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Preface

Our nation’s founders wrote that all people are created equal with
the right to “life, liberty, and the pursuit of happiness.” Therefore, the
principles of equality and equal opportunity are deeply rooted in our
national values, and in the notion that everyone has a fair shot to succeed
with hard work. However, our nation’s social and economic well-being
depends in part on the well-being of its communities, and many are facing
great and evolving challenges. Across the country there are communities
with insufficient access to jobs, adequate transit, safe and affordable hous-
ing, parks and open space, healthy food options, or quality education—
the necessary conditions and opportunities to fully thrive. This lack of
opportunity is particularly evident in the disparities that exist in health
status and health outcomes between different zip codes or census tracts.

Other wealthy developed countries outperform the United States
in health status, despite our high level of spending on health care. For
example, not only does the nation’s life expectancy when compared to
peer nations lag behind,! but life expectancy in the United States also var-
ies dramatically—by roughly 15 years for men and 10 years for women—
depending on income level, education, and where a person lives. In the
poorest parts of the country, rates of obesity, heart disease, cancer, dia-
betes, stroke, and kidney disease are substantially higher than in more
affluent regions. Tragically, infant mortality—the number of deaths under

! National Research Council and Institute of Medicine. 2013. ULS. health in international
perspective: Shorter lives, poorer health. Washington, DC: The National Academies Press.

ix
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1 year of age per 1,000 live births—is much higher in certain popula-
tions. In 2013, among non-Hispanic whites, 5.06 infants of every 1,000
live births died before their first birthday, among African Americans,
that rate was double, at 11.1 per 1,000.2 Rates were also higher for Native
American (7.61 per 1,000) and Puerto Rican (5.93 per 1,000) infants, as
well as for low-income white infants in the Appalachian region, where
in 2012, 7.6 infants died for every 1,000 live births.> Research has shown
that access to health care is important, but it is not sufficient to improve
health outcomes (see, for example, Hood et al., 2016%). To change the cur-
rent state will require addressing the underlying social, economic, and
environmental factors that contribute to health inequities. This report has
examined the evidence on the current status of health disparities as well
as the research examining the underlying conditions that lead to poor
health and health inequities.

It will take local, state, and national leadership in the public and pri-
vate sectors to improve the underlying conditions of inequity, and that
will take time. However, there is great promise in communities that are
taking action against health inequities across the United States. Moreover,
advancements in the use of large disparate, population-based data with
sophisticated analytic tools allow us to be more focused on possible solu-
tions that tackle the multiple factors that shape health in communities.
New partners in education, transportation, housing, planning, public
health, business, and beyond are joining forces with community mem-
bers to promote health equity. In this report the committee examines and
shares examples of solutions implemented in several communities in the
hope that other communities might adapt relevant elements and lessons
learned to foster community-based approaches in their own unique envi-
ronments. The report presents thorough evidence that health equity adds
an important perspective in trying to improve community well-being,
economic vitality, and social vibrancy.

During the committee’s time together, while reviewing the large body
of scientific evidence and hearing from expert researchers on the social,
economic, and environmental factors that affect health, several public
health crises surfaced, including lead-contaminated water poisoning of
children and other residents in Flint, Michigan, and the worsening opioid

2 Mathews, T. J., M. F. MacDorman, and M. E. Thoma. 2015. Infant mortality statistics from
the 2013 period linked birth/infant death data set. Hyattsville, MD: National Center for Health
Statistics.

3 Children’s Defense Fund. 2016. Ohio’s Appalachian children at a crossroads: A roadmap for
action. Columbus, OH: Children’s Defense Fund-Ohio.

4Hood, C. M., K. P. Gennuso, G. R. Swain, and B. B. Catlin. 2016. County health rankings:
Relationships between determinant factors and health outcomes. American Journal of Preven-
tive Medicine 50(2):129-135.
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drug epidemic primarily affecting low-income people in rural communi-
ties across the country. These events are not the first of their kind, but they
underscore the potential to galvanize public attention on health inequity
at the community level.

In preparing this report, the committee took seriously its charge to
review the state of health disparities and explore the underlying condi-
tions and root causes that contribute to health inequity in order to inform
much-needed efforts to reverse such inequities. The committee urges
looking at disparities through the lens of health equity, as well as from
other perspectives, to inform the changes necessary to improve the well-
being of communities and our nation. The committee’s recommendations
are offered with a focus on health equity as an essential component of
health and well-being, but also with an awareness of the work at many
levels necessary to address the myriad of challenges facing those most in
need.

Health inequities are a problem for us all: the burden of disparities in
health adversely affects our nation’s children, our business efficiency and
competitiveness, our economic strength, national security, our standing
in the world, and our national character and commitment to justice and
fairness of opportunity.

This committee is grateful to the Robert Wood Johnson Foundation
for the opportunity to delve deeply into the nature and causes of health
inequity, to understand the critical need for solutions, and to examine the
inspirational work that is being done in many communities to improve
their well-being for themselves and for generations to come. It is the com-
mittee’s hope that this report will inform, educate, and ultimately inspire
others to join in efforts across the nation so that members of all commu-
nities can enjoy life, liberty, and the pursuit of happiness undeterred by
poor health.

James N. Weinstein, Chair

Committee on Community-Based Solutions to
Promote Health Equity in the United States
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Strong, Prosperous, and Resilient Communities Challenge
Standards for Quality Improvement Reporting Excellence
Supplemental Security Income

sexually transmitted disease

science, technology, engineering, and mathematics

tris(2-carboxyethyl)phosphine hydrochloride [flame
retardant]

Transforming Communities Initiative

Transit Riders Action Committee

Uniform Data System

U.S. Department of Agriculture

University of Wisconsin Population Health Institute
U.S. Department of Veterans Affairs

Veterans Health Administration

Veterans Sustainable Agriculture Training Program

World Health Organization

Young Men’s Christian Association
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community

community-based
solution

health

health disparities

Key Terms

Any configuration of individuals, families, and
groups whose values, characteristics, interests,
geography, and/or social relations unite them
in some way.

An action, policy, program, or law driven by
the community that impacts community-level
factors and promotes health equity.

A state of complete physical, mental, and
social well-being and not merely the absence
of disease.

Differences that exist among specific popula-
tion groups in the United States in the attain-
ment of full health potential that can be mea-
sured by differences in incidence, prevalence,
mortality, burden of disease, and other adverse
health conditions.
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health equity

public policy

social determinants
of health

KEY TERMS

The state in which everyone has the opportu-
nity to attain full health potential and no one
is disadvantaged from achieving this potential
because of social position or any other socially
defined circumstance.

A law, regulation, procedure, administrative
action, incentive, or voluntary practice of gov-
ernments and other institutions that affects a
whole population.

The conditions in the environments in which
people live, learn, work, play, worship, and
age that affect a wide range of health, func-
tioning, and quality-of-life outcomes and
risks. For the purposes of this report, the social
determinants of health are education; employ-
ment; health systems and services; housing;
income and wealth; the physical environment;
public safety; the social environment; and
transportation.
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Summary

Health equity is the state in which everyone has the opportunity to
attain full health potential and no one is disadvantaged from achieving
this potential because of social position or any other socially defined cir-
cumstance. Health equity and opportunity are inextricably linked. Cur-
rently in the United States, the burdens of disease and poor health and the
benefits of well-being and good health are inequitably distributed. This
inequitable distribution is caused by social, environmental, economic,
and structural factors that shape health and are themselves distributed
unequally, with pronounced differences in opportunities for health.

Community is any configuration of individuals, families, and groups
whose values, characteristics, interests, geography, or social relations
unite them in some way (adapted from Dreher, 2016'). However, the word
is used to denote both the people living in a place and the place itself.
In this report the committee generally focuses on shared geography—in
other words, community is defined as the people living in a place such
as a neighborhood. Therefore, a community-based solution is an action,
policy, program, or law that is driven by community members, affects
local factors that can influence health, and has the potential to advance
health equity.

1 Draft manuscript from Melanie C. Dreher, Rush University Medical Center, provided to
staff on February 19, 2016, for the Committee on Community-Based Solutions to Promote
Health Equity in the United States. Available by request from the National Academies of
Sciences, Engineering, and Medicine’s Public Access Records Office. For more information,
email PARO@nas.edu.
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2 COMMUNITIES IN ACTION

The potential of community-based solutions to advance health equity
is a focus because the Robert Wood Johnson Foundation (RWJF) asked the
Committee on Community-Based Solutions to Promote Health Equity in
the United States to consider solutions that could be identified, devel-
oped, and implemented at the local or community level. However, the
report focus should not be interpreted to suggest that community-based
solutions represent the primary or sole strategy or the best opportunity
to promote health equity (see Box S-1 for an outline of the report in brief).
Communities exist in a milieu of national-, state-, and local-level poli-
cies, forces, and programs that enable and support or interfere with and
impede the ability of community residents and their partners to address
the conditions that lead to health inequity. Therefore, the power of com-
munity actors is a necessary and essential, but not a sufficient, ingredient
in promoting health equity.

In addition to the support of high-level policies, such as those that
address structural inequities (e.g., residential segregation), community-
based solutions described in this report also rely on multi-sectoral and
multilevel collaborations and approaches: for example, engaging busi-
nesses, the faith community, and other nontraditional partners. It is a
strength of multi-sectoral collaboration and efforts that are not primar-
ily health-focused that they, by definition, ensure diverse approaches to

BOX S-1
Report in Brief

A. Health equity is crucial for the well-being and vibrancy of communities.
The United States pays the high price of health inequity in lost lives, potential,
and resources. (Chapters 1 and 2)

B. Health is a product of multiple determinants. Social, economic, environ-
mental, and structural factors and their unequal distribution matter more than
health care in shaping health disparities. (Chapter 3)

C. Health inequities are in large part a result of poverty, structural racism,
and discrimination. (Chapter 3)

D. Communities have agency to promote health equity. However, communi-
ty-based solutions are necessary but not sufficient. (Chapters 4 and 5)

E. Supportive public and private policies at all levels and programs facili-
tate community action (infrastructure of policies, funding, political will, etc.).
(Chapter 6)

F. The collaboration and engagement of new and diverse (multi-sector)
partners is essential to promoting health equity. (Chapter 7)

G. Tools and other resources exist to translate knowledge into action to
promote health equity. (Chapter 8)

H. Conclusion (Chapter 9)
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improving community health and well-being. Such diverse approaches
also are a manifestation of the fact that not all communities start out
observing the differences in life expectancy between one side of town
and another and seek to address those inequities. Some communities aim
to improve high school graduation, expand affordable housing, or create
jobs. This report is for communities that believe improving health among
their residents is important, but it is also for communities that believe
better transit, more affordable housing, safer streets, and more small
businesses are important. Whether health is the end or the means to an
end, communities can benefit by understanding how health is connected
to other goals important to them, and that improving education, housing,
safety, employment, or the environment can also help improve health and
mitigate health inequity.

HEALTH EQUITY IS CRUCIAL

Health equity is fundamental to the idea of living a good life and
building a vibrant society because of its practical, economic, and civic
implications. Shifts in economic mobility, income inequality, and persist-
ing legacies of social problems such as structural racism are hampering
the attainment of health equity, causing economic loss, and, most over-
whelmingly, the loss of human lives and potential.

Although moral arguments to promote health equity exist,> promot-
ing health equity could afford considerable economic, national security,
and other benefits. The premise that there is social mobility, the opportu-
nity to succeed with hard work, and the opportunity to achieve prosper-
ity is fundamental to the “American Dream” (Carr and Wiemers, 2016).
However, recent research demonstrates that worsening social, economic,
and environmental factors are affecting the public’s health in serious ways
that compromise opportunity for all (Chetty et al., 2016; Rudolph et al.,
2015; Woolf et al., 2015).

Health inequity is costly. For example, a 2009 analysis by LaVeist and
colleagues found that “eliminating health disparities for minorities would
have reduced direct medical care expenditures by $229.4 billion for the
years 2003-2006" (LaVeist et al., 2009, p. 4). In 2009 the Urban Institute

2 For example, Jones and colleagues cite valuing all people equally as foundational to
the concept of equity, noting that the equal worth of all people is at the core of the human
rights principle that all human beings equally possess certain rights (Jones, 2009). Braveman
and colleagues point out that health differences adversely affecting socially disadvantaged
groups are particularly unacceptable because ill health can be an obstacle to overcoming
social disadvantage. They further note that this “consideration resonates with common
sense notions of fairness, as well as with ethical concepts of justice” (Braveman et al., 2011,
p- S150).
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projected that from 2009 to 2018, racial disparities in health would cost
U.S. health insurers approximately $337 billion total (Waidmann, 2009).
Disparities in access to and in the quality of care (e.g., delayed care, inad-
equate coverage) account for a portion of these costs.

Beyond adding to health care costs, health inequity has consequences
for the U.S. economy, national security, business viability, and public
finances. In the domain of national security, diminished health means a
diminished capacity to participate in military service—a concern shared
by hundreds of senior military leaders. More than 75 percent of 17- to
24-year-olds—more than 26 million young adults—in the United States
cannot qualify to serve in the armed forces because they experience per-
sistent health problems—often untreated, ranging from obesity to depen-
dencies on prescription and nonprescription drugs—are poorly educated,
or have been convicted of a felony (Christeson et al., 2009). Nearly one-
third (32 percent) of all young people experience health problems—other
than their weight—that will keep them from serving. Many are disquali-
fied from serving for asthma, eyesight or hearing problems, mental health
issues, or recent treatment for attention deficit hyperactivity disorder.
Navy Rear Admiral Robert Besal (ret.) has asserted that young people
who are physically unfit for “productive employment or military service
represent a staggering loss of individual potential and collective strength
for the nation as well” (Council for a Strong America, 2016).

Just as a healthy military is viewed as a necessity for national security,
a healthy, productive workforce is a prerequisite for a thriving economy
(HERO, 2015; IOM, 2015a). The impact of poor health on private busi-
nesses is significant. Research from the Urban Institute shows that those
young adults with health problems who cannot find jobs in the main-
stream economy are less productive and generate higher health care costs
for businesses (Woolf et al., 2015).

Three indicators provide summary information about the overall health
of a population or subpopulation: infant mortality, age-adjusted death rates,
and life expectancy. In international rankings, the United States ranks lower
than other wealthy nations on each of these indicators; data on U.S. states
show that racial and ethnic disparities are found in each of these indicators
(NRC and I0M, 2013; OECD, 2015). In addition to sharp and persistent
racial and ethnic disparities, other significant trends have surfaced: a slight
decline in life expectancy of white women in the past several years (Arias,
2016), income inequality, drug use, suicide, and the relative deprivations of
rural life have all emerged as key themes.

Report Conceptual Model

As part of its statement of task, the committee was asked to review
the state of health disparities in the United States and to explore the
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underlying conditions and root causes contributing to health inequities
and the interdependent nature of the factors that create them. The com-
mittee drew on existing literature and comprehensive reviews to examine
the state of health disparities by race and ethnicity, gender, sexual orienta-
tion, and disability status, highlighting those populations that are dispro-
portionately affected by inequity. Health disparities stem from systematic
differences—those that are preventable and unjust—among groups and
communities occupying unequal positions in society (Graham, 2004).
Figure S-1 is a conceptual model that grounds the report of the Com-
mittee on Community-Based Solutions to Promote Health Equity in the

Making health Increasing
equity a community
shared Healthier, capacity
vision
and
value

live, learn, work,
and pla

Fostering
multi-sector collaboration

- c."""'!”nitv—ﬁrivn ?0‘“5}

FIGURE S-1 A conceptual model for community-based solutions to promote
health equity.

NOTES: Multi-sector collaboration can include partners from agriculture, bank-
ing/finance, business/industry, economic development, education, health care,
housing, human/social services, justice, labor, land use and management, media,
public health, transportation, and workforce development, among other sectors.
SOURCES: Informed by the Robert Wood Johnson Foundation (RWJF) Culture
of Health Action Framework and the Prevention Institute’s Systems Framework to
Achieve an Equitable Culture of Health.
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United States. The model adapts elements of the RWJF Culture of Health
Action Framework and the Prevention Institute’s Systems Framework to
Achieve an Equitable Culture of Health. The figure applies the culture of
health lens to the committee’s understanding of the underlying causes
and conditions of health inequity in addition to the community-based
solutions that promote health equity.

Unlike a logic model, which is linear and progresses neatly from
inputs to outputs and outcomes, the model in Figure S-1 is circular to
reflect the topic’s complexity, with inputs shown in the outer circle and
background—depicting the context of structural inequities, socioeconomic
and political drivers, and determinants of health in which health inequi-
ties and community-driven solutions exist. Community-driven solutions
that target the nine determinants of health listed in the model (e.g., edu-
cation, housing) likely share three key elements the committee identified
at the beginning of its work. The committee adapted two action areas of
the Culture of Health Action Framework”“Making health equity a shared
vision and value” and “Fostering multi-sector collaboration”as two ele-
ments of community-based solutions to promote health equity. Based on
the committee’s information-gathering sessions, relevant literature, and
committee deliberations, the committee also articulated a third element:
“Increasing community capacity to shape outcomes.” These elements of
community-based efforts are discussed in Chapter 4. The RWJF action
area “Creating healthier, more equitable communities” has been incorpo-
rated into the model at the center of the diagram as the outcome of the
community-driven solutions.

The community examples featured in this report (see Chapter 5) high-
light solutions that have been implemented at the community level to
target one or more of the nine determinants of health using the three ele-
ments identified in the model. These solutions, which hold health equity
(or its determinants) as a shared vision and value, increase community
capacity to shape outcomes, and foster multi-sector collaboration, can
help create equal opportunity for health, which is the foundation for
health equity.

MANY FACTORS SHAPE HEALTH AND HEALTH EQUITY

The committee took a multifactor view of health status and health
inequities, in recognition that only some aspects of a person’s health sta-
tus depend on individual behaviors and choice. Community-wide prob-
lems such as poverty, unemployment, low educational attainment, inad-
equate housing, lack of public transportation, exposure to violence, and
neighborhood deterioration (social or physical) shape health and contrib-
ute to health inequities. The historic and ongoing interplay of structures,
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policies, norms, and demographic and geographic patterns shapes the life
of every individual across the country, and its effects persist over multiple
generations (Braveman and Gottlieb, 2014; Krieger, 2014; Marmot et al.,
2010; Williams and Collins, 2001). These factors are not intractable, and
such inequities® can be mitigated by policies and community action in
powerful ways (see Chapter 3 for a discussion of these factors).

It is becoming clearer that health insurance coverage alone will not
address health disparities, including those across race, ethnicity, socio-
economic status (SES), and geography (Kenney and Huntress, 2012; Ubri
and Artiga, 2016). Signed into law in 2010, the Patient Protection and
Affordable Care Act (ACA) has accelerated progress toward health equity
by expanding health insurance coverage to about 20 million Americans
(Uberoi et al., 2016). However, challenges remain to fully addressing
health care equity, including policy hurdles affecting access and utiliza-
tion among subgroups of the population.*

Health inequity arises from root causes that could be organized in
two clusters:

1. Intrapersonal, interpersonal, institutional, and systemic mecha-
nisms (also referred to as structural inequities) that organize the
distribution of power and resources differentially across lines of
race, gender, class, sexual orientation, gender expression, and
other dimensions of individual and group identity.

2. The unequal allocation of power and resources—including goods,
services, and societal attention—which manifests itself in unequal
social, economic, and environmental conditions, also called the
determinants of health.

Interventions targeting those factors hold the greatest promise for
promoting health equity. The root causes of inequity are diverse, complex,
evolving, and interdependent in nature (Williams and Collins, 2001), and
while society has made substantial progress toward equity, disparities
in health outcomes and opportunities for health persist. Poverty, race,
and ethnicity continue to be associated with poorer health and poorer

3 That is, differences that exist among specific population groups in the United States in the
attainment of full health potential and in the incidence, prevalence, mortality, and burden
of disease and other adverse health conditions (NIH, 2014).

4 For example, a lack of coverage for some immigrants and asylum seekers or those subject
to deferred action for childhood arrivals; a limited system capacity or competence to care for
some populations, such as lesbian, gay, bisexual, or transsexual (LGBT) persons (e.g., newly
covered partners of insured LGBT individuals); and the lack of health data to monitor the
health needs of some populations (e.g., for American Indians, of whom approximately 20
percent live on rural reservations) (Kruse et al., 2016).
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conditions for health. For example, evidence indicates that the conditions
that exist in low-income communities, such as concentrated poverty, low
housing values, and low high school graduation rates, foster violence and
increase the risk of homicide (Prevention Institute, 2011). Those conditions
themselves are shaped by interconnected structures, policies, and norms
that affect people differently along lines of class, race, and ethnicity. Tak-
ing low high school graduation rates, for example, research indicates that
race and class differences in adverse childhood experiences, chronic stress
and trauma, and lead exposure in the environment affect children’s ability
to learn (Aizer et al., 2015; Bethell et al., 2014; Jimenez et al., 2016; Levy
et al., 2016). Moreover, a growing body of research indicates that minor-
ity students are disproportionately affected by school discipline policies
that lead students to drop out of school (Howard, 2010; Losen et al., 2015;
Reardon et al., 2012; Skiba et al., 2011; Smith and Harper, 2015). Chapters
3 and 6 describe more of the evidence on how inequitable structures, poli-
cies, and norms influence the determinants—from housing to education to
employment—that make it considerably harder for people who are poor
and for people of color to achieve good health.

Conclusion 3-2: Based on its review of evidence, the committee con-
cludes that health inequities are the result of more than individual choice
or random occurrence. They are the result of the historic and ongoing
interplay of inequitable structures, policies, and norms that shape lives.

These structures, policies, and norms—such as segregation, redlining
and foreclosure, and implicit bias—play out on the terrain of the social,
economic, environmental, and cultural determinants of health.

COMMUNITY AGENCY TO PROMOTE HEALTH EQUITY

A community is the place where one lives, works, and plays. It
serves as the bedrock of health that shapes lives and behaviors. Indeed,
as detailed in Chapters 2 and 3, research consistently indicates that where
one lives is a greater predictor of one’s health than individual character-
istics or behaviors. Communities encompass multiple spheres of interac-
tion, from the individual to the organizational level to the physical setting,
and each level of interaction affects health outcomes. Communities also
are unique in the nature and extent of health inequities, and so are the
means to address those issues, such as the locus of power and community
values.

Communities across the United States are developing and putting
into action strategies to reduce health inequities. Often these commu-
nity efforts go unseen in the media, while stories of blight, crime, or
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community unrest are more visible. Community assets can be built, lev-
eraged, and modified and can create a context in which to foster health
equity. The committee was asked to identify and examine six or more
examples of community-based solutions that address health inequities,
drawing from deliberate and indirect interventions or activities that pro-
mote equal opportunity for health. The nine examples in Chapter 5 span
health and non-health sectors and take into account the range of factors
that contribute to health inequity in the United States, such as systems
of employment, public safety, housing, transportation, education, and
others. See Table S-1 for a list and brief description of each community
example. The committee used a set of core inclusion criteria to select the
examples for this report. According to these core criteria, the community
examples must

® address at least one (or preferably more) of the nine social
determinants of health identified by the committee—education,
employment, health systems and services, housing, income and
wealth, physical environment, public safety, social environment,
and transportation—and be:
o community-driven;
o multi-sectoral; and
o evidence-informed.

The committee also strove to capture examples of communities that
were able to engage nontraditional partners, work in an interdisciplinary
and multilevel manner, and document plans to achieve their outcomes
and sustain its efforts. These communities represent a diversity of geog-
raphy, environments, challenges, and resources. Chapter 5 provides a
summary of each example to demonstrate the innovative work conducted
by communities and the challenges they face. In Chapter 5 the commit-
tee comments on a number of crosscutting essential elements that show
promise for promoting health equity in communities. These elements
include, but are not limited to, creating a shared vision and building trust
in the community, leadership development, building a diverse network
of partners through relationship building and mutual accountability, gov-
erning processes that have a grassroots component, fostering creativity,
leveraging resources, and training and commissioning technical expertise
where necessary.

To succeed, communities need evidence (from research); a broader
context of policy, resources, and political will that nurtures local efforts;
and tools.
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TABLE S-1 Overview of Community Examples to Promote Health Equity

Name
Location

Brief Description

Primary Social
Determinant(s) of
Health Targeted

Blueprint for Action
Minneapolis, MN

Delta Health Center
Mound Bayou, MS

Dudley Street
Neighborhood
Initiative
Boston, MA

Eastside Promise
Neighborhood
San Antonio, TX

Indianapolis
Congregation Action
Network

Indianapolis, IN

Magnolia Community
Initiative
Los Angeles, CA

Mandela MarketPlace
Oakland, CA

People United for
Sustainable Housing
Buffalo, NY

WE ACT for
Environmental Justice
Harlem, NY

A strategic plan that employs the
public health approach to youth
violence prevention that arose from
a community-driven, grassroots
response to the issue.

The first rural federally qualified
health center, employing a
community-oriented primary care
model.

A nonprofit, community-driven

organization that empowers residents

to drive economic development and
neighborhood revitalization.

An implementation site of the
Promise Neighborhood grant
program, developing collaborative
solutions to address barriers to
education.

A multi-faith, nonpartisan
organization that catalyzes
marginalized people and faith
communities to organize for racial
and economic equity.

An initiative that seeks to increase
social connectedness, community
mobilization, and access to vital
supports and services to improve
outcomes for children.

A nonprofit organization that
addresses issues of food insecurity
and economic divestment through
the creation of sustainable food
systems.

A nonprofit organization that
mobilizes residents to secure quality,
affordable housing and advance
economic justice.

A nonprofit organization that
engages in community organizing,
community-based participatory
research, and advocacy to confront
environmental injustice.

Public safety

Health systems and
services

Physical environment
Employment

Education

Employment

Public safety

Social environment

Physical environment

Housing

Physical environment
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DISPARITIES AND THEIR ROOTS

Health disparity research has evolved from describing associations
(e.g., between SES and health) to describing the mechanisms linking SES
and health, to more recent work on the interactions among factors (Adler
and Stewart, 2010). More epidemiological studies employing a combina-
tion of research strategies (i.e., mixed-methods qualitative and quanti-
tative research) in addressing health disparities are needed to provide
guidance for community interventions in this complex arena (Diez Roux
and Mair, 2010).

Conclusion 2-1: To enable researchers to fully document and understand
health inequities, to provide the foundation for solution development,
and to measure solution outcomes longitudinally, the following are
needed:

*  An expansion of current health disparity indicators and indices to
include other groups beyond African Americans and whites, such
as Hispanics and their major subgroups, Native Americans, Asian
Americans, Pacific Islanders, and mixed race, in addition to LGBT
individuals, people with disabilities, and military veterans.

o Including consideration of methods to generate stable estimates
of disparities through oversampling certain populations where
necessary.

*  An expansion of metrics and indicators capturing the broader defi-
nition of health, including health equity and the social determinants
of health.

* Longer-term studies, as many health outcomes take years (or
decades) to see quantifiable changes in health outcomes related to
the social determinants of health.

*  Studies examining the ways in which a single structural factor may
influence multiple health outcomes.

* Increased funding opportunities dedicated to developing and testing
relevant theories, measures, and scientific methods, with the goal of
enhancing the rigor with which investigators examine structural
inequities such as structural racism and health disparities.

Unequal treatment in the health care delivery system has been well
documented elsewhere (IOM, 2003), as has implicit bias and the need for
cultural competence (IOM, 2003; Sabin et al., 2009). Greater diversity in
the health sector workforce could help improve cultural competence and
offer additional benefits (Cooper et al., 2003). Also, additional research
could inform health care organizations, academic health centers, and
others about the effects of and effective strategies to address the health-
related harms of structural racism and implicit and explicit bias across
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categories of race, ethnicity, gender, disability status, age, sexual orienta-
tion, gender identity, and other marginalized statuses. For example, the
literature does not clearly elucidate the relationship between health care
workforce pipeline programs (e.g., to grow the numbers of minority pro-
viders) and their impact on the social determinants of health for poor and
underserved communities.

Recommendation 3-1: The committee recommends that research
funders® support research on (a) health disparities that exam-
ines the multiple effects of structural racism (e.g., segregation)
and implicit and explicit bias across different categories of mar-
ginalized status on health and health care delivery; and (b)
effective strategies to reduce and mitigate the effects of explicit
and implicit bias.

There have been promising developments in the search for interven-
tions to address implicit bias, but more research is needed, and engaging
community members in this and other aspects of research on health dis-
parities is important for ethical and practical reasons (Minkler et al., 2010;
Mosavel et al., 2011; Salway et al., 2015). In the context of implicit bias in
workplaces and business settings, including individuals with relevant
expertise in informing and conducting the research could also be helpful.
Therefore, research teams could be composed of such nontraditional par-
ticipants as community members and local business leaders, in addition
to academic researchers.

Recommendation 3-2: The committee recommends that research
funders support and academic institutions convene multidisci-
plinary research teams that include nonacademics to (a) under-
stand the cognitive and affective processes of implicit bias and
(b) test interventions that disrupt and change these processes
toward sustainable solutions.

As communities pursue broader change in the conditions for health,
they find a dearth of systematic, organized information and guidance to
help them: set common goals and measures of success; select multifaceted
and mutually reinforcing strategies, grounded in strong theory; align
implementation efforts; and make the necessary system and community-
level changes to adapt and continuously improve. A centralized resource
for communities is needed, and several partially relevant models exist,

5 Funders include government agencies, private foundations, and other sources such as
academic centers of higher education.
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some of which could potentially be modified to operate in an expanded
capacity. These include the County Health Rankings (CHR) What Works
for Health database, the U.S. Centers for Disease Control and Prevention’s
(CDC’s) Community Health Improvement (CHI) Navigator, and also, per-
haps, the Agency for Healthcare Research and Quality’s Measures Clear-
inghouse and the National Library of Medicine (which serves as a knowl-
edge curation resource through its special queries). The CHR What Works
for Health database provides information for community health improve-
ment organized by expected beneficial outcomes, potential beneficial out-
comes, evidence of effectiveness, impact on disparities, implementation
examples, implementation resources, and citations. The CHI Navigator is
intended for individuals and groups who lead or participate in CHI work
“within hospitals and health systems, public health agencies, and other
community organizations. It is a one-stop shop that offers community
stakeholders expert-vetted tools and resources for: depicting visually the
who, what, where, and how of improving community health; making
the case for collaborative approaches to community health improvement;
establishing and maintaining effective collaborations; and finding inter-
ventions that work for the greatest impact on health and well-being for
all” (CDC, 2015). The Urban Institute Metropolitan Housing and Com-
munities Policy Center’s What Works Collaborative® is another evidence
database that conducts research to support evidence-based housing and
urban policy. Another resource is the Guide to Community Preventive
Services,” whose health equity focus includes systematic reviews examin-
ing the influence of educational interventions on long-term health.

Recommendation 4-1: A public-private consortium® should
create a publicly available repository of evidence to inform
and guide efforts to promote health equity at the community
level. The consortium should also offer support to communi-
ties, including technical assistance.

¢ For more information, see http:/ /www.urban.org/policy-centers/metropolitan-housing-
and-communities-policy-center / projects /what-works-collaborative (accessed October 28,
2016).

7 For more information, see https:/ /www.thecommunityguide.org/topic/health-equity
(accessed October 28, 2016).

8 This could be done through such mechanisms as a collaboration among CDC (home of
the Community Health Improvement Navigator initiative), university-based centers (see the
example of the University of Wisconsin Population Health Institute that operates the County
Health Rankings [CHR] What Works for Health database), and one or more philanthropic
organizations.
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The repository would include databases that provide information at
the national, state, and metropolitan levels as well as for smaller local
geographies such as census tracts; information on effective interventions
and approaches; and the knowledge necessary to strengthen the capacity
of communities to act on topics such as education, income, employment,
transportation, nutrition, civil rights, housing, and other determinants of
health by race, ethnicity, gender, disability status, age, sexual identity/
orientation, and other demographic characteristics.

POLICY CONTEXT AND PARTNERS

Adding to the complexity of developing and implementing
community interventions to promote health equity are significant changes
in the sociocultural, demographic, economic, and political landscape
affecting health disparities and the social determinants of health. These
changes include an increase in income inequality (e.g., incomes in the
top 10 percent average 9 times the income of the bottom 90 percent, and
incomes in the top 0.1 percent are more than 184 times those of the bottom
90 percent); the demographic shift to a larger proportion of people of color
in the U.S. population (e.g., by 2040, the number of U.S. counties in which
the majority of the population is people of color is expected to more than
double), with implications for expanding health inequity; and increasing
disparities. Recent events involving race and law enforcement relations
have offered a disturbing illustration of systematically unequal treatment
that is causing fear, mistrust, anger, and divisiveness. Moreover, there is
a growing bipartisan recognition that mass incarceration, which affects
individuals of color disproportionately, plays a major role in damaging
families and communities, constitutes an unsustainable use of taxpayer
dollars, and, in connection with the larger policy milieu in both the private
and the public sector, leads to poor employment prospects and voting
disenfranchisement (Clear, 2008; NRC, 2014). These current realities serve
as reminders that the vision of a truly inclusive and equitable society
is not yet within reach. However, community-driven solutions, such
as those that his report highlights, can help move the nation in that
direction. For example, Multnomah County, Oregon, applies an “equity
and empowerment lens” to local policy (Multnomah County, 2014a,b,
n.d.), and Seattle-King County implemented an “equity in all policies”
approach to all decision making and annually reports on what it terms
“the determinants of equity” in the county (Beatty and Foster, 2015).

In a 2011 Institute of Medicine (IOM) report, the authoring commit-
tee recommended that “states and the federal government develop and
employ a Health In All Policies (HIAP) approach to consider the health
effects—both positive and negative—of major legislation, regulations,
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and other policies that could potentially have a meaningful impact on the
public’s health” (IOM, 2011, p. 9). The committee further recommended
that “state and federal governments evaluate the health effects and costs
of major legislation, regulations, and policies that could have a meaning-
ful impact on health. This evaluation should occur before and after enact-
ment” (p. 11). The recommendation below is made with acknowledgment
of the ongoing work in many jurisdictions around the country and of the
previous IOM recommendations.

Recommendation 6-1: All government agencies that support or
conduct planning related to land use, housing, transportation,
and other areas that affect populations at high risk of health
inequity should:

e Add specific requirements to outreach processes to
ensure robust and authentic community participation in
policy development.

e Collaborate with public health agencies and others
to ensure a broad consideration of unintended conse-
quences for health and well-being, including whether
the benefits and burdens will be equitably distributed.’

e Highlight the co-benefits of—or shared “wins” that could
be achieved by—considering health equity in the devel-
opment of comprehensive plans'® (e.g., improving public
transit in transit-poor areas supports physical activity,
promotes health equity, and creates more sustainable
communities).

e Prioritize affordable housing, implement strategies to
mitigate and avoid displacement (and its serious health
effects), and document outcomes.

An additional way to think about promoting community-based strat-
egies for reducing education and health disparities is to consider the exist-
ing infrastructure of policies and programs within the education sector
with an eye for how this infrastructure might be strengthened, modified,
and expanded in the interest of improving health outcomes. The com-
mittee considered the role of the education sector in shaping health and
health equity, given the strong relationship between educational achieve-
ment and health outcomes. Recently updated requirements for school

°See Recommendation 7 in For the Public’s Health: Revitalizing Law and Policy to Meet New
Challenges (IOM, 2011).

10 See, for example, ChangeLab Solutions” “Model Comprehensive Plan Language on
Complete Streets” (ChangeLab Solutions, 2016).
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assessment of student health needs also appear to align well with needs
assessments required in the health sector, for both public health agencies
and tax-exempt hospitals and health systems (IRS, 2016; PHAB, 2011).

Recommendation 6-2: State departments of education should
provide guidance to schools on how to conduct assessments
of student health needs and of the school health and wellness
environment. This guidance should outline a process by which
schools can identify model needs assessments, including those
with a focus on student health and wellness.

Recommendation 6-3: To support schools in collecting data on
student and community health, tax-exempt hospitals and health
systems and state and local public health agencies should:

e Make schools aware of existing health needs assess-
ments to help them leverage current data collection and
analyses.!!

® Assist schools and school districts in identifying and
accessing data on key health indicators that should
inform school needs assessments and any related school
improvement plans.

Hospitals are demonstrating greater interest in community-wide
health investments and underlying factors that affect population health,
rather than maintaining a more narrow focus on health care services and
funding offsets. In Can Hospitals Heal America’s Communities, Norris and
Howard (2015) write that “addressing these social determinants of health
through their business and non-clinical practices (for example, through
purchasing, hiring, and investments), hospitals and health systems can
produce increased measurably beneficial impacts on population and com-
munity health” (pp. 1-2). Examples of efforts to build, hire, and invest
locally include Kaiser Permanente in California and elsewhere and Pro-
Medica in Cleveland (NASEM, 2016d).

Recommendation 6-4: Through multi-sectoral partnerships,
hospitals and health care systems should focus their commu-
nity benefit dollars to pursue long-term strategies (including
changes in law, policies, and systems) to build healthier neigh-
borhoods, expand access to housing, drive economic develop-
ment, and advance other upstream initiatives aimed at eradi-
cating the root causes of poor health, especially in low-income

11 See, for example, the Healthy Students, Promising Futures tool kit from the U.S. Depart-
ments of Education and Health and Human Services (ED, 2016a).
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communities. Hospital and health systems should also advocate
for the expansion of efficient and effective services responding
to health-related social needs'? for vulnerable populations and
people living in poverty.

Because health care payment reform (among other public policies)
may have unintended consequences such as reproducing health dispar-
ities, efforts to mitigate negative consequences are needed. However,
mitigating efforts can be addressed only by including the perspectives of
populations most affected by such programs.

Recommendation 6-5: Government and nongovernment payers
and providers should expand policies aiming to improve the
quality of care, improve population health, and control health
care costs!® to include a specific focus on improving popula-
tion health for the most vulnerable and underserved. As one
strategy to support a focus on health disparities, the Centers
for Medicare & Medicaid Services could undertake research on
payment reforms that could spur accounting for social risk fac-
tors in the value-based payment programs it oversees.

The National Academies’” Committee on Accounting for Socioeco-
nomic Status in Medicare Payment Programs has shown in its reports
(NASEM, 2016a,b,c,e) that value-based payment systems that do not
account for social risk factors can have unintended adverse consequences,
including providers and health plans avoiding low-income patients and
underpayment to providers disproportionately serving socially at-risk
populations (such as safety-net providers). These unintended conse-
quences could in turn lead to deterioration in the quality of health care
for socially at-risk populations and widening health disparities. That com-
mittee has stated that reducing disparities in access, quality, and outcomes
is one of four policy goals in accounting for social risk factors (NASEM,
2016a,b,c,e), and its reports suggest that reforms to value-based payment
programs that compensate providers fairly and increase fairness and

12 Alley et al. (2016) describe services addressing health-related social needs, including
transportation and housing. Others define services addressing such needs as “wraparound
services,” referring to linkages or services health care providers can offer to ensure, for ex-
ample, that patients have transportation to routine health care appointments, have adequate
food in their homes, and obtain legal (e.g., for tenant-landlord disputes about environmental
exposure to asthma triggers) or social service assistance. See, for example, (Bell and Cohen,
2009).

13 Better care, better population health, and lower cost are often described as the Triple
Aim (Berwick et al., 2008).
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accuracy in public reporting can help achieve goals to reduce disparities
and improve quality and efficiency of care for all patients.

Civil rights, health, and environmental justice laws and policies pro-
vide a framework that promotes equal access to publicly funded resources
and prohibit discrimination based on race, color, national origin, income,
gender, disability, and other factors. This is a crosscutting framework
that applies across different areas such as health, park access, education,
housing, transportation, and others. Using the framework to support
community-driven solutions draws on lessons from the civil rights move-
ment and related movements, such as the women’s movement. Specific
actions by several federal agencies illustrate how civil rights can be pro-
moted to advance health equity through the planning framework.

Conclusion 6-1: In the committee’s judgment, civil rights approaches
have helped mitigate the negative impacts of many forms of social and
health discrimination. Continuing this work is needed to overcome dis-
crimination and the structural barriers that affect health.

Conclusion 6-2: The committee concludes that using civil rights
approaches in devising and implementing community solutions to
promote health equity can guard against unjustified and unnecessary
discriminatory impacts, as well as against intentional discrimination
in programs that affect health. For example, those implementing com-
munity solutions can employ methods and data in ways that include full
and fair participation by diverse communities.

The philanthropy sector has a number of tools available to support
communities as they design, implement, and evaluate interventions to
promote health equity. In broad categories, these tools include conven-
ing, leadership and capacity development, model testing, topic studies
and reports, project and program funding, advocacy support, and social
movement building. Advocacy funding may present challenges for cer-
tain foundations for which funding issue-specific advocacy strategies,
such as lobbying, is prohibited by federal tax law. Nevertheless, such
foundations can support advocacy groups with general operating funds
(as distinguished from program-specific funds) that can be used to lobby,
as long as the foundation is not involved with decision making about
what issues the advocacy group chooses to take on. Foundations can also
support social movement building by providing support for organiza-
tions that use community organizing to address important social issues.

Recommendation 7-1: Foundations and other funders should
support community interventions to promote health equity by:
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® Supporting community organizing around important
social determinants of health;
Supporting community capacity building;
Supporting education, compliance, and enforcement
related to civil rights laws; and

e Prioritizing health equity and equity in the social deter-
minants of health through investments in low-income
and minority communities.

Past IOM reports have reflected on the limitations of randomized con-
trolled trials for public health and related research and on the need for a
broader array of research tools to inform community health improvement
efforts (IOM, 2012; IOM and NRC, 2013). To inform community-based
efforts to promote health equity, novel research is needed, but to make
that possible, changes to the dominant research paradigm are needed.

While social epidemiology has made highly important contributions
to our understanding of the social determinants of health and population
health, it “does not have the breadth, or imply all of the multiple interac-
tions and pathways” involved in population health (Kindig and Stoddart,
2003, p. 382). Thus, models for the training of population and place-based
scientists and practitioners are needed in order to develop the research
required to guide upstream approaches, including place-based interven-
tions, which address contextual factors that shape major public health
problems such as obesity, interpersonal violence, infant and maternal
health problems, cardiovascular diseases, infectious diseases, substance
use disorders, and mental health disorders. Therefore, based on the com-
mittee’s expertise and its examination of the available evidence, the com-
mittee recommends the following:

Recommendation 7-2: A number of actions to improve the

knowledge base for informing and guiding communities
should be taken, including

e Public and private research funders should support com-

munities and their academic partners in the collection,

analysis, and application of evidence from the experience

of practitioners, from leaders of community-based orga-

nizations, and from traditionally underrepresented par-

ticipants who are typically left out of such partnerships.

e Universities, policy centers, and academic publications

should modify current incentive!* structures to encour-

age and reward more research on the social distribu-

14 Such incentives may include funding, publication standards, and rules governing tenure.
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tion of risks and resources and the systematic generation
and dissemination of the evidence needed to guide the
complex, multi-faceted interventions that are most likely
to reduce inequities in health outcomes.!®

* Academic programs should promote the development
of and dialogue on theory, methods, and the training of
students to create a more useful knowledge base in the
next generation of researchers on how to design, imple-
ment, and evaluate place-based initiatives to improve
community health.

Anchor institutions—a wide range of local institutions that include
hospitals and universities, local government, sports venues, and
museums—are “firmly rooted in their locales” and constitute “sticky
capital” (i.e., capital that is resistant to change). Such institutions: (1) are
affected by their local environment and, as such, have a stake in the health
of surrounding communities; (2) have a moral and an ethical responsibil-
ity to contribute to the well-being of surrounding communities because
they can make a difference; and (3) when involved in solving real-world
local problems, are more likely to advance learning, research, teaching,
and service (Harkavy et al., 2014).

Rubin and Rose (2015) and others (Martin et al., 2005; Miller and
Rivera, n.d.; O’'Mara, 2012) have highlighted the complex, sometimes con-
tentious relationships and history between anchor institutions and their
communities (e.g., community perception that they receive no benefit
and may even be harmed by the local anchor institution). However, the
potential of anchor institutions to engage with communities to improve
well-being has also been explored and numerous examples provided
(Dubb et al., 2013; Norris and Howard, 2015; NTFAI, 2010). Anchor insti-
tution motivations to engage with community partners vary and may
include one or more of the following: “an economic self-interest in helping
ensure that the communities in which they are based are safe, vibrant, and
healthy” (Serang et al., 2013, p. 4); an interest in contributing to economic
development; a sense of social responsibility; and a desire to pursue
public—private partnerships to address mutually relevant challenges. The

15 SQUIRE (Standards for Quality Improvement Reporting Excellence) is an example of
concerted efforts by leaders in one sector—health care—to change powerful incentives.
SQUIRE guidelines provide an explicit framework for reporting new knowledge about
system-level work to improve the quality, safety, and value of health care in the hope of
shifting the emphasis and rewards from a near-exclusive emphasis on experimental find-
ings to examining interventions closely, carefully, and in detail; generating important new
knowledge about systems of care; and learning about how best to change those systems
(Davidoff and Batalden, 2005).
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anchor institution approach of an articulated mission, strategies, and
metrics to improve community conditions has gained increasing atten-
tion and buy-in in a number of major metropolitan areas (e.g., Cleveland,
Ohio; Detroit, Michigan; Philadelphia, Pennsylvania; Phoenix, Arizona).
Such anchors have made significant investments, usually with a number
of other anchor partners including city government and, often, private
investors. Data on how such efforts have improved the living conditions
of long-term and low-income residents are not yet available.

Recommendation 7-3: The committee recommends that anchor
institutions (such as universities, hospitals, and businesses)
make expanding opportunities to promote health equity in
their community a strategic priority. This should be done by:

* Deploying specific strategies to address the multiple
determinants of health on which anchors can have a
direct impact or through multi-sector collaboration; and

e Assessing the negative and positive impacts of anchor
institutions in their communities and how negative
impacts may be mitigated.!®

Policy makers include a wide variety of actors (e.g., city council mem-
bers, mayors, school board members, state legislators, etc.) whose work
spans the spectrum from very local policy development, such as zoning,
to national policy development, such as the Fair Housing Act. Further-
more, policy shapes the social determinants of health and the conditions
of communities (IOM, 2011). Historically, policy has arguably been a
driver of health inequity (e.g., redlining and urban renewal policies) (Wil-
liams and Collins, 2001). Thus, policy makers can play a significant lead-
ership role in advancing progress in communities toward health equity.

Recommendation 7-4: The committee recommends that local
policy makers assess policies, programs, initiatives, and fund-
ing allocations for their potential to create or increase health
inequities in their communities.

Public health agencies can bring data, epidemiologic expertise,
partnerships, and community engagement capacity in addition to com-
mitments to achieving health equity. Because of previously established
relationships, public health agencies are also natural conveners of cer-
tain health equity stakeholders, including health care systems, com-
munity organizations, and insurance companies. In addition, because

16 See, for example, McNeely and Norris (2015).
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nontraditional partnerships are needed to successfully address the social,
economic, and environmental factors influencing health equity, public
health agencies can become conveners of community development orga-
nizations, faith-based organizations, businesses, and governmental agen-
cies (e.g., transportation, housing, education). Furthermore, public health
agencies have some of the data needed to link nontraditional partners’
work and interests to health and can serve as a source of evidence-based
approaches that nontraditional partners can implement or support. The
capacity of public health agencies as data repositories could be enhanced
if more data were available and stratified by neighborhood levels for
specific populations and health-related indicators, and if agencies could
obtain data from a range of public- and private-sector sources, analyze it,
and share it with partners and users in the community in a timely manner
(RESOLVE, 2014).

In early 2016 the Governance Institute convened the first in a series of
intensive trainings as part of Alignment of Governance & Leadership in
Healthcare: Building Momentum for Transformation. The training, which
will recur, was designed to orient health care delivery system executives
to the potential of interfacing and partnering with the community devel-
opment sector. Moreover, the Build Healthy Places Network, the Center
on Social Disparities in Health, and RWJF have together put forward Mak-
ing the Case for Linking: Community Development and Health, a brief high-
lighting multiple models and examples of health and development sector
partnerships from around the country (Edmonds et al., 2015). The grow-
ing recognition that health is powerfully shaped by place calls on health
sector practitioners, researchers, and decision makers to strengthen their
relationships with the community development sector, from community
development corporations that work to expand opportunity in communi-
ties to community development financial institutions and others.

Recommendation 7-5: The committee recommends that pub-
lic health agencies and other health sector organizations build
internal capacity to effectively engage community development
partners and to coordinate activities that address the social and
economic determinants of health. They should also play a con-
vening or supporting role with local community coalitions to
advance health equity.

New federal education legislation, the Every Student Succeeds Act,'”
is a new mandate that requires school-level needs assessments, although

17.5.1177—Every Student Succeeds Act. Public Law 114-95 (December 10, 2015), 114th
Cong.
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access to quality data may persist as a barrier. For example, not all schools
have good data on chronic absenteeism (ED, 2016b). Nor is information
on school climate and neighborhood and on the community factors that
affect learning widely available. See Chapter 6 for a recommendation
(Recommendation 6-2) on state department guidance for student health
needs assessments.

Recommendation 7-6: Given the strong effects of educational
attainment on health outcomes and their own focus on equity
(ED, 2016c¢), the U.S. Department of Education Institute for
Educational Science and other divisions in the department
should support states, localities, and their community part-
ners with evidence and technical assistance on the impact of
quality early childhood education programs, on interventions
that reduce disparities in learning outcomes, and on the keys
to success in school transitions (i.e., pre-K and K-12 or K-12
postsecondary).

Given the crucial importance of health equity to the nation’s economic
and growth prospects and to communities” well-being and vibrancy, high-
level attention and coordination are needed to ensure that efforts to rein
in inequity succeed. The current state of health disparities has severe con-
sequences for the nation, and it is a call to action to stem the high human
and economic cost of health inequity. Clearly, considerable support for
addressing health equity has been established in the U.S. Department
of Health and Human Services and across the executive branch through
the Federal Interagency Health Equity Taskforce. In November 2016, the
President signed an executive order establishing a community solutions
council charged with fostering “collaboration across agencies, policy
councils, and offices to coordinate actions, identify working solutions to
share broadly, and develop and implement policy recommendations that
put the community-driven, locally led vision at the center of policymak-
ing” (The White House, 2016). Sustaining and elevating cross-government
effort is important to help galvanize a national effort toward promoting
health equity and to encourage ongoing multi-sectoral community-based
efforts around the country.

Recommendation 7-7: The committee recommends that key
federal government efforts, such as the Community Solutions
Council, that are intended to support communities in address-
ing major challenges, consider integrating health equity as a
focus.
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A health equity focus could mean undertaking such approaches as:

(a) Determining how government decisions in health and non-health
sectors could affect low-income and minority populations.

(b) Convening key stakeholders to explore financing structures
through which companies, philanthropy, and government can
together fund key health equity initiatives, including efforts to
generate better, timelier, and more locally relevant data.

The importance of considering the unintended consequences of gov-
ernment policies is evident. For example, Chapter 3 describes examples of
historical government policies that shaped government investment, land
use, transportation, planning, and other features of communities with
disproportionately negative effects on access to housing, safety, social
cohesion, family stability, and health outcomes in low-income and minor-
ity populations (Freeman and Braconi, 2002; Fullilove and Wallace, 2011;
IOM, 2003; Levy et al., 2006; Prevention Institute, 2011; Vélez, 2001; Zuk
et al., 2015). Weighing the consequences on health outcomes, however,
will require access to more varied and meaningful sources of data and
may demand resources for analysis and assessment. The unique circum-
stances and context of each community (defined by census tract or zip
code) may make it difficult to undertake such an assessment of potential
consequences in a way that considers their full scope.

Public—private partnerships offer opportunities for innovation and
alignment of resources that can achieve greater efficiency and effective-
ness. Examples include pay-for-success financing models to support early
childhood development and other programs, the Sustainable Communi-
ties federal partnership that brought together public- and private-sector
actors to align their efforts, and clean energy financing arrangements
(IOM, 2015b; PolicyLink, n.d.; Probst, 2014).

TOOLS

In its gathering of community examples and review of the literature,
the committee identified a number of guiding principles for community
consideration. They are provided in Box S-2, along with the three key
elements found in all nine examples of community-based solutions to
promote health equity highlighted in Chapter 5.

Chapter 8 provides a range of tools for facilitating multi-sector col-
laboration, making health equity a shared vision and value, and building
capacity to shape outcomes in the community. Depending on a specific
community’s needs and current available resources, some tools may be
more applicable for them than others. The tools outlined in this chap-
ter include making the case for health equity; meeting data information
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BOX S-2
Some Guiding Principles for Community Consideration

As described above, community-based efforts to promote health equity re-
quire the following three key elements: (1) making health equity a shared vision
and value, (2) increasing community capacity to shape outcomes, and (3) foster-
ing multi-sector collaboration. Although no recipe for successful collaboration to
promote health equity exists, some additional characteristics emerging from the
literature and community-based practices are:

Process

* Leverage existing efforts whenever possible.

*  Adopt explicit strategies for authentic community engagement, ownership,
involvement, and input throughout all stages of such efforts.

* Nurture the next generation of leadership.

* Foster flexibility, creativity, and resilience where possible.

* Seriously consider potential community partners, including nontraditional
ones.

e Commit to results, systematic learning, cross-boundary collaboration,
capacity building, and sustainability.

* Partner with public health agencies whenever possible, no matter the focus
of the effort.

SOURCES: Community Tool Box, 2016; FSG, 2011, 2013; Prybil et al., 2014; Verbitsky-Savitz
et al., 2016.

needs, with available data sources and interactive tools outlined; adopt-
ing theories of change; using civil rights law; medical-legal partnerships;
health impact assessments; funding mechanisms; public will building;
capacity building for multiple purposes; and a list of community tool kits.

CONCLUDING OBSERVATIONS

There are systemic root causes of health inequities in this country
that can seem overwhelming to local communities working to tackle
unemployment, concentrated poverty, and school dropout rates. It will
take considerable time to address these root causes, and it will require
system-level changes to reduce poverty, eliminate structural racism,
improve income equality, increase educational opportunity, and fix the
laws and policies that perpetuate structural inequities. All actors in the
community—businesses, state and local governments, anchor institu-
tions, and other community residents—have the power to change the
narrative and help promote health equity. Although the report focuses
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on community-based solutions, where possible, promising strategies to
address these hard-to-tackle root causes at higher levels are provided,
including the policy context and the supportive actions of partners.
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The Need to Promote Health Equity

INTRODUCTION

In the United States, health equity and equal opportunity are inextri-
cably linked, and the burdens of disease and poor health and the benefits
of wellness and good health are inequitably distributed among groups
of people.

Although biology, genetics, and individual behaviors play a role in
these differences, many health outcomes are more substantially affected
by social, economic, and environmental factors. Understanding the
social determinants of health requires a shift toward a more “upstream”
perspective—that is, the conditions that constitute the context in which
an individual’s behaviors are shaped. To put this more simply, Keyes and
Galea (2016) describe the relationship between an individual and the con-
ditions in which one lives using the metaphor of a fishbowl. If the bowl in
which a fish lives is dirty, or the glass is cracked and the water is leaking,
the fish will never reach its full health potential, despite any individual
effort. Although the life of a person is clearly more complex than that of
a fish, this metaphor illustrates the futility of only addressing individual
behaviors without considering the context. People inhabit environments
shaped by policies, forces, and actions that influence their individual
choices and behaviors over a lifetime and over generations. Community-
wide and national problems like poverty, unemployment, poor education,
inadequate housing, poor public transportation, exposure to violence, and
neighborhood deterioration (social or physical) are among the factors that
shape people’s health, and they do so in unequal ways, thus contributing
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to health inequities. The historic and ongoing interplay of structures,
policies, norms, and demographic/geographic patterns shapes the life of
every individual across the country. These factors are not intractable, and
inequities in these factors can be mitigated by policies and community
action in powerful ways (see Chapter 3 for a discussion of the evidence).
Community assets can be built, leveraged, and modified to create a con-
text to achieve health equity.

People are heavily influenced by the communities they work and live
in, and the diverse actors that make up the community ecosystem can
be powerful producers of health and well-being. Therefore, this report
focuses on the promise of communities to create opportunities for their
members to achieve their full health potential. By showcasing many cre-
ative, forward-looking, and bold community-led solutions for achieving
health equity, this report aims to provide a new narrative about health
in the United States. In addition to actors in communities, the report
examines other elements that address the structures, policies, and norms
needed to promote health equity.

DEFINING HEALTH EQUITY

This report makes frequent reference to a number of terms with mean-
ings that vary depending on the context and the community of users.
Such terms include “disparities,” “inequities,” “equity,” “racism,” and
“bias,” and they are defined in the glossary of key terms and when first
introduced in the report.

It is difficult to fully separate the concepts of equity and equality
because they are intertwined. Different fields have used varying ter-
minology in legal, public health, government, and other contexts. This
report uses the term “health equity” by applying the term equity to the
field of public health. Health equity is the state in which everyone has the
opportunity to attain full health potential and no one is disadvantaged
from achieving this potential because of social position or any other
socially defined circumstance. In this report promoting health equity
means creating the conditions where individuals and communities have
what they need to enjoy full, healthy lives. Health equity requires focused
and sustained societal efforts to confront historical and contemporary
injustices and eliminate health disparities (Brennan Ramirez et al., 2008;
HHS, n.d.). Health disparities are differences that exist among specific pop-
ulation groups in the attainment of full health potential and in incidence,
prevalence, mortality, and burden of disease and other adverse health
conditions (NIH, 2010), and they stem from systematic differences—that
are preventable and unjust—among groups and communities occupying
unequal positions in society (Graham, 2004).
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As discussed later in this chapter, studies of health inequities have
focused largely on health disparities across racial and ethnic populations.
Although such studies have uncovered patterns of discrimination and
inequitable health outcomes, enlarging this work to assess the effects of
poverty, unemployment, toxic stress, and the many secondary unintended
consequences (e.g., drug use and violence) for minority and other dispro-
portionately impacted populations is needed. It is well documented that
low socioeconomic status (SES) hampers an individual’s ability to achieve
optimal health by limiting access to health-preserving resources (Williams
and Purdie-Vaughns, 2015; Woolf and Braveman, 2011). However, SES
does not fully explain health disparities based on race and ethnicity, sex-
ual orientation and gender identity (Williams and Purdie-Vaughns, 2015).

In the following sections, the nature and implications of disparities
on three key health indicators and for health care are discussed. This
discussion is followed by a brief introduction to the social determinants
of health and the impacts of health inequities on society. Next, the chang-
ing social and environmental context and the role of communities in
addressing health inequity are described. Finally, this chapter highlights
the ongoing support for accelerating the progress to achieve health equity
before providing an overview of the rest of the report.

DISPARITIES IN HEALTH OUTCOMES

The existence of racial and ethnic disparities in morbidity, mortality,
and many indicators of health for African Americans, Native Americans,
Hispanics,! and Asians/Pacific Islanders was first acknowledged by the
federal government in the 1985 Report of the Secretary’s Task Force on Black
and Minority Health (Heckler, 1985). Since then, research has sought to
identify additional disparities and explain the mechanisms by which
these disparities occur.

Three indicators provide summary information about the overall
health of a population or subpopulation: infant mortality, age-adjusted
death rates, and life expectancy. The United States ranks lower than most
peer nations on these indicators; moreover, racial and ethnic disparities
exist in quality and length of life among U.S. residents. The failure to
address growing income inequality, along with health inequities by race

! Hispanic/Latino identification with country of origin: Four decades after the U.S. gov-
ernment mandated the use of Hispanic or Latino for data collection (e.g., in the decennial
census), most Americans with roots in Spanish-speaking countries prefer to be identified by
their country (51 percent versus 24 percent who prefer a pan-ethnic term). Also, 69 percent
respond that they believe there are multiple cultures, not one monolithic “Hispanic” or
“Latino” culture (Taylor et al., 2012).
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and ethnicity, contributes to the United States’ low health ranking among
peer nations (Davis et al., 2014).

Infant mortality rates reflect the number of infants in a population
who die before their first birthday per 1,000 live births. U.S. infant mor-
tality rates have decreased since 2005 for the overall population and
within each racial and ethnic group; however, sharp racial and ethnic
disparities persist. In 2013, as in previous years, the infant mortality rate
among African Americans (11.1 per 1,000 live births) was double the rate
among whites (5.06 per 1,000 live births) (Mathews et al., 2015). Ameri-
can Indians/Alaska Natives and Puerto Ricans also experienced higher
infant mortality rates (of 7.61 and 5.93 per 1,000 live births, respectively)
than whites (Mathews et al., 2015). Infant mortality rates among Asians/
Pacific Islanders and non-Puerto Rican Hispanics were lower than those
of whites. If white America and black America were two separate nations,
white America’s infant mortality rate would rank 49th in the world, while
black America’s would be ranked 95th out of 224 nations listed by the U.S.
Central Intelligence Agency’s World Factbook, following Botswana, Sri
Lanka, the United Arab Emirates, and Turks and Caicos Islands (WHO,
2015).

Life expectancy, the average number of years a person is expected to
live based on current mortality rates (typically reported as life expectancy
at birth or average number of years a newborn would be expected to live),
captures the degree to which all of the individual-level socioeconomic,
environmental, and health care-related resources in a society enable
members of that society to achieve a long and healthy life. Better living
conditions and better access to health care-related resources throughout
the lifespan extend longevity. From 1980 to 2014, U.S. life expectancy (at
birth) increased by approximately 6 years for males, reaching 76.4 years,
and increased 3 years for females, reaching 81.2 years. Racial and ethnic
disparities decreased, but they were not eliminated. In 2014, the life expec-
tancy for African American males was 72.0 years, while that for white
males was 76.5 years and that for Latino males was 79.2 years. In the same
year, life expectancy was 78.1 years for African American females, 81.1
years for white females, and 84.0 years for Latina females (Arias, 2016).
Childhood obesity, which disproportionately affects Hispanic and African
American youth (Asieba, 2016; Taveras et al., 2013), has been projected
to reduce the steady increase in overall life expectancy in this century
(Olshansky et al., 2005).

Age-adjusted mortality rates capture population deaths due to all
causes, and especially those not due to old age. High death rates suggest
that a population not only faces serious threats to health but also lacks
the resources needed to address them. The 2012 to 2014 U.S. age-adjusted
rates ranged considerably. By race and ethnicity, they ranged from 399.8
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per 100,000 people among Asian/Pacific Islanders to 858.1 among African
Americans. From 2007 to 2009, the rate was even higher (943.0 per 100,000)
among American Indian/Alaska Natives (IHS, 2016). Although the over-
all death rate among whites (729.1 per 100,000) was substantially lower
than the rate among African Americans, it exceeded that of Asian/Pacific
Islanders and American Indian/Alaska Natives (NCHS, 2014) for causes
including liver disease, suicide, and unintentional injury (Kochanek et al.,
2016). Looking at more distal causes, research indicates that age-adjusted
death rates among whites are higher for those who live in rural settings
(Caldwell et al., 2016) and have lower incomes (HRSA, 2015).

The patterns of health disparities among immigrants and their children
that emerge from available data are not straightforward. More than half
of U.S. citizens of Asian/Pacific Islander and Hispanic background come
from families that emigrated to the United States since 1965. Considerable
socioeconomic and cultural heterogeneity exists within these groups, and
some subpopulations (e.g., the Hmong population of Asian descent) expe-
rience particularly severe health disparities (Cho and Hummer, 2001; de
Souza and Anand, 2014; Vang et al., 2015). However, recent immigrant sta-
tus has also shown positive health impact in some populations (Hummer
et al.,, 2007; Lee et al., 2013; Markides and Coreil, 1986).

Along with race and ethnicity, sexual orientation and gender identity
have emerged as important factors in the study of health disparities.
Recent epidemiologic surveys have attempted to comprehensively assess
the physical and mental health of lesbian, gay, bisexual, and transgender
(LGBT) persons (Hsieh and Ruther, 2016; IOM, 2011). The available evi-
dence shows that the LGBT population does experience health dispari-
ties and that the disparities are exacerbated for those who hold multiple
minority statuses: this “intersectional” perspective describes the recogni-
tion that when multiple identities intersect, they represent overlapping
inequalities or types of disadvantage (IOM, 2011). Thus, LGBT persons
who are also racial/ethnic minorities have worse outcomes than do white
LGBT individuals (Hsieh and Ruther, 2016).

Health Care

It is becoming clearer that health insurance coverage alone will not
address health disparities associated with race, ethnicity, SES, and geog-
raphy (Kenney and Huntress, 2012; Ubri and Artiga, 2016). The Patient
Protection and Affordable Care Act (ACA), passed in 2010, has accelerated
progress toward improved health equity by expanding health insurance
coverage to about 20 million Americans (Uberoi et al., 2016). However,
challenges remain in fully addressing health care inequity, including pol-
icy hurdles affecting subgroups of the population (e.g., lack of coverage
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for some immigrants and asylum seekers, or those subject to Deferred
Action for Childhood Arrivals) (HealthCare.gov, n.d.); limited system
capacity or competence to care for some populations, such as LGBT per-
sons (e.g., newly covered partners of insured LGBT individuals); and the
lack of health data to monitor the health needs of some populations (e.g.,
for American Indians, of whom approximately 20 percent live on rural
reservations) (Kruse et al., 2016).

Merely increasing the availability of health care services does not
necessarily reduce health care disparities. Consider how the availability
of effective antiretroviral therapies has not reduced the rate of acquired
immune deficiency syndrome (AIDS) equally across groups. In the U.S.
context, the progression to AIDS may signal a failure to access treatment
in a timely and appropriate manner as indicated by racial and ethnic
trends that have been followed since the beginning of the epidemic, as
shown in Figure 1-1.

Though AIDS diagnoses have decreased over time for all groups
since the introduction of antiretroviral therapy, the proportion of diagno-
ses among whites has decreased substantially, while the percentage has
increased for other groups, and most substantially for African Americans.
Another striking example is found in the domain of clinical research,
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Native Hawaiian/other Pacific Islander

Multiple races
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FIGURE 1-1 AIDS classifications among individuals with diagnosed HIV infec-
tion by race and ethnicity and year of diagnosis.
NOTE: All displayed data have been statistically adjusted to account for reporting
delays, but not for incomplete reporting.

? Hispanics/Latinos can be of any race.

b Includes Asian/Pacific Islander legacy cases.
SOURCE: CDC, 2014.
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where clinical trials of drugs and devices are not always carried out
in diverse populations; therefore, the outcomes of trials may be biased
toward the populations studied and fail to account for cultural or other
factors that may influence effectiveness (George et al., 2014).

From a policy standpoint, the ACA has achieved its primary goal: the
proportion of people who lack health insurance is lower than it has ever
been. In the 29 states that have to date elected to participate in the ACA,
Medicaid expansion has resulted in more than 10 million low-income
individuals now being insured; furthermore, the associated reduction of
cost-shifting for uncompensated care has benefited hospital budgets, par-
ticularly for disproportionate share hospitals (CMS, 2016; Cunningham et
al., 2015). However, the costs of care for these patients are often greater
than expected, and Medicaid’s reimbursement rates are a small fraction of
the reimbursement rates from commercial payers; therefore, cost-shifting
persists. The ACA has increased the availability of outpatient care for low-
income persons through increased funding for the operation, expansion,
and construction of community health centers.

Challenges remain, however. As noted above, access to insurance
does not directly translate into health equity. The traditional fee-for-ser-
vice system persists and influences utilization patterns more heavily than
patient need or evidence-based practice guidelines (The National Com-
mission on Physician Payment Reform, 2013; Page, 2013; Robinson, 2001).
Patients need only to receive the care they want and need. Also, there is
still a subset of people without adequate insurance, and some commercial
payers are leaving the exchanges, premiums are on the rise again, and
pharmaceuticals and specialty drugs are increasing in complexity and
pricing, untouched by the ACA.

A significant group of workers earn too much to qualify for Medicaid,
but too little to afford health insurance. Also, the law does not address
the needs of undocumented residents who are among the poorest people
in the United States. Nearly one-third of all noncitizen immigrants lack
insurance (Barry-Jester and Casselman, 2015). Underutilization of health
care services among subpopulations of Hispanic and Asian immigrants
has been documented (Alegria et al., 2006). The reasons for underutiliza-
tion are complex and include an inability to speak the language, differ-
ences in the circumstances of immigration (e.g., refugees versus recruited
professionals), and the fear of inadvertently outing family members who
are in the country without documentation (Ortega et al., 2015).

Because the law is still relatively new, researchers are investigating
its outcomes, but there are concerns that some lower-income working
class individuals remain underinsured but have had more cost of health
care shifted to them (Saloner et al., 2014), and the variations in use and
cost persist.
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SOCIAL DETERMINANTS OF HEALTH

Although most of the research being conducted at the time of the
Heckler Report sought to explain how behavioral and other individual-
level factors contribute to health and health care disparities, the evi-
dence accrued since 1985 has led the field toward examining the social,
environmental, economic, and cultural determinants of health. These
determinants are the conditions in which one lives, learns, works, plays,
worships, and ages, and these conditions are shaped by historical and
contemporary policies, law, governance, investments, culture, and norms.
Addressing the root causes of health inequities, such as the social deter-
minants of health, is important in part to help enable sustainable inter-
ventions by engaging multiple sectors and addressing multiple health
outcomes simultaneously. The solutions highlighted in this report rec-
ognize that national and state leadership are important to effect change
in these determinants, but the report specifically addresses these inter-
related determinants at the community level (see Chapter 3 for a detailed
discussion of the root causes of health disparities, including the social
determinants of health).

IMPACTS OF HEALTH INEQUITY IN THE UNITED STATES

Although moral arguments to promote health equity exist? advancing
progress toward health equity could produce economic, national security,
and other benefits for the nation. The premise that social mobility, oppor-
tunity to succeed with hard work, and opportunity to achieve prosperity
exist is fundamental to the American Dream (Carr and Wiemers, 2016).
However, recent literature demonstrates that worsening social, economic,
and environmental factors are affecting health in serious ways that com-
promise opportunity for all (Chetty et al., 2016; Rudolph et al., 2015; Woolf
et al., 2015). Health is more than life expectancy, infant health, and fitness
and nutrition—it is the ability to lead a full and productive life. Addition-
ally, an opportunity to achieve good health is crucial to U.S. democracy,
national security, and economic vitality, as described below. The burden

2 For example, Jones and colleagues cite valuing all people equally as foundational to
the concept of equity, noting that the equal worth of all people is at the core of the human
rights principle that all human beings equally possess certain rights (Jones, 2009). Braveman
and colleagues point out that health differences adversely affecting socially disadvantaged
groups are particularly unacceptable because ill health can be an obstacle to overcoming
social disadvantage. They further note that this “consideration resonates with common
sense notions of fairness, as well as with ethical concepts of justice” (Braveman et al., 2011).
Daniels argues for the moral importance of health by exploring the necessities for justice as
it relates to health care and the social determinants of health (Daniels, 2008).
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of disparities lowers the nation’s overall health status and its ranking
relative to other nations.

Political and Economic Impacts of Health Disparities

In addition to the dollar cost of health care, because health inequi-
ties contribute to overall poor health for the nation, health inequity has
consequences for the U.S. economy, national security, business workforce,
and public finances.

Consequences for the Next Generation

American children rank behind their peers in most Organisation for
Economic Co-operation and Development (OECD) nations in health sta-
tus and on key determinants of health, and they experience growing dis-
parities on multiple measures of child well-being (OECD, 2009; Seith and
Isakson, 2011). Poverty, food insecurity, lack of stable housing, and lack
of access to high-quality and developmentally optimal early childhood
education are among the childhood factors that contribute to “chronic
adult illnesses and to the intergenerational perpetuation of poverty and
ill health found in many communities (e.g., obesity, diabetes, cardiovas-
cular disease, poor educational outcomes, unemployment, poverty, early
death)” (AAP, 2010, p. 839). Young children are most likely to live in pov-
erty, and children from low-income and minority communities are most
vulnerable (Burd-Sharps and Lewis, 2015). The nation’s growing racial
and ethnic diversity, coupled with the conditions that lead to serious early
life disadvantage, have serious implications for health and health dispari-
ties in later life, leading to squandering human lives and their potential
(OECD, 2009).

Consequences for the Economy

The economic effects of health inequity are the result of both unsus-
tainable and wasteful health care spending and diminished productivity
in the business sector. Health care spending accounted for 17.5 percent of
gross domestic product (GDP) in 2014, and health disparities contribute
to a significant amount of financial waste in the health care system.

LaVeist and colleagues (2009) calculated that eliminating health dis-
parities for minorities would have reduced indirect costs associated with
illness and premature death by more than $1 trillion between 2003 and
2006. In 2009, the Urban Institute projected that from 2009 to 2018, racial
disparities in health will cost U.S. health insurers approximately $337
billion in total (Waidmann, 2009). Disparities in access to health care and
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in the quality of care can be costly to individuals, health care providers,
health insurers, and taxpayers. Obtaining care late in the course of disease
(i.e., delayed care) and inadequate health care coverage may increase
the cost of care exponentially due to the exacerbation of complications,
the need for more expensive care (e.g., emergency department services),
and the need for more extensive care; furthermore, such treatment can
increase longer-term reliance on the health care system for the manage-
ment of unintended consequences on one hand and preventable chronic
diseases on the other (IOM, 2009).

Consequences for National Security

For a nation that prizes military readiness, the effects of poor health
status on entrance to military service and the readiness of the force mat-
ter. Military leaders reported that more than 75 percent of 17- to 24-year-
olds—more than 26 million young adults—in the United States cannot
qualify to serve in the armed forces because they have health problems
ranging from obesity to dependencies on prescription and nonprescrip-
tion drugs, are poorly educated, or are involved in crime (Christeson et
al., 2009). According to more than 500 retired admirals, generals, and
other senior military leaders, the health of our nation’s youth represents a
serious national security concern (Christeson et al., 2009, 2010). Individu-
als who are not healthy enough to participate in the workforce will not
be afforded the same employment opportunities as their healthy coun-
terparts. Rear Admiral Robert Besal (ret.) has asserted that young people
who are physically unfit for “productive employment or military service
represent a staggering loss of individual potential and collective strength
for the nation as well” (Council for a Strong America, 2016).

Consequences for Business

A healthy, productive workforce is a prerequisite to a thriving econ-
omy (HERO, 2015; IOM, 2015). The impact of poor health on private busi-
nesses is significant. Research from the Urban Institute shows that those
young adults with health problems who can find jobs in the mainstream
economy are less productive and generate higher health care costs for
businesses than those without health problems (Woolf et al., 2015).

Consequences for Income Inequality

Research finds that people in counties with an inequitable distribu-
tion of opportunities for good health are more likely to die before the
age of 75 than people in counties with more equitable opportunities for
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health (health status), even if the average incomes are the same (Univer-
sity of Wisconsin Population Health Institute, 2015). Political scientists at
Princeton and Georgetown University are finding that crippling political
polarization and gridlock are linked to income and wealth inequality
(Ferejohn, 2009; Voorheis et al., 2015). But income and wealth are not what
worries Americans. Instead, it is what can be obtained with income and
wealth that worries them most, and, of these, Gallup reports that health
care is at the top of the list (Swift, 2015). Health problems often reduce
personal income in ways that worsen inequity, which in turn may lead to
further inequity. For states, it is well understood that as health care spend-
ing through state Medicaid increases, the funds available to support state
universities decrease (Orszag and Kane, 2003).

CHANGING SOCIAL AND ENVIRONMENTAL CONTEXT

There are significant changes in the sociocultural (including demo-
graphic, economic, and political) and environmental landscapes affecting
health disparities and the determinants of health.

The changing economic context is characterized by growing income
inequality. According to an analysis performed by the Institute for Policy
Studies, the income gap between higher- and lower-income individuals
has increased substantially over the past 30 years, to the point that those
with incomes in the top 10 percent average nine times the income of those
in the bottom 90 percent, and those with incomes in the top 0.1 percent
have incomes that are more than 184 times that of the bottom 90 percent
(Asante-Muhammad et al., 2016). This income inequality has a remark-
able impact on individual health, as higher-income earners have longer
life expectancies than lower-income earners in every region of the United
States. There are significant economic changes that affect other social
determinants as well. For instance, urban centers across the country are
dealing with shifting demographics that can result in the displacement
of long-term residents. The economic advantages of changing land value
due to these shifts largely benefit those who are already in higher-income
brackets. In contrast, dislocated low-income households face overwhelm-
ing challenges in efforts to find new housing with access to high-quality
schools, jobs, and other essential social services that are vital to optimal
health. The lasting effects of the 2008 recession and the resulting dis-
placement of vulnerable populations exacerbated the impact on both
their health and their economic well-being—resulting in greater income
inequality and wealth inequality (Smeeding, 2012).

Recent changes in U.S. demographics underscore the urgency of find-
ing ways to attain health equity. For example, from 2000 to 2010 the Afri-
can American population increased by 11 percent (Rastogi et al., 2010),
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and the Hispanic population increased by 43 percent (Ennis et al., 2011),
while the white population increased by only 1.2 percent (Hixson et
al., 2011). By 2040 the number of U.S. counties in which the majority of
the population is comprised of people of color is expected to more than
double; those counties will then represent about one-third of the United
States (Frey, 2015). Without significant and fundamental policy changes,
these changes in the racial and ethnic composition of U.S. communities
can be expected to further widen health inequities associated with race
and class. Disparities in health, income, and education have also all been
increasing over time (see Chapters 2 and 3 for more information).

Climate change will increasingly affect health. In 2015, at the United
Nations Climate Change Conference—also known as COP 21—multiple
nations, including the United States, came together to create an agreement
to combat climate change and attempt to prevent the global temperature
from rising more than 2 degrees Celsius. Health representatives played
an integral role in the conference, as health is and will continue to be
significantly affected by climate change. Climate change is happening in
all areas, but its impacts are not distributed equally. It exacerbates vulner-
abilities in communities that are already disproportionately affected by
preexisting social, economic, and environmental factors. Extreme weather
events are one of the many examples of the ways in which climate change
will impact health. Hurricane Katrina was not necessarily the direct result
of climate change. However, it offers many important lessons on mitigat-
ing risk and increasing resiliency in making plans to help the entire popu-
lation, especially the most vulnerable. Although there is a risk that climate
change could worsen health inequities, there is also great opportunity to
integrate efforts to promote health into mitigation and adaptation efforts
to support more resilient, healthy, and equitable communities (Rudolph
et al., 2015).

Finally, recent events involving race and law enforcement relations
have elucidated systematically unequal treatment in the criminal justice
system (The President’s Task Force on 21st Century Policing, 2015). More-
over, there is a growing and bipartisan recognition that mass incarcera-
tion, which affects individuals of color disproportionately, plays a major
role in the breakdown of families and communities, constitutes an unsus-
tainable use of taxpayer dollars, and leads, in connection with the larger
policy milieu in both the private and the public sector, to poor employ-
ment prospects and voter disenfranchisement (Clear, 2008; NRC, 2014).
These current realities serve as reminders that the vision of an equitable
society will be challenging to reach, but community-driven solutions,
such as those this report highlights, can help move in that direction on a
local scale.
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WHY COMMUNITIES?

Individuals and families are part of communities, and the role of com-
munities is crucial to promoting health equity for several reasons. First, as
discussed earlier, medical interventions are insufficient to address health
equity, and behavioral health promotion continues to show little success
in reducing disparities (Baum and Fisher, 2014). Community-based and
-driven efforts are needed to alter environmental, socioeconomic, and cul-
tural conditions in ways that promote health equity. Community health
refers to the overall well-being of a community at all levels (including
the individuals within the community and the physical setting), which
may involve multi-sector and multidisciplinary collaborative approaches
to optimizing the health and quality of life of all persons who live, work,
or are otherwise active in a defined community (Goodman et al., 2014).
A healthy community is the foundation for achieving all other goals, as
it is essential for a productive society. (For example, a community with
a healthy workforce has a good base upon which to build its economy,
and healthier students are more equipped to learn and be successful
academically.) Furthermore, communities differ in the local quality and
availability of health care providers, the affordability and quality of hous-
ing, employment opportunities, transportation systems, the availability of
parks, green space, and other aspects of the physical environment. Com-
munities are uniquely positioned to drive solutions tailored to their needs
that target the multiple determinants of health.

MOMENTUM FOR ACHIEVING HEALTH EQUITY

There is a clear urgency for the nation to fully address health inequity.
An analysis of current trends provides evidence of persistent health ineq-
uity, but there are reasons for optimism. Turning the tide is not only
possible, it is imperative; many organizations in the public and private
sectors have recognized this, making health equity an explicit or implicit
priority. These organizations span the sectors of finance, philanthropy,
public health, community development, academia, and beyond. Local,
regional, and state governments have also taken on issues essential to
achieving health equity. For example, the Federal Reserve Bank and
community development financial institutions are engaging in improv-
ing community development, employment, and housing—which drive
health improvement—and they are making investments that expand
access to healthy and affordable foods and neighborhoods with open
space to promote physical activity and community safety (Andrews and
Erickson, 2012). Health equity is a guiding priority for the American
Public Health Association in its initiative to make the United States the
healthiest nation in a generation, with 2030 as a goalpost (APHA, n.d.). In
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2016 the Association of State and Territorial Health Officials” President’s
Challenge is to “Advance health equity and optimal health for all,” and
“Cultivating a culture of health equity” was the theme for the National
Association of County and City Health Officials’ annual meeting. Numer-
ous states, including California, Colorado, Massachusetts, Pennsylvania,
and Wyoming, have created statewide offices of health equity that work
in collaboration with other agencies and departments to inform policies
that promote health equity. Health equity has become central to the goals
of some of the nation’s largest philanthropic organizations, including The
California Endowment, Ford Foundation, Kresge, and Kellogg. Advanc-
ing health equity is at the core of the Robert Wood Johnson Founda-
tion’s (RWJF’s) new push for a culture of health (RW]JE, 2015). The federal
government is investing heavily in health equity as well, and it recently
established a National Institutes of Health research program to address
health disparities in chronic disease as well as the National Partnership
for Action to End Health Disparities. These investments seek to “trans-
form lives and places for disinvested people” (The Housing Fund, 2015),
and at their core they are investments to create opportunity for all to
achieve optimal health.

Conclusion 1-1: The persistent state of health disparities and health
inequity in the United States has profound implications for the coun-
try’s overall health standing, economic vitality, and national security.
Thus, addressing health inequities is a critical need that requires this
issue to be among our nation’s foremost priorities.

ABOUT THIS REPORT

RWJF, as part of its Culture of Health Initiative,® asked the Health and
Medicine Division of the National Academies of Sciences, Engineering,
and Medicine to help delineate the causes of and the solutions to health
inequities in the United States. The charge to the committee is provided
below (see Box 1-1 for the full statement of task). To respond to the charge,
the Committee on Community-Based Solutions to Promote Health Equity
in the United States was formed.

The focus of this report is on what communities can do to promote
health equity and on the broader policy context and contributions of
stakeholders that can support communities. In addition to the root causes
and structural barriers that need to be overcome, the committee also
examined levers and policies to support change, some of which span

3 For more information, see http://www.rwjf.org/en/culture-of-health.html (accessed
October 28, 2016).
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BOX 1-1
Statement of Task
Committee on Community-Based Solutions to
Promote Health Equity in the United States

The Robert Wood Johnson Foundation, as part of its Culture of Health initiative,
has asked the Health and Medicine Division of the National Academies of Sci-
ences, Engineering, and Medicine to assist in delineating causes of and solutions
to health inequities in the United States. A consensus committee will be formed to
examine the evidence on solutions to promote health equity.

As part of its work a committee convened for this purpose will:

* Review the state of health disparities in the United States and explore
the underlying conditions and root causes contributing to health inequity
and the interdependent nature of the factors that create them (such as
systems of employment, public safety, housing, transportation, education,
and others).

*  Where appropriate, the committee will draw from existing literature and
syntheses on health disparities and health inequity.

* Identify and examine a minimum of six examples of community-based
solutions that address health inequities, drawing both from deliberate and
indirect interventions or activities that promote equal opportunity for health.
The examples should span health and non-health sectors and should take
into account the range of factors that contribute to health inequity in the
United States (such as systems of employment, public safety, housing,
transportation, education, and others).

o The committee may review appropriate frameworks for assessing poli-
cies and actions to address health inequalities and use these to exam-
ine the examples of community-based solutions.

o The committee will review the identified community-based solutions
through the lens of the culture of health action areas, drivers, and
measures.

* Identify the major elements of effective or promising solutions and their
key levers, policies, stakeholders, and other elements that are needed to
be successful.

* Recommend elements of short- or long-term strategies and solutions that
communities may consider to expand opportunities to advance health
equity.

* Recommend key research needs to help identify and strengthen evidence-
based solutions and other recommendations as viewed appropriate by the
committee to reduce health disparities and promote health equity.

national, state, regional, and other contexts for the work of communities.
To address its charge, the committee reviewed examples of community
efforts across the country and was inspired by how these communities
are rising to the challenge to address the difficult challenges and barriers
to health and well-being.
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Culture of Health Lens

RWIJEF defines a culture of health broadly “as one in which good health
and well-being flourish across geographic, demographic, and social sec-
tors; fostering healthy equitable communities guides public and private
decision making; and everyone has the opportunity to make choices that
lead to healthy lifestyles” (RWJF, n.d.). RWJF also says that “the exact
definition of a culture of health can look very different to different people.
A national culture of health must embrace a wide variety of beliefs, cus-
toms and values. Ultimately it will be as diverse and multifaceted as the
population it serves” (RWJF, n.d.). The culture of health framework was
developed by the foundation in collaboration with RAND Corporation
through a combination of literature review and structured discussions
with stakeholders (Chandra et al., 2016). The framework includes four
action areas that are interdependent—none can be achieved alone (Plough
and Chandra, 2016). The four action areas are

1. Making health a shared value

2. Fostering cross-sector collaboration to improve well-being
3. Creating healthier, more equitable communities

4. Strengthening the integration of health systems and services

The committee used the framework as a guide for this report and
adapted it to apply specifically to its statement of task and at the com-
munity level.

The committee also referred to the ecological model illustrated in the
2003 Institute of Medicine (IOM)* report The Future of the Public’s Health
in the 21st Century. This figure shows the multiple determinants of health,
beginning with an individual’s biology (and the biology of diseases) at
the center, followed by individual behavior, and in the outermost layer,
the highest level of social, economic, cultural, health, and environmental
conditions and policy (IOM, 2003). The committee was charged with
examining community-based solutions, and it developed a simple model
to show what it concluded are three important elements of community-
based efforts to promote health equity. The community-based level of
intervention is situated in the second and third outermost circles of Fig-
ure 1-2 (i.e., social, family, and community networks; living and working
conditions). As Figure 1-2 clearly indicates, community effort is neces-
sary, but it is not a sufficient contributor to population health and, by
extension, health equity. The outermost ring—the broad milieu of social,

4 As of March 15, 2016, the Health and Medicine Division (HMD) carries out the work
previously undertaken by the IOM.
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FIGURE 1-2 A guide to thinking about the determinants of population health.

? Social conditions include, but are not limited to economic inequality, urban-
ization, mobility, cultural values, attitudes and policies related to discrimination
and intolerance on the basis of race, gender, and other differences.

b Other conditions at the national level might include major sociopolitical shifts,
such as recession, war, and governmental collapse.

¢ The built environment includes transportation, water and sanitation, housing,
and other dimensions of urban planning.

SOURCE: IOM, 2003.

economic, and environmental conditions and policies—is crucial to sup-
port community-level efforts.
Report Conceptual Model

Figure 1-3 is a conceptual model that grounds the committee’s report.
The model adapts elements of the Culture of Health Action Framework
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FIGURE 1-3 Report conceptual model for community solutions to promote health
equity.

NOTES: Multi-sector collaboration includes partners from agriculture, banking/
finance, business/industry, economic development, education, health care, hous-
ing, human/social services, justice, labor, land use and management, media,
public health, transportation, and workforce development, among other sectors.
SOURCES: Informed by the Robert Wood Johnson Foundation (2015) Culture of
Health Action Framework and the Prevention Institute’s (2016) Systems Framework
to Achieve an Equitable Culture of Health.

(RWIJEF, 2015) and the Prevention Institute’s Systems Framework to Achieve
an Equitable Culture of Health (Prevention Institute, 2016). The model
applies the culture of health lens to the committee’s understanding of the
underlying causes and conditions of health inequity in addition to the
community-based solutions that promote health equity.

The model begins with the outer circle and background as the con-
text in which health inequities and community-driven® solutions exist.

5 The committee chose the term “community-driven solutions” because the community
will be the driving force behind the solutions in this report.
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The “socioeconomic and political context” was adapted from the World
Health Organization Conceptual Framework for Action on the Social
Determinants of Health (WHO, 2010) and encompasses policies, law, gov-
ernance, and culture. In the report conceptual model, this socioeconomic
and political context includes structural inequities and biases that are pro-
duced along the axes of race, gender, class, sexual orientation, and other
social domains. These inequities are manifested in systematic disadvan-
tages that lead to inequitable access to or experience of the determinants
of health. The committee adapted the determinants of health identified by
the Achieving Health Equity Team at the RW]JE, separating the social and
physical environments, and adding transportation. Although the frame-
work incorporates transportation as part of the “physical and social envi-
ronment,” transportation is vital to many areas of health (e.g., the ability
to travel to health care facilities, community events, accessing jobs) and,
alternatively, can have detrimental impacts on health (e.g., air pollution,
unintentional injuries), and thus it has been highlighted in the model. (See
Chapter 3 for a more detailed description of each determinant of health
and the ways in which they affect health and well-being.)

The committee adapted two of the Culture of Health Action Frame-
work Action Areas for community-level solutions: “Making health equity
a shared vision and value” and “Fostering multi-sector collaboration.”
Based on the committee’s information-gathering sessions, relevant litera-
ture, and committee deliberations, the committee also identified a third
action area of importance for the framework when proposing solutions
at the community level: “Increasing community capacity to shape out-
comes.” This is a process that has emerged as essential for communities
to have the power to address inequities and to sustain their efforts. (These
three elements are discussed in more detail in Chapter 4.) To align with its
statement of task, the committee incorporated equity at the community
level in its conceptual model. The Culture of Health action area “Creating
healthier, more equitable communities” has been incorporated into the
conceptual model as the outcome of the community-driven solutions in
the center of the diagram.

The community examples featured in this report will highlight solu-
tions that have been implemented at the community level to target one or
more of the nine determinants of health using the processes identified in
the conceptual model (see Chapter 5). By making health equity a shared
vision and value, increasing community capacity to shape outcomes, and
fostering multi-sector collaboration, these solutions foster equal opportu-
nity for health, which is the foundation for a vibrant, healthy community.
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Community Health

This report does not focus on interventions that target a single
health condition, but on community-level changes and impacts on health
through a holistic lens. The development of a community-based solution
is a community-driven process that includes fair participation by the com-
munity in the decision-making process, in which all people have access
to the information necessary to understand the matter and the process
and which produces outcomes that the people accept as fair, equitable,
and nondiscriminatory in the context of addressing health disparities.
Therefore, the terms “community-driven solutions” and “community-
based solutions” will be used interchangeably for the remainder of this
report (see Box 1-2 for definitions). The importance of communities and
their role and potential to promote health equity is discussed in Chapter 4.

Overview of the Study Process

To address its charge, the committee gathered information through
a variety of means. It held three information-gathering meetings that
were open to the public and webcast live. The first, held in January 2016,
focused on obtaining information on health disparities and their root
causes, including an overview from the report sponsor. The second, held
in March 2016, focused on many of the social determinants of health and

BOX 1-2
Definitions

Community is any configuration of individuals, families, and groups whose
values, characteristics, interests, geography, or social relations unite them in some
way (adapted from Dreher, 2016).2 However, the word is used to denote both the
people living in a place, and the place itself. In this report the committee focuses
on shared geography, i.e., place, as a key component of community—in other
words, community is defined as the people living in a place, such as a neighbor-
hood. Therefore a community-based solution to promote health equity is an action,
policy, program, or law that is driven by the community (members), and that affects
local factors that can influence health and has the potential to advance progress
toward health equity.

2 Draft manuscript from Melanie C. Dreher, Rush University Medical Center, provided to
staff on February 19, 2016, for the Committee on Community-Based Solutions to Promote
Health Equity in the United States. Available by request from the National Academies of
Sciences, Engineering, and Medicine’s Public Access Records Office. For more information,
email PARO@nas.edu.

Copyright © National Academy of Sciences. All rights reserved.



Communities in Action: Pathways to Health Equity

THE NEED TO PROMOTE HEALTH EQUITY 51

included presentations on how transportation, planning, environmental
justice, and civil rights law affect health. The third meeting was held
in April 2016, and presentation topics included faith-based community
organizing, community-based participatory research, place-based factors
and policy at the community level, and the economics of community
development (meeting agendas are in Appendix C). The committee met
in executive sessions for deliberative discussion throughout the study
process. The committee received public submissions of materials for its
consideration at the meetings and by e-mail throughout the course of
the study.® A website was created to provide information to the public
about the committee’s work and to facilitate communication between the
public and the committee.” The process used to identify the community
examples highlighted is outlined in the Chapter 5 Annex.

Overview of Report

Chapter 2 begins with a description of the state of health disparities
in the United States by geography, income, race and ethnicity, and other
categories. Chapter 3 discusses how structural and institutional inequities
have led to disparate health outcomes and highlights historical issues that
continue to affect health outcomes today, as well as the ways in which cur-
rent and emerging issues ultimately affect communities. This is followed
by a discussion on the multiple determinants of health and how they
affect health equity. Chapter 4 discusses the role and capacity of commu-
nities to promote health equity and explains the larger context in which
communities are situated, as well as the types of evidence needed to sup-
port communities. Chapter 5 provides nine examples of communities that
are tackling health inequity and the lessons learned from these efforts.
Chapter 6 addresses the policies that ultimately affect communities and
that could either hinder or promote solutions at the level of individual
communities. Chapter 7 discusses the roles of various stakeholders and
the actions that these actors could undertake in their communities, with
an emphasis on multi-sector collaboration. Chapter 8 is geared toward
communities and provides an array of strategies, tools, and activities
available to communities to help them promote health equity. Chapter 9
provides brief summarizing thoughts.

¢ Public access materials can be requested from http:/ /www8.nationalacademies.org/cp/
projectview.aspx?key=IOM-BPH-15-15 (accessed December 23, 2016).

7 See http://www.nationalacademies.org/hmd/ Activities/PublicHealth /Culture-of-
Health.aspx (accessed December 23, 2016).
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CONCLUDING OBSERVATIONS

There are systemic root causes of health inequities in this country that
can be overwhelming and that will take considerable time to address. It
will require system-level changes to eliminate structural racism, reduce
poverty, improve income equality, increase educational opportunity,
and fix the laws and policies that perpetuate structural inequities. Until
these root causes are addressed nationally, health equity will not be fully
realized. However, actors at the community level—policy makers, busi-
nesses, state and local governments, anchor institutions, and community
residents—are agents of local change who have the power to change the
narrative and take action that will promote health equity. The latter is
what this report will focus on, although, where possible, it will provide
promising strategies to address these hard-to-tackle root causes at higher
levels.
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The State of Health Disparities
in the United States

As part of its statement of task, the committee was asked to review the
state of health disparities in the United States and to explore the underly-
ing conditions and root causes contributing to health inequities and the
interdependent nature of the factors that create them (drawing from exist-
ing literature and syntheses on health disparities and health inequities).
In this chapter the committee reviews the state of health disparities in the
United States by race and ethnicity, gender, sexual orientation and gender
identity, and disability status, highlighting populations that are dispro-
portionately impacted by inequity. In addition, this chapter summarizes
data related to military veterans as well as rural versus urban-area differ-
ences. The committee drew on existing literature, comprehensive reviews
(AHRQ, 2016; NCHS, 2016), and recent studies. In Chapters 2 and 3, the
report features examples of communities that are taking action to address
the root causes of health inequity. These brief examples are meant to be
illustrative of the work being undertaken by communities throughout
the country. In Chapter 5 the report takes a more in-depth look into nine
examples of community-driven solutions to promote health equity.

HEALTH DISPARITIES

For the purposes of this report, health disparities are differences that
exist among specific population groups in the United States in the attain-
ment of full health potential that can be measured by differences in inci-
dence, prevalence, mortality, burden of disease, and other adverse health
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conditions (NIH, 2014). While the term disparities is often used or inter-
preted to reflect differences between racial or ethnic groups, disparities
can exist across many other dimensions as well, such as gender, sexual
orientation, age, disability status, socioeconomic status, and geographic
location. According to Healthy People 2020, all of these factors, in addi-
tion to race and ethnicity, shape an individual’s ability to achieve optimal
health (Healthy People 2020, 2016). Indeed, the existing evidence on health
disparities does reveal differential health outcomes across and within all
of the aforementioned identity groups. Health disparities can stem from
health inequities—systematic differences in the health of groups and com-
munities occupying unequal positions in society that are avoidable and
unjust (Graham, 2004). These are the type of disparities that are reflected
in the committee’s charge and that will be addressed for the remainder of
this report. In this section, we describe health disparities affecting popula-
tions across multiple dimensions.

Racial and Ethnic Disparities

Race and ethnicity are socially constructed categories that have tan-
gible effects on the lives of individuals who are defined by how one
perceives one’s self and how one is perceived by others. It is important to
acknowledge the social construction (i.e., created from prevailing social
perceptions, historical policies, and practices) of the concepts of race and
ethnicity because it has implications for how measures of race have been
used and changed over time. Furthermore, the concept of race is complex,
with a rich history of scientific and philosophical debate as to the nature
of race (James, 2016). Racial and ethnic disparities are arguably the most
obstinate inequities in health over time, despite the many strides that have
been made to improve health in the United States. Moreover, race and
ethnicity are extremely salient factors when examining health inequity
(Bell and Lee, 2011; Smedley et al., 2008; Williams et al., 2010). Therefore,
solutions for health equity need to take into account the social, political,
and historical context of race and ethnicity in this country.

The criteria people use to classify themselves and others racially and
ethnically and the attitudes that people hold about race and ethnicity have
been changing significantly in the early 21st century. According to the U.S.
Census Bureau, 37.9 percent of the population was identified to be racial
or ethnic minorities in 2014 (NCHS, 2016). “Minority” populations, which
already constitute majorities in some cities and states (e.g., California),
will become the majority nationwide within 30 years. By the year 2044,
they will account for more than half of the total U.S. population, and by
2060, nearly one in five of the nation’s total population will be foreign
born (Colby and Ortman, 2014).
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For racial and ethnic minorities in the United States, health disparities
take on many forms, including higher rates of chronic disease and pre-
mature death compared to the rates among whites. It is important to note
that this pattern is not universal. Some minority groups—most notably,
Hispanic immigrants—have better health outcomes than whites (Lara et
al., 2005). This “immigrant paradox” appears to diminish with time spent
in the United States, however (Lara et al., 2005). For other indicators,
disparities have shrunk, not because of improvements among minorities
but because of declines in the health of majority groups. For example,
white females have experienced increased death rates due to suicide and
alcohol-related diseases. Research suggests that the recent drug overdose
epidemic, along with the rise of suicide and alcohol-related diseases, has
contributed to the first increase in the national death rate in decades and
to the unusual recent decline in life expectancy for white females (Arias,
2016; Case and Deaton, 2015; NCHS, 2016).!

Although significant progress has been made in narrowing the gap in
health outcomes (NCHS, 2016), the elimination of disparities in health has
yet to be achieved. Furthermore, this narrowing of health gaps does not
hold true for a number of outcomes. Rather, despite overall improvements
in health over time, some health disparities persist. This is true with many
human immunodeficiency virus (HIV)-related outcomes. For instance, the
magnitude of the African American-white disparity in acquired immuno-
deficiency syndrome (AIDS) diagnoses and mortality has actually grown
substantially over time (Levine et al., 2001, 2007).

Infant gestational age, which is an important predictor of morbidity
and infant mortality, differs among racial and ethnic groups. The National
Center for Health Statistics (NCHS) reports that among the five racial and
ethnic groups? measured in the National Vital Statistics Survey (NVSS)
in 2014, African American women had the highest percentage of preterm
singleton births at 11.1 percent, while Asian or Pacific Islander women
had the lowest at 6.8 percent (NCHS, 2016). Within the Hispanic ethnic
group, there is considerable variation in health outcomes based on coun-
try of origin. For example, the 2014 NVSS findings revealed that Puerto
Rican mothers had the highest percentage of preterm singleton births at
9.1 percent, and Cuban mothers the lowest at 7.2 percent (NCHS, 2016).

1 At the time this report was being finalized in December 2016, the U.S. Centers for Disease
Control and Prevention’s National Center for Health Statistics published a new data brief on
2015 data from the National Vital Statistics System, indicating that U.S. life expectancy de-
creased 0.1 year between 2014 (78.9 years) and 2015 (78.8 years), and that “the age-adjusted
death rate increased 1.2 percent from 724.6 deaths per 100,000 standard population in 2014
to 733.1 in 2015” (Xu et al., 2016, p. 1).

2 These groups include African American; American Indian or Alaska Native; Hispanic;
white; and Asian or Pacific Islander.
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While national infant mortality rates decreased overall by 14 percent
from 2004 to 2014, disparities among racial and ethnic groups persisted
(NCHS, 2016). For indigenous populations, infant mortality rates are stag-
gering. Native Americans and Alaska Natives have an infant mortality
rate that is 60 percent higher than the rate for their white counterparts
(HHS, 2014). In 2013, infants born to African American mothers experi-
enced the highest rates of infant mortality (11.11 infant deaths per 1,000
births), and infants born to Asian or Pacific Islander mothers experienced
the lowest rates (3.90 infant deaths per 1,000 births) (NCHS, 2016). In
2015 the percentage of low-birthweight infants rose for the first time in
7 years. For white infants, the rate of low-birthweight infants was essen-
tially unchanged, but for African American and Hispanic infants, the rate
increased (Hamilton et al., 2016).

Obesity, a condition which has many associated chronic diseases and
debilitating conditions, affects racial and ethnic minorities disproportion-
ately as well. This has major implications for the quality of life and well-
being for these population groups and their families. From 2011 to 2014,
Hispanic children and adolescents ages 2 to 19 had the highest prevalence
of obesity in the United States (21.9 percent), and Asians had the lowest
(8.6 percent) (NCHS, 2016). Again, there is variation among Hispanics;
Mexican Americans suffer disproportionately from diabetes (HHS, 2015).

Heart disease and cancer are the leading causes of death across race,
ethnicity, and gender (see Table 2-1). African Americans were 30 percent
more likely than whites to die prematurely from heart disease in 2010, and
African American men are twice as likely as whites to die prematurely
from stroke (HHS, 2016b,d). The U.S. Centers for Disease Control and
Prevention (CDC) reports that nearly 44 percent of African American men
and 48 percent of African American women have some form of cardiovas-
cular disease (CDC, 2014a). Moreover, African American and American
Indian/Alaska Native females have higher rates of stroke-related death
than Hispanic and white women (Blackwell et al., 2014).

Homicide-related deaths, another instance of health disparities, are
highest for African American men (4.5 percent) and are at least 2 percent
for American Indian/Alaska Native and Hispanic men. The rate of sui-
cide is highest for male American Indians/Alaska Natives, who are also
more likely than other racial and ethnic groups to die by unintentional
injury (12.6 percent of all deaths) (CDC, 2013d).

It is important to be cautious with data on disparities in poverty,
obesity, and diabetes for several reasons. First, surveillance and other
data are adequate at capturing black-white disparities in part because
of their large sample sizes. Other groups, however, are not studied in as
much detail because their sample sizes can be small. Moreover, hetero-
geneous groups may be folded together—for example, Native Americans
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across tribes, rural and urban areas, or Pacific Islanders and Asians as
one group—which may mask differences in poverty, obesity, and diabetes
(Bauer and Plescia, 2014; Holland and Palaniappan, 2012). For Hispan-
ics, an ethnic group among which there is substantial heterogeneity by
country of origin, many data sources report health outcomes for the entire
population, despite evidence for within-group variation on important
outcomes such as HIV (Garcia et al., 2015). Relative to black-white dis-
parities, the literature examining disparities across other racial and ethnic
populations is extremely limited. Considering the significant growth of
minority populations in the United States, the insufficient knowledge base
to date about the health conditions of a number of these groups presents
a serious challenge to understanding and addressing health disparities
among specific populations.

ADDRESSING HEALTH INEQUITY IN UNIQUE POPULATIONS

In the sections that follow, the committee discusses in some detail
health disparities that affect several populations unique for various rea-
sons ranging from data challenges (e.g., one group is severely under-
represented in public health data collection) to mental health consider-
ations (e.g., one group experiences posttraumatic stress disorder (PTSD)
at a rate much higher than the average). Community-based solutions for
these population groups—Native Americans; female gender; lesbian, gay,
bisexual, transgender (LGBT) individuals; individuals with disabilities;
and veterans—will require attention to unique needs and assets identified
by members of those communities. For example, communities that are
focusing on addressing health disparities among people with disabilities,
could include such approaches as universal design (accessible to all) and
maximizing the opportunities offered by technologic innovations, such
as telemedicine.

Native American Health

Why Are Native Americans a Unique Population for Health Equity?

Native Americans, or American Indians and Alaska Natives, are a
significant population for health equity considerations, especially at the
community level. An extremely heterogeneous population, the 5.4 mil-
lion Native Americans make up about 2 percent of the total population
living in the United States, with 44 percent identifying as at least one
other race (Norris et al., 2012). There are 567 federally recognized Native
American tribes in the United States (GPO, 2016a) and many more that
are not recognized by the government. U.S. Census estimates reveal that
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the majority of people who identify as Native American (78 percent) live
outside of regions that are considered traditional Native American areas®
(Norris et al., 2012).

Native Americans have a unique historical and legal background in
the United States (see Appendix A for more detail on the historical and
legal context), which provides the basis for the federal government’s
trust obligation to Native American tribes. Unlike other racial and ethnic
minority groups in this country, Native Americans possess legal rights to
federal health care services. Despite these legal rights, the current state
of health among this population is starkly worse than its counterparts in
large part due to historical and legal contexts and the subsequent condi-
tions of Native American communities. Furthermore, the body of litera-
ture on Native Americans has not been sufficient for a number of reasons,
including small sample sizes, the heterogeneity of the population, and
racial misclassification on disease registries and death certificates (Jim et
al., 2014).

Health Disparities Among Native Americans

Although the creation of the Indian Health Service (IHS) and a trend
toward self-determination have contributed to improvement of Native
American health across many areas, including infectious disease preven-
tion and sanitation (Rhoades and Rhoades, 2014), racial and ethnic health
disparities have persisted for this population. The National Interview
Health Survey revealed that 13.2 percent of Native Americans report
being in fair or poor health, compared to only 9.8 percent of the total
population (Adams and Benson, 2015).

Mortality Overall, mortality rates for Native Americans are almost 50
percent higher than that of their white counterparts (Bauer and Plescia,
2014). Additionally, Native Americans have an infant mortality rate that is
1.5 times the rate of whites (Mathews et al., 2015). While research shows
that whites experienced a significant decline in all-cause mortality rates
from 1990 to 2009, Native Americans did not (Espey et al., 2014).

Burden of diseases The health and overall well-being of Native Americans
reflect a higher risk and higher rates of chronic diseases when compared
to other racial and ethnic groups. For example, Native Americans are
twice as likely to have diabetes as whites (HHS, 2016¢). This is especially

3 This includes federal American Indian reservations and off-reservation trust lands,
Oklahoma tribal statistical areas, tribal designated statistical areas, state American Indian
reservations, and state-designated American Indian statistical areas.
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true for specific subgroups of Native Americans, such as the Pima Indi-
ans, who have historically been identified as having the world’s highest
recorded prevalence and incidence of type 2 diabetes (HHS, 2016¢; Schulz
et al., 2006). While overall population rates of diabetes as an underlying
cause of death have been decreasing over time, the rates of diabetes as an
underlying cause of death and a multiple cause of death have remained
2.5 to 3.5 times higher for Native Americans than for whites of all ages 20
and older, for every IHS region except Alaska (Cho et al., 2014).

A 10-year analysis revealed that Native Americans were 1.21 times
as likely to die from heart disease as an underlying cause of death than
were whites (Veazie et al., 2014). In 2012 the tuberculosis rate for Native
Americans was 6.3 percent, as compared with 0.8 percent for the white
population (HHS, 2016¢). This disparity is especially striking when exam-
ined against the backdrop of successful infectious disease prevention
efforts that have almost eliminated the burden of tuberculosis in other
racial and ethnic populations.

While overall rates of cancer are lower for Native Americans than for
other racial and ethnic groups, there are specific cancers for which this
population is at high risk. These include stomach, liver, cervix, kidney,
gallbladder, and colorectal cancer (Espey et al., 2014; White et al., 2014).
Research suggests that the burden of disease from these types of cancer is
in large part attributable to the high rates of alcohol consumption among
Native Americans (Landen et al., 2014). From 1990 to 2009, overall cancer
death rates increased significantly for Native Americans, whereas these
rates declined for white men during the entire period, and for white
women during most of the 19-year period (White et al., 2014).

Mental health Native Americans have had a complex and tumultuous
history in the United States. The resulting historical trauma is an impor-
tant context for the discourse on mental health issues that are faced by
Native American communities today. Although research on mental health
is limited because of the size and heterogeneity of this population, there
is literature that suggests that Native Americans disproportionately suffer
from mental health disorders and related conditions. These include, but
are not limited to, increased prevalence and risk factors for depression,
suicide, drug and alcohol abuse, and PTSD (Berman, 2014; Herne et al.,
2014; HHS, 2016c; Landen et al., 2014). When compared to the general
U.S. population, Native Americans experience PTSD more than twice as
often and experience psychological distress 1.5 times more often (APA,
2010). These experiences have major implications for suicide rates in
Native American communities. A 10-year analysis of death certificate
data linked with IHS health data found that death rates from suicide were
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approximately 50 percent higher among Native Americans than among
whites (Herne et al., 2014). Recently, suicide has replaced homicide as the
second leading cause of death among U.S. teenagers, and the highest rates
are among Native American youth (VanOrman and Jarosz, 2016).

A Shift in the Narrative

Despite the barriers to achieving health and well-being that Native
Americans face, there have been positive advancements by communities
and community partners toward improving the health of this population.
For example, the emergence of tribal health research infrastructures has
been supported by National Institutes of Health funding of the Native
American Research Centers for Health, which started in 2001 (Jernigan et
al., 2015; Kelley et al., 2013). Furthermore, resilient Native American com-
munities have followed the trend toward self-governance and have taken
the initiative to create community-driven solutions to address the severe
health conditions discussed in this section. Box 2-1 briefly introduces one
of these communities and its path to health (see Chapter 4 for a more in-
depth discussion of another Native American community that is taking
action on health inequity).

BOX 2-1
Menominee Nation’s Path to Health

The Menominee Nation in Menominee County, Wisconsin, faced increasing
rates of substance abuse, domestic violence, poverty, and low graduation rates
when the tribe decided to confront its historical oppression and associated trauma.
An RWJF Culture of Health prize-winning community, the Menominee Nation is
applying a trauma-informed care model to provide social and behavioral health
services to its residents.

Some of the policy and systemic changes in Menominee County include

. A new grocery store close to the high school

. Greenhouses, gardens, and orchards at schools

. Enhancing physical education programs

. Workplace wellness culture shifts

. Community-led group activities centered around cultural practices
. Installing sidewalks and streetlights

SOURCE: RWJF, 2015.
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Gender Disparities

When discussing health disparities across gender groups, it is impor-
tant to acknowledge that while the basis of some disparities is biological
(e.g., rates of ovarian and prostate cancers), the majority of the disparities
discussed in this section are not based in biological mechanisms unless
otherwise stated. Nonbiological health disparities stem from socioeco-
nomic conditions that can shape gender differences in health outcomes
such as mortality rates, alcohol and substance abuse, mental health dis-
orders, and violence victimization.

In 2014 life expectancy at birth was 81.2 years for women and 76.4
years for men (NCHS, 2016). From 2004 to 2014, the gap in life expec-
tancy between men and women decreased from 5.1 years to 4.8 years
(NCHS, 2016). While the narrowing of the life expectancy gap could be
considered a positive trend, it is in fact a troubling trend because it stems
from a rise in mortality rates among women over the past two decades
in many areas (Arias, 2016). Kindig and Cheng found that from 1992 to
2006, as mortality decreased in most U.S. counties, female mortality rates
increased in 42.8 percent of counties. During this same period, only 3.4
percent of counties saw an increase in male mortality rates (Kindig and
Cheng, 2013).

More specifically, recent evidence reveals an unprecedented increase
in the death rates among white women and a decline in life expectancy,
changes that white men did not experience (Arias, 2016). Findings on
the causes of death among white women point to accidental poison-
ing (related to the rise in prescription opioid use), suicide, obesity, and
smoking-related diseases (Astone et al., 2015). Figure 2-1 shows that
across multiple racial groups, women—particularly white women—have
been more affected than men by the increasing rates of drug poisonings
(NASEM, 2016a).

In terms of alcohol and illicit drug use, men ages 12 and older report
higher usage rates than women (SAMHSA, 2015a,b). While women have
lower rates of alcohol and substance use, they are more likely to have
a serious mental illness than men (SAMHSA, 2015a). Research shows
that women are more likely to be diagnosed with anxiety or depression
(including post-partum depression) and men are more likely to have sub-
stance abuse or antisocial disorders (Eaton, 2012). In fact, depression is the
number one cause of women'’s disability in the United States (NASEM,
2016a).

Gender disparities are present across all social determinants of health,
with some more prominent than others. In education, the historical gender
gap has narrowed over the past 50 years, with the percentage of men and
women older than 25 years with bachelor’s degrees roughly equal now
(32 percent and 33 percent, respectively), and the percentage of women
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FIGURE 2-1 Percentage increase in drug poisonings between 1994 and 2010.
SOURCE: NASEM, 2016a.

ages 25-29 with a bachelor’s degree exceeds that of men. However, men
still outnumber women in the attainment of degrees beyond a bachelor’s
degree (Ryan and Bauman, 2016). The gender pay gap, a widely reported
disparity in income, has implications for health inequities because income
is closely tied to health. A report by the National Academies of Sciences,
Engineering, and Medicine examined gains in life expectancy across dif-
ferent income groups over time and found that while men in the top 60
percent of the income distribution were making gains in life expectancy
at age 50, women were experiencing losses in expected life expectancy at
age 50 in the bottom two income quintiles and no progress in the third or
fourth quintiles (NASEM, 2015).

Access to routine, quality health care is essential for both men and
women. The uninsured rate is higher for men, even after the passage of
the Patient Protection and Affordable Care Act (ACA), in part because
men have not historically qualified for Medicaid (NASEM, 2016a). Repro-
ductive and sexual health services are an especially important consider-
ation for women because of their ability to bear children. Unintended
pregnancy can have an impact on the overall health and well-being of
women. From 2007 to 2010 teenage pregnancy rates in the United States
declined 17 percent (Hamilton and Ventura, 2012).

For women, experiencing violence is a strong predictor of health,
and violence against women is primarily in the form of intimate partner
violence (IOM, 2010; Tjaden and Thoennes, 2000). Living in low-income
neighborhoods is associated with an increased risk of intimate partner
violence for African American and white women (Cunradi et al., 2000).
Women are more likely than men to sustain injuries from an assault

Copyright © National Academy of Sciences. All rights reserved.



Communities in Action: Pathways to Health Equity

70 COMMUNITIES IN ACTION

(Tjaden and Thoennes, 2000). In addition to injury, research suggests
that women’s health can be greatly affected over time after experiencing
violence. For example, women who experience violence are at increased
risk of arthritis, asthma, heart disease, gynecological problems, and risk
factors for HIV or sexually transmitted diseases (STDs) than those who
do not experience violence (Campbell and Boyd, 2000; IOM, 2010). For
men, community violence is likely to affect their health, and this is par-
ticularly true for men of color, who experience disproportionate amounts
of violence (Prevention Institute, 2011). Men are also much more likely
to commit suicide than women, regardless of age, race, or ethnicity, with
overall rates at almost four times those of women (CDC, 2013a).

Lesbian, Gay, Bisexual, and Transgender Health Disparities

Who Are LGBT Persons?

LGBT persons are considered sexual minorities because of their non-
heterosexual sexual orientation (i.e., lesbian, gay, or bisexual) or their
gender identity (i.e., transgender).* Sexual orientation and gender identity
minorities are often referred to using the acronym LGBT (i.e., lesbian, gay,
bisexual, and transgender persons) as an umbrella term even though the
forms of sexual and gender expression that exist within this population
are greater than the acronym suggests. For instance, intersex persons who
have both male and female sex characteristics are also considered under
this rubric (Makadon et al., 2008). Until recently, LGBT populations were
excluded from many of the rights and social advantages of our society
and were routinely targeted for hate crimes. A 2011 Institute of Medicine
(IOM) report assessed the state of the evidence and determined it was
lacking with respect to demography research, evidence on social influ-
ences for LGBT people, inequities in health care, intervention research,
and transgender-specific health needs. The report defined LGBT popula-
tions and outlined needs for advancing a research agenda on LGBT health
disparities (IOM, 2011).

Both sex and gender are relevant to sexual orientation and gender
identity. “Sex” is a biological construct that has at least two categories,
male and female. Gender is a social construct reflecting one’s social sense
of self. It exists on a continuum ranging from masculine to feminine
and has at least two categories, man and woman. Gender identity com-
bines the biological construct of sex and the social construct of gender. It

4 For a more detailed discussion of LGBT populations and how to define them, see the
IOM report The Health of Lesbian, Gay, Bisexual, and Transgender People: Building a Foundation
for Better Understanding (IOM, 2011).

Copyright © National Academy of Sciences. All rights reserved.



Communities in Action: Pathways to Health Equity

THE STATE OF HEALTH DISPARITIES IN THE UNITED STATES 71

has two categories, cis gendered and trans gendered. As implied by the
Diagnostic and Statistical Manual of Mental Disorders (DSM-5) definition of
gender dysphoria, transgender persons are those for whom the sex (male
versus female) and gender (masculine versus feminine) categories do not
align, leading a person of one gender to feel trapped in the body of the
opposite sex. The LGBT population is a microcosm of the broader society
and, therefore, reflects its demographic and social diversity as well as its
socioeconomic and racial and ethnic inequities.

Challenges to achieving LGBT health equity stem primarily from the
“invisibility” of LGBT individuals and communities, the forms of stigma
and social and legal discrimination to which they are susceptible, and
the paucity of data on the factors influencing LGBT health (HHS, 2011).
Recent civil rights gains have helped to increase LGBT visibility, reduce
stigma, and facilitate access to health insurance and health care; however,
standardized competencies on LGBT health for health professionals and
health care organizations are not yet required nationally. Therefore, the
care that LGBT persons receive may not yet reflect an awareness of LGBT-
specific concerns.

Health Disparities

Overall LGBT population The LGBT population experiences all of the
same diseases and conditions that are prevalent in the broader society
(e.g., cardiovascular disease) as well as other conditions such as HIV/
AIDS that affect the LGBT population disproportionately. The social
determinants of health are particularly influential drivers of LGBT health
disparities. High rates of unemployment or underemployment, limited
access to appropriate health care, and social discrimination affect the
behaviors in which LGBT people engage and the strategies needed to
improve the health of this population.

LGBT health disparities occur across the life course. LGBT youth are
more likely than their non-LGBT peers to be bullied, commit suicide,
engage in sexual risk behaviors, and run away or be forced to leave home
(Robinson and Espelage, 2013). The social challenges that accompany their
high rates of homelessness include mental health issues, violence, HIV
and other STDs, poverty, substance abuse, and food insecurity (Garofalo
and Bush, 2008). LGBT seniors are more likely than non-LGBT seniors
to live alone. They are also less likely to have children, which can limit
their access to sources of social support for assistance with the activities
of daily living and with chronic or acute medical needs (Henning-Smith
et al., 2015; Wallace et al., 2011).

Social discrimination and inadequate legal protections directly affect
health behaviors (e.g., substance use) and access to health care; the data
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on mental health disparities are mixed. Violence, including bias crimes,
remains a major public health issue for LGBT persons, although the lev-
els and types of violence differ across LGBT subpopulations. In a rare
national study, an estimated 39 percent of gay men, 15 percent of lesbians,
20 percent of bisexual men, and 15 percent of bisexual women reported
having ever experienced physical violence, property crime, or attempted
crime due to anti-LGBT bias (Herek, 2009). LGBT youth and transgender
women are particularly susceptible to physical assault, sexual assault,
and murder (Grant et al., 2011; Office for Victims of Crime, n.d.). Though
sexual forms of victimization are poorly documented, the available data
suggest that the lifetime prevalence is higher among lesbian and bisexual
women (43.4 percent) than among gay and bisexual men, and that bias-
related victimization, including murder, is higher among transgender
women than among any other group (Grant et al., 2011; Rothman et al.,
2011). Stark racial and ethnic disparities exist; transgender women of
color experience higher levels of such violence than members of any other
group (Grant et al., 2011).

Lesbian women Timely and appropriate health screenings for prevent-
able diseases can prevent many of the health issues affecting lesbians.
Lesbians have higher rates of alcohol, tobacco, and other drug use, which
are associated with cardiovascular disease and obesity (O’Hanlan and
Isler, 2007). On average, lesbians have greater body mass index than
heterosexual women, and they are less responsive to social pressures to
lose weight (Roberts et al., 2010). Lesbians also have an elevated risk for
some cancers because of a combination of lifestyle factors and other risk
factors. They experience disparities in breast, colon, and lung cancers due
to obesity and tobacco and alcohol use. They have an elevated risk for
gynecological cancers, such as ovarian and breast cancer, because of such
risk factors as a lower likelihood of ever being pregnant and delayed or
inadequate gynecological screenings (O’Hanlan and Isler, 2007).

Gay men Among gay men, HIV and AIDS remain major threats to health.
In 2013, 81 percent of all new diagnoses of HIV (30,689 new cases) infec-
tion in the United States occurred among gay and bisexual men, with
African American men having the highest rates (AHRQ, 2015). The high
prevalence of HIV in this population means that any member of this
population who engages in HIV-risk behaviors has an elevated risk of
acquiring it. Based on 2008 surveillance data among gay and bisexual
men screened for HIV infection, the CDC estimates that HIV prevalence
among gay and bisexual men to be 19 percent (CDC, 2010a). An emerg-
ing set of concerns pertain to negative body image, eating disorders such
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as anorexia, and related mental health disorders, especially among white
men; however, large population-based studies have yet to confirm this
(Burns et al., 2015; Ruble and Forstein, 2008).

Bisexual persons Except for the disproportionate burden of HIV/AIDS
among bisexual men, health disparities uniquely affecting bisexual men
and women are poorly understood, as studies often add bisexual persons
to the homosexual category. One issue that appears to affect bisexual men
and women disproportionately is intimate partner violence (Brown and
Herman, 2015). Estimates from the National Intimate Partner and Sexual
Violence Survey document that in 2010, 61 percent of bisexual women,
as compared with 44 percent of lesbians and 35 percent of heterosexual
women, experienced intimate partner violence-related physical violence,
stalking, or rape; 37 percent of bisexual men, as compared with 29 percent
of heterosexuals and 26 percent of gay men, experienced these outcomes
(Walters et al., 2013).

Transgender persons Transgendered persons, especially transgendered
women, experience particularly dire disparities, which are driven primar-
ily by the social determinants of health. The inability to secure employ-
ment as an openly transgendered person or to maintain employment
while transitioning from one sex to the other helps to explain why the
occurrence of annual household incomes of $10,000 or less is nearly four
times higher in this population than in the overall U.S. population (Grant
et al., 2011). Poverty leads many transgender women to engage in sex
work, which places them at risk for incarceration, violence, substance
abuse, and HIV as well as other sexually transmitted infections. Afri-
can American and Hispanic transgender women are disproportionately
impacted (Reisner et al., 2014). Other health disparities affecting this sub-
population include depression, self-harm, suicide, and complications due
to the use of cross-sex hormones, some of which may be obtained illegally
or of poor quality (Kaufman, 2008; Lawrence, 2007).

Some of the disparities that LGBT persons experience reflect the ways
that LGBT status may intersect with other minority statuses. For instance,
among transgender women, racial and ethnic minorities report dispro-
portionately higher levels of incarceration than their nonminority peers,
and qualitative findings suggest that concerns about racism may be at
least as salient as those of sexual orientation and gender identity (Sausa
et al., 2007).
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Health Care Disparities

Sexual minorities face several barriers to care, including their exclu-
sion from a partner’s health insurance, provider-related discrimination,
psychosocial barriers (e.g., fear of disclosing sexual orientation and gen-
der identity or illegal behaviors), and poor matches between the needs
of LGBT people and the kinds of services that are available (HHS, 2011).

Poor matches typically occur if the available services are intention-
ally (e.g., obstetric/gynecologic) or unintentionally (e.g., intimate partner
violence) developed and provided with a particular gender in mind. For
instance, both providers and transgender persons may fail to pursue the
standard screening for breast cancer for transgender men, even though
they may continue to be at risk. With respect to intimate partner violence,
while some of the challenges faced by survivors are universal to all survi-
vors (e.g., physical and emotional pain, the need for shelter), other issues
(e.g., distinguishing perpetrators and victims in same-sex couples) affect
the LGBT population specifically. Most intimate partner violence-related
services are typically designed to assist heterosexual women battered by
male partners (Ford et al., 2013), so providers and social service agencies
may not know how to address the issues uniquely affecting LGBT survi-
vors, though trainings are available to address this.

Perhaps the greatest challenges faced by transgendered persons and
their providers involve the need for multiple surgeries and the long-term
administration of sex hormones. Both require substantial reliance on the
health care system, and some insurers may not reimburse the expenses
fully. The need for these services is compounded by the particularly
low levels of income and health insurance in this population (Center for
American Progress and Movement Advancement Project, 2015; dickey et
al., 2016).

Disability Status and Health Disparities

Disabilities,” whether present or acquired at birth or developed later
in the life course, can manifest as physical, cognitive, or mental health-
related impairments, which can affect health outcomes. People with dis-
abilities represent about 18.7 percent of the U.S. population (Brault, 2012).
Although there is ample evidence to suggest that people with disabilities
are at increased relative risk for poor well-being (see Figure 2-2), until
recently this population has been overlooked in population health data
collection, analyses, and reports (Krahn et al., 2015). One of the major

5 The WHO International Classification of Functioning, Disability, and Health (ICF) defines
disability as an umbrella term for impairments, activity limitations, and participation re-
strictions (WHO, 2001).
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FIGURE 2-2 Factors affecting the health of people with disabilities and without
disabilities.
SOURCE: CDC, 2015.

challenges in data collection has been the lack of consensus on a clear and
specific definition of disability (Oreskovich and Zimmerman, 2012). There
has been an emerging effort to document and address health dispari-
ties among people with disabilities (CDC, 2013a; HHS, 2016a; NASEM,
2016b), in addition to the ACA requirement to improve data collection and
reporting on disability, among other factors.

Adults with disabilities are four times as likely as adults with no dis-
abilities to report having fair or poor health (40.3 percent versus 9.9 per-
cent) (Krahn et al., 2015). People with disabilities also report higher rates
of obesity, lack of physical activity, smoking, and three to four times the
rate of cardiovascular disease versus people without disabilities (CDC,
2014b, 2016c; Reichard and Stolzle, 2011; Reichard et al., 2011). For spe-
cific subgroups of this population, factors such as race and ethnicity, age,
language, sex or gender, poverty, and low education can compound the
effects of having a disability (Krahn et al., 2015). Furthermore, living with
a disability shapes one’s experiences of the social, economic, and environ-
mental determinants of health. For instance, having a disability is associ-
ated with an increased likelihood of not having a high school education,
less likelihood of employment, less access to the Internet, an increased
likelihood of having an annual income less than $15,000, and inadequate
access to transportation (Krahn et al., 2015).
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Living with a disability can present barriers to accessing health care
services and navigating the health care system (WHO, 2016). People with
disabilities, including those with health insurance and those without,
were more than twice as likely as people without disabilities to not receive
medical care because of cost in 2009 (CDC, 2010b). While they experience
higher rates of chronic disease than the general population, people with
disabilities are significantly less likely to receive preventive care (Krahn
etal., 2015). Additional barriers include common misconceptions, stigma,
and attitudes among providers (CDC, 2016b).

Disability types vary in prevalence and in how they are associated
with health disparities. In the United States, disabilities in mobility and
cognition are the most commonly reported types (Courtney-Long et al.,
2015). People with cognitive limitations are up to five times more likely
to have diabetes than the general population (Reichard and Stolzle, 2011).
Disability severity also has implications for the economic factors that
shape health. According to U.S. Census data, in 2010 approximately 28.6
percent of people ages 15 to 64 with severe disabilities were in poverty,
compared with 17.9 percent of adults with non-severe disabilities and
only 14.3 percent of adults with no disability (Brault, 2012).

Veterans Health

As a vulnerable and growing population, military veterans are an
important focus of many ongoing efforts to promote health equity. Many
veterans experience lasting trauma from their military service as well
as socioeconomic disadvantages post-deployment that can significantly
influence their physical and mental well-being. These conditions have
resulted in health and health care disparities both relative to the general
population and among certain veteran subpopulations. For the purposes
of this report, veterans are defined as those “who served in the active
military, naval, or air service, and who [were] discharged or released
therefrom under conditions other than dishonorable,”® who receive health
care from the Veterans Health Administration (VHA) as well as those who
are not enrolled.

Many conditions and factors contribute to premature mortality
among veterans, including higher rates of suicide risk, homelessness,
and mental health issues. The risk of suicide in the veteran population
is higher than in the general population and has become an increasingly
serious problem among younger veterans. A study of 1.3 million veter-
ans who served in Iraq and Afghanistan between 2001 and 2007 found
that non-deployed and deployed veterans had 61 and 41 percent higher

638 U.S. Code § 101.
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risks of suicide, respectively, than members of the general population
(Kang et al., 2015). The U.S. Department of Veterans Affairs (VA) recently
examined suicide rates among VA-enrolled veterans from all states and
found that in 2014, VA-enrolled veterans accounted for 17.9 percent of
suicide deaths among U.S. adults and had a 21 percent higher risk of
suicide relative to the general adult population (VA, 2016). The higher
risk of suicide among younger veterans has also drawn significant atten-
tion. Specifically, between 2006 and 2011, the suicide rate among young
California veterans (a yearly average of 27 suicides per 100,000 veterans)
was 57 percent higher than the rate among active duty military personnel
(Zarembo, 2013).

Mental illness and related psychopathological problems, including
PTSD, depression, substance abuse, and sexual trauma, are significantly
more prevalent among the veteran population. Despite the high burden,
calculated prevalence rates have varied significantly because of substan-
tial variations in many components of study design. The prevalence of
these disorders among veterans who receive care from the VA and among
those who do not can be even more difficult to discern. The prevalence
of PTSD in veterans who were deployed to Afghanistan and Iraq is two
to three times greater than in the overall population, with many studies
estimating that the prevalence among this veteran cohort ranges from 13
to 20 percent (IOM, 2012). PTSD is closely linked to military sexual trauma
(MST), which federal law defines as “psychological trauma, which in the
judgment of a mental health professional employed by the VA, resulted
from a physical assault of a sexual nature, battery of a sexual nature,
or sexual harassment which occurred while the veteran was serving on
active duty, active duty for training, or inactive duty training.”” Sexual
trauma is far more prevalent among veterans and military personnel than
in the general population and is likely to be considerably underreported.
Recently, data from the National Health and Resilience in Veterans Study
collected in 2013 revealed a prevalence rate of 7.6 percent, with 32.4
percent of female veterans and 4.8 percent of male veterans reporting
MST (Klingensmith et al., 2014). MST disproportionately affects female
veterans but is also a pervasive problem among male veterans, and it
detrimentally affects both mental and physical health. It has been linked
to suicidal ideation, substance abuse, PTSD, depression, anxiety, eating
disorders, and impaired mental and cognitive functioning (Klingensmith
et al.,, 2014; Mondragon et al., 2015; O’Brien and Sher, 2013). It has also
been linked to greater symptoms of physical pain (Mondragon et al., 2015;
O’Brien and Sher, 2013). Sexual trauma suffered during military service
may also affect the social well-being of veterans after they are deployed,

738 U.S. Code § 1720D. Counseling and treatment for sexual trauma.
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as MST has been negatively correlated with emotional and social support
post-deployment (Mondragon et al., 2015).

Disparities related to access to and use of health care as well as higher
prevalence of certain chronic diseases are also present in the veteran pop-
ulation. A review of studies examining racial and ethnic health care dis-
parities in the VA found that relative to white veterans, African American
veterans experience lower levels of arthritis and cardiovascular disease
management, lower levels of participation in surgery related to cancer
and cardiovascular disease, and a lower quality of diabetes care (Saha et
al., 2007). Prevalence rates for certain chronic diseases are also dispropor-
tionately high in the veteran population. Among African American male
veterans born between 1945 and 1965, the prevalence of hepatitis C virus
was 17.7 percent, a fivefold greater rate than the 3.5 percent prevalence
found in the same birth cohort of the general population between 2001
and 2010 (Backus et al., 2014).

Veteran homelessness is one of the most staggering and urgent issues
affecting veteran health; although the number of homeless veterans has
decreased in recent years, veterans remain at significantly higher risk
than members of the general population for becoming homeless (Tsai
and Rosenheck, 2015). Point-in-time counts by the U.S. Department of
Housing and Urban Development across all states estimated 47,725 home-
less veterans in 2015 and 39,471 homeless veterans in 2016, a decrease
of 17.3 percent between the 2 years® (HUD, 2016). Studies with more
geographically focused sampling also illustrate the continuing pervasive-
ness of veteran homelessness. In a study of homeless veterans 65 years
and older in Los Angeles between 2003 and 2005, 56 percent were found
to be chronically homeless, with African American veterans accounting
for 42 percent of this number (van den Berk-Clark and McGuire, 2013).
Additionally, female veterans are at higher risk of homelessness than
both male veterans and females in the civilian population and account for
an increasing proportion of homeless veterans, as the number of female
veterans increases (Balshem et al., 2011; Byrne et al., 2013). Box 2-2 briefly
describes a community-based program that was designed to address a
few of the barriers that veterans face.

8 Note: Comparison of prevalence estimates over time is flawed due to differences in
counting and estimation methods.
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BOX 2-2
Veterans Sustainable Agricultural Training Program

Former Marine Sergeant Colin Archipley and his wife, Karen, bought a small
200-tree avocado farm which they named “Archi’s Acres.” Their search for more
sustainable farming methods, coupled with a desire to stay connected in a mean-
ingful way to the Marine Corps, led to development of the Veterans Sustainable
Agriculture Training Program (VSAT). Offered in collaboration with California State
Polytechnic University, VSAT’s aim is to help others achieve meaningful employ-
ment in sustainable agriculture. This collaboration and the structure of the 6-week
“agricultural entrepreneurial incubator” program for which students can receive 17
quarter units of academic credit are key to its success. In addition:

* The partnership with the university provides the foundation for nationally
recognized accreditation.

*  The program meets the U.S. Department of Agriculture’s (USDA’s) experi-
ence requirements—completing VSAT is equivalent to 1 year of farm man-
agement experience or a 4-year degree in soil science —so consequently,
graduates qualify for a USDA-guaranteed farm loan.

* Veterans and active duty service members can use their existing edu-
cational benefits (e.g., Gl Bill, VA Vocational Rehabilitation, or tuition
assistance) to cover the program’s $4,500 tuition. Other veteran-serving
nonprofits also provide tuition grants for qualifying veterans (Stand for the
Troops Inc., 2016).

To facilitate the success of its graduates, VSAT complements technical content
with the business aspects of sustainable farming: sustainable farming produc-
tion methods, agricultural irrigation planning and techniques, organic hydroponic
techniques, greenhouse design considerations, farm ownership and management,
business development and implementation, business plan development, hands-on
training approach, introduction to farm service agency loan programs training, and
introduction to the agricultural marketplace and network (Archi’s Acres Inc., 2016).

More than 80 VSAT students are veterans and many are struggling with health
issues such as “invisible” wounds (e.g., PTSD) and other service-connected dis-
abilities (Stand for the Troops Inc., 2016). Thus, VSAT and the subsequent employ-
ment in sustainable agriculture have the potential to also influence the health of
veterans. As of 2012, VSAT had helped more than 100 military veterans transition
to the civilian workforce.

PLACE MATTERS

In the following section, the committee discusses the relationship
between people and place and implications for health disparities. One of
the most consistent findings in the health disparities literature is that place
matters. Research shows that there are systematic disparities in morbidity,
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mortality, and other measures of well-being across different areas of the
country, even across small areas that lie relatively close together. At a
larger level of analysis, life expectancy varies between states by up to
7.0 years for males and 6.7 years for females (NRC and IOM, 2013). His-
torically, many analyses compared health and life expectancy rates across
wide areas, such as regions or states. Thus, it can be stated that obesity—a
condition associated with chronic disease, mortality, and decreased over-
all well-being—is concentrated in the South and Midwest (Levi et al.,
2015b). Likewise, people living in the South are more likely to be diag-
nosed with HIV over the course of their lifetime than other Americans,
with the highest risk in Washington, DC (1 in 13), Maryland (1 in 49),
Georgia (1 in 51), Florida (1 in 54), and Louisiana (1 in 56) (CDC, 2016d).

However, the availability of more granular data has allowed for the
observation of even larger disparities across smaller geographic regions
such as zip codes, counties, and census tracts (see Figures 2-3 and 2-4)
(Kulkarni et al., 2011; UWPHI, 2016; Zimmerman and Woolf, 2014). In
some cities, for example, life expectancy can differ by as much as 25 years

KANSAS CITY,
MISSOURI

FIGURE 2-3 Map of life expectancy disparities in Kansas City, Missouri.

NOTE: The average life expectancy gap for babies born to mothers in Kansas City
can reach up to 14 years.

SOURCE: RWJF, 2013a. Used with permission from the Robert Wood Johnson
Foundation.
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RWJF Commission
to Build a Healthier America

NEW ORLEANS,
LOUISIANA

FIGURE 2-4 Map of life expectancy disparities in New Orleans, Louisiana.
NOTE: The average life expectancy gap for babies born to mothers in New Or-
leans can reach up to 25 years.

SOURCE: RWJF, 2013b. Used with permission from the Robert Wood Johnson
Foundation.

from one neighborhood to the next (Figure 2-4 illustrates this disparity
between New Orleans neighborhoods) (Evans et al., 2012; Zimmerman
and Woolf, 2014). Life expectancy is but one measure of these disparities.
Similar gaps in health-related outcomes across geographic areas can be
found for infant mortality, obesity, violence, and chronic diseases (UWPHI,
2016). There is also research suggesting that African Americans and whites
living in similar neighborhood conditions do not experience the racial dis-
parities in health that national data reflect (LaVeist et al., 2011).
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Health Disparities in Rural Places

Health equity for rural communities brings considerations that may
not be as prevalent in urban and suburban communities. Singh and Siah-
push found that rural areas have not made the same strides in improving
life expectancy as urban areas have, with the gap between rural and urban
areas widening from 0.4 years in 1969-1971 to 2.0 years in 2005-2009
(Singh and Siahpush, 2014). Rural counties’ have always had the highest
premature death rates among the various types of counties. However,
the County Health Rankings Report revealed that after a period of steady
decline over decades, rural counties are experiencing an increase in the
number of premature deaths (UWPHI, 2016). The evidence also shows
that, compared with their urban counterparts, rural communities have
higher rates of preventable conditions (such as obesity, diabetes, cancer,
and injury), and higher rates of related high-risk health behaviors (such
as smoking, physical inactivity, poor diet, and limited use of seatbelts)
(Crosby et al., 2012).

Appalachian Health

In Appalachial® the proportion of the population living in rural com-
munities is double that of the population in the nation living in rural areas
(42 percent and 20 percent, respectively) (CREC and WVU, 2015). Mortal-
ity measures show that in Appalachia, mortality rates have increased, par-
ticularly in central and southern Appalachian counties, while they have
been decreasing in the country overall (CREC and WVU, 2015). Yao et
al. (2012) analyzed spatial disparities in white infant mortality rates over
time and found that disparities in infant mortality rates between Appa-
lachian counties and non-Appalachian counties have persisted since the
1970s. High infant mortality in Appalachia is associated with high pov-
erty rates, residence in more rural areas, and lower physician density (Yao
et al., 2012). Health perception has also been shown to be worse among
residents who live in communities in Appalachian counties when com-
pared to other residents living in the same state, but in non-Appalachian
counties (McGarvey et al., 2011). This association persisted even among
those with health insurance.

This region has historically been affected by poverty and lack of
opportunities for achieving optimal health, including factors such as

9 Rural classification here is adapted from the National Center for Health Statistics’ urban—
rural classification based on Metropolitan Statistical Area designations.

10 The Appalachian region includes the entire state of West Virginia and parts of the fol-
lowing states: Alabama, Georgia, Kentucky, Maryland, Mississippi, New York, North Caro-
lina, Ohio, Pennsylvania, South Carolina, Tennessee, and Virginia (CREC and WVU, 2015).
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employment, education, housing, and access to transportation. From
2010-2014, in the region’s most rural counties, 15 percent of residents
were not covered by health insurance, compared to 14 percent in the
nation (Pollard and Jacobsen, 2016). Unemployment rates among the
population in Appalachia suggest that this population has not rebounded
from the economic downturn in 2007-2009. The labor force participation
rate was almost a full percentage point lower in 2010-2014 than its rate in
2005-2009 (Pollard and Jacobsen, 2016).

Limited timely access to a health care provider, poor management of
chronic disease, and limited subspecialty availability are very real con-
cerns for rural communities (Wong and Regan, 2009). Health systems in
rural communities are often under-resourced, understaffed, and of small
scale, and in recent years many rural hospitals have closed. The small
scale may make it easier for health care providers to discriminate, as a
single provider may be able to dictate the treatment, cost, and quality
of service (Bull et al., 2001) and there may be little recourse for the rural
resident. Transportation challenges also pose a problem for rural health
care delivery systems.

Despite these challenges, rural communities may not suffer disadvan-
tages in all areas of health when compared to urban and suburban com-
munities. Both rural and urban areas tend to have higher rates of adverse
health outcomes than suburban areas (Eberhardt and Pamuk, 2004).

The nature of racial and ethnic disparities in rural areas is rather
complex and intersectional. It appears to vary depending in part on the
region of the country and the racial and ethnic groups being considered
(e.g., rural Native American reservations; Hispanic farm workers; African
Americans residing in rural parts of the South, which may include histori-
cally African American municipalities as well as those in which African
Americans constitute a minority of the population; and rural communities
with large immigrant or Hispanic populations). For migrant and seasonal
farmworkers, 78 percent of whom are foreign born, there are many unique
health concerns that stem from occupational hazards, poverty, substan-
dard living conditions, language and cultural barriers, and inadequate
preventive care (Hansen and Donohoe, 2003; NCFH, 2009).

The health issues facing U.S. rural communities are not necessarily
due to rurality per se. In part these place-based health disparities are
driven by

e demographic shifts in which rural areas are losing population as
young people migrate to cities for work, school, etc.;

e inefficiency associated with providing health care services, which
leads to, for instance, hospital closures in rural areas;
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e a primary focus on and allocation of resources for interventions
to address issues facing urban populations;

e a lack of the necessary technological infrastructure (e.g., a lack
of reliable Internet service), which limits the possible alternative
strategies for health promotion; and

e place-specific exposures such as those associated with mining and
farming (pesticide exposures, etc.).

Health Disparities in Urban Places

There are unique features of urban regions as well as unique popu-
lation characteristics and barriers to health that shape urban dispari-
ties. The food environment is a widely examined feature of urban areas
that shapes health outcomes. When examining the 10 counties with the
highest number of food-insecure individuals in the country, all of the 10
counties spanned over large urban cities (e.g., Chicago, Illinois; Houston,
Texas; Los Angeles, California; New York, New York; Phoenix, Arizona)
(Gundersen, 2015). In addition to the nutritional impact of urban food
deserts, there is a social dynamic process that affects health disparities
in these urban environments. The processes involved in the growth,
purchase, preparation, consumption, and sharing—or absence—of food
within communities can shape how residents in urban food deserts inter-
act with food (Cannuscio et al., 2010).

Violence, in addition to the resulting injuries and trauma, affects
urban regions at higher rates than in other regions. Approximately two-
thirds of all U.S. firearm homicides occur in large urban areas, with inner
cities as the most affected by firearm homicide (Prevention Institute,
2011). Youth violence is highest in cities (469 per 100,000) and less in
metropolitan counties (259 per 100,000) and suburban areas (252 per
100,000) (Levi et al., 2015a). One of the downstream effects of violence is
the chronic stress that is associated with living in an unsafe community.
In urban areas where violence is pervasive, community-level trauma can
manifest in which residents experience psychological trauma, with some
exhibiting signs of PTSD (Pinderhughes et al., 2015). According to the
Prevention Institute, 35 percent of urban youth exposed to community
violence develop PTSD, a rate higher than that among soldiers deployed
to combat (Prevention Institute, 2011). Unsafe neighborhoods can also
lead to anxiety, depression, and stress, all of which are in turn associated
with preterm births and low birth weight (Egerter et al., 2011).

Urban communities have been characterized by a high burden of
asthma for decades. For children, specifically, the data reveal higher rates
of morbidity due to asthma for those living in crowded, urban neighbor-
hoods (Gern, 2010). This association has been attributed to the presence
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of environmental hazards such as pollution, pest allergens, and exposure
to indoor and outdoor smoke (Kozyrskyj et al., 2004). However, findings
suggest that other factors, such as race, ethnicity, and income, may have
more important roles in shaping risk of asthma in children than their
physical environment (Keet et al., 2015).

EVIDENCE GAPS

Since the publication of Heckler’s 1985 Report of the Secretary’s Task
Force on Black & Minority Health (the Heckler Report) and even the IOM’s
2003 Unequal Treatment: Confronting Racial and Ethnic Disparities in Health
Care report, significant progress has been made in the science of health
inequities. Scientific progress is evident in the development of conceptual
models of the multilevel factors that shape health inequities, a greater
standardization and collection of data on race and ethnicity, more sophis-
ticated data analytic tools and methods, and the exponential growth of
published studies on health inequities. Adler and colleagues provided
a review of progress to date in the field of health inequities and note
in detail the scientific advances, challenges, and future directions for
research (Adler and Stewart, 2010).

Yet, compared to other fields of health research, health inequities is
still a relatively new field. It faces significant research and practical appli-
cation challenges that need to be addressed in order to offer knowledge
that can strategically and accurately inform interventions aimed at reduc-
ing or eliminating health inequities.

First, the collection and use of data on race, ethnicity, and language
are key parts of the process of identifying health and health care needs
and eliminating disparities. Yet, work remains to be done in ensuring that
our current data systems capture the appropriate categories and that these
are consistently collected across studies and data systems. Toward this
aim, in 2009, the IOM report Race, Ethnicity, and Language Data: Standard-
ization for Health Care Quality Improvement proposed templates of granular
ethnicity and language categories for national adoption so that entities
wishing to collect detailed data can do so in systematic, uniform ways.
The Office of Management and Budget (OMB) is currently undertaking a
review of the current classifications for race and ethnicity and has issued
a call for comments, including on the salience of the terminology used
for race and ethnicity classifications and other language in the standard
(GPO, 2016b).

Beyond the collection of data on race and ethnicity, a significant chal-
lenge has been the lack of sufficiently large samples of some racial and
ethnic groups and their subgroups in population-level epidemiological
studies such as the National Health and Nutrition Examination Survey
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and the National Survey on Drug Use and Health. Insufficiently large
samples of some groups (e.g., Native Americans/American Indians, His-
panics and subgroups, and Asian and Pacific Islanders and subgroups)
result in unreliable estimates of health indicators and resulting limita-
tions on studies to investigate the factors that contribute to disparities
within and across groups. Oversampling of these groups in national epi-
demiological studies is needed to yield appropriate estimates of health
conditions.

Reliable estimates of health indicators can sometimes be derived by
collapsing data across years, but this also poses some limitations on track-
ing health changes over time and providing up-to-date estimates. For
smaller and geographically concentrated racial and ethnic groups (which
are not well represented in national studies), specialized ongoing periodic
studies are needed to track health conditions and the progress in reduc-
ing health inequities. For example, the National Latino and Asian Amer-
ican Study, while limited to one administration, provided previously
unavailable but highly valuable data on Hispanic and Asian populations
(Burnham and Flanigan, 2016).

Beyond race and ethnicity, the 2011 IOM report, The Health of Lesbian,
Gay, Bisexual, and Transgender People: Building a Foundation for Better Under-
standing made recommendations regarding data collection about sexual
orientation and gender identity in federal surveys and in electronic health
records; implementation of the recommendations will provide essential
data to document and monitor progress on LGBT health. For example,
questions on sexual orientation and gender identity are included in recent
versions of the Behavioral Risk Factor Surveillance Survey (CDC, 2016a).

Second, one of the important areas of knowledge advancement in
health disparities research has been the integration of neighborhood-level
factors that contribute to or are associated with health inequities. For
example, measures of neighborhood-level segregation (e.g., the Diver-
sity Index [National Equity Atlas, 2016], public school segregation [JSRI,
2016], and community diversity and distances between communities
with different racial or ethnic profiles [VDH, 2016]); income inequal-
ity (National Equity Atlas, 2016, RWJF, 2016a; United Health Founda-
tion, 2016), health equity (e.g., National Equity Atlas: Economic Vitality,
Readiness, Connectedness, Economic Growth [National Equity Atlas,
2016]), social cohesion and social capital (e.g., group membership, volun-
teerism [Opportunity Index, 2016], linguistic isolation [Brandeis Univer-
sity, 2016]), gentrification (e.g., change in median income [United Health
Foundation, 2016]), and housing affordability (Brandeis University, 2016)
have been developed and used to document the associations and effects of
these features of neighborhoods on health and health equity. The integra-
tion of these and other neighborhood-level features, if added to existing
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epidemiological health studies, could facilitate researchers’ use of these
measures in studies of health equity.

An additional challenge is that most studies of the features of the
neighborhood environment and their impacts on health and health equity
have been cross-sectional and are thus limited in establishing causal rela-
tionships (Diez Roux and Mair, 2010). As noted by Diez-Roux and Mair,
the field needs longitudinal studies of neighborhood features and their
relationships to health outcomes that use statistical controls for baseline
differences and longitudinal analyses relating changes in outcomes to
changes in predictors. While such studies are still observational, they
can employ a number of statistical approaches that are preferable to
cross-sectional analyses as they build a case for experimental studies
and for rigorous intervention evaluations. Similarly, longitudinal studies
of life-course processes on the impacts of neighborhood level factors on
health and health equity are needed. For example, in considering resi-
dential mobility, Diez Roux and Mair note the limited work on charac-
terizing neighborhood environments across the life course and the need
to develop strategies to link cohort data to historical neighborhood data
(Diez Roux and Mair, 2010).

Third, health disparity research has developed from a description of
associations (e.g., socioeconomic status and health) to mechanisms linking
socioeconomic status and health and multilevel influences to more recent
work on the interactions among factors (Adler and Stewart, 2010). Yet,
epidemiological studies on the factors that contribute to health and health
inequities have not yet consistently provided clear answers regarding the
most powerful and promising candidate levers to be targeted in commu-
nity interventions. Although we cannot wait for the science to develop to
the point of being able to provide exact answers, pilot interventions need
to be based on the best available evidence and to be carefully evaluated
with the most rigorous methods possible. However, in order to have a
more definitive scientific basis for intervention approaches in this com-
plex arena—with the myriad factors and ways that neighborhood and
other factors affect health—a combination of research strategies, including
rigorous observation studies, natural experiences or feasible experiments,
and simulation studies, is needed (Diez Roux and Mair, 2010). Based on
the data presented in this chapter and the current gaps in the evidence,
the committee concludes the following:

Conclusion 2-1: To enable researchers to fully document and understand
health inequities, to provide the foundation for solution development,
and to measure solution outcomes longitudinally, the following are
needed:
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*  An expansion of current health disparity indicators and indices to
include other groups beyond African Americans and whites, such as
Hispanics and their major subgroups, Native Americans, Asians, Pacific
Islanders, and mixed race, in addition to LGBT individuals, people with
disabilities, and military veterans.

o Including consideration of methods to generate stable estimates
of disparities through oversampling certain populations where
necessary.

*  An expansion of metrics and indicators capturing the broader definition
of health, including health equity and the social determinants of health.

*  Longer-term studies, as many health outcomes take years (or decades) to
see quantifiable changes in health outcomes related to the social determi-
nants of health.

*  Studies examining the ways in which a single structural factor may
influence multiple health outcomes.

o Increased funding opportunities dedicated to developing and testing rel-
evant theory, measures, and scientific methods, with the goal of enhanc-
ing the rigor with which investigators examine structural inequities
such as structural racism and health disparities.
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The Root Causes of Health Inequity

Health inequity, categories and examples of which were discussed in
the previous chapter, arises from social, economic, environmental, and
structural disparities that contribute to intergroup differences in health
outcomes both within and between societies. The report identifies two
main clusters of root causes of health inequity. The first is the intra-
personal, interpersonal, institutional, and systemic mechanisms that
organize the distribution of power and resources differentially across
lines of race, gender, class, sexual orientation, gender expression, and
other dimensions of individual and group identity (see the following
section on such structural inequities for examples). The second, and
more fundamental root cause of health inequity, is the unequal alloca-
tion of power and resources—including goods, services, and societal
attention—which manifest in unequal social, economic, and environ-
mental conditions, also called the social determinants of health. Box 3-1
includes the definitions of structural inequities and the social determi-
nants of health.

The factors that make up the root causes of health inequity are
diverse, complex, evolving, and interdependent in nature. It is impor-
tant to understand the underlying causes and conditions of health ineg-
uities to inform equally complex and effective interventions to promote
health equity.

The fields of public health and population health science have accu-
mulated a robust body of literature over the past few decades that eluci-
dates how social, political, economic, and environmental conditions and
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BOX 3-1
Definitions

Structural inequities refers to the systemic disadvantage of one social group
compared to other groups with whom they coexist, and the term encompasses
policy, law, governance, and culture and refers to race, ethnicity, gender or gender
identity, class, sexual orientation, and other domains. The social determinants of
health are the conditions in the environments in which people live, learn, work,
play, worship, and age that affect a wide range of health, functioning, and quality-
of-life outcomes and risks. For the purposes of this report, the social determinants
of health are: education; employment; health systems and services; housing;
income and wealth; the physical environment; public safety; the social environ-
ment; and transportation.

context contribute to health inequities. Furthermore, there is mounting
evidence that focusing programs, policies, and investments on addressing
these conditions can improve the health of vulnerable populations and
reduce health disparities (Bradley et al., 2016; Braveman and Gottlieb,
2014; Thornton et al., 2016; Williams and Mohammed, 2013). This litera-
ture is discussed below in the sections on structural inequities and the
social determinants of health.

HOW STRUCTURAL INEQUITIES, SOCIAL DETERMINANTS
OF HEALTH, AND HEALTH EQUITY CONNECT

Health inequities are systematic differences in the opportunities groups
have to achieve optimal health, leading to unfair and avoidable differ-
ences in health outcomes (Braveman, 2006; WHO, 2011). The dimensions
of social identity and location that organize or “structure” differential
access to opportunities for health include race and ethnicity, gender,
employment and socioeconomic status, disability and immigration sta-
tus, geography, and more. Structural inequities are the personal, inter-
personal, institutional, and systemic drivers—such as, racism, sexism,
classism, able-ism, xenophobia, and homophobia—that make those iden-
tities salient to the fair distribution of health opportunities and outcomes.
Policies that foster inequities at all levels (from organization to commu-
nity to county, state, and nation) are critical drivers of structural inequi-
ties. The social, environmental, economic, and cultural determinants of health
are the terrain on which structural inequities produce health inequities.
These multiple determinants are the conditions in which people live,
including access to good food, water, and housing; the quality of schools,
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workplaces, and neighborhoods; and the composition of social networks
and nature of social relations.

So, for example, the effect of interpersonal, institutional, and systemic
biases in policies and practices (structural inequities) is the “sorting”
of people into resource-rich or resource-poor neighborhoods and K-12
schools (education itself being a key determinant of health (Woolf et al.,
2007) largely on the basis of race and socioeconomic status. Because the
quality of neighborhoods and schools significantly shapes the life trajec-
tory and the health of the adults and children, race- and class-differenti-
ated access to clean, safe, resource-rich neighborhoods and schools is an
important factor in producing health inequity. Such structural inequities
give rise to large and preventable differences in health metrics such as life
expectancy, with research indicating that one’s zip code is more important
to health than one’s genetic code (RW]JF, 2009).

The impact of structural inequities follows individuals “from womb
to tomb.” For example, African American women are more likely to give
birth to low-birthweight infants, and their newborns experience higher
infant death rates that are not associated with any biological differ-
ences, even after accounting for socioeconomic factors (Braveman, 2008;
Hamilton et al., 2016; Mathews et al., 2015). Although the science is still
evolving, it is hypothesized that the chronic stress associated with being
treated differently by society is responsible for these persistent differen-
tial birth outcomes (Christian, 2012; El-Sayed et al., 2015; Strutz et al.,
2014; Witt et al., 2015). In elementary school there are persistent differ-
ences across racial and ethnic divisions in rates of discipline and levels
of reading attainment, rates that are not associated with any differences
in intelligence metrics (Howard, 2010; Losen et al., 2015; Reardon et al.,
2012; Skiba et al., 2011; Smith and Harper, 2015). There also are race and
class differences in adverse childhood experiences and chronic stress and
trauma, which are known to affect learning ability and school perfor-
mance, as well as structural inequities in environmental exposures, such
as lead, which ultimately can lead to differences in intelligence quotient
(IQ) (Aizer et al., 2015; Bethell et al., 2014; Jimenez et al., 2016; Levy et
al., 2016). One of the strongest predictors of life expectancy is high school
graduation, which varies dramatically along class and race and ethnic-
ity divisions, as do the rates of college and vocational school participa-
tion—all of which shape employment, income, and individual and inter-
generational wealth (Olshansky et al., 2012). Structural inequities affect
hiring policies, with both implicit and explicit biases creating differential
opportunities along racial, gender, and physical ability divisions. Lending
policies continue to create differences in home ownership, small business
development, and other asset development (Pager and Shepherd, 2008).
Structural inequities create differences in the ability to participate and
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have a voice in policy and political decision making, and even to partici-
pate in the arguably most fundamental aspect of our democracy, voting
(Blakely et al., 2001; Carter and Reardon, 2014). And implicit biases create
differential health care service offerings and delivery and affect the effec-
tiveness of care provided, including a lack of cultural competence (IOM
and NRC, 2003; Sabin et al., 2009).

For many people, the challenges that structural inequities pose limit
the scope of opportunities they have for reaching their full health poten-
tial. The health of communities is dependent on the determinants of
health.

STRUCTURAL INEQUITIES

As described above, structural inequities refers to the systematic disad-
vantage of one social group compared to other groups with whom they
coexist that are deeply embedded in the fabric of society. In Figure 3-1,
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FIGURE 3-1 Report conceptual model for community solutions to promote health
equity.
NOTE: Structural inequities are highlighted to convey the focus of this section.
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the outermost circle and background indicate the context in which health
inequities exist. Structural inequities encompass policy, law, governance,
and culture and refer to race, ethnicity, gender or gender identity, class,
sexual orientation, and other domains. These inequities produce system-
atic disadvantages, which lead to inequitable experiences of the social
determinants of health (the next circle in the report model, which is
discussed in detail later in this chapter) and ultimately shape health
outcomes.

Historical Perspective and Contemporary Perceptions

Whether with respect to race, ethnicity, gender, class, or other mark-
ers of human difference, the prevailing American narrative often draws a
sharp line between the United States” “past” and its “present,” with the
1960s and 1970s marking a crucial before-and-after moment in that nar-
rative. This narrative asserts that until the 1950s, U.S. history was shaped
by the impacts of past slavery, Indian removal, lack of rights for women,
Jim Crow segregation, periods of nativist restrictions on immigration and
waves of mass deportation of Hispanic immigrants, eugenics, the intern-
ment of Japanese Americans, the Chinese exclusion policies, the crimi-
nalization of “homosexual acts,” and more (Gee and Ford, 2011; Gee et
al., 2009). White women and people of color were effectively barred from
many occupations and could not vote, serve on juries, or run for office.
People with disabilities suffered widespread discrimination, institution-
alization, and social exclusion.

Civil rights, women’s liberation, gay rights, and disability rights
movements and their aftermaths may contribute to a narrative that social,
political, and cultural institutions have made progress toward equity,
diversity, or inclusion. Highlights of progress include the Civil Rights
Act of 1964, the Voting Rights Act of 1965, the Fair Housing Act, Title IX
of the Education Amendments of 1972, the Americans with Disabilities
Act, the Patient Protection and Affordable Care Act, and, most recently,
the Supreme Court case! that legalized marriage equality in the United
States. With a few notable exceptions—undocumented immigrants and
Muslims, for example—these advances in law and policy have been mir-
rored by the liberalization of attitudes toward previously marginalized
identity groups.

Today, polls and surveys indicate that most Americans believe that
interpersonal and societal bias on the basis of identity no longer shapes
individual or group social outcomes. For example, 6 in 10 respondents
to a recent national poll said they thought the country has struck a

1 Obergefell v. Hodges, 576 U.S. (2015).
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“reasonable balance” or even gone “too far” in “accepting transgender
people” (Polling Report, n.d.). In 2015, 72 percent of respondents, includ-
ing 81 percent of whites, said they believe that “blacks have as good a
chance as white people in your community to get any kind of job for
which they are qualified” (Polling Report, n.d.). In another poll, a total of
72 percent agreed that “women and men have equal trouble finding good-
paying jobs” (64 percent) or that men have more trouble (8 percent) (Ms.
Foundation for Women, 2015). However, when broken down by racial
and ethnic categories, the polls tell a different narrative. A recent survey
revealed that 70 percent of African Americans, compared with 36 percent
of whites, believe that racial discrimination is a major reason that African
Americans have a harder time getting ahead than whites (Pew Research
Center, 2016). Furthermore, African Americans (66 percent) and Hispanics
(64 percent) are more likely than whites (43 percent) to say that racism is a
big problem (DiJulio et al., 2015). Here, perceptions among African Ameri-
cans and whites have not changed substantially; however, Hispanics are
much more likely to now say that racism is a big problem (46 percent in
1995 versus 64 percent in 2015) (DiJulio et al., 2015).

Perceptions are confirmed by the persistence of disparities along the
lines of socioeconomic position, gender, race, ethnicity, immigration sta-
tus, geography, and the like has been well documented. Why? For one,
historical inequities continue to ramify into the present. To understand
how historical patterns continue to affect life chances for certain groups,
historians and economists have attempted to calculate the amount of
wealth transmitted from one generation to the next (Margo, 1990). They
find that the baseline inequities contribute to intergenerational transfers
of disadvantage and advantage for African Americans and whites, respec-
tively (Chetty et al., 2014; Darity et al., 2001). The inequities also repro-
duce the conditions in which disparities develop (Rodriguez et al., 2015).

Racism

Though inequities may occur on the basis of socioeconomic status,
gender, and other factors, we illustrate these points through the lens of
racism, in part because disparities based on race and ethnicity remain the
most persistent and difficult to address (Williams and Mohammed, 2009).
Racial factors play an important role in structuring socioeconomic dis-
parities (Farmer and Ferraro, 2005); therefore, addressing socioeconomic
factors without addressing racism is unlikely to remedy these inequities
(Kaufman et al., 1997).

Racism is an umbrella concept that encompasses specific mechanisms
that operate at the intrapersonal, interpersonal, institutional, and systemic
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levels? of a socioecological framework (see Figure 3-2). Because it is not
possible to enumerate all of the mechanisms here, several are described
below to illustrate racism mechanisms at different socioecological levels.
Stereotype threat, for example, is an intrapersonal mechanism. It “refers
to the risk of confirming negative stereotypes about an individual’s racial,
ethnic, gender, or cultural group” (Glossary of Education Reform, 2013).
Stereotype threat manifests as self-doubt that can lead the individual to
perform worse than she or he might otherwise be expected to—in the
context of test-taking, for example. Implicit biases—unconscious cognitive
biases that shape both attitudes and behaviors—operate interpersonally
(discussed in further detail below) (Staats et al., 2016). Racial profiling
often operates at the institutional level, as with the well-documented
institutionalization of stop-and-frisk practices on Hispanic and African
American individuals by the New York City Police Department (Gelman
et al., 2007).

Finally, systemic mechanisms, which may operate at the community
level or higher (e.g., through policy), are those whose effects are interac-
tive, rather than singular, in nature. For example, racial segregation of
neighborhoods might well be due in part to personal preferences and
behavior of landlords, renters, buyers, and sellers. However, historically,
segregation was created by legislation, which was reinforced by the poli-
cies and practices of economic institutions and housing agencies (e.g.,
discriminatory banking practices and redlining), as well as enforced by
the judicial system and legitimized by churches and other cultural institu-
tions (Charles, 2003; Gee and Ford, 2011; Williams and Collins, 2001). In
other words, segregation was, and remains, an interaction and cumulative
“product,” one not easily located in any one actor or institution. Residen-
tial segregation remains a root cause of racial disparities in health today
(Williams and Collins, 2001).

Racism is not an attribute of minority groups; rather, it is an aspect
of the social context and is linked with the differential power relations
among racial and ethnic groups (Guess, 2006). Consider the location of
environmental hazards in or near minority communities. Placing a hazard
in a minority community not only increases the risk of adverse exposures
for the residents of that community, it also ensures the reduction of risk
for residents of the nonminority community (Cushing et al., 2015; Taylor,
2014). Recognizing this, the two communities could work together toward
an alternative that precludes having the hazard in the first place, an alter-
native that disadvantages neither group.

2 In 2000 Dr. Camara Jones developed a theoretical framework for the multiple levels of
racism and used an allegory of a garden to illustrate the mechanisms through which these
levels operate (Jones, 2000).
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Systemic Level

Community Level

Institutional Level

Interpersonal Level

Intrapersonal
Level

Systemic Level Institutional Level Intrapersonal Level

e Immigration policies ¢ Hiring and promotion ¢ Internalized racism

e Incarceration policies practices * Stereotype threat

e Predatory banking e Under- or over-valua- e Embodying inequities

tion of contributions
Community Level

¢ Differential resource Interpersonal Level
allocation e Overt discrimination
® Racially or class segre- e Implicit bias

gated schools

FIGURE 3-2 Social ecological model with examples of racism constructs.
NOTES: The mechanisms by which the social determinants of health operate
differ with respect to the level. For the intrapersonal level, these mechanisms are
individual knowledge, attitudes/beliefs, and skills. At the interpersonal level,
they are families, friends, and social networks. At the institutional level, they are
organizations and social institutions. At the community level, they are relation-
ships among organizations. At the systemic level, the mechanisms are national,
state, and local policies, laws, and regulations.

SOURCE: Concept from McLeroy et al., 1988.
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Most studies of racism are based on African American samples; how-
ever, other populations may be at risk for manifestations of racism that
differ from the African American experience. Asians, Hispanics, and,
more recently, Arabs and Muslims are subject to assumptions that they
are not U.S. citizens and, therefore, lack the rights and social entitlements
that other U.S. residents claim (Chou and Feagin, 2015; Cobas et al., 2009;
Feldman, 2015; Gee et al., 2009; Johnson, 2002; Khan and Ecklund, 2013).
The implications of this include threats or actual physical violence against
members of these groups. For instance, researchers have found that in
the months immediately following September 11, 2001, U.S. women with
Arabic surnames who were residing in California experienced increases
in both racial microaggressions (i.e., seemingly minor forms of “everyday
racism”) and in poor birth outcomes compared to the 6 months preceding
9/11, while women of other U.S. ethnic groups did not (Kulwicki et al.,
2008; Lauderdale, 2006). For Native Americans, because tribes are inde-
pendent nations, the issues of racism need to be considered to intersect
with those of sovereignty (Berger, 2009; Massie, 2016; Sundeen, 2016).

The evidence linking racism to health disparities is expanding rapidly.
A variety of both general and disease-specific mechanisms have been
identified; they link racism to outcomes in mental health, cardiovascular
disease, birth defects, and other outcomes (Paradies, 2006a; Pascoe and
Smart Richman, 2009; Shavers et al., 2012; Williams and Mohammed,
2009). Which racism mechanisms matter most depends in part on the
disease and, to a lesser degree, the population. The vast majority of stud-
ies focus on the role of discrimination; that is racially disparate treatment
from another individual or, in some cases, from an institution. Among the
studies not focused on discrimination, the majority examine segregation.
Generally, findings show that members of all groups, including whites,
report experiencing racial discrimination, with levels typically, though not
always, higher among African Americans and, to a lesser degree, Hispan-
ics than among whites. Gender differences in some perceptions about
and responses to racism have also been observed (Otiniano Verissimo
et al., 2014). Three major mechanisms by which systemic racism influ-
ences health equity—discrimination (including implicit bias), segrega-
tion, and historical trauma—are discussed in more detail in the following
paragraphs.

Discrimination

The mechanisms by which discrimination operates include overt,
intentional treatment as well as inadvertent, subconscious treatment
of individuals in ways that systematically differ so that minorities are
treated worse than nonminorities. Recent meta-analyses suggest that
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racial discrimination has deleterious effects on the physical and mental
health of individuals (Gee et al., 2009; Paradies, 2006a; Pascoe and Smart
Richman, 2009; Priest et al., 2013; Williams and Mohammed, 2009). Sig-
nificant percentages of members of racial and ethnic minority populations
report experiencing discrimination in health care and non-health care
settings (Mays et al., 2007). Greater proportions of African Americans
than members of other groups report either experiencing discrimination
personally or perceiving it as affecting African Americans in general,
even if they have not experienced it personally. Hate crimes motivated
by race or ethnicity bias disproportionately affect Hispanics and African
Americans (UCR, 2015) (see the public safety section in this chapter for
more on hate crimes).

Discrimination is generally associated with worse mental health
(Berger and Sarnyai, 2015; Gee et al., 2009; Paradies, 2006b; Williams
and Mohammed, 2009); greater engagement in risky behaviors (Gee et
al., 2009; Paradies, 2006b; Williams and Mohammed, 2009); decreased
neurological responses (Harrell et al., 2003; Mays et al., 2007) and other
biomarkers signaling the dysregulation of allostatic load; hypertension-
related outcomes (Sims et al.,, 2012), though some evidence suggests
racism does not drive these outcomes (Roberts et al., 2008); reduced
likelihood of some health protecting behaviors (Pascoe and Smart
Richman, 2009); and poorer birth-related outcomes such as preterm
delivery (Alhusen et al., 2016). Paradoxically, despite higher levels of
exposure to discrimination, the mental health consequences may be less
severe among African Americans than they are among members of other
groups, especially Asian populations (Gee et al., 2009; Williams and
Mohammed, 2009). Researchers have suggested that African Americans
draw on reserves of resilience in ways that temper the effects of discrimi-
nation on mental health (Brown and Tylka, 2011).

Though people may experience overt forms of racism (e.g., being
unfairly fired on the basis of race), the adverse health effects of racism
appear to stem primarily from the stress of chronic exposure to seemingly
minor forms of “everyday racism” (i.e., racial microaggressions), such
as being treated with less respect by others, being stopped by police for
no apparent reason, or being monitored by salespeople while shopping
(APA, 2016; Sue et al., 2007; Williams et al., 2003). The chronic exposure
contributes to stress-related physiological effects. Thus, discrimination
appears to exert its greatest effects not because of exposure to a single
life traumatic incident but because people must mentally and physically
contend with or be prepared to contend with seemingly minor insults and
assaults on a near continual basis (APA, 2016). The implications appear to
be greatest for stress-related conditions such as those tied to hypertension,
mental health outcomes, substance abuse behaviors, and birth-related
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outcomes (e.g., low birth weight and premature birth) than for other out-
comes (Williams and Mohammed, 2009).

Higher socioeconomic status (SES) does not protect racial and ethnic
minorities from discriminatory exposures. In fact, it may increase oppor-
tunities for exposure to discrimination. The concept of “John Henryism”
is used to describe an intensely active way of tackling racial and other life
challenges (James, 1994). Though the evidence is mixed, John Henryism
may contribute to worse cardiovascular outcomes among African Ameri-
can males who respond to racism by working even harder to disprove
racial stereotypes (Flaskerud, 2012; Subramanyam et al., 2013).

Implicit bias John Dovidio defines implicit bias—a mechanism of uncon-
scious discrimination—as a form of racial or other bias that operates
beneath the level of consciousness (Dovidio et al., 2002). Research con-
ducted over more than four decades finds that individuals hold racial
biases of which they are not aware and, importantly, that discriminatory
behaviors can be predicted based on this construct (Staats et al., 2016). The
effects are greatest in situations marked by ambiguity, stress, and time
constraints (Bertrand et al., 2005; Dovidio and Gaertner, 2000). Implicit
bias is not an arbitrary personal preference that individuals hold; for
example, “I just happen to prefer pears over apples.” Rather, the nature
and direction of individuals’ biases are structured by the racial stratifica-
tion and norms of society. As a result, they are predictable.

Much of the public health literature has focused on the implicit biases
of health care providers, who with little time to devote to each patient can
provide care that is systematically worse for African American patients
than for white patients even though the health care provider never
intended to do so (IOM and NRC, 2003; van Ryn and Burke, 2000). The
evidence is clear that unconscious racialized perceptions contribute to dif-
ferences in how various individual actors, including health care provid-
ers, perceive others and treat them. Based on psychology lab experiments,
functional magnetic resonance imaging (fMRI) pictures of the brain, and
other tools, researchers find that white providers hold implicit biases
against African Americans and that, to a lesser degree, some minority
providers may also hold these biases (Hall et al., 2015). Although not lim-
ited to health care professionals, the biases lead providers to link negative
characteristics (e.g., bad) and emotions (e.g., fear) with people or images
they perceive as being African American (Zestcott et al., 2016). As a result
of such implicit biases, physicians treat patients differently depending on
the patient’s race, ethnicity, gender, or other assumed or actual character-
istics (IOM and NRC, 2003; Zestcott et al., 2016).

Given the importance of implicit bias, researchers have considered the
role of health care provider—patient racial and ethnic concordance. Even
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if patients have similar clinical profiles, their care may differ systemati-
cally based on their race or ethnicity and that of their health care provider
(Betancourt et al., 2014; van Ryn and Fu, 2003; Zestcott et al., 2016). The
evidence on whether and how patient—provider concordance contrib-
utes to health disparities is mixed (van Ryn and Fu, 2003). Qualitative
and quantitative findings suggest that patients do not necessarily prefer
providers of the same race or ethnicity; they prefer a provider who treats
them with respect (Dale et al., 2010; Ibrahim et al., 2004; Schnittker and
Liang, 2006; Volandes et al., 2008). Providers appear to evaluate African
American patients more negatively than they do similar white patients;
seem to perceive them as more likely to participate in risky health behav-
iors; and may be less willing to prescribe them pain medications and
narcotics medications (van Ryn and Fu, 2003). In a video-based study con-
ducted among primary care providers, the odds ratio of providers refer-
ring simulated African American patients to otherwise identical white
patients for cardiac catheterization was 0.6 (Schulman et al., 1999). Some
evidence suggests minority providers deliver more equitable care to their
diverse patients than white providers. For instance, a longitudinal study
among African American and white HIV-positive patients enrolled in HIV
care found that white doctors took longer to prescribe protease inhibitors
(an effective HIV medication) for their African American patients than
for their clinically similar white patients. Providers prescribed them on
average 162 days earlier for white patients than for comparable African
American patients (King et al., 2004). Among African American providers,
there was no difference between African American and white patients in
how long before providers prescribed the medications.

Racial and ethnic minority providers play an important role in
addressing disparities because they help bridge cultural gulfs (Butler et
al., 2014; Cooper et al., 2003; Lehman et al., 2012), and greater proportions
of them serve minority and socially disadvantaged communities (Cooper
and Powe, 2004); however, these providers are underrepresented in the
health professions, and they face challenges that may constrain their
professional development and the quality of care they are able to provide
(Landrine and Corral, 2009). Specifically, they are more likely to serve
patients in resource-poorer areas and lack professional privileges associ-
ated with academic and other resource-rich institutions. The structural
inequities have implications not only for individual clinicians but also for
the patients and communities they serve. Pipeline programs that grow the
numbers of minority providers may help to address underrepresentation
in the health professions. The available data suggest that pipeline partici-
pants are more likely to care for poor or underserved patients when they
join the workforce (McDougle et al., 2015). Supporting the professional
development of and expanding the resources and tools available to pro-
viders working in resource-poor communities seems to be one option for
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improving access to and quality of care; however, the literature does not
clearly elucidate the relationship between health care workforce pipeline
programs (e.g., to grow the numbers of minority providers) and their
impact on the social determinants of health for poor and underserved
communities (Brown et al., 2005; Smith et al., 2009). A commitment to
equity is not enough to remedy the discriminatory treatment that results
from implicit biases because the inadvertent discriminatory behavior co-
occurs alongside deeply held personal commitments to equity. Identifying
implicit biases and acknowledging them is one of the most effective steps
that can be taken to address their effects (Zestcott et al., 2016). Trainings
can help health care providers identify their implicit biases. Well-planned
allocations of resources, including time, may afford them sufficient oppor-
tunity to account for it while serving diverse persons/patients.

Segregation

Residential segregation—that is, the degree to which groups live
separately from one another (Massey and Denton, 1988)—can exacerbate
the rates of disease among minorities, and social isolation can reduce the
public’s sense of urgency about the need to intervene (Acevedo-Garcia,
2000; Wallace and Wallace, 1997). The effects of racial segregation differ
from those of socioeconomic segregation. Lower SES whites are more
likely to live in areas with a range of SES levels, which affords even the
poorest residents of these communities access to shared resources (e.g.,
parks, schools) that buffer against the effects of poverty (APA Task Force
on Socioeconomic Status, 2007; North Carolina Institute of Medicine Task
Force on Prevention, 2009). By contrast, racial and ethnic minorities are
more likely to live in areas of concentrated poverty (Bishaw, 2011). Indeed,
if shared resources are of poor quality, they may compound the low SES
challenges an individual faces. Racial segregation contributes to dispari-
ties in a variety of ways. It limits the socioeconomic resources available to
residents of minority neighborhoods as employers and higher SES indi-
viduals leave the neighborhoods; it reduces health care provider density
in predominately African American communities, which affects access to
health care (Gaskin et al., 2012); it constrains opportunities to engage in
recommended health behaviors such as walking; it may be associated with
greater density of alcohol outlets, tobacco advertisements, and fast food
outlets in African American and other minority neighborhoods (Berke et
al., 2010; Hackbarth et al., 1995; Kwate, 2008; LaVeist and Wallace, 2000);
it increases the risk for exposure to environmental hazards (Brulle and
Pellow, 2006); and it contributes to the mental and physical consequences
of prevalent violence, including gun violence and aggressive policing
(Landrine and Corral, 2009; Massey and Denton, 1989; Polednak, 1996).
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Historical Trauma

Historical trauma, “a collective complex trauma inflicted on a group
of people who share a specific group identity or affiliation” (Evans-
Campbell, 2008, p. 320), manifests from the past treatment of certain racial
and ethnic groups, especially Native Americans. This is another form of
structural (i.e., systemic) racism that continues to shape the opportuni-
ties, risks, and health outcomes of these populations today (Gee and
Ford, 2011; Gee and Payne-Sturges, 2004; Heart et al., 2011). The past
consignment of Native Americans to reservations with limited resources
continues to constrain physical and mental health in these communities;
however, the methods to support research on this topic have not yet been
fully developed (Heart et al., 2011). Additional details on the health of
Native Americans are presented in Chapter 2 and Appendix A.

Interventions

The literature includes a small number of tested interventions. Inter-
ventions to address the health consequences of racism need not target rac-
ism in order to address the disparities it helps to produce. Furthermore,
despite the deeply rooted nature of racism, communities are taking action
to address the issue. (See Box 3-2 for a brief example of a community
targeting structural racism and Box 3-3 for guidance on how to start a
conversation about race.) Policy interventions and multi-sectoral efforts
may be necessary to address structural factors such as segregation.

Examples of interventions that target racism include the following:

¢ Dismantling racism by addressing factors in organizational set-
tings and environments that “directly and indirectly contribute
to racial health care disparities” (Griffith et al., 2010, p. 370); see
work by Derek Griffith (Griffith et al., 2007, 2010).

¢ The Undoing Racism project (Yonas et al., 2006), which integrates
community-based participatory research with the “undoing rac-
ism” process, which is built around community organizing.

e The Praxis Project,® a national organization whose mission is to
build healthy communities by transforming the power relation-
ships and structures that affect lives. The organization’s com-
prehensive strategy for change includes policy advocacy, local
organizing, strategic communications, and community research.

3 For more information, see http:/ /www.thepraxisproject.org (accessed October 20, 2016).
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BOX 3-2
Addressing Structural Racism in Everett, Massachusetts,
Through Improving Community—Police Interactions

Everett is a small city of 42,000 near Boston which has experienced a dramatic
demographic change in the past 25 years. In 1990 foreign-born residents account-
ed for 11 percent of the population; by 2013 they made up 41 percent. Motivated by
tragedy—a 12-year-old Spanish-speaking girl drowned in 2004 in the Mystic River
because she was unable to read the swimming safety signs—Everett has taken
on the difficult issues related to structural racism for over a decade. The mayor’s
office established a multi-sector multicultural alliance to begin hashing out issues.
At the top of the list for immigrants were police interactions. Through the years,
multiple strategies have been taken to mitigate structural racism and enhance the
relationship between the community and police; all are based on creating a safe
place for dialogue and for trust to grow.

Racial Profiling by Police Force. As a result of multiple meetings between the
police chief and the community, the department put down in writing—in Spanish,
Portuguese, Arabic, and Haitian Creole —what people should expect when stopped
by police. The police chief also dispatched officers for crash courses in Spanish
and Portuguese.

Police Department Hiring Practices. The police department and Zion Church
Ministries convened a forum to address police relations. In response to the com-
munity’s concerns regarding department hiring practices and lack of diversity in the
police force, the Police Chief explained how officers were selected and pledged to
increase the diversity of the police force.

Youth Perceptions About Police. Facilitated by the coordinator of the Everett
Community Health Partnership’s Substance Abuse Coalition, about 50 teens from
the Everett Teen Center and Teens in Everett Against Substance Abuse interacted
with 7 police officers including the police chief. The conversations started with fo-
cusing on commonalities as members of the Everett community through an initial
warm-up session, followed by small self-organized “affinity” groups in which each
officer interacted with each group of teens. With this grounding, a baseline of trust
was established, and further dialogue revealed misperceptions that can serve as
the foundation for solutions. Additional meetings followed. The facilitator summa-
rized the process as follows: “We’ve started a conversation where particularly for
youth, they feel they can talk about race and the concerns they have and interact
with adults in a different way.”

SOURCE: RWJF, 2015a.
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BOX 3-3
How to Start a Conversation on Race and Health
(Excerpted from Culture of Health Prize
Winner, Everett, Massachusetts)

Recognize the connections among race, police practices, and health.
Create a safe place for the conversation and for trust to grow.

Ask and answer the tough questions.

Wrap it in a larger effort to confront and change health inequities.

pOPO =

SOURCE: RWJF, 2015a.

Although there is not a robust evidence base from which to draw
solutions for implicit bias and its effects, there are promising strategies.
For example, there is emerging evidence that mindfulness-based inter-
ventions have the potential to reduce implicit bias (Kang et al., 2014;
Levesque and Brown, 2007; Lueke and Gibson, 2014). One promising ave-
nue of research involves models of self-regulation and executive control
on interracial interaction (Richeson and Shelton, 2003). Mindfulness has
been shown to work on the cognitive brain function attentional processes
involved in executive function, which is involved in decision making
(Lueke and Gibson, 2014; Malinowski, 2013). A key component of mind-
fulness is paying attention with intention and without judgment.

There is also existing literature that points to the need for community-
based interventions to mitigate implicit bias within the context of criminal
justice and community safety (Correll et al., 2002, 2007; La Vigne et al.,
2014; Richardson and Goff, 2013). According to the National Initiative for
Building Community Trust and Justice, implicit bias can shape the out-
comes of interactions between police and residents, which in turn result in
pervasive practices that focus suspicion on specific populations (National
Initiative for Building Community Trust and Justice, 2015). As discussed
later in this chapter, the criminal justice system is a key actor and setting
in shaping health inequity (see also Chapters 6 and 7 for more on crimi-
nal justice system as policy context and as a partner, respectively). Law
enforcement agencies in communities around the country have employed
strategies such as “principled policing” and policy changes and train-
ings to strengthen police-community relations (Gilbert et al., 2016; Jones,
2016).
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The Perception Institute,* an organization committed to generating
evidence-based solutions for bias in education, health care, media, work-
place, law enforcement, and civil justice, published a report authored by
Godsil et al. (2014) in which promising interventions for implicit bias are
highlighted (Godsil et al., 2014). Among these interventions was a multi-
pronged approach to reducing implicit bias that Devine and colleagues
(2012) found to be successful and the “first evidence that a controlled, ran-
domized intervention can produce enduring reductions in implicit bias”
(Devine et al., 2012, p. 1271). The multiple strategies of the intervention
tested included stereotype replacement, counter-stereotype imaging, indi-
viduation, perspective taking, and increasing opportunities for contact. As
discussed above, there is an emerging body of literature that is beginning
to highlight promising solutions for implicit bias; however, that research
base needs to be expanded further.

Recommendation 3-1: The committee recommends that research
funders® support research on (a) health disparities that exam-
ines the multiple effects of structural racism (e.g., segregation)
and implicit and explicit bias across different categories of mar-
ginalized status on health and health care delivery; and (b)
effective strategies to reduce and mitigate the effects of explicit
and implicit bias.

This could include implicit and explicit bias across race, ethnicity, gender
identity, disability status, age, sexual orientation, and other marginalized
groups.

There have been promising developments in the search for interven-
tions to address implicit bias, but more research is needed, and engaging
community members in this and other aspects of research on health dis-
parities is important for ethical and practical reasons (Minkler et al., 2010;
Mosavel et al., 2011; Salway et al., 2015). In the context of implicit bias in
workplaces and business settings, including individuals with relevant
expertise in informing and conducting the research could also be helpful.
Therefore, teams could be composed of such nontraditional participants
as community members and local business leaders, in addition to aca-
demic researchers.

Conclusion 3-1: To reduce the adverse effects and the level of implicit
bias among stakeholders in the community (such as health care workers,

4 For more information, see https:/ /perception.org (accessed October 18, 2016).
5 Funders include government agencies, private foundations, and other sources such as
academic centers of higher education.
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social service workers, employers, police officers, and educators), the
committee concludes, based on its judgment, that community-based
programs are best suited to mitigate the adverse effects of implicit bias.
Successful community programs would be tailored to the needs of the
community. However, proven strategies and efficacious interventions
to reduce the effects of or mitigate effects of implicit bias are lacking.
Therefore:

Recommendation 3-2: The committee recommends that research
funders support and academic institutions convene multidisci-
plinary research teams that include nonacademics to (a) under-
stand the cognitive and affective processes of implicit bias and
(b) test interventions that disrupt and change these processes
toward sustainable solutions.

SOCIAL DETERMINANTS OF HEALTH

As described earlier, structural inequities are produced on the basis
of social identity (e.g., race, gender, and sexual orientation), and the social
determinants of health are the “terrain” on which the effects play out.
Traditionally, the most well-known and cited of the factors that shape
health outcomes are the individual-level behavioral factors (e.g., smok-
ing, physical activity, nutrition habits, and alcohol and drug use) that the
evidence shows are proximally associated with individual health status
and outcomes. As stated in Chapter 1, understanding the social deter-
minants of health requires a shift toward a more upstream perspective
(i.e., the conditions that provide the context within which an individual’s
behaviors are shaped). Again, consider the metaphor of a fish, and the
role of the conditions of the fishbowl in influencing the fish’s well-being,
and the analogy to human beings and conditions in which people live,
learn, work, play, worship, and age that affect a wide range of health,
functioning, and quality-of-life outcomes and risks. These environments
and settings (e.g., school, workplace, neighborhood, and church) have
been referred to as “place.” In addition to the more material attributes
of “place,” the patterns of social engagement, social capital, social cohe-
sion, and sense of security and well-being are also affected by where
people live (Braveman and Gottlieb, 2014; Healthy People 2020, 2016).
Although the term “social determinants of health” is widely used in the
literature, the term may incorrectly suggest that such factors are immu-
table. It is important to note that the factors included among the social
determinants of health are indeed modifiable and that they can be influ-
enced by social, economic, and political processes and policies. In fact,
there are communities throughout the United States that have prioritized
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FIGURE 3-3 Report framework for community solutions to promote health
equity.

NOTE: The social (and other) determinants of health are highlighted to convey
the focus of this section.

addressing the social determinants of health and are demonstrating how
specific upstream strategies lead to improved community conditions and
health-related outcomes. (See Chapter 5 for an in depth examination of
nine community examples.) Although it might be more accurate to refer
to social “contributing factors” for health, the committee continues to use
the widely accepted word “determinants” in this report.

For the purposes of this report, the committee has identified nine
social determinants of health (see report conceptual model, Figure 3-3)
that the literature shows fundamentally influence health outcomes at the
community level. These determinants are education, income and wealth,
employment, health systems and services, housing, the physical environ-
ment, transporation, the social environment, and public safety (Table 3-1
provides a brief definition of each).

There is a vast and growing body of literature on the social, economic,
and environmental determinants of health and their impacts on health
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TABLE 3-1 The Social (and Other) Determinants of Health?

Determinant
of Health Explanation
Education The access or lack of access to learning opportunities and literacy

Income and
Wealth

Employment

Health
Systems and
Services

development for all ages which effectively serves all learners.
Education is a process and a product: as a process, education occurs
at home, in school, and in the community. As a product, an education
is the sum of knowledge, skills, and capacities (i.e., intellectual,
socio-emotional, physical, productive, and interactive) acquired
through formal and experiential learning. Educational attainment is

a dynamic, ever-evolving array of knowledge, skills, and capacities.
Education can influence health in many ways. Educational attainment
can influence health knowledge and behaviors, employment and
income, and social and psychological factors, such as the sense of
control, social standing, and social networks.

Income is the amount of money earned in a single year from
employment, government assistance, retirement and pension
payments, and interest or dividends from investments or other
assets. Income can fluctuate greatly from year to year, depending
on life stage and employment status. Wealth, or economic assets
accumulated over time, is calculated by subtracting outstanding
debts and liabilities from the cash value of currently owned assets—
such as houses, land, cars, savings accounts, pension plans, stocks
and other financial investments, and businesses.

Wealth measured at a single point in time may provide a more
complete picture of a person’s economic resources. Access to financial
resources, be it income or wealth, affects health by safeguarding
individuals against large medical bills while also making available
more preventive health measures such as access to healthy
neighborhoods, homes, land uses, and parks.

The level or absence of adequate participation in a job or

the workforce, including occupation, unemployment, and
underemployment. Work influences health not only by exposing
employees to physical environments, but also by providing a setting
where healthy activities and behaviors can be promoted (An et al.,
2011). The features of a worksite, the nature of the work, and how

the work is organized can affect worker mental and physical health
(Clougherty et al., 2010). Many Americans also obtain health insurance
through their workplace, another potential impact on health and well-
being. Health also affects one’s ability to maintain stable employment
(Davis et al., 2016; Goodman, 2015). For most working adults,
employment is the main source of income, providing access to homes,
neighborhoods, and other goods and services that promote health.

The access or lack of access to effective, affordable, culturally and
linguistically appropriate, and respectful preventative care, chronic
disease management, emergency services, mental health services,

and dental care and the promotion of better community services and
community conditions that promote health over the lifespan, including
population health outcomes. It also refers to a paradigm shift that
reflects health care over sick care and that promotes prevention.
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TABLE 3-1 Continued

Determinant
of Health

Explanation

Housing

Physical
Environment

Transportation

Social
Environment

Public Safety

The availability or lack of availability of high-quality, safe, and
affordable housing that is accessible for residents with mixed income
levels. Housing also refers to the density within a housing unit and
within a geographic area, as well as the overall level of segregation/
diversity in an area based on racial and ethnic and/or socioeconomic
status. Housing affects health because of the physical conditions
within homes, the conditions in the neighborhoods surrounding
homes, and housing affordability, which affects the overall ability of
families to make healthy choices.

The physical environment reflects the place, including the human-
made physical components, design, permitted use of space, and the
natural environment. It includes, for example, transportation/getting
around, what’s sold and how it’s promoted, parks and open space,
look and feel, air/water/soil, and arts and cultural expression.

Transportation consists of the network, services, and infrastructure
necessary for residents to get from one place to another. If designed
and maintained properly, transportation promotes safe mobility and
is accessible to all residents, regardless of geographic location, age
or disability status. Unsafe transportation can result in unintentional
injuries or death. Access or lack of access to quality transportation
at the community level affects opportunity for employment and
vital services such as health care, education, and social services.
Active transportation—the promotion of walking and cycling for
transportation, complemented by public transportation or any other
active mode—is a form of transportation that reduces environmental
barriers to physical activity and promotes positive health outcomes.
Transportation can also have negative environmental impacts, such as
air pollution, which can affect health.

The social environment, sometimes referred to as social capital,
reflects the individuals, families, and businesses within a community,
the interactions and kinship ties between them, and norms and
culture. It also includes social networks and trust as well as civic
participation and willingness to act for the common good.

Public safety refers to the safety and protection of the general public.
Here it is characterized by the absence of violence in public settings
and the role of the justice system. Violence is the intentional use of
physical force or power, threatened or actual, against oneself, another
person, or against a group or community that either results in or

has a high likelihood of resulting in injury, death, psychological or
emotional harm, maldevelopment or deprivation, and trauma from
actual and/or threatened, witnessed and/or experienced violence.

? Determinants are listed in the order in which they are discussed in this section.
SOURCES: Davis et al., 2016; Mueller et al., 2015.
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outcomes (Braveman and Gottlieb, 2014; Braveman et al., 2011; CSDH,
2008; Marmot et al., 2010). Often, the evidence is in the form of cross-
sectional analyses, and the pathways to health outcomes are not always
clearly delineated, in part due to the complexity of the mechanisms and
the long time periods it takes to observe outcomes (Braveman and Gottlieb,
2014). Therefore, the literature is not sufficient to establish a causal rela-
tionship between each of these determinants and health, but the deter-
minants certainly are correlated with and contribute to health outcomes.
While this report focuses on the community level, it should be made clear
that the social determinants of health operate at multiple levels throughout
the life course (IOM, 2006). This includes the individual level (knowledge,
attitudes/beliefs, skills), family and community level (friends and social
networks), institutional level (relationships among organizations), and sys-
temic level (national, state, and local policies, laws, and regulations) (see
Figure 3-2, the social ecological model adapted from McLeroy et al. [1988]).
Furthermore, the various levels of influence that the social determinants of
health have can occur simultaneously and interact with one another (IOM,
2006). In addition to the multiple levels of influence, there is a diversity of
actors, sectors, settings, and stakeholders that interact with and shape the
social determinants of health. This adds an additional layer of complexity
to the factors that shape health disparities.

The following sections describe each of these nine determinants and
how they shape health outcomes, as well as the disparities within these
social determinants of health that contribute to health inequity. To high-
light the ongoing work of communities that seek to address the conditions
in which members live, learn, work, and play, this section will feature
brief examples of communities for each determinant of health.

Education

Education, as it pertains to health, can be conceptualized as a process
and as an outcome. The process of educational attainment takes place
in many settings and levels (e.g., the home/family, school, and com-
munity), while the outcome can be described as a sum of knowledge,
skills, and capacities that can influence the other social determinants of
health, or health, more directly (Davis et al., 2016). Within the current
social determinants of health literature, the primary focus on education
is on educational attainment as an outcome (i.e., years of schooling, high
school completion, and number of degrees obtained) and how it relates
to health outcomes.

There is an extensive body of research that consistently demonstrates
a positive correlation between educational attainment and health status
indicators, such as life expectancy, obesity, morbidity from acute and
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chronic diseases, health behaviors (e.g., smoking status, heavy drinking
physical activity, preventive services or screening behavior, automobile
and home safety) and more (Baum et al., 2013; Cutler and Lleras-Muney,
2006, 2010; Feinstein et al., 2006; Krueger et al., 2015; Rostron et al., 2010).
Educational attainment also has an intergenerational effect, in which the
education of the parents, particularly maternal education, is linked to
their children’s health and well-being (Cutler and Lleras-Muney, 2006).
For example, research suggests that babies born to mothers who have not
completed high school are twice as likely to die before their first birth-
day as babies who are born to college graduates (Egerter et al., 2011b;
Mathews and MacDorman, 2007). Death rates are declining among the
most-educated Americans, accompanied by steady or increasing death
rates among the least educated (Jemal et al., 2008). The findings on the
association between education and health are consistent with population
health literature within the international context as well (Baker et al., 2011;
Furnee et al., 2008; Marmot et al., 2010).

Even more noteworthy about the education and health relationship is
the graded association that is observed across populations with varying
education levels, commonly referred to as the “education gradient.” In the
United States the gradient in health outcomes by educational attainment
has steepened over the last four decades in all regions of the United States
(Goldman and Smith, 2011; Montez and Berkman, 2014; Olshansky et al.,
2012), producing a larger gap in health status between Americans with
high and low education. Specifically, trends in data suggest that, over
time, the disparities in mortality and life expectancy by education level
have been increasing (Meara et al., 2008; Olshansky et al., 2012). Meara
et al. found that approximately 20 percent of this trend was attributable
to differential trends in smoking-related diseases in the 1980s and 1990s,
despite the overall population increases in life expectancy during these
two decades (Meara et al., 2008). Economic trends and shifting patterns
of employment, in which skilled jobs linked to educational attainment are
associated with increased income, also have implications for health (NRC,
2012). This makes the connection between education and health, mediated
by employment opportunities, even more important and worth exploring.

Data from the Behavioral Risk Factor Surveillance System reveal that
across all racial groups, adults with higher levels of educational attain-
ment are less likely to rate their own health as less than very good (Egerter
et al., 2011b). While the education gradient is present across racial and
ethnic groups, it is important to keep in mind that the rates of educa-
tional attainment vary across different racial and ethnic groups. For the
2013-2014 academic year, the high school graduation rate for white stu-
dents was 87.2 percent as compared with 76.3 percent among Hispanics,
72.5 percent among African Americans, and 70 percent among Native
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FIGURE 3-4 Percentage of 25- to 29-year-olds who completed at least a high
school diploma or its equivalent, by race and ethnicity: Selected years, 1995-2015.
NOTE: Race categories exclude persons of Hispanic ethnicity. Prior to 2005, sepa-
rate data on persons of two or more races were not available; data for American
Indians/Alaska natives are not shown prior to 2005.

SOURCE: Kena et al., 2016.

Americans (Kena et al., 2016). These rates are consistent with high school
diploma and bachelor degree achievement gaps that have persisted since
the late 1990s (see Figures 3-4 and 3-5).

Although the literature linking education and health is robust, there
is still some debate as to whether or not this relationship is a causal one
(Baker et al., 2011; Fujiwara and Kawachi, 2009; Grossman, 2015). Issues
that have been raised in the course of this debate include the role of
reverse causation and the potential influence of any unobserved third
variables (Grossman, 2015). The association between education and health
is clearly bidirectional. Education outcomes are substantially affected by
health (Cutler and Lleras-Muney, 2006). Students living in community
conditions that contribute to hunger, chronic stress, or lack of attention
to visual or hearing needs are likely to have problems concentrating in
class (Evans and Schamberg, 2009). Unmanaged health conditions (e.g.,
asthma, dental pain, acute illnesses, mental health issues, etc.) give rise
to chronic absenteeism, which in turn is highly correlated with under-
achievement (Ginsburg et al., 2014). In short, health issues are much more
than minor distractions in the lives of students, especially students living
in low-income communities.
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FIGURE 3-5 Percentage of U.S.-born population ages 25 years and older with a
bachelor’s degree or higher by race and Hispanic origin, 1988-2015.
SOURCE: Ryan and Bauman, 2016.

Disparities in Education

Educational attainment, common measures of which include high
school diploma or bachelor’s degree, has increased for all race groups
and Hispanics since 1988, according to U.S. Census estimates (Ryan and
Bauman, 2016). Despite this overall progress, the gaps between these groups
have remained the same for some and increased for others. For example,
in 1988 African Americans and Hispanics attained bachelor’s degrees at
very similar rates; however, by 2015 the percentage gap between African
Americans and Hispanics had reached 7 percent, with rates of completion
at 22 percent and 15 percent, respectively (Ryan and Bauman, 2016). Fur-
thermore, there has been little to no progress in closing the gap of achieve-
ment between whites and African Americans (Ryan and Bauman, 2016).

A recent study of school trends conducted by the U.S. Government
Accountability Office (GAO) found that there has been a large increase
in schools that are distinguished by the poverty and race of their student
bodies (GAO, 2016). The percent of K-12 schools with students who are
poor and are mostly African American or Hispanic grew from 9 percent
to 16 percent from 2000 to 2013. These schools were the most racially
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and economically concentrated among all schools, with 75 to 100 percent
of the students African American or Hispanic and eligible for free or
reduced-price lunch—a commonly used indicator of poverty. Moreover,
compared with other schools, these schools offered disproportionately
fewer math, science, and college preparatory courses and had dispropor-
tionately higher rates of students who were held back in 9th grade, sus-
pended, or expelled (GAO, 2016).

One gap in educational achievement that has successfully been nar-
rowed over the past five decades is the gender disparity in bachelor’s
degree attainment, in which men historically had higher achievement
rates (Crissey et al., 2007). In 2015 the percentage of men ages 25 or older
with a bachelor’s degree or higher was not statistically different from
that of women, with women leading by one percentage point (Ryan and
Bauman, 2016).

The evidence suggests that disparities in education are apparent
early in the life course, which reflects broader societal inequities (Garcia,
2015). In education, these early disparities are evidenced by wide gaps in
vocabulary between children from low-income and those from middle- or
upper-income families. Children from low-income families may have 600
fewer words in their vocabulary by age 3, a gap that grows to as many as
4,000 words by age 7 (Christ and Wang, 2010). These word gaps directly
affect literacy levels and reading achievement (Marulis and Neuman,
2010). There is substantial evidence that children who do not read at grade
level by 7 or 8 years of age are much more likely to struggle academically
(Chall et al., 1990). Both high school graduation rates and participation in
postsecondary education opportunities are correlated with early literacy
levels. Hence, attention to and investments in early childhood education
are generally viewed as an important way to reduce disparities in educa-
tion (Barnett, 2013).

Mechanisms

Although the association between education and health is clear, the
mechanisms by which educational attainment might improve health are
not so clearly understood. A keen understanding of the mechanisms could
help to inform the most cost-effective and targeted policies or solutions
that seek to improve health and, ultimately, promote health equity (Picker,
2007). Egerter et al. (2011b) identified multiple interrelated pathways
through which education can affect health, based on the literature (see
Figure 3-6). The three major pathways are the following:

e Education increases health knowledge, literacy, coping, and prob-
lem solving, thereby influencing health behaviors;
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FIGURE 3-6 Pathways through which education can affect health.
SOURCE: Egerter et al., 2011b. Used with permission from the Robert Wood

Johnson Foundation.

¢ Educational attainment shapes employment opportunities and
related benefits, such as income, working conditions, and other
resources; and

o Research indicates that each additional year of education
leads to almost 11 percent more income annually (Rouse and
Barrow, 2006), which can secure safer working environments

and benefits such as health insurance and sick leave.

¢ Education affects social and psychological factors that influ-
ence health (e.g., self-efficacy, social status, and social networks)
(Egerter et al., 2011b).

o Education has also been linked to human capital, a systematic
way of thinking that benefits every decision, which could
positively affect health decisions (Cutler and Lleras-Muney,

2006; Lundborg et al., 2012, 2016).

In this framework, note that educational attainment is a predictor of
health and can either improve or hinder health outcomes depending on
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educational attainment. This suggests that policies and practices proven
to increase academic performance and reduce education disparities are
important to reducing health disparities. (See Box 3-4 for an example of a
community school working to improve educational outcomes.) Interven-
ing early is generally considered a high-impact strategy (Barnett, 2013).
However, interventions that support academic achievement in high
schools and in postsecondary settings are also important to increasing
educational attainment (Balfanz et al., 2007, Carnahan, 1994; Kirst and
Venezia, 2004; Louie, 2007). One of the key factors in both high school
and college completion rates has to do with how well students transi-
tion from one level of the education system to another (Rosenbaum and
Person, 2003).

BOX 3-4
Reagan High School: A Community School

A community school is both a place and a set of partnerships between the
school and other community resources. Partners work together to achieve a set
of results: (1) children are ready to enter school; (2) students attend school con-
sistently; (3) students are actively involved in their learning and in their community;
(4) families are increasingly involved with their children’s education; (5) schools
are engaged with families and communities; (6) students succeed academically;
(7) students are healthy—physically, socially, and emotionally; (8) students live
and learn in a safe, supportive, and stable environment; and (9) communities are
desirable places to live (IEL, n.d.).

Reagan High School, now known as John H. Reagan Early College High
School, is a community school in northeast Austin that was “saved” through
community-driven processes. In the late 1990s and early 2000s, Reagan’s student
body became increasingly poor as middle-class families left the area. In 2003, a
student was stabbed to death by her former boyfriend in a hallway of the school.
The incident made headlines and students left Reagan in droves. Enrollment at
Reagan dropped from more than 2,000 students to a new low of 600 students, and
the graduation rate hovered just below 50 percent. In 2008 the district threatened
to close Reagan. In reaction, a committee of parents, teachers, and students
brought together by Austin Voices for Education and Youth formulated a plan to
turn Reagan into a community school. The district accepted their plan.

Reagan’s student population is close to 80 percent Latino and about 18 percent
African American. Eighty percent are identified by the state’s indicator of poverty,
and 30 percent are English language learners. In 2010, before becoming a com-
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Income and Wealth

Income can be defined broadly as the amount of money earned in
a single year from employment, government assistance, retirement and
pension payments, and interest or dividends from investments or other
assets (Davis et al., 2016). Income can fluctuate greatly from year to year
depending on life stage and employment status. Wealth, or economic
assets accumulated over time, is calculated by subtracting outstanding
debts and liabilities from the cash value of currently owned assets—such
as houses, land, cars, savings accounts, pension plans, stocks and other
financial investments, and businesses. Wealth measured at a single time
period may provide a more complete picture than income of a person’s
economic resources. Moreover, wealth has an intergenerational compo-
nent, which can have implications for who has access to wealth and who
does not (De Nardi, 2002).

munity school, 25 percent of female students were pregnant or parenting, among
whom barely any graduated.
Noteworthy aspects of Reagan’s approach include

* The community school coordinator works with both academic and non-
academic leadership teams to ensure alignment between students’ needs
and the services and programs provided

* The school engages with the legal system (local civil courts) to better ad-
dress student discipline, and a student-led youth court was established in
partnership with The University of Texas at Austin Law School

* On-site daycare and clinic services are offered for student mothers and their
babies

* The school has partnered with the local community college to provide cost-
free higher education

Based on 2013—2014 data, Reagan is graduating 87 percent of its students,
enroliment has more than doubled, and a new Early College High School program
has allowed many of Reagan’s students to earn their associate’s degree from
a nearby community college during their time as Reagan students. In 2014, 61
percent of students took advanced placement tests and 18 percent passed (U.S.
News & World Report, n.d.), a dozen students received associate degrees, and
another 150 took college classes. Additionally, Reagan now has a 100 percent
graduation rate among pregnant and parenting teens.

SOURCES: IEL, n.d.; U.S. News & World Report, n.d.
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Access to financial resources, be it income or wealth, affects health
by buffering individuals against the financial threat of large medical
bills while also facilitating access to health-promoting resources such as
access to healthy neighborhoods, homes, land uses, and parks (Davis et
al., 2016). Income can predict a number of health outcomes and indicators,
such as life expectancy, infant mortality, asthma, heart conditions, obesity,
and many others (Woolf et al., 2015).

Income Inequality and Concentration of Poverty

Income inequality is rising in the United States at a rate that is among
the highest in the economically developed countries in the north (OECD,
2015). The past few decades have seen dramatic rises in income inequal-
ity. In 1970, 17 percent of families lived in upper-income areas, 65 per-
cent in middle-income areas, and 19 percent in lowest-income areas; in
2012, 30 percent of families lived in upper-income areas, 41 percent in
middle-income areas, and 30 percent in lowest-income areas (Reardon and
Bischoff, 2016). In 2013, the top 10 percent of workers earned an average
income 19 times that of the average income earned by the bottom 10 per-
cent of workers; in the 1990s and 1980s, this ratio was 12.5to 1 and 11 to 1,
respectively (OECD, 2015). Furthermore, households earning in the bottom
10 percent have not benefited from overall increases in household income
over the past few decades; the average inflation-adjusted income for this
population was 3.3 percent lower in 2012 than in 1985 (OECD, 2015). Dis-
parities in life expectancy gains have also increased alongside the rise in
income inequality. From 2001 to 2014, life expectancy for the top 5 percent
of income earners rose by about 3 years while life expectancy for the bot-
tom 5 percent of income earners saw no increase (Chetty et al., 2016).

Not only are income and wealth determinants of health, but the con-
centration of poverty in certain neighborhoods is important to recognize
as a factor that shapes the conditions in which people live. Concentrated
poverty, measured by the proportion of people in a given geographic area
living in poverty, can be used to describe areas (e.g., census tracts) where
a high proportion of residents are poor (Shapiro et al., 2015). Concentrated
poverty disproportionately affects racial and ethnic minorities across all of
the social determinants of health. For example, National Equity Atlas data
reveal that in about half of the largest 100 cities in the United States, most
African American and Hispanic students attend schools where at least
75 percent of all students qualify as poor or low-income under federal
guidelines (Boschma, 2016). Given that concentrated poverty is tightly
correlated with gaps in educational achievement, this has implications
for educational outcomes and health (Boschma and Brownstein, 2016).
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Disparities Related to Income Inequality

In 2012, of the 12 million full-time low-income workers between the
ages of 25 and 64, 56 percent were racial and ethnic minorities (Ross,
2016b). Regional percentages varied from 23 percent in Honolulu, Hawaii,
to 65 percent in Brownsville, Texas (Ross, 2016a). Figure 3-7 shows the
proportion of low-income workers of racial and ethnic minority groups
across different regions of the United States. The burden faced by low-
income people suggests that efforts to advance health equity through
income and wealth will need to take into consideration rising income
inequality as well as significant geographic variation.

Chetty and colleagues published the largest study of its kind, using
1.4 billion income tax and Social Security records to report the association
between income level and life expectancy from 1999 through 2014 (Chetty
et al., 2016). Consistent with previous findings (NASEM, 2015; Waldron,
2007; Woolf et al., 2015), they found that higher income is related to higher
life expectancy and that lower income is related to lower life expectancy.
The gap in life expectancy for the richest and poorest 1 percent of individ-
uals was 14.6 years for men and 10.1 years for women. A novel contribu-
tion of the study is its examination of the income-longevity relationship
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FIGURE 3-7 The share of people of color below 200 percent of poverty ranges.
SOURCE: Woolf et al., 2015. Used with permission from PolicyLink, figure from
article by Angel Ross, New Data Highlights Vast and Persistent Racial Inequities
in Who Experiences Poverty in America, http://nationalequityatlas.org/data-in
-action/racial-inequitiespoverty-in-america (accessed December 27, 2016).
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across time and local areas. In certain local areas, the effect of being at the
bottom of the income gradient is more pronounced than in others, with
four- to five-fold differences. This strong local component reinforces the
notion suggested by the literature that place matters. Trends in life expec-
tancy also varied geographically, with some areas experiencing improve-
ments and others declines. Others have commented on the limitations of
the study (Deaton, 2016; McGinnis, 2016; Woolf and Purnell, 2016).

Zonderman et al. take the findings of this study a step further by
considering the role of race and gender differences in the relationship
between poverty and mortality. They found that while African American
men below poverty status had 2.66 times higher risk of mortality than
African American men living above poverty status, white men below pov-
erty status had approximately the same risk as white men living above
poverty status (Zonderman et al., 2016). Both African American women
and white women living below poverty status were at an increased mor-
tality risk relative to those living above poverty status (Zonderman et al.,
2016).

Infant mortality rates in the United States rank among the highest for
developed nations (NRC and IOM, 2013), and mortality rates for infants
born to low-income mothers are even higher. Studies have shown an
inverse correlation between family income and infant mortality (Singh
and Yu, 1995) as well as a positive correlation between income inequality
(measured with the Gini coefficient) and infant mortality (Olson et al.,
2010). Infants born to low-income mothers have the highest rates of low
birth weight (Blumenshine et al., 2010; Dubay et al., 2001).

Chronic diseases are more prevalent among low-income people than
among the overall U.S. population. Low-income adults have higher rates
of heart disease, diabetes, stroke, and other diseases and conditions rela-
tive to adults earning higher levels of income (Woolf et al., 2015).

Mechanisms

Researchers have offered various hypotheses about the multiple
mechanisms by which income can affect health. Woolf et al. suggest that
among others, these mechanisms include more income providing the
opportunity to afford health care services and health insurance; greater
resources affording a healthy lifestyle and access to place-based benefits
known as the social determinants of health; and economic disadvantage
and hardship leading to stress and harmful physiological effects on the
body (Woolf et al., 2015). Evans and Kim identify “multiple risk expo-
sure” as a potential mechanism for the socioeconomic status and health
gradient. This is the convergence among populations with low socioeco-
nomic status of multiple physical and psychosocial risk factors such as
poor housing and neighborhood quality, pollutants and toxins, crowding
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and congestion, noise exposure, and adverse interpersonal relationships
(Evans and Kim, 2010).

Wealth affects health through mechanisms that are not necessarily
monetary, such as power and prestige, attitudes and behavior, and social
capital (Pollack et al., 2013). Even in the absence of income, wealth can
provide resources and a safety net that is not available to those without it.
(See Box 3-5 for an example of an initiative seeking to build income and
wealth in communities around the country.)

Employment

Employment is the level or absence of adequate participation in a
job or workforce, including the range of occupation, unemployment, and
underemployment. Work influences health not only by exposing employ-
ees to certain physical environments but also by providing a setting where
healthy activities and behaviors can be promoted (An et al., 2011). For
most adults, employment is the main source of income, thus provid-
ing access to homes, neighborhoods, and other conditions or services
that promote health. The features of a worksite, the nature of the work,
the amount of earnings or income, and how the work is organized can
affect worker mental and physical health (An et al., 2011; Clougherty et
al., 2010). Many Americans also obtain health insurance through their
workplace, accounting for another potential impact on health and well-
being. While the correlation between employment and health has been
well established, there appears to be a bidirectional relationship between
employment and health, as health also affects one’s ability to participate
in and maintain stable employment (Davis et al., 2016; Goodman, 2015).
Not only that, but a healthy workforce is a prerequisite for economic suc-
cess in any industry (Doyle et al., 2005).

The existing literature on the social determinants of health makes it
clear that there is a positive correlation between SES and health (Adler
and Stewart, 2010a; Braveman et al., 2005; Conti et al., 2010; Dow and
Rehkopf, 2010; Pampel et al., 2010; Williams et al., 2010). Occupational
status, a composite of the power, income, and educational requirements
associated with various positions in the occupational structure, is a core
component of a person’s SES (Burgard and Stewart, 2003; Clougherty et
al., 2010). Occupational status can be indicative of the types of tangible
benefits, hazards, income, fringe benefits, degree of control over work,
and level of exposure to harmful physical environments associated with
a job (Clougherty et al., 2010). While the mechanisms by which occupa-
tional status influences health have not clearly been delineated, there is
evidence that the type of job does affect such health outcomes as hyper-
tension risk and obesity (An et al., 2011; Clougherty et al., 2010).
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BOX 3-5
Family Independence Initiative: The Power of Information
and Investment in Families Who Take Initiative

The Family Independence Initiative (FIl) envisions a future in which each per-
son and family recognizes their self-determination and has access to the resources
and community that they need to thrive. An alternative to the traditional American
social service model, Fll is a national nonprofit which leverages the power of
information to illuminate and accelerate the initiative low-income families take to
improve their lives. Fll approaches address two major challenges to upward mobil-
ity: (1) lack of information, and therefore lack of investment, in the initiatives low-
income families take on their own or collectively; and (2) negative stereotypes and
the focus on individualism that have led to government and charitable practices
that discourage families from turning to one another (Fll, n.d.-a,b).

FIl has launched demonstration projects in six cities across the United States:
Boston, Detroit, Fresno, New Orleans, Oakland, and San Francisco. Approaches
take advantage of connections, choice, and capital through four major components:

. Strengthening Connections: Demonstration projects are built to
strengthen the relationships people have with their friends and families.
They use their time together as an opportunity to support each other, hold
each other accountable, and share resources, ideas, and advice.

. Stepping Back So Families Step Forward: Based on the belief that
families have the knowledge, initiative, and the capacity to lead them-
selves, families set their own direction and actions. Rather than providing
directions or advice, liaisons listen and sometimes ask questions.

. Data Tracking Through an Online Journal: Each family has access to
FlI’s online data system which serves the dual purposes of collecting a
rich body of data on the initiative of each household (e.g., income and
savings, health, education and skills, housing, leadership, and connec-
tions) and providing each family a tool for self-reflection. Families are paid
for sharing their data with FII.

U Resources That Leverage Family Initiative: Fll analyzes the data from
the online data system to gain insights about family needs and match
them to resources that can be leveraged (Fll, n.d.-c). This has led to in-
novations such as character-based underwriting criteria, credit-building
lending circles, and “UpTogether,” a community-building website using
social networking technology through which families can identify and track
progress against their priorities as well as form groups around common
interests to share information, get support, and hold each other account-
able (FIl, n.d.-d).
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On the other end of the spectrum, unemployment is associated with
poor psychological well-being (McKee-Ryan et al., 2005; Paul and Moser,
2009). Zhang and Bhavsar (2013) examined the literature to illuminate the
causality, effect size, and moderating factors of the relationship between
unemployment as a risk factor and mental illness as an outcome. The
authors reported that unemployment does precede mental illness, but
more research is required to determine the effect size (Zhang and Bhavsar,
2013). There is also evidence to suggest that emerging adults who are
unemployed are three times as likely to suffer from depression as their
employed counterparts (McGee and Thompson, 2015). Burgard and col-
leagues found that even after controlling for significant social background
factors (e.g., gender, race, education, maternal education, income, and
more), involuntary job loss was associated with poorer overall self-rated
health and more depressive symptoms (Burgard et al., 2007).

Disparities in Employment

Employment data show disparities in unemployment rates across
various racial and ethnic groups and geographic regions, despite the over-
all progress that has been made in reducing unemployment nationally
(Wilson, 2016). During the fourth quarter of 2015, the highest state-level
unemployment rate was 13.1 percent for African Americans (Illinois),
11.9 percent for Hispanics (Massachusetts), 6.7 percent for whites (West
Virginia), and 4.3 percent for Asians (New York) (Wilson, 2016). Figure
3-8 shows how disparities in unemployment by race and ethnicity have
persisted for more than 40 years, with the exception of whites and Asians.
Disparities in employment between African Americans and whites persist
even when level of education, a major predictor of employment, is held
equal between the two groups (Buffie, 2015).

Among the employed, there are systematic differences in wages and
earnings by race, ethnicity, and gender. According to the U.S. Bureau of
Labor Statistics, in 2013 the median usual weekly earnings® were $578
for Hispanics, $629 for African Americans, $802 for whites, and $942
for Asians (BLS, 2014). These disparities are consistent across almost all
occupational groups. The widest gap in median usual weekly earnings
was found between Hispanic women and Asian men, who made $541 and
$1,059, respectively (BLS, 2014).

As with income, the distribution of occupations tends to differ across
racial and ethnic groups (see Figure 3-9). Whereas half of Asians worked
in management, professional, and related occupations in 2013, only 29

¢ These represent earnings for full-time wage and salary workers only.

Copyright © National Academy of Sciences. All rights reserved.



Communities in Action: Pathways to Health Equity

134 COMMUNITIES IN ACTION
Percent
Black Hispanic —White Asian
20
18
16
14
12
10
8
&
a
2
1]
1973 1976 1979 1982 1985 1988 1991 1994 1997 2000 2003 2006 2009 2012

FIGURE 3-8 Unemployment rates by race and Hispanic or Latino ethnicity, 1973—
2013 annual averages.

NOTE: People whose ethnicity is identified as Hispanic or Latino may be of any
race. Data for Asians are only available since 2000.

SOURCE: BLS, 2014.

Percent

100

= Management, professional,
and related
80 39
i Service
27
60
28 ' Sales and office
17
17
4
10

a0

[ Natural resources,
construction, and
maintenance

15

20 =

10 i Production, transportation,

and material moving

16 17

11

White Black or African American Asian Hispanic or Latino

FIGURE 3-9 Employed people by occupation, race, and Hispanic or Latino eth-
nicity, 2013 annual averages.

NOTE: People whose ethnicity is identified as Hispanic or Latino may be of any
race. Data may not sum to 100 percent due to rounding.

SOURCE: BLS, 2014.
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and 20 percent of African Americans and Hispanics, respectively, worked
in those professions (BLS, 2014).

Mechanisms

The literature suggests that there are three potential mechanisms
through which employment affects health:

1. Physical aspects of work and the workplace

2. Psychosocial aspects of work and how work is organized

3. Work-related resources and opportunities (An et al., 2011;
Clougherty et al., 2010)

The nature of work and the conditions of a workplace can increase
the risk of injury or illness depending on the type of job. For employees
in specific sectors (e.g., air transportation, nursing facilities, using motor-
ized vehicles and equipment, trucking services, hospitals, grocery stores,
department stores, food services), the risk of occupational injury is higher
(An et al., 2011). This is especially true for operators, laborers, fabricators,
and laborers (An et al., 2011). Occupational health can also be shaped
by the physical nature of the tasks involved in a given work setting. For
example, the health impact of a job that requires intense, laborious physi-
cal activity will be different than of a job in which the tasks are primarily
sedentary. There is also emerging evidence suggesting that women work-
ing hourly jobs bear a larger burden due to hazardous conditions in the
workplace than their male counterparts on outcomes such as hyperten-
sion, the risk of injury, injury severity, rates of absenteeism, and the time
to return to work after illness (Clougherty et al., 2010; Hill et al., 2008).

The psychosocial aspects and organization of one’s job can influence
both mental and physical health. The factors that make up this pathway
can include work schedules, commute to work, degree of control in work,
the balance between effort and rewards, organizational justice, social
support at work, and gender and racial discrimination (An et al., 2011).
Longer commute times specifically affect low-income populations, as the
cost burden of commuting for the working poor is much higher than for
other workers and makes up a larger portion of their household budgets
(Roberto, 2008).

The resources and opportunities associated with work can have
lasting implications for health. Higher-paying jobs are more likely than
lower-paying jobs to provide workers with safe work environments and
offer benefits such as health insurance, workplace health promotion pro-
grams, and sick leave (An et al., 2011). Box 3-6 briefly describes a program
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BOX 3-6
Green Jobs Central Oklahoma

Green Jobs Central Oklahoma (GJCO) is a U.S. Department of Labor—funded,
comprehensive evidence-based program aimed at moving low-income individuals,
including veterans and those with a criminal record, toward greater economic sta-
bility and security.? The program’s activities leverage relationships with employer
partners to ensure that trainings meet industry standards and company needs as
well as to provide GJCO participants with access to jobs. Training is complemented
by a range of supportive services (e.g., case management, career coaching and
development) to help participants remove barriers to training completion and suc-
cess. Training combines general skills that affect job success and participation
in one of three “green” areas: recycling, wind energy, or green transportation.
The former, Training Opportunity Preparation Services sessions, focus on com-
munication and relationship skill-building in the workplace, understanding work
cultures, leadership and success strategies, and financial literacy/competency.
Trainees also complete a personality inventory, create a resume, and prepare for
a job interview.

The length of specialty training varies by content area, and the training re-
sults in industry and nationally recognized certificates that enhance employment
opportunities.

. Recycle Training: Up to 160 hours of classroom instruction based on
the nationally renowned Roots of Success curriculum, a comprehensive
environmental literacy and job readiness curriculum designed to prepare
participants for work in the green industry. Modules include Fundamentals
of Environmental Literacy, Water, Waste, Transportation, Energy, and
Building. The didactic training is complemented by hands-on instruction
provided by Goodwill Industries. Participants who complete training are
awarded four industry or nationally recognized certificates.

. Wind Industry Training: A 100-hour course provided by Oklahoma
City Community College. The program consists of the following train-
ings: Enhanced Occupational Safety Health Administration 10 Hour/First
Aid-cardiopulmonary resuscitation (CPR), Intro to Wind Industry, Intro to
AC/DC Fundamentals, Crane and Rigging, Confined Space, Torque Tool
Safety, and Tower Safety.

. Green Transportation Training: A 160-hour training provided by the
Center for Transportation Safety. This includes 40 hours learning the U.S.
Department of Transportation rules and regulations, 40 hours learning
driving fundamentals, and 80 hours of on-the-road driving time to practice
the skills they learned.

Program outcomes have been positive with 190 of 250 participants placed in
unsubsidized employment.

2 For more information, see http://www.itsmycommunity.org/green-jobs.php (accessed
December 5, 2016).
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that aims to increase “green” employment opportunities for underserved
individuals in a community.

Health Systems and Services

Health care is arguably the most well-known determinant of health,
and it is traditionally the area where efforts to improve health have been
focused (Heiman and Artiga, 2015). Over the past few decades there has
been a paradigm shift that reflects “health” care over “sick” care. The idea
is to promote access to effective and affordable care that is also culturally
and linguistically appropriate. Health care spans a wide range of services,
including preventative care, chronic disease management, emergency
services, mental health services, dental care, and, more recently, the pro-
motion of community services and conditions that promote health over
the lifespan.

Although screening, disease management, and clinical care play an
integral role in health outcomes, social and economic factors contribute to
health outcomes almost twice as much as clinical care does (Heiman and
Artiga, 2015; Hood et al., 2016; McGinnis et al., 2002; Schroeder, 2007). For
example, by some estimates, social and environmental factors proportion-
ally contribute to the risk of premature death twice as much as health care
does (Heiman and Artiga, 2015; McGinnis et al., 2002; Schroeder, 2007).
That being said, in March 2002, the Institute of Medicine released a report
that demonstrated that even in the face of equal access to health care,
minority groups suffer differences in quality of health. The noted differ-
ences were lumped into the categories of patient preferences and clinical
appropriateness, the ecology of health systems and discrimination, bias,
and stereotyping (IOM and NRC, 2003). Our health systems are working
to better understand and address these differences and appreciate the
importance of moving beyond individualized care to care that affects
families, communities, and populations (Derose et al., 2011). This new
focus on improving the health of populations has been accompanied by
a welcome shift from siloed care to a health care structure that is inter-
professional, multisectoral and considers social, economic, structural and
other barriers to health (NASEM, 2016).

Arriving at the place of shared understanding concerning the health
care needs of individuals, families, and communities has required taking a
broader look at health. The triple aim, a framework that aims to optimize
health system performance, has helped conceptualize this look, bringing
to the forefront the elements that matter most, considering per capita cost,
improving the health care experience for patients, and focusing on popu-
lation health (Stiefel and Nolan, 2012). In addition to helping create new
health care opportunities, the Patient Protection and Affordable Care Act
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(ACA) has helped mitigate the challenge of access to care. According to
the U.S. Centers for Disease Control and Prevention (CDC), the propor-
tion of people in 2015 without health insurance had dropped below 10
percent (Cohen et al., 2016c).

Continuing the momentum of improving access to culturally compe-
tent and linguistically appropriate care will be a crucial step to improving
the health of populations. Culturally and linguistically appropriate care
includes high-quality care and clear communication regardless of socio-
economic or cultural background (Betancourt and Green, 2010). There
is limited research studying whether there is a link between culturally
appropriate care and health outcomes, but data do exist that indicate
that behavioral and attitudinal elements of cultural competence facilitate
higher-quality relationships between physicians and patients (Paez et al.,
2009). Making cultural competency training a part of the all types of pro-
viders’ (e.g., physicians, nurses, medical assistants, dentists, pharmacists,
social workers, psychologists) education experience, as well as making it a
requirement for licensure for providers (Like, 2011), may have the poten-
tial to link quality and safety. Continued work is needed to figure out how
to translate increased access to care into improved health outcomes and
increased health equity.

In light of the ACA’s emphasis on access to improving quality, health
outcomes, and population health, it makes sense to look at the envi-
ronments in which patients live.” If the social determinants of health
are not addressed in a multi-sectoral approach by educational systems,
health systems, communities and others, the country will fall short of
the triple aim. The Robert Wood Johnson Foundation’s Culture of Health
Action Framework has identified action areas meant to work together
to address issues of equity, well-being, and improved population health
(RWIJE, 2015b). Social determinants of health are woven through these
action areas. In fact, research shows that social determinants of health
play a larger role in health outcomes than do medical advances (Hood et
al., 2016; Woolf et al., 2007).

Disparities

While some disparities in access to care have been narrowing, gaps
persist among certain groups of the population. For example, the gaps
in insurance that existed between poor and nonpoor households and
between African Americans and whites or Hispanics and whites decreased

7 As access to care improves, it will be increasingly important to monitor potential dispari-
ties with respect to the nature of care that people receive. This is especially true for chronic
conditions that require long-term engagement with the health care system.
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FIGURE 3-10 Percent of adults ages 18-64 with no health insurance coverage by
race and Hispanic origin: United States, 1999-June 2015.
SOURCE: NCHS, 2016.

between 2010 and 2015 (AHRQ), 2016). However, systematic differences in
access to care still exist and negatively affect poor households and racial
and ethnic minority groups, including Hispanics and African Americans
(NCHS, 2016) (see Figure 3-10). In fact, in 2013 people living below the
federal poverty level had worse access to care than people in high-income
households across all access measures® (NCHS, 2016). People living in
low-income households are at an elevated risk of poor health, and access
to care is vital for this vulnerable population. The ACA authorized states
to expand Medicaid coverage to adults with low incomes up to 138 per-
cent of the poverty level. From 2013 to 2014, the percent of adults who
were uninsured declined in all states, with the decline in the number of
uninsured being greater in the states that opted to expand their Medicaid
programs (NCHS, 2016).

Racial and ethnic disparities in mental health services exist as well.
Members of racial and ethnic minority groups are less likely than whites to
receive necessary mental health care and more likely to receive poor-qual-
ity care when treated. Specifically, minority patients are less likely than
whites to receive the best available treatments for depression and anxiety
(McGuire and Miranda, 2008). Among the barriers to access to care, the

8 Measures of access to care tracked in the 2015 National Healthcare Quality and Dispari-
ties Report include having health insurance, having a usual source of care, encountering
difficulties when seeking care, and receiving care as soon as wanted.
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lack of culturally competent care can be a barrier for specific racial and
ethnic groups who face stigma due to cultural norms (Wahowiak, 2015).

The health care system has an important role to play in addressing
the social determinants of health. At the community level, it can partner
with community-based organizations and explore locally based interven-
tions (Heiman and Artiga, 2015), creating payment models that take into
account social determinants and implementing service delivery mod-
els that lend themselves to more community engagement and interven-
tion. Health care systems can center equity by involving the community
in decision making, allocating resources to act on the determinants of
health in mind, and increasing community-based spending (Baum et al.,
2009). Communities can be viewed as places of change for health systems,
allowing for work both at micro and macro levels. (See Box 3-7 for an
example of a community-based health system.) Cost-effective interven-
tions to reduce health disparities and promote health equity should be
recognized and explored, including attention to the structural barriers
that affect access to health services.

Housing

Housing, as a social determinant of health, refers to the availability
or lack of availability of high-quality, safe, and affordable housing for
residents at varying income levels. Housing also encompasses the density
within a housing unit and within a geographic area, as well as the overall
level of segregation and diversity in an area based on racial and ethnic
classifications or SES. Housing affects health because of the physical con-
ditions within homes (e.g., lead, particulates, allergens), the conditions
in a multi-residence structure (an apartment building or town home),
the neighborhoods surrounding homes, and housing affordability, which
affects financial stability and the overall ability of families to make healthy
choices (Krieger and Higgins, 2002). The Center for Housing Policy has
outlined 10 hypotheses on how affordable housing can support health
improvement (Magbool et al., 2015). These range from affordable housing
freeing up resources for better nutrition and health care spending to stable
housing reducing stress and the likelihood of poor health outcomes (e.g.,
for mental health or the management of chronic disease).

There is substantive evidence that the physical conditions in homes
are important contributors to health outcomes (Cox et al., 2011, WHO,
2006). The World Health Organization (WHO) assessed the evidence in
2005 and found that sufficient evidence was available to estimate the
burden of disease for physical factors, such as temperature extremes;
chemical factors, such as environmental tobacco smoke and lead; biologi-
cal factors, such as mold and dust mites; and building factors associated
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BOX 3-7
Kokua Kalihi Valley Comprehensive Family Services

Founded in 1972, Kohua Kahlihi Valley (KKV) Comprehensive Family Services
is a nonprofit organization that is guided by a strong set of beliefs and culture and
located in Honolulu, Hawaii. The guiding principles of KKV are:

. Relationships are fundamental to us

U We have a genuine commitment to our community and its diversity
. We strive for programs and services that are extraordinary

*  We work collaboratively

U We honor our heritage and traditions

The services provided include

. Primary medical care

. Dental services

. Behavioral health and quit tobacco services

. Maternal and child health

. Elder care

. Public housing and enabling services

*  Medical-Legal Partnership for Children, Youth & Family
e Returning to Our Roots, Ho oulu "Aina

Services are also provided on site at five local elementary and secondary
schools. At Ho'oulu "Aina (the Kalihi Valley Nature Preserve), the KKV offers op-
portunities for community gardening, reforestation, environmental education, and
the preservation of land-based cultural knowledge. This supports the reciprocal
relationship between healing the land and fostering a healthy, resilient Kalihi Val-
ley Community.

SOURCE: Kokua Kalihi Valley, n.d.

with injuries and accidents. Since 2005 research has added to the areas
where the WHO found some, but not sufficient, evidence to estimate the
burden of disease, including more clarity on the relationship between
rodent allergens and asthma (Ahluwalia et al., 2013; American College of
Allergy Asthma and Immunology, 2014; Sedaghat et al., 2016). Data from
the National Health and Nutrition Examination Survey show a decrease
in blood lead levels between 1976 and 2002, with a steep drop between
1978 and 1988, probably due to lead being phased out of gasoline, and
later a more gradual decrease, perhaps due to a reduction in the use of
lead-based paint in housing (Jacobs et al., 2009). Conditions in multiunit
residential buildings, including whether indoor smoking is permitted, are
another dimension of housing that can affect health outcomes. Box 3-8
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BOX 3-8
Renovating the Rolling Hills Apartment Complex,
St. Paul, Minnesota

St. Paul’s East Side is home to a broad mix of immigrants, including Hmong,
Somali, Karin, Bhutanese, Sudanese, Latinos, and African Americans and Native
Americans. In 2012 Lutheran Social Services (LSS) and for-profit developers
partnered to renovate the Rolling Hills Apartment Complex and convert it into
official affordable housing. In doing so, the project addressed multiple social
determinants of health, including education, health and health services, housing,
income and wealth, the physical environment, and the social environment, result-
ing in the following enhancements to the Rolling Hills Apartment Complex:

. Renovated apartments designed to serve families.

. An LSS refugee and immigrant services office.

U Emergency housing for arriving refugee families.

. A clinic exam room operated by West Side Community Health Services,
a federally qualified health center, and open to residents of both Rolling
Hills Apartments and the surrounding community.

. A community multipurpose room for community activities including com-
munity meetings, ESL classes, and support groups.

. A community garden expansion.

. Support for resident leadership of activities.

Key factors to success were incentivizing funding, the involvement of partners
willing to stretch from where they had gone before, and Twin Cities Local Initia-
tives Support Corporation’s coordination and technical assistance in bringing all
the pieces together. The last, a community health advocate model, is often difficult
to fund, but was done so through a grant from the corporation’s Healthy Futures
Fund. Total project costs for the Rolling Hills Apartment Complex renovations were
$14.8 million, including $9.5 million in [Low-Income Housing Tax Credit] equity and
$4.8 million in bank and other loans, as well as city and state funding.

SOURCE: Miller, 2015.

introduces the revitalization efforts of one multiunit apartment complex
in a community in Minnesota.

Neighborhoods matter for a number of reasons, including their influ-
ence on physical safety and access to opportunity. The U.S. Department
of Housing and Urban Development’s (HUD’s) Moving to Opportunity
program was a 10-year demonstration program, which provided grants
to public housing authorities in Baltimore, Boston, Chicago, Los Angeles,
and New York City to implement an experimental study—a randomized
controlled trial of a housing intervention. Housing authorities
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randomly selected experimental groups of households with children [to]
receive housing counseling and vouchers that must be used in areas with
less than 10 percent poverty. Families chosen for the experimental group
receive tenant-based Section 8 rental assistance that helps pay their rent,
as well as housing counseling to help them find and successfully use
housing in low-poverty areas. Two control groups are included to test the
effects of the program: one group already receiving Section 8 assistance
and another just coming into the Section 8 program. (HUD, n.d.)

Homeless Populations

For homeless people, a lack of stable housing contributes to dispari-
ties in the social determinants. In addition to having direct ties with lack
of employment and income, a lack of housing is also associated with
greater barriers to education, lower levels of food security, and reduced
public safety. Compared to the overall population, homeless people have
shorter life expectancies, which are attributable to higher rates of sub-
stance abuse, infectious disease, and violence (Baggett et al., 2013). Infec-
tious diseases—including HIV, tuberculosis, and heart disease—have all
been linked to shorter life expectancies among homeless people (Fazel et
al., 2014). Other studies have found drug overdose, cancer, and heart dis-
ease to be the greatest causes of death among the homeless, with greater
barriers to and lower rates of screening, diagnosis, and treatment as con-
tributing factors (Baggett et al., 2013).

The Changing American City

Neighborhoods generally change slowly, but urban neighborhoods
are seeing dramatic shifts in demographics and property value and
over time are becoming more segregated by income (Zuk et al., 2015).
Gentrification—the process of renewal and rebuilding, which precedes the
influx of new, more affluent residents—is a trend that is being observed
in urban centers around the country (McKinnish et al., 2010; Phillips et
al., 2014; Sturtevant, 2014). While the literature linking the process of
gentrification to health outcomes is not definitive, there is substantial
evidence that connects displacement and health outcomes (Zuk et al.,
2015). Displacement can occur as a direct result of a policy or program
(Freeman and Braconi, 2002), because of recent development and property
value increases in an area, or as a result of exclusion from a property for
various reasons (Levy et al., 2006).

Displacement has major implications for housing, other social deter-
minants, and the health of communities. According to the CDC, displace-
ment exacerbates health disparities by limiting access to healthy housing,
healthy food options, transportation, quality schools, bicycle and walk
paths, exercise facilities, and social networks (CDC, 2013). Displacement
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leads to poor housing conditions, including overcrowding and expo-
sure to substandard housing with hazardous conditions (e.g., lead, mold,
pests) (Phillips et al., 2014). Displacement can result in financial hardship,
reducing disposable income for essential goods and services. This can
have a negative impact on the health of the displaced population, with
income being a significant determinant of health (CDC, 2013).

Physical Environment

The physical environment reflects the place, including the human-
made physical components, design, permitted use of space, and the natu-
ral environment. Specific features of the physical or built environment
include, but are not limited to, parks and open space, what is sold and
how it is promoted, how a place looks and feels, air, water, soil, and arts
and cultural expression (Davis et al., 2016). All of these physical factors
shape the safety, accessibility, and livability of any locale, thus providing
the context in which people live, learn, work, and play. This has direct
implications for health. The physical environment contributes to 10 per-
cent of health outcomes (Remington et al., 2015). Additionally, 40 percent
of health outcomes depend on social and economic factors, which are
intricately tied to the features of the physical environment (Remington
et al., 2015). Inequities observed between the different physical environ-
ments of states, towns, and neighborhoods contribute to disparate health
outcomes among their populations.

Exposure to a harmful physical environment is a well-documented
threat to community health. Such threats include environmental expo-
sures such as lead, particulate matter, proximity to toxic sites, water con-
tamination, air pollution, and more—all of which are known to increase
the incidence of respiratory diseases, various types of cancer, and nega-
tive birth outcomes and to decrease life expectancy (Wigle et al., 2007).
Low-income communities and communities of color have an elevated
risk of exposure to environmental hazards (Evans and Kantrowitz, 2002).
In response to these inequities, the field of environmental justice seeks
to achieve the “fair treatment and meaningful involvement of all people
regardless of race, color, national origin, or income, with respect to the
development, implementation, and enforcement of environmental laws,
regulations, and policies” (EPA, 2016). Emerging considerations for low-
income communities include the resulting gentrification and potential
displacement of families when neighborhoods undergo revitalization that
is driven by environmental clean-up efforts (Anguelovski, 2016).
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Built Environment: Parks and Green Space

Access to green space has been demonstrated to positively affect
health in many contexts. Such green space includes both parks and
observable greenery. Living in the presence of more green space is asso-
ciated with a reduced risk of mortality (Villeneuve et al., 2012). Nature
has been shown to relieve stress and refocus the mind. Spending time
in parks has been shown to improve mental health (Cohen et al., 2016a;
Sturm and Cohen, 2014).

Beyond their benefits to mental health and reductions in stress, parks
provide opportunities for increased physical activity. Local parks depart-
ments manage more than 108,000 outdoor public park facilities across the
nation, many of them containing open space, jogging paths, and exercise
equipment (Cohen et al., 2016b). According to Cohen et al., the average
neighborhood park of 8.8 acres averaged 1,533 hours of active use per
week (Cohen et al., 2016b). Individuals who are not as physically active
face a greater risk of heart disease, diabetes, and cancer (James et al.,
2016). In fact, about 9 percent of premature deaths in the United States
are attributable to inactivity (Lee et al., 2012).

The usage of neighborhood parks and the associated health benefits
are not equally distributed across communities. Research shows that rec-
reational facilities are much less common in low-income and minority
communities, though parks are more evenly distributed (Diez Roux et
al., 2007). Moreover, the size and quality of park facilities vary based on
race and income (Abercrombie et al., 2008). Accordingly, in low-income
communities, residents are less likely to use parks (Cohen et al., 2016a).
Beyond race and income, other disparities exist in park use. While seniors
represent 20 percent of the population, they account for only 4 percent
of park users (Cohen et al., 2016a). Proximity to park facilities also mat-
ters, as evidenced by a decrease in physical activity by more than half
when distance between one’s home and the park doubles (Giles-Corti
and Donovan, 2002).

Food Environment

The food environment refers to the availability of food venues such as
supermarkets, grocery stores, corner stores, and farmer’s markets, includ-
ing food quality and affordability. In communities described as food
deserts, there is limited access to affordable and quality food. When there
are fewer supermarkets, fruit and vegetable intake is lower, and prices
are higher (Powell et al., 2007). This makes achieving a healthy diet dif-
ficult for local residents. Research indicates that a poor diet is associated
with the development of cancer, diabetes, hypertension, birth defects, and
heart disease (Willett et al., 2006).
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The distribution of supermarkets is not equitable in the United States.
Neighborhoods housing residents of lower socioeconomic status often
have fewer supermarkets. Discrepancies also exist between racial and eth-
nic groups (Powell et al., 2007). Underserved communities turn to small
grocery or corner stores to serve their food needs, but these businesses
rarely provide the healthy selection offered by larger supermarkets. More-
over, food is most often higher priced in such stores.

Access to and the density of alcohol outlets are also associated with
health outcomes in communities. In local areas where liquor store density
is higher, alcohol consumption rates in the community are also higher
(Pereiram et al., 2013). Alcoholism has been linked to diseases such as
cancer, anemia, and mental illnesses. Moreover, alcohol outlets can serve
as nuisance businesses, with their clientele bothering others in the neigh-
borhood, decreasing the sense of security, and detracting from social cohe-
sion. There is also evidence that links high-density alcohol outlet areas
with higher rates of crime and substance use. In urban environments,
a higher concentration of liquor stores is found in low-income, African
American, and Hispanic communities, contributing to an elevated risk of
alcohol-associated disorders in these neighborhoods (Berke et al., 2010).

A Changing Climate

Climate change has become a public health concern (Wang and
Horton, 2015). There is a growing recognition that the physical environ-
ment is undergoing changes caused by human activity, such as through
the production of greenhouse gases (IPCC, 2014). Human health is intri-
cately linked to the places where we live, learn, work, and play. The air
we breathe, the surrounding temperature, the availability of food, and
whether there is access to clean water are all important ingredients to a
healthy life, and the changing climate will affect all of these areas (Luber
et al., 2014).

Not only do polluting emissions make air quality worse in the short
term, but climate change itself will worsen air quality. Poor air qual-
ity exacerbates previous health conditions such as asthma and chronic
obstructive pulmonary disease, and air pollution is associated with car-
diovascular disease and many other illnesses. The changing climate is
also causing a shift in seasons, which can affect pollen production and
therefore seasonal allergies. Overall, with the changing climate there will
be more extreme weather events such as increasing drought, vulner-
ability to wildfires, floods, hurricanes, and winter storms—all with sub-
sequent health impacts from displacement, stress, or primary physical
harm. The changing temperature is even having an impact on infectious
diseases. New infectious diseases that spread via a vector, such as a tick or
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mosquito, have the potential to emerge in previously non-affected areas.
There is also a risk for an increase in food-related and waterborne illness
caused by the changing temperatures and the survival of various infec-
tious agents. Food insecurity, which is already a challenge in many loca-
tions, is at risk of worsening due to higher food prices, poorer nutritional
content, and new challenges with distribution.

Although climate change will affect everyone, certain communities
and groups will be more vulnerable to these effects. People with preex-
isting medical conditions, children, elderly populations, and low-income
groups are at increased risk for poor outcomes. Existing health dispari-
ties that are due to social, economic, and environmental factors have the
potential to be even more affected by climate change.

However, climate change also presents a significant opportunity.
Given the existential threat to humanity, there is now a great deal of
momentum to mitigate and adapt to climate change. Companies are pur-
suing new business opportunities, governments are forming international
agreements, and policies are being implemented at the national, sub-
national, state, regional, and local levels to affect change. Many of these
policies to adapt to and mitigate climate change are also the key compo-
nents in creating healthier, more equitable, and resilient communities.
There are many co-benefits, and the policies, if implemented correctly,
have the potential to significantly improve health outcomes and reduce
health disparities (Rudolph et al., 2015). Examples of climate change miti-
gation and adaptation policies with co-benefits to build healthier, more
equitable places include

e Improving access to public transit;

e Promoting flexible workplace transit;

e Creating more complete streets for better pedestrian and bicycle
use;

e Implementing urban greening programs;

Reducing urban heat islands through green space, cool roofs, and

cool pavements;

Promoting sustainable food systems and improved access;

Building more walkable, dense, affordable housing and amenities;

Reducing greenhouse gases;

Promoting weatherizing homes, energy efficiency, and green

buildings; and

e Greening fleets and reducing emissions.

Climate change will affect the physical environment in unprecedented
ways. To mitigate and adapt to climate change will require multi-sector
collaboration and approaches to effect systems change. Many of the same
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BOX 3-9
A Community Addressing Climate Change, Food Insecurity,
and Improving Health Equity—Achieving Co-Benefits

The Context

The City of Fresno is located in the heart of the Central Valley in California.
It is a community with great diversity and is home to significant Hispanic/Latino
(46.9 percent), Asian American (12.6 percent), and African American (8.3 percent)
populations. In Fresno County alone there are more than 26,000 farmworkers, the
majority being Hispanic/Latino and foreign born.

The Challenge and Opportunity

Fresno is the second most food insecure city in the United States, according to
the 2014 Food Research and Action Center. At a county level, the statistics were
just as concerning. As measured by the U.S. Department of Agriculture in 2011,
12 areas in Fresno County are classified as a food desert.

. In 2014, 16 percent of Fresno County residents faced food insecurity, to-
taling more than 155,000 people (Feeding America, 2014b; U.S. Census
Bureau, 2015).

. In the cities of Fresno and Clovis alone, more than 64,000 people are
food insecure; 80 percent do not have enough meat, bread, fruits and
vegetables, and 71 percent of them have small children and do not have
enough milk (Erro, n.d.).

. One in three children in Fresno County struggles with hunger on a regular
basis (Feeding America, 2014a).

. In 2014, there were 81,200 food-insecure children in Fresno County
(Feeding America, 2014b).

At the same time, more globally, approximately 40 percent of food that is grown,
processed, and transported in the United States is wasted. Food waste that goes

multi-sector partners required to address the social determinants of health
also are already partnering on related climate change work in their com-
munities, creating a substantial opportunity for change (see Box 3-9 for
an example of a community engaged in climate change-related work).

Transportation

In the social determinants of health literature, transportation is
typically discussed as a feature of the physical (or built) environment
(TRB and IOM, 2005). This report highlights transportation as a separate
determinant of health because of its multifaceted nature: pollution and
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to landfills emits gas that is bad for air quality and contributes to climate change.
Working through multiple sectors with diverse partners, there is an unmet need
and unique opportunity to tackle climate change and health equity by addressing
both issues at the same time.

The Community-Driven Solution

Founded in 1970, Fresno Metro Ministry is a 501(c)(3) community-benefit or-
ganization started by churches to address the social, economic, health, and safety
issues experienced by children and families that remained in neglected and dis-
invested neighborhoods. Metro evolved to become a multi-faith and multi-cultural
organization dedicated to improving the health, environmental quality, economic
development, and overall resiliency of the San Joaquin Valley.

In collaboration with many partners and driven by community priorities, Metro
created the Food to Share program in 2015. Food to Share is a community food
system partnership that works to fight against food insecurity and environmental
issues. Food to Share has three main goals: to address hunger, reduce waste,
and generate energy. They start by collecting excess food from schools, farmer’s
markets, food service facilities, restaurants, supermarkets, food distributors, hospi-
tals, institutional cafeterias, growers and packers, gleanings, and food institutions.
Once they have collected the food, they share it with churches, food kitchens,
pantries, and distribution centers. These organizations then get the food out to the
community in need. In the near future, the food that is unable to be used for healthy
consumption will go to an anaerobic digester which is better for the environment
and air quality and creates a low-carbon renewable source of energy. Over a period
of 4 months, Food to Share has distributed nearly 180,000 pounds of donated and
recovered food to neighborhoods in need, reducing greenhouse gas emissions
by 396,000 pounds. This food reaches disadvantaged communities through Food
to Share’s food distribution events in six food desert neighborhoods in Fresno, in
collaboration with the Fresno Public Health Department’s Partnerships to Improve
Community Health Farm-to-Table initiative.

greenhouse gas production; motor vehicle-related deaths and injuries;
mobility and access to employment and vital goods and services; and
active transportation. Transportation consists of the network, services,
and infrastructure necessary to provide residents with the means to get
from one place to another (Davis et al., 2016), and it is also vital to access-
ing goods, services (including health and social services), social networks,
and employment. If designed and maintained properly, transportation
facilitates safe mobility and is accessible to all residents, regardless of
geographic location, age, or disability status. However, current research
suggests that transportation costs are a barrier to mobility for house-
holds in poverty, which are disproportionately represented by African
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Americans and Hispanics (FHWA, 2014). Long commute times and high
transportation costs are significant barriers to employment and financial
stability (Roberto, 2008). Brookings researchers have concluded, based on
analyses of census data, that the suburbanization of poverty is dispropor-
tionately affecting proximity to jobs for poor and minority populations as
compared with their nonpoor and white peers (Kneebone and Holmes,
2015; Zimmerman et al., 2015).

Transportation presents unevenly distributed negative externalities,
including air pollution, noise, and motor vehicle-related injuries and
deaths that are more prevalent in low-income and minority communities
with poor infrastructure (Bell and Cohen, 2014; US DOT, 2015). Low-
income and minority populations are more likely to live near environmen-
tal hazards, including transportation-related sources of pollution and toxic
emissions such as roadways, bus depots, and ports (McConville, 2013;
NEJAC, 2009; Perez et al., 2012). See, for example, Shepard (2005/2006)
on the high concentration of bus depots in West Harlem, which also has
one of the highest rates of asthma in the nation. The Regional Asthma
Management and Prevention collaborative, in Oakland, California, and
the California Environmental Protection Agency’s Air Resources Board,
among others, have described the evidence on the relationship between
asthma and exposures to diesel and other air pollution (California EPA,
2016; RAMP, 2009).

Active transportation—the promotion of walking and cycling for
transportation complemented by public transportation or any other
active mode—is a form of transportation that reduces environmental
barriers to physical activity and can improve health outcomes (Besser and
Dannenberg, 2005; Dannenberg et al., 2011). Since the mid-20th century,
road design and transportation planning have centered on the automo-
bile, with multiple and interconnected consequences for health and equity
(IOM, 2014).

The relationship between physical activity and health is well estab-
lished and was summarized by the U.S. Surgeon General’s 1996 report
Physical Activity and Health (HHS, 1996) and the U.S. Task Force on Com-
munity Preventive Services (U.S. Task Force on Community Preventive
Services, 2001). The evidence on the relationship among active transporta-
tion, physical activity, and health has been accumulating more recently.
In a 2005 report from the Transportation Research Board and the Institute
of Medicine, the authoring committee stated that “[r]esearch has not yet
identified causal relationships to a point that would enable the committee
to provide guidance about cost beneficial investments or state unequivo-
cally that certain changes to the built environment would lead to more
physical activity or be the most efficient ways of increasing such activ-
ity” (TRB and IOM, 2005, p. 10). Since then, Pucher et al. (2010) found
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“statistically significant negative relationships” between active travel
(walking and cycling) and self-reported obesity as well as between active
travel and diabetes (Pucher et al., 2010).

McCormack and Shiell conducted a systematic review of 20 cross-
sectional studies and 13 quasi-experimental studies and concluded that
most associations “between the built environment and physical activity
were in the expected direction or null” (McCormack and Shiell, 2011).
They also found that physical activity was considerably influenced by
“land use mix, connectivity and population density and overall neighbor-
hood design” and that “the built environment was more likely to be asso-
ciated with transportation walking compared with other types of physical
activity including recreational walking” (McCormack and Shiell, 2011).

CDC has developed a set of transportation recommendations that
address all of the facets described above and has also developed a Trans-
portation Health Impact Assessment Toolkit.” The CDC and the U.S.
Department of Transportation (DOT) have also developed a Transporta-
tion and Health Tool to share indicator data on transportation and health.!

There have been multiple national initiatives in the past two to three
decades aiming to improve livability and sustainability in places across
the United States, and transportation equity is a mainstay of much of this
work. (See Box 3-10 for an example of a regional transportation planning
agency that seeks to improve access to transportation.) Initiatives have
ranged from the federal Sustainable Communities Partnership,!! launched
by the DOT, HUD, and the U.S. Environmental Protection Agency in 2009
to help U.S. communities “improve access to affordable housing, increase
transportation options, and lower transportation costs while protecting
the environment,” to Safe Routes to School, which aims to improve chil-
dren’s safety while walking and riding bicycles.!?

Social Environment

How the social environment is conceptualized varies depending on
the source (Barnett and Casper, 2001; HealthyPeople 2020, 2016). How-
ever, there are common elements identified by the literature that collec-
tively shape a community’s social environment as a determinant of health.

° For more information, see https://www.cdc.gov/healthyplaces/transportation/hia_
toolkit.htm (accessed September 21, 2016).

10 For more information, see https:/ /www.transportation.gov/ transportation-health-tool
(accessed September 21, 2016).

11 For more information, see https:/ /www.sustainablecommunities.gov/mission/about-
us (accessed September 21, 2016).

12 For more information, see http://www.saferoutesinfo.org (accessed September 21,
2016).
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BOX 3-10
The Nashville Metropolitan Planning Organization

The Nashville Metropolitan Planning Organization (MPO) is a local planning
agency for seven counties in Tennessee. The MPO also functions as a convener
for local communities and state leaders to collaborate on strategic planning for the
region’s multi-modal transportation system. The mission of the organization is to
“develop policies and programs that direct public funds to transportation projects
that increase access to opportunity and prosperity, while promoting the health and
wellness of Middle Tennesseans and the environment.”

The Nashville MPO developed a regional transportation plan in 2015 and
outlined the following objectives to help communities grow in a healthy and sus-
tainable way by:

U Aligning transportation decisions with economic development initiatives,
land use planning, and open-space conservation efforts;

. Integrating healthy community design strategies and promoting ac-
tive transportation to improve the public health outcomes of the built
environment;

. Encouraging the deployment of context-sensitive solutions to ensure that
community values are not sacrificed for mobility improvement;

. Incorporating the arts and creative place-making into planning and public
works projects to foster innovative solutions and to enhance the sense of
place and belonging;

. Pursuing solutions that promote social equity and contain costs for trans-
portation and housing; and

U Minimizing the vulnerability of transportation assets to extreme weather
events.

The criteria by which the MPO plans to evaluate its projects include indicators
related to health, such as physical activity, air quality, and traffic collisions.

SOURCE: Nashville Area Metropolitan Planning Organization, n.d.

For the purposes of this report, the social environment can be thought
of as reflecting the individuals, families, businesses, and organizations
within a community; the interactions among them; and norms and cul-
ture. It can include social networks, capital, cohesion, trust, participation,
and willingness to act for the common good in relation to health. Social
cohesion refers to the extent of connectedness and solidarity among groups
in a community, while social capital is defined as the features of social
structures (e.g., interpersonal trust, norms of reciprocity, and mutual aid)
that serve as resources for individuals and facilitate collective action
(Kawachi and Berkman, 2000).
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A 2008 systematic review found associations between trust as an
indicator of social cohesion and better physical health, especially with
respect to self-rated health. Furthermore, it revealed a pattern in which
the association between social capital and better health outcomes was
especially salient in inegalitarian countries (i.e., countries with a high
degree of economic inequity), such as the United States, as opposed to
more egalitarian societies (Kim et al., 2008).

The social environment in a community is often measured as it relates
to mental health outcomes. For example, social connections between
neighbors (i.e., greater social cohesion, social capital, and reciprocal
exchanges between neighbors) are protective against depression (Diez
Roux and Mair, 2010). Factors such as exposure to violence, hazardous
conditions, and residential instability are all associated with depression
and depressive symptoms (Diez Roux and Mair, 2010).

It is important to note that high levels of social capital and a strong
presence of social networks are not necessarily guarantors of a healthy
community. In fact, they can be sources of strain as well as support (Pearce
and Smith, 2003). Some studies explore the potential drawbacks of social
capital, such as the contagion of high-risk behaviors (e.g., suicidal ide-
ation, injection drug use, alcohol and drug use among adolescents, smok-
ing, and obesity) (Bearman and Moody, 2004; Christakis and Fowler, 2007;
Friedman and Aral, 2001; Valente et al., 2004).

Mechanisms

McNeill et al. (2006) postulate that the following are mechanisms by
which features of the social environment influence health behaviors:

e Social support and social networks enable or constrain the adop-
tion of health-promoting behaviors; provide access to resources
and material goods; provide individual and coping responses;
buffer negative health outcomes; and restrict contact to infectious
diseases.

e Social cohesion and social capital shape the ability to enforce and
reinforce group or social norms for positive health behaviors and
the provision of tangible support (e.g., transportation).

The social environment interacts with features of the physical envi-
ronment at the neighborhood level to shape health behaviors, stress, and,
ultimately, health outcomes (Diez Roux and Mair, 2010). For example, a
built environment that is poor in quality (i.e., low walkability, fewer parks
or open space, unsafe transportation) can contribute to a lack of structural
opportunities for social interactions, resulting in limited social networks
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in a community (Suglia et al., 2016). Other research points to the role of
physical activity as a potential pathway by which the social environment
affects health outcomes such as obesity (Suglia et al., 2016).

At the community level, an important element of the social environ-
ment that can mediate health outcomes is the presence of neighborhood
stressors. While the occurrence of stress is a daily facet of life that all
people experience, chronic or toxic stress, in which the burden of stress
accumulates, is a factor in the expression of disease (McEwen, 2012).
Stressful experiences are particularly critical during early stages of life,
as evidenced by the adverse childhood experiences study (Felitti et al.,
1998), and are associated with abnormal brain development (IOM, 2000;
Shonkoff and Garner, 2012). For low-income communities, stressors are
salient because of the lack of resources, the presence of environmental
hazards, unemployment, and exposure to violence, among other factors
(McEwen, 2012; Steptoe and Feldman, 2001). (See Box 3-11 for an example
of a community working to combat these stressors.) This applies as well
to children in low-income households, who are more likely to experience
multiple stressors that can harm health and development (Evans and Kim,
2010), mediated by chronic stress (Evans et al., 2011).

Chronic stress due to adverse neighborhood and family conditions
has been linked to the academic achievement gap, in which children liv-
ing in poverty fall behind those in better-resourced neighborhoods (Evans
et al., 2011; Zimmerman and Woolf, 2014). Furthermore, stress and poor
health in childhood are associated with decreased cognitive development,
increased tobacco and drug use, and a higher risk of cardiovascular dis-
ease, diabetes, depression, and other conditions (County Health Rank-
ings, 2016).

Public Safety

Public safety and violence are significant, intertwined social determi-
nants of health, but they are also each significant indicators of health and
community well-being in their own right. Public safety refers to the safety
and protection of the public, and it is often characterized as the absence
of violence in public settings (Davis et al., 2016). Since the late 1960s,
homicide and suicide (another form of violence) have consistently ranked
among the top leading causes of death in the United States (Dahlberg and
Mercy, 2009).

Violent victimization affects health by causing psychological and
physical injury, which can lead to disability and, in some cases, prema-
ture death. Beyond the risk of injury and death, violent victimization
also has far-reaching health consequences for individuals, families, and
neighborhoods. Furthermore, research shows that simply being exposed
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BOX 3-11
Cowlitz Community Network

From 1994 to 2012, 53 communities across Washington State set up networks
to address youth violence. The Family Policy Council helped these groups es-
tablish processes to cultivate leadership and broad partnerships, work with local
citizens to set priorities and goals, use evidence to make decisions, and continue
educating themselves. Over the years, the Family Policy Council also disseminat-
ed research about the connections between adverse childhood experiences and
associate risks for social and health problems such as academic failure, mental
and physical illness, substance abuse, and violence.?

One such network is the Cowlizt Community Network, which was formed in
1995 and whose mission is to bring the community together and create opportuni-
ties to help at-risk youth and families succeed. lts initiatives focus on improving
the child maternal health system in Cowlitz County and connecting young, at-risk
mothers to the resources they need to help them and their children. In addition,
through collaboration with Longview Anti-Drug Coalition, it is expanding the Com-
munity Resource Directory to include comprehensive information about services
offered in Cowlitz and surrounding counties to help individuals and families in
need. Another aspect of its work is hosting conversations on neuroscience, epi-
genetics, adverse childhood experiences, and resiliency —a holistic perspective of
a person’s experiences over a lifetime.

An evaluation of the Washington State networks found that the work of funded
community networks had a positive effect in reducing county level health and safe-
ty problems and that community capacity development processes led by funded
community networks were a key to success.

2 For more information, see http://www.cowlitzcommunitynetwork.com (accessed October
20, 2016).
SOURCE: Hall et al., 2012.

to violence can have detrimental effects on physical and psychological
well-being (Felitti et al., 1998; Pinderhughes et al., 2015). Violent victim-
ization and exposure to violence have been linked to poor health out-
comes, including chronic diseases (e.g., ischemic heart disease, cancer,
stroke, chronic obstructive lung disease, diabetes, and hepatitis), asthma-
related symptoms, obesity, posttraumatic stress disorder, depression, and
substance abuse (Prevention Institute, 2011). For youth in schools, the
data suggest that there is a cumulative effect of exposure to violence,
with multiple exposures to violence being associated with higher rates
of youth reporting their health as “fair” or “poor” (Egerter et al., 2011a).
There is also research that indicates a link between neighborhood crime
rates and adverse birth outcomes such as preterm birth and low birth
weight (Egerter et al., 2011a).
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Violence and the fear of violence can negatively affect other social
determinants that further undermine community health. Violence rates
can lead to population loss, decreased property values and investments
in the built environment, increased health care costs, and the disruption
of the provision of social services (Massetti and Vivolo, 2010; Velez et al.,
2012). In addition, violence in communities is associated with reduced
engagement in behaviors that are known to promote health, such as
physical activity and park use (Cohen et al., 2010).

The perception of safety is a key indicator of violence in a commu-
nity that is associated with health. For example, people who describe
their neighborhoods as not safe are almost three times more likely to
be physically inactive than those who describe their neighborhood as
extremely safe (Prevention Institute, 2011). The perception of safety is
also important for mental health. There is research that suggests that
perceived danger and the fear of violence can influence stress, substance
use, anger, anxiety, and feelings of insecurity—all of which compromise
the psychological well-being of a community (Moiduddin and Massey,
2008; Perkins and Taylor, 1996). At the community level, fear of crime and
violence can undermine social organization, social cohesion, and civic
participation—all key elements in a social environment that is conducive
to optimal health (Perkins and Taylor, 1996). Low perception of safety can
also undermine the efforts of a community to improve the built environ-
ment through the availability of parks and open space to promote physi-
cal activity (Cohen et al., 2016a; Weiss et al., 2011).

Violence is not a phenomenon that affects all communities equally,
nor is it distributed randomly. The widespread disparity in the occur-
rence of violence is a major facet of health inequity in the United States.
Low-income communities are disproportionately affected by violence and
by the many effects that it can have on physical and mental well-being.
The conditions of low-income communities (concentrated poverty, low
housing values, and high schools with low graduation rates among oth-
ers), foster violence and put residents at an increased risk of death from
homicide (Prevention Institute, 2011). This holds true for other types of
violence as well. Living in poor U.S. neighborhoods puts African Ameri-
can and white women at an increased risk for intimate partner violence
compared with women who reside in areas that are not impoverished
(Prevention Institute, 2011).

Criminologists attribute the disparities in neighborhood violence not
to the kinds of people living in certain neighborhoods but to the vast dif-
ferences in social and economic conditions that characterize communities
in the United States. Some refer to these differences as “divergent social
worlds” and the “racial-spatial divide” (Peterson and Krivo, 2010). This is
because there are specific racial and ethnic groups, such as African Ameri-
cans, Hispanics, and Native Americans, who are vastly overrepresented

Copyright © National Academy of Sciences. All rights reserved.



Communities in Action: Pathways to Health Equity

THE ROOT CAUSES OF HEALTH INEQUITY 157

in communities that are at risk for violence because of the social and eco-
nomic conditions. Residential segregation, which has been perpetuated
by discriminatory housing and mortgage market practices, affects the
quality of neighborhoods by increasing poverty, poor housing conditions,
and social disorder and by limiting economic opportunity for residents
(Prevention Institute, 2011).

As a result of the racial-spatial divide in community conditions, the
violent crime rate in majority nonwhite neighborhoods is two to five
times higher than in majority white neighborhoods. This is especially
true for youth of color, particularly males. Overall homicide rates among
10- to 24-year-old African American males (60.7 per 100,000) and His-
panic males (20.6 per 100,000) exceed that of white males in the same age
group (3.5 per 100,000) (Prevention Institute, 2011). African American
males 15 to 19 years old are six times as likely to be homicide victims as
their white peers (Prevention Institute, 2011). More specifically, African
American males ages 15 to 19 are almost four times as likely to be victims
of firearm-related homicides as white males (Prevention Institute, 2011).
In terms of exposure to violence, African American and Hispanic youth
are more likely to be exposed to shootings, riots, domestic violence, and
murder than their white counterparts (Prevention Institute, 2011). This
has major implications for trauma in communities that are predominantly
African American or Hispanic. Native American communities also suf-
fer from a disproportionately high violent crime rate that is two to three
times higher than the national average (Prevention Institute, 2011). Box
3-12 briefly describes a public health—oriented model to address violence
in communities.

BOX 3-12
The Cure Violence Health Model

The Cure Violence Health model applies principles drawn from epidemic dis-
ease outbreak control. The model uses three components: (a) identifying and
preventing transmission, (b) reducing the risk of the highest risk, and (c) changing
community norms (Cure Violence, n.d.-a). The model has been implemented in
several U.S. cities including Baltimore, Chicago, Kansas City, New Orleans, New
York, and Philadelphia as well as internationally. The model is characterized by
the use of trained violence interrupters and culturally appropriate outreach work-
ers to implement the model, partnerships with local hospitals, and continual data
collection and monitoring.

continued
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BOX 3-12 Continued

Identifying and Preventing Transmission

© Prevent retaliations: At the time of a shooting, workers immediately work
in the community and at the hospital with victims and others related to
the event to cool down emotions and prevent retaliations.

° Mediate ongoing conflicts: Through talking to key people in the community
about situations (e.g., ongoing disputes, recent arrests, recent prison re-
leases), workers identify ongoing conflicts and use mediation techniques
to resolve them without violence.

O Keep conflicts “cool”: Workers follow up with conflicts for as long as
needed to ensure that the conflict does not become violent.

Reducing Risk of the Highest Risk

O Access highest risk: Building upon their trust with high-risk individuals,
workers establish contact, develop relationships, and begin to work with
the people most likely to be involved in violence.

O Change behaviors: Workers engage with high-risk individuals to convince
them to reject the use of violence by discussing the cost and conse-
quences of violence and teaching alternative responses to potentially
violent situations.

. Provide treatment: Workers engage intensively with a caseload of clients
and assist them with their needs such as drug treatment, employment,
leaving gangs.

Changing Community Norms

J Respond to every shooting: Whenever a shooting occurs, workers orga-
nize a response where dozens of community members (e.g., local busi-
ness owners, faith leaders, service providers) voice their objection to the
shooting.

. Organize community: Workers coordinate with existing and establish new
block clubs, tenant councils, and neighborhood associations to assist with
changing community norms.

. Spread positive norms: To convey the message that violence is not ac-
ceptable, the program distributes materials and hosts events.

The model’s apparent effectiveness has been documented in multiple communi-
ties (Blount-Hill and Butts, 2015; Bultts et al., 2015; Cure Violence, n.d.-b; Picard-
Fritsche and Cerniglia, 2013). Changes include decreased shootings, decreased
killings, reduction in retaliations, improved attitudes toward violence, and evidence
of norm change that violence is not acceptable.

SOURCES: Cure Violence, n.d.-a,b.

Copyright © National Academy of Sciences. All rights reserved.



Communities in Action: Pathways to Health Equity

THE ROOT CAUSES OF HEALTH INEQUITY 159

Child Abuse and Neglect

Child abuse and neglect are two important measures of commu-
nity violence that can affect physical and mental health. The Institute of
Medicine and the National Research Council published a report (2014)
that cited abuse and neglect during childhood as a contributor to the fol-
lowing health-related outcomes: problems with growth and motor devel-
opment, lower self-reported health, gastrointestinal symptoms, obesity,
delinquency and violence, and alcohol abuse (IOM and NRC, 2014).

In 1998, Felitti and colleagues published a pivotal study which dem-
onstrated a link between adverse childhood experiences and the leading
causes of death in adults at the time. The authors found a strong, graded
association between the amount of exposure to abuse or household dys-
function and multiple risk factors (e.g., smoking, severe obesity, physical
inactivity, depressed mood, and suicide attempts) for several leading
causes of death (Felitti et al., 1998). Child abuse and neglect not only
affect health directly, they also affect outcomes within the other social
determinants of health, such as education, work, and social relationships
(IOM and NRC, 2014). While the overall rates of child maltreatment have
been declining since 2002, rates are still much higher for African American
(14.3 per 1,000), Native American (11.4 per 1,000), multiracial (10.1 per
1,000), and Hispanic (8.6 per 1,000) children than for white children (7.9
per 1,000) IOM and NRC, 2014; Prevention Institute, 2011). Child abuse
and neglect are often accompanied by family stressors and other forms of
family violence (IOM and NRC, 2014). As discussed above, the conditions
of concentrated poverty in a neighborhood are associated with violence
incidence. According to the Prevention Institute, the higher the percentage
of families living below the federal poverty level in a neighborhood, the
higher the rate of child maltreatment (Prevention Institute, 2011).

Hate Crimes

Hate crimes, which may or may not involve physical violence, are
often motivated by some bias against a perceived characteristic.!> An FBI
analysis of single-bias hate crime incidents revealed that in 2014, 48.3 per-
cent of victims were targeted because of the offender’s bias against race,
and 62.7 percent of those victims were targeted because of anti-African
American bias (UCR, 2015). Among hate crimes motivated by bias toward
a particular ethnicity in 2014, almost 48 percent of the victims were tar-
geted because of anti-Hispanic bias (UCR, 2015).

13 The Hate Crimes Statistics Act (28 U.S.C. § 534) defines hate crimes as “crimes that
manifest evidence of prejudice based on race, gender or gender identity, religion, disability,
sexual orientation, or ethnicity.”
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As is the case with other types of violence, exposure to hate crime
violence can have pernicious effects on health. For lesbian, gay, bisexual,
and transgender (LGBT) persons specifically, exposure to hate crimes at
the community level has been linked to increased rates of suicide among
youth, marijuana use, and all-cause mortality (Duncan and Hatzenbuehler,
2014; Duncan et al., 2014; Hatzenbuehler et al., 2014). Discrimination in
general, which by definition is the driving factor behind the perpetra-
tion of hate crimes, has been shown to affect the health of individuals
and communities. Whether it be perceived discrimination in everyday
encounters or systemic discrimination in housing policies, this type of
unequal treatment has been associated with major depression, psycho-
logical distress, stress, increased pregnancy risk, mortality, hypertension,
and more health-related outcomes (Dolezsar et al., 2014; Galea et al., 2011;
Kessler et al., 1999; Padela and Heisler, 2010; Sims et al., 2012).

Criminal Justice System

The criminal justice system is a key actor, setting, and driver of public
safety as it relates to health equity. Specifically, the criminal justice sys-
tem’s role in the mass incarceration of racial and ethnic minorities is an
important factor when examining the social determinants of health (NRC,
2014). The past 40-50 years have seen a large-scale expansion of incarcera-
tion, which has had lasting effects on families and communities (Cloud,
2014; Drake, 2013). This expansion has affected racial and ethnic minor-
ity groups, and particularly men (Drake, 2013). Research suggests that
disproportionately more Hispanics and African Americans are confined
in jails and prisons than would be predicted by their arrest rates and that
Hispanic and African American juveniles are more likely than white juve-
niles to be referred to adult court rather than juvenile court (Harris, 2009).

When those who were formerly incarcerated are released back into
their communities, successful reentry is hindered by a number of obsta-
cles, such as stigma, limited employment and housing opportunities,
and the lack of a cohesive social network (Lyons and Pettit, 2011). All of
these factors are vital to achieving optimal health, and for communities
with high rates of incarceration, the absence of these opportunities can
lead to a diminished capacity to combat crime and mobilize for resources
(Clear, 2008). It is important to examine the patterns and effects of mass
incarceration because it not only affects the health of incarcerated popula-
tions but also has a detrimental effect on multiple determinants of health
in communities. Mass incarceration has contributed to the breakdown of
educational opportunities, family structures, economic mobility, housing
options, and neighborhood cohesion, especially in low-income communi-
ties of color (Cloud, 2014). Neal and Rick examined U.S. Census data from
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1960 to 2010 and found that although great progress was made in clos-
ing the black-white education and employment gap up until the 1980s,
that progress then came to a halt in large part due to rising incarceration
rates (Neal and Rick, 2014). In addition, communities with high levels of
incarceration have higher rates of lifetime major depressive disorder and
generalized anxiety disorder (Hatzenbuehler et al., 2015).

Wildeman estimated the effects of incarceration on population-level
infant mortality rates, and his findings suggest that if incarceration rates
remained the same as they were in 1973, the infant mortality rate in 2003
would have been 7.8 percent lower and the absolute African American—
white disparity in infant mortality would have been 14.8 percent lower
(Wildeman, 2012). A keen understanding of the precise mechanisms by
which incarceration affects the health of specific populations and con-
tributes to health inequity is needed to reduce disparities in key health
outcomes such as infant mortality.

CONCLUDING OBSERVATIONS

The root causes of health inequity begin with historical and contem-
porary inequities that have been shaped by institutional and societal
structures, policies, and norms in the United States. As discussed in this
chapter, these deeply rooted inequities have shaped inequitable experi-
ences of the social and other determinants of health: education, income
and wealth, employment, health systems and services, housing, the physi-
cal environment, transportation, the social environment, and public safety.

Conclusion 3-2: Based on its review of the evidence, the committee con-
cludes that health inequities are the result of more than individual choice
or random occurrence. They are the result of the historic and ongoing
interplay of inequitable structures, policies, and norms that shape lives.

These structures, policies, and norms—such as segregation, redlining
and foreclosure, and implicit bias—play out on the terrain of the social,
economic, environmental, and cultural determinants of health.

What Can Academic Research Do?

The current public health interest in the role of place, including com-
munities, stems from significant empirical epidemiological evidence. As
discussed in this chapter, there are a range of factors that contribute to
health and that need to be more extensively studied. These include fac-
tors beyond the individual domain, such as living and working condi-
tions and economic policies at the local, state, and national levels that are
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intimately connected to health and well-being. Likewise, the American
Public Health Association’s (APHA’s) 2014 and 2015 conference themes
on the geography of health and health in all policies, respectively, reflect
a growing recognition of the need for action on social and environmental
factors in order to achieve the goal of becoming the healthiest nation in
one generation (APHA, 2016).

At a meeting of the National Academies of Sciences, Engineering,
and Medicine’s Roundtable on Population Health Improvement in 2013,
David Williams asked, “How could we expect that the lives and health of
our patients would improve if they continued to live in the same condi-
tions that contributed to their illness?” (IOM, 2013). His question points to
a fundamental challenge to improving the public’s health and promoting
health equity. This recognition that inequities in social arrangements and
community factors shape life opportunities is not new; it was asserted
as early as 1906 by W. E. B. Du Bois in his address regarding the role of
social status and life conditions in shaping health and inequities. Du Bois
reported findings from the 11th Atlanta Conference on the Study of the
Negro Problem held at Atlanta University, which in part concluded that
“the present difference in mortality seems to be sufficiently explained by
conditions of life” (DuBois, 1906).

Despite the increasingly widespread recognition in the field, many
public health efforts continue to target individuals and are most often dis-
ease specific. The existing approaches to prevention and health promotion
are still “catching up” with what is known about the social determinants
of health and population health. Kindig and Stoddart pointed out that
“much of public health activity, in the United States at least, does not have
such a broad mandate” (Kindig and Stoddart, 2003, p. 382). Building the
science base for how to move upstream to improve population health has
begun. While our understanding of the role of the social determinants of
health, including features of the physical and social environments, has
greatly improved over the last several decades, the scientific progress has
not been so great on how, when, and where to intervene. Progress on how
to move upstream in taking action has developed much more slowly than
progress in the ability to describe the role of context and community-level
factors that shape the major causes of morbidity, mortality, and well-being
(Amaro, 2014).

Improving the science of population health interventions, place-based
approaches, and strategies to improve health equity will require a work-
force of scientists and practitioners equipped to develop the requisite
knowledge base and practice tools. As Kindig and Stoddart noted, social
epidemiology has made highly important contributions to our under-
standing of the social determinants of health and population health but
“does not have the breadth, or imply all of the multiple interactions and
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pathways” involved in population health (Kindig and Stoddart, 2003, p.
382). Diez Roux and Mair describe social epidemiology’s most critical
conceptual and methodological challenges as well as promising directions
in studying neighborhood health effects (Diez Roux and Mair, 2010). Spe-
cifically, models for the training of population and place-based scientists
and practitioners are needed to develop the research required to guide
upstream approaches—including place-based interventions—that will
address the contextual factors that shape major public health problems
such as obesity, interpersonal violence, infant and maternal health, cardio-
vascular diseases, infectious diseases, substance abuse, and mental health
disorders. For example, training models such as the interdisciplinary
team science McArthur Model described by Adler and Stewart could be
expanded to integrate public health practitioners and community leaders
alongside research leaders (Adler and Stewart, 2010b).

Translating knowledge on the social determinants of health into prac-
tice requires at least four essential areas of expertise:

1. An understanding of theories that articulate the complex mecha-
nisms of action in the social determinants of health and how place
influences health.

2. Expertise in the design of community-level interventions and in
models of community-academic partnerships.

3. Expertise in the complex issues of study design, measurement,
and analytic methods in assessing changes resulting from inter-
ventions focused on population-level impacts and community-
level health improvement.

4. Expertise and understanding of various socio-demographic
groups, cultures, and varied sector stakeholders and drivers that
shape sustained stakeholder engagement in improving popula-
tion health and community conditions.

Considering the distinct fields of expertise required for these com-
ponents and theory, the approaches to intervention and measurement
stem from different disciplines and have often been developed without
significant interchange. Researchers face significant challenges. Thus, aca-
demic institutions involved in the training of population and place-based
scientists need to integrate these diverse bodies of knowledge—includ-
ing theory, methods, and tools from diverse disciplines. Models for the
transdisciplinary training of researchers, practitioners, and community
partners are needed. Academic institutions need to develop models for
intra-professional workforce training on place-based and community-
level implementation science and evaluation that target improving popu-
lation health and addressing health inequities. See Chapter 7 for more on
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the role of academic research in community solutions to promote health
equity.

The social determinants of health, while interdependent and com-
plex, are made up of mutable factors that shape the conditions in which
one lives, learns, works, plays, worships, and ages. As highlighted in the
boxes throughout this chapter, communities around the country are tak-
ing it upon themselves to address these conditions. Chapter 4 will discuss
why communities are powerful agents of change, along with discussing
the conditions necessary for successful and sustainable outcomes. Chap-
ter 5 will provide an in-depth overview of nine communities that are
addressing the root causes of health inequities.
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The Role of Communities in
Promoting Health Equity

The previous chapter provided evidence concerning the many social,
economic, and environmental factors that shape health and contribute to
health disparities, and indicating that successful community-level inter-
ventions to improve health equity need to target both people and places.
(See Box 4-1 for definitions of community and community-based solution
as used in this report.) These factors largely take place in communities
but are also affected by larger forces such as state and federal policy (see
Chapter 6 for more on the policy context). Community action plays a
vital role in effecting sustainable change. This chapter will first discuss
why communities and community-driven actions to promote health are
essential components in promoting health equity. This is followed by a
discussion of the evidence on community-based collaboration. Conditions
to foster actions toward health equity are reviewed as are the evidence
and data necessary to inform community-driven solutions.

Below, a first-person account of the Thunder Valley Community
Development Corporation is provided as an example of the way in which
one community organization is promoting health equity.
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BOX 4-1
Definitions

Community is any configuration of individuals, families, and groups whose
values, characteristics, interests, geography, or social relations unite them in some
way (adapted from Dreher, 20164). However, the word is used to denote both the
people living in a place, and the place itself. In this report the committee focuses
on shared geography, i.e., place, as a key component of community—in other
words, community is defined as the people living in a place, such as a neighbor-
hood. Therefore a community-based solution to promote health equity is an action,
policy, program, or law that is driven by the community (members), and that affects
local factors that can influence health and has the potential to advance progress
toward health equity.

2 Draft manuscript from Melanie C. Dreher, Rush University Medical Center, provided to
staff on February 19, 2016, for the Committee on Community-Based Solutions to Promote
Health Equity in the United States. Available by request from the National Academies of
Sciences, Engineering, and Medicine’s Public Access Records Office. For more information,
email PARO@nas.edu.

Taking Community Action to Promote Health Equity:
The Thunder Valley Community Development Corporation
Written by Nick Tilsen, Founder and Executive Director of the
Thunder Valley Community Development Corporation’

A4
e i

UNDER VALLEY

b SN

Thg ™

Thunder Valley Community Development Corporation? (CDC) is a Lakota-
led, grassroots, community development organization located on the Pine Ridge
Indian Reservation in southwest South Dakota. Thunder Valley CDC has

! Committee member Nick Tilsen is the founder and executive director of the Thunder
Valley Community Development Corporation.

2 See more at http://thundervalley.org and https://www.youtube.com/watch?v=-
6aBQO9S]NI (both accessed December 5, 2016).
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developed a comprehensive, innovative, and grassroots approach to collaborat-
ing with and empowering Lakota youth and families on the Pine Ridge Indian
Reservation in order to improve the health, culture, and environment of our com-
munity in a way that heals and strengthens our identity. Our organization was
founded by a group of young people who were reconnecting to Lakota spirituality
and identity through ceremonies. They were presented with a challenge: “When
are you going to make a way for your people, are you not warriors? It’s time to
stop talking and start doing.” We recognized from that point that it would take
systemic change to bring an ecosystem of opportunity to our community and
solve the systemic and historic injustices we deal with daily.

The Pine Ridge Reservation is home to about 30,000 Oglala Lakota people.
Eighty percent of the population is unemployed, and 50 percent lives below the
federal poverty line. Life expectancy on the reservation is the lowest of anywhere
in the Western Hemisphere besides Haiti, and the infant mortality rate is five
times the national average. Fifty percent of the population is under the age of 18.
To address these realities, we launched into deep community engagement with
hundreds of hours of listening and visioning sessions with members of our com-
munity, including youth, elders, political leaders, and parents (see Figqure 4-1 for
the community theory of change). We challenged our community to think about
what is possible and not just the challenges we face. We received a U.S. Depart-
ment of Housing and Urban Development Sustainable Communities grant to
facilitate this process and create a sustainable development plan for the region.

The community engagement process was at times very challenging—it is
difficult to envision and dream about things that you have never seen before. This
became evident in some intergenerational tensions. In one community engage-
ment session, children were drawing what they believed was possible for the com-
munity on a white board. In the back of the room, there were a couple of elders
grumbling that our community could never have these things, that we could not
afford them. In that moment, the youth became angry that their hopes and dreams
were being challenged. We were able to use that moment to create a mentality
shift in the room by challenging the group and asking if it cost anything to dream,
and what was the real cost if we did not? This mentality shift gave the elders a
perspective in which to participate in the creation of what was possible. In going
through this process, Thunder Valley CDC was able to create the Oyate Omniciye
Oglala Regional Plan, which was adopted by the Oglala Sioux Tribe as the official
Sustainable Regional Planning Document. Thunder Valley CDC has taken on a
model community initiative through a 34-acre regenerative community develop-
ment plan that provides the opportunity to begin to address the lack of physical,
political, and economic infrastructure that exists and to create our own pathway
out of poverty by building local skill and leadership capacity.

Along with our work to develop the regenerative community in a way that
honors our cultural heritage and is adapted for the needs and vision of our local
community, we are intentionally disrupting the status quo by creating models
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Vision 2025: Build Resilient Regenerative Native Communities
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FIGURE 4-1 Thunder Valley Community Development Corporation’s Theory of
Change.
SOURCE: Thunder Valley CDC, 2016.

of change that will overcome intergenerational poverty and build momentum
towards regional equity. These initiatives are focused on homeownership, food
sovereignty, social enterprise, youth leadership development, regional equity, and
the Lakota language.

Through our complex ecosystem of opportunity, the solutions we are creat-
ing will be able to address the root inequalities that negatively affect the social
determinants of health.

Today, Thunder Valley CDC operates at about $4 million with support from
multiple federal agencies, foundations, and individuals, including Northwest
Area Foundation, Doris Duke Charitable Foundation, Surdna Foundation, Novo
Foundation, W.K. Kellogg Foundation, Administration for Native Americans,
and the U.S. Department of Agriculture. We are working to ensure the sustain-
ability of our organization through building the capacity of our community to
continue operating and growing the organization as well as ensuring sustainable
funding. We also work diligently to try to diversify our funding streams and help
shape trends in philanthropy.
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To build the capacity of our organization we have been able to identify key
people in our community who can be leaders in a specific area. This system builds
power in our community by keeping our organization locally run. In addition,
a core principle of our organization from the beginning is admitting what we do
not know. This has allowed us to bring in consultants and experts from across
the country to help build our knowledge of this work, especially in the areas of
development and community design.

It is important to us that we are creating repeatable models—not a cookie
cutter replica for other communities, but strategies that can be replicated in com-
munities across the United States. To do this we have invested in the evaluation of
our organization over the next five years, according to a sustainable triple bottom
line, which holds people, planet, and prosperity in equal standing. For this evalu-
ation we are measuring the impact of each of our initiatives and programs, the
impact of the regenerative community, and the impact of our organization across
the region. We also are measuring our community engagement. Ultimately, our
work is aimed at improving health outcomes in our community by creating a
healthy community and environment as a catalyst to decreasing health disparities
across the reservation.

COMMUNITY ACTION: VITALLY NECESSARY

Community is any configuration of individuals, families, and groups
whose values, characteristics, interests, geography, or social relations
unite them in some way (adapted from Dreher, 2016°). However, the word
is used to denote both the people living in a place, and the place itself.
In this report the committee generally focuses on shared geography—in
other words, community is defined as the people living in a place, such
as a neighborhood. Therefore, a community-based solution is an action,
policy, program, or law that is driven by the community (members),
affects local factors that can influence health, and has the potential to
promote health equity.

The potential of community-based solutions to advance health equity
is a focus because the Robert Wood Johnson Foundation asked the Com-
mittee on Community-Based Solutions to Promote Health Equity in
the United States to consider solutions that could be identified, devel-
oped, and implemented at the local or community level. However, the
report focus should not be interpreted to suggest that community-based

3 Draft manuscript from Melanie C. Dreher, Rush University Medical Center, provided to
staff on February 19, 2016, for the Committee on Community-Based Solutions to Promote
Health Equity in the United States. Available by request from the National Academies of
Sciences, Engineering, and Medicine’s Public Access Records Office. For more information,
email PARO@nas.edu.
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solutions represent the primary or sole strategy or the best opportunity
to promote health equity. Communities exist in a milieu of national, state,
and local level policies, forces, and programs that enable and support or
interfere with and impede the ability of community residents and their
partners to address the conditions that lead to health inequity. Therefore,
the power of community actors is a necessary and an essential, but not a
sufficient, ingredient in promoting health equity.

In addition to the support of high level policies, such as those that
address structural inequities (e.g., residential segregation), community-
based solutions described in this report also rely on multi-sectoral and
multilevel collaborations and approaches: for example, engaging busi-
ness and other nontraditional partners. It is a strength of multi-sectoral
collaboration and efforts that are not primarily health focused that they,
by definition, ensure diverse approaches to improving community health
equity and well-being. Such diverse approaches also are a manifestation
of the fact that not all communities start out observing the unfair dif-
ferences in life expectancy between one side of town and another and
thereafter seek to address those inequities. Some communities aim to
improve high school graduation or expand affordable housing or create
jobs. This report is for communities that believe improving health among
their residents is important, but it is also for communities that believe
better transit, more affordable housing, safer streets, and more small
businesses are important. Whether health is the end or the means to an
end, communities can benefit by understanding how health is connected
to other goals important to them, and improving education, housing, or
employment can also help improve health and mitigate health inequity.

As illustrated in the Thunder Valley CDC example, and detailed in
Chapter 3, the community serves as the bedrock of health, a foundation
for achieving other important goals, and key to building a productive
society. Communities differ in the causes of health inequity they experi-
ence, from the availability of health care providers, the affordability and
quality of housing, and employment opportunities, to schools, transporta-
tion systems, safety, the availability of parks and green space, and other
aspects of the physical environment. Some of the challenges faced by
vulnerable communities are unique, while others may be common among
multiple communities and populations, or they may be present in every
community.

Not only is each community unique in the degree and nature of its
health inequities, but so too are the means to address those issues, in
terms of such resources as locus of power and community values. What
communities share, however, is that they are each experts on their local
needs and assets and thus need to drive community-based solutions. The
nine community examples provided in Chapter 5 illustrate the ability of
local community organizations to directly address the determinants of
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health in order to improve health inequities. In each case, community
action was supported, enabled, or facilitated by federal or state poli-
cies and programs because, as noted earlier in this report, community
action is a necessary, but not sufficient, contributor to achieving health
equity. Communities exist in a milieu of public- and private-sector poli-
cies, forces, and programs that enable and support or interfere with and
impede the ability of community residents and their partners to address
the conditions that lead to health inequity. Community action requires
a supportive context, which may range from government policies and
programs to the activities of an anchor institution* such as a university
or business.

Many communities strive to achieve greater well being and economic
vibrancy. Communities might aim to improve high school graduation
rates, expand affordable housing, create more jobs, or improve their chil-
dren’s health. Whether health is a community’s ultimate goal or the means
to an end, communities can benefit by pursuing health equity. Examining
health outcomes in the community can help communities understand
how health is connected to other desired objectives, and improving edu-
cation or housing or employment can also help improve health. Com-
munities can see the potential for win-wins. Although it is possible that
some communities will notice health disparities and target them as a
priority, that is not always the case. When it is not, it may be helpful to
encourage communities to consider health equity as a potential co-benefit
and to open up additional avenues for measurement, evaluation, and
planning. For example, introducing a community coalition working to
expand employment opportunities to the concept of health equity could
help expand the ways in which members view the value of their collab-
orative undertaking: that is, not only are they creating jobs and helping
to train people for them, this can also have positive effects on health
equity in the community. In other words, this report is for communities
that believe promoting health equity among their residents is important,
but it is also for communities that believe better transit, more affordable
housing, complete streets, and more small businesses are essential to a
thriving community.

THE EVIDENCE ON COMMUNITY-BASED EFFORTS

Communities might not all be successful at building the type of orga-
nizational and collaborative capacity needed to achieve the changes they

4 Dubb et al. describe an anchor institution as a place-based institution that is tied to its
location “by reason of mission, invested capital, or relationships to customers or employees
and hence have a vested interest in improving the welfare of their surrounding communi-
ties” (Dubb et al., 2013, p. vii).
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desire (e.g., improved educational attainment, a more widely accessible
transit system) that can also improve health equity. What accounts for
successful community interventions for promoting health equity? Why
are some communities and organizations able to come together and effect
change while others are not? The answers to these questions are complex
and involve both the characteristics of the communities and organizations
themselves and the broader aspects of the social, economic, environmen-
tal, and political context in which communities operate.

The evaluation of community efforts is extremely difficult and com-
plex, both to identify the effects of community action on the determinants
of health and to identify the effects on health and health equity (Fawcett et
al., 2010). There are multiple barriers, including the complexity of webs of
influence and causation and the existence of many confounding variables.
Much of the existing research on community-based interventions and on
the effectiveness of collaborative efforts to improve community health
has been of limited usefulness.” Research findings have been mixed or
negative on the effectiveness of partnerships, and insufficient duration
may be one challenge (Shortell et al., 2002). Research also has primarily
focused on the “low-hanging fruits” in this space such as individual-
level interventions, single interventions,® and interventions implemented
under highly controlled conditions not generalizable to socioculturally
diverse communities (Trickett et al., 2011). Tobacco use is one case where
the evidence of community-based interventions—along with the evidence
on clinical interventions and integration of the two—is robust, as shown
by the U.S. Preventive Services Task Force and the Community Task
Force (Ockene et al., 2007). The evidence-based nonclinical interventions
recommended by the Community Task Force included: smoking bans and
restrictions, increasing the unit price for tobacco, and media campaigns.

In 2002, Shortell and colleagues conducted a study of 25 public—
private community health partnerships (out of 283 partnerships in the
Community Care Network that responded to a request for application
from the Health Research and Educational Trust of the American Hospital
Association. Between 1995 and 2000, the partnerships had grown from
an average of 10 to an average of 22 member organizations, including
“hospitals, health systems, managed care organizations, clinics, public
health departments, physician organizations, nursing homes, schools and
school districts, local government agencies, state health departments,
citizen groups, chambers of commerce, social service agencies, and local
businesses” (Shortell et al., 2002, p. 52). Based on both qualitative and

5 A growing body of research, not discussed here, focuses specifically on coalition func-
tioning (see, for example, Shapiro et al., 2015).
6 See, for example, Holder et al., 1997.
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quantitative analysis of the partnerships, researchers identified six char-
acteristics shared by the five highest-performing partnerships and absent
in the lowest-performing partnerships. These characteristics—“managing
partnership size and diversity, developing multiple, approaches to lead-
ership, maintaining focus, managing conflict, recognizing life cycles, and
redeploying or patching resources are challenges faced by all community
health coalitions in all types of environments”—they concluded (Shortell
et al., 2002).

Fawcett and colleagues (2010) provide an overview of some of the fac-
tors that contribute to poor performance in achieving population health
goals, including health equity, as established in Healthy People 2010, and
some of the causes, including challenges in “engaging stakeholders at
multiple ecologic levels in building collaborative partnerships for popula-
tion health.” The authors offer seven recommendations for strengthening
collaborative partnerships for population health and health equity: mea-
sure progress, “develop and use action plans that assign responsibility,”
facilitate natural reinforcement for cross-sectoral collaboration, assure
adequate base funding, provide training and technical support, establish
participatory evaluation systems to document and review progress and
make course corrections, and “arrange group contingencies to ensure
accountability for progress and improvement” (Fawcett et al., 2010, p. 5).

A Cochrane Collaboration systematic review and meta-analysis by
Hayes and colleagues (2012) examined 16 studies with a total of 28,212
participants “comparing local collaborative partnerships between health
and government agencies with standard working arrangements” (Hayes
et al., 2012, p. 2). Hayes et al. found only two good-quality studies: one
showed no health improvement while the other showed modest benefit.
The systematic review also included three studies that examined envi-
ronmental changes, and two out of three showed some health benefit. In
their recent study, Mays and colleagues (2016) examined 16 years worth
of data from the National Longitudinal Survey of Public Health Systems
based on a sample of 360 metropolitan communities and found decreased
mortality from preventable causes in areas with a high level of compre-
hensive population health system capital. The researchers used a quasi-
experimental research design and identified categories of system capital.
Communities with comprehensive population health system capital had
“a broad scope of population health activities supported through densely
connected networks of contributing organizations” (Mays et al., 2016,
p- 2007). The study authors noted that it is more challenging to develop
comprehensive levels of system capital in rural, low-income, and minority
communities, and they suggested that “efforts to build system capital in
low-income, minority, and rural communities may go a long way toward
reducing inequities in population health” (Mays et al., 2016, p. 2012).
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Qualitative and practice-based studies have suggested that certain
attributes—including leadership, a backbone or an integrator organiza-
tion, an infrastructure for collaboration, a common vision, shared lan-
guage, a strategy for diversifying funding—are required for communities
to succeed in health improvement efforts (Community Tool Box, 2016;
FSG, 2011, 2013; Hayes et al., 2012; Prybil et al., 2014; Verbitsky-Savitz et
al., 2016), and many of these are likely to apply to community efforts to
organize and mobilize for health equity as well. In addition to the three
elements of health equity as a shared vision and value, collaboration, and
capacity, findings suggest that the success of community organization and
mobilization for health equity is a function of the following factors:

e the qualities of the community organization itself, such as com-
mitted, charismatic leaders, community support, and resources;

e the larger social, economic, environmental, and political condi-
tions that set the stage for change.

These factors are briefly discussed in more detail below.

The characteristics of community organizations, such as having pas-
sionate and competent leadership (see, for example, the Delta Health
Center and WE ACT for Environmental Justice community examples in
Chapter 5), are important for successful interventions for health equity.
However, as noted above, communities cannot always achieve sus-
tainable change on their own. Successful community interventions are
often not simply the product of extraordinary people doing extraordi-
nary things. Research in sociology and political science indicates that the
broader social, economic, environmental, or political context can influ-
ence whether organizations succeed, and it is likely that these contextual
aspects can also affect the efforts of communities to bring about change
(Hojnacki et al., 2012; Polletta, 2008). Evidence from the sociology of
social movements may be useful in this context, given the centrality of
community organizing to community-driven change efforts (Skocpol et
al., 2000), the nearly three-decades-long Healthy Communities movement
(Norris and Pittman, 2000), and the relationship between mobilization for
political participation and shared membership in a voluntary organiza-
tion (Campbell, 2013) such as a community health coalition. According
to the predominant theories of political process, the political environ-
ment, often called the “political opportunity structure,” strongly shapes
whether social movement mobilization is successful, sustainable, and
leads to substantive policy change (Meyer, 2004; Polletta, 2008). Further-
more, researchers have shown that the ability of communities to organize
successfully depends, in part, on the receptivity of local political actors
and structures to the communities’ needs (McAdam, 1982).
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Scholars measure the openness of political structures in a variety of
ways, including the receptivity of elected officials to movement demands
(Meyer and Minkoff, 2004), which may be greater if elected officials reflect
the demographics of their communities (Browning et al., 1984); the extent
to which policy makers have made policy decisions favorable to constitu-
ent needs (McAdam, 1982); the ability of minorities to have access to and
influence over policy decisions (Eisinger, 1972); and the amenability of the
audience, including the voting electorate, to movement issues (Santoro,
2008). These “opportunity structures” facilitate the ability of communities,
even in the context of grave challenges, to come together to agree upon
and solve problems, including those related to health equity.

For example, the greatest progress in reducing tobacco use in the
United States came when local smoking-control ordinances were com-
bined with state and federal efforts to increase tobacco taxes. The taxes
not only made cigarettes more expensive, dampening demand; they also
helped fund advertising campaigns warning people of the dangers of
cigarettes and supported smoking quit lines. This multipronged effort
to change policy, backed by a powerful communications and educa-
tional strategy, created a snowball of change that transformed norms and
expectations around smoking (Prevention Institute, 2014). Ultimately, this
changing policy environment sparked and facilitated effective commu-
nity-led initiatives to reduce smoking-related illness.

Funding is another element of the larger policy context supporting
community action. In the Thunder Valley CDC example described earlier,
funding from the U.S. Department of Housing and Urban Development
(HUD), the U.S. Department of Agriculture (USDA), and foundations
allowed the community to create a sustainable development plan for the
region. Both state and federal funding decisions can influence how col-
laboration and community participation unfold on the ground. Funding
can also incentivize community participation. For example, the HUD
Sustainable Communities Regional Planning Grant Program aims to sup-
port locally led collaborative efforts with partnerships that include a
range of interests beyond traditional partners—such as arts and culture
or recreation organizations, food systems, regional planning agencies, and
public education entities—and which target such varied aims as housing
and economic development in order to create jobs and regional economic
activity (HUD, 2016).

In contrast, some policy environments can negatively affect commu-
nity efforts to improve health equity. Certain areas suffer disproportion-
ately from poor infrastructure that does not support healthy and walkable
communities (e.g., a lack of sidewalks and fully accessible crosswalks).
Although planning is a local issue, some states have policies in place to
support complete streets policies (Smart Grow America, 2014) at the local
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level. When there is not a supportive policy framework at the regional,
state, or national level, creating community-level change can be more
challenging.

These factors and examples can be applied across all of the determi-
nants of health from a regional, state, and federal policy perspective. To
build on the land use and transportation example, the U.S. Department of
Transportation’s Transportation Investment Generating Economic Recov-
ery (TIGER) discretionary grants program is helping jurisdictions such as
Pittsburgh, Pennsylvania, build infrastructure that will, in Pittsburgh’s
case, “reconnect the Hill District to downtown Pittsburgh, more than 60
years after highway and arena construction razed a middle income Afri-
can American community” through a project that will improve neighbor-
hood streets, sidewalks, and crosswalks, add a bus stop, a bike-sharing
station, and Americans with Disabilities Act-compliant walkways, and
will create open space for transportation and recreation (DOT, 2016).

ELEMENTS OF SUCCESSFUL COMMUNITY EFFORTS

Communities working to promote health equity or to address social
or environmental conditions in their neighborhoods may use different
types of partnerships that include community-based organizations, local
government agencies, and residents themselves. Such varied coalitions
represent an important part of the opportunity structure for change. In the
section that follows, the committee discusses in detail the three elements
identified in its conceptual model introduced in Chapter 1 (see Figure
4-2), which were used to guide its review and selection of illustrative
examples of community-based solutions detailed in Chapter 5:

1. Multi-sector collaboration
2. Health equity as a shared vision and value
3. Community capacity to shape outcomes

1. Multi-Sector Collaboration

First, successfully addressing health inequities, like other commu-
nity interventions, requires the committed collaboration of organizations
situated in and outside the health and health care sector (Hoying et al.,
2012). The Robert Wood Johnson Foundation (RWJF) Culture of Health
Action Framework’s drivers for cross-sectoral collaboration are quality
of partnerships, investment in collaboration, and policies that support
collaboration (e.g., systems in place to encourage health as a mutual goal
on an ongoing basis). Information on the roles of different sectors and
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FIGURE 4-2 The three elements of community success in implementing
community-driven solutions to promote health equity.

stakeholders is discussed in more detail in Chapter 7, including some
examples of work on the horizon.

Many organizations have identified the fostering of cross-sector or
multi-sector collaboration as a key ingredient for promoting health and
health equity (Mattessich and Rausch, 2014; Prybil et al., 2014). Multi-
sector collaboration—the partnership that results when government,
nonprofit organizations, private entities, public organizations, commu-
nity groups, and individual community members come together to solve
problems that affect the whole community—has the potential to solve
systemic problems that affect health outcomes. A multi-sector approach
challenges the common silo approach to public health (and other fields),
wherein advocates work only within their respective fields with little
or no communication or alignment across fields. Although much can be
learned from expertise in specific fields, the determinants of health do
not reside in one sector alone, and no one sector, even health, holds the
solution to improving health equity. Moreover, cross-sector collaboration
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may also enable community actors to leverage a wider range of supports
for community-driven work.

Drawing on the resources, perspectives, and insights of multiple sec-
tors to address a problem increases the likelihood of effective and sys-
temic impact. In their assessment of the association between multi-sector
population health activities and health outcomes over time, Mays and
colleagues found that communities with comprehensive system capital—rich
networks of organizations working together to effect health improve-
ment—experienced significantly lower death rates from preventable con-
ditions (e.g., cardiovascular disease, diabetes, and influenza) compared to
communities without this capital (Mays et al., 2016).

Achieving health equity depends on addressing the determinants of
health in the broader context in which they are situated (see Figure 4-2).
Although there are policy strategies that can have a significant impact on
all of the determinants of health, programmatic approaches depend on the
community for successful planning, implementation, and sustainability.
If there is a focus on any one social or economic determinant, an inter-
vention will require the involvement of the multiple sectors that overlap
with the area of interest. For example, transportation affects (access to)
housing, education, employment: thus, only a multi-sector collaboration
that brings together stakeholders from these other areas will succeed. The
overarching milieu in which all these disparate sectors come and work
together is the community itself.

One implication of this is that openness is an important characteristic
of successful community organizations. Open contexts (to use a term
drawn from the sociology literature) encourage constituencies of histori-
cally marginalized populations to mobilize and advocate for government
responses to their concerns. For example, the Dudley Street Neighbor-
hood Initiative, the Indianapolis Congregation for Action, and WE ACT
for Environmental Justice (see Chapter 5 for more information on these
community examples) engage and empower traditionally excluded com-
munities through leadership development. Open contexts can engender
trust in the political system among historically marginalized popula-
tions and thus encourage residents of minority neighborhoods to become
civically engaged, develop a sense of attachment to and ownership of
their neighborhoods, and mobilize on behalf of neighborhood concerns
(Bobo and Gilliam, 1990; Williams, 1998). Open contexts can also provide
resources and opportunities across a myriad of domains that enhance
community capacity and viability (Lyons et al., 2013). In contrast, closed
contexts are less receptive and responsive to the claims and needs of
marginalized constituencies. In relatively closed contexts, even the most
impassioned leadership can fail to produce sustained and successful inter-
ventions (Lyons et al., 2013).
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2. Health Equity as a Shared Vision and Value

Effective community partnerships have a “well-articulated and
shared vision” (Shortell et al., 2002; see also Mattesich and Rausch, 2014),
and it is reasonable to expect that success in addressing health inequities
also requires a shared vision and shared values. Holding health equity as
a shared vision and value is an aspirational notion; in many community-
based partnerships to address any number of community challenges,
health equity may simply be an implicit vision and value.

Shared value refers to two relevant concepts. One dimension of
shared value refers to social or cultural values. In this context, the set
of beliefs and ideas held in common that allow collaborators to work
together despite differences (e.g., in social status, sector, philosophy, race
and ethnicity, and ability) in order to craft interventions that have the
sufficient resources, cultural awareness, and inclusiveness as well as a
path to sustainability for lasting change (RWJF, 20157). The other dimen-
sion of shared value comes from the business literature—particularly the
work of Porter and Kramer (2011)—and refers to “policies and operating
practices that enhance the competitiveness of a company while simulta-
neously advancing the economic and social conditions in the communi-
ties in which it operates. Shared value creation focuses on identifying
and expanding the connections between societal and economic progress”
(Porter and Kramer, 2011). Combining the two meanings therefore means
that a shared vision is the “glue” that holds multi-sector collaboration
together, elevating the desired change above individual and organiza-
tional interests in order to improve the health and well-being of all those
who are part of the community.

3. Community Capacity to Shape Outcomes

Third, increasing community capacity to shape outcomes is a recur-
ring theme and need, as the committee found while reviewing community
examples and the relevant literature (see, for example, Hargreaves et al.,
2016; Hoying et al., 2012). Community capacity refers to the ability of
communities to come together to identify common needs and to build

7 The RWJF Culture of Health Action Framework identifies making health a shared value
as one of its four action areas for realizing a culture of health in the United States. The driv-
ers identified for making health a shared value include “mindsets and expectations” that
promote health and well-being as a priority, civic engagement, and a sense of community
(the social connections needed for a community to thrive). The description of the frame-
work’s first dimension states “Making Health a Shared Value emphasizes the importance
of individuals, families, and communities in prioritizing and shaping a Culture of Health.
Everyone should feel engaged with their community’s decisions and believe that they have
a voice in the process” (RWJF, 2015).
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social and political capital by drawing on ties with actors both inside
(including residents, local businesses, and elected officials) and outside
of the community (Chaskin, 1999). Thus defined, the concept of com-
munity capacity parallels other concepts central to research on differ-
ent dimensions of community well-being. Notions of power, community
empowerment, social network ties, and social capital are also relevant
to this discussion of community capacity. In the organizational behavior
literature, power is defined as asymmetrical control over valued resources
(Anderson and Brion, 2014), and scholarship in political science reflects
on power relations and on the formation of social capital (Campbell, 2013;
Jacobs and Soss, 2010). Robert Putnam’s (2000) research identified and
measured five broad dimensions of social capital: community organiza-
tional life, engagement in public affairs, community volunteerism, infor-
mal sociability, and social trust (see also NRC, 2014). In the sociology of
community safety and crime, “collective efficacy” (Sampson et al., 1997)
refers to the ability of residents of a given area to exert control over the
behavior of individuals and groups and thereby create a safe and orderly
environment. Collective efficacy, like community capacity, requires some
degree of trust, cohesion, and shared norms of intervention for the com-
mon good of the community. Community members who come to know
and trust their neighbors and have a sense of ownership and belonging
in the place where they live are more likely to work collectively to solve
common problems related to promoting health equity.

True community-led action is only possible insofar as communities
have the capacity to organize for health equity. For a community to be
able to change the conditions in which its members live, members need
the capacity and ability to act—they need vision, leadership, voice, and
power (see Box 4-2). Thus, building community capacity is the primary
mechanism that ensures the democratization of decision making around
health equity. Furthermore, community capacity (and community involve-
ment more generally) is key for sustained change (Verbitsky-Savitz et al.,
2016). For change to be long lasting, normative innovations need to be
adopted into the very fabric of community social life. Communities with
a greater capacity for social organization and collective efficacy are more
adept at integrating change into community life because members of the
community are themselves part of the intervention.

As discussed earlier, a community movement or action does not occur
spontaneously. What Doran Schrantz from ISAIAH, a faith-based coali-
tion, calls “invisible work” needs to be done first: “the work of organizers
and organizations like ISAIAH or [the PICO Network] or countless other
community organizations across this country. There are conversations at
kitchen tables, in church basements, in little meeting rooms, [and] in your
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BOX 4-2
Power, Voice, Leadership, Collective Action

Building power and voice to increase capacity (Schrantz, 2016). In addition
to a lack of economic resources, a lack of political power can contribute to poor
community health. Empowering individuals through community organizing to ex-
ercise their collective political influence can create policy changes that improve
health and well-being.

Building leaders (Community Tool Box, 2016). In many cases, emerging com-
munity organization leaders are novices in the area of community action. Often,
despite successful work experience, they have not acquired the unique knowledge
and skills required to lead a successful community organization. According to Com-
munity Organizing: Ground Rules for Grass Roots Organizers (CIL Management
Center, 2005), such knowledge and skills include making the case for change and
assembling the data into actionable information to support the case, recruiting the
support of anchor organizations, building a base of public support and political
power, engaging the media, and securing dependable funding.

Acting collectively as a community. This refers to constructing democratic,
sustainable, and community-driven organizations that are multi-issue and can
work on many different needs over time (FSG, 2011; Kania and Kramer, 2011).
See Chapter 8 for an additional discussion of collective impact.

neighborhood in which people go through the experience of being trained
and how to have the public skills to pull that off” (Schrantz, 2016).

Depending on the community challenges being addressed, the appro-
priate range of knowledge and experience will need to be assembled. For
example, a kindergarten-through-12th-grade intervention would ideally
have expertise not only in education but also in cognitive development,
the social environment, public safety, transportation, and other sectors,
and the intervention would need to engage parents, caregivers, and, when
appropriate, students themselves. Individuals participating from different
sectors bring to the table a wide range of knowledge and skills, and there
may well be a need for capacity to work collaboratively, with attention
given to differences in power and status, in order to attain authentic part-
nerships with members of the affected community. See, for example, the
Magnolia Community Initiative in Chapter 5 for a collaborative commu-
nity initiative with partners across government, nonprofits, private enti-
ties, and faith organizations. Just as a shared vision is important to unite
a multi-sector collaboration, authentic partnership with representatives
from all affected community segments is essential to help community
interventions succeed.
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The current state of community health inequities did not emerge over-
night or in a vacuum. Policies that intentionally or unintentionally create
structural inequities based on bias, whether conscious or unconscious,
and discrimination, whether blatant or subtle, continue to shape commu-
nities; some are decades old, and others are recent or under consideration.
Communities working on interventions to achieve health equity need to
engage in dialogue about or directly address these structural challenges
in order to pursue effective and successful programs.

Conclusion 4-1: Making health equity a shared vision and value, build-
ing community capacity, and fostering multi-stakeholder collaboration
are vital in the development of community-driven solutions for promot-
ing health equity.

Conclusion 4-2: It is essential for entities initiating efforts to promote
health equity in communities (e.g., government agencies, foundations,
and other funders) to require explicit strategies for achieving authentic
community engagement and ownership at each stage of such efforts.
Specifically, it is important for leaders of such efforts to document and
describe on an ongoing basis the engagement of different parts of the
community, particularly residents not usually at the table and those
most affected by inequitable health conditions.

BUILDING EVIDENCE TO SUPPORT COMMUNITY ACTION

There are numerous examples of successful community-based solu-
tions that promote health equity. However, the partners involved in work-
ing to promote community-level intervention have faced challenges to
achieving success. Based on the literature concerning the elements that
support successful community-level intervention, on examining case
examples, and on evaluating current gaps, it is clear that increasing the
right kinds of evidence base (see Box 4-3), training, and access to experi-
ence would support further advancements in community-level action.

Evidence Base for Community Solutions

A major barrier to the spread of effective community solutions is the
mismatch between what may be the most promising solutions and the
knowledge base that is available for communities to draw on (Schorr,
2016). The current knowledge base consists primarily of programs or indi-
vidualized interventions that have been shown to work with the use of
experimental methods of evaluation, especially randomized controlled
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BOX 4-3
Why Community-Level Evidence Is Needed

The Adverse Childhood Experiences (ACE) study (Felitti et al., 1998) captured
attention because it documented the long-term effects of childhood trauma. The
impact of trauma extends beyond the individuals who directly witness or experi-
ence violence. Its long-term damage can also be produced by structural violence,
which prevents people and communities from meeting their basic needs. The result
is both high levels of trauma across the population and a breakdown of social net-
works, social relationships, and positive social norms across the community —all of
which could otherwise be protective against violence and other health outcomes.
The predominant approach to dealing with trauma is medical: individual screen-
ing and treatment. Because much of the trauma experienced by young children
and their families is present in the social-cultural environment, the physical and
built environments, and the economic environment, medical responses should be
supplemented with community-level interventions. An enhanced framework and
an expansion of supportive literature will be necessary to guide communities in
implementing community-level interventions.

trials. As with evidence-based public health practice and policy more
broadly (Fielding and Briss, 2006), such traditional methods are a poor fit
with the knowledge needed to design and implement cross-sector com-
munity solutions that will be effective in achieving health equity. Cur-
rently more is known about the problems of health inequities than about
the solutions. Additionally, more is known about the programs that have
worked in the past to marginally improve health equity than about the
strategies and broad, interactive, crosscutting interventions that could bring
greater and more widespread progress in the future.

Building an Evidence Infrastructure Toward Greater Impact

Efforts to design and implement cross-sector community solutions
are hampered by the absence of an infrastructure to support knowledge
development and dissemination, implementation, continuous improve-
ment, and expanded data collection to inform this evidence base (see data
discussions in Chapters 2 and 8 for more information). A strengthened
infrastructure to guide community-level interventions will (1) identify the
essential elements of successful interventions; (2) take account of the power
of systems to determine results; and (3) assist all stakeholders to engage in
ongoing disciplined inquiry.
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1. Identify the essential elements of successful interventions.

An intervention’s essential elements—or core components, active ingre-
dients, or effectiveness factors—are the functions or principles and activi-
ties necessary to achieve successful outcomes, including the implementa-
tion and contextual conditions of the solution (e.g., political and regulatory
context or funding). When these attributes can be described, communities
can be much more rigorous and intentional about what can be and needs
to be adapted and what needs to be held constant. The National Scientific
Council on the Developing Child reviewed the evidence on commonalities
among child care environments that promote healthy development and
found that the critical elements are ensuring “that relationships in child
care are nurturing, stimulating, and reliable, [leading to] an emphasis on
the skills and personal attributes of the caregivers, and on improving the
wages and benefits that affect staff turnover” (National Scientific Council
on the Developing Child, 2004). This finding is at odds with policies that
predominantly define “quality” in terms of more easily quantified but less
meaningful metrics such as adult—child ratios, group size, and physical
facilities (National Scientific Council on the Developing Child, 2004).

Once identified, these essential elements can be re-bundled to fit a
new population and unique circumstances. They are portable, effective
guides to action, and can have a multiplying effect because they are more
transferable to a wider range of settings than model programs. As noted
earlier in the chapter, Thunder Valley CDC has invested in long-term
evaluation plans to identify the core elements of its programs and inform
strategies in other communities.

To systematically extract these essential elements requires good data,
rigorous analysis, and thoughtful judgment as well as the infrastructure
and desire to create a better understanding of the core elements of pro-
grams, contexts, and systems change aimed at significant outcomes.

2. Take account of the power of systems to determine results.

Much of what makes interventions effective is often undermined by
the systems in which they operate, especially when the intervention is
expanded to reach large numbers. As Patrick McCarthy, president of The
Annie E. Casey Foundation, has pointed out, if the road to scale is to reach
ambitious goals, it needs to run through public systems (McCarthy, 2014).
And decades of experience, McCarthy says, “tell us that a bad system
will trump a good program—every time, all the time” (McCarthy, 2014).
Whether a community-based collaboration is concerned with youth in the
juvenile justice system, students in public schools, families in the child
welfare system, the youngest children and their families, or the survivors
of domestic violence, even the greatest program cannot succeed in a last-
ing way if it is housed in a dysfunctional system. It is illusory to think
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that an effective intervention can be scaled without full recognition of
the power of the system that can determine program priorities, budget
allocations, staffing levels, and eligibility criteria, and that can nurture or
sabotage a culture of trust.

3. Assist all stakeholders to engage in “ongoing disciplined inquiry.”

To achieve greater impact in the future will require applying evidence
that is generated by ongoing disciplined inquiry among practitioners,
policy makers, and researchers. This ongoing disciplined inquiry needs
to be based on a deep understanding of the problem it seeks to solve, of
the systems that produce the current outcomes, of the detailed practical
knowledge necessary for good ideas to actually work, and a willingness
to constantly reassess operations and make changes that evidence and
experience suggest will lead to improvement.

Community College Pathways (CCP) is an example of ongoing, dis-
ciplined inquiry in action. The Carnegie Foundation for the Advance-
ment of Teaching created CCP in response to the extraordinarily high
failure rates among the half million community college students annually
assigned to remedial math instruction as a prerequisite to taking college-
level courses. CCP consists of a network of college faculty, administrators,
researchers, program designers, and implementers working together to
“achieve big results, reliably and at scale” (CSSP, 2016b) for community
college students struggling with remedial math. When CCP began, 80
percent of the students enrolled in these courses did not complete or pass
them. Through monthly meetings to learn from the real-world experi-
ence of network participants and by adapting research-based ideas from
diverse domains, CCP networks changed the way that remedial math
classes are conducted, introduced new e-curricula, changed students’
own expectations about their ability to succeed at math, and developed
support networks among students. Within 2 years, CCP tripled the suc-
cess rates of remedial math students, who consistently outperformed
comparison group students. CCP is now working in ever-wider circles to
show how disciplined inquiry can develop effective responses to a prob-
lem previously perceived as intractable (Bryk et al., 2015).

In selecting interventions or elements of intervention to implement,
communities attempting to draw from existing directories of effective pro-
grams find a severely limited knowledge base (Hayes et al., 2012; Schorr,
2016; Woulfe et al., 2010). Even when it comes to individual programmatic
interventions that have been shown to have an impact in the contexts in
which they have been tested, users cannot reliably conclude that the same
intervention will produce similar results in their own system or commu-
nity (CSSP, 2016a).
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Communities determined to promote health equity by bridging the
gaps among research, practice, and policy recognize the need to go beyond
identifying and scaling up individual “evidence-based” programs. As they
pursue broader change in the conditions for health, they find a dearth of
systematic, organized information and guidance to help them set common
goals and measures of success; select multifaceted and mutually reinforc-
ing strategies, grounded in strong theory; align implementation efforts,
and make the necessary system and community-level changes to adapt
and continuously improve. A centralized resource for communities is
needed, and several partially relevant models exist, some of which could
potentially be modified to operate in an expanded capacity. These include
the County Health Rankings (CHR) What Works for Health database,
the CDC Community Health Improvement (CHI) Navigator, and also,
perhaps, the Agency for Healthcare Research and Quality’s (AHRQ's)
Measures Clearinghouse and the National Library of Medicine (which
serves as a knowledge curation resource through its special queries). The
CHR What Works for Health database provides information for com-
munity health improvement organized by expected beneficial outcomes,
potential beneficial outcomes, evidence of effectiveness, effect on dispari-
ties, implementation examples, implementation resources, and citations.
The CHI Navigator® is intended for individuals and groups who lead or
participate in community health improvement work

within hospitals and health systems, public health agencies, and other
community organizations. It is a one-stop shop that offers community
stakeholders expert-vetted tools and resources for depicting visually the
who, what, where, and how of improving community health; making
the case for collaborative approaches to community health improve-
ment; establishing and maintaining effective collaborations; and finding
interventions that work for the greatest impact on health and well-being
for all. (CDC, 2015)

Recommendation 4-1: A public-private consortium’ should
create a publicly available repository of evidence to inform
and guide efforts to promote health equity at the community
level. The consortium should also offer support to communi-
ties, including technical assistance.

8 For more information, see http:/ /www.cdc.gov/chinav (accessed December 5, 2016).

9 This could be done through such mechanisms as a collaboration among CDC (home of
the Community Health Improvement Navigator initiative), university-based centers (see the
example of the University of Wisconsin Population Health Institute that operates the County
Health Rankings [CHR] What Works for Health database), and one or more philanthropic
organizations.
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The repository could include databases that provide and integrate
information from multiple relevant sectors (e.g., education, health, hous-
ing) at the national, state, and metropolitan levels as well as for smaller
local geographies such as census tracts; and information on effective inter-
vention approaches and the knowledge necessary to strengthen the capac-
ity of communities to take action on such needs as educational attainment,
job training and job creation, civil rights, decent and stable housing, and
other determinants of health by race, ethnicity, gender, disability status,
age, sexual identity/orientation, and other demographic characteristics.
Providing relevant assistance, guidance, and support to local community
leaders (e.g., identifying data sources, accessing funding available from
federal agencies, and using civil rights law) could improve the chances
of success for community organizations. Creating or building on existing
resources that could become a repository of information and a source of
technical assistance could also be complemented by efforts to build learn-
ing networks, thus allowing communities to share experiences with other
local community leaders (see, for example, the possibilities suggested by
Community Commons!? and others).
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Examples of Communities
Tackling Health Inequity

Communities across the United States are developing and putting
into action strategies that can contribute to the reduction of health ineq-
uities. Too often these community efforts go unmentioned in the media
while stories of blight, crime, or community unrest receive more attention.
The committee was asked to identify and examine six or more examples
of community-based solutions (see the report conceptual model in Figure
5-1) that address health inequities, drawing from interventions or activi-
ties that intentionally or indirectly promote equal opportunities for health.
The examples identified in this chapter span health and non-health sectors
and take into account the range of factors that contribute to health ineq-
uity in the United States, such as systems of employment, public safety,
housing, transportation, education, and others. The committee provides
a summary of each example to demonstrate both the innovative work
conducted by communities and the challenges that they face. The com-
mittee also comments on a number of crosscutting essential elements that
show promise for promoting health equity in communities. Finally, the
committee summarizes a number of lessons learned from both the success
and the failures of the strategies described.

PROCESS OF SELECTION

The committee engaged in a robust process, described in complete
detail in the Chapter 5 Annex, to review a total of 105 examples gathered
and select the 9 community examples that are outlined in this chapter.
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FIGURE 5-1 Report conceptual model for community solutions to promote health
equity.

NOTE: The community-driven solutions are highlighted here to convey the focus
of this chapter.

In brief, the committee queried local and state organizations, relevant
philanthropic organizations, researchers and others; reviewed relevant
reports and publications on the topic of community health; and under-
took a literature review. It is important to note that the committee did not
evaluate the overall effectiveness of these community efforts. Rather, the
committee sought out community-driven solutions that target the social
determinants of health with strong links to health outcomes, as evidenced

by the literature. The committee developed three sets of criteria to guide
the selection of the case studies:

1. Core criteria: All examples chosen for this chapter must
® address at least one (preferably more) of the nine social deter-
minants of health identified by the committee (education,
employment, health systems and services, housing, income
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and wealth, physical environment, public safety, social envi-
ronment, and transportation) and be
o community-driven
o multi-sectoral
o evidence-informed
2. Aspirational criteria: Examples were considered based on the
convening organization’s ability to engage nontraditional part-
ners and to work in an interdisciplinary and multilevel manner
and also on the documentation of plans to achieve outcomes and
sustain the effort.
3. Contextual criteria: Examples were chosen to reflect a diver-
sity of communities, populations, solutions, and demographic
characteristics.

COMMUNITY EXAMPLES!

The following section summarizes the strategies of nine communities
whose efforts focus on addressing the social determinants of health across
a number of different geographic locations, environments, and commu-
nity challenges (see Figure 5-2 for the geographic distribution). These
summaries highlight the core and aspirational criteria that the committee
developed and the approach that each community took toward making
health equity a shared vision and value, increasing community capacity to
shape outcomes and fostering multi-sector collaboration as well as show-
ing how the strategies addressed the broader socioeconomic and political
context to ultimately achieve healthier, more equitable communities. For
easy reference, Table 5-1 lists the nine communities, the social (or envi-
ronmental, or economic) determinants of health they address, and the key
sectors with which each community partnered to implement its solutions.
The community efforts described are not intended to reflect the full range
of communities across the United States and of effective community-
driven efforts to improve well-being and health equity. For example, the
communities do not include an example from the lesbian, gay, bisexual,
and transgender (LGBT) community or one that reflects individuals with
disabilities or individuals with mental illness.?

! Community examples are provided in alphabetical order.

2 For example, LGBT advocates, addressing the regulatory hurdles to timely and appropri-
ate research for better AIDS treatments, protested and advocated for change and succeeded in
substantially altering the way the National Institutes of Health reviews and conducts human
subjects research across all domains. For other examples of successful efforts among these
groups, see http://dralegal.org/cases (accessed July 17, 2016) for a list of lawsuits conducted
by Disability Rights Advocates, the mental health parity work conducted by the National Alli-
ance on Mental Illness (NAMI), or the Bithlo Transformation Effort (http:/ /stakeholderhealth.
org/transformative-partnership / case-study-bithlo [accessed August 28, 2016]).
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Each of the nine community initiatives is at a different phase of
development: some have been around for more than 40 years, while others
emerged in the past few years, and each has a unique approach. Because
the examples went beyond traditional health or health care approaches,
the outcomes are often tied to specific project goals rather than to the
long-term health outcomes that emerge from these benefits. For example,
a community whose focus is on housing might measure the number of
low-income housing units that became available, and a community effort
focused on education might measure improvement in third-grade reading
levels or increased levels of high school graduation rates—all measures
that are proxies for the long-term achievement of improved health. The
committee also used these examples to identify some of the intangible
qualities needed to initiate, maintain, and sustain community efforts.

The committee was inspired by the communities described in this
chapter and is grateful to them for their willingness to share their history
and accomplishments for this report. These examples serve as a proof
of principle that communities can mobilize to promote effective change
that addresses multiple determinants of health. These examples are not
blueprints. Exact replicas of these communities” interventions might not
work in other communities, but their lessons learned will prove valuable
to many communities that hope to create positive change.

Minneapolis Blueprint for Action to Prevent Youth Violence?

R

Background and History

The Minneapolis Blueprint for
Action to Prevent Youth Violence*

p ; 2/ BLUEPRINT FOR ACTION

is a community-driven, grassroots 1

response to the issue of youth vio- PREVENTING
@j YOUTH VIOLENCE

lence, originally developed in 2008.
From 2002 to 2011, homicide was IN MINNEAPOLIS

|

3 This summary is an edited account that was prepared on the basis of templates com-
pleted by staff of each community initiative. Statements and opinions expressed are those
of the community organization and have not been endorsed or verified by the National
Academies of Sciences, Engineering, and Medicine.

4 For more information, see http://www.minneapolismn.gov/health/youth/yvp/
blueprint (accessed September 13, 2016).
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TABLE 5-1 Nine Community Examples—Brief Information

Dudley Street  Eastside
Blueprint for Delta Health Neighborhood Promise
Action Center Initiative Neighborhood
Location Minneapolis, Mississippi Boston, MA San Antonio, TX
MN Delta
Social
determinant of
health
Education . . o
Employment . o* .
Health . o
systems and
services
Housing .
Income and . .
wealth
Physical . . o .
environment
Public safety o . .
Social 3 3 .
environment
Transportation . .
Key community County and city Community Other Local nonprofits,
partners departments, health community local school
local school associations, stakeholder district, city
district, local educational organizations, agencies,
youth agencies, institutions, educational faith-based
faith-based agricultural institutions, organizations,
organizations, co-ops nonprofit educational
local businesses organizations institutions,
health providers,
local elected
officials
Outcomes From 2007-2015: e Rate of low From 2014-2015: From 2015-
e 62% birth weight e Percent of 2016, number
reduction babies high school of survey
in youth decreased students at respondents who
gunshot from 20.7% in or above answered that:
victims 2013 to 3.8% grade level Child care is
e 34% in 2015 according available to
reduction to state them when
in youth mathematics needed most
victims of assessments of the time
crime increased or sometimes
o 76% from 36% to increased

reduction in
youth arrests
with a gun

63%

from 80% to
100%
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Indianapolis

Congregation Magnolia People United = WE ACT for
Action Community Mandela for Sustainable Environmental
Network Initiative MarketPlace Housing Justice

Indianapolis, IN

Faith-based
organizations,
businesses,
government,
community
leaders

* Average PICO
member
engages in
76% more
civic duty
than average
resident

e Reduction in
incarceration
in Marion
County will
be measured
using data
submitted to
U.S. Annual
Survey of Jails

Los Angeles, CA Oakland, CA

¥

More than

70 partner
organizations,
including
government,
nonprofit, for-
profit, faith,
and community
group
associations
that connect
programs and
providers

e In 2016, 57.3
percent of
children
ages 0 to 5
had access
to a place
other than an
emergency
room when
sick or in
need of
health-related
services

o*

Local
businesses,
educational
institutions,
youth
development
organizations,
housing
developers,
government
agencies,
foundations

* 641,000+
pounds of
produce
distributed in
food insecure
communities

® 76% of
shoppers
reported
increased
consumption
of fruits and
vegetables

Buffalo, NY

¥

Government
agencies
(housing,
energy, parks),
local elected
officials,
nonprofits
and NGOs,
private-sector
businesses

e Currently
conducting
regional
mapping
project (to be
completed
end of 2016)
measuring
number of
redevelopers

West Harlem, NY

¥

Academic
institutions

and CBPRers,
housing groups,
legal partners,
energy and
solar providers,
government
agencies, local
elected officials

¢ New policies
and legislative
reform on
issues related
to air quality
monitoring and
use of harmful
compounds
such as BPA
and

continued
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TABLE 5-1 Continued

Dudley Street  Eastside
Blueprint for Delta Health Neighborhood Promise

Action Center Initiative Neighborhood

¢ Four-year They work with
adjusted others to
cohort improve their
graduation neighborhood
rate increased increased
from 51% to from 58% to
82% 83%

® Percent of Their
students who neighborhood
enroll in a has safe places
2-year or for kids to
4-year college play increased
or university from 40% to
after 67%
graduation
increased

from 48% to
69%

NOTES: Outcomes as calculated and reported by each of the community initiatives. An as-
terisk (*) denotes the main social (or environmental or economic) determinant(s) of health on
which the community focused. BPA = bisphenol A; CBPR = community-based participatory
research; NGO = nongovernmental organization; PICO = People Improving Communities
through Organization.

the leading cause of death among Minneapolis residents ages 15-24 years,
accounting for 39 percent of deaths in this age group and dispropor-
tionately affecting youth of color (Blueprint for Action, 2013). Resident
perceptions of safety differed across racial/ethnic groups as well. In 2006,
a county survey revealed that gangs were considered a neighborhood
problem by 40 percent of Hispanics, 35 percent of African Americans, 24
percent of Asians/Pacific Islanders, and 11 percent of whites (see Table 5-2
for data on Minneapolis demographics) (Blueprint for Action, 2013).

By 2008, the city of Minneapolis had already been expending its
resources through various law enforcement strategies to address the stag-
gering rates of youth violence, but the city was not seeing sufficient
results from those efforts (Zanjani, 2011). A call for governmental action
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Indianapolis
Congregation Magnolia People United = WE ACT for
Action Community Mandela for Sustainable Environmental
Network Initiative MarketPlace Housing Justice
e Increased e In2015,78.2 e $5.5+ million housing phthalates
access to percent of in new units, number in consumer
jobs through students revenue of employed products,
expanded graduated generated workers, pesticides,
transit from high ® 26+ job/ amount and flame
by using school ownership of carbon retardants
Indianapolis ¢ In 2016, 45.7 opportunities emission
Metropolitan percent of generated reduction,
Planning students and utility
Organization’s enrolled in a bill cost
geographic two or four savings for
information year college low-income
system or university households
mapping data after
graduation
¢ From 2014
to 2015, 75.7
percent of
students

reported that
they felt safe
both at school
and while
traveling to
and from
school

was put out by community members and stakeholders, including mem-
bers of an advisory group comprised of youth-serving organizations and
community leaders who were knowledgeable about the various cultural
communities in Minneapolis.

The outcome was the first Blueprint for Action, which is a coordi-
nated, strategic plan to apply the public health approach to violence
prevention through evidence-based strategies and by engaging multiple
partners and stakeholders. The mayor recommended a roster of stake-
holders to engage and the city council adopted a motion that specifically
identified partners to include in the process of development. Leaders who
came together to develop the blueprint included representatives from
law enforcement, juvenile supervision, public health, youth programs,
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TABLE 5-2 City of Minneapolis Demographics

Total ~410,939 residents
Race/Ethnicity 63.8% White
18.6% African American
10.5% Latino or Hispanic
5.6% Asian
2.0% Native American/American Indian
Gender 49.7% female
Age 6.9% under 5 years
20.2% under 18 years
8.0 % 65 years and over

Education 89% completed high school

16% received bachelor’s degree or higher
Employment 3.3% unemployed
Income $50,767 median income

22.6% in poverty

NOTE: Percentages may not add up to 100 percent due to varied reporting, rounding, and
missing data from source.
SOURCES: BLS, 2016; U.S. Census Bureau, 2015b.

education, social services, faith communities, neighborhoods, and city
and county government. The goals of the current blueprint® are to

foster violence-free social environments
promote positive opportunities and connections to trusted adults
for all youth
intervene with youth and their families at first sign of risk
restore youth who have gone down the wrong path

e protect children and youth from violence in the community

These goals provided a framework under which to align the many
programs, services, and other efforts that were incorporated into the blue-
print, some of which were already under implementation by community
groups, nonprofits, and government agencies in Minneapolis.

When the call for action to respond to youth violence was received,
a citywide collaborative effort, supported by the Minneapolis Founda-
tion and the mayor, was undertaken. First, the Minneapolis City Council
passed a resolution declaring youth violence a public health issue and
it created a steering committee that led to the development of the Blue-
print for Action. The Minneapolis health department and Minneapolis

5 For more information on the 2013 Blueprint for Action, see http:/ /www.minneapolismn.
gov/www /groups/public/@health/documents/webcontent/wcms1p-114466.pdf (ac-
cessed September 13, 2016).
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Foundation examined youth arrest and detention data and upstream risk
and protective factors for youth violence. This evidence informed such
blueprint program components as employment programs, an anonymous
tip line, a gang prevention and healthy youth development curriculum,
and a neighborhood clean sweep program.®

Across neighborhoods, disparities in economic conditions are appar-
ent throughout the city of Minneapolis. For example, the annual house-
hold income is quite different in such low-income communities as Near
North (median income $24,733) and Phillips (median income $25,125)
than it is in communities such as Southwest (median income $94,667, a
nearly fourfold difference) (Minnesota Compass, 2016). The blueprint was
developed with the understanding that the communities suffering from
concentrated poverty were also experiencing disproportionate amounts of
youth violence. According to a county-level survey in 2010, more than half
(57 percent) of the adults in the Camden and Near North communities
and about one-third (33 percent) of the adults in the Central, Phillips, and
Powderhorn communities cited gangs as a serious problem, compared
with only 10 percent of adults who lived in other neighborhoods of Min-
neapolis (Blueprint for Action, 2013).

Initially, the program focused on youth ages 8-17 who resided in
neighborhoods experiencing the highest rates of crime and violence. In
2009 the program expanded to 22 neighborhoods, and the target age range
was extended to age 24, based on indicators that demonstrated a higher
risk of youth violence in Minneapolis for this population. These indicators
were based on data compiled by the local health department from sources
across various sectors, including the U.S. Census, the Minneapolis Police
Department, Minnesota Hospital Association, and the Minneapolis Park
and Recreation Board. The blueprint also developed criteria factors for the
target neighborhoods based on available data:

rate of homicides

rate of violent crime

rate of firearm-related assault injuries

population under 15 years of age

percent of families in poverty with related children under 18
access to a Minneapolis Park and Recreation center

According to the Minneapolis Health Department, “the ultimate
success of the blueprint is reliant on the extent to which community

6 For a list of the ongoing activities under the Blueprint for Action, see http://www.
minneapolismn.gov/www/groups/public/@health/documents/webcontent/
wcems1p-114466.pdf (accessed September 19, 2016).
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stakeholders remain a part of the process” (Blueprint for Action, 2013).
Community stakeholders include neighborhood associations, faith groups,
schools, libraries, parks, local businesses, and block clubs. Furthermore,
the blueprint connects with other communities facing similar challenges
and applying a prevention approach to violence through networks such
as the Prevention Institute’s UNITY initiative, the National Forum on
Youth Violence Prevention (see Figure 5-3 for alignment of goals with the
National Forum), and Cities United.

Solutions to Address the Social Determinants of Health

The underlying causes and correlates of violence overlap substan-
tially with those of health inequity (Prevention Institute, 2011). Therefore,
a multidisciplinary public health approach to the issue of youth violence,
such as the one taken by Blueprint for Action, can have a significant
impact on the social determinants of health.

Public safety The primary goal of the blueprint is to reduce homicides
and firearm-related injuries, in addition to improving juvenile interactions
with the criminal justice system as needed. One program that seeks to do

Promote positive
opportunities and

: Intervene with Restore youth Protect children
Foster violence-
) youth and who have gone and youth from
free social

connections to families at the down the wrong violence in the

environments ; y ; 5
first sign of risk path community

trusted adults for
all youth

Public Health
Public Health Primary Prevention Secondary Public Health Tertiary Prevention

(Stop problems from developing) i (Rehabilitation and reintegration)
(Early detection

and response)

Prevention Prevention Intervention Enforcement

FIGURE 5-3 The alignment of the five Minneapolis blueprint goals with the Na-
tional Forum to Prevent Youth Violence Strategies and the continuum of public
health services.

SOURCE: Blueprint for Action, 2013. Used with permission.
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this is the Speak Up tip line, a confidential tip line for youth to report a
threat of weapons in the community. The idea for this tip line originated
from feedback given by young men in a dialogue portion of a meeting
to develop the blueprint. While Speak Up received about 10-12 calls per
month, data show that usage of the tip line is highly correlated with the
amount of funding allocated to public awareness campaigning in the com-
munity.” The blueprint also employs youth outreach teams in downtown
Minneapolis and at high schools to facilitate the creation of an environ-
ment that redirects youth to positive activities.

For youth at risk of violent injury, the blueprint offers Inspiring Youth,
a case management program,