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Action for Equity: A Sexual and Reproductive Health Plan for Melbourne’s West 2013-2017,
incorporates primary prevention and service coordination initiatives that work to achieve
health equity. Action for Equity’s success relies heavily on well-functioning, effective
partnerships between member organisations and individual practitioners within these
organisations. A social network analysis approach to longitudinally evaluate the partnership
was used in 2014 (wave 1), 2015 (wave 2) and 2017 (wave 3) to analyse and measure the
partnerships, relationships and practice connections between stakeholders at an
organisational and individual level. The evaluation also measures and analyses the
strengths and weaknesses within the Action for Equity partnership to inform practice
knowledge and effective innovation with the partnership and how it functions. This report
provides findings from three survey waves (2014, 2015 and 2017).
In summary, the organisational evaluation found that:












Women’s Health West’s role as the lead agency was identified as the top key enabler
of the partnership consistently over the three year longitudinal evaluation. The other
two critical enablers that were consistently identified over the three years, were
senior leadership engagement and organisational commitment to sexual and
reproductive health, as well as resources and funding.
There was growing commitment and willingness from organisations over the three
years to invest in Action for Equity objectives, should they have additional resources
to do so.
All organisations were nominated across the three survey waves as ‘most crucial’ to
the success of Action for Equity, which shows the inclusive and distributed nature of
the partnership network.
There is one central health service organisation that every partner nominated as
contributing most to the Action for Equity partnership, and a few organisations that
have four and more nominations from other partners. This indicates a wellfunctioning partnership where almost all organisations are contributing to it, which is
a shift from a strong centralisation around one health service in 2015.Difference of
opinion has consistently remained low among Action for Equity partners across the
three waves; when differences of opinion do occur between organisations they most
typically occur across sectors (i.e. between health services, local and state
government and statewide services).
There is strong recognition and agreement between partners of the support they
provide and receive from others in the partnership relating to resources, planning and
support for sexual and reproductive health. However, there are strong disparities
between organisations about the provision and receipt of other support, with
organisations underestimating the support they received from partners.
There is a higher community need among women who require access to abortion,
people who inject drugs, people in prison and street sex workers than investment
among partners (2015 and 2017), which indicates that some highly disadvantaged
and stigmatised communities still receive inadequate health programs and services.

In summary, the individual practitioner evaluation found that:


There is a strong level of personal support for the Action for Equity plan and
objectives. Those in managerial positions had a greater capacity to influence work
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within their organisation that aimed to increase sexual health and reproductive health
and human rights. This was a consistent evaluation finding.
In 2017, health service organisation workers are the most chosen people that others
collaborate with in the Action for Equity partnership. In particular, this revolves
around three to four key individuals. However, there is an overall cohesiveness and
connectedness among members
In 2017, with the exception of one person, every practitioner is identified by at least
one other person as ‘most crucial to the success of the partnership.’ This is a
consistent finding across the three waves and indicates that everyone is considered
crucial and fundamental to the success of Action for Equity.
In 2017, who people go to for important information and advice is strongly centred on
two individuals who are employed by ‘health services,’ which suggests strong
efficiency. Interestingly, it seems without these two key people there is little or no
advice occurring between other individual practitioners in the partnership.
There had been stable, low rates of identified difference of opinion across the
partnership and the three survey waves; where there are differences of opinion, the
vast majority is across different sectors with differences occurring between
‘government’, ‘health services’ and ‘statewide’ organisations.
In 2014, there were three to four highly-nominated people who were identified as
‘contributing most to progressing the Action for Equity partnership’, all of whom were
from health services. In 2015, as the Action for Equity partnership and plan became
more established, this network became more centralised around one specific
practitioner, which meant that there was a single, central person coordinating much
of the work for Action for Equity. In 2017, there is a return to a more distributed
contribution from a range of people, which is a positive network finding.
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Action for Equity: A Sexual and Reproductive Health Plan for Melbourne’s West 2013-2017
is Victoria's first comprehensive regional plan to integrate sexual and reproductive health
promotion actions. Action for Equity is a four-year plan for Melbourne’s west that
incorporates primary prevention initiatives that work to redress the social determinants of
poor sexual and reproductive health in order to achieve health equity. The plan integrates
long-term strategies across a range of settings and sectors to generate and maintain the
social and cultural change needed to achieve optimal sexual and reproductive health
through a regional partnership approach, the sharing of resources and knowledge, and a
common planning framework.
The plan’s implementation is overseen by a regional reference committee, which is made up
of senior managers from fourteen partner agencies. These include organisations within the
community and women’s health sector, local government, Aboriginal community-controlled
organisations, ethno-specific organisations, and statewide and specialist sexual and
reproductive health services. Women’s Health West is the lead agency for this work across
Melbourne’s western region.
The research questions that inform the partnership evaluation are:


Does a regional plan strengthen and formalise integrated partnerships and health
promotion practice to improve sexual and reproductive health outcomes for
communities in Melbourne’s west?



What attributes, specific to organisations and individual practitioners, support joint
health promotion planning, activities, resource sharing, increased communication and
buy-in for sexual and reproductive health in Melbourne’s west?

This report provides longitudinal evaluation data from three time series, this includes data
from a 2014 (wave one), a 2015 (wave two) and a 2017 survey (wave three). Action for
Equity is also underpinned by a rigorous evaluation strategy that measures the plan’s
process, impact and outcomes against its goal, objectives and strategies. These evaluation
findings are measured via different but interrelated processes.
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Social network analysis focuses on the ‘relationships among social entities, and on the
patterns and implications of these relationships’ (Wasserman and Faust 1994, p. 3). A
network consists of a set of relations (or arcs) among a set of actors (e.g. people or
organisations) (or nodes). More detail is found in Figure 1.
Figure 1: What is Social Network Analysis?
Social network analysis focuses on the ‘relationships among social entities, and on the
patterns and implications of these relationships’ (Wasserman and Faust, 1994: p3)
Notice this is a specific question

Example: ‘Who do you admire?’
Relations, arcs, ties (edges)
Friendship
Trust/advice
Transactions
Trade
Wars

Actors or nodes or vertices
People
Football teams
Organisations
Countries
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Social network analysis is concerned not just with social network ties, but also the interaction
of social ties and individual attributes. This allows us to answer why some actors might be
more or less central in a network than others. In social networks the nodes are ‘actors’ that:


Have qualities (attributes, behaviours, attitudes, personalities)



Have motivations, including motivations to select social partners to ‘optimise’ their
social structural locations (social selection)



Are subject to influence (contagion) from network partners (social influence)



Have individual outcomes and, ideally in this work, collective regional outcomes

Networks, or in this instance a regional partnership, can shape the behaviour of individuals
and organisations.

The survey contained questions about both individuals and organisations. The three surveys
included in this evaluation report included questions relating to attributes, partnerships and
programs and resources that are provided by individuals and organisations within the Action
for Equity partnership. For the individual-level questions, people respond on behalf of
themselves and their own personal views on a range of topics. For organisations, individuals
respond as ‘informants’ on behalf of organisations (‘from an organisational perspective’) as
opposed to their own views. This evaluation report focuses on the findings of wave three
(2017) and how this compares to the evaluation findings of the 2015 (wave two) and 2014
6

(wave one) surveys. The next section presents responses to individual questions in the
survey. Results from the organisational-level questions follow this.

Participant response details are provided in Table 1. Of the 23 individuals invited to
participate, 15 completed the survey, which is a response rate of 65 per cent. All analyses
on individual responses presented in this report relate to these 15 individuals only.1
Table 1: Number of individuals that were invited to participate compared to those that
responded to the Action for Equity survey
Invited

Participated

23 people

15 completed surveys

13 organisations

11 organisations

2 statewide services

1 statewide services

4 health services

4 health services

7 state or local government

6 state or local government

Two individuals from each Action for Equity partner organisation were nominated to take part
in the survey. The participating individuals and organisational members were named in the
survey and any survey participants could nominate any of these individuals and their
organisations as network partners. The results presented in this report only examine social
networks among participating members, excluding members who did not complete the
survey from the social network. This applies for both individual participants and
organisations.
Missing data is a key consideration in network research, potentially more problematic that in
other survey research because of the interest in an aerial view of the system of relationships
between people. It is standard practice in social networks to exclude non-respondents or
non-related actors and networks, known as network boundary specification (Kossinets
2006). It is preferable that all individuals and organisations participate so that all voices can
be heard, allowing for a more thorough perspective of the Action for Equity partnership.
However, roughly two-thirds (65 per cent) of individuals participated, which means the data
is reasonably representative. This is comparable to the participation rates in wave 1 (68 per
cent) and wave 2 (74 per cent).

1

For the survey data there were more than 15 participants from Action for Equity who provided some
data. However, the level of information provided by these participants was very low and so their
responses were excluded. Keeping a consistent set of respondents makes comparisons across
various analyses more meaningful.
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The number of people seen as involved in Action For Equity (as measured by the number of
people invited to participate in these surveys) decreased over time from 31 (wave 1), to 27
(wave 2) and to 23 (wave 3). The number of partner organisations involved in the
partnership also decreased.
Of the individuals who participated in the research in 2017, 87 per cent (n=13) identified as
being female, while 13 per cent (n=2) identified as being male. Of these partners, 47 per
cent (n=7) were project workers or officers, 40 per cent (n=6) were managers of a team or
department, and 13 per cent (n=2) were coordinators who supervise staff.
Action for Equity’s governance structure comprises of a senior leadership committee of
senior managers and coordinators who drive the strategic direction of the plan’s
implementation, and project specific working groups that comprise of project workers and
officers. Of those who participated in the 2017 survey, 40 per cent (n=6) stated that they
regularly attended Action for Equity partner meetings, while the remaining 60 per cent (n=9)
stated that they did not.
Finally, experience in sexual and reproductive health was measured among partners with
the findings showing that individuals range from having no experience (0 years) up to 20
years of experience. On average, individuals in the Action for Equity partnership have almost
4 years of experience. In wave 2 (2015) the average years of experience in sexual and
reproductive health was 4 years, while in 2014 it was higher at 5 years. This suggests that
more experienced people are leaving the partnership via a change of role or employer2,
because the wave 3 survey was approximately 18 months after the wave 2 survey.

2

Or at least not participating in this survey.
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Partners also reported on behalf of their organisation. There was an 85 per cent
organisational response rate (n=13). Where more than one person responded for an
organisation, attitude data was averaged, and social network analysis data was added (i.e. if
one of two people said there was a tie, a tie was included). In the end, we have a network of
11 organisations with non-respondent organisations excluded.
Table 2: Participating organisations in the 2017 survey
Invited (13)

Participated (11)

2 Statewide

1 Statewide

5 Health services

4 Health service

6 State or local government

6 State or local government

In 2014, the Action for Equity partnership consisted of 18 partners, in 2015 there were 14
partners and in 2017, this had dropped to 13 partner organisations. This is in part due to
disbanding of Medicare locals in 2015.

Figure 2 asks partners to rate their organisation’s level of investment in Action for Equity. Of
the 11 organisations, we can see a significant variance between types of organisations and
their level of investment in Action for Equity. For example, state and local government score
between 3 out of 10 (10 ranked the highest level of investment), to as high as 10 out of 10 in
relation to organisation investment in the partnership. Health services (including women’s
and community health) indicated a stronger level of investment in Action for Equity overall,
possibility due to stronger alignment with this health topic, and the nature of their health
promotion priorities and practice. When this level of organisational investment is averaged
across each of the sectors, local and state government organisations and statewide services
scored an average of 6 out of 10 respectively, with health services scoring eight out of ten
regarding their level of organisational commitment.
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Figure 2: Level of investment of organisation in Action for Equity by organisation type

In 2017, a range of partnership networks between 11 organisations were measured. The
network diagrams that follow provide longitudinal comparisons between the three surveys
(2014, 2015 and 2017).
This section of the report presents a range of social networks, or relationships between
organisations, within the Action for Equity partnership, with comparative networks for wave 1
(2014) and wave 2 (2015) presented first, followed by the wave 3 (2017) network.
Discussion of the findings of wave 3 (2017) networks are detailed first, followed by a
comparison.
Note that in wave 1 (2014), Melbourne’s western region had three Medicare Locals. These
organisations were replaced, due to Commonwealth Government changes, by one primary
health network in 2015, which was clustered with women’s and community health under
‘health services’ to ensure the de-identification of this evaluation data.
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Table 3: Action for Equity partner organisation’s internal and external enablers
Mean
2014

Mean
2015

Mean
2017

A lead agency that supports partnership collaboration

7.9

8.1

8.4

Senior leadership and commitment to sexual and reproductive
health in your organisation

7.1

7.4

7.5

Resources and funding

7.6

7.7

7.4

Sexual and reproductive health is a priority in your
organisation’s integrated health promotion or municipal public
health plan

6.9

7.5

7.3

Professional development and capacity building that support
sexual and reproductive health promotion practice

6.9

6.5

7.2

State and/or federal government leadership and policy relating
to sexual and reproductive health

7.0

6.4

7.1

Valid N

(n=12) (n=10) (n=11)

Table 3 shows what partners report as the key internal and external organisational enablers
for Action for Equity. Having Women’s Health West as the lead agency was identified as the
top key enabler consistently over the three year longitudinal evaluation, and this increased
from 7.9 in 2014, to 8.1 in 2015, to 8.4 2017. The other two key enablers that were
consistently identified as the second and third most critical enablers over the three years
were senior leaders and organisational commitment to sexual and reproductive health, as
well as resources and funding.

Organisations were asked which of the Action for Equity objectives they would contribute to
if they had additional resources, with the ‘yes’ column indicating the number of partner
organisations that responded in favour of this objective. Table 4 compares survey responses
of the three waves – 2014, 2015 and 2017.
In 2014, the highest ranking objectives to receive additional support should organisations
have additional resourcing were working with young people, and working with refugee and
migrant communities, and working with women in sex industry received the lowest level of
support. In 2015, the highest ranking objective was work designed to redress poor health
outcomes for people in and coming out of prison. In 2017, the highest ranked objective
changed again to health promotion activities that work with Aboriginal and Torres Strait
Islander young people, followed closely by developing a trained and skilled workforce and
increasing affordable condom access.
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Note that the number of organisations that participated in Action for Equity decreased each
year, hence, the fact that some numbers increase over time indicates growing commitment
and willingness from organisations to invest in these objectives should they have the
resources.
Table 4: Number of organisations that would invest in Action for Equity issue if the
organisation had additional resources
Topics Action for Equity partners would invest in if their
organisation had extra resources

Yes
2014

Yes
2015

Yes
2017

Increase access to affordable contraceptives and fertility control

3

4

4

Influence and inform systemic policy and legislative reform that
promotes equity, social inclusion and non-discriminatory cultural norms

-

4

5

Undertake organisational policy and practice reform to foster
environments that respect and uphold sexual rights and gender diversity

3

5

6

Develop a trained and skilled workforce by increasing understanding of
sexual and reproductive health promotion theory and practice

3

5

7

Increase community education and capacity building efforts to foster
sustainable school environments in which young people have the
opportunity to gain knowledge, skills and resources they need for
healthy relationships and sexual choices

4

6

6

Increased community education and capacity building activities to
improve the sexual health of Aboriginal and Torres Strait Islander young
people

2

5

8

Increase access to and the delivery of culturally appropriate sexuality
education for young people from migrant and refugee backgrounds

4

5

6

Increase community education and capacity building activities to
holistically redress the social factors that cause poor health outcomes
for people in and coming out of prison

2

8

3

Increase culturally appropriate and responsive cervical screening
service delivery and coordination throughout Melbourne’s west

3

4

6

Deliver health promotion programs that promote the sexual and
reproductive rights of people with a disability

2

4

4

Research, monitor and evaluate the experiences of women in the sex
industry in the west to inform strategies that reduce discrimination and
violence, increase social inclusion and equitable access to social
resources and service provision

1

6

2

Increase inter-sectoral collaboration on the social determinants of health
and wellbeing through communicating to various sectors their role in
sexual and reproductive health promotion

3

6

4

Increase communication and social marketing via social media to
ensure condoms are accessible and affordable and raise awareness of
safe sexual practices

3

5

7
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The following networks show partnership ties between organisations that are selected as
most crucial to the Action for Equity partnership across the three survey waves.
Figure 3: Network by organisation type for ‘which organisations are most crucial to
the success of the Action for Equity partnership?’

2014
Government
Statewide
Health service
Medicare local

2015
Government
Statewide
Health service

13

2017
Government
Statewide
Health service

In figure 3 for 2017, all organisations are nominated, and there is relative evenness among
partner organisations who are seen by others as most crucial to Action for Equity. This
finding indicates that all organisations are seen to have a strong role in the partnership, and
that as a regional partnership, all member organisations recognise the value of other
organisations. A further promising finding is that there is consistency within this partnership
network when compared to the 2014 and 2015 findings. Indeed, the network shows the
inclusive and distributed awareness among partners that partner organisations are crucial for
the success of Action for Equity.
Notably, this relatively even network is quite different when compared to the individual
networks in the second section of this report that show which practitioners are ‘most crucial’
to the success of Action for Equity. In the individual practitioners’ networks, there are two
highly selected individuals from health services, and a handful of other moderately selected
practitioners.
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These three networks show partnership ties between organisations who are deemed to
contribute most to Action for Equity.
Figure 4: Network by organisation type for ‘which organisations contribute most to
progressing work as part of the Action for Equity partnership?’

2014
Government
Statewide
Health service
Medicare local

2015

Government
Statewide
Health service

15

2017

Government
Statewide
Health service

In figure 4, which shows the 2017 ‘organisations which contribute most’ to the Action for
Equity partnership, every organisation except one is selected by at least one other
organisation.
There is one clear and central health service organisation that every other organisation
nominates as contributing most, and a few other organisations that have four and more
nominations from partner organisations. This suggests that in 2017, one organisation is
providing a significant contribution to the partnership, while there is also some distribution
among the remaining organisations, which indicates a well-functioning partnership where
almost all organisations are contributing to the partnership.
There is relative consistency across the life of the partnership regarding which organisations
contribute most to the partnership, though in 2015 there was a greater selection of one
particular health service organisation within this network. This finding, coupled with that of
the 2017 network is not surprising, given that Action for Equity has a lead agency, Women’s
Health West, whose role it is to coordinate the partnership and hence has an authorised role
to contribute significantly to the effective and successful delivery of the partnership and
regional plan.

16

Figure 5 shows the three survey wave (2014, 2015 and 2017) results on the topic of which
organisations have differences of opinion.
Figure 5: Network by organisation type for ‘which organisation is your organisation
most likely to have a difference of opinion with in relation to how to progress work as
part of the Action for Equity plan?’

2014
Government
Statewide
Health service
Medicare local

2015
Government
Statewide
Health service

17

2017
Government
Statewide
Health service

These three networks indicate that differences of opinion between organisations typically
occur across sectors, which is likely due to different sectors’ goals, processes and
mandates.
For 2017, differences of opinion between organisations show similar results to differences of
opinion between individuals. Opinions differ between government and health services, which
is where the largest number of differences occur.
There are also differences between government and statewide services, and between health
services and statewide. Differences of opinion occur among health services but interestedly
there is no differences of opinion between state and local government.
However, there are few ties within these networks when compared to others, which indicates
a high level of unity and reflects well on the partnership.
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Women’s Health West is the lead agency for the Action for Equity partnership and action
plan, as well as another regional strategy that works to prevent men’s violence against
women, known as Preventing Violence Together. These networks represent the partnerships
between organisations in Preventing Violence Together.
Figure 6: Network by organisation type for ‘which organisations does your
organisation collaborate with as part of the prevention of violence against women
regional partnership Preventing Violence Together?’

2014

Government
Statewide
Health service
Medicare local

2015

Government
Statewide
Health service
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2017

Government
Statewide
Health service

In 2014, the social network evaluation explored and found that previous organisational
collaborations in Melbourne’s west as part of Preventing Violence Together had supported
collaboration in the Action for Equity partnership.
Figure 6 reveals relative consistency of this collaboration over the three waves and
demonstrates that previous working relationships between organisations are important to
Action for Equity, as there is very high connectivity between most organisations on this
partnership.
What is notable is that there is one statewide and one health service organisation that were
less connected to other organisations on these prevention of violence partnerships, and that
as such these two organisations might have less of a shared history working in collaboration.
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There were many collaboration networks between organisations that were examined. The
distinction was made between collaborations in which organisations provided support to
other organisations, and instances where organisations received support and other
resources from other partners. The specific questions are listed below.
Collaboration networks (to others):


Your organisation provides resources to another partner (i.e. evaluation funding, staff
time through in-kind support)



Your organisation supports another partner’s planning processes (e.g. integrated
health promotion plan or municipal public health plan)



Your organisation supports another partner’s sexual and reproductive health
program, project or service delivery (i.e. through working group participation



Your organisation provides other support

Collaboration networks (from others):


Provides resources to your organisation (i.e. evaluation funding, staff time through inkind support)



Supports your organisation’s planning processes (i.e. integrated health promotion
plan or municipal public health plan)



Supports your organisation’s sexual and reproductive health program, project or
service delivery (i.e. through working group participation



Supports your organisation in other ways

Attributes of organisations:


Type of organisation (i.e. statewide, government, health service)



Investment in Action for Equity (scale from 0-10)

The networks are presented in pairs for the 2017 survey only, which show the giving and
receiving of support, resources, and other collaborative practice between partners. This
provides important insight into how these networks are seen from all partners’ perspectives.
In theory, the lines in these networks should be identical – except only that the arrowheads
should be in the opposite direction. Where this is evident, it demonstrates that partners
understand and acknowledge where they are giving support, advice, and resources – as well
as where they receive this from other partners.
In practice, these networks are not identical, and the nature of these differences between
networks provide important insights into whether partners are or aren’t being acknowledged
for providing as well as receiving support, advice and resources from one another. The
networks presented below are only those from 2017. However, some discussion of previous
networks is written here, and the 2014 and 2015 networks that relate to collaboration
between organisations can be found in the two previous evaluation reports, Action for Equity:
A sexual and reproductive health plan for Melbourne’s west 2013–2017, evaluation report 1
(2015) and Action for Equity: A sexual and reproductive health plan for Melbourne’s west
2013–2017, evaluation report 2 (2016).
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Figure 7 shows the 2017 organisational networks of partners giving and receiving resources
from one another in the Action for Equity partnership.
Figure 7: Resource collaboration networks for organisations (providing and receiving)
for 2017
Provide resources to

Government
Statewide
Health service

Receive resources from
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Figure 7 shows that while there are minor differences between the two networks,
organisations are equally as likely to acknowledge the receipt of resources from other
organisations, as they are to state that they provide others with resources. This is positive for
the Action for Equity partnership, as it indicates that organisations are cognisant of the
resources they are being provided by others.
The networks are relatively distributed, which indicates that almost every organisation has
resources to provide and share with other partners. However, there is some government and
health service organisations that are providing resources to many partners.
Compared to the 2015 results, there is much more alignment between what organisations
state that they provide and receive in relation to resources. This indicates that there is a
greater awareness and appreciation of the resources that are provided by others –
something that was less prominent in the 2015 findings.

Figure 8 represents two networks that depict support for planning processes within the
Action for Equity partnership. There is relative agreement between organisations regarding
planning, which suggests mutually agreed-on planning support. Again, this is a positive
finding for the Action for Equity partnership as it shows reciprocity and recognition of the
collaboration and support provided and received by multiple organisations within the Action
for Equity partnership.
For these planning support networks, there seems to be greater alignment in 2017
compared with 2015, and 2014, which indicates that the partnership has strengthened and
matured with clear understanding about what partners provide and receive from one
another.
Figure 8: Planning collaboration networks for organisations (providing and receiving)
in 2017

Provide support to
Government
Statewide
Health service
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Receive support from

The following networks represent program and service delivery collaboration between Action
for Equity partners.
Figure 9: Program, project or service delivery collaboration networks for
organisations (providing and receiving) in 2017
Provide support for sexual and reproductive health programs and services

Government
Statewide
Health service
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Receive support for sexual and reproductive health programs and services

Figure 9 shows reasonable alignment between the provision of partner support and an
awareness of support provided by partners for sexual and reproductive health program and
service delivery in 2017, which is a positive partnership finding.
In fact, it appears that organisations are more likely to acknowledge the receipt of sexual and
reproductive health program and service delivery support, than they are to claim that they
provide support to other partners. This is an unusual social network finding; it highlights that
organisations are appreciative and highly aware of the support others provide to their
organisation. One exception is the statewide organisation that claims to support three
organisations on their sexual and reproductive health planning, but is not nominated by
these organisations as providing support. Compared with 2014 and 2015 data, these
network findings remain consistent, with no significant variations.

Figure 10 shows two networks that represent other support provided to and from
organisations within the Action for Equity partnership.
Unlike the other collaborative networks in 2017 that are strongly aligned, there are significant
disparities between these two networks as shown in figure 10. Organisations indicate that
they provide a greater level of ‘other support’ to organisations in the Action for Equity
partnership, than they acknowledged receiving from other organisations.
In the sexual and reproductive health network the reverse was true. This might be that
organisations classify their assistance to partners in different ways. It might also be that
‘other resources’ are not as clearly defined within the partnership, as other types of support
and resources.
These networks are similar to the 2015 survey data, where there were strong disparities
between organisations’ perceptions of the provision and receipt of other support, with
organisations under-estimating the support they received from partners.
Thus, it appears that further clarification and agreement about what constitutes ‘other
support’ might be required within the Action for Equity partnership to ensure effective
collaboration.
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Figure 10: Other support collaboration networks for organisations (providing and
receiving) in 2017
Provide other support
Government
Statewide
Health service

Receive other supports
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Figure 11 represents the disparities between Action for Equity partners’ perceptions of
community need in Melbourne’s west, compared to their organisational investment. Notably,
women’s access to abortion, people who inject drugs, people in prison and street-based sex
workers have the highest community need, when compared to the level of support provided
by Action for Equity partners. This finding was consistent with the 2015 survey, which found
that some highly disadvantaged and stigmatised communities still receive inadequate
organisational commitment and investment.
Figure 11: Action For Equity objectives - organisational commitment versus
community need
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A number of questions specifically related to the Action for Equity objectives (i.e. women’s
access to abortion). Responses are summarised below in Figure 12.
Figure 12: Please indicate the degree to which you personally support work designed
to increase the human rights and sexual and reproductive health of the following
communities (wave 3, 2017)

Figure 12 outlines the degree to which practitioners support specific objectives within Action
for Equity that are designed to increase the human rights and sexual and reproductive health
of specific communities. Project workers indicated full support for all eight objectives in the
regional plan. Managers and coordinators indicated their full personal support for work with
GLBTIQ and Aboriginal and Torres Strait Islander communities, with lower support reported
for work with people in prison, street-based sex workers and people who inject drugs.
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Figure 13: Please indicate the degree to which you have the capacity to influence
work within your organisation that is designed to increase the human rights and
sexual and reproductive health of the following (wave 3, 2017)

Figure 13 provides an overview of practitioners’ capacity to influence work within their
organisations in relation to the Action for Equity objectives. Not surprising, those in
managerial positions have greater capacity to influence work within their organisation aimed
to increase sexual and reproductive health and human rights. This has been a consistent
finding over the three surveys (2014, 2015 and 2017) and hence would suggest that the
Action for Equity governance that includes a senior leadership structure with quarterly
meetings is key to the successful governance and implementation of the regional action
plan.
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Table 5: Mean scores for ‘capacity to influence’ by Action for Equity objective for
2014, 2015 and 2017
2014 mean

2015 mean

2017 mean

Gay, lesbian, bisexual,
transgender, intersex
and queer communities

7.1

7.2

7.4

Aboriginal and Torres
Strait Islander
communities

7.5

6.8

6.6

Refugee and migrant
communities

7.9

7.9

6.6

People with a disability

7.2

7.1

Women’s access to
abortion

5.9

4.9

People who inject drugs

6.1

5.7

Street sex workers

4.9

4.8

People in prison

5.8

5.0

6.0

5.0
4.5

3.6

3.4

Table 5 details the mean scores for practitioners’ capacity to influence sexual and
reproductive health work across eight population groups included within the Action for Equity
plan. In 2014 and 2015, work with refugee and migrant communities scored the highest in
relation to practitioner’s capacity to influence. In 2017, work with GLBTIQ communities
ranked the highest.
In 2017, the capacity to influence work with people in prison ranked the lowest with a score
of 3.4, which is the lowest any topic has ever scored across the three surveys. These
findings also suggest that practitioners have less capacity to influence work with population
groups that experience increased health inequities and social and cultural stigma and
discrimination – such as people in prison, street-based sex workers, people who inject
drugs, and women who access abortion.
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This section of the report presents a range of social networks or relationships between
individual practitioners in the Action for Equity partnership, with comparative networks for
wave 1 (2014) and wave 2 (2015) presented first, followed by the wave 3 (2017) network.
Discussion of the findings of wave 3 (2017) networks are detailed first, followed by a
comparison.

The following network images reflect individual-to-individual collaboration ties in Action for
Equity.
Figure 14: Network by organisation type for ‘which people do you collaborate with
most in order to progress work as part of Action for Equity (e.g. work jointly on
activities or projects?)’

2014

Government
Statewide
Health service
Medicare local
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2015
Government
Statewide
Health service

2017
Government
Statewide
Health service

In 2017, health service organisation workers are most chosen as people that others
collaborate with in the Action for Equity partnership – in particular, this revolves around three
to four key individuals. However, there is an overall cohesiveness and connectedness
among members, and each person is connected into the one network cluster, rather than
subgroups of collaborators. This finding demonstrates collaboration among all Action for
Equity members.
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It is clear from Figure 14 that in 2015, there was strong centralisation around one key
individual, that is, one person that many people were collaborating with in the Action for
Equity partnership. Whereas, in 2014 and 2017, the collaboration network is less centralised,
and thus more distributed. However, it is clear in all three waves that one person is key
within the collaboration network. This may be indicative of the lead agency role of Women’s
Health West and their staff who are responsible for coordination of the partnership.
Having a central person that everyone interacts with has efficiency gains in that everyone is
receiving the same information from one person who is important to the overall partnership
and its functioning. Notably, in 2017 there appear to be two people from ‘health services’ that
work across sectors with ‘government’ and ‘statewide’ services. This indicates that there is
some protective redundancy built into the partnership should one of the key people be
unavailable or leave. This is a positive shift in the Action for Equity partnership since the
2015 survey findings, which indicated a highly centralised partnership network around one
key practitioner.

Figure 15: Network by organisation type for ‘Which people are most crucial to the
success of the Action for Equity partnership?’
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Statewide
Health service
Medicare local

33

2015

Government
Statewide
Health service

2017
Government
Statewide
Health service

In 2017, with the exception of one person (who might be very new to the group), every
person was identified by at least one other person as ‘most crucial to the success of the
partnership.’ This indicates that everyone is considered crucial and fundamental to the
success of Action for Equity. This is highly positive and highlights partners’ appreciation and
acknowledgement of one another. When comparing this ‘crucial’ and ‘collaborative’ network,
it is clear that the ‘crucial’ network has more connections between people (i.e. has a greater
network density). This indicates that although individuals might not personally collaborate
with one another, they appreciate and acknowledge the efforts of others in the Action for
Equity partnership.
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Across all three waves, almost everyone is selected by at least one other person as crucial
to the Action for Equity partnership. In the 2017 survey responses, it appears that this
network has less ties. This might be due to the fact that there were less people who
participated in the survey. However, looking at the number of incoming ties for key people
(i.e. arrows pointing towards a node), there are fewer key individuals in the 2017 partnership
who are seen as ‘most crucial to the success of the partnership’ compared to the 2014 and
2015 networks (where we can see more people with five or more partnership nominations
from their peers). This suggests that in 2017, partners in the Action for Equity partnership
now deem a smaller number of people as being most crucial to the success of the Action for
Equity partnership.

This network represents the selection of people who provide important information and
advice within the Action for Equity partnership.
Figure 16: Network by organisation type for ‘who do you go to for important
information and advice relating to the Action for Equity partnership?’

2014

Government
Statewide
Health service
Medicare local
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2015

Government
Statewide
Health service

2017

In 2017, who people go to for important information and advice is strongly centred on two
individuals who are employed by ‘health services,’ which suggests strong efficiency.
Interestingly, it seems without these two key people there is little or no advice occurring
between other individual practitioners in the network (as in Figure 17 below).
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Figure 17: Network by organisation type for ‘who do you go to for important
information and advice relating to the Action for Equity partnership?’ with two key
nodes from Figure 16 excluded

In 2014, there were a small number of key people who provided information and advice to
many others partners. In 2015, only one practitioner employed in a ‘health service’ was
highly selected by many others as the source of information for the Action for Equity
partnership. In 2017, there is a second person who is a very active advisor and provides
protection to the network should one of these key people leave the network.
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This network represents the selection of individuals who people have differences of opinion
within the Action for Equity partnership.
Figure 18: Network by organisation type for ‘which people are you most likely to have
a difference of opinion with in relation to how to progress work as part of the Action
for Equity plan?’

2014
Government
Statewide
Health service
Medicare local

2015

Government
Statewide
Health service
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2017

Government
Statewide
Health service

Figure 18 highlights that across the three waves, there are much fewer ties than in the other
networks. Where there are differences of opinion, the vast majority is across different sectors
with differences of opinion between ‘government’, ‘health services’ and ‘statewide’
organisations.
In 2017, differences of opinion occur across different sectors and more specifically between
‘government’ and ‘health services.’ Practitioners from health services and government
organisations have also nominated having differences of opinion with the ‘statewide’ service
that participated. However, this is not reciprocated as ‘statewide’ service practitioners do not
nominate having a difference of option with health services and government organisations.
Notably, there are no internal differences of opinion among practitioners that work for state
and local government. However, practitioners from ‘health services’ do select their peers in
other health services as people they have differences of opinion with, as well as with
‘government’ and ‘statewide’ practitioners.
In 2014, it was primarily differences of opinion both within and between ‘statewide’
organisations and ‘health services.’ In 2015, it was practitioners from ‘health services’ who
identified having differences of opinion with practitioners from ‘state and local government.’
In summary, the sectors by which practitioners are identifying differences of option have
varied across the three waves, however, there have been stable, low rates of identified
difference of opinion across the partnership.
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The following networks represent the selection of people who ‘contribute most’ to the Action
for Equity partnership over the three surveys.
Figure 19: Network by organisation type for ‘which people contribute most to
progressing work as part of the Action for Equity partnership?’
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Government
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In 2017, there are two key people who are viewed as contributing most to progressing the
Action for Equity partnership and plan. There are also a small number of other people who
have received multiple nominations from their peers. Interestingly, there are four people that
are not selected by others as ‘contributing most’ to the partnership. In 2015, all partners
were selected by at least one other person, and in 2014 there was only one person who was
not selected by anyone.
Three to four highly nominated people were identified in 2014, all of whom were from health
services, as shown in figure 19. In 2015, as the Action for Equity partnership and plan
become more established, this network became more centralised around one specific
practitioner, which meant that there was a single, central person coordinating much of the
work for Action for Equity. In 2017, there is a return to a more distributed contribution from a
range of people, which is a positive finding, though the network is still more centralised on a
smaller number of people that it was in 2014.
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The evaluation of public health partnerships is a recognised and important part of
understanding the inherent challenges and successes of collective action and how joint
health promotion initiatives can increase health equity for communities. The use of
partnerships as a mechanism to plan and implement health promotion activities is also
recognised as requiring careful planning and specific evaluation mechanisms. The Action for
Equity longitudinal evaluation provides evidence regarding the value of regional partnerships
and core components to this regional partnership success over the past four years.
The evaluation has found that while there has been a decrease in the number of people and
organisations involved in the partnership over time, all those involved in Action for Equity are
seen as critical to the partnership’s success, with an increase in people’s perceptions of the
degree to which they can make real change.
The partnership demonstrates consistently high levels of collaboration between member
organisations and practitioners, despite a high number of staff change over within partner
organisations throughout the three waves (2014, 2015 and 2017). This indicates a growing
level of partnership maturity and that the work is more likely to be embedded within the
partnership as opposed to reliant on one or two specific practitioners.
The Action for Equity partnership has a centralisation of information and advice provided by
a few key practitioners and organisations. Although there are limited levels of disagreement,
when difference of opinion occurs it is most likely among different sectors, which could
indicate that this is structural and due to the different mandates of diverse sectors and
organisations in the sexual and reproductive health field.
Over the four years, the evaluation has consistently shown that a number of core
marginalised and disadvantaged groups – women who access abortion, street-based sex
workers, people in prison, injecting drug users among others – continue to have a higher
level of need, when compared to investment. This provides insight into where investment is
required, and the need for organisations to support work to reduce stigma and discrimination
among communities who experience high rates of sexual and reproductive health inequities.
Over the life of the four year plan, there has remained a strong sense that the lead agency of
Women’s Health West, senior leadership buy-in, and resources are crucial to success of the
partnership, findings that are of relevance to other regional partnerships and action plans.
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