
Fair and just or just fair? Examining models of
government—not-for-profit engagement under the

Australian Social Inclusion Agenda

Gemma Carey* and Therese Riley
Centre for Health and Society, School of Population Health, University of Melbourne, Melbourne 8344 0661, Australia.

*Correspondence to: G. Carey. E-mail: gcarey@unimelb.edu.au

Received on February 6, 2011; accepted on October 1, 2011

Abstract

This paper explores the interrelationship be-

tween two contemporary policy debates: one

focused on the social determinants of health

and the other on social (inclusion) policy within

contemporary welfare regimes. In both debates,

academics and policy makers alike are grap-

pling with the balance between universal and

targeted policy initiatives and the role of local

‘delivery’ organizations in promoting health

and social equality. In this paper, we discuss

these debates in the context of a recent social

policy initiative in Australia: the Social Inclu-

sion Agenda. We examine two proposed models

of engagement between the government and

the not-for-profit welfare sector for the delivery

of social services. We conclude that the two

models of engagement currently under consid-

eration by the Australian government have sub-

stantially different outcomes for the health of

disadvantaged communities and the creation

of a more socially inclusive Australia.

Introduction

We now know that many of the social determinants

of health lie outside the healthcare sector and across

diverse policy areas, such as housing and education

[1–3]. Despite this, the politics of health is often

taken to mean the politics of healthcare [4]. Emerg-

ing research in Canada and the United States has

shown that we need to ask ‘what are the political

and economic determinants of the social determi-

nants of health?’ [5]. This question draws attention

to the relationship between political ideology, wel-

fare regimes and policy decisions regarding which

initiatives government will invest in and how.

Recent trends in health inequalities research dem-

onstrate that welfare states (and the values and ideas

that underpin them) and social policy are significant

determinants of health. Coburn [6, 7] and Navarro

[8, 9] have found that key health indicators, such as

child and infant mortality rates, differ significantly

between different welfare state regime and political

ideologies that underpin them (i.e. neoliberalism).

Conceptually, we can envisage a number of reasons

why this might be so; the welfare state intervenes in

communities at a number of different levels and for

a range of purposes, which impact health. For exam-

ple, to differing degrees welfare states endeavor to:

address poverty and disadvantage through interven-

ing in the structure of society; provide goods and

services to meet the needs of citizens and promote

less tangible ‘goods’ associated with communities

such as social capital, which are important for well-

being. In contrasting the impact of different

approaches to the welfare state on health, Coburn

and Navarro build a case for the overall importance

of the ‘interrelationship’ between the welfare state

and social policy for the health of populations.

In recent times, there have also been a number of

major global and national reports urging governments

to act on health inequalities [1, 10]. The underlying
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premise is that ‘[h]ealth inequalities result from social

inequalities’ [1]. Therefore, the scale of health

inequalities within and across populations could act

as a marker for how fair a society is [1]. To move

closer to a fairer and hence healthier, society both the

Marmot Review in the UK and the WHO Commis-

sion on the Social Determinants of Health urged pol-

icy makers to take a social gradient approach to

action. This approach is based on considerable em-

pirical evidence that demonstrates that a person’s so-

cial position is directly linked to their health status [2];

the higher a person is on the social gradient the better

a person’s health. For policy, a social gradient ap-

proach behooves policy makers to steer away from

focusing ‘only’ on the most disadvantaged popula-

tions. The Marmot Review argues that ‘[i]f the focus

were on the very bottom and social action were suc-

cessful in improving the plight of the worst-off, what

would happen to those just above the bottom or at the

median, who have worse health than those above

them? All must be included in actions to create a fairer

society’ [1]. Hence, a social gradient approach advo-

cates for ‘proportionate universalism’, whereby

investments in initiatives are proportionate to the

needs of particular populations within a universal ini-

tiative [1]. Acting on the social determinants of health

therefore requires a ‘whole of system’ approach. As

Margaret Whitehead et al. argued in their Task Group

report to the Marmot Review that .

[s]trategies that rely just on local interventions will

be insufficient to make a lasting and profound

difference to the patterns of inequality across the

country. Action at all levels of government and

active engagement with civil society and the busi-

ness sector is required over a sustained period of

time (probably a decade or longer) [11].

For Australia, current debates regarding welfare

regimes, social policy and the social determinants

of health are extremely pertinent: in 2007, the newly

elected Labor Government announced its social pol-

icy agenda for welfare state restructuring—the Social

Inclusion Agenda (SIA). At the heart of the Agenda

is the development of a new relationship between

government and civil society organizations. The

same organizations described above as key players

in addressing health inequalities. These organizations

act as important intermediaries between national

agendas and local community needs, delivering wel-

fare and social services to citizens. Consequently,

much of the success of the SIA pivots on the ability

of the Australian government to reform its partner-

ships with these key policy actors.

This paper begins with a critical discussion of

welfare state regimes (i.e. the ideas and values that

underpin and drive welfare states) and health

inequalities (see Table. 1 for a glossary of terms).

We go on to describe the Australian SIA in detail,

particularly the government’s efforts to forge ‘new

and productive relationships’ with civil society

organizations (otherwise known as not-for-profit

organizations) [12]. In doing so, we examine two

models for engagement with the not-for-profit sec-

tor currently under consideration by the Australian

government [13]. These are a ‘choice and competi-

tion’ model and a ‘trust’ model. In critiquing these

two models, we ask ‘which would best serve the

interests of both the SIA and the social determinants

of health?’

Welfare regimes and health inequalities

Factors that influence health, such as income inequal-

ity, lack of housing, social services and access to

education, do not occur in a vacuum [5]. They are

decided upstream, in debates about social services and

welfare. In recognition of this, a number of scholars

are now urging us to examine the political determi-

nants of health [6–9, 14]. To illustrate the importance

of considering the political and economic context of

health inequalities, recent work has focused on dem-

onstrating a link between different types of welfare

regimes and the health status of populations.

Coburn and Navarro demonstrate that key popu-

lation health indicators are linked to welfare regime

structure [6–9]. That is, whether a nation identifies

with a liberal, conservative or social democratic

ideology (this research uses Epsing-Anderson’s

[15] welfare typology to distinguish between styles

of welfare state. Under Epsing-Anderson’s typology,

G. Carey and T. Riley

2 of 13

 by guest on N
ovem

ber 17, 2011
http://her.oxfordjournals.org/

D
ow

nloaded from
 

http://her.oxfordjournals.org/


liberal states issue minimal welfare, while Social

Democratic regimes provide universal and compara-

tively generous benefits. While this typology is

widely used, it has been subject to much scrutiny

because it simplifies diverse and complex approaches

to welfare [16]). Liberal welfare states have been

found to have higher infant mortality rates, a higher

rate of excess low-birth weight babies, higher overall

mortality rates and greater inequalities in the social

determinants of health [6–9, 17].

Coburn and Navarro point to the relationship be-

tween neoliberalism and inequality to explain these

Table I. Glossary

Civil society Civil society is seen as the public sphere that mediates between the individual and the state.

It is said to include social movements, not-for-profit organizations, political parties,

institutions such as schools, and the free market [67]

Individualism Principles of individualism stress the rights, freedom and importance of the individual in

relation to other entities, especially the state. Discourses of individualism are embedded in

neoliberal ideologies: market-logic requires people to be understood as autonomous and

enterprising economic agents who can compete in the free-market [68].

Neoliberalism also known also as the ‘New Right’ or ‘economic rationalism’ [68–70], neoliberalism is

grounded in the belief that if left to operate freely, markets will provide the greatest good to

society. Neoliberal ideologies came to dominate national and global politics over the last

two-three decades.

Mixed economy of welfare In a mixed economy of welfare, the state works with non-state actors, such as private or

voluntary agencies, provide welfare. This arrangement is sometimes referred to as welfare

pluralism [71].

Public policy Refers to the policies, actions, inaction and laws undertaken by governments (for a more

comprehensive discussion see [72])

Social democracy Social democracy views markets as a fundamental source of inequality. The state is

understood to have an obligation to provide goods that markets cannot deliver, or that

markets deliver in an unequal way. A social democractic state is characterized by a strong

government presence in economy and society [31].

Social policy Public policy concerned with social issues and human welfare (see [73]).

Third Way Third Way politics is a framework for policy making which seeks to adapt social democracy

to the current political, economic and social environment. The Third Way makes an appeal

to community as a means of finding an alternative to the free-market principles of

neoliberalism and the strong state of social democracy [31]. It is subsequently characterized

by an emphasis on social cohesion, social inclusion, social capital and human capital. For

a more detailed account of the Third Way, see Gidden’s [31] seminal work.

Third sector The third sector is made up of not-for-profit organizations which are not part of the public or

business sectors. Organizations in the third sector are:1. Formed and sustained by groups of

people (members) to provide benefits for themselves or others, and acting voluntarily

without seeking personal profit.2. Democratically controlled.3. Organizations where any

material benefit gained by a member is proportionate to their use of the organization. [37]

Welfare state While different types (or levels) of welfare state exist, the extent to which a state is

considered to be a welfare state is measured by the degree to which it uses its power

(through politics and administration) to modify the play of market forces and correct

structural of inequality within societies [15]. At its most basic level, the welfare state can be

described as the state’s responsibility for securing a modicum of welfare for its citizens.

Welfare state regime Welfare state regime refers to the politics, power and ideology that both underpin and drive

the welfare state and its related policies. Epsing-Anderson’s [15] seminal work categorizes

welfare state regimes into three ideal types: liberal (modest welfare directed predominately

toward the poor), conservative (marked-based welfare with little state and redistributive

impact) and social democratic (based on principles of universalism which promote equality

at the highest level).
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significant differences. They argue that the global

trend toward neoliberalism (seen under the Thatcher

government in the United Kingdom, Reagan in the

United States and Howard in Australia) has widened

inequality and produced greater inequalities in the

social determinants of health. Neoliberal ideology

accepts social inequality as a necessary by-product

of a well-functioning market [8]. Lynch ([18],

p. 1002) argues that neoliberal ideology reflects in-

dividualist sentiments and fosters ‘a climate of eco-

nomic self-interest by encouraging the view that

those outside immediate family and friends should

perhaps be viewed . as competitors for scare

resources.’ Neoliberalism may therefore negatively

influence a whole range of social determinants, such

as income distribution, trust, social cohesion, social

capital and social participation (see also [19]).

This evolving debate rightly expands the discus-

sion of health inequalities to bring to the foreground

questions of structural inequality and the role of gov-

ernments in promoting or diminishing such inequality

through the mechanisms of the welfare state. Increas-

ingly, this work suggests that the structure of the wel-

fare state is an important determinant of health. For

public health, this presents some important questions:

for the purposes of alleviating health inequalities,

what would an optimal welfare state look like? And

how do, or might, current Australian efforts at welfare

restructuring affect the social determinants of health?

Like the United States, Britain and Canada, the

Australian welfare state is a liberal regime; it favors

residual and means-tested policy, which typically

comes into play when other forms of welfare

(e.g. family and voluntary) fail [20]. However, the

Australian welfare state has always been considered

‘odd’ [20]. While most countries fund their welfare

policies through social insurance schemes, Australia

has used wealth generated through taxation revenue.

For this reason, the Australian welfare state is some-

times referred to as the ‘wage-earner’s welfare state’

[21]. This method of financing welfare has led to the

allocation of a relatively low proportion of overall

government revenue for income support and social

policy. While the social insurance scheme has allowed

social democratic welfare states to introduce universal

income support, Australia has tended to utilize means

testing in welfare policies [22]. Consequently, Austra-

lian welfare policies traditionally target pockets of

need within communities rather than taking a struc-

tural approach to alleviating poverty [23].

While Australia operates within a liberal frame-

work, governments in power and policy approaches

vary over time. Since the 1980s neoliberal

approaches and discourses of individualism have

found strong footing in the Australian system. These

discourses picked up pace in the early 1990s under

the social democratic Labor governments of the time;

the Hawke and Keating governments introduced

a range of macroeconomic reforms, including in-

creased privatization and deregulation. These

reforms were later expanded under the conservative

Howard Government, which placed an even greater

emphasis on the principles of the free market and

individualism [16]. Most notably, the Howard Gov-

ernment utilized unprecedented levels of welfare

conditionality (e.g. mutual obligation policies) [23].

As a result of these growing neoliberal policy

approaches, Australia—like many countries—has

experienced widening inequalities in the social deter-

minants of health [23, 24]. Income inequality in Aus-

tralia is higher than European Union and OECD

averages and has been increasing since 2005 [25].

Moreover, 35% of people in the lowest income quin-

tile report fair or poor health compared with only 7%

in the highest income quintile [25].

The SIA

In response to growing inequality, in 2007, the

Australian Labor Party ran on a platform of increased

equality and social inclusion. Since taking office they

have instigated a broad-scale policy intervention, the

SIA. The SIA articulates the government’s vision for

a more just society, in which ‘all Australians feel

valued and have the opportunity to participate fully

in the life of our society’ [26]. At this early stage, it is

unclear whether the SIA takes a whole of population

approach to improving equity or targets pockets of

disadvantage. At present, many of the initiatives ex-

plicitly labeled as part of the agenda focus on disad-

vantaged groups. These include helping jobless
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families and children, addressing homelessness and

a placed-based approach to areas of highly concen-

trated disadvantage. However, the agenda has also

been explicitly linked with existing policies, which

take a universal approach, including Medicare and

the Australian Human Rights Framework [27]. The

government has also enacted a number of structural

changes under the name of the SIA. For example,

social inclusion ‘sections’ have been added to several

large government departments to support new poli-

cies and programs. These include Prime Minister and

Cabinet, the Attorney General’s Department and the

Department of Education, Employment and Work-

place Relations. A range of related advisory bodies

have also been established external to government.

In the United Kingdom, social inclusion acted as

a ‘policy current’: a guiding fluid policy that moved

across departmental boundaries [28]. Social policy

commentators have articulated a similar vision for

how social inclusion could work in the Australian

context. For example, Gallop [29] has suggested

that social inclusion will be integrated into the

mainstream objectives of government portfolios

and departments, suggesting that all government

activities and policies should, in theory, be mea-

sured against the ultimate goal of inclusion. From

this perspective, a wide range of government re-

form efforts could be viewed as constitutive of the

agenda. For example, the government has under-

taken a range of nation building and modernization

efforts, including changes to education, health and

hospital reform and a substantial investment in pub-

lic infrastructure. They have also engaged in a range

of wide-reaching reforms targeted at reducing in-

equity, these have included the Fair Work Act that

protects vulnerable employees and a paid parental

leave scheme. Thus, social policy commentators

have argued that the agenda is an opportunity to

‘[b]ring the social back in, and giv[e] all citizens

a stake in their society’ ([30], p. 9). Similarly, Gal-

lop [29] argues that the SIA has the potential to be

a ‘fairness agenda’ that holds society together in

a time of acute change.

With its focus on social inclusion, the SIA draws

strongly on Third Way discourses and social invest-

ment paradigms, popularized by New Labour in the

United Kingdom during the 1990s. The Third Way

stresses new relationships between the individual

and the state, where government has responsibilities

to address poverty and disadvantage but also holds

expectations of individuals to undertake paid em-

ployment and build the democratic state by partici-

pating in civil society [31]. These new relationships

can be seen in approaches to the welfare state.

Where neoliberal governments sought to shrink

the welfare state through a greater emphasis on

market and informal welfare, and social democrats

to expand state welfare, the Third Way suggests

that governments work with organizations outside

of government to address social issues [31]. The

Third Way embraces a social investment approach

to welfare, emphasizing social and economic par-

ticipation and equality of opportunity for increased

labor force participation [23]. Like neoliberal

approaches, the social investment paradigm is also

future focused. While neoliberal approaches have

increasingly been driven by concern over the bud-

getary burden of government spending on future

generations, a social investment approach advo-

cates for investment in human capital to create prof-

its for the future [32]. This investment in human

capital is evident in initiatives designed to give

children the best possible start in life (for example,

Sure Start in the United Kingdom and Best Start in

Victoria, Australia). A focus on social investment

strategies and early childhood development also

emerged in Canada in the late 1990s [33]. In regards

to health and well-being, the WHO Commission on

the Social Determinants of Health also advocated

investment in the health and well-being of children,

CSDH [10].

Third Way approaches carry a concern for social

exclusion. Through investing in the future, creating

opportunities for work and encouraging participa-

tion, governments aim to assist disadvantaged

groups to join the mainstream (or become ‘in-

cluded’), while also making the mainstream

a ‘fairer’ place to be. Though, as Mendes [23]

argues, these measures still need to be accompanied

by a push for structural change to be successful.

While the SIA has reintroduced notions of equity to

national debates, it is currently unclear how the
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Agenda will reconcile intervening in the lives of the

most disadvantaged ‘while’ intervening in the lives of

the rest of the population. Put another way, how will

they balance universal and targeted initiatives? This

has been further complicated by Labor’s continued

use, and expansion, of the welfare conditionality pol-

icies of the former government. In particular, Labor

has controversially expanded compulsory income

management or ‘welfare quarantining’, policies. The

Howard Government originally introduced welfare

quarantining to remote Aboriginal communities. Un-

der Labor, they have been expanded to postcodes of

concentrated disadvantage throughout the country

[34]. Within these designated postcodes, 50% of gov-

ernment payments are ‘quarantined’ for spending on

designated items such as food or clothing [34]. The

government argues such measures help disengaged

people put food on the table and pay their rent [34].

Individuals can apply to be exempt from the scheme

on the basis of meeting certain criteria, such as send-

ing their children to school.

This ‘rights and responsibilities’ approach high-

lights a strong discourse of individualism emerging

in the government’s approach to welfare state

restructuring. It is worth noting that during the La-

bor government’s current term in office, there has

been a shift in leadership from Kevin Rudd to Julia

Gillard. Welfare conditionality was expanded under

the Rudd government; however, these discourses

have gained momentum under Gillard. For exam-

ple, in the lead up to the 2012 budget, the govern-

ment began targeting the disability pension as

a means to generate welfare savings [35]. Similarly,

under the leadership of Kevin Rudd, social inclu-

sion was given cabinet status; answering to Julia

Gillard, then the Minister for Social Inclusion.

However, under Prime Minister Gillard’s leader-

ship, responsibility for social inclusion has been

shifted to the outer ministry.

Government partnerships and the role
of local ‘delivery’ organizations

Third Way discourses suggest that the programs to

generate inclusion are best offered in partnership

with non-state actors such as not-for-profit organi-

zations [31]. In keeping with this approach, the

Labor government developed a National Third Sec-

tor Compact detailing their commitment in this

area: ‘The Compact will provide a framework for

building the capacity of non-profit and other non-

government community organisations to improve

community wellbeing’ [36]. The Australian federal

government has also created a not-for-profit Re-

form Council within Prime Minister and Cabinet

to implement and drive the reforms associated with

the compact and the SIA. Thus, while the SIA

is—in part—targeted at the reform of state institu-

tions, significant emphasis is also being placed on

supporting non-state actors to address disadvantage

and deliver a more ‘just society’. Primarily, these

actors are not-for-profit organizations operating in

the welfare sector.

Both nationally and internationally, the not-for-

profit (or ‘third’) sector has become implicated in

the delivery of government social services, such as

assistance with employment, housing or other

forms of welfare. The Australian third sector first

emerged as charitable and faith-based organizations

during colonial times [37]. The majority of the sec-

tor, however, developed out of social movements in

the 1960s–70s [37, 38]. These organizations were

primarily small (although ubiquitous) and issue

based. Today, the sector is very broad and made

up of a diverse range of small and large organiza-

tions. These include charities, advocacy organiza-

tions, voluntary affiliations and services. While the

sector as a whole can be said to be concerned with

social justice, the mission, role and purpose of in-

dividual organizations varies considerably [37].

The third sector has an important, and increasingly

prominent, role in addressing the social determinants

of health. Since the 1970s, the sector has been an

important facilitator of social and civic participation

and is understood to build social capital and promote

social cohesion [37]. The sector is also fundamental

to more explicitly public health-oriented activities:

not-for-profits operations encompass health promo-

tion, community development, community empow-

erment and consumer participation. Over the last

two decades, the sector has become increasingly in-
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volved in the provision of social and public services,

which support the health and welfare of the popula-

tion [37, 39, 40]. They are seen as key players in

delivering initiatives designed to address the social

determinants of health (see [1]).

In part, the third sector has become (increas-

ingly) implicated in the delivery of government

welfare because of their close connections and net-

works with local communities, which enable

organizations to undertake work such as advo-

cacy, community development and address local-

level social disadvantage [37, 40]. However, the

position of the sector in the delivery of welfare has

also developed due to governments wanting to

share the responsibility and cost of service deliv-

ery. To achieve this, nationally and internationally

governments have looked to the third sector: it is

seen as more innovative, efficient and effective.

Not-for-profits also have added benefits: organiza-

tions are perceived to strengthen civil society,

deepen political engagement and provide advo-

cacy [37]. However, it is worth noting that the

evidence is rather thin when it comes to claims

of superior performance compared with government

services [41].

While the government has made a strategic com-

mitment to the third sector to deliver on the SIA, the

ways in which governments interact with, fund, and

regulate not-for-profit organizations significantly

impacts their internal and external functioning and

their ability to address social disadvantage [38].

The Marmot Review ([1], p.160) points out that

‘[w]hile the real and potential contribution of the

third sector to reducing health inequalities is recog-

nized, there remains concerns about how the sector

is supported, both to deliver its services and to ef-

fectively engage as a strategic partner’.

In a recent review of the not-for-profit sector, the

Australian Productivity Commission (the Australian

Productivity Commission is the Australian Govern-

ment’s independent research and advisory body, it

provides research on a wide range of social, eco-

nomic and environmental issues) urged that selecting

the right model for engagement between govern-

ments and organizations was paramount to forging

new and productive relationships between the two

sectors [13]. This review has generated interest in

two models of government—not-for-profit relations:

‘choice and competition’ and an alternative model

based on trust, inclusion and reciprocity [13, 30].

In Australia, choice and competition models

have been operating in selected areas for approxi-

mately 10 years [23]. Similar models were also used

in the United Kingdom as part of an effort to ad-

dress social exclusion. In response to the choice and

competition model, Taylor-Gooby provides a de-

tailed critique of the fit between such a model and

social inclusion [19]. In response, Taylor-Gooby

outlines an alternative model based on trust.

The uptake of these alternative models has the po-

tential to affect all government funded welfare serv-

ices. While the choice and competition model has

been used most widely within the employment sector,

services such as housing, disability and individual

support programs could similarly be brought under

a choice and competition model of funding. In the

remainder of the paper, we examine these two models

for government–non-government partnerships and

discuss their implications for population health.

Choice and competition

In the United Kingdom, New Labour established

a choice and competition model of public service

delivery [42]. The choice and competition model

adheres to a mixed economy of welfare, where state

and non-state actors, such as businesses and not-

for-profits, compete to deliver public services in

‘quasi-markets’ [42]. Quasi-markets operate like

other markets in the sense that independent providers

compete for customers. They differ, however, in that

customers are not purchasing goods and services.

Rather, the services are paid for by the state [42].

Le Grand [42] argues that this model of public serv-

ices provides the greatest incentive for organizations

to deliver high-quality efficient services. Choice and

competition models are based on market principles:

the invisible hand of the market is assumed to ad-

dress the greatest public good. Despite the third sec-

tor’s well-documented history of the benefits of

altruistic community-based activities [42], within

this model third sector organizations are viewed as

analogous with for-profit and public providers [30].
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The choice and competition model uses contracting

and tendering processes guided by market principles

rather than untied funding and grants [42]. The

effects of contracting and tendering processes on

not-for-profit organizations have been documented

nationally and internationally (see, for example,

[43–49]). Contracting is seen to present a ‘wide-

spread challenge both to the way non-profit organ-

izations have actually operated and to popular

conceptions about how they are suppose to behave’

([50], p. 8).

Top-down accountability and imposed targets

within the choice and competition model often de-

crease organizational autonomy, which has in

some instances diminished the ability of organiza-

tions to carry out work which addresses disadvan-

tage and inequality, such as advocacy work and

representing marginalized social groups [43–49].

As Howe [51] suggests, there is a concern that

organizations or agencies become uncritical of

the state and provide ‘disinterested’ services, with

little incentive to engage with the interests and

needs of users. This can be seen in the practice

known as ‘creaming’: through the need to meet

government imposed targets, large social services

organizations have been known to avoid complex

cases in favor of simpler cases with more readily

achievable outcomes [52]. Such practices clearly

do not progress an SIA, equality or address

entrenched disadvantage.

Contracting is also understood to undermine

organizations’ capacities ‘to develop trust and

maintain networks (with communities) as well as

limiting efficacy in promoting social change’

([50], p. 117). In a survey of approximately 500

organizations involved in contracting, Rawsthorne

[53] found that close to 50% of organizations felt

that contracting had reduced their ability to seek

and/or receive grants for innovative prevention or

development activities. The stifling of innovation

has been particularly evident in the case of commu-

nity development. Decreased autonomy reduces the

ability of many not-for-profits, particularly the

small ones, to work effectively and innovatively

in communities. In Australia, choice and competi-

tion models have seen the destruction of small

organizations, organizations that Lyons [54] argues

are the richest in social capital.

Le Grand [42] contends the choice and competi-

tion model is egalitarian; users will ‘vote with their

feet’ and therefore provide incentives for organi-

zations to adjust to user needs. However, in

Rawsthorne’s [53] aforementioned survey, 50% of

organizations reported that under contracting, they

were more accountable to the government than to

the community. Moreover, Le Grand’s argument

does not recognize the unequal ability of individu-

als to exercise choice. For example, those experi-

encing complex or intergenerational disadvantage

are prohibited from exercising choice in different

ways across the life-course due to factors such as

social and family circumstances and conditions,

attitudes, economic limitations and community-

level structural factors in areas of concentrated pov-

erty. These individuals are extremely vulnerable

and are unlikely or unable to exercise choice [55].

For an in-depth discussion of the conceptualization

of agency and welfare recipients (see Hoggett [56]).

Within the Australian context, the dilemmas of

the choice and competition model are most evident

in the experiences of the Job Network introduced

by the former Howard Government. Here, public

employment services were replaced with a national

network of for-profit and non-profit agencies com-

peting in a quasi-market place [57]. Under the Job

Network, not-for-profits became faced with compe-

tition with private, public and other not-for-profit

agencies. Some organizations embraced the greater

flexibility of ‘outcome-based’ funding. The major-

ity, however, were concerned by the responsibility

of policing clients [57]. This responsibility sat at

odds with, and in many cases diminished, the

advocacy role of organizations. Furthermore, Con-

sidine [58] found evidence of a convergence in the

approaches and activities of not-for-profit and

for-profit agencies under these contracts. We might

therefore question the nature and role of not-

for-profit providers in a competition model. For

example, are not-for-profits any different from

for-profit providers? Is there space for advocacy?

Under Labor and the SIA, the Job Network has

been reformed as Job Services Australia (JSA),
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which still operates under competitive contracting

arrangements. These arrangements appear to be

limiting organizations’ success in addressing disad-

vantage and promoting social inclusion. A recent

review of JSA found that the contracting environ-

ment, which promotes efficiency and cost-effective-

ness, diminished the ability of organizations to offer

holistic services. The contracts do not allow enough

flexibility for services to provide individualized and

integrated assistance. Services that offer holistic

support (i.e. assistance across a range of needs)

have been found to be most effective for addressing

complex disadvantage [25]. The choice and compe-

tition model may therefore create an arbitrary line

within populations regarding who is and is not de-

serving of services and support. The Marmot Re-

view [1] warns us about the consequences of

drawing a line across the social gradient and only

offering services or support to those on one side of

it; the health of those on the other side is still worse

than those above them [1].

Debates raised in the public health literature as to

whether some prevention strategies at a population

level increase social inequalities in health are worth

mentioning here (see [59–61]). These debates have

led to an increased understanding of the importance

of both a population and ‘vulnerable’ population ap-

proach when designing public health interventions

[59]. Frohlich and Potvin [59] argue that interven-

tions with ‘vulnerable’ populations should be both

intersectoral and participatory in nature. This view is

also consistant with the concept of ‘proportionate

universalism’ advocated in the Marmot Review in

the United Kingdom [1]. Such conclusions are more

aligned with a ‘trust’ than ‘choice and competition’

model of social service provision. Organizations

need independence to support participation and drive

partnerships to address the often complex and mul-

tilayered forms of exclusion experienced by the most

marginal. However, the choice and competition

model utilizes government imposed targets and

top-down accountability. This has been found to

limit autonomy and flexibility in addressing the

needs of users, centering the attention on the needs

of government. Le Grand claims that organizations

remain accountable to users through the exercise of

choice, but if users are disempowered or unable to

exercise that choice, they become further marginal-

ized from services. The problem here is not so much

the existence of government targets but rather the

existence of inappropriate targets. Whitehead et al.
[11], in their final Task Group report to the Marmot

Review on delivery systems for reducing health

inequalities, argue that organizations involved in

government partnerships can be under pressure to

deliver short term gains to meet government targets,

resulting in them ‘hitting the target but missing the

point’ ([11], p. 93).

Trust

In his critique of the choice and competition model,

Taylor-Gooby [19] puts forth an alternative model

of social and public service provision for the ad-

vancement of social inclusion. Taylor-Gooby’s

model is based on trust. Trust is in fact an important

component of any welfare state: as citizens we trust

that social services, such as employment services

and welfare services, will be there should we need

it. Under a trust model of welfare, a government

sets the budget for public services but leaves service

delivery decisions to providers, such as not-for-profit

organizations [30]. Providers are assumed to allo-

cate services in an efficient equitable manner and to

provide services that are highly responsive and tar-

geted to the specific needs of user groups. The trust

model is based on a broader perspective of social

responsibility and citizenship. Within this frame-

work, individuals are responsible to society through

the promotion of social solidarity and cohesion.

In service delivery, a trust model of funding is

believed to promote more holistic and integrated

services. Organizations have greater flexibility to

work in partnership with other organizations and

services and thereby offer more integrated and in-

dividualized support [27]. This is because under

this model organizations are driven by client out-

comes and need rather than government targets or

profitability.

Under the trust model, organizations are valued

for their position within, and networks with, local

communities. They become accountable to commu-
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nities rather than to top-down targets and directives

[30]. Small organizations, which work to meet the

needs of specific marginalized groups, would be

able to offer their embeddedness in communities

as a kind of currency [30]. This is in stark contrast

to the experiences of small not-for-profits under the

competition model: as in any market model, small

providers find it difficult to compete and can be

bought out of their market share by larger operators

[30]. Within the trust model, the unique contribu-

tions of the third sector (which have made it desir-

able for the delivery of state services) are valued

rather than co-opted by the state. That is, organiza-

tions’ networks and relationships with communities

and the ability to address local-level disadvantage

that this provides. However, it is worth noting that

this is not a new or completely untested model.

A similar model operated in Australia in the

1960s and 70s, with a more directed approach to

funding emerging by the late 1970s [37].

At the heart of Taylor-Gooby’s argument for

a trust model of social service delivery is the belief

that we need to implement new values for society

and citizenship. As Lynch [18] argues, the individ-

ualistic and competitive underpinnings of neoliber-

alism are harmful to society: they erode trust,

cohesion and social capital. Taylor-Gooby suggests

that we ought to promote a notion of social citizen-

ship that engenders trust, cohesion and responsibil-

ity to fellow citizens. In using these principles to

guide the delivery of government-funded services,

we might begin to promote a more inclusive soci-

ety. The concept of social citizenship, however,

presents its own complexities, namely a tension be-

tween universal definitions of entitlement and the

differential needs of particular groups. Social citi-

zenship is based on the principles of equality and

universalism; all individuals who posses the status

of citizen have equal rights (in accordance with

their social needs) and have equal responsibilities

to the state. Scholars, such as Lister [62], have

called into question the saliency of having a univer-

sal concept of need at the heart of definitions of

social citizenship. Different social groups experi-

ence different needs and similarly have different

capacities to fulfill duties to the state.

The trust model also presents certain difficulties

with regard to implementation. For example, how is

accountability measured or ensured and to whom?

How does government decide which organizations

get funded? And is power likely to pass from pro-

fessionals (working in not-for-profit) to the citi-

zenry? Taylor-Gooby argues that the citizenry has

collective ownership of services, and organizations

are therefore accountable to them. However, the

model places money and control in the hands of

professionals rather than the citizenry directly, as-

suming that due to the altruistic character of the

sector, organizations will ‘do the right thing’ and

control will be passed on. This also raises questions

about efficacy: organizations may do some good

but are they doing the maximum good? An absence

of comparative performance measures means, we

are unable to determine what level of good is being

done and whether it is worth the investment. In

2010, the government established a not-for-profit

Reform Council, which may assist in dealing with

these limitations of the trust model.

Finally, Le Grand [42] questions the relation-

ship between organizations and policy within this

model. Within the choice and competition model,

not-for-profit organizations are contracted to de-

liver government policy. Under the trust model, no

such formal contract exists and organizations may

therefore subvert policy to the benefit of users or

indeed themselves. So how can a national agenda

be maintained with such disparate policy actors?

Fairclough ([63], p. 5) argues that for partnerships

with government to flourish governments should

move away from direct control and toward the

creation of a coherent policy vision to ‘shape the

culture, discourse and language of the dispersed

agents of government’. The welfare system then

unites over a common vision of the future.

The trust model appears to hold more potential

for sub-populations unaffected by whole of popu-

lation health intervention. By being flexible and

responsive, it can meet the complex needs of indi-

viduals and communities experiencing multiple

forms of disadvantage. By not diverting the efforts

of not-for-profits toward the delivery of policy, it

enables them to contribute to health through build-
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ing social capital, participation and social inclusion.

In promoting a broader view of social responsibil-

ity, it is more likely to foster social cohesion: indi-

viduals are not expected to be enterprising, rational

actors who must make assessments and choices re-

garding the range of services on offer [19, 30].

This model is reflective on the trend toward com-

plexity science evident in population health inter-

vention research [64–66]. This work argues that not

enough attention has been paid to the nature of the

communities (or systems) in which interventions

(such as the SIA) are expected to interact and be

effective [65]. Here, understanding and flexibility

in the adaptation of initiatives and their context is of

paramount importance [65]. The trust model is a re-

lational one and one in which historical experiences

of exclusion can guide future direction. However,

to take a population health approach, not-for-profit

organisation must be accountable to more than their

communities. A National Agenda such as the SIA

requires effort at all levels of government and other

sectors as well as performance measures and tar-

gets. The key is to identify appropriate targets for

action at a local, state and national level to ensure

broader accountability in the creation of a more

socially inclusive and healthier Australia.

Conclusion

This paper has critically examined two models

for government—not-for-profit relations currently

under debate in Australia, choice and competi-

tion and trust. The choice and competition model

stems from a neoliberal approach to welfare, intro-

ducing market-based approaches to the delivery of

services. Consistent with Coburn and Navarro’s

research on the influence of political ideology on

health, we argue that this model is unlikely to

improve health inequalities. It offers limited flex-

ibility and is likely to result in an arbitrary line

being drawn between who is and is not deserving

of services. In contrast, the trust model is more

consistent with a social gradient approach. How-

ever, the efforts of delivery organizations would

need to be tied to the national agenda to ensure

broader accountability.

While the Marmot Review has drawn attention to

the critical role of service delivery organizations,

more attention needs to be given to the political

and regulatory environment in which these organ-

izations operate. The types of relationships govern-

ments form with such organizations, and the

concomitant funding and accountability arrange-

ments, significantly impact the contributions they

are able to make to the social determinants of

health, via national initiatives like the SIA.
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