uTéA% K,R &HLBA&urvey(sée Table 7), reported in 2018 (Cassells

Deal et al., 2021). et al., 2018) that, at the national level:
Equally concerning was the exclusion of casual * Women had consistently higher levels of precarious
employees, university workers and gig/zero-hour employment than men

contract workers from JobKeeper and disaster
payments, despite accounting for over half of the
job losses in 2020, and an even larger share in 2021
6 A $J EZA%Yy,Kaa “*“*& EZA%Y,KA4aa-" Thedddistke®with the highest levels of precarious
who were both casual and part-timers made up three employment were, in declining order:

quarters of all job losses in 2021 (Stanford, 2021).
Because women experience higher rates of casual
and precarious employment than men, they were also
disproportionally affected (Stanford, 2021).

» Precarious employment had increased for both men
and women since 2009, but more rapidly for men

Accommodation and Food

Agriculture, Forestry and Fishing

Arts and Recreation Services

The new support payments were also, in part,

a response to the emergence of a newly vulnerable
group in the pandemic, known as both the ‘working
poor’ and ‘precarious workers’, that is, people expect t
€$H ,}éa K %aeKes$H ,}éa % ,w , K elRi| y%}fd esmil:i}{, noting that there are very few

A A A 0f 3 A A 0 0 0
(\‘I‘\:iC\inS ?ro:; g)a?/ c\;:/eczk to piyzchic5’2:or$ R.KE Oresi()?De[%wA;s emplo}//é/dﬂln the Agriculture, Forestry and

participant put it, i5). This group is particularly

— Retail Trade

Construction.

ha%ff precarious work situation in

Fishing industry.

vulnerable to economic shocks and not able The pandemic has aggravated some of the risks and
to weather them well. There is evidence showing adverse health-related impacts of precarious work.
that precarious employment is an emerging social For example, precarious workers in some sectors were

determinant of health through different pathways
connected to chronic stress (uncertainty about
the future), income instability, worse psychosocial
working conditions, adverse physical conditions
(low OHS prevention), greater workload, unequal
workplace power relations and material and social
deprivation (Benach et al., 2014).
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(ABS, 2022a) connected to the large proportion

of essential workers going to work, becoming infected
and in turn infecting their families (Holloway

et al., 2021). A similar pattern of COVID-19 infections
overlapping with areas of socioeconomic and
locational disadvantage, was observed in other high-
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and the provision and communication around PPE

had consistently improved, and this was perceived

positively. Transparent communication around

risk, exposure and available mitigation measures

(e.g., masks and PPE at the start of the pandemic,

KAH & A%Z é% ZéRZR A%& A K H'K EéKR AZéK ,%06 wAR
emphasised as an important lesson from the early

days of the pandemic.

Cognisant of these challenges and the need to protect

staff, SLHD has worked on the development

,V & b é w,K % AKKA% é$é6%ZR Z, é% AP €63 R %Ré $ au
2020, staff, who can do so, to WFH. Many participants

R AKéd Zz AZZ R ZKA%R Z ,% Z, $,Ké «é| b & w,K %
arrangements (primarily WFH) was not uniform,

“people experienced it very differently across the

district” (i3). As the review conducted by the Strategic

Initiatives Division of SLHD early in the pandemic

indicates, this initial shift to WFH was ‘highly variable’,
with some teams and departments moving partially

or entirely to WFH, some being shifted to an online

only environment because of COVID outbreak, and

others not being able to WFH at all (Knoblanche,

2021). Hence while some participants experienced the

PE%EEZR ,y *é| P & °<B 6R $ AK Z, Z ,Ré 4éRRK béa
earlier), others expressed that requests to WFH had

been denied. Some reported that this caused stress,
frustration and feelings of disempowerment and lack

of control, negatively affecting their mental wellbeing

and work satisfaction. There is evidence that health
workers unable to work from home experienced stress

and anxiety while working in patient-facing roles and

,% Z & YK, %Z %é 6 é|,H,” ,R éz A aa “‘“'a4 #é V,B

et al., 2021). On the other hand, other studies show

stress and burnout rates higher among physicians
who were not directly involved in the treatment of
the virus, compared to those immediately on the

YK, %Z %é 6# % b Z %4&a “*“*a ° éz A aa “'“‘o6a
in terms of respite and leave-taking, participants

said that opportunities to do so have been limited

and not distributed equally across different teams

and departments on the frontline (e.g., ICU nurses,

midwifery staff and SHA staff were reportedly more
impacted) creating inequities and built-up fatigue.

D
p>2
N
D
Qo
——
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The pandemic response required the development
of new work processes and communications which
were experienced positively by participants when
they felt listened to, included and given more
autonomy in the process. As one health manager
(i15) put it, it was paramount that staff “felt like they
were on the journey with us” and that their health
and safety was valued:
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of their lives, as well as providing face-to-face
service, has been tricky” (i13). Extended isolation
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(e.g., population-based services like disease
prevention) have been routinely used to prepare for
COVID-19, deal with surges and protect the safety
of staff and service users (WHO 2021).

In NSW at the start of the pandemic, resources were
quickly diverted to preparing for and managing
COVID-19 outbreaks. This extensive preparation
proved to be valuable in dealing with successive
waves of COVID-19 infection when hospitals began
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SLHD pursued a careful approach to changes

in health services that was “risk assessed” and
“evidence based” as per NSW Health guidelines

to reduce potential COVID-19 transmission (SLHD,
2021).Some services and health promotion activities
were moved to online/virtual care as quickly as
feasible (SLHD, 2021), or where possible patients
were offered alternative services (e.g., non-urgent
oral health patient appointments were offered Oral
Health Fee for Service scheme vouchers, email
communication, key informant validation April

2022). However, the decreased availability and
accessibility of services and clinicians, combined with
the postponement of investigation and treatments,
raised concern among staff regarding the effects

on delaying care, detection and intervention,and

the potential long-term negative impacts for
patients (physical and mental health) and services
(additional workload). Delayed care is likely to
generate additional waiting list pressures and stretch
resources. For instance, in child and family health,
one staff explained the impacts of service disruption:

The disruption is to access to our services, so we're
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Women have been really stuck in their violent
situations. | mean, some of the women I'm working
with at the moment, COVID has been sort of the
worst. Because they haven't had the ability to kind

of see their friend who they have for support or get
out of the house for any reason [...] some of that
safety planning you do with families around domestic
violence, even around mental health. Often you're
talking to people, go for a walk or do this or do that
and that's not accessible to them. So yeah, | think
absolutely that's going to have long-term impacts (i10)

A recent Australian study documented similar issues

that have increased in complexity compared to

pre-pandemic times, with disrupted services, more

emotional distress, substance abuse, women dealing

wZ E%A%R Ai,p ,RRa A%a 46RKEARé4 ARRBRERR Z,
housing (Heward-Belle et al., 2021). One social worker

further noted that the suspension of in-person drug

A%d&d AR, , RéKv RER A R, A& «,wu,% éyyénRzZR y,K
children and families when treatment is a condition

under child protection services (i16). Studies with

agencies working with IPV from CALD background

in the US, similarly described escalating needs from

clients but a shrinking of resources and capacities

because of the pandemic, compromising access,

AvA Ap 7} A%& JA Z} ,y RAKé 6=AKR A éz A aa “'“’'§

Williams et al., 2021). On a community level, this led

Z, A$SH Eéa %eéel Z éR A%& ,RR ,y B,$$ % Z} a w
individually pre-existing inequities for survivors were

$A % Eé&d w Z $,Ké AdvéeKRé $HARZR y,K $ KA%ZR
and those with poor English, cultural barriers or

limited access to technology (Williams et al., 2021).

Our consultation also highlighted the disruption
which specialised care in community health  had

on substantial equity impacts, including in place-
based health services for Aboriginal and/or Torres
Strait Islander people, reproductive and sexual health
O0BF A%& ,Z 8K E"F ZERZ % RAw AR % ERA%Z 4éR
SLHD), sexual health clinics (including services used
by LGBTIQ+ people) and multicultural and refugee
health services. For instance, one staff member

notes that suspending “normal ways of connecting

to community” in-place was likely to create
disproportionate negative impacts for Aboriginal
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Redeployment of staff reduced inpatient and
community psychosocial support services. In our
consultation, practitioners in the mental health sector
spoke of some cases of worsened symptoms and
increased presentation to emergency, as patients saw
it as their only option “in order to receive that face-
to-face care, it’s been to present to ED rather than

to present to the GP” (FG Mental Health). The latest
data from the AIHW (2022a) shows suicidal behaviour
was one of the most frequent reasons to attend ED
among young people (aged 15-24), and that there was
increased demand for mental health services and
crisis and support organisations in 2020 and 2021. For
in-community mental health treatment, participants
KéH,Kzé&d z AZ 8 yER" Z éR ,y ARRERR A& w,KRé%éaa

Patients are reporting that it's really hard to access

RéKv BéR $,Ké R, %,ww Z Z & & yER Z&éR w Z 0}éA a
a lot of psychologists | know, they’'ve closed their

books, so they just can’'t take on anymore. And, it's

creating a real gap [...] which is allowing or creating

a kind of space of people not getting the care and

treatment that's probably required (i1)

Several studies also document mental health patients
being prematurely discharged, having treatment
suspended/remaining on waiting lists and having

$ Z6& R'HH,KZ 8K % Z & HA%&aé$ Raw Z R % ERA%Z
negative impacts on wellbeing and worsened health
., ZR,$8R % R,$é RARER 6 KA% é}u & J "A b,za “'“‘&
# A... ez A aa “**’8 = AK& ézZ A aa “'*& Xé ez A aa “'“'oa
" & 46ER Z % R Z'KA } R,$Hézé%wz A%a AHHK,HK Azeé
$é%ZA @éA Z RéKv RéR A8aR A%,Z éK A}éK .,y & VER  Z}
in getting care for CALD minorities within this
landscape (Gillard et al., 2021), and for sexual and
gender minorities (Diaz et al., 2021).

Unmet mental health care needs are not distributed

evenly. There is only partially available data on this

in Australia, but higher levels of need and demand

y,K RéKv RéR Avé bPéé% &éwnz Eéad A$,% & Hé,H
% E%A%WR A A%a éR,%,$ B "%REKZA %Z}a Z ,Ré

unaffordable housing costs, families with children

at risk who may need child protection services, older

people needing support including for those who live

in RACFs, and informal carers who provide care

for older people and those with disability (AIHW,

é
w Z

“ierAg ' p8 e%ZKée y,K O A% é =, vEK%A%RE A%A
_"E("~a "4 "ée%wzZA BeéeA zZ ,$%$ RR ,%4a “'’$06a
F% Z & J(E,B_TEXB# BAZR $6%Z RHéR ERA }i

women experiencing perinatal depression, CALD
Communities, people who have attempted or are
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Combined with a climate of fear and anxiety around
the virus, and some stigmatising media coverage,
R,%+ RZ % $ERRA % VyK,$ %Ké AP & R,"KRéR
and misinformation about COVID-19 among CALD
R,$$ % Z éR 6 }Ké éz A aa “**’4 °é% éz A aa “**'6 R
likely to have contributed to reduced health-seeking
behaviour, according to some participants (FG refugee
A Z & .04 (v &é%Ré yK,$ ,vEKREAR R° éRZR R $ AK
issues of fear of exposure and lack of information on
restrictions and available services among migrant
and refugee communities in Canada (Benjamen
et al., 2021). SLHD held meetings with community
organisations and leaders to provide information
and resources across a range of media. Frequently
changing information and limitations on content and
Y, K$ ¥ %y, K$SAZ ,% wéKé A R, &4é%z Eéad AR S$HARZ %
‘trust’ and therefore patients’ use of services:

From a service perspective, the inconsistencies in

Z&EK$R ,§y Z ,Ré K éR € ZéK % &,w%a w AZ wé RA% A%4a
can't provide, how we can and can't provide it and the

short notice in terms of how we have to remodel and

change that, it does sort of undermine that trust with

reaching out to people and their reliance on a service
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to put a lot of those [health education programs]
online and that’s been a fantastic resource to have”
(FG refugee health). Virtual care made it easier

to access a range of services in aged care as well:

| think the teleconferencing with patients that the
geriatricians have been using, that also our OTs, our
physios, the Zoom sessions, etcetera. | think that,
again wouldn’'t have happened without COVID [...]
The whole teleconference thing has been a positive,
and again | think we’'ll continue to use that method
for patient care in the future (FG aged care)

Telehealth appointments can lower some existing
barriers to access (cost, travel time, lack of transport,
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General literacy and health literacy is a factor that
often intersects with low SES and/or CALD status

in studies on barriers to access and virtual care

oV ,,% éz A aa “*“’4& @H,,%éK éz A aa
al., 2020). Developing accessible material in different
formats, and across different channels, in plain
English and translated into community languages
other than English has long been recognised as an
important step to mitigate such barriers (Houghton,
2020) and SLHD Diversity Hub actively provided such
a response (see equity-focused response in SLHD,
p.109). There is also a need to provide easy access
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with the intellectual disability clients, it's really hard
to explain to them about the change that’s happening
and why they need to be in lockdown (FG carer)

Certainly the lack of ability to visit. Particularly again
people with disability living in Group Homes has been
a major challenge and quite detrimental to people’s
emotional wellbeing (i9)

There is strong evidence from the literature that

service disruptions have far-ranging impacts for

people with a disability on: physical health and

ARZ v Z} 6 éA&d % Z, Y %RZ , %A &éR %édd R,R A R, AZ ,%a
loneliness and wellbeing (loss of support services,
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90 Equity-focused health impact assessment of the COVID-19 pandemic in Sydney Local Health District




Over time, SLHD continued to develop IPAC
preparedness and outbreak management plans
across these sectors. Each of the SLHD’s 58 RACFs
were provided with an IPAC review, training and
recommendations, and many of the 80 disability
group homes in the District received a comprehensive
review (SLHD, 2021 p.78). District specialists also
contributed a to social housing high rise management
plan (EquityFest, 2021). Sustained and enhanced
collaboration was embedded through the creation

of Community of Practice groups for RACFs, local
disability providers and NGOs/community sectors,
that met very regularly for information sharing and
to feedback to the SLHD concerns from their clients/
participants. This laid the foundation for a responsive
and adaptive response, and received enthusiastic
support from stakeholders involved (SLHD Disability
Inclusion & Strategy Manager, EquityFest, 2021).

One participant from the NGO sector, described
Community of Practice group meetings as fostering
an “open, transparent, collegiate” relationship, and

AR A $Z°A } Pe%eéER A é|éeKBR Ré Z AZ %

building upon (i5).

Developing guidance and information that was
accessible to a wide range of people, was also

4a6%z ®e& AR A HK ,K Z} % K&RH,%4a %

concerns around health information and literacy,
and to barriers in following advice. SLHD provided
arange of targeted resources in response:

+ The disability team produced “easy English
documentation” for people with disabilities,
and signage for group homes (SLHD, 2021)

« The Aboriginal cultural response team produced
communication strategies and documents for
Aboriginal communities (SLHD, 2021)

* The Diversity Hub produced over 1,000 “multilingual
assets” across 30 languages and multiple platforms
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SLHD and beyond) participated in the management
of the outbreak and in responding to actual needs

in socially and culturally appropriate ways. Because
frontline and community health workers already
knew the community they serviced, they could
quickly respond and engage key community networks
(“reaching in”), communicating “often door-to-door”
with people to make sure they understood guidance/
ways to “reach out”, and had the means to safely

and effectively isolate (SLHD Director of Integration
Strategy and Partnerships, EquityFest, 2021).

Managers involved in OMT described this process as
“hyper-local”, unfolding at the level of neighbourhoods

or even individual social housing buildings and

P ,BR R O6(J Z}<éRZ&a “‘“’a EXB#4 “*“'6a ,é,H
communities affected had opportunities to share

their lived experiences and concerns and get tailored
support, whether that was individual requests for

RHéR ERBR y,,&4 6 '"6 6EXB# # KéRz,K b,K
EquityFest, 2021), or active support to mitigate

disruptions to routine and activities in group homes
(maintaining quality of life in some ways) (SLHD

Disability Inclusion & Strategy Manager, EquityFest,

2021). As such, OMT’s work puts into practice SLHD

core principles of patient-and family-centred care,

as described by another practitioner: “we’ve actually
individualised care and tried to meet the diverse

needs of families to the best we can in a really

challenging time and I'm pretty proud of the way

it worked out” (i13).
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Unaccompanied minors (12-16 years old) were

96

rpavirtual overview of care in the Canterbury-
Bankstown Local Government Area during
the period of the Delta Variant outbreak

There was no interruption to RPA Virtual Hospital
(rpavirtual) patient care during the periods of high
COVID-19 community transmission and suburb
lockdown in the Canterbury-Bankstown Local
Government Area. This included the provision

of in-home nursing care and palliative care, and
COVID-19 care and monitoring. A total of 5,528
patients residing in the Canterbury-Bankstown
LGA received clinical care from rpavirtual during
the period of the Delta Variant outbreak, 15 June
to 25 November 2021. There were 51,673
Occasions of Service.

Virtual Care Centre

Overall total of 4,914 patients received virtual
care with 37,068 occasions of service —main
cohorts:

3,572 COVID-19 positive patients isolating
at home

878 COVID-19 positive patients in quarantine

85 COVID-19 negative patients in
quarantine receiving clinical care,
included 20 pregnant women receiving
antenatal care

13 Patients received Virtual Fracture
Clinic care

Sydney District Nursing

Overall total of 614 patients received in-home
nursing care with 14,605 occasions of service —
main cohorts:

268 General Community Nursing (wound
care, catheter care, etc) patients

191 Palliative Care patients

109 Hospital in The Home patients

81 patients who received any rpavirtual care
in this period completed a Patient Reported
Experience survey.

20% (n=16) of respondents spoke a LOTE at home.

99% (n=80) of respondents rated the care they
received as ‘excellent or good’ and one patient
rated the care they received as ‘fair or poor..



% YK, %Z %é B AK Z} ,yERER A%a B,$$ % Z} Ré%ZKéRA
The Aboriginal Response Team established a KOORI
vaccination clinic in a local space well known to the
R,$$ % Z} 6...64yéK% _ F( ,yEREO A%A& ,Z éK Zé$H,KAK}
pop-up clinics in Marrickville and Redfern. MVCs,
or ‘mini hubs’ as one practitioner called them, were
organised for people in group homes and in RACFs,
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Gaining public support for response measures

is a two-way process that involves clear messages,
delivered via appropriate platforms, tailored for
diverse audiences, and shared by trusted people
(Hyland-Wood et al., 2021, p.). Hence translation

is not enough, and appropriate dissemination came
up as an issue, as described by this expert from the
community sector:;

Having a police presence in a community of

people who historically probably don’t have good
relationships at all with the police, is not necessarily
going to foster that kind of sense that we're all in this
together and we all need to do our bit to kind of keep
transmission down [...] If you're partnering with local
services and local community leaders who are the
ones who are actually kind of helping you with that
messaging and everything, you're going to have

a much different outcome (i5)

“You need community leader endorsement” a manager
in multicultural health commented. For example,

a focus group described existing programs like
volunteer “community educators” to disseminate
COVID-19 advice and gather information about
community concerns (FG Refugee health). A similar
effort was deployed in the Aboriginal response team
with information videos on testing/isolation featuring
local Aboriginal community members (SLHD, Director
Aboriginal Health EquityFest, 2021) .

Another key challenge from an equity perspective
arose when people who were effectively
disadvantaged and/or marginalised were not able
to access the targeted network of support and

100

101



Consultation with key informants revealed other
elements of SLHD’s equity-focused response

to broader service disruption. We provide a brief
shapshot of this response below.

K,v 8% +é| b é& Ad8 Z , %A R HH,KZ Z, RéKv Ré& "R&KR
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6.1 Risks and consequences of COVID-19 infection

COVID-19 infection exacerbates existing inequalities Determinants and outcomes
Vé'g‘[nRang be’EV\ieceEn (Sro; Es~an$f:l Ageoar:a pglc alzeg S,Z $a In aﬁgzi&'i&%ntg hysical health impacts, including
R Vb aefEth 2£ca ra R LBE L, Se] € }ga fTF#0'8 %YeRZ ,% RA'RER 46E% Zé4
negative and probable major, long-term negative,
impacts on health equity.
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to continue to affect health equity into the future:

' °<B A%& +é| b & w,K

“"}HéR ,y w,K &é%Z Eé&d AR yK,%Z %é A%& éRRé%Z A
work, including hea