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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 wellbeing 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 housing, 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,1 but life expectancy in the United States 
also varies 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, diabetes, stroke, and kidney disease are substantially higher than in 
more affluent regions. Tragically, infant mortality, the number of deaths under 1 year of age per 
1,000 live births, is much higher in certain populations. 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.3 Research has 
shown that access to health care is important, but not sufficient to improve health outcomes (see, 
for example, Hood et al., 20164). To change the current 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 private 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 

1 National Research Council and Institute of Medicine. 2013. U.S. health in international perspective: Shorter lives, 
poorer health. Washington, DC: The National Academies Press. 
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. 
4 Hood, 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 Preventive Medicine 50(2):129-135.  
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analytic tools allow us to be more focused on possible solutions 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 members 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 environments. The report presents thorough evidence that health equity adds an important 
perspective in trying to improve community wellbeing, 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 drug 
epidemic primarily affecting low-income people in rural communities 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 conditions 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 wellbeing 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 wellbeing for themselves and for generations to come. It is the committee’s hope 
that this report will inform, educate, and ultimately inspire others to join in efforts across the 
nation so that members of all communities 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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NPS National Park Service 

NRC National Research Council 

NRDC Natural Resources Defense Council 

NSDUH National Survey on Drug Use and Health 

NTFAI National Task Force on Anchor Institutions 

NVSS National Vital Statistics Survey 

NYPIRG New York Public Interest Research Group 

NYSDOH New York State Department of Health 

NYSTEA New York State Transportation Equity Alliance 
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OBGYN obstetrics and gynecology 

OBUGS Oakland-based urban gardens  

OEO Office of Economic Opportunity 

PACE protocol for assessing community excellence  

PaCT Promise and Choice Together 

PACT Partnership of Academicians and Communities for Translation 

PAD Parks After Dark

PILOT payments in lieu of taxes 

PRAPARE Protocol for Responding to and Assessing Patients’ Assets, Risks, 
and Experiences 

PROMIS Patient-Reported Outcomes Measurement Information System 

PTSD posttraumatic stress disorder 

PUSH People United for Sustainable Housing 

QCDO Quitman County Development Organization 

QIN quality improvement network 

QIO quality improvement organization 

RBA results-based accountability

RHEC regional health equity council  

RWJF Robert Wood Johnson Foundation 

SAISD San Antonio Independent School District 

SAMHSA Substance Abuse and Mental Health Services Administration 

SCRP Sustainable Communities Regional Planning 

SES socioeconomic status

SKCHD Seattle & King County Health Department 

SNAP Supplemental Nutrition Assistance Program  

SOGI sexual orientation and gender identity 

SPARCC Strong, Prosperous, and Resilient Communities Challenge 

SQUIRE Standards for Quality Improvement Reporting Excellence 
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SSI Supplemental Security Income

STD sexually transmitted disease 

STEM science, technology, engineering, and mathematics 

STI sexually transmitted infection 

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

TCI Transforming Communities Initiative 

TRAC Transit Riders Action Committee  

UDS uniform data system  

USACE U.S. Army Corps of Engineers 

USCB University of South Carolina Beaufort 

USDA U.S. Department of Agriculture 

UWPHI University of Wisconsin Population Health Institute 

VA U.S. Department of Veterans Affairs 

VSAT Veterans Sustainable Agriculture Training Program 

WHO World Health Organization 

YMCA Young Men’s Christian Association 

yNPA Youth National Partnership for Action to End Health Disparities 
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Key Terms 

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

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

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

health disparities Differences that exist among specific population groups in the 
United States in the attainment of full health potential that can be 
measured by differences in incidence, prevalence, mortality, 
burden of disease, and other adverse health conditions. 

health equity 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. 

public policy A law, regulation, procedure, administrative action, incentive, or  
voluntary practice of governments and other institutions that 
affects a whole population. 

social determinants  The conditions in the environments in which people live, learn,  
of health  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 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 circumstance. Health equity and opportunity are inextricably linked. 
Currently 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, 20161). 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 advance health 
equity. 

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 to consider solutions that could be identified, developed, 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 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 

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. Available by request from the 
National Academies of Sciences, Engineering, and Medicine Public Access Records Office. For more information, 
email PARO@nas.edu. 
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community actors is a necessary and essential, but not a sufficient, ingredient in promoting 
health equity. 

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. (Chapter 1) 

B. Health is a product of multiple determinants. Social, economic, environmental, and structural 
factors and their unequal distribution matter more than health care in shaping health disparities. 
(Chapter 2) 

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, community-based solutions are 
necessary but not sufficient. (Chapters 4 and 5) 

E. Supportive public and private policies at all levels and programs facilitate 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) 

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 
business, the faith community, and other non-traditional 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 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 seeking 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 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 persisting legacies of social problems such as structural racism are 
hampering the attainment of health equity, causing economic loss, and, most overwhelmingly, 
the loss of human lives and potential. 
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Although moral arguments to promote health equity exist2, promoting health equity could 
afford considerable economic, national security, and other benefits. The premise that there is 
social mobility, the opportunity to succeed with hard work, and the opportunity to achieve 
prosperity 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 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, inadequate 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 persistent  health problems, often untreated, ranging from 
obesity to dependencies on prescription and non-prescription 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 disqualified 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 to a thriving economy (HERO, 2015; IOM, 2015a). The 
impact of poor health on private businesses is significant. Research from the Urban Institute 
shows that those young adults with health problems who cannot find jobs in the mainstream 
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 
sub-population: 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 IOM, 2013; OECD, 2015). In addition to sharp and persistent racial and ethnic 
disparities, other significant trends have surfaced, including a slight decline in life expectancy of 

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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white women in the past several years (Arias, 2016), and income inequality, drug use, suicide, 
and the relative deprivations of rural life have 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 underlying conditions and root causes 
contributing to health inequities and the interdependent nature of the factors that create them. 
The committee drew on existing literature and comprehensive reviews to examine the state of 
health disparities by race and ethnicity, gender, sexual orientation, and disability status, 
highlighting those populations that are disproportionately affected by inequity. Health disparities 
stem from systematic differences—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 Committee on 
Community-Based Solutions to Promote Health Equity. 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 inequities and community-
driven solutions exist. Community-driven solutions that target the 9 determinants of health listed 
in the model (e.g., education, 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 for community-level solutions, “Making health equity a shared vision and 
value” and “Fostering multi-sector collaboration” as two elements 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 incorporated 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) highlight solutions that 
have been implemented at the community level to target one or more of the nine determinants of 
health using the three elements 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. 
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Collins, 2001). These factors are not intractable, and such inequities3 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, socioeconomic 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 towards 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 utilization among subgroups of the population.4 

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

1. Intrapersonal, interpersonal, institutional, and systemic mechanisms (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 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. Taking low high school graduation rates, for instance, research 
indicates that race and class differences in adverse childhood experiences, chronic stress, and 
trauma, as well as lead exposure in their 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 minority 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, policies, 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. 

3 I.e., 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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Conclusion 3-2: Based on its review of evidence, the committee concludes 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 
characteristics or behaviors. Communities encompass multiple spheres of interaction from the 
individual to organization 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 community efforts go unseen in the media, while stories of 
blight, crime, or community unrest are more visible. Community assets can be built, leveraged, 
and modified and can create a context 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 promote 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 its outcomes and sustain the effort. These communities represent a diversity of 
geography, environments, challenges, and resources. Chapter 5 provides a summary of each 
example to demonstrate the innovative work conducted by communities and the challenges that 
they face. In Chapter 5 the committee comments on a number of cross-cutting essential elements 
that show promise for promoting health equity in communities. These elements include, but are 
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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, governing processes that have a grassroots component, fostering creativity, 
leveraging resources, and training and commissioning technical expertise where necessary. 

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 

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

Public safety 

Delta Health Center 
Mound Bayou, MS 

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

Health systems and 
services 

Dudley Street 
Neighborhood Initiative 
Boston, MA 

A nonprofit, community-driven organization 
that empowers residents to drive economic 
development and neighborhood revitalization. 

Physical environment 
Employment 

Eastside Promise 
Neighborhood 
San Antonio, TX 

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

Education 

Indianapolis 
Congregation Action 
Network 
Indianapolis, IN 

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

Employment 
Public safety 

Magnolia Community 
Initiative 
Los Angeles, CA 

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

Social environment 

Mandela Marketplace 
Oakland, CA 

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

Physical environment 

People United for 
Sustainable Housing 
Buffalo, NY 

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

Housing 

WE ACT for 
Environmental Justice  
Harlem, NY 

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

Physical environment 

To succeed, communities need evidence (from research); a broader context of policy, 
resources, and political will that nurtures local efforts; and tools. 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

SUMMARY S-9 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

DISPARITIES AND THEIR ROOTS 

Health disparity research has evolved from describing associations (e.g., between 
socioeconomic status and health) to describing the mechanisms linking socioeconomic status and 
health, to more recent work on the interactions among factors (Adler and Stewart, 2010). More 
epidemiological studies employing a combination of research strategies (i.e., mixed methods- 
qualitative and quantitative 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, 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 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 theory,

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 categories of race, ethnicity, gender, disability status, age, sexual orientation, 
gender identify, 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 providers) and their impact on the social determinants of health for poor 
and underserved communities. 

Recommendation 3-1: The committee recommends that research funders5 support 
research on (a) health disparities that examines the multiple effects of structural 
racism (e.g., segregation) and implicit and explicit bias across different categories of 

5 Funders include government agencies, private foundations, and academic centers of higher education. 
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marginalized 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 interventions to address 
implicit bias, but more research is needed, and engaging community members in this and other 
aspects of research on health disparities 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 non-
traditional participants 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 multidisciplinary research teams that include 
non-academics to (a) understand the cognitive and affective processes of implicit 
bias and (b) test interventions that disrupt and change these processes towards 
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, 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 Centers for Disease Control and Prevention’s Community Health Improvement 
(CHI) Navigator, and also, perhaps, the Agency for Healthcare Research and Quality’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 community health improvement organized by expected beneficial outcomes, 
potential beneficial outcomes, 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 interventions that work for the greatest impact on health and well-being for all” (CDC, 
2015). The Urban Institute Metropolitan Housing and Communities Policy Center’s What Works 
Collaborative6 is another evidence database that conducts research to support evidence-based 
housing and urban policy. Another resource is the Guide to Community Preventive Services,7 
whose health equity focus includes systematic reviews examining the influence of educational 
interventions on long-term health. 

6 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). 
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Recommendation 4-1: A public–private  consortium8 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 communities, 
including technical assistance. 

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 intervention 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 socio-cultural, 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 
nine 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 public sector, 
leads to poor employment prospects and to 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 this 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, 2014, 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 committee 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, 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 

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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that could have a meaningful impact on health. This evaluation should occur before and after 
enactment” (p. 11). The recommendation below is made with acknowledgement 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: 
• Add specific requirements to outreach processes to ensure robust and authentic

community participation in policy development as related.
• Collaborate with public health agencies and others to ensure a broad

consideration of unintended consequences for health and well-being, including
whether the benefits and burdens will be equitably distributed.9

• Highlight the co-benefits of—or shared “wins” that could be achieved by—
considering health equity in the development of comprehensive plans10 (for
example, improving public transit in transit poor areas supports physical
activity, promotes health equity, and creates more sustainable communities.)

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

An additional way to think about promoting community-based strategies for reducing 
education and health disparities is to consider the existing 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 committee considered 
the role of the education sector in shaping health and health equity, given the strong relationship 
between educational achievement and health outcomes. Recently updated requirements for 
school 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: 
• Make schools aware of existing health needs assessments to help them leverage

the current data collection and analyses.11

9 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). 
11 See, for example, the Healthy Students, Promising Futures tool kit from the Departments of Education and Health 
and Human Services (ED, 2016a). 
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• 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, Howard 
and Norris wrote 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 
community health” (Norris and Howard, 2015, p. 1–2). Examples of efforts to build, hire, and 
invest locally include Kaiser Permanente in California and elsewhere and ProMedica in 
Cleveland (NASEM, 2016d). 

Recommendation 6-4: Through multi-sectoral partnerships, hospitals and health 
care systems should focus their community benefit dollars to pursue long-term 
strategies (including changes in law, policies, and systems) to build healthier 
neighborhoods, expand access to housing, drive economic development, and 
advance other upstream initiatives aimed at eradicating the root causes of poor 
health, especially in low-income communities. Hospital and health systems should 
also advocate for the expansion of efficient and effective services responding to 
health-related social needs12 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 disparities, efforts to mitigate negative consequences 
are needed. However, mitigating efforts can only be addressed by including the perspectives of 
populations most affected by such programs. 
 

Recommendation 6-5: Government and non-government payers and providers 
should expand policies aiming to improve the quality of care, improve population 
health, and control health care costs13 to include a specific focus on improving 
population 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 factors in value-based payment programs it oversees. 

The National Academies’ Committee on Accounting for Socioeconomic 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 

                                                            
12 Alley et al. describe services addressing health-related social needs including transportation and housing (Alley et 
al., 2016). Others define services addressing such needs as “wraparound services,” referring to linkages or services 
health care providers can offer to ensure, for example, that patients have transportation to routine health care 
appointments, have adequate food in their homes, 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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safety-net providers). These unintended consequences could in turn lead to deterioration in the 
quality of health care for socially at-risk populations and widening health disparities. That 
committee 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 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 provide 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 cross-cutting 
framework that applies across different areas such as health, park access, education, housing, 
transportation, and so on. Using the framework to support community-driven solutions draws on 
lessons from the civil rights movement and related movements, such as the women’s movement. 
Specific actions by several federal agencies illustrate how civil rights can be promoted to 
advance health equity through the planning framework. 

Conclusion 6-1: In the committee’s judgement, civil rights approaches have helped 
mitigate the negative impacts of many forms of social and health discrimination. 
Continuing this work is needed to overcome discrimination 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 
community 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 convening, 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 certain 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 organizations 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: 
• Supporting community organizing around important social determinants of

health;
• Supporting community capacity building;
• Supporting education, compliance, and enforcement related to civil rights laws;

and
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• Prioritizing health equity and equity in the social determinants of health through
investments in low-income and minority communities.

Past IOM reports have reflected on the limitations of randomized controlled trials for 
public health and  related research  and on the need for a broader array of research tools to 
inform community health improvement efforts (see, for example, 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 interactions 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 interventions, 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 disorder, and mental health 
disorders. Therefore, based on the committee’s expertise and its examination of the available 
evidence, the committee recommends the following: 

Recommendation 7-2: A number of actions to improve the knowledge base for 
informing and guiding communities should be taken including: 
• Public and private research funders should support communities and their

academic partners in the collection, analysis, and application of evidence from
the experience of practitioners, leaders of community-based organizations, and
from traditionally underrepresented participants who are typically left out of
such partnerships.

• Universities, policy centers, and academic publications should modify current
incentive14 structures to encourage and reward more research on the social
distribution 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.15

• 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, implement, 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 they constitute “sticky capital” (i.e., capital that is resistant to change). Such institutions: (1) 

14 Such incentives may include funding, publication standards, and rules governing tenure. 
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. The 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 findings 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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are affected by their local environment and, as such, have a stake in the health of surrounding 
communities; (2) have a moral and ethical responsibility 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 contentious 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 (Democracy Collaborative, 2014; Norris and Howard, 2015; 
NTFAI, 2010). Anchor institution 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 
purse public-private partnerships to address mutually relevant challenges. The anchor institution 
approach of an articulated mission, strategies, and metrics to improve community conditions has 
gained increasing attention and buy-in in a number of major metropolitan areas (e.g., Cleveland, 
Ohio, Philadelphia, Pennsylvania, Phoenix, Arizona, Detroit, Michigan). 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 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 

• Assessing the negative and positive impacts of anchor institutions in their 
communities and how negative impacts may be mitigated.16 
 

Policy makers include a wide variety of actors (e.g., city council members, 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. Furthermore, 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) (Williams and Collins, 2001). Thus, policy makers 
can play a significant leadership role in advancing progress in communities towards health 
equity. 

 

 

                                                            
16 See, for example, McNeely and Norris (2015). 
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Recommendation 7-4: The committee recommends that local policy makers assess 
policies, programs, initiatives, and funding 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 commitments to achieving health equity. Because 
of previously established relationships, public health agencies are also natural conveners of 
certain health equity stakeholders, including health care systems, community organizations, and 
insurance companies. In addition, since 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 organizations, faith-based 
organizations, businesses, and governmental agencies (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 stratified by neighborhood levels for 
specific populations and health related indicators, and 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 development 
sector. Moreover, the Build Healthy Places Network, the Center on Social Disparities in Health, 
and RWJF have together put forward Making the Case for Linking: Community Development 
and Health, a brief highlighting multiple models and examples of health and development sector 
partnerships from around the country (Edmonds et al., 2015). The growing 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 communities to 
community development financial institutions and others. 

Recommendation 7-5: The committee recommends that public 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 convening or 
supporting role with local community coalitions to advance health equity. 

New federal education legislation, the Every Student Succeeds Act,17 is a new mandate 
that requires school-level needs assessments, although 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 (see Recommendation 6-2) on 
state department guidance for student health needs assessments. 

17 S.1177 - Every Student Succeeds Act. Public Law No: 114-95 (December 10, 2015), 114th Cong. 
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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 partners 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 consequences 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 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 policymaking” (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 addressing major challenges, consider integrating health equity as a 
focus. 

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 government 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 minority 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 circumstances and context of each 
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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 effectiveness. Examples include pay-for-success 
financing models to support early childhood development and other programs, the Sustainable 
Communities 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. 

BOX S-2  
Some Guiding Principles for Community Consideration 

As described above, community-based efforts to promote health equity require the following three 
key elements: (1) multi-sector collaboration, (2) health equity as a shared vision and value, and (3) 
community capacity to shape outcomes. 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 next generation of leadership.
• Foster flexibility, creativity, and resilience where possible.
• Seriously consider potential community partners, including nontraditional ones.
• 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. 

Chapter 8 provides a range of tools for facilitating multi-sector collaboration, 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 chapter include: 
making the case for health equity; meeting data information needs, with available data sources 
and interactive tools outlined; adopting 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 toolkits. 
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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, 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 government, anchor institutions, and other 
community residents—have the power to change the narrative and help promote health equity. 
The report focuses on community-based solutions, although, 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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1 

The Need to Promote Health Equity 

INTRODUCTION 

In the United States, health equity and equal opportunity are inextricably linked. The 
burdens of disease and poor health and the benefits of wellness and good health, however—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—i.e., the conditions that provide 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 conditions 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 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 context 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 creative, 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.  
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DEFINING HEALTH EQUITY 
 

This report makes frequent reference to a number of terms with meanings 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 or 
when first discussed in the report.  

It is difficult to fully separate the concepts of equity and equality because they are 
intertwined. Different fields have used varying terminology in legal, public health, government, 
and other contexts. This report uses the term “health equity” 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 population 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).  

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, broadening 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 disproportionately 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, sexual 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 
changing 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,1 and Asians/Pacific Islanders was 

                                                            
1 Hispanic/Latino identification with country of origin: Four decades after the U.S. government 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, 
 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

THE NEED TO PROMOTE HEALTH EQUITY  1-3 
 

 
PREPUBLICATION COPY: UNCORRECTED PROOFS 

 

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 
sub-population: infant mortality, age-adjusted death rates, and life expectancy. Based on these 
indicators, the United States ranks lower than most peer nations; moreover, racial and ethnic 
disparities exist in the quality and longevity of the life of U.S. residents. The failure to address 
growing income inequality, along with health inequities by race 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 mortality 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). American 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 African 
American America were two separate nations, white America’s infant mortality rate would rank 
49th in the world, while African American 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 age at which a person dies as calculated from the time of 
birth, 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, the U.S. life expectancy 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 expectancy 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 
growth 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 it 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 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, 

                                                                                                                                                                                                
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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2016). Although the 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 (National Center for Health Statistics, 2014), due to 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, with some 
sub-populations (e.g., the Hmong population of Asian descent) experiencing particularly severe 
health disparities (Cho and Hummer, 2001; de Souza and Anand, 2014; Vang et al., 2015). 
However, recent immigrant status 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 evidence 
shows that the LGBT population does experience health disparities and that the disparities are 
exacerbated for those who hold multiple minority statuses—this “intersectional” perspective 
describes the recognition 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 geography (Kenney and Huntress, 2012; 
Ubri and Artiga, 2016). The Patient Protection and Affordable Care Act (ACA), passed in 2010, 
accelerated progress towards improved health equity by expanding health insurance coverage to 
about 16.4 million Americans. However, challenges remain in fully addressing health care 
inequity, including policy hurdles affecting subgroups of the population (e.g., lack of coverage 
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 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). 

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. 
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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 immigrants lack 
insurance. Underutilization of health care services among sub-populations of Hispanic and Asian 
immigrants has been documented (Alegria et al., 2006). The reasons for underutilization are 
complex and include an inability to speak the language, differences 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). 

Since the law is still relatively new, researchers are investigating its outcomes, but there 
are concerns that some lower-income working class 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. 
 

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 evidence accrued since then 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 determinants of health, 
is important in part to help enable sustainable interventions by engaging multiple sectors and 
addressing multiple health outcomes simultaneously. The solutions highlighted in this report 
recognize that national and state leadership are important to affect change in these determinants, 
but the report specifically addresses these interrelated 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 exist2 advancing progress towards 
health equity could afford economic, national security, and other benefits for the nation. The 
premise that social mobility, opportunity 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 compromise opportunity for all (Chetty et al., 2016; 
                                                            
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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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. Additionally, an 
opportunity to achieve good health is crucial to U.S. democracy, national security, and economic 
vitality, as described below. The burden 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 inequities 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 status and on key determinants of health, 
and they experience growing disparities on multiple measures of child wellbeing (OECD, 2009; 
Seith and Isakson, 2011). Poverty, food insecurity, lack of stable housing and lack 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, cardiovascular disease, poor 
educational outcomes, unemployment, poverty, early death) (AAP, 2010). Young children are 
most likely to live in poverty 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 the health and health disparities in later life leads to squandering human lives and their 
potential (OECD, 2009). 

Consequences for the Economy 

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

LaVeist and colleagues calculated that eliminating health disparities 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 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 management of 
unintended consequences on one hand and preventable chronic diseases on the other (IOM, 
2009). 
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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 matters. 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 non-prescription 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). Individuals who are not healthy enough 
to participate in the workforce will not be afforded the same employment opportunities as their 
healthy counterparts. Rear Admiral Robert Besal 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 economy (HERO, 2015; 
IOM, 2015). The impact of poor health on private businesses 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 distribution of opportunities for 
good health are more likely to die before the age of 75 than people in counties with more 
equitable opportunities for health (health status), even if the average incomes are the same 
(University 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 worry 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 spending 
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 socio-cultural (including demographic, economic, 

and political) and environmental landscapes affecting health disparities and the determinants of 
health. 

The changing economic context can be summarized 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 
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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 
than184 times that of the bottom 90 percent (Asante-Muhammad et al., 2016). This income 
inequality has a remarkable 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 overwhelming 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 displacement of 
vulnerable populations exacerbated the impact on both their health and economic well-being—
resulting in greater income inequality and wealth inequality (Smeeding, 2012). 

Recent changes in U.S. demographics underscore the urgency of finding ways to attain 
health equity. For example, from 2000 to 2010 the African American population increased by 11 
percent (Rastogi et al., 2010), 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 vulnerabilities in communities that are already disproportionately affected by pre-
existing 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 
mitigating risk and increasing resiliency in making plans to help the entire population, 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). Moreover, there is a growing and bipartisan recognition that mass 
incarceration, which affects individuals of color disproportionately, plays a major role in the 
breakdown of families and communities, constitutes an unsustainable use of taxpayer dollars, 
and leads, in connection with the larger policy milieu in both the private and public sector, to 
poor employment prospects and voter disenfranchisement (Clear, 2008; NRC, 2014). These 
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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. 
 

WHY COMMUNITIES? 
 

Individuals and families are part of communities, and the role of communities 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 cultural 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 multi-disciplinary 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 quality and availability 
of health care providers, the affordability and quality of housing, employment opportunities, 
transportation systems, the availability of parks, green space, and other aspects of the physical 
environment. Communities 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 inequity, 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 a 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 improving 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 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 City and County Health Officials’ annual meeting. Numerous 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, 
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Ford Foundation, Kresge, and Kellogg. Advancing health equity is at the core of the Robert 
Wood Johnson Foundation’s (RWJF’s) new push for a culture of health (RWJF, 2015). The 
federal government is investing heavily in health equity as well and 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 
“transform lives and places for disinvested people” (The Housing Fund, 2015) and at their core 
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 country’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,3 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 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. 

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 Sciences, 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

3 See http://www.rwjf.org/en/culture-of-health.html for more information (accessed October 28, 2016). 
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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).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). 
- The committee may review appropriate frameworks for assessing policies and actions to 

address health inequalities and use these to examine the examples of community-based 
solutions. 

- 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.

Culture of Health Lens 

RWJF defines a culture of health broadly “as one in which good health and well-being 
flourish across geographic, demographic, and social sectors; 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, customs 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 

• Making health a shared value
• Fostering cross-sector collaboration to improve well-being
• Creating healthier, more equitable communities
• 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 community level. 

The committee also referred to the ecological model illustrated in the 2003 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 developed a simple 
model to show what it concluded are 3 important elements of community-based efforts to 
promote health equity. The community-based level of intervention is situated in the second and 
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The model begins with the outer circle and background as the context in which health 
inequities and community-driven4 solutions exist. 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, governance, and 
culture. In the report conceptual model, this socioeconomic and political context includes 
structural inequities and biases that are produced along the axes of race, gender, class, sexual 
orientation, and other social domains. These inequities are manifested in systematic 
disadvantages 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 Robert Wood Johnson Foundation, separating the social and physical environments, and 
adding transportation. Although the framework incorporates transportation as part of the 
“physical and social environment,” 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 Framework 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 
literature, 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 outcomes.” 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 solutions 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 opportunity for health which is the 
foundation for a vibrant, healthy community.

4 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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NOTES: Multi-sector collaboration includes partners from agriculture, banking/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.  
Informed by the Robert Wood Johnson Foundation Culture of Health Action Framework and the 
Prevention Institute Systems Framework to Achieve an Equitable Culture of Health. 

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 
community 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. The importance of communities and their 
role and potential to promote health equity is discussed in Chapter 4. 

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, 20165). 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 neighborhood. 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. 

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 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 

5 Draft manuscript from Melanie C. Dreher, Rush University Medical Center,  provided to staff for the Committee 
on Community- Based Solutions to Promote Health Equity. Available by request from the National Academies of 
Sciences, Engineering, and Medicine Public Access Records Office. For more information, email PARO@nas.edu. 
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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.6 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.7 The process used to identify the community examples highlighted is outlined in 
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 
current 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 communities to promote health equity and explains the larger context in 
which communities are situated, as well as the types of evidence needed to support 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 towards 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. 

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, businesses, 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. 

6 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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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 underlying conditions and root causes 
contributing to health inequities and the interdependent nature of the factors that create them 
(drawing from existing 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 disproportionately impacted by inequity. In addition, this chapter 
summarizes data related to military veterans as well as rural-versus-urban-area differences. The 
committee drew upon existing literature, comprehensive reviews (AHRQ, 2016; NCHS, 2016), 
and recent studies. Throughout 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 attainment of full health potential that can be 
measured by differences in incidence, prevalence, mortality, burden of disease, and other adverse 
health conditions (NIH, 2014). While the term disparities is often used or interpreted 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 addition to race 
and ethnicity, shape an individual’s ability to achieve optimal health (RWJF, 2016b). 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 communities occupying unequal positions in 
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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 populations across multiple dimensions. 
 

Racial and Ethnic Disparities 
 

Race and ethnicity are socially constructed categories that have tangible 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). 

For racial and ethnic minorities in the United States, health disparities take on many 
forms, including higher rates of chronic disease and premature death as 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 do (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 alcoholism-
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).1 

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 

                                                            
1 At the time the report was being finalized in December 2016, the Centers for Disease Control and Prevention 
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 decreased 0.1 year between 2014 (78.9 years) and 2015 (78.8 years), 
and that “the age-adjusted death rate increased 1.2% from 724.6 deaths per 100,000 standard population in 2014 to 
733.1 in 2015” (Xu et al., 2016, p. 1). 
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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 immunodeficiency 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 groups2 measured in the National Vital Statistics Survey 
(NVSS) in 2014, African American women had the highest percentage of pre-term 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 country of origin. For example, the 2014 NVSS findings revealed that Puerto 
Rican mothers had the highest percentage of pre-term singleton births at 9.1 percent, and Cuban 
mothers the lowest at 7.2 percent (NCHS, 2016). 

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 staggering. 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 experienced 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 essentially 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 disproportionately 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 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 cardiovascular 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 suicide 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). 
 
                                                            
2These groups include: black; American Indian or Alaska Native; Hispanic; white; and Asian or Pacific Islander. 
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TABLE 2-1 Leading Causes of Death by Race, Ethnicity, and Gender, 2013  
Rank Gender All  African American American Indian/ 

Alaska Native 
Asian/ Pacific 

Islander 
Hispanic White 

1 Female Heart disease 
22.4% 

Heart disease 
23.6% 

Cancer 
18.9% 

Cancer  
26.4% 

Cancer 
22.6% 

Heart disease 
22.4% 

Male Heart disease 
24.6% 

Heart disease 
24.0% 

Heart disease 
19.8% 

Cancer  
26.1% 

Heart disease 
20.7% 

Heart disease 
24.8% 

2 Female Cancer 
21.5% 

Cancer 
22.5% 

Heart disease 
16.8% 

Heart disease 
20.8% 

Heart disease 
20.0% 

Cancer 
21.2% 

Male Cancer 
23.5% 

Cancer 
22.4% 

Cancer  
17.74% 

Heart disease 
23.6% 

Cancer 
20.7% 

Cancer 
23.7% 

3 Female Chronic lower 
respiratory 

diseases 
6.1% 

Stroke 
6.0% 

Unintentional 
injuries 
8.5% 

Stroke 
8.0% 

Stroke 
5.8% 

Chronic lower 
respiratory 

diseases 
6.6% 

Male Unintentional 
injuries 
6.3% 

Unintentional 
injuries 
5.8% 

Unintentional 
injuries 
12.6% 

Stroke 
6.1% 

Unintentional 
injuries 
9.9% 

Unintentional 
injuries 
6.3% 

4 Female Stroke 
5.8% 

Diabetes 
4.7% 

Diabetes 
6.1% 

Diabetes 
3.7% 

Diabetes 
5.0% 

Stroke 
5.8% 

Male Chronic lower 
respiratory 

diseases 
5.4% 

Stroke 
4.7% 

Chronic liver 
disease 
5.5% 

Unintentional 
injuries 
5.0% 

Diabetes 
4.4% 

Chronic lower 
respiratory 

diseases 
5.7% 

5 Female Alzheimer’s 
disease 
4.6% 

Chronic lower 
respiratory 

diseases 
3.3% 

Chronic liver 
disease 
5.6% 

Influenza & 
pneumonia 

3.5% 

Unintentional 
injuries 
4.4% 

Alzheimer’s 
disease 
4.9% 

Male Stroke 
4.1% 

Homicide 
4.5% 

Diabetes 
5.3% 

Diabetes 
4.0% 

Stroke 
4.3% 

Stroke 
4.0% 

6 Female Unintentional 
injuries 
3.8% 

Kidney disease 
3.0% 

Chronic lower 
respiratory 

diseases 
5.0% 

Alzheimer’s 
disease 
3.4% 

Alzheimer’s 
disease 
3.8% 

Unintentional 
injuries 
3.9% 

Male Diabetes 
3.1% 

Diabetes 
4.1% 

Suicide 
4.3% 

Chronic lower 
respiratory 

diseases 
3.6% 

Chronic liver 
disease 
4.0% 

Diabetes 
2.9% 

7 Female Diabetes 
2.8% 

Unintentional 
injuries 
3.0% 

Stroke 
4.4% 

Unintentional 
injuries 
3.3% 

Chronic lower 
respiratory 

diseases 
3.1% 

Diabetes 
2.5% 

Male Suicide 
2.5% 

Chronic lower 
respiratory 

diseases 
3.3% 

Chronic lower 
respiratory 

diseases 
4.0% 

Influenza & 
pneumonia 

3.3% 

Chronic lower 
respiratory 

diseases 
2.9% 

Suicide 
2.6% 

8 Female Influenza & 
pneumonia 

2.3% 

Alzheimer’s 
disease 
2.7% 

Influenza & 
pneumonia 

2.4% 

Chronic lower 
respiratory 

diseases 
2.5% 

Influenza & 
pneumonia 

2.4% 

Influenza & 
pneumonia 

2.4% 

Male Influenza & 
pneumonia 

2.1% 

Kidney disease 
2.6% 

Stroke 
2.7% 

Suicide 
2.6% 

Suicide 
2.6% 

Alzheimer’s 
disease 
2.1% 

9 Female Kidney disease 
1.8% 

Septicemia 
2.3% 

Alzheimer’s 
disease 
2.1% 

Kidney disease 
2.0% 

Chronic liver 
disease 
2.1% 

Kidney disease 
1.7% 

Male Alzheimer’s 
disease 
2.0% 

Septicemia 
1.9% 

Influenza & 
pneumonia 

2.0% 

Kidney disease 
1.9% 

Homicide 
2.4% 

Influenza & 
pneumonia 

2.1% 
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10 Female Septicemia 
1.6% 

Hypertension 
2.0% 

Kidney disease 
2.1% 

Hypertension 
1.9% 

Kidney disease 
2.0% 

Septicemia 
1.5% 

Male Chronic liver 
disease 
1.8% 

Influenza & 
pneumonia 

1.7% 

Homicide 
2.0% 

Alzheimer’s 
disease 
1.4% 

Influenza & 
pneumonia 

2.0% 

Chronic liver 
disease 
1.9% 

SOURCES: CDC, 2013b,c. 
 

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 African American–
white disparities in part because of their large sample sizes. Other groups are not studied in as 
much detail because their sample sizes can be small. Moreover, heterogeneous groups may be 
folded together—for example, Native Americans 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 Hispanics, 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 African American–white 
disparities, 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 in these 
groups. 
 

ADDRESSING HEALTH EQUITY IN UNIQUE POPULATIONS 
 

In the sections that follow, the committee discussed in some detail health disparities that 
affect several unique populations unique for several different reasons ranging from data 
challenges (e.g., one group is severely underrepresented in public health data collection, another 
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, solutions explored and implemented 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 million 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 
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that the majority of people who identify as Native American (78 percent) live outside of regions 
that are considered traditional Native American areas3 (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 
conditions of Native American communities. Furthermore, the body of literature 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 prevention 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, 2016c). This is 
especially true for specific subgroups of Native Americans, such as the Pima Indians, who have 
historically been identified as having the world’s highest recorded prevalence and incidence of 
type 2 diabetes (HHS, 2016c; 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, 2016c). This disparity is especially striking when examined against the 

                                                            
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. 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

THE STATE OF HEALTH DISPARITIES IN THE UNITED STATES  2-7 
 

 
PREPUBLICATION COPY: UNCORRECTED PROOFS 

 
 

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 important 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 approximately 50 percent higher among Native 
Americans than 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 communities have followed the trend towards 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). 
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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. 
 

Gender Disparities 

When discussing health disparities across gender groups, it is important 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. Non-biological health disparities stem from socioeconomic conditions 
that can shape gender differences in health outcomes such as mortality rates, alcohol and 
substance abuse, mental health disorders, 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 expectancy 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 poisoning 
(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). 
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violence in ways that affect their health. 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 particularly 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, 2013). 
 

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).4 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 
influences for LGBT people, inequities in healthcare, intervention research, and transgender-
specific health needs. The report defined LGBT populations 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 combines the 
biological construct of sex and the social construct of gender. It has two categories, cis-gendered 
and trans-gendered. As implied by the Diagnostic and Statistical Manual of Mental Disorders 
(DSM5) 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 

                                                            
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). 
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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 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 on mental health disparities are mixed. 
Violence, including bias crimes, remains a major public health issue for LGBT persons, although 
the levels and types of violence differ across LGBT sub-populations. 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 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 preventable diseases can prevent 
many of the health issues affecting lesbians. Lesbians have higher rates of alcohol, tobacco, and 
other drug use, which is 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 
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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) infection 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 emerging set of concerns 
pertain to negative body image, eating disorders such 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 primarily by the social determinants of health. The 
inability to secure employment 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. African 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 disproportionately higher levels of incarceration than their non-minority 
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). 
 
Health Care Disparities 

Sexual minorities face several barriers to care, including their exclusion from a partner’s 
health insurance, provider-related discrimination, psychosocial barriers (e.g., fear of disclosing 
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sexual orientation and gender 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 intentionally (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 survivors (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 survivors, 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 Project, 2015; 
Dickey et al., 2016). 
 

Disability Status and Health Disparities 

Disabilities,5 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 disabilities 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 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 disparities 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. 

                                                            
5 The WHO International Classification of Functioning, Disability, and Health (ICF) defines disability as an 
umbrella term for impairments, activity limitations, and participation restrictions (WHO, 2001). 
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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,”6 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 more 
serious problem among younger veterans. A study of 1.3 million veterans who served in Iraq and 
Afghanistan between 2001 and 2007 found that non-deployed and deployed veterans had 61 and 
41 percent higher 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 attention. 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 posttraumatic stress 
disorder (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 substantial 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.”7 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 

                                                            
6 38 U.S. Code § 101. 
7 38 U.S. Code § 1720D. Counseling and treatment for sexual trauma. 
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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, 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 population. A review of studies examining 
racial and ethnic health care disparities 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 
disproportionately 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 even as the number of homeless veterans has decreased in recent years. Veterans are at 
significantly higher risk than members of the general population for becoming homeless (Tsai 
and Rosenheck, 2015). Point-in-time counts by the Department of Housing and Urban 
Development across all states estimated 47,725 homeless veterans in 2015 and 39,471 homeless 
veterans in 2016, a decrease of 17.3 percent between the 2 years8 (HUD, 2016). Studies with 
more geographically focused sampling also illustrate the continuing pervasiveness 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. 

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 meaningful 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 employment 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: 

8 Note: Comparison of prevalence estimates over time is flawed due to differences in counting and estimation 
methods. 
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• The partnership with the university provides the foundation for nationally recognized
accreditation.

• The program meets the U.S. Department of Agriculture’s (USDA’s) experience
requirements—completing VSAT is equivalent to 1 year of farm management 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 educational benefits (e.g.,
GI 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 production 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 disabilities (Stand for the Troops Inc., 2016). 
Thus, VSAT and the subsequent employment 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, 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 (IOM, 2013). 
Historically, 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 overall well-being, is concentrated in the South and Midwest (Levi et 
al., 2015b). Likewise, people living in the South are more likely to be diagnosed 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 Figure 2-3) (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 from one neighborhood to 
the next (see Figure 2-4 to see 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 disparities 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 Siahpush 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 counties9 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 Appalachia10 the proportion of the population living in rural communities is double 
that of the population in the nation living in rural areas (42 percent and 20 percent, respectively) 
(CREC and WVU, 2015). Mortality measures show that in Appalachia, mortality rates have 
increased, particularly 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 Appalachian counties and non-Appalachian counties have persisted since the 
1970s. High infant mortality in Appalachia is associated with high poverty 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 
compared to other residents living in the same state, but in non-Appalachian counties (McGarvey 
et al., 2011). This relationship held up 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 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 concerns 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 

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 following states: Alabama, 
Georgia, Kentucky, Maryland, Mississippi, New York, North Carolina, Ohio, Pennsylvania, South Carolina, 
Tennessee, and Virginia (CREC and WVU, 2015). 
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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 disadvantage in all areas of 
health when compared to urban and suburban communities. 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 
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 historically 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, substandard 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: 

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

• Inefficiency associated with providing health care services, which leads to, for instance,
hospital closures in rural areas;

• A primary focus on and allocation of resources for interventions to address issues facing
urban populations;

• 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

• 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 population characteristics 
and barriers to health that shape urban disparities. 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., Los Angeles, California; New York, New York; Chicago, Illinois; 
Houston, Texas; 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 shape how residents in urban food deserts 
interact with food (Cannuscio et al., 2010). 

Violence, in addition to the resulting injuries and trauma, affects urban regions at higher 
rates than 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 
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(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 pre-term 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 and morbidity due to asthma for those living in 
crowded, urban neighborhoods (Gern, 2010). This association has been attributed to the presence 
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 in 1985 of the Report of the Secretary’s Task Force on Black & 
Minority Health (the Heckler Report) (Heckler, 1985) and even the IOM’s 2003 Unequal 
Treatment: Confronting Racial and Ethnic Disparities in Health Care report (IOM, 2003), 
significant progress has been made in the science of health inequities. Scientific progress is 
evident in the development of conceptual models of the multi-level factors that shape health 
inequities, a greater standardization and collection of data on race and ethnicity, more 
sophisticated 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 application challenges that need to be addressed 
in order to offer knowledge that can strategically and accurately inform interventions aimed at 
reducing 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: Standardization 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 (IOM, 2009). 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). 
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Beyond the collection of data on race and ethnicity, a significant challenge 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 and the National Survey on Drug Use and Health. Insufficiently large samples of some 
groups (e.g., Native Americans/American Indians, Hispanics and subgroups, and Asian and 
Pacific Islanders and subgroups) result in unreliable estimates of health indicators and resulting 
limitations on studies to investigate the factors that contribute to disparities within and across 
groups. Oversampling of these groups in national epidemiological 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 tracking 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 reducing health inequities. For example, 
the National Latino and Asian American 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 on LGBT health 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 Diversity 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 inequality [National Equity Atlas, 2016; RWJF, 2016a; United Health 
Foundation, 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, volunteerism [Opportunity Index, 2016], linguistic isolation 
[Brandeis University, 2016]) and 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 integration of these and other neighborhood-level features, if added to 
existing 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 relationships (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, 
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longitudinal studies of life-course processes on the impacts of neighborhood level factors on 
health and health equity are needed. For example, in considering residential mobility, Diez Roux 
and Mair note the limited work on characterizing 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 
multi-level 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 community 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 complex 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: 

• 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, 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 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 theory,

measures, and scientific methods, with the goal of enhancing 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 

 

 

 

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 intrapersonal, 
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 allocation of power and resources—including goods, services, and 
societal attention—which manifest in unequal social, economic, and environmental conditions, 
also called the (multiple) determinants of health. Box 3-1 includes the definitions of structural 
inequities and the social determinants of health. 
 

 
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 refer 
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 
environment; and transportation. 

 
  

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

The fields of public health and population health science have accumulated a robust body 
of literature over the past few decades that elucidates how social, political, economic, and 
environmental conditions and 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 
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(Bradley et al., 2016; Braveman and Gottlieb, 2014; Thornton et al., 2016; Williams and 
Mohammed, 2013). This literature 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 differences 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 status, geography, and more. Structural 
inequities are the personal, interpersonal, institutional, and systemic drivers—such as, racism, 
sexism, classism, able-ism, xenophobia, and homophobia—that make those identities salient to 
the fair distribution of health opportunities and outcomes. Policies that foster inequities at all 
levels (from organization to community to county, state, and nation) are critical drivers of 
structural inequities. 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, 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 trajectory and the health of the adults and 
children, race- and class-differentiated 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 (RWJF, 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 
differences, 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 differential birth outcomes (Christian, 2012; El-Sayed et al., 2015; Strutz et al., 2014; 
Witt et al., 2015). In elementary school there are persistent differences 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 performance, 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 
ethnicity divisions, as do the rates of college and vocational school participation—all of which 
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Historical Perspective and Contemporary Perceptions 

Whether with respect to race, ethnicity, gender, class or other markers 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 narrative. 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 internment of Japanese Americans, the Chinese exclusion policies, the 
criminalization 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, 
institutionalization, and social exclusion. 

Civil rights, women’s liberation, gay rights, and disability rights movements and their 
aftermath 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 case1 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 mirrored 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 
“reasonable balance” or even gone “too far” in “accepting transgender people” (Polling Report, 
n.d.). In 2015, 72 percent of respondents, including 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, 72 percent also 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 Americans 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 status, 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                                                              
1 Obergefell v. Hodges, 576 U.S. (2015). 
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intergenerational transfers of disadvantage and advantage for African Americans and whites, 
respectively (Chetty et al., 2014; Darity et al., 2001). The inequities also reproduce 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 disparities (Farmer and 
Ferraro, 2005); therefore, addressing socioeconomic factors without addressing racism is 
unlikely to remedy these inequities (Kaufman et al., 1997). 
 

 
 
Systemic Level 

 Immigration policies 

 Incarceration policies 

 Predatory banking 

Community Level 
 Differential resource allocation 

 Racially or class segregated schools 

Institutional Level 
 Hiring & promotion practices 

 Under- or over-valuation of 
contributions 

Interpersonal Level 
 Overt discrimination 

 Implicit bias 

Intrapersonal Level 
 Internalized racism 

 Stereotype threat 
 Embodying inequities 

 
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 relationships among organizations. At the systemic level, the 
mechanisms are national, state, and local policies, laws, and regulations. 
SOURCE: Concept from McLeroy et al., 1988. 
 

Racism is an umbrella concept that encompasses specific mechanisms that operate at the 
intrapersonal, interpersonal, institutional, and systemic levels2 of a socioecological framework                                                              
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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(see Figure 3-2). Because it is not possible to enumerate all 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 that 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 interactive, 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 policies 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 institutions 
(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. Residential segregation remains a root cause of racial disparities in health 
today (Williams and Collins, 2001). 

Racism is not an attribute of minority groups, but 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 non-minority 
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 
alternative that disadvantages neither group. 

Most studies of racism are based on African American samples; however, 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 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 residing in 
California with Arabic surnames 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 independent nations, the 
issues of racism need to be considered to intersect 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 mental health, 
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cardiovascular, 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 
studies focus on the role of discrimination, i.e., 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, Hispanics 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 
influences health equity—discrimination (including implicit bias), segregation, 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 non-minorities. Recent meta-analyses suggest that 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). Significant 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 pre-term 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 
discrimination 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 
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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 outcomes (e.g., low birth 
weight and premature birth), than for other outcomes (Williams and Mohammed, 2009). 

Higher socioeconomic status (SES) does not protect racial and ethnic minorities from 
discriminatory exposures. In fact, it may increase opportunities 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 American 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 unconscious discrimination—
as a form of racial or other bias that operates beneath the level of consciousness (Dovidio et al., 
2002). Research conducted 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 stratification 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, 2003; van Ryn and Burke, 2000). The evidence is clear that 
unconscious racialized perceptions contribute to differences in how various individual actors, 
including health care providers, perceive others and treat them. Based on psychology lab 
experiments, functional magnetic resonance imaging (MRI) 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 limited 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 
characteristics (IOM, 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 if patients have similar clinical profiles, 
their care may differ systematically 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 contributes to health disparities is mixed (van 
Ryn and Fu, 2003). Qualitative and quantitative findings suggest 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 behaviors, and 
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may be less willing to prescribe them pain medications and narcotics medications (van Ryn and 
Fu, 2003). In a video-based study conducted among primary care providers, the odds ratio of 
providers referring 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 associated 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 pipeline participants 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 
providers working in resource-poor communities seems to be one option for 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 
opportunity to account for it while serving diverse persons/patients. 
 
Segregation 

Residential segregation, 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, 
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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 disparities in a variety 
of ways. It limits the socioeconomic resources available to residents of minority neighborhoods 
as employers and higher SES individuals 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). 
 
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 opportunities, 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. Interventions to address 
the health consequences of racism need not target racism 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 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 settings 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 racism” process, which is built around 
community organizing. 
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• The Praxis Project,3 a national organization whose mission is to build healthy 
communities by transforming the power relationships and structures that affect lives. 
The organization’s comprehensive strategy for change includes policy advocacy, 
local organizing, strategic communications, and community research. 
 

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 accounted 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 community’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 focusing 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 
summarized 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. 

 
 
 
 
 
 
 
                                                              

3 For more information, see http://www.thepraxisproject.org/ (accessed October 20, 2016). 

BOX 3-3 
How to Start a Conversation on Race and Health 

(Excerpted from Culture of Health Prize Winner, Everett MA) 

1. Recognize the connections among race, police practices, and health. 
2. Create a safe place for the conversation and for trust to grow. 
3. Ask and answer the tough questions. 
4. Wrap it in a larger effort to confront and change health inequities. 

 
SOURCE: RWJF, 2015a.  
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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 interventions have the potential to reduce implicit bias (Kang et al., 2014; 
Levesque and Brown, 2007; Lueke and Gibson, 2014). One promising avenue 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 mindfulness 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 outcomes 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 in 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 criminal 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 
trainings to strengthen police–community relations (Gilbert et al., 2016; Jones, 2016). 

The Perception Institute,4 an organization committed to generating evidence-based 
solutions for bias in education, health care, media, workplace, law enforcement, and civil justice, 
published a report (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, randomized 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, individuation, 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 funders5 support 
research on (a) health disparities that examines the multiple effects of structural 
racism (e.g., segregation) and implicit and explicit bias across different categories of 
marginalized 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 interventions to address 
implicit bias, but more research is needed, and engaging community members in this and other 
aspects of research on health disparities 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                                                              
4 For more information, see https://perception.org/ (accessed October 18, 2016).  
5 Funders include government agencies, private foundations, and academic centers of higher education. 
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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 non-traditional 
participants as community members and local business leaders, in addition to academic 
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, 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 and 
academic institutions convene multidisciplinary research teams that include non-
academics to (a) understand 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 (i.e., 

race, gender, sexual orientation), and the social and other 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., smoking, physical 
activity, nutrition habits, and alcohol and drug use) that the evidence shows are proximally 
associated with individual health. As stated in Chapter 1, understanding the social determinants 
of health requires a shift towards 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, church, workplace, and neighborhood) have been 
referred to as “place.” In addition to the more material attributes of “place,” the patterns of social 
engagement, social capital, social cohesion, and sense of security and well-being are also 
affected by where people live (Braveman and Gottlieb, 2014; HealthyPeople 2020, 2016). 
Although the term “social determinants of health” is widely used in the literature, the term may 
incorrectly suggest that such factors are immutable. It is important to note that the factors 
included among the social determinants of health are indeed modifiable and that they can be 
influenced by social, economic, and political processes and policies. In fact, there are 
communities throughout the United States that have prioritized 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, we will continue to use the widely accepted word “determinants.” 
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Wealth 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. 
 

Employment 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. 
 

Health Systems 
and Services 

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. 
 

Housing 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 SES. 
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. 
 

Physical 
Environment 

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, 
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what’s sold and how it’s promoted, parks and open space, look and feel, 
air/water/soil, and arts and cultural expression. 
 

Transportation 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. 
 

Social 
Environment 

 

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 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. 
SOURCE: Davis et al., 2016. 
 

There is a vast and growing body of literature on the social and other determinants of 
health and their impacts on health 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 
relationship between each of these determinants and health, but the determinants 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 (knowledge, 
attitudes/beliefs, skills), family and community (and friends and social networks), institutions 
(relationships among organizations, etc.), and systemic (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 
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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 highlight 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 community), 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 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 birthday 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 
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A recent study of schools 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 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 disproportionately higher rates of students who were held 
back in 9th grade, suspended, or expelled (GAO, 2016). 

One gap in educational achievement that has successfully been narrowed over the past 
five decades is the gender disparity in bachelor degree attainment, in which men historically had 
higher achievement rates (Crissey et al., 2007). In 2015 the percentage of men aged 25 or older 
with 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 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 old 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 education (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. (2011) 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: 

 
• Education increases health knowledge, literacy, coping, and problem solving, thereby 

influencing health behaviors; 
• 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 influence health (e.g., self-
efficacy, social status, and social networks) (Egerter et al., 2011b). 
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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 community 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 address student
discipline, and a student-led youth court was established in partnership with the University of
Texas–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, enrollment 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. 

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 component, which can have implications for who has access to 
wealth and who does not (De Nardi, 2002). 

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 
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parks (Davis et al., 2016). Income can predict a number of health outcomes and indicators, such 
as 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 inequality. In 1970, 17 percent of families lived in upper-income areas, 
65 percent 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 percent 
of workers; in the 1990s and 1980s this ratio was 12.5 to 1 and 11 to 1, respectively (OECD, 
2015). Furthermore, households earning in the bottom 10 percent have not benefitted 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). 
Disparities 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 bottom 5 percent of income earners saw no increase (Chetty et al., 
2016). 

Not only are income and wealth determinants of health, but the concentration 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). 

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 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. 
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the Gini coefficient) and infant mortality (Olson et al., 2010). Infants born to low-income 
mothers also 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 relative 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 exposure” as a potential mechanism for the socioeconomic status and health gradient. This is 
the convergence among populations with low socioeconomic status of multiple physical and 
psychosocial risk factors such as poor housing and neighborhood quality, pollutants and toxins, 
crowding 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 3-4 for an example of an initiative seeking to building income and wealth in 
communities around the country). 

BOX 3-5 
Family Independence Initiative: The Power of Information and Investment  

in Families Who Take Initiative 

The Family Independence Initiative (FII) envisions a future in which each person 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, FII is a national nonprofit which 
leverages the power of information to illuminate and accelerate the initiative low-income families take to 
improve their lives. FII approaches address two major challenges to upward mobility: (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 (FII, n.d.-a, n.d.-b).

FII has launched demonstration projects in six cities across the United States: Oakland, San 
Francisco, Boston, New Orleans, Detroit, and Fresno. 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 themselves, families set their own direction and
actions. Rather than providing directions or advice, liaisons listen and sometimes ask
questions.
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• Data Tracking Through an Online Journal: Each family has access to FII’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 connections) and providing each family a tool for self-reflection. Families are paid for
sharing their data with FII.

• Resources That Leverage Family Initiative: FII analyzes the data from the online data
system to gain insights about family needs and match them to resources that can be
leveraged (FII, n.d.-c). This has led to innovations 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 accountable (FII, n.d.-d).

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 employees 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 providing 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 
success 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 occupational status influences health have not clearly 
been delineated, there is evidence that the type of job does affect such health outcomes as 
hypertension risk and obesity (An et al., 2011; Clougherty et al., 2010). 

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 colleagues found that even 
after controlling for significant social background factors (e.g., gender, race, education, maternal 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

THE RO

education
health an

Dispariti

E
ethnic gr
reducing 
highest s
percent f
for Asian
race and 
Asians. D
level of e
(Buffie, 2

FIGURE
averages
NOTE: P
Asians ar
SOURCE

A
ethnicity
weekly e
$942 for 

7 These rep

OT CAUSES

PR

n, income, an
nd more depr

ies in Employ

Employment 
roups and ge

unemploym
tate-level un

for Hispanics
ns (New Yor
ethnicity ha

Disparities in
education, a 
2015). 

E 3-8 Unemp
. 

People whos
re only avail
E: BLS, 201

Among the em
, and gender

earnings7 wer
Asians (BL

present earning

S OF HEALT

REPUBLIC

nd more), in
ressive symp

yment 

data show d
ographic reg

ment national
nemploymen
s (Massachu
rk) (Wilson, 
ve persisted 
n employmen
major predic

ployment rat

e ethnicity is
lable since 2
4. 

mployed, the
r. According
re $578 for H
S, 2014). Th

gs for full-time 

TH INEQUI

CATION CO

nvoluntary jo
ptoms (Burg

disparities in 
gions, despit
lly (Wilson, 
nt rate was 1
usetts), 6.7 pe

2016). Figu
for more tha

nt between A
ctor of empl

tes by race a

s identified a
2000. 

ere are syste
g to the Bure
Hispanics, $
hese dispariti

wage and sala

ITY

OPY: UNCOR

ob loss was a
ard et al., 20

unemploym
te the overall
2016). Duri
3.1 percent f
ercent for wh

ure 3-8 show
an 40 years, 
African Ame
loyment, is h

and Hispanic

as Hispanic 

ematic differ
au of Labor 

$629 for Afri
ies are consi

ary workers onl

RRECTED 

associated w
007). 

ment rates ac
l progress th
ing the fourth
for African A
hites (West 

ws how dispar
 with the exc
ericans and w
held equal be

c or Latino e

or Latino m

ences in wag
Statistics, in

ican Americ
istent across

ly. 
PROOFS 

with poorer o

cross various
hat has been 
h quarter of 
Americans (
Virginia), an

arities in unem
ception of w
whites persi
etween the tw

ethnicity, 197

may be of any

ges and earn
n 2013 the m
cans, $802 fo
 almost all o

 3-27 

overall self-ra

s racial and 
made in 
2015, the 

(Illinois), 11
nd 4.3 perce
mployment b

whites and 
st even when
wo groups 

73–2013 ann

y race. Data f

nings by race
median usual
or whites, an
occupational

ated 

.9 
ent 
by 

n 

nual 

for 

e, 
l 
nd 
l 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

3-28        

groups. T
and Asia

A
groups se
occupatio
worked i

FIGURE
annual av
NOTE: P
not sum t
SOURCE

Mechanis

T
employm

1
2
3

T
illness, d
nursing f
stores, de
2011). Th
Occupati
work sett

PR

The widest g
n men, who 

As with incom
ee Figure 3-9
ons in 2013,
n those prof

E 3-9 Emplo
verages. 
People whos
to 100 perce
E: BLS, 201

sms 

The literature
ment affects h

. Physical a

. Psychoso

. Work-rela

The nature of
depending on
facilities, usi
epartment sto
his is especi
ional health 
ting. For exa

                 CO

REPUBLIC

gap in median
made $541 

me, the distr
9). Whereas 
 only 29 and

fessions (BL

oyed people b

e ethnicity is
ent due to rou
4. 

e suggests th
health: 

aspects of w
cial aspects 
ated resource

f work and th
n the type of 
ing motorize
ores, food se
ally true for 
can also be s
ample, the he

OMMUNITIE

CATION CO

n usual week
and $1,059, 

ribution of oc
half of Asia

d 20 percent 
S, 2014). 

by occupatio

s identified a
unding. 

hat there are t

ork and the 
of work and
es and oppor

he condition
f job. For em
ed vehicles a
ervices), the 
operators, la

shaped by th
ealth impact

IES IN ACTI

OPY: UNCOR

kly earnings
respectively

ccupations te
ans worked i
of African A

on, race, and

as Hispanic 

three potenti

workplace;
d how work i
rtunities (An

ns of a workp
mployees in sp
and equipmen

risk of occu
aborers, fabr
he physical n
t of a job tha

ION: PATHW

RRECTED 

s was found b
y (BLS, 201
ends to diffe
in manageme
Americans a

d Hispanic or

or Latino m

ial mechanis

is organized
n et al., 2011

place can inc
pecific secto
nt, trucking 

upational inju
ricators, and
nature of the
at requires in

WAYS TO HE

PROOFS 

between His
4). 
er across rac
ent, professi

and Hispanic

r Latino ethn

may be of any

sms through 

d; and 
1; Cloughert

crease the ris
ors (e.g., air 
services, ho
ury is higher

d laborers (A
 tasks involv

ntense, labori

HEALTH EQU

spanic wome

ial and ethni
ional, and re
cs, respective

nicity, 2013 

y race. Data m

which 

ty et al., 2010

sk of injury 
transportatio

ospitals, groc
r (An et al., 

An et al., 201
ved in a give
ious physica

UITY 

en 

ic 
elated 
ely, 

may 

0). 

or 
on, 
cery 

1). 
en 
al 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

THE ROOT CAUSES OF HEALTH INEQUITY  3-29 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

activity will be different than a job in which the tasks are primarily sedentary. There is also 
emerging evidence suggesting that women working hourly jobs bear a larger burden due to 
hazardous conditions in the workplace than their male counterparts on outcomes such as 
hypertension, 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 
programs, and sick leave (An et al., 2011). Box 3-6 briefly describes a program that aims to 
increase “green” employment opportunities for underserved individuals in a community. 

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 stability and security.8 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 success. 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 communication 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 results 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 trainings: 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

8 For more information, see http://www.itsmycommunity.org/green-jobs.php (accessed December 5, 2016). 
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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. 

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 promotion 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 
proportionally 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 
differences were lumped into the categories of patient preferences and clinical appropriateness, 
the ecology of health systems and discrimination, bias, and stereotyping (IOM, 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 
interprofessional, 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 population health (Stiefel and 
Nolan, 2012). In addition to helping create new health care opportunities, the Patient Protection 
and Affordable Care Act (ACA) has helped mitigate the challenge of access to care. According 
to the Centers for Disease Control and Prevention (CDC), the proportion of people in 2015 
without health insurance had dropped below 10 percent (Cohen et al., 2016c). 

Continuing the momentum of improving access to culturally competent 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 
socioeconomic 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 
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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 providers’ (e.g., physicians, nurses, 
medical assistants, dentists, pharmacists, social workers, psychologist) education experience, as 
well as making it a requirement for licensure for providers (Like, 2011), may have the potential 
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 environments in which patients live.9 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 
(RWJF, 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 non-
poor households and between African Americans and whites or Hispanics and whites decreased 
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 (see Figure 3-10) (NCHS, 2016). 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 measures10 (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 percent 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-quality 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 lack of culturally competent care 
can be a barrier for specific racial and ethnic groups who face stigma due to cultural norms 
(Wahowiak, 2015). 

9As access to care improves, it will be increasingly important to monitor potential disparities with respect to the 
nature of care that people receive. This is especially true for chronic conditions that require long term engagement 
with the healthcare system. 
10 Measures of access to care tracked in the 2015 National Healthcare Quality and Disparities 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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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
• 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 opportunities 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 Valley 
Community.  

SOURCE: Kokua Kalihi Valley, n.d. 

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 conditions 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 (Maqbool 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, biological factors such as mold and dust 
mites, and building factors associate 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 multi-unit 
residential buildings, including whether indoor smoking is permitted, are another dimension of 
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housing that can affect health outcomes. Box 3-8 introduces the revitalization efforts of one 
multi-unit apartment complex in a community in Minnesota. 

Neighborhoods matter for a number of reasons, including their influence 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 

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.) 

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, resulting in the following enhancements to the Rolling 
Hills Apartment Complex: 

• Renovated apartments designed to serve families.
• An LSS refugee and immigrant services office.
• 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 community 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 Initiatives 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. 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

THE ROOT CAUSES OF HEALTH INEQUITY  3-35 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

Homeless Populations 

For homeless people, a lack of stable housing contributes to disparities 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 substance abuse, infectious disease, and 
violence (Baggett et al., 2013). Infectious 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 disease to be the greatest causes of 
death among the homeless, with greater barriers to and lower rates of screening, diagnosis, and 
treatment as contributing 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 determinants, and the 
health of communities. According to the CDC, displacement 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 leads to poor 
housing conditions, including overcrowding and exposure 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 natural 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, work and play. This has 
direct implications for health. The physical environment contributes to 10 percent of health 
outcomes (Remington et al., 2015). Additionally, 40 percent of health outcomes depend upon 
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 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

3-36 COMMUNITIES IN ACTION: PATHWAYS TO HEALTH EQUITY 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

environments 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 exposures such as lead, particulate matter, proximity 
to toxic sites, water contamination, air pollution, and more, all of which are known to increase 
the incidence of respiratory diseases, various types of cancer, and negative 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). 

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 associated 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 departments 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 recreational 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 matters, 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, including food quality and affordability. In 
communities described as food deserts, there is limited access to affordable and quality food. 
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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 difficult 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). 

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 ethnic 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. Moreover, 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 neighborhood, decreasing the sense of 
security, and detracting from social cohesion. 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 environment is undergoing changes caused by human 
activity, such as through the production of greenhouse gases (IPCC, 2014). Human health is 
intricately 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 quality exacerbates previous health conditions such 
as asthma and chronic obstructive pulmonary disease, and air pollution is associated with 
cardiovascular 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, 
vulnerability to wildfires, floods, hurricanes, and winter storms, all with subsequent 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 mosquito, have the potential to emerge in previously non-affected areas. There is also a 
risk for an increase in food and water-borne illness caused by the changing temperatures and the 
survival of various infectious agents. Food insecurity, which is already a challenge in many 
locations, 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 pre-existing medical conditions, children, elderly 
populations, and low-income groups are at increased risk for poor outcomes. Existing health 
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disparities 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 pursuing new business opportunities, governments are forming 
international agreements, and policies are being implemented at the national, sub-national, state, 
regional, and local level to affect change. Many of these policies to adapt to and mitigate climate 
change are also the key components 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 mitigation and adaptation policies with co-benefits to build 
healthier, more equitable places include 

• Improving access to public transit
• Promoting flexible workplace transit
• Creating more complete streets for better pedestrian and bicycle use
• 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
• 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 multi-sector partners required to address the social 
determinants of health also are already partnering on related climate change work in their 
communities, creating a substantial opportunity for change (see Box 3-9 for an example of a 
community engaged in climate change–related work). 

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, totaling more than
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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 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 organization started by 
churches to address the social, economic, health, and safety issues experienced by children and families 
that remained in neglected and disinvested 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, hospitals, 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 neighborhood in Fresno, in collaboration with the Fresno Public Health 
Department’s Partnerships to Improve Community Health Farm-to-Table initiative. 

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 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 accessing 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 households in poverty, which are 
disproportionately represented by African Americans and Hispanics (FHWA, 2014). Long 
commute times and high transportation costs are significant barriers to employment and financial 
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stability (Roberto, 2008). Brookings researchers have concluded, based on analyses of census 
data, that the suburbanization of poverty is disproportionately affecting proximity to jobs for 
poor and minority populations as compared with their non-poor 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 environmental 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 
among 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 automobile, with multiple and interconnected 
consequences for health and equity (IOM, 2014). 

The relationship between physical activity and health is well established 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 Community Preventive Services (U.S. Task Force on 
Community Preventive Services, 2001). The evidence on the relationship among active 
transportation, 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 
unequivocally that certain changes to the built environment would lead to more physical activity 
or be the most efficient ways of increasing such activity” (TRB and IOM, 2005, p. 10). Since 
then, Pucher et al. (2010) found “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 neighborhood design” and that “the built 
environment was more likely to be associated 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 the facets 
described above and has also developed a Transportation Health Impact Assessment Toolkit.11 

11 For more information see https://www.cdc.gov/healthyplaces/transportation/hia_toolkit.htm (accessed September 
21, 2016). 
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CDC and the U.S. Department of Transportation (DOT) have also developed a Transportation 
and Health Tool to share indicator data on transportation and health.12 

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,13 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 children’s safety 
while walking and riding bicycles.14 

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 sustainable way by: 

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

• Integrating healthy community design strategies and promoting active 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 transportation and
housing; and

• 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. 

Social Environment 

How the social environment is conceptualized varies depending on the source (Barnett 
and Casper, 2001; HealthyPeople 2020, 2016). However, there are common elements identified 

12 For more information see https://www.transportation.gov/transportation-health-tool (accessed September 21, 
2016). 
13 For more information see https://www.sustainablecommunities.gov/mission/about-us (accessed September 21, 
2016). 
14 For more information see http://www.saferoutesinfo.org/ (accessed September 21, 2016). 
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by the literature that collectively shape a community’s social environment as a determinant of 
health. 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 culture. 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). 

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 ideation, 
injection drug use, alcohol and drug use among adolescents, smoking, 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: 

• Social support and social networks enable or constrain the adoption 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.

• 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) (McNeill et al., 2006).

The social environment interacts with features of the physical environment 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 in a 
community (Suglia et al., 2016). Other research points to the role of physical activity as a 
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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 environment 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 living 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 disease, diabetes, depression, and other 
conditions (County Health Rankings, 2016). 

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 establish 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 disseminated 
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.15 

One such network is the Cowlizt Community Network, which was formed in 1995 and whose 
mission is to bring the community together and create opportunities to help at-risk youth and families 
succeed. Its 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 Community 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, epigenetics, adverse childhood experiences, and resiliency—a holistic perspective of a 
person’s experiences over a lifetime.16 
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 safety problems and that community capacity 
development processes led by funded community networks were a key to success.  

SOURCE: Hall et al., 2012. 

16 For more information see http://www.cowlitzcommunitynetwork.com/ (accessed October 20, 2016). 
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Public Safety 

Public safety and violence are significant, intertwined social determinants of health, but 
they are also each significant indicators of health and community wellbeing 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, premature 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 to violence can have 
detrimental effects on physical and psychological well-being (Felitti et al., 1998; Pinderhughes et 
al., 2015). Violent victimization and exposure to violence have been linked to poor health 
outcomes including chronic diseases (e.g., ischemic heart disease, cancer, stroke, chronic 
obstructive lung disease, diabetes, and hepatitis ), asthma-related symptoms, obesity, post-
traumatic 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). 

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 community 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 environment through 
the availability of parks and open space to promote physical 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 occurrence 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, such as concentrated poverty, low housing values, and 
high schools with low graduation rates, foster violence and put residents at an increased risk of 
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death from homicide (Prevention Institute, 2011). This holds true for other types of violence as 
well. Living in poor U.S. neighborhoods puts African American 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 differences 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 Americans, Hispanics, and 
Native Americans, who are vastly overrepresented in communities that are at risk for violence 
because of the social and economic 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 Hispanic 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 suffer 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 disease 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 workers to implement the model, partnerships with local 
hospitals, and continual data collection and monitoring. 

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 releases), workers identify ongoing
conflicts and use mediation techniques to resolve them without violence.

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

• 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. 

• Change behaviors: Workers engage with high-risk individuals to convince them to reject the 
use of violence by discussing the cost and consequences 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 

• Respond to every shooting: Whenever a shooting occurs, workers organize a response 
where dozens of community members (e.g., local business 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 acceptable, the program 
distributes materials and hosts events. 

 
The model’s apparent effectiveness has been documented in multiple communities (Blount-Hill and Butts, 
2015; Butts 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. 
 
SOURCE: Cure Violence, n.d.-a,b. 

Child Abuse and Neglect 

Child abuse and neglect are two important measures of community 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 
following health-related outcomes: problems with growth and motor development, 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 demonstrated 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 dysfunction 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, but 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 
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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.17 An FBI analysis of single-bias hate crime 
incidents revealed that in 2014, 48.3 percent 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 targeted because of anti-Hispanic bias (UCR, 
2015). 

As is the case with other types of violence, exposure to hate crime violence can have 
pernicious effects on health. For 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 
perpetration 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, 
psychological 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 system’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 incarceration, which 
has had lasting effects on families and communities (Cloud, 2014; Drake, 2013). This expansion 
has affected racial and ethnic minority 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 juveniles 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 obstacles, 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 populations, 
but it also has a detrimental effect on multiple determinants of health in communities. Mass 

17 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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incarceration has contributed to the breakdown of educational opportunities, family structures, 
economic mobility, housing options, and neighborhood cohesion, especially in low-income 
communities of color (Cloud, 2014). Neal and Rick examined U.S. Census data from 1960 to 
2010 and found that although great progress was made in closing 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 contributes 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 contemporary inequities that 
have been shaped by institutional and societal structures, policies, and norms in the United 
States. These deeply rooted inequities have shaped inequitable experiences of the social and 
other determinants of health, as discussed in this chapter—education, income and wealth, 
employment, health systems and services, housing, the physical environment, transportation, the 
social environment, and public safety. 

Conclusion 3-2: Based on its review of the evidence, the committee concludes 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 communities, 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 
factors beyond the individual domain, such as living and working conditions and economic 
policies at the local, state, and national levels that are 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 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 
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expect that the lives and health of our patients would improve if they continued to live in the 
same conditions 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 disease-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 be so great on how, when, and where to 
intervene. Progress on how to move upstream in taking actions 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 workforce 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 understanding of the 
social determinants of health and population health but “does not have the breadth, or imply all 
of the multiple interactions and 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). Specifically, 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, cardiovascular 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 practice requires at least 
four essential areas of expertise: 

1. An understanding of theories that articulate the complex mechanisms 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.
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3. Expertise in the complex issues of study design, measurement, and analytic methods
in assessing changes resulting from interventions 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 population health and community conditions.

Considering the distinct fields of expertise required for these components 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, 
academic institutions involved in the training of population and place-based scientists need to 
integrate these diverse bodies of knowledge—including theory, methods, and tools from diverse 
disciplines. Training 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 implementation science, 
implementation, and evaluation that target improving population health and addressing health 
inequities. See Chapter 7 for more on the role of academic research in community solutions to 
promote health equity. 

The social determinants of health, while interdependent and complex, are made up of 
mutable factors that shape the conditions in which one lives, works, plays, worships, and ages. 
As highlighted in the boxes throughout this chapter, communities around the country are taking 
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. Chapter 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, contribute to health disparities, and indicating that 
successful community-level interventions 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 towards health equity are reviewed as well as the 
evidence and data necessary to inform community-driven solutions.  
 

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, 20161). 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 neighborhood. Therefore a community-
based solution 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 promote health equity. 

 
 

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. 
 
 
 
 
 
                                                         
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. Available by request from the 
National Academies of Sciences, Engineering, and Medicine Public Access Records Office. For more information, 
email PARO@nas.edu. 
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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 development 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 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 creating 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 sustainability 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. 

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 communities 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 evaluation 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. 
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interpreted to suggest that community-based 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 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 
business and other non-traditional 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 wellbeing. Such diverse approaches also are a 
manifestation of the fact that not all communities start out observing the unfair differences in life 
expectancy between one side of town and another, and seeking 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 
experience, from the availability of health care providers, the affordability and quality of 
housing, and employment opportunities, to schools, transportation 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 health in order to improve health inequities. In each case, community 
action was supported, enabled, or facilitated by federal or state policies 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 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. 
Community action requires a supportive context, which may range from government policies and 
programs to the activities of an anchor institution5 such as a university or business.                                                         
5 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 communities” (Dubb et al., 2013, p. vii). 
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Many communities strive to achieve greater wellbeing and economic vibrancy. 
Communities might aim to improve high school graduation rates, expand affordable housing, or 
create more jobs, or improve their children’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 education or housing or employment can also help 
improve health. Communities 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 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 collaborative undertaking—not only are they creating jobs and helping to 
train people for them, but this can 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 organizational and 

collaborative capacity needed to achieve the changes they 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 also the broader aspects of the social, economic, 
environmental, and political context in which communities operate.  

The evaluation of community efforts is extremely difficult and complex, 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.6 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,7 
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 non-clinical interventions 

                                                        
6 A growing body of research, not discussed here, focuses specifically on coalition functioning (see, for example, 
Shapiro et al., 2015). 
7 See, for example, Holder et al., 1997.  
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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 (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 quantitative analysis of the partnerships, researchers identified 
six characteristics 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 leadership, 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 factors 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 population health.” The 
authors offer 7 recommendations for strengthening collaborative partnerships for population 
health and health equity: measure 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 which showed no 
health improvement while the other showed modest benefit. The systematic review also included 
three studies that examined environmental changes, and two out of three showed some health 
benefit. In their recent study, Mays and colleagues (2016) examined 16 years 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 
comprehensive 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 developing comprehensive levels of 
system capital in rural, low-income, and minority communities, and 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).    

Qualitative and practice-based studies have suggested that certain attributes, including 
leadership, a backbone or integrator organization, an infrastructure for collaboration, a common 
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vision, shared language, 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:  

 
• the qualities of the community organization itself, such as committed, charismatic 

leaders, community support, and resources 
• the larger social, economic, environmental, and political conditions that set the stage 

for change. These factors are briefly discussed in more detail below. 
 

The characteristics of community organizations, such as having passionate 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 sustainable change on their own. 
Successful community interventions are often not simply the product of extraordinary people 
doing extraordinary things. Research in sociology and political science indicates that the broader 
social, economic, environmental, or political context can influence 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 organization (Campbell, 2013) 
such as a community health coalition. According to the predominant theories of political process, 
the political environment, 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). Furthermore, researchers have shown that the ability of 
communities to organize successfully partly depends on the receptivity of local political actors 
and structures to the communities’ needs (McAdam, 1982).  

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 constituent 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 combined with state and federal efforts to increase 
tobacco taxes. The taxes not only made cigarettes more expensive, dampening demand, but they 
also helped fund advertising campaigns warning people of the dangers of cigarettes and 
supported smoking quit lines. This multi-pronged effort to change policy, backed by a powerful 
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communications and educational 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 community-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 collaboration 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 support 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 community efforts to 
improve health equity. Certain areas suffer disproportionately from poor infrastructure that does 
not support healthy and walkable communities (for example, 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 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 the determinants 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 Recovery (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 African American community” through a project that will improve 
neighborhood streets, sidewalks, and crosswalks, add a bus stop, bike-sharing station, and 
Americans with Disabilities Act-compliant walkways, and create open space for transportation 
and recreation (DOT, 2016). 
 

ELEMENTS OF SUCCESSFUL COMMUNITY EFFORTS  
Communities working to promote health equity or 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 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

4-10        

 

FIGURE
solutions
 

F
requires t
health ca
cross-sec
that supp
an ongoin
more det

M
collabora
2014; Pry
governm
and indiv
commun
sector ap
advocate
across fie

                   

PR

E 4-2 The th
s to promote 

irst, success
the committ

are sector (H
ctoral collabo
port collabor
ng basis). In
ail in Chapte

Many organiz
ation as a key
ybil et al., 20

ment, nonprof
vidual comm
ity, has the p

pproach chall
s work only 
elds.  Althou

               CO

REPUBLICA

ree elements
health equit

fully addres
ed collabora
oying et al., 
oration are q
ation (for ex

nformation o
er 7, includin
zations have
y ingredient 
014). Multi-
fit organizati

munity memb
potential to s
lenges the co
within their

ugh much ca

OMMUNITIE

ATION COP

s of commun
ty. 

1. Multi-Se

sing health i
ation of orga

2012).  The
quality of par
xample, syste
n the roles o
ng some exa

e identified th
for promoti

sector collab
ions, private
bers come to
solve system
ommon silo 
r respective f
an be learned

ES IN ACTIO

PY: UNCO

nity success 

ector Collab
 

inequities, li
anizations sit
e RWJF cultu
rtnerships, in
ems in place
of different s
amples of wo
he fostering 
ing health an
boration, the
e entities, pub
ogether to sol
mic problems

approach to
fields with li
d from exper

ION: PATHW

ORRECTED

in implemen

boration 

ike other com
tuated in and
ure of health
nvestment in

e to encourag
sectors and s
ork on the ho
of cross-sec

nd health equ
e partnership
blic organiza
lve problem

s that affect h
o public healt
ittle or no co
rtise in speci

WAYS TO HE

D PROOFS 

nting commu

mmunity inte
d outside the
h framework
n collaborati
ge health as 
stakeholders 
orizon. 
ctor or multi-
uity (Mattess
p that results 
ations, comm

ms that affect 
health outco
th (and other
ommunicatio
ific fields, th

HEALTH EQU

unity-driven

erventions, 
e health and 
k drivers for 
ion, and poli
a mutual go
is discussed

-sector 
sich and Rau
when 

munity group
the whole 

omes. A mult
r fields), wh
on or alignm
he determina

UITY 

n 

icies 
al on 

d in 

usch, 

ps, 

ti-
herein 
ment 
ants 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

THE ROLE OF COMMUNITIES IN PROMOTING HEALTH EQUITY                                     4-11  

 
PREPUBLICATION COPY: UNCORRECTED PROOFS 

 

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 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 sectors to address a 
problem increases the likelihood of effective and systemic impact. In their assessment of the 
association between multisector 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 improvement—experienced significantly 
lower death rates from preventable conditions (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 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 intervention 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 millieu 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 historically marginalized populations to mobilize and advocate for 
government responses to their concerns. For example, the Dudley Street Neighborhood 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 communities through leadership development. Open contexts can engender trust in the 
political system among historically marginalized populations 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 interventions (Lyons et al., 2013). 

 
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 
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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, 
20158). The other dimension 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 simultaneously advancing the economic and social 
conditions in the communities 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 
organizational interests in order to improve the health and well-being of all those who are part of 
the community. 
 

3. Increasing Community Capacity to Shape Outcomes 
 

Third, increasing community capacity to shape outcomes is a recurring 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 build 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 
community capacity parallels other concepts central to research on different dimensions 
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 
organizational life, engagement in public affairs, community volunteerism, informal 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 common 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,                                                         
8 The RWJF culture of health 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 drivers 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 framework’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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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 involvement 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. 
 

BOX 4-2  
Power, Voice, Leadership, Collective Action 

 
Building power and voice to increase capacity (Schrantz, 2016a). 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 exercise their collective political influence can create policy changes 
that improve health and well-being. 
 
Building leaders (Community Tool Box, 2016). In many cases, emerging community 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 Community 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.   

As discussed earlier, a community movement or action does not occur spontaneously. 
What Doran Schrantz from ISAIAH, a faith-based coalition, 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 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 appropriate range of 
knowledge and experience will need to be assembled. For example, a kindergarten-through-12th-
grade intervention would ideally have expertise in not only education but also in cognitive 
development, the social environment, public safety, transportation, and other sectors and 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 partnerships with members of the affected 
community. See, for example, the Magnolia Community Initiative in Chapter 5 for a 
collaborative community initiative with partners across government, nonprofits, private entities, 
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. 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

4-14                                         COMMUNITIES IN ACTION: PATHWAYS TO HEALTH EQUITY  

PREPUBLICATION COPY: UNCORRECTED PROOFS  

The current state of community health inequities did not emerge overnight 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 communities; 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, building community 
capacity, and fostering multi-stakeholder collaboration are vital in the development of 
community-driven solutions for promoting health equity. 

 
Conclusion 4-2:  It is essential for entities initiating efforts to promote health equity in 
communities (for example, 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 solutions that promote 
health equity. However, the partners involved in working 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 experience would support further advancements in community level 
action.  

 

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 experience 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 networks, 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 screening and treatment. Since 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. 
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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 individualized interventions that have been shown to work with the use of 
experimental methods of evaluation, especially randomized controlled 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 
community solutions that will be effective in achieving health equity). Currently more is known 
about the problems of health inequities than the solutions. Additionally, more is known about the 
programs that have worked in the past to marginally improve health equity than the strategies 
and broad, interactive, cross-cutting 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 improvement, 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. 
 

1. Identify the essential elements of successful interventions. 
An intervention’s essential elements, or core components, active ingredients, or 

effectiveness factors, are the functions or principles and activities necessary to achieve 
successful outcomes, including the implementation 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. 
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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 programs, 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 
youths 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 lasting way if it is housed in a dysfunctional system. It is 
illusory to think 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. 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 re-assess operations 
and make changes that evidence and experience suggest will lead to improvement. 

Community College Pathways (CCP) is an example of ongoing, disciplined inquiry in 
action. The Carnegie Foundation for the Advancement 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 pre-requisite 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 real-world experience of network participants and 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 two years, CCP tripled the 
success 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 problem 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 programs 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 community (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 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, 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 AHRQ 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 community health improvement organized by expected 
beneficial outcomes, potential beneficial outcomes, evidence of effectiveness, effect on 
disparities, implementation examples, implementation resources, and citations. The CHI 
Navigator9 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 
improvement; 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 consortium10 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 communities, 
including technical assistance. 

 
The repository could include: databases that provide and integrate information from 

multiple relevant sectors (e.g., education, health, housing) at the national, state, and metropolitan 
levels as well as for smaller local geographies such as census tracts; information on effective 
intervention approaches and the knowledge necessary to strengthen the capacity of communities 
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                                                         
9 For more information see http://www.cdc.gov/chinav/ (accessed December 5, 2016). 
10 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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could become a repository of information and a source of technical assistance could also be 
complemented by efforts to build learning networks allowing communities to share experiences 
with other local community leaders (see, for example, the possibilities suggested by Community 
Commons11 and others). 
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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 nine community examples that are 
outlined in 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 undertook 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 to be met by all examples chosen for this chapter 
The community example must: 
• Address at least one (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 

• Community-driven 
• Multi-sectoral 
• Evidence-informed 

2. Aspirational criteria: Examples were considered based on the organization’s ability 
to engage non-traditional partners 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 diversity of communities, 
populations, solutions, and demographic characteristics. 

 
COMMUNITY EXAMPLES1 

 
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 community 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 towards making health equity a shared 
vision and value, increasing community capacity to shape outcomes, and fostering multi-sector 
collaboration as well as showing 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 determinants of health they address, and the key 
sectors that each community partnered with 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 wellbeing and health equity. For example, the 

                                                            
1 Community examples are provided in alphabetical order. 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

EXAMPLES OF COMMUNITIES TACKLING HEALTH EQUITY               5-3 
 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

communities do not include an example from the LGBT (lesbian, gay, bisexual, and transgender) 
community, or among individuals with disabilities, and individuals with mental illness.2 

Each of the nine community initiatives are in different phases 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 improvements 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 aspects to initiate, maintain, and sustain their efforts. 

The committee was inspired by the communities described in this chapter and thanks 
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. 

                                                            
2 For example, LGBT advocates, addressing the regulatory hurdles to timely and appropriate 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 for a list of lawsuits conducted by Disability 
Rights Advocates, the mental health parity work conducted by the National Alliance 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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TABLE 5-1 Nine Community Examples—Brief Information 

 
Blueprint for 

Action 
Delta Health 

Center 

Dudley Street 
Neighborhood 

Initiative 

Eastside 
Promise 

Neighborhood 

Indianapolis 
Congregation 

Action Network 

Magnolia 
Community 

Initiative 

Mandela 
MarketPlace 

People 
United for 
Sustainable 

Housing 

WE ACT for 
Environment

al Justice 

Location 
Minneapolis, 

MN 
Mississippi 

Delta 
Boston, MA 

San Antonio, 
TX 

Indianapolis, IN 
Los Angeles, 

CA 
Oakland, CA Buffalo, NY 

West 
Harlem, NY 

Social 
determinant of 
health 

         

Education • •  •* • •    
Employment •  •* • •  • •  
Health systems 
and services 

• •*    •    

Housing   •     •* • 
Income and 
wealth 

 • •    •   

Physical 
environment 

• • •* •  • •* • •* 

Public safety •*  • • •     
Social 
environment 

• •  • • •* • • • 

Transportation • •   •    • 
Key 
community 
partners 

County and city 
departments, 
local school 
district, local 
youth agencies, 
faith-based 
organizations, 
local businesses 

Community 
health 
associations, 
educational 
institutions, 
agricultural 
co-ops 

Other 
community 
stakeholder 
organizations, 
educational 
institutions, 
nonprofit 
organizations 

Local 
nonprofits, local 
school district, 
city agencies, 
faith-based 
organizations, 
educational 
institutions, 
health 
providers, local 
elected officials 

Faith-based 
organizations, 
businesses, 
government, 
community 
leaders 

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

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

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

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

Outcomes  From 2007-
2015: 

• Rate of low 
birth weight 

From 2014-2015:
• Percent of high 

From 2015-2016,
number of 

• Average PICO 
member engages 

• In 2016, 57.3 
percent of 

• 641,000+ pounds 
of produce 

• Currently 
conducting 

• New policies 
and 
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• 62% reduction in 
youth gunshot 
victims 

• 34% reduction in 
in youth victims 
of crime 

• 76% reduction in 
youth arrests 
with a gun 

babies 
decreased 
from 20.7% in 
2013 to 3.8% 
in 2015 

school students 
at or above grade 
level according 
to state 
mathematics 
assessments 
increased from 
36% to 63% 

• Four-year 
adjusted cohort 
graduation rate 
increased from 
51% to 82% 

• Percent of 
students who 
enroll in a 2-year 
or 4-year college 
or university 
after graduation 
increased from 
48% to 69% 

survey 
respondent who 
answered that: 

• Childcare is 
available to them 
when needed 
most of the time 
or sometimes 
increased from 
80% to 100% 

• They work with 
others to 
improve their 
neighborhood 
increased from 
58% to 83% 

• Their 
neighborhood 
has safe places 
for kids to play 
increased from 
40% to 67% 

in 76% more 
civic duty than 
average resident 

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

• Increased access 
to jobs through 
expanded transit 
by using 
Indianapolis 
Metropolitan 
Planning 
Organization’s 
geographic 
information 
system mapping 
data 

children ages 0 
to 5 had access 
to a place other 
than an 
emergency room 
when sick or in 
need of health-
related services. 

• In 2015, 78.2 
percent of 
students 
graduated from 
high school. 

• In 2016, 45.7 
percent of 
students enrolled 
in a two or four 
year college or 
university 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. 

distributed in 
food insecure 
communities 

• 76% of shoppers 
reported 
increased 
consumption of 
fruits and 
vegetable 

• $5.5+ million in 
new revenue 
generated 

• 26+ 
job/ownership 
opportunities 
generated 

regional 
mapping 
project (to be 
completed end 
of 2016) 
measuring 
number of 
redeveloper 
housing units, 
number of 
employed 
workers, 
amount of 
carbon 
emission 
reduction, and 
utility bill cost 
savings for 
low-income 
households 

legislative 
reform on 
issues related 
to air quality 
monitoring 
and use of 
harmful 
compounds 
such as BPA 
and phthalates 
in consumer 
products, 
pesticides, 
and flame 
retardants 

NOTE: An asterisk (*) denotes the main social determinant(s) of health focused on by the community, when applicable. CBPR = 
community-based participatory research; NGO = nongovernmental organization. 
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The outcome was the first Blueprint for Action, which is a coordinated, 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 stakeholders 
to engage and the city council adopted a motion that specifically identified partners to include in 
the process of development. Leaders who convened to develop the blueprint included 
representatives from law enforcement, juvenile supervision, public health, youth programs, 
education, social services, faith communities, neighborhoods, and city and county government. 
The goals of the current blueprint5 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; and  
• 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 blueprint, 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 Foundation and the mayor, was undertaken. 
First, the Minneapolis City Council passed a resolution declaring youth violence a public health 
issue and created a steering committee that led to the development of the Blueprint for Action. 
The Minneapolis health department and Minneapolis Foundation examined youth arrest and 
detention data and upstream risk and protective factors for youth violence. This evidence 
informed the blueprint program components, such as employment programs, an anonymous tip 
line, a gang prevention and healthy youth development curriculum, and a neighborhood clean 
sweep program.6  

Across neighborhoods, disparities in economic conditions are apparent throughout the 
city of Minneapolis. For example, the annual household 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), which has 
nearly four times the median income of Near North and Phillips (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 adults in the Camden 
and Near North communities and about one-third (33 percent) of 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 Minneapolis (Blueprint for Action, 2013).  

Initially, the program focused on youth of ages 8–17 who resided in neighborhoods 
experiencing the highest rates of crime and violence. In 2009 the program expanded to 22 

                                                            
5 For more information on the 2013 Blueprint for Action see 
http://www.minneapolismn.gov/www/groups/public/@health/documents/webcontent/wcms1p-114466.pdf (accessed 
September 13, 2016).  
6 For a list of the ongoing activities under the Blueprint for Action, see 
http://www.minneapolismn.gov/www/groups/public/@health/documents/webcontent/wcms1p-114466.pdf  
(accessed September 19, 2016). 
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neighborhoods, and the target age range was expanded up 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 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:  

 
1. rate of homicides;  
2. rate of violent crime;  
3. rate of firearm-related assault injuries;  
4. population under 15 years of age;  
5. percent of families in poverty with related children under 18; and 
6. 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 stakeholders remain a part of the process” (BPA, 
2013). This includes community stakeholders such as neighborhood associations, faith 
communities, 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 substantially 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.  
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Physical environment  The blueprint seeks to create and maintain a physical environment that is 
conducive to safe and peaceful activities in the community. For example, pop-up parks are part 
of a collaborative effort with the Minneapolis Park Board to bring activities to abandoned 
properties, under-programmed parks, and community events. This also entails an  
innovative graffiti prevention program which is designed to assist communities with innovative 
projects for removing and preventing graffiti (see Figure 5-4). The Neighborhood Clean Sweep 
program partners with neighborhood associations to make neighborhoods cleaner.  
 
Social environment  As listed in its core goals, the blueprint is intended to foster a culture of 
nonviolence and positive interactions between youth and adults. The city’s participation in the 
national Youth Violence Prevention Week annually features community-based organizations that 
are fostering pro-social activities for youth and peacemaker awards for youth and adults. The 
awards result in a small financial grant to schools for additional peacemaking activities. 
Additionally, the blueprint has succeeded in expanding summer hours for out-of-school time, for 
youth to engage in structured, positive activities. 
 
Health systems and services  The blueprint has partnered with two local trauma one-level 
hospitals to improve health care services for victims of violence. Together, they developed a 
protocol for intervening and providing psycho-social assessments within 24 hours to every youth 
(ages 10–24) presenting with a violent injury to the emergency room. This protocol is active in 
one of the two hospitals, with plans to expand implementation to the other trauma one-level 
hospital. The blueprint’s next step is to implement an emergency department based program at a 
trauma one-level hospital that connects youth injured violently with a community-knowledgeable 
staff person to facilitate access to post-discharge resources and case management. Also in the 
planning phase is Project Connect, a program that addresses teen dating violence at school-based 
clinics in local high schools. Project Connect is funded by a state grant from the Department of 
Justice’s Office on Violence Against Women. 
 
Education  In addition to the abovementioned activities within the school setting (e.g., school 
resource officers and Project Connect), the blueprint supports college scholarships for local 
students. The Power of You program provides tuition-free scholarships for community college 
which have been demonstrated to increase the number of students attending college and also 
retention rates (Minneapolis CPED, 2011). In fact, 80 percent of recipients report that the 
scholarship influenced their decision to go to college (Minneapolis CPED, 2011). 
 
Transportation  Because a lack of access to transportation can be a barrier to accessing 
important resources, especially in neighborhoods with high rates of violence, the blueprint seeks 
to increase access to safe transit for youth. Students in Minneapolis high schools are given free 
bus passes for transportation to and from school and to meet other transportation needs as well.  
 
Data and Outcomes 
 

The blueprint is intended to reduce outcomes that are measured systematically at the local 
level, such as number of firearm-related assault injuries, the number of youth homicides, the 
number of youth involved in violent crime, and other various outcomes related to the goals of the 
blueprint. Minneapolis collects data on performance measures and indicators for each goal across 
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multiple sectors. Results Minneapolis8 is a management tool the city uses to systematically track 
performance towards achieving its goals, with data coming from the Minneapolis police 
department, schools, the Minneapolis hospital association, Department of Community Planning 
and Economic Development, and more. A review panel of city and community leaders meets to 
track progress and discuss strategies on key performance measures. By regularly tracking 
performance data at these “progress conferences,” city leaders identify areas where the city is 
excelling as well as opportunities for improvement. Following the implementation of the 
blueprint, Minneapolis saw a reduction in key outcomes. From 2007 to 2015, the number of 
youth gunshot victims decreased 62 percent, the number of youth victims of crime decreased by 
34 percent, and the number of youth arrests with a gun decreased by 76 percent (City of 
Minneapolis, 2016).  
 
Promoting Health Equity: Key Elements 
 

The impetus for the blueprint originated from a shared vision for a unified city in which 
all youth are safe and able to thrive (BPA, 2013). Achieving this vision will require a shift in 
norms and values throughout the community. Community members identified increased 
communication and outreach about blueprint efforts as well as the availability of safe spaces for 
youth as priorities for the blueprint in order to mobilize community members around the vision 
for a violence-free social environment (BPA, 2013). 

According to Sasha Cotton, the youth violence prevention coordinator at the blueprint, 
multi-sector collaboration has been essential to achieving outcomes in Minneapolis. Working 
closely with other city departments (e.g., juvenile corrections, police department), the county, the 
school district, local youth serving agencies, faith-based organizations, local businesses, and 
other community stakeholders has given the effort a diversity of opinion and perspectives. The 
multi-sector partnerships required increased communication to reduce the redundancy of 
programs across agencies (Zanjani, 2011). Other elements that are key to sustained relationships 
across sectors include relationship building through identifying co-benefits, shared 
responsibility, and strong leadership. These partnerships allowed for the coordination of data 
collection from various sectors to inform the blueprint’s objectives and priorities in addition to 
systematically tracking progress.  

The blueprint has resulted in an increased capacity across multiple levels in Minneapolis, 
including the creation of a Youth Violence Prevention Executive Committee and a youth 
congress. The youth congress created a mechanism for youth to influence decisions and policies 
on education, housing, safety, employment, transportation, and health (Rybak, 2012). The youth 
congress has been able to shape important educational and employment programs such as The 
Power of You scholarship program. 

The blueprint has also been able to leverage resources to support community-driven 
youth development initiatives. In the past 3 years, the Blueprint Approved Institute was created 
to build the organizational capacity of small community-based organizations serving youth. The 
institute provides a mechanism for grassroots organizations to gain insights into city government 
processes, in addition to providing opportunities for the city government to better meet the needs 
of the community it serves. One of the objectives of the Blueprint Approved Institutes is to 
empower community-based organizations to have better success in competing for grant funding. 

                                                            
8 For more information see http://www.ci.minneapolis.mn.us/coordinator/rm/index.htm (accessed September 19, 
2016).  
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Bayou (the primary site), Greenville (two sites), Indianola, Cleveland, Moorehead, Hollandale, 
Mayersville, and Rolling Fork. 
 Not long after the authorization of the Community Action program of the OEO in 1964, 
the staff began to explore whether it might be able to support some substantial changes in how 
health care for poor populations was organized. The challenge was to improve the health and 
well-being of low-income families—and, as public health official Alonzo Yerby put it at a 1965 
White House conference, to assure that poor people would no longer be “forced to barter their 
dignity for their health” (Schorr, 1988). 
 Two developments moved these ideas from visions to real possibilities. First, the passage 
of Medicare and Medicaid legislation in 1965 meant that there would be a significant source of 
funding that could support newly designed service structures in disadvantaged communities. 
Second, a group of health care reformers, led by Jack Geiger11 of Harvard University and Count 
Gibson of Tufts University, came to OEO with thoughtful plans for new entities they called 
neighborhood health centers. These would be established where the needs were greatest, with 
the Mississippi Delta as a prime example: an area of concentrated poverty where the infant 
mortality rate was 70 deaths per 1,000 live births (Longlett et al., 2001), the median family 
income was $900 per year, and the median level of education was 5 years (Geiger, 2002). 

The first OEO health center grant was made in 1966 to create DHC in Mound Bayou, 
with the goal of demonstrating that it was possible to provide high-quality health care and related 
services and supports to many who had never benefitted from the U.S. health care system and to 
do so in ways that would be cost-effective. Geiger was then appointed as project director for the 
DHC.12 The Mississippi Delta community continues to face barriers to health (see Table 5-3 for 
demographic data). The DHC provides services to more than half of the population living below 
the federal poverty level in the Mississippi Delta. Mound Bayou, the town where the DHC’s 
main campus is located, is the oldest predominately African American community in the 
country. The level of black-white residential segregation in Bolivar County measures at 61 out of 
a total 10013 on the index of dissimilarity (County Health Rankings, 2016a).  

 
 
 
 
 
 
 
 
 
 
 
 
 

 

                                                            
11 For an oral history interview with Jack Geiger conducted by John Dittmer in 2013, see 
https://www.loc.gov/item/afc2010039_crhp0076 (accessed September 26, 2016). 
12 For a short film (produced and directed by Judy Schader Rogers in 1970) that documents the origin of the Delta 
Health Center, see https://vimeo.com/6659667 (accessed October 17, 2016).  
13 The residential segregation index ranges from 0 (complete integration) to 100 (complete segregation). 
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TABLE 5-3 Demographics of Delta Health Center Catchment Population 
Total ~9,629 residents 

Race/ethnicity 98% African American 
1.0% White 
< 1.0% Latino or Hispanic 

Health 27.8% uninsured 
35.6% Medicaid patients 
48.7% patients with asthma 
21.6% patients with diabetes 
 

Age 27.7% under 18 years 
61.2% 18-64 years 
11.1% 65 years and over 

Education 73.5 % high school graduate in Bolivar County 
Income 98.2 % patients at or below Federal Poverty Line 

SOURCES: HRSA, 2015; U.S. Census Bureau, 2015a.  
 
Community-Oriented Primary Care Model  
 
 COPC is a systematic approach to health care derived from principles in the disciplines of 
epidemiology, primary care, preventive medicine, and health promotion which was first 
pioneered by Sidney and Emily Kark in a South African rural community (Geiger, 2002; 
Longlett et al., 2001). Geiger asserts that although community development and social change 
are not explicit goals of the COPC model, they are implicit in the model’s emphasis on 
community organization and local participation with health professionals (Geiger, 2002). The 
DHC employs this model using a multi-pronged approach that includes the development and 
implementation of community development projects that improve health, such as an agricultural 
co-operative, transportation company, and an integrated primary health care system. The 
integrated primary care system consists of multi-disciplinary teams of physicians, nurses, and 
health educators. COPC also moves beyond the traditional integration of “community 
engagement” (e.g., a community advisory board). Rather than involving the community in COPC 
practice, it involves the practice in basic processes and structures within the community (IOM, 
1983).  
 
Solutions to Address the Social Determinants of Health  
 
 Although DHC is a health care service provider for the community, it targets more than 
just health care by targeting, using insights from the COPC model, multiple factors outside of the 
traditional health care setting that are pertinent to the community.  
 
Health systems and services  DHC provides comprehensive health care services at nine sites. 
Services include: dental care; a diabetes clinic; family medical care; a laboratory; nutritional 
counseling from dieticians; pediatric care; a pharmacy; social services support from licensed 
social workers; women’s health care services; obstetrics, neonatal, and gynecological care for 
women and infants; and x-ray services. DHC also offers a smoking cessation program and 
provides referrals to local mental health centers for its patients. To tailor to its patients’ needs, 
DHC offers a prescription assistance program for those without prescription coverage who meet 
income guidelines. Furthermore, the patients’ ability to pay is determined using a sliding-scale 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

EXAMPLES OF COMMUNITIES TACKLING HEALTH EQUITY  5-17 
 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

self-pay tool, based on the 2015 poverty guidelines published by the U.S. Department of Health 
and Human Services.  

Start Strong is a DHC outreach program that targets maternity patients with the goal of 
reducing barriers and providing incentives for patients to see a provider during their first 
trimester. Through group counseling and providing access to healthy produce and other essential 
goods, the program has been able to engage maternity patients who were not initially obtaining 
usual care during their pregnancies.  
 
Education  In the 1970s, DHC established an office of education which sought out aspiring high 
school and college graduates, assisting them with college and professional school applications as 
well as connecting them with scholarship information and university contacts (Geiger, 2002). At 
night the DHC also offered high school and college preparatory courses for students. Some of the 
students who benefitted from these educational services returned to work for the DHC in various 
positions—as a clinical director, a staff pediatrician, and executive director (Geiger, 2002). There 
are plans to reinstate some classes at DHC—specifically, General Education Development 
(GED) test courses for community residents. Today, DHC partners with the tri-county school 
system to invite youth of ages 14–18 who have an interest in medical careers to shadow 
providers and assist with local health fairs.  
 
Social environment  The DHC improves social capital by undermining the race- and class- 
based isolation of poor and minority communities by creating ties to community-based 
institutions (Geiger, 2002). Among these institutions were 10 local community health 
associations, each of which had a community center and associated programs.  
 
Physical environment  DHC developed an agricultural co-op, the North Bolivar County Farm 
Co-op, with the assistance of a foundation grant from the Federation of Southern Cooperatives in 
1968 (see Figure 5-5). This initiative brought together 1,000 families to harness their labor and 
operate a 600-acre vegetable farm, building on agricultural skills that were already present in the 
community. DHC still operates a farm on 6.8 acres of land, producing fruits and vegetables that 
are made available to its patient population. This work is done in collaboration with Delta Fresh 
Foods14 Initiative, which provides funding, and Alcorn State University, which assists with 
farming services. In an effort to encourage healthy eating, the DHC diabetes clinic initiated a 
program, Ticket to Pick It, in which patients who visit the clinic receive a ticket that allows them 
to access fresh produce on the farm at no cost.  
 

                                                            
14 For more information on Delta Fresh Foods, see http://deltafreshfoods.org/ (accessed September 28, 2016). 
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coverage through the provision of the Patient Protection and Affordable Care Act (ACA), an 
expansion that estimates indicate could have provided insurance coverage for an additional 
181,000 residents in Mississippi (Garfield and Damico, 2016).  

 Overcoming the historical mistrust of medical institutions among underserved 
communities and the fear of privacy violations among patients has been a challenge for DHC 
staff. By remaining visible and active in community activities (e.g., festivals, health fairs, career 
day in schools), in addition to being transparent about adhering to Health Insurance Portability 
and Accountability Act privacy rules, DHC has worked to build trust among community 
residents. DHC must also adapt to the literacy needs of its patient population. With a high 
proportion of patients having low literacy levels, DHC trains patient navigators to tailor services 
to patients depending on their literacy levels.  

The DHC, being a rural and community-based health center, has found it challenging to 
secure a network of providers. Many of the current programs and initiatives that DHC engages in 
are informed by provider interactions with patients, in which they learn about the barriers 
patients face and contributing upstream factors that shape them (e.g., a lack of money for 
transportation, childcare issues, and illiteracy). As a result, DHC also trains its providers to be 
advocates for their patients.  

Upon reflecting, Geiger wrote in 2002 that there are two important lessons to be learned 
from the Delta Health Center’s history: 

 
1. communities suffering from poverty are rich in potential and ingenuity; and  
2. health services have the capacity to address the root causes of poor health through 

community development and the social change that it produces (Geiger, 2002).  
 
Sustaining Success 
 

As an FQHC, DHC receives funding from and abides by the requirements in Section 330 
of the Public Health Service Act. It initially received funding in 1965 and is governed and 
overseen by a board of directors. Other sources of funding for DHC include the Mississippi 
Department of Health, W.K. Kellogg Foundation ($825,000 during 2014–2017), and Delta Fresh 
Foods. Furthermore, as an FQHC, 51 percent of the DHC board of directors must be drawn from 
current patients in the program. The success of the DHC led to the establishment of over 200 
health centers in the United States by 1973 and approximately 1,200 by 2010 (Longlett et al., 
2001).  

According to DHC, the center prides itself in being a “one-stop shop” for community 
residents in a rural community where convenience is rare. DHC builds off of the legacy of the 
center’s community-driven origins and has provided a centralized space where the community 
can access medical care, social services, insurance assistance, a pharmacy, and other important 
resources necessary to empower residents to lead healthy lives. 
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Community Land Trust Model 
 

One of DSNI’s most notable accomplishments was its establishment of an urban 
community land trust (CLT).16 CLTs have existed for more than 45 years in the United States, 
with more than 270 in various cities across the country (Cho et al., 2016), but the establishment 
of DSNI’s CLT in 1988 was particularly noteworthy as it was the first time a community group 
sought out and won the power of eminent domain to acquire vacant land for resident-led 
development. Furthermore, it remains the second-largest CLT in the country. In the year of its 
founding, the organization purchased vacant lots in Boston to rebuild the land into affordable 
housing, urban agricultural and gardening sites, a town commons, parks and playgrounds, a 
charter school, community facilities, and spaces for new businesses. DSNI’s CLT, known as 
Dudley Neighbors, Inc., owns more than 30 acres of land, providing 226 units of permanently 
affordable housing to low-income residents (Cho et al., 2016). An analysis of the CLT’s 
stabilizing effects on neighborhoods shows lower vacancy and foreclosure rates and higher 
owner-occupancy rates (Dwyer, 2015). Dudley Neighbors also provides affordable land to urban 
farmers. Many urban agricultural and gardening activities have emerged from the establishment 
of the land trust, including several farms (some commercial and others operated by The Food 
Project, a local nonprofit), many community gardens, and a 10,000-square-foot greenhouse (Loh 
and Shear, 2015). 
 
Boston Promise Initiative 
 

The U.S. Department of Education awarded DSNI a Promise Neighborhood planning 
grant of $500,000 in 2010 and a $5,000,000 implementation grant in 2012, from which DSNI 
launched the Boston Promise Initiative. The initiative is intended to support families, schools, 
and neighborhoods in ensuring that every child in the community has “cradle to career” 
opportunities to succeed through access to quality education, social support systems, and safe 
environments. The Boston Promise Initiative has developed and implemented several initiatives 
that aim to achieve these outcomes, many of which emphasize teen involvement in youth 
education. The initiative also aims to build organizational capacity by leveraging information 
gained from social network analysis. 
 
Solutions to Address the Social Determinants of Health 
 

DSNI has developed and implemented a range of community initiatives to address the 
social determinants of health. Many of these initiatives are operated through partnerships with a 
range of other community stakeholder organizations. Several initiatives focus their efforts on 
specific, more vulnerable populations within the community. 
 
Housing  Dudley Neighbors, Inc., promotes the CLT model to provide affordable housing and 
encourage community control of land development (DSNI, 2016e; Dudley Neighbors, 2016). In 

                                                            
16 The National Community Land Trust Network describes community land trusts with the following description: 
“CLTs develop rural and urban agriculture projects, commercial spaces to serve local communities, affordable rental 
and cooperative housing projects, and conserve land or urban green spaces. However, the heart of their work is the 
creation of homes that remain permanently affordable, providing successful homeownership opportunities for 
generations of lower income families” (National Community Land Trust Network, 2016). 
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partnership with the Dorchester Bay Economic Development Corporation and Nuestra 
Comunidad Development Corporation, Dudley Neighbors ensures affordable housing for low-
income residents by selling homes built by these local development corporations to qualifying 
residents at affordable prices (Cho et al., 2016). This model provides a sustainable alternative to 
allowing the housing market to inflate prices and create unjust financial barriers for low-income 
residents seeking to become homeowners (Cho et al., 2016). DSNI also participates in the 
Greater Boston Community Land Trust Network in cooperation with other local organizations to 
further promote the development of affordable housing and open spaces through the community 
land trust model (DSNI, 2016e). 

In addition to reducing barriers to affordable housing, another goal of DSNI is to reduce 
homelessness and provide services to support individuals and families at risk of becoming 
homeless. In partnership with Project Hope, a nonprofit based in Boston providing supportive 
housing services, DSNI established the No Child Goes Homeless initiative to support children 
and their families facing homelessness or possible eviction by providing services and other 
resources made available through a network of schools, city agencies, and other service 
providers (Boston Promise Initiative, 2016; DSNI, 2016e). In 2016, DSNI and Project Hope 
participated in a city-level conversation hosted by the Boston Department of Neighborhood 
Development, which also included the mayor’s chief of education, the Boston Housing 
Authority, and leaders from Boston Public Schools. At this meeting, the No Child Goes 
Homeless initiative was highlighted as a promising practice. Project Hope and DSNI were asked 
to shape and potentially lead a pilot to demonstrate the effectiveness of cross-sector collaboration 
for replication across the city. 
 
Education  In conjunction with community empowerment and sustainable economic 
development, DSNI prioritizes youth leadership development and has launched a range of 
initiatives that provide opportunities and enable access to quality education for youth of all ages. 
Achieve Connect Thrive (ACT) is an evidence-based framework developed by DSNI to improve 
academic performance and facilitate successful career opportunities. The Learning Our Value in 
Education campaign holds educational events that are open to all community members to attend, 
and DSNI also supports a youth committee and an education committee to further facilitate 
educational opportunities for residents and community leaders. The Boston Promise Initiative 
also supports an early childhood education initiative called Dudley Children Thrive, which 
fosters a network of teachers and parents of children ages 5 and under. The initiative is intended 
to promote early childhood literacy and school readiness by encouraging parents to read to their 
children (Sandel et al., 2016). The School Readiness Roundtable brings early childhood 
educators and policy makers face to face with parents from the neighborhood, where they openly 
discuss strategies that work and those that do not to support young children. 

DSNI’s early learning work illustrates how neighborhood-level interventions can 
improve childhood opportunity and lift children out of poverty (Sandel et al., 2016). In 2015, 50 
percent of families participating in the initiative had increased the number of times they read to 
their children, and 80 percent read to their children three or more times a week (DSNI, 2016c). 
DSNI also implements many other educational efforts to support youth and their families from 
early childhood through higher education, including parent advocacy and leadership programs, 
the Highland Street AmeriCorps mentoring program, a youth council, a college readiness 
program, and a young alumni network. 
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Employment  DSNI works to increase employment opportunities for residents of racial and 
ethnic minority backgrounds, women, and women of racial and ethnic minority backgrounds 
through the Dudley Workforce Collaborative, which supports business developers to increase the 
number of construction work hours offered to residents in these marginalized groups. For 
construction related to the Boston Promise Initiative, the collaborative was successful in ensuring 
that 51 and 15 percent of the construction workforce consisted of racial and ethnic minorities and 
women, respectively (DSNI, 2016e). In 2013, DSNI helped secure 44 percent of total sub-
contract value on Choice Neighborhoods construction projects for minority-owned enterprises, 
totaling $16,438,519, with an additional 10 percent of sub-contract value for women-owned 
enterprises, totaling $3,656,263 (DSNI, 2016c). 
 
Physical environment  DSNI supports food security by partnering with two other Boston-based 
nonprofits, the Food Project and Alternatives for Community & Environment, to increase 
residents’ access to healthy and locally grown food options through the Dudley Real Food Hub 
and to provide loans for new and existing local food businesses. The collaborative effort also 
provides opportunities for residents, particularly youth, to participate in community gardening 
and educational activities to increase awareness and encourage consumption of healthy and 
locally sourced food options. Part of the Dudley Real Food Hub, Commonwealth Kitchen, an 
equipment-sharing incubator, has supported more than 50 community-based food businesses. 
Additionally, with DSNI’s endorsement, a neighborhood grocery store, FT & Davey’s 
Supermarket, successfully raised $5,000 from the community to purchase an industrial freezer, a 
key component in the local fresh produce distribution chain. 
 
Public safety  DSNI works to address public safety issues. In 2012, a series of shootings 
prompted the organization to convene a diverse group of community stakeholders, including 
local officers from the Boston Police Department, to support neighborhood watch groups. After 
the widely publicized closing of a state drug lab in 2012, following a scandal in which it was 
revealed that more than 24,000 drug cases from 2003 to 2012 were compromised, DSNI’s 
advocacy efforts, in coordination with other community stakeholders, helped secure $5 million 
from the state to support community-based re-entry services. 
 
Social environment  Another of DSNI’s goals is to improve the community’s cultural and 
artistic economy. The organization leads the Fairmont Cultural Corridor, an initiative begun in 
2012 through which local artists, businesses, and arts and cultural organizations collaborate to 
implement activities such as art installations, public place-making, and outdoor markets 
(Fairmont Cultural Corridor, 2016). The arts create thriving public spaces for the neighborhood, 
and DSNI also engages residents in participatory action research to co-create knowledge about 
the neighborhood. Residents have been recruited and paid as researchers in neighborhood 
surveys for the Boston Promise Initiative and for studies commissioned by the Healthy 
Neighborhoods Equity Fund, a participatory action research initiative investigating the effects of 
real estate development on residents’ health. 
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accomplished, with 48 young people hired and efforts underway to engage youth 18 to 24 years 
to develop educational and career pathways. 

DSNI’s peer-to-peer financial literacy and learning program, Fair Chance for Family 
Success, has enrolled 100 families and achieved significant outcomes since the initiative began 
in 2014. Table 5-5 displays some of Fair Chance’s key outcomes and results. 
 
TABLE 5-5 Results of DSNI’s Fair Chance for Family Success Program (2014–2016) 

Outcome Result (n = 74) 

Average amount in savings accounts Increased from $3.43 to $1,555.26 

Average amount in checking accounts Increased from $200.51 to $775.83 

Average amount in total assets Increased from $452.42 to $5,899.46 

Average subsidy income Reduced from $128.25 to $47.56 

SOURCE: Personal Communication with Andrew Seeder to National Academies staff on 
September 21, 2016. Available by request from the National Academies of Sciences, 
Engineering, and Medicine Public Access Records Office (PARO@nas.edu). 
 

As a Promise Neighborhood grantee, DSNI reports data collected for 15 Government 
Performance Results Act (GPRA) indicators, which are measures that quantify achievement of 
outcomes related to health care services, education, exercise, nutrition, exercise, and others. 
Table 5-6 provides some of the key results DSNI has seen from 2014 to 2015. 
 
TABLE 5-6 Results Related to GRPA Indicators 

Outcome 2014 2015 

Percent of kindergarteners who demonstrate at the 
beginning of the school year age-appropriate 
functioning across multiple domains of early learning 
(n = 116) 

59% 65% 

Percent of high school students at or above grade 
level according to state mathematics assessments 
(n = 64) 

36% 63% 

Four-year adjusted cohort graduation rate (n = 72) 51% 82% 

Percent of students who enroll in a 2-year or 4-year 
college or university after graduation (n = 86) 

48% 69% 

Percent of children who participate in at least 60 
minutes of vigorous physical activity daily (n = 142) 

16% 22% 

Percent of children who consume five or more 
servings of fruits and vegetables daily (n = 195) 

27% 30% 

Student mobility rate (n = 1,871 [total enrollment of 
schools]) 

61% 46% 

SOURCE: Personal communication with Andrew Seeder to National Academies staff on 
September 21, 2016. Available by request from the National Academies of Sciences, 
Engineering, and Medicine Public Access Records Office (PARO@nas.edu). 
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Promoting Health Equity: Key Elements 
 

Since its early days up to the present, one of DSNI’s main goals has been to empower the 
Dudley community by “changing residents’ perceptions of their neighborhood and of their own 
power to change the conditions in which they live” (Schorr, 1997). In carrying out this goal, the 
organization has cultivated a shared vision among residents, families, local organizations, and 
local businesses to achieve a healthier and more vibrant community. DSNI has fostered increased 
community engagement and a greater sense of community within neighborhoods previously 
ravaged by unjust disinvestment and policies that led to poor health outcomes. The 
organization’s many ongoing efforts emphasize access to basic needs such as housing and 
education as well as emphasizing economic opportunity and healthy behavior in driving a unified 
vision of health equity. 

As evidenced by its diverse and growing membership of individuals and stakeholder 
groups, DSNI recognizes the need to foster multi-sector collaboration to achieve a more vibrant 
community of healthier residents. Its encouragement of and engagement in collaboration with 
various entities spanning many different sectors is one of its core strengths. Through efforts 
relating to its community land trust, the organization engages with development organizations 
and other nonprofits to improve housing and land use management. Through initiatives such as 
the Boston Promise Initiative, Dudley Workforce Collaborative, Dudley Real Food Hub, and 
Fairmont Cultural Corridor, the organization engages with businesses, local arts and cultural 
institutions, and other nonprofits to improve economic, agricultural, and cultural development. 
Partnerships with educational institutions are also well established through DSNI’s range of 
youth education programs. 

DSNI builds social capital and community leadership among residents to create a thriving 
community. The Boston Promise Initiative’s Fair Chance for Family Success, a peer-to-peer 
financial learning support network funded by the Family Independence Initiative, has achieved 
significant quantifiable outcomes. Over the course of 2 years, from 2014 to 2016, families in Fair 
Chance saw average savings increase from $3.43 to $1,553.36, while average checking account 
balances increased from $200.51 to $775.83. On average, total assets increased from $452.42 to 
$5,899.46. The Fair Chance program is a model for how peer-to-peer social networks can drive 
social change. 

DSNI’s commitment to youth development has also built strong capacity among its 
younger residents to sustain and build on the work begun by the previous generation and create 
greater opportunities for future generations. Many of DSNI’s educational initiatives specifically 
support the needs of children of low-income, impoverished, and homeless families, providing 
needed services and social support as well as pathways to educational and career success. These 
initiatives not only contribute to reducing health disparities, but they also facilitate the 
development of youth in the community into the next generation of community leaders giving 
back to the community that has supported them and their success. Building youth capacity has 
thus contributed to a cycle of residents helping residents which has helped sustain DSNI’s 
success over the past three decades since its founding. 

DSNI is a values-first organization; it is a data-informed organization driven by values. In 
working with youth, for example, DSNI recognizes the power of the neighborhood’s young 
people who want to be engaged and play a leadership role in the community. When youth are 
offered a supportive and challenging leadership environment that values their engagement, 
perspective, and growth, they are empowered to invest in their own and their community’s 
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development. This means that young people are at the table and actively providing their voices 
during decision-making processes. Additionally, DSNI organizes to ensure that anchor 
institutions make upstream investments in the social determinants of health in alignment with the 
ACA’s changes to how hospitals and other health providers make investments in community 
health. DSNI and its partners are moving forward with a major campaign to reassert community 
voice in the determination of needs, community benefits agreements, and payments in lieu of 
taxes. 
 
Challenges and Lessons Learned 
 

One of DSNI’s most significant challenges is convincing residents to prioritize long-term 
gains over short-term benefits. Many low-income residents prioritize day-to-day needs and 
emergency conditions, such as the risk of eviction, paying bills, and feeding and getting their 
kids to school. To help these families achieve healthier outcomes, DSNI is interested in strategies 
to mitigate the effects of these barriers and to shift residents’ thinking from short- to long-term. 

A critical component of DSNI’s success has been its innovative and inclusive approach to 
governance through its board of directors. The board is guided by a vision of collective 
leadership, and its membership is representative of the community both through racial/ethnic 
composition and youth involvement. Additionally, the board’s joint decision making with the 
City of Boston for development of community-owned land has led to the building of housing, 
open and green neighborhood spaces, and local businesses that meet the needs of community 
residents. 
 
Sustaining Success 
 

Youth development is a core component of DSNI’s work which has helped to sustain its 
success. Investing in youth has helped to achieve long-term community change and yielded 
substantial long-term benefits, as some youth who participate in DSNI’s work expand their 
participation, developing into leaders as full-time staff members (Bhatt and Dubb, 2015). DSNI 
also provides opportunities for residents to develop leadership skills through activities such as its 
Sustainable Economic Development Committee, through which residents gain valuable training 
and real-world experience in community organizing, planning, and development. 
 

“Through organizing, residents get the chance to take leadership 
responsibility and apply some of what they’ve learned to the real world. 
Facilitating a meeting with a developer and hammering out a community 
benefits agreement is something you can take a workshop on, but it’s 
different in the real world.” 
—Harry Smith, Director of Sustainable Economic Development, Dudley 
Street Neighborhood Initiative 

 
 
 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

5-30       
 

Backgrou
 

T
implemen
Neighbor
organizat
revitaliza
education
goals are
 
TABLE 
Educatio
1. Childr
in school
2. Studen
are profic
3. Studen
elementa
4. Studen
5. Studen
training c

SOURCE
 
E

and Bexa
Antonio,
create a c
Using the
proposal,
informati
commun
including
graduatio
services. 
2011, a 5
a joint in
Independ

                  
17 This sum
community
endorsed o

                   

PR

und and His

The Eastside 
ntation site o
rhood grant 
tions, educat
ation of disad
n and develo

e based on 10

5-7 Eastside
nal Success 

ren enter kin
l. 
nts improve 
cient in core
nts successfu
ary to middle
nts graduate 
nts earn a co
certification.

E: EPN, 201

EPN emerged
ar County to
 Texas, by id
collection of
e $312,000 1
, a communi
ion-gatherin
ity discussio
g inadequate
on rates, poo
A proposal 

5-year $23.7 
nitiative of th
dent School D

                       
mmary is an ed
y initiative. Sta
or verified by th

              CO

REPUBLIC

Ea

tory 

Promise Ne
of the U.S. D
program, wh
tional institu
dvantaged co
opment (ED,
0 promises li

e Promise N

dergarten re

academic pe
e subjects. 
ully transitio
e to high sch
from high sc
llege degree
. 

6a. 

d from a 201
 continue the
dentifying th
f solutions to
1-year plann
ity stakehold

ng activities i
on. The need
e access to qu
or student he
to address th
million (EP

he United W
District, the 

                   
ited account th

atements and o
he National Ac

OMMUNITIE

CATION CO

astside Prom

ighborhood 
Department o
hich provide
utions, and In
ommunities 
, 2016). The 
isted in Tabl

eighborhood

ady to succe

erformance a

on from 
hool. 
chool. 

e or a job 

10 planning g
e process of 
he factors tha
o improve ed
ning grant to 
der group of 
including a n

ds assessmen
uality early e
alth outcom
hese commu

PN, 2016b) im
ay of San An
San Antonio

hat was prepare
pinions expres
cademies of Sc

ES IN ACTIO

OPY: UNCOR

mise Neighb

(EPN) was f
of Education
es funding to
ndian tribes 
through inv
Promise Ne

le 5-7. 

d 10 Promise
Family

eed 

and 

6. Stud
learnin
7. Stud
commu
8. Stud
9. Fam
learnin
10. Stu
learnin

grant awarde
f revitalizing
at affect aca
ducational ou
inform and 
residents an

needs assess
nt identified p
education pr
es, and insuf

unity needs w
mplementati
ntonio and B
o Housing A

ed on the basis 
ssed are those o
ciences, Engine

ON: PATHW

RRECTED 

borhood17 

 

founded as a
n (ED) Prom
o nonprofit 
to support th

vestment in y
eighborhood

es 
y and Comm
dents are hea
ng and enrich
dents feel saf
unity. 
dents live in 

milies and com
ng in Promis
udents have a
ng tools. 

ed to the Un
g the Eastside
ademic succe
utcomes in s
develop a Pr

nd local expe
sment, focus 
problems in 
rograms, low
fficient or in
was develope
ion grant wa
Bexar Count
Authority, Fa

of templates c
of the commun
eering, and Me

WAYS TO HE

PROOFS 

an 
mise 

he 
youth 
d 

munity Suppo
althy and acc
hment activi
fe in their sc

stable comm
mmunity me
e Neighborh
access to 21

nited Way of
e neighborho
ess and to de
schools throu
romise Neig
erts conducte
groups, and
the local sch

w-performing
neffective so
ed and subm

as awarded to
ty, the San A
amily Servic

completed by s
nity organizatio
edicine.  

EALTH EQU

ort 
cess aligned 
ities. 
chool and 

munities. 
embers supp
hood schools
st century 

f San Antoni
ood of San 
esign a plan t
ughout the a
ghborhood 
ed a variety 
d forums for 
hool system
g schools, lo

ocial support
mitted, and in
o launch EPN

Antonio 
ces Associati

staff of each 
on and have no

UITY  

port 
s. 

io 

to 
area. 

of 

m, 
ow 
t 
n 
N as 

ion, 

ot been 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

EXAMPLES OF COMMUNITIES TACKLING HEALTH EQUITY  5-31 
 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

the City of San Antonio, the P–16+ Council, Community Information Now, and SA2020.18 The 
area is also home to a U.S. Department of Housing and Urban Development Choice Initiative, a 
Department of Labor Promise Zone Designation, and two Byrne Criminal Justice initiatives. The 
term “EastPoint” is used to describe the area of collective impact for all of the activity occurring 
as a result of this significant federal investment. 

EPN’s mission is to “[unite] institutional and resident stakeholders to leverage and 
strengthen the neighborhood’s assets and resources so that children and families are inspired to 
stay, grow, graduate, and stay” (EPN, 2016c). Its 5-year goal was “to break down traditional 
government and non-profit silos” to develop and implement more collaborative solutions to 
address the complex barriers faced by students in disinvested neighborhoods (EPN, 2016b). 

In the 1950s the Eastside neighborhood was a predominately African American 
community afflicted with segregation in housing, schools, and businesses. In addition to a 2.58 
percent decrease in the population since 2000 (compared to a 16 percent overall increase in San 
Antonio), the race and ethnicity distribution of EPN’s population has also changed over the past 
two decades. See Table 5-8 for a summary of EastPoint demographics. Although the community 
has a rich cultural history and includes more than 50 churches, 6 EPN-designated schools, almost 
300 businesses, and an array of social service organizations, its residents face significant 
socioeconomic disadvantages that negatively affect their attainment of good health. The 
American Community Survey found that from 2005 to 2009 the neighborhood’s annual median 
household income was $19,766, as compared with $43,087 for all of San Antonio (Drennon, 
2011; PolicyLink, 2014). In the same time period, about 60.1 percent of children were living in 
poverty, almost three times the national child poverty rate of 21.9 percent (Drennon, 2011; 
PolicyLink, 2014). Many families in the community are younger than the average in San Antonio 
and experience higher rates of poverty (Drennon, 2011; PolicyLink, 2014). Educational 
outcomes are also worse than in San Antonio, as access to and quality of early childhood 
education, schools, and social support services are low (Drennon, 2011; PolicyLink, 2014).  
 
TABLE 5-8 EastPoint Demographics 
Total ~18,000 residents (2010) 
Race/Ethnicity ~68% Hispanic 

~25% African American 
~7% white 

Income Annual median household income from 2005 to 2009: $19,766 
60.1% of children living poverty 

SOURCES: Drennon, 2011; PolicyLink, 2014. 
 
Solutions to Address the Social Determinants of Health 
 
 EPN focuses on improving educational outcomes through many programs that provide 
educational and growth opportunities for children and youth from early childhood through post-
secondary education and career support. 
 

                                                            
18 SA2020 is “a community vision and movement born from a series of public forums in 2010 to develop goals for 
improving San Antonio by the year 2020.” For more information, see 
http://www.sanantonio.gov/sustainability/SA2020.aspx (accessed December 5, 2016). 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

5-32       
 

Educatio
education
commun
order for
to gradua
revitalize
commun
9 illustra
pathway.
are the fo
childhoo
from pare
compone
 

FIGURE
SOURCE
 

E
continuou

                  
19 A video 
5, 2016). 

                   

PR

on  EPN is c
nal success a
ity stability r

r children to 
ate from high
ed and thrivi
ity strives to
tes the types
.19 Healthy a
oundation of
d, STEM, po
ents and care

ents of EPN’

E 5-9 EPN’s
E: EPN, 201

EPN partners
us, integrate

                       
describing EPN

              CO

REPUBLIC

committed to
and be ready
reflects its re
achieve edu
h school read
ing commun
o make to its
s of commun
and financial
f the pathway
ost-secondar
egivers, and
s pathway to

 cradle-to-ca
3.  

s with the Sa
ed pipeline to

                   
N’s ten promis

OMMUNITIE

CATION CO

o providing a
y for college 
ecognition th

ucational and
dy for colleg
ity. Its cradl
 youth in sup

nity resource
lly stable fam
y. School rea
ry, and trade

d a safe envir
o achieving 

areer pathwa

an Antonio In
o success for

ses is available

ES IN ACTIO

OPY: UNCOR

a sustainable
or the work

hat environm
d employmen
ge, careers, a
le-to-career p
pporting the
es that are av
milies who h
adiness, acce

e certification
ronment are 
academic su

ay. Used wit

ndependent 
r students att

e at http://eastsi

ON: PATHW

RRECTED 

e pathway fo
kforce. Its go
mental barrie
nt success. E
and self-suff
pathway con

eir education
vailable to ac
have access t
ess to quality
n opportunit
also emphas

uccess. 

th permission

School Distr
tending the s

idepromise.org

WAYS TO HE

PROOFS 

or youth to a
oal of establi
ers must be a
EPN’s vision
ficiency with
nsists of the p
n and develop
chieve each 
to social sup
ty education 
ties), meanin
sized as esse

n. 

rict (SAISD
schools in th

g/the-results/ (a

EALTH EQU

chieve 
shing family
addressed in
n is for stude
h the support
promises tha
pment. Figur
goal along t

pport and ser
(including e

ngful engage
ential 

) to create a 
he EPN, whi

accessed Decem

UITY  

y and 
n 
ents 
t of a 
at the 
re 5-

the 
rvices 
early 
ement 

 

ich 

mber 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

EXAMPLES OF COMMUNITIES TACKLING HEALTH EQUITY  5-33 
 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

include the Tynan Early Childhood Education center; three elementary schools (Bowden, 
Washington, and Pershing Elementary Schools); Wheatley Middle School, which serves as the 
District’s site for a ED-funded Community School; and Sam Houston High School. SAISD 
redesigned its education plan to emphasize successful and sustainable STEM (science, 
technology, engineering, and mathematics) education for students. Other priorities in the 
redesigned plan include meeting state standards in all core subjects and strengthening teacher 
capacity through increased training. EPN’s talent development strategy, led by Trinity 
University, has also been integrated into the district’s new 5-year Blueprint for Excellence plan. 

EPN provides funding and support for a number of programs that improve early 
childhood education and school readiness, including a number of Texas Rising Star–accredited 
early childhood centers and summer camps; an online resource known as Ready Rosie to support 
kindergarten readiness; a Family, Friends, and Neighbors Network operated by the Family 
Service Association; a free Home Instruction for Parents of Preschool Youngsters program, 
managed by Catholic Charities, which encourages early reading; expert early childhood 
consultants to support quality improvements at the centers; and, thanks to a Chase Foundation 
grant, expanded opportunities for center staff to pursue a child development associate (CDA) 
certificate and associate of arts (AA) credentials. For the early childhood programs, 73 percent of 
licensed slots at the three childcare centers in the area are currently utilized (244 out of 335). The 
target of 25 participants for the Family, Friends, and Neighbors Network has been exceeded, 
with 33 enrolled, and the available slots for CDA and AA participation were utilized at 100 
percent. 

EPN also implements a number of programs in collaboration with partners to promote 
educational success through secondary and post-secondary education. City Year, a nonprofit that 
partners with at-risk schools in impoverished communities to provide support to vulnerable 
students and teachers, partners with EPN to pair trained young adults (corps members) with 
students identified as most at risk from Wheatley Middle School and Sam Houston High School. 
Corps members support these vulnerable students to overcome attendance problems and achieve 
academic success.20 EPN and its partners also provide students with resources to learn more 
about and enroll in colleges and universities. SAISD also receives funding from the DOE’s 
Gaining Early Awareness and Readiness for Undergraduate Programs to provide college 
readiness coaches, summer camps and programs, and other resources to prospective college 
applicants. 

EPN supported internship programs to develop leadership capacity and to provide career 
opportunities for talented youth were augmented by a Citi bank grant to support a college match 
savings programs for neighborhood students. Partnerships with several nonprofits (including the 
Boys and Girls Clubs of San Antonio, the Girl Scouts of Southwest Texas, H.I.S. Bridge 
Builders, and the YMCA of Greater San Antonio) provide after-school and summer programs 
that emphasize STEM education. Figure 5-10 summarizes EPN’s cradle-to-career pipeline. 
 
 

                                                            
20 For more information on City Year and its partnership with EPN, see http://eastsidepromise.org/city-year/ 
(accessed December 5, 2016). 
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participated in strategic planning sessions that resulted in identifying solutions which were 
ultimately sent to the advisory council for approval. The programs outlined above were either 
identified during the planning phase or developed during the implementation phase. Community 
input was prevalent throughout, either as a part of the numerous meetings held during the 
planning phase or as a part of work done at the subcommittee or advisory council level. 

EPN’s subcommittees spend time reviewing data associated with the funded programs, 
including usage rates and performance metrics. As part of its review, if a program is started that 
does not resonate with the community, the subcommittee evaluates the process for improvement 
before the next round of funding. For example, after the initial funding was provided for farmers 
markets, data revealed that a large number of customers were not from the footprint (the area 
being served). The committee changed the location of the markets to the community school and 
also provided funding for nutrition education and cooking classes to ensure that families 
understood the importance of utilizing fresh fruits and vegetables in their daily diets. 
Additionally, EPN and United Way staff review contracts on a bi-monthly basis, including 
performance metrics, financials, and narrative reports submitted by funded agencies. This 
contract review process provides an opportunity for staff members to provide ongoing technical 
assistance for providers and consistent dialogue for program improvement. When EPN 
discovered that the out-of-school-time partners were not having the desired impact on academic 
achievement, a community of practice was created to give the partners the opportunity to 
collectively review the data and cross-pollinate best practices. 

EPN’s theory of change is guided by 21 neighborhood goals which include targets set by 
community members and stakeholders. The goals are developed based on the DOE’s 
Government Performance Results Act indicators which are standard measurements for all 
Promise Neighborhood grant recipients. The target-setting process was conducted using the 
results-based accountability (RBA) framework and included 13 meetings with over 200 
residents, content experts, and partners and 10 small group meetings with over 50 individuals 
from specific workgroups (for example, the Dual Generation Workforce Pipeline workgroup) or 
specific partnerships (for example, Out of School Time providers, City Year, all SAISD campus 
principals and their teams). The RBA framework structures participation and dialogue by 
focusing on the end game and affords the opportunity for the necessary negotiations and debates 
which must be part of a community-owned agenda. Table 5-9 displays EPN’s 10 promises as 
well as some of the key outcomes that the initiative has achieved in these areas.21 Data to 
measure this progress have been collected on an annual basis through a neighborhood survey, a 
literacy assessment, an early development assessment, a census of childcare enrollment, 
collection of administrative data, annual graduation rates, and a school climate survey. 
 
TABLE 5-9 EPN’s 10 Promises and Key Outcome Measures 

Promise 1 
Children enter 
kindergarten ready to 
succeed in school. 

• 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. 

• In 2015, 47.8 to 86.0 percent (depending on 
assessment) of children aged 3 and 41.0 percent of 
children in kindergarten demonstrated age-
appropriate early learning functioning. 

                                                            
21 For more information on initiatives related to each of the 10 promises as well as outcomes data and targets for past 
years, see http://eastsidepromise.org/the-results (accessed December 5, 2016). 
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• In 2016, 50.4 and 47.8 percent of children 
participated in formal and informal early learning 
programs, respectively. 

Promise 2 

Students improve 
academic performance 
and are proficient in 
core subjects. 

• In FY 2015–2016, 51.8 and 47.7 percent, 
respectively, of students in grades 3 through 8 were at 
or above grade level, according to state mathematics 
and language arts assessments. 

Promise 3 

Students successfully 
transition from 
elementary to middle to 
high school. 

• Through the Family–School–Community Partnership 
of United Way and Family Service Associate, 1,126 
parents from all 6 EPN schools were visited in 2015 
by another parent to learn about and connect to 
available and resources and services to support their 
children’s success in school. 

Promise 4 
Students graduate from 
high school. 

• In 2015, 81.3 percent of students graduated from high 
school (state graduation rate formula). 

Promise 5 
Students earn a college 
degree or a job training 
certification. 

• In 2016, 45.7 percent of students enrolled in a 2 or 4 
year college or university after graduation. 

• In 2011, 1.3 percent of students earned industry-
recognized certifications. 

Promise 6 

Students are healthy, 
and their educational 
performance improves 
by accessing aligned 
learning and 
enrichment activities. 

• In the 2015 to 2016 school year, 30.5 percent of 
students reported engaging in at least one hour of 
daily physical activity. 

• In the 2015 to 2016 school year, 36.7 percent of 
children reported consuming five or more daily 
servings of fruits and vegetables. 

Promise 7 
Students feel safe at 
school and in their 
community. 

• From 2014 to 2015, 75.7 percent of students reported 
that they felt safe both at school and while traveling 
to and from school. 

Promise 8 
Students live in stable 
communities. 

• After 2013 to 2014, EPN experienced a slight 
decrease in student mobility in 2014 to 2015.22 
Overall, little movement has been observed on 
mobility, with rates basically flat for the past four 
school-years with only minor overall fluctuation.23 

Promise 9 

Families and 
community members 
support learning in 
Promise Neighborhood 
schools. 

• From 2015 to 2016, 51.6 percent of families reported 
reading to their children three or more times a week, 
70.5 percent of families reported encouraging their 
children to read books outside of school, and 83 
percent of families reported talking to their children 
about post-high-school career opportunities. 

Promise 
10 

Students have access to 
21st-century learning • In 2015, 90 percent of students had access to Internet 

                                                            
22 The Wheatley Courts demolition and the relocation of families outside the footprint in early 2014 may have had 
an impact on the mobility of students at the target schools. 
23 Compared to the baseline year, Bowden and Wheatley have shown improvement, Sam Houston stayed virtually 
unchanged, and Pershing and Washington experienced increased mobility. Compared to the 2015 to 2016 target of 
20 percent, only Bowden Elementary is close to meeting the target with a 23.6 percent mobility rate. 
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tools. at home and at school. 
SOURCE: EPN, 2016a. 
 
Promoting Health Equity: Key Elements 
 

Through the role of committees in its governance process EPN fosters a shared 
community vision for better educational and health outcomes. EPN supports four community 
committees comprised of residents, community stakeholders, content experts, and local partners 
who meet regularly to address issues related to early childhood learning, health and wellness, 
education, and school and neighborhood safety. The Promise and Choice Together (PaCT) 
Health and Wellness Committee, for example, has reviewed data collected from 6th- to 12th-
grade students on fruit and vegetable consumption and participation in physical activity to 
develop several of its solutions. Furthermore, a health consultant funded by EPN has served on 
the committee and facilitated the committee’s inclusion of Healthy 2020 metrics related to health 
and wellness in order to develop interventions. EPN’s committees have fostered shared 
accountability among resident participants and strengthened educational success and health 
equity as a shared vision. 

EPN collaborates with organizations from many different sectors. Its key partners include 
the United Way of San Antonio and Bexar County, The Annie E. Casey Foundation, SAISD, the 
City of San Antonio, Ella Austin Community Center, Goodwill Industries, Alamo Colleges, St. 
Philip’s College, San Antonio Growth on the Eastside, San Antonio Housing Authority, 
Workforce Solutions Alamo, Family Services Association, and the San Antonio Police 
Department. These core partnerships were formed during the planning phase of the process or 
the early implementation phase and are maintained through regularly scheduled meetings at the 
subcommittee, staff, and leadership levels. The mutual accountability structure for EastPoint has 
three levels of partnership and accountability. The structure includes periodic reports to the 
mayor and city council of San Antonio delivered by the anchor partners. These reports include an 
overview of the progress of each of the major initiatives occurring as a part of the EastPoint 
collective impact model. 

Some of the other organizations that EPN has partnered with are public libraries, faith-
based organizations, sororities and fraternities, the NAACP, and the San Antonio Spurs. Its key 
partners in carrying out its health and wellness initiatives include the Martinez Street Women’s 
Center, the San Antonio Food Bank, Methodist Health Care Ministries, the City of San Antonio, 
University Health Systems, CommuniCare, SAISD, University of the Incarnate World Bowden 
Eye Care and Health Center, the San Antonio Metropolitan Health District, H.I.S. 
Bridgebuilders, and University of Texas Health Science Center.24 Additionally, EPN engages 
with local politicians in its governance process. Representatives from both the mayor and city 
councilmen’s offices have designated seats on EPN’s advisory council. Staff members from the 
offices of local elected officials are also invited to serve as members of EPN sub-committees. 

EPN has built resident capacity through its process of holding subcommittee and advisory 
council meetings that include representation from neighborhood associations. These 
neighborhood associations are composed of residents and property owners who hold regular 
community meetings to discuss and advocate for causes raised by their membership. Each has its 

                                                            
24 For a full list of organizations who partner with EPN, see http://eastsidepromise.org/the-partners (accessed 
December 5, 2016). 
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own governing rules with elected leadership and may collect voluntary dues. Currently, three 
exist in EPN: Dignowity Hills, Government Hill Alliance, and Harvard Place/East Lawn. 

EPN has developed organizational capacity by taking advantage of a DOE investment in 
training in results-based accountability. RBA is “a management tool that can facilitate 
collaboration among human service agencies, as a method of decentralizing services, and as an 
innovative regulatory process” (Schilder, 1997). Several of EPN’s staff members and community 
partners received RBA training in the initiative’s early implementation phases. RBA continues to 
inform the work of EPN and its partners in ongoing development and implementation of its 
programs. 
 
Challenges and Lessons Learned 
 

An important element contributing to EPN’s success has been its development and use of 
a process or framework to guide its governance process. EPN’s subcommittees have used RBA 
to develop and implement a range of health and educational programming. Another important 
aspect of EPN’s programmatic development has been the use of data to guide decision making, 
monitor progress over time, and make corrections and adjustments as necessary. EPN partners 
with a community data intermediary called CI:Now (Community Information Now), which has 
built, over time, a data warehouse and multi-user bridge underwritten by three funding sources 
and which enables the review of relevant student and family indicators to monitor progress 
across a range of programs (EPN, 2016b). 

One of EPN’s ongoing challenges is ensuring that informal and formal communication 
systems successfully facilitate knowledge of the variety of resources available to community 
residents, as many families face transportation and access barriers and may not be aware of the 
resources and events available to them. EPN includes three neighborhoods, each with its own 
distinct characteristics and communication challenges. Developing a multi-pronged approach to 
reach residents across the footprint is an area for continuous improvement. The preferred method 
of communication continues to be “word of mouth,” as it generally comes from a vetted source 
that has a connection to the community. The Family–School–Community Partnership, which 
places Parent Rooms at each campus and the school district’s Parent Family Liaisons are the 
main distribution points, as they are highly connected to families in the footprint. EPN also 
created the position of family navigator to help connect families to available programs and 
events in the area. Finally, the Health and Wellness Committee recommended a solution that 
included hiring community connectors who visit homes to conduct an information and referral 
assessment to assist those with children ages 0 to 5 with accessing a medical home. These 
promotora-style peer home visitors also provide information about upcoming events and 
resources, including job fairs and career training opportunities in the neighborhood. 

Over time, the Implementation Team has experienced some challenges that affected its 
problem-solving role and effectiveness. In recognition of this changing dynamic, plans are under 
way to ensure the leadership of the implementation team is fortified to serve in its intended role 
and prepare for the transition to post-grant sustainability. The tri-chairs of the implementation 
team have agreed to participate in a self-assessment of the team’s current structure to provide 
insight to help identify and determine areas that may need adjustments for continued success in 
implementing collective initiatives. 
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SOURCES: County Health Rankings, 2016b; IndyCAN, 2014, 2016b. 
 
The IndyCAN model for action is adapted from the PICO Community Organizing Model 

as a faith-based, broad-based organizing model that makes shared values and social relationships 
the binding factors that hold organizations together, rather than specific issue-based organizing. 
This creates a sustainable vehicle for state wide organizing and building capacity. The 
organization is rooted in local organizing committees, which engage community members 
through dialogue, local and regional trainings, and research meetings to identify the priorities of 
the community. The 38 participating congregations28 that make financial contributions, 
“missional members,” receive training to build capacity among their clergy and laity teams.  

IndyCAN has various community, regional, and state-level partners outside of the realm 
of health. The organization has an extensive legal network, including the American Civil 
Liberties Union (ACLU), to support its work to protect immigrant families and promote criminal 
justice reform. IndyCAN leadership holds meetings with local and state-level policy makers, 
thought leaders, policy experts, and public officials to develop strategies and inform their 
decisions. IndyCAN has partnered with Indiana University, the University of Minnesota, the 
University of Wisconsin, the Vera Institute, and others to support community-led research as 
well.  
 
Integrated Voter Engagement 
 
 Integrated Voter Engagement (IVE) is a year-round program that connects voter 
engagement to issue-based organizing in order to build power, sustainability, and impact over 
multiple election cycles. IVE is a more sustainable model for voter engagement, in contrast to 
traditional campaigning methods, which tend to be seasonal operations (Paschall, 2016). In 
preparation for the 2014 midterm elections, IndyCAN volunteers garnered more than 15,000 
pledges to vote, including pledges from more than 5,000 unlikely voters, who were 
predominately low-income and people of color (Paschall, 2016). In 2014, IndyCAN doubled the 
African American and Latino turnout in three pilot districts, and by 2015, IndyCAN voter 
contact grew to 11 percent of every person that cast a ballot in Marion County, Indiana 
(IndyCAN, 2016a). IndyCAN has been successful in leveraging the already existing social 
networks within congregations and clergy voice, seen as credible messengers, to strengthen its 
voter program. These social networks and relationships are integral to promoting civic 
engagement and ensuring that people who pledge to vote will follow through (Paschall, 2016).  
 
Addressing the Social Determinants of Health 
 
 While at first glance IndyCAN may not appear to be directly targeting health outcomes at 
first glance, it is clear that the work of the organization seeks to improve many of the social and 
economic determinants of health to achieve its mission of racial and economic equity.  
 
Employment  Employment opportunities as a means to promote economic dignity are a critical 
issue within IndyCAN’s mission, as it supports opening and expanding pathways to jobs with 
family-sustaining wages, developing career pipelines that align training with employer needs, 

                                                            
28 For a full list of participating congregations, see http://www.indycan.org/about/congregations (accessed December 
5, 2016).  
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and removing barriers to employment, good wages, and benefits. In an effort to expand entry 
points for low-income and entry-level workers to middle-class careers in high-growth industries, 
the organization works to align workforce development and educational programs directly to 
employer needs. Since its founding, IndyCAN has promoted policies that have contributed to 
9,738 new jobs and 52,620 trained workers and have removed barriers to employment for 
253,600 immigrants, formerly incarcerated “returning citizens,” and excluded workers in the 
region. For example, IndyCAN advocated for the first local hire requirement implemented in the 
state, which requires 30 percent of jobs created through downtown development tax increment 
financing to be directed to local, low-income residents and allocates $3.5 million in job training 
and micro loans for minority businesses, which has resulted in good jobs for residents facing 
economic hardship (IndyCAN, 2014). IndyCAN also convenes educational institutions, 
workforce development organizations, and community members to expand the career pipeline by 
putting best practices, such as on-the-job training, in place.  

 
Public Safety Faced with rising homicide and incarceration rates, in addition to the associated 
costs of violence, IndyCAN has prioritized public safety and incarceration on its agenda. 
Specifically, the organization strives to reduce violence by advocating for the implementation of 
the Department of Justice’s top-rated, evidence-based, nationally recognized strategy, Ceasefire. 
The Ceasefire approach has cut homicides by 30 to 60 percent in cities across the nation29 by 
linking those who are at the highest risk of engaging in violence to jobs and alternatives to street 
life, healing the broken relationship between law enforcement and communities of color, and 
better integrating immigrants and previously incarcerated individuals into the community. To 
address recidivism, IndyCAN also promotes strategies such as transitional jobs and housing for 
the formerly incarcerated. IndyCAN currently partners with the mayor and county sheriff with 
the goal of reducing Marion County’s incarceration rate by 20 percent in 2018. This plan 
includes diversion programs for people with mental illness, addiction, and for low-level non-
violent offenders.  
 
 
 
 

                                                            
29 For more information, see https://nnscommunities.org/impact/results (accessed October 18, 2016).  
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Transportation  IndyCAN works to achieve its vision of an equitable public transit system 
through its Ticket to Opportunity initiative.31 The initiative was developed after the organization 
commissioned a study that revealed a broad base of support for new investment in mass transit, 
in addition to the effect that inadequate transit has as a barrier to employment opportunities and 
other important resources (IndyCAN, 2016a). IndyCAN is organizing to pass a regional transit 
expansion referendum in November 2016 that will triple bus service in Indianapolis. This 
expansion is projected to fuel economic development and increase job access for low-income 
communities three-fold (IndyCAN, 2016a). The Ticket to Opportunity field program is initiating 
dialogue with 80,000 marginalized voters of color through large-scale, integrated voter 
engagement to build sustained capacity for achieving transit equity. Thus far, more than 2,000 
community members have communicated with their legislators in town hall sessions, in-person 
meetings, statehouse visits, calls, letters, and media events in efforts to convince them to support 
the passage of this bill (IndyCAN, 2014). 
 
Education  IndyCAN advocates for increased access to higher education and works to increase 
the accessibility of higher education to all immigrant students. The organization’s priorities 
include providing equal access to in-state tuition for all students who graduate from high schools 
in Indiana and working to pass the DREAM Act in Indiana. IndyCAN is also organizing to 
expand quality pre-kindergarten education in the state of Indiana. 
 
Social environment  Efforts to improve the social environment are integrated throughout the 
work of IndyCAN. For example, IndyCAN provides civic gathering places at member 
congregations in various neighborhoods, many of which do not have other stable venues for civic 
gathering purposes. Further, IndyCAN develops leaders who become involved in civic 
engagement, often for the first time. In 2015, IndyCAN trained 874 people who engaged 4,945 
participants in its campaigns through personal visits, congregational events, town halls, vigils, 
research actions, and voter outreach, in addition to shaping IndyCAN’s Jobs Not Jails platform. 
IndyCAN clergy, staff, and leaders conducted 108 trainings, including two leadership 
assemblies, four strategy team meetings, 96 trainings in congregations, and 12 clergy councils.  

Finally, IndyCAN builds relationships and social networks across racial and ethnic 
differences to strengthen the social fabric of communities and to develop residents’ sense of 
purpose and self-worth, all of which contribute to social and emotional health.  
 
Data and Outcomes 
 

As a member of the PICO network, many measures of progress that IndyCAN tracks are 
measures of civic engagement and community organizing. This includes estimates of the 
numbers of participants at trainings, conferences, and other organizing activities; the number of 
trainings given; the number of votes secured for particular ballot measures; the size of the voter 
contact network; and the levels of empowerment. Speer and colleagues found that the average 
PICO member engages in 76 percent more civic activities than the average resident (Speer et al., 
2010) (see Figure 5-14).  

IndyCAN also relies on data sources across various sectors to inform and support their 
platforms on issues such as public safety and transit expansion. For instance, IndyCAN’s goal to 

                                                            
31 For more information see http://www.indycan.org/transit/the-ticket-to-opportunity-platform (accessed on 
September 14, 2016). 
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criminal justice reform, with participation from elected officials, policymakers, and several other 
partners. Collaboration with policy makers and public officials has proven to be vital to 
achieving long-term, measurable systemic outcomes. Data collection is one of many important 
activities of IndyCAN that has required partnerships across sectors, including such partners as 
the Metropolitan Planning Organization, EmployIndy, and the Bureau of Justice Statistics.  

IndyCAN builds leadership and community capacity from the grassroots level, 
empowering individuals into a collaborative, organized movement of people with shared values 
and power. Through the facilitation of civic gatherings and providing leadership training that 
teaches residents to use the tools of democracy to improve their communities, IndyCAN is 
creating sustained community capacity. Low-income leaders including people of color, 
immigrants, and returning citizens continue to guide all aspects of decision making in the 
organization. Campaign decisions are initiated by local congregations and then ratified through 
local organizing committees (LOCs). Low-income LOC leaders maintain an ongoing dialogue 
with hundreds of low-income families through regular one-on-one conversations, check-in calls, 
and congregation-wide assemblies to ensure accountability and invite participation in decisions. 
At least two delegates, elected by each member congregation, vote at six Council of 
Representative (COR) meetings per year and shape countywide issue campaigns and strategy, set 
organizational direction, and review the annual budget. COR meetings also provide an entry 
point for new low-income leaders to participate in the broader organization.  

IndyCAN also produces toolkits and other resources32 for communities seeking to initiate 
dialogue and organize their congregations.  
 
Sustaining Success 
 

In order to sustain its work, IndyCAN raises funds from partners, individual donors, 
corporations, and foundations. While the primary source of funding is external donors, 25 
percent of resources come from fundraising from internal resources. 

IndyCAN’s work is building a vehicle for statewide community organizing. The 
organization has recently begun initial efforts to create a chapter in northeastern Indiana, with 
plans to scale up across the state over the next 5 years. The organizing infrastructure that 
IndyCAN has built across an extensive network of local congregations allows for sustained 
relationships, and the training programs build a sustained capacity to shape outcomes. For 
example, in 2015 IndyCAN’s training program focused on deepening its capacity to identify and 
challenge structural racism, race privilege, and implicit bias in all of its policy change 
campaigns. The training program is often the only place in the area where people gather and 
build relationships across race, class, and religion to understand the intersections of IndyCAN’s 
work and build a shared commitment to the work of racial and economic justice. 

 
 
 
 
 
 
 
 

                                                            
32 For more information see http://www.indycan.org/tools (accessed September 14, 2016). 
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5. provide actionable data to inform partners’ efforts and galvanize residents to make 
changes and achieve improved health and developmental outcomes.  

 
 The West Adams, Pico Union, and North Figueroa Corridor neighborhoods served by 
MCI have 35,000 youths, of which almost one-third are under 5 years of age. (See Table 5-11 for 
more demographics.) High rates of child abuse, child neglect, and spousal abuse are also present 
within this community. These neighborhoods are vulnerable, high-need, and low-resource areas 
with multiple threats, as evidenced by the presence of low-performing schools and low student 
achievement, high poverty, low employment rates, a high incidence of diabetes and asthma, and 
high rates of involvement with the child welfare system (Bowie, 2011). 
 
TABLE 5-11 Demographics of MCI Catchment Area in West Adams, Pico Union, and North 
Figeroa Corridor Neighborhoods 
Total ~ 35,000 youth residents 
Race/ethnicity 75% Latino 

11% Asian 
8% White 
5% African American 

Health  35% of children are obese 
Education 40% of children enter kindergarten unprepared 

73% of children are not proficient in reading by third grade 
40% of students will not graduate from high school on time 

Income 65% of children live in poverty 

SOURCE: Bowie, 2011. 
 
Community Level Change Model 
 
 The Magnolia Community Initiative Partners, along with the Children’s Council of Los 
Angeles and First 5 LA, developed a Community Level Change Model. This model highlights 
the logic behind building resilience at the individual, family, and societal levels and the 
community level changes sought. It is a graphic representation of a theory of change built upon 
research, some key assumptions, and years of implementing and learning from community-based 
prevention strategies (see Figure 5-15). 
 Within the model, the foundation for achieving individual family and community-level 
change is increasing protective factors and mitigating the risk factors of family and community 
members. Informed by the Asset Building Community Development Model of John McKnight, 
resident groups are formed, and by virtue of members coming together to deepen their 
connections with one another, be each other’s support systems, and learn and grow as 
individuals, the groups then become more aware of and involved in improving their 
neighborhoods (Kretzmann and McKnight, 1993).  
 Residents participating in neighborhood groups make social connections, increase their 
resilience for coping with stress, gain knowledge of parenting techniques and the stages of child 
development, foster their children’s social and emotional growth, and create mutually supportive 
relationships that provide concrete support in times of need. From these protective factors come 
a greater sense of community and connectedness plus a move toward civic engagement that is 
truly resident-owned and resident-led. Resident-owned and -led actions result in partnerships that 
change institutional policies and practices, transforming and creating neighborhood assets such 
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the full population of residents within the community, with improved outcomes for young 
children as the demonstrated marker of this success. Currently, MCI uses an open Web-based 
platform for communication. There is an orientation process for individuals and agencies asking 
to join the initiative. However, there are no barriers to entry or exit within MCI. All partners 
participate voluntarily, contributing what they can to the collective endeavor. Partners 
collaborate to align their work and function as a system, shifting from solely delivering 
individual services to a preventive and holistic approach for each person served (Inkelas and 
Bowie, 2014).  

MCI also created a learning system for partners which consists of meetings, working 
groups, and improvement projects that build relationships and which aligns actions among 
agencies and with community residents, improves staff practices, builds agency capacity to better 
use data to understand the effects of one’s practice, and introduces improvement science 
approaches to improve change processes. Through their involvement, partners are able to 
improve their individual practice and staff capacities, reflect with others on how to function as a 
“system” to improve conditions for children and families, and, ultimately, improve outcomes for 
their community. It is the voluntary nature of MCI that supports its sustainability, as partners 
serve without shared funding.  
 
Solutions to Address the Social Determinants of Health  
 

MCI’s approach supports and is in alignment with cross-sector efforts, as each 
organization provides services within the sector of its competency. MCI then works on processes 
that enable different sectors across the social determinants of health to function more fully as a 
system to achieve positive results.  
 
Social environment   At the same time, MCI staff facilitates Belong Neighbor Circles, which 
are structured discussions of residents that introduce the concepts of protective factors, empathy, 
and belonging, with the goal of motivating residents into action. These discussions are intended 
to increase personal connections among the participants; expand the relationships of participants 
within their neighborhood; expand and strengthen participants’ connections to community 
resources, supports, and information; and empower residents to acknowledge when they have a 
concern about the well-being of a neighbor or family member and act on those concerns to 
improve the well-being of individual families and therefore the community at large. Pre- and 
post-survey data reveal an increase in positive attitudes in the community around available 
resources, social cohesion, and perceptions of safety (see Figure 5-16).  
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 An especially noteworthy aspect of MCI is its ability to foster and maintain a culture of 
collaboration with many partners across a variety of sectors and disciplines. The initial 
recruitment strategy for partners was led by the Children’s Bureau. A factor in the selection of 
partners that was crucial to facilitating a culture of collaboration was capturing a diverse group 
committed to the overarching goals of MCI and willing to lead through collaboration and not 
simply competition. This is especially challenging, since community groups and organizations 
are constantly shifting between cooperation and competing for limited resources to meet their 
organizational needs (Bowie, 2011). In MCI, collaborative groups are developed based on 
interest and are led by those partners with the time, resources, and expertise to advance a project. 
Leadership within the initiative is informal and not prescriptive, and there is no monetary 
compensation for participation.  
 
Challenges  
 
 The challenges to taking on this level of work and desired outcome are seemingly 
endless. For example, maintaining involvement and participation, fostering cooperation over 
competition, sustaining one’s own agency or family and having enough time and resources 
bandwidth to contribute to a collective good or goal, having sufficient resources to achieve the 
necessary scale for large-scale change, and tracking progress in ways that are meaningful to a 
diverse group of key stakeholders, each with varying interests and ways of viewing success.  

MCI has embraced a collective response in order to both address the interrelatedness and 
complexity of today’s problems and to enable equitable access to the opportunities needed to 
thrive given today’s possibilities. The initiative also recognizes that these collective endeavors 
require new ways of working, which includes new structures, social processes, and practices 
from the individuals, organizations, and the larger systems of which they are a part.  

Yet there remains very little in the way of sharing the exploration and “testing” of what 
new structures, processes, and practices might better ensure equitable access and opportunity to 
thrive in the realities of today’s economy. Maintaining sufficient momentum and sufficient 
engagement to change culture and practice to achieve better results within any one sector is well 
documented, and adapting these processes continues to be an ongoing exploration across many 
fields. However, applying this learning to achieve societal goals and address community-specific 
challenges remains an ongoing process of exploration, testing, learning, adapting, and being 
resilient to all other things happening at the same time. Maintaining this as the focus is likely to 
be MCI’s greatest challenge. 
 
Sustaining Success 
 

MCI was not designed as a 5- or 10-year plan, but rather as an approach that will expand 
over time and over generations within the community and organizations serving the community. 
For the first 2 years, the MCI director was the only staff member of the initiative. In more recent 
years, MCI has brought in other staff members to assist in strengthening some of the core 
support functions for the network. These include a data manager, an improvement coach, the 
MCI Belong organizing team, and a staff member focused on providing project management 
support of cross-agency projects. While recognizing that moving to managing a staff team 
requires a fair amount of time and energy, MCI decided at this time that having a stronger staff 
infrastructure will ensure success in sustaining MCI's approach to community change.  
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white (City-Data.com, 2016b). Between 2000 and 2010, West Oakland’s African American 
population declined 20 percent, while the number of Asian/Pacific Islander and white residents 
increased by 39 percent and 135 percent, respectively (Alameda County Public Health 
Department, 2015). West Oakland has the highest rates of poverty and unemployment in the 
county, with 45 percent of households earning an annual income of less than $25,000 (Healthy 
Food Access Portal, 2016). Additionally, only 23 percent of Oakland residents who are eligible 
for assistance from the Supplemental Nutrition Assistance Program (SNAP) actually receive 
benefits (FRAC, 2005; Unger and Wooten, 2006). West Oakland also has the highest rates in the 
county of certain diet-related chronic diseases, including diabetes rates that are three times 
greater than in the rest of the county (Alameda County Public Health Department, 2008). 
Approximately 48 percent of adults suffer from obesity (Healthy Food Access Portal, 2016), 
with persistent disparities by race and ethnicity. The prevalence of obesity by race and ethnicity 
is 28.9 percent for African Americans, 26.6 percent for Hispanics, and 5.5 percent for 
Asians/Pacific Islanders (Alameda County Public Health Department, 2014). As the 
neighborhood is surrounded by two freeways and adjacent to the Port of Oakland, residents of 
West Oakland suffer from greater exposure to environmental pollution and exposure-related 
health conditions. Compared to residents of the Bay Area, residents of West Oakland are 
exposed to three times more diesel pollution (Alameda County Public Health Department, 2014). 
West Oakland residents are also two and a half times more likely to develop cancer in their 
lifetime and have the highest rates of asthma hospitalization in the county (Alameda County 
Public Health Department, 2014). See Table 5-12 for a summary of demographic information of 
West Oakland’s population. 

 
TABLE 5-12 West Oakland Demographics 
Total ~36,000 residents 
Race/Ethnicity 
(2010) 

64% African American 
9% Asian/Pacific Islander 
16% Latino 
7% white 

Education 7.9% completed high school 
7.3% received an associate’s degree 
14.1% received a bachelor’s degree 

Income Median household income in 2013: $38,480 
33.9% below poverty level 

SOURCES: City-Data.com, 2016b; U.S. Census Bureau, 2010. 
 
History 
 

Throughout the early to mid-1990s, West Oakland was a prosperous working-class 
neighborhood of cultural activity, economic growth, and social activism. Host to a vibrant jazz 
and blues community in the 1940s and 1950s and the birthplace of the Black Panther Party in the 
1960s, West Oakland was the last stop of the Transcontinental Railroad and thus also served as 
an economic and transportation hub (The Planning History of Oakland, n.d.). The neighborhood 
experienced devastating economic and cultural decline with the waning of the war economy, the 
onset of discriminatory housing and redlining policies, and the displacement of African 
American residents and the destruction of their homes and businesses due to urban renewal 
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(Soliman, n.d.). Disinvestment and discriminatory social policies have had lasting destructive 
effects on the neighborhood. 
 

“For far too long, communities like West Oakland have suffered intentional 
and sanctioned disinvestment—stripping people of financial assets, social 
cohesion, and human dignity. The primary challenges [facing West 
Oakland] are those of a community that is not only unequal but also 
inequitable. To bridge this equity gap, targeted investment in people and 
community builds a foundation for community re-investment—a foundation 
composed of engaged and honored community voices, resources directed 
specifically to empower those voices, and core values that honor 
community-owned solutions and economies for community benefit, 
grounded in a demand for health and a respect for culture.” 
—Dana Harvey, Executive Director, Mandela MarketPlace 

 
Residents of West Oakland have been rebuilding their community and fighting 

socioeconomic and environmental injustices that have lingered from the period of urban renewal. 
The founding of Mandela MarketPlace stemmed from these ongoing collective efforts, 
specifically the efforts of residents of color who had become increasingly concerned about the 
lack of access to affordable healthy food in their neighborhood. Through grassroots organizing 
efforts, residents established a comprehensive community planning process that recognized the 
need to provide economic opportunity to low-income residents of color and support under-
resourced local farmers and local business owners in creating a sustainable community-owned 
food system. 

In 1998 the University of California Cooperative Extension initiated a food and health 
needs assessment with the Environmental Justice Institute (EJI) and community residents. The 
results of the assessment affirmed residents’ recognition of their community’s need for food 
security and economic opportunity. EJI organized a series of community meetings, town halls, 
church events, nutrition workshops, and focus groups for residents, from which the West 
Oakland Food Collaborative was created in 2000 to provide a grassroots platform and 
community voting process through which residents developed a plan of community ownership 
and local employment and business expansion. In 2003 the U.S. Department of Agriculture 
(USDA) awarded a 3-year, $225,000 Community Food Projects grant that helped create the 
Mandela Farmers Market and the Healthy Neighborhood Store Alliance. In 2004 Mandela 
MarketPlace was incorporated as a 501(c)(3) nonprofit in order to support the opening and 
incubation of the Mandela Foods Cooperative. In 2009 Mandela Foods Cooperative opened and 
remains the only full-service grocery store serving West Oakland, operating as a worker 
cooperative owned by community members. It was incorporated by community members in 
2004 as a worker-owned cooperative with grant and loan support from several sources, including 
the Walter and Elise Haas Fund, the West Oakland Project Advisory Community, a city council 
member, and the Oakland Business Development Center. 
 
Solutions to Address the Social Determinants of Health 
 

Mandela MarketPlace has launched a number of programs that increase food security, 
expand local employment opportunities, build individual and community wealth, provide health 
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and nutrition education, improve the built environment, and strengthen outcomes through 
integration with the health care sector. 
 
Employment and income  Mandela has improved local workforce development by hiring and 
training local residents and supporting local farmers with a greater distribution network. 
Residents, farmers, business owners, and entrepreneurs of the community have also built wealth 
through opportunities to earn family-sustaining incomes, participate in business and 
entrepreneurial training, expand their customer bases, and receive microfinance loans. 

An example of these opportunities put into action is Mandela Foods Cooperative, a 
2,200-square-foot grocery store that stocks fresh produce, 50 percent of which is sourced from 
local farmers of color who grow their produce sustainably and are members of the Mandela 
Foods Distribution network, a venture of Mandela MarketPlace. Mandela Foods Cooperative 
does not sell alcohol, tobacco, or products with high fructose corn syrup. It is collectively owned 
by worker-owners who are all local residents of color. Currently the store is run by four worker-
owners and employs two full-time employees and hopes to expand to eight worker-owners and 
three full-time employees in the near future. The store serves more than 250 customers daily and 
since opening has generated sales revenue of more than $4 million ($1 million in 2014 alone), 
which has benefitted its worker-owners as well as members of the Mandela Foods Distribution 
network. Supported by a 2006 grant from The California Endowment and a 2011 grant from the 
California Department of Food and Agriculture, the network includes under-resourced farmers of 
color who operate within 200 miles of the Bay Area and who have access to flexible, no-interest 
loans that can be repaid with produce through Mandela MarketPlace’s Harvest to Market loan 
program.39 
 
Physical and social environment  Mandela MarketPlace also provides a range of educational 
programming related to health and nutrition. Its programs include nutrition education workshops, 
cooking classes, and community outreach events. In partnership with Highland Hospital, 
Alameda County’s safety net hospital, Mandela provides classes taught by dieticians to high-use 
patients. As of 2015, Mandela’s educational programs had trained 26 peer educators, 10 youth, 
and 30 community residents on nutrition and food access. Community control of programmatic 
planning and allocation of resources has improved the social environment by building social 
capital among residents and community stakeholders. Mandela partners with local health clinics, 
hospitals, and senior centers to increase access to affordable healthy foods and provide education 
about the importance of healthy food consumption. Mandela has provided support to Oakland 
Based Urban Gardens to create Oakland’s first land trust, a community garden near a local high 
school, and a park located in a residential neighborhood. Mandela has also supported Planting 
Justice, an Oakland-based food justice nonprofit, to undertake gardening projects at schools in 
East Oakland. 
 
Data and Outcomes 
 

Mandela’s current data collection efforts40 include obtaining monthly totals of produce 
sales through Mandela Foods Distribution; customer tallies at produce stands; randomized tallies 

                                                            
39 For more information on the Harvest to Market loan program, see 
http://media.wix.com/ugd/c3e56b_32738ccf66cf47ef9e967f295bcfd280.pdf (accessed December 5, 2016). 
40 Data collection is ongoing and collected data has not yet been analyzed. 
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of number of fruit and vegetable customers at corner stores in its Healthy Retail Network; 
quarterly intercept surveying of fruit and vegetable customers at all retail sites (including corner 
stores, produce stands, and Mandela Foods Cooperative); customer receipt data from Mandela 
Foods Cooperative; and bi-weekly inventory records of produce distribution at each corner store. 
Figure 5-19 illustrates Mandela’s community-owned food system model and some of the key 
overall outcomes Mandela has achieved. 

 
FIGURE 5-19 Mandela MarketPlace’s model for a community-owned food system and 
outcomes data. Used with permission. 
SOURCE: Mandela MarketPlace, 2013. 
 
Promoting Health Equity: Key Elements 
 

Since its founding, Mandela has encouraged shared responsibility among community 
members and stakeholders in developing programs to achieve better health and socioeconomic 
outcomes. Meaningful resident and stakeholder engagement has been essential in the 
organization’s efforts to rebuild and reinvest in communities. Mandela has built a range of 
partnerships across different sectors to develop collaborative solutions to build healthier and 
more equitable communities and local food economies. 
 

The integration of economics and health forge natural partnerships among 
otherwise seemingly different sectors—we do business together, we 
support improved community health through education and food access, 
and we promote community ownership of the food system and the 
economies that develop within and around that system. 
—Dana Harvey, Executive Director, Mandela MarketPlace 
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Mandela’s partnerships have involved businesses, educational institutions, youth 
development organizations, housing developers, government agencies (at the city, state, and 
federal levels), foundations, and others. Specific partners have included the University of 
California, Davis; Nutrition Policy Institute; Alameda Health Systems; Alameda County Public 
Health Department; East Bay Community Law Center; Sustainable Economies Law Center; 
PolicyLink; Centro Community Partners; Oakland Housing Authority; Resources for 
Community Development; Self-Help Credit Union; California FreshWorks Fund; FarmLink; 
Alameda County’s Community Development Agency; City of Oakland’s Community Action 
Partnership program; Mercury LLC (an advertising and marketing firm); California Wellness 
Foundation; Violet World Foundation; and Y & H Soda Foundation. Mandela has also received 
essential funding support from USDA, specifically from its Agricultural Marketing Service 
agency, Food Insecurity Nutrition Incentive program, Risk Management Agency, National 
Institute of Food and Agriculture, and Healthy Food Financing Initiative.41 

Mandela’s commitment to achieving better health and socioeconomic outcomes is also 
evident in its support of building capacity of local enterprises through business start-up support 
and loans. In 2013 Mandela received a $400,000 grant from the Healthy Food Financing 
Initiative to establish a $115,000 revolving fund to support local food enterprises and create 20 
jobs. The fund has provided support for Mandela Foods Cooperative, Zella’s Soulful Kitchen (a 
cafe located inside Mandela Foods Cooperative that is owned by a local entrepreneur), and 
Mandela Foods Distribution as well as three local food enterprises that sell at Mandela Foods 
Cooperative and other retail outlets. Mandela Foods Cooperative has supported employee and 
leadership development by providing pathways from employment to ownership and training for 
its worker-owners and employees. Mandela also invests in youth development. From 2007 to 
2013, Mandela supported the West Oakland Youth Standing Empowered program, which 
provided opportunities for local youth to engage in projects related to a range of community 
issues, including obesity prevention, improvement of walkable infrastructure and transportation, 
and neighborhood park improvement. 
 
Challenges and Lessons Learned 
 

Meaningful and sustained community engagement has been an essential component of 
Mandela MarketPlace from its early organizing efforts to the implementation of its many 
initiatives. The success of Mandela’s programs has also depended on capable and committed 
leadership within the organization and from the community, including engagement from 
stakeholders to align community goals and recruit other areas of expertise when needed. During 
its early organizing phase, community organizers recognized a need for technical expertise in 
grocery retail and hired external consultants to provide assistance for developing a business 
model. 

Mandela is regularly expanding its efforts to secure continuous sources of funding. Since 
its incorporation in 2004 as a 501(c)(3) nonprofit, Mandela has been able to leverage multiple 
funding sources from various foundations and government grant programs to expand and sustain 
its work. It has successfully secured funding from multiple sources by demonstrating a return on 
investment (see Figure 5-19) through important outcomes across different areas, including 

                                                            
41 The Healthy Food Financing Initiative is operated jointly by the U.S. Department of Agriculture, the U.S. 
Department of Health and Human Services, and the U.S. Department of the Treasury. 
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economic benefits from training employees and expanding businesses as well as community 
benefits from meeting the need for access to affordable healthy foods.42 
 
Sustaining Success 
 

Mandela has implemented several initiatives with community-based partners to sustain its 
community-owned food and local economies system model. A case study in Mandela’s sustained 
relationships in community change can be seen in the organization’s longtime work with James 
Berk, one of Mandela Foods Cooperative’s co-owners. When James first walked into Mandela’s 
office to participate in the CX3 community survey project, in partnership with Alameda County 
Public Health Department (ACPHD) and the State Department of Public Health (CDPH), he was 
15 years old and attending a continuation school in West Oakland. Over the next 6 weeks, James 
and four other teams of adults and youth conducted surveys throughout West Oakland to assess 
the community for food access and walkability, including surveying corner markets, analyzing 
advertisements within 1,000 feet of schools, and documenting the condition of sidewalks and 
signage visible as students and families walked throughout the neighborhood. 

James and the other six youth part of the summer program charged themselves with using 
the data to identify and act on built environment improvements. With continued support from 
ACPHD and CDPH, Mandela MarketPlace and the youth team were able to make important 
changes in their community, building self-efficacy along with a series of projects aimed at 
improving their community, increasing healthy food access, and launching the Healthy 
Neighborhood Store Alliance program in West Oakland. Along the way, James matured as a 
leader in the team and in West Oakland. His work was recognized by the Ashoka Foundation, 
and the team was included in the Ashoka Youth Ventures program, receiving professional 
support, making presentations to investors, and traveling to other countries to connect with youth 
activists around the world. James was eventually recognized by Robert Redford’s Art of 
Activism award in 2010 (Henry, 2011). When Mandela Foods Cooperative offered 
entrepreneurship training classes in an effort to identify new co-owners, James was a key 
participant. He became the youngest worker-owner, at 18 years old, and has remained an integral 
part of the Mandela family in the 7 years since.43 See Figure 5-20 for a photo of James and other 
employees of Mandela Foods Cooperative. 
 

                                                            
42 Personal communication with Mandela MarketPlace staff. Available by request from the National Academies of 
Sciences, Engineering, and Medicine public access records office (paro@nas.edu). 
43 To read more about James Berk’s work with Mandela and his achievements, see 
http://civileats.com/2011/05/06/james-berk-of-mandela-foods-brings-produce-to-his-people-video, 
http://blog.sfgate.com/inoakland/2010/06/10/local-teen-shines-while-receiving-art-in-activism-award and 
http://www.homelessprenatal.org/news/founder-executive-director-martha-ryan-honored-at-redford-center-event (all 
accessed December 5, 2016). 
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farm on 13 previously vacant lots in the West Side (Massachusetts Avenue Project, 2016). PUSH 
works to create a more socially supportive environment through its operation of the Grant Street 
Neighborhood Center, a drop-in community center that provides programs and resources for 
West Side youth of all ages. Founded in 2009, the center supports an average of 60 youth each 
day, providing homework help, computers, movies, board games, a dance studio, and arts 
programs including a new addition of a West Side Studios stop-frame animation course, in 
partnership with Squeaky Wheel and Ujima Theatre Co., with intended tracks for higher 
education and workforce in the technology sector. In addition to providing day-to-day academic 
and social support, the center aims to provide “a safe, open, and productive space” and to 
promote youth development and leadership (PUSH, 2015). 
 
Data and Outcomes 
 

PUSH collects data on a number of different measures and is currently conducting a 
regional mapping project that will map data collected over time to elucidate progress and identify 
areas where further work is still needed. The measured outcomes include the number of 
redeveloped housing units, the number of employed workers, the amount of carbon emission 
reductions, and utility bill cost savings for low-income households. The organization plans to 
complete the mapping project by the end of 2016. 
 
Promoting Health Equity: Key Elements 
 

From its initial grassroots campaigns to the present day, PUSH’s efforts have consistently 
reflected the concerns and needs expressed by residents of the community. Seventy five percent 
of members of the organization’s board of directors are community residents directly residing in 
PUSH’s target zone—the Green Development Zone—and the organization convenes a 
community development committee monthly to determine resident needs and develop solutions 
to address these needs. The organization also convenes annual community planning congresses 
and invites professional planners to speak with residents to help identify and address resident 
concerns. Through these mechanisms, community input on housing, economic, and 
environmental issues has persisted as the driver of much of PUSH’s work. The partnership 
between residents and PUSH (and its various sub-organizations) ensures that the goals to 
improve the community are jointly shared. 

PUSH has collaborated with many organizations and agencies, increasing stakeholder 
engagement in achieving its goals and fostering extensive multi-sector partnerships. In addition 
to partnerships with housing, energy, and parks departments, PUSH has also collaborated with 
more than 20 nongovernment organizations, ranging from national organizations and foundations 
(including the Local Initiatives Support Corporation, People’s Action Institute, Green for All, the 
First Niagara Foundation, the Center for Community Change, and the Center for Working 
Families) to other local nonprofits (including the Massachusetts Avenue Project, the Coalition 
for Economic Justice, the Partnership for the Public Good, VOICE-Buffalo, Open Buffalo, and 
West Side Housing). PUSH partners with private sector companies, including a green 
architecture firm, a network of local contractors, and large banks such as Citizens, M&T, and 
HSBC which have contributed financial donations for projects in the Green Development Zone 
(Bartley, 2016). The organization advocates for national policy change through its membership 
in the People’s Action Institute (formerly National People’s Action), a network of grassroots 
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organizations rallying around issues related to economic and social justice, and Green for All, a 
nonprofit that builds participation from minority communities in the green economy and climate 
change movements. PUSH and the NPA have spoken with the U.S. Department of Housing and 
Urban Development to encourage its assistance for community redevelopment efforts from 
federal programs (PUSH, 2012c). Additionally, PUSH held a public forum in 2009 with the 
Federal Reserve to encourage greater investment in sustainable development from the 
Community Reinvestment Act and reform lender oversight through the Home Mortgage 
Disclosure Act (PUSH, 2009). 
 PUSH’s model of creating a sustainable urban economy through community-based 
redevelopment and organizing has built community capacity by prioritizing residents’ concerns 
and encouraging neighborhood leaders to create and implement solutions. Extensive partnership 
building has helped strengthen the organization’s capacity. Furthermore, many elements of its 
work could be scalable and transferrable to other low-income communities. For example, the 
organization’s NetZero House, the first house in the region whose energy consumption is 
matched by its energy production, has garnered national recognition from media outlets and 
policymakers (PUSH, 2012d). Additionally, the organization often invites individuals from other 
organizations to tour the Green Development Zone and gain insights that can be taken back to 
their own communities. 
 
Challenges and Lessons Learned 
 

The barriers that PUSH has faced in carrying out its work have primarily related to the 
financing for housing redevelopment and workforce development and training. Premium and 
maintenance costs for energy-efficient and sustainable construction practices are often higher 
than for traditional housing redevelopment construction, and covering the premiums with state 
housing funding programs can be difficult. PUSH has advocated for the state’s funding criteria to 
be more inclusive of sustainable construction in an effort to overcome this barrier. PUSH also 
faces challenges in sustaining employment opportunities for workers who receive training from 
the organization. Building connections with private sector employers, such as PUSH Hiring 
Hall’s partnership with Solar Liberty, will continue to be important for overcoming this barrier. 

Another barrier is the growing real estate market and early gentrification in the West Side 
area that has complicated the Buffalo Neighborhood Stabilization Company’s efforts to acquire 
land and develop affordable housing. PUSH Hiring Hall has also faced challenges related to the 
employment-at-will doctrine, which has often been tied to discriminatory and racially motivated 
hiring, firing, and disciplinary practices. 

 
“We’ve tried to position PUSH as a labor-management intermediary in 
order to protect and advance the interests of otherwise vulnerable 
contingent construction laborers, most of whom are men of color. We've 
worked to embed protections in our labor contracts, e.g., the right for 
PUSH to engage the host employer prior to adverse disciplinary action 
being taken against workers; a progressive disciplinary policy that takes 
seriously consideration of mitigating circumstances.” 
—Clarke Gocker, Director of Policy and Initiatives, PUSH Buffalo 
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From 1991 to 1992, WE ACT, as a member of the Coalition to Save St. Luke’s Hospital, 
worked with the NAACP Legal Defense Fund, which filed a Title VI complaint with the 
Department of Health and Human Services for unjustly transferring maternity and neonatal beds 
in an uptown hospital to a downtown hospital affiliate.49 The St. Luke’s catchment area includes 
two large public housing projects that depend on the hospital for health services. In 2004 WE 
ACT and the NRDC filed a lawsuit against the EPA for its rat poison standards which had failed 
to protect the health of children (WE ACT, 2016d). In 2016 WE ACT and other advocates from 
across the country partnered with Earthjustice and filed a lawsuit against the EPA for failing to 
update standards that protect families and their children against neurotoxic lead-based paint and 
lead dust, which many studies have shown can irreparably hinder children’s learning ability and 
reduce their IQ (Bellinger, 2008; Needleman et al., 1990). 
 
Solutions to Address the Social Determinants of Health 
 

WE ACT works to build healthier communities by prioritizing identified healthy 
community indicators: air quality; open and green space; food justice; climate justice; toxic-free 
products; transportation; waste, pests and pesticides; land use; and healthy indoor environments. 
The organization uses community organizing and training, community-based participatory 
research (CBPR), advocacy, and an empowered grassroots membership base to achieve its goals. 
 
Physical environment  WE ACT’s work to improve the physical environmental focuses on 
improving the built environment, advocating for climate justice, and promoting toxic-free 
products. 
 
Built environment  WE ACT helped to create the West Harlem Piers Park (see Figure 5-23), 
which transformed a former 69,000-square-foot parking lot into a 105,526-square-foot park, 
redeveloping the Harlem waterfront to increase options for active living for uptown families. The 
park opened in 2009 after a decade of community organizing and planning that produced a 
community-driven plan developed by WE ACT and Manhattan Community Board 9 in 
partnership with more than 200 residents, representatives from the New York City Department of 
Parks and Recreation, and local elected officials. In 1999 the community-driven plan was 
submitted to the New York City Economic Development Corporation, which set aside a variety 
of commercial development proposals in favor of advancing the community-driven plan to a 
master plan for the waterfront park and the surrounding neighborhood. 
 

                                                            
49 Personal communication with WE ACT staff. Available by request from the National Academies of Sciences, 
Engineering, and Medicine public access records office (paro@nas.edu). 
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benefits agreement (CBA) of $150 million, with another $150 million provided by the city to 
relocate two buildings of tenants and to preserve affordable housing. The West Harlem 
Development Corporation administers the CBA and grants funds to West Harlem groups for 
projects that improve community health, job training, small business, and arts and culture. 
 
Climate justice  With a $100,000 grant from the Kresge Foundation, WE ACT engaged its 
members and 400 residents from four neighborhoods across northern Manhattan in a series of 
public workshops in 2015 and developed the Northern Manhattan Climate Action Plan. The plan 
focuses on energy security, emergency preparedness, and social hubs and emphasizes 
coordination by community members through bimonthly working groups which advance policy 
initiatives such as development of microgrids and solar installations for affordable multi-family 
housing. Other stakeholders who contributed to the development of the plan include academic 
partners at Columbia University’s Mailman School of Public Health and the Icahn School of 
Medicine at Mount Sinai, the New York City Mayor’s Office of Resilience and Recovery, 
elected officials, and consultant Dr. Michael McDonald of the Global Health Response and 
Resilience Alliance. The implementation strategy identified policy initiatives necessary to 
achieve the plan with a 3-year Kresge Foundation grant of $660,000. 

In 2008 WE ACT organized the Environmental Justice Leadership Forum on Climate 
Change, a national coalition of 42 environmental justice organizations across 20 states. The 
forum publishes a Clean Power Plan Tool Kit,50 which provides guidance for state agencies and 
stakeholders to conduct civil rights and environmental justice analyses and meaningful 
engagement with vulnerable communities in planning for and implementing the federal Clean 
Power Plan rule. Incorporating equity, health, data, and meaningful engagement are key elements 
of the planning process. The tool kit report published by the forum summarizes the 
environmental justice analysis under Title VI of the 1964 Civil Rights Act in this way: 

  
1. Describe what you plan to do. 
2. Consider the benefits and burdens for all communities. 
3. Consider the alternatives. 
4. Include people of color and low income in the decision-making process. 
5. Implement a plan to distribute benefits and burdens equitably and avoid   

discrimination.51 
 
Currently, the Forum is working with a consultant to develop an environmental justice 

analysis for states to guide their development of their state implementation plans. 
 
Non-toxic products  In response to growing evidence of the human health effects of harmful 
chemicals and pesticides, WE ACT worked with the New York Public Interest Research Group 
(NYPIRG) in 2005 to encourage the New York City Council to pass two bills that were aimed at 
reducing exposures to toxic chemicals contained in pesticides. Armed with findings from a 
collaborative 18-year research project of the Columbia Center for Children’s Environmental 

                                                            
50 The Clean Power Plan Tool Kit is available at http://www.ejleadershipforum.org/clean-power-plan-tool-kit 
(accessed December 5, 2016). 
51 See page 28 of the Forum’s Environmental Justice State Guidance: How to Incorporate Equity & Justice Into 
Your State Clean Power Planning Approach available at http://www.ejleadershipforum.org/wp-
content/uploads/2016/01/EJ-State-Guidance-updated-March-7.pdf (accessed December 5, 2016). 
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Health that has documented the exposure to banned pesticides of 720 mothers and newborns in 
northern Manhattan and the South Bronx, WE ACT and NYPIRG worked with members of the 
New York City Council to introduce bills requiring notification of neighbors when pesticides are 
applied and requiring a reduction and elimination in the use of the worst toxic pesticides in New 
York City’s stockpile. Both bills were passed by the council and signed into law in 2005. 

Beginning in 2006 and continuing to the present, WE ACT and Clean and Healthy New 
York have served as co-leaders of the Just Green Partnership, a statewide coalition of 
environmental, environmental justice, public health, health-affected, labor, and sustainable 
business advocates who have led the fight in New York to protect children and families from 
harmful toxic chemicals in many products used daily. In 2010 the FDA ruled that it could no 
longer declare that bisphenol A (BPA) was safe. WE ACT and Clean and Healthy New York 
worked with allies in the Just Green Partnership to implement a ban on BPA in children’s 
products, including pacifiers, unfilled bottles, and sippy cups, and allowed for BPA-free products 
to be labeled as such. WE ACT engaged residents of northern Manhattan in signing petitions and 
postcards urging leaders of the New York State Assembly, Senate, and governor to protect New 
York’s children from the harmful effects of BPA. In 2010 New York passed a ban on BPA in 
products used by children ages 3 and younger. In 2012 WE ACT and Clean and Healthy New 
York worked as the leaders of the Just Green Partnership to ban TCEP, a toxic flame retardant 
chemical, in children’s products. Using findings from research conducted by the Columbia 
Center for Children’s Environmental Health, WE ACT again engaged its members and northern 
Manhattan residents in pushing for a change in the law that would better protect their children. 
At the end of the legislative session in 2012 and with bipartisan support, Governor Cuomo 
signed into law a bill requiring that TCEP be banned in children’s products in New York. 

In 2015, in partnership with the Just Transition Alliance and the Connecticut Coalition 
for Environmental Justice, WE ACT created a public awareness and education campaign to gain 
support from the congressional Black and Hispanic caucuses, subcommittees, and other agencies 
and offices to back the Safer Chemicals, Healthy Families campaign. The campaign advocated 
for the reform of the Toxic Substances Control Act of 1976, an outdated national law regulating 
chemical safety that had allowed approximately 82,000 potentially unsafe chemicals to remain in 
use in the United States. The act was amended in 2016 by the Frank R. Lautenberg Chemical 
Safety for the 21st Century Act, which mandates safety reviews of chemicals currently in use as 
well as new chemicals not yet on the market and includes some protections for vulnerable 
communities. 
 
Transportation  In 1997 WE ACT launched its Dump Dirty Diesel campaign to promote public 
awareness among community residents of the high levels of pollution in many neighborhoods of 
northern Manhattan due to the toxic diesel exhaust fumes being released by MTA buses and the 
elevated risks of respiratory problems, chronic disease, premature mortality, and negative effects 
on birth outcomes caused by this pollution. The goal of the campaign was to encourage the MTA 
to renovate its diesel bus depots and invest in buses running on clean sources of energy. In 2000 
WE ACT filed a Title VI complaint against the MTA for continuing to invest in diesel buses. As 
a result of the complaint, the U.S. Department of Transportation mandated that the MTA uphold 
civil rights law and take environmental concerns into consideration in its future decision making. 
In 2008 WE ACT, along with the MTA and a community task force, began holding community 
planning sessions to transform the Mother Clara Hale bus depot to comply with LEED standards. 
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Since then, WE ACT has been successful in pushing the MTA to transform its entire city bus 
fleet to hybrids and compressed natural gas buses. 

In 2011 WE ACT partnered with UPROSE (a Brooklyn-based nonprofit that promotes 
healthy and resilient communities through environmental, climate, and youth justice), Empire 
State Future (a coalition of organizations in upstate New York that encourages sustainable and 
equitable economic growth), and the Tri-State Transportation Campaign (a nonprofit working to 
reduce dependency on cars in New York, New Jersey, and Connecticut) to create the New York 
State Transportation Equity Alliance (NYSTEA), a statewide coalition of more than 50 
organizations. The coalition’s goal was to help build a more affordable and equitable 
transportation system in New York, providing improved public transportation options to 
residents without cars and addressing negative environmental health effects. As a result of the 
advocacy of NYSTEA and others, the 2014–2015 New York State budget included the first 
increases for public transit both upstate and downstate in many years. In 2014 WE ACT also 
established a Transit Riders Action Committee (TRAC) which has organized residents to 
campaign against unjust transit fare increases and closings of public transit options and to 
advocate for civil rights protection in transportation policy making (WE ACT, 2016b). The 
efforts of WE ACT’s TRAC resulted in bus rapid transit service across 125th Street, a congested 
east-west commercial corridor, and faster bus service for hundreds of Harlem residents to access 
the job center that is LaGuardia Airport located in the borough of Queens. 
 
Housing  In 2014 WE ACT began implementing its Healthy Homes Campaign with the goal of 
improving health, safety, and quality of life among residents of color and low income in New 
York City. The project has three objectives: (1) mobilize and build a campaign power base, 
consisting of members, environment and housing advocates, scientists, policy advocates, 
government agencies, community-based organizations, and people with health conditions related 
to poor indoor environmental conditions, in order to identify and marshal efforts to close gaps in 
housing policies and codes that violate the warranty of habitability52 and expose vulnerable 
tenants to environmental toxins and hazards; (2) develop campaign communication strategies 
that effectively position the campaign for high public visibility and legislative attention and 
action; and (3) advance effective New York City housing policies that address current housing, 
building code, and enforcement gaps; protect public health; and reduce harmful indoor 
environmental exposures. Since launching the campaign, WE ACT has worked to secure city-
wide healthy housing legislative and regulatory policies aimed at improving health outcomes in 
multi-family affordable housing by partnering with allies from a broad cross-section of social 
justice advocacy, housing, government, research, and green building sectors in a collaborative 
campaign that uses mobilization, convening, and communications strategies to educate city 
officials to support the Asthma-Free Homes bill pending at the New York City Council—a bill 
that would require landlords to fix housing violations that affect asthmatic tenants. 
 
Health systems and services  WE ACT currently works to improve the methods and practices 
by which three Harlem-based hospitals engage vulnerable communities in their catchment areas 
to achieve community health needs assessments and community benefits processes under the 

                                                            
52 “Most jurisdictions read residential leases to include an implied warranty of habitability. This warranty requires 
landlords to keep their property ‘habitable,’ even if the lease does specifically require them to make repairs. 
Furthermore, the warranty conditions a tenant's duty to pay rent on the landlord's duty to maintain a habitable living 
space” (LII, n.d.). 
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WE ACT partners with academic institutions to conduct CBPR and uses data as evidence 
to drive its campaigns. To demonstrate the effects of air pollutants, harmful chemicals, and 
pesticides on children’s health and birth outcomes and to advocate for policy changes to improve 
these outcomes, WE ACT has collected data on air quality by producing maps showing sources 
of pollution overlaid with health and income data. WE ACT’s data-driven advocacy efforts have 
led to new policies and legislative reform on issues related to air quality monitoring and the use 
of harmful compounds such as BPA and phthalates in consumer products, pesticides, and flame 
retardants. 
 
Promoting Health Equity: Key Elements 
 

WE ACT’s work is based on the concerns of residents and members and driven by 
community efforts, including community organizing, community planning sessions, town halls, 
and public meetings between residents and elected officials. All steps in the development and 
implementation process for each of its initiatives are undertaken with meaningful community 
engagement, ensuring that the concerns and priorities of residents are the drivers of WE ACT’s 
work. WE ACT engages partners from a range of sectors, including environmental health, land 
use and management, transportation, public health, energy, environmental health scientists and 
practitioners, and the legal system. Partners have included academic institutions, housing groups, 
law schools, solar energy providers, government agencies, and community-based participatory 
researchers. 

WE ACT has partnered extensively with educational institutions to conduct research and 
collect data for its advocacy work. Its North River Sewage Treatment Plant complaint was 
submitted after conducting a CBPR project to determine whether high levels of pollution were to 
blame for the high rates of asthma among the community’s children, a majority of whom were 
African American or Latino. With funding from the National Institute of Environmental Health 
Sciences (NIEHS), WE ACT and the Columbia Center for Children’s Environmental Health 
(CCCEH) collaborated to train 17 WE ACT interns to collect data on air quality in the uptown 
area. The collaborative research effort found unsafe levels of diesel particulates, results that were 
similar to those of the EPA’s subsequent data collection (Minkler, 2010). WE ACT currently 
partners with the NIEHS Center for Environmental Health in Northern Manhattan (CEHNM)— 
which conducts research on the role that environmental pollution plays in the development of 
neurodegenerative diseases, respiratory diseases, and cancers with environmental risk factors—
and CCCEH, both of them located at Columbia University’s Mailman School of Public Health. 
As co-chair of CEHNM’s Community Outreach and Translation Core and a co-principal 
investigator of CCCEH’s Community Outreach Education Core, WE ACT disseminates the 
centers’ research findings to community residents and organizations, health care providers, 
policy makers, and public interest groups and organizes community conferences and policy 
briefings among its researchers, community residents and partners, and policy makers to inform 
and advocate for safer environmental health policies to protect and improve the health of low-
income residents of color. For the past 18 years, WE ACT has had subcontracts with both 
research centers to carry out this work. CEHNM also provides $25,000 pilot grants to researchers 
and community partners to study air quality and other neighborhood concerns that affect 
environmental health. Partners at the research centers have also cooperated to apply for National 
Institutes of Health grants (when WE ACT is ineligible to do so) that serve community concerns, 
such as understanding the impact of social cohesion on outcomes of public housing tenants 
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affected by Hurricane Sandy. WE ACT has partnered with the University of Pittsburgh School of 
Public Health to study the cumulative effects of stress and air pollution on asthma throughout the 
five boroughs of New York City, with Montefiore Hospital to research effective methods for 
training parents on reducing exposure to indoor sources of lead, and with the Icahn School of 
Medicine at Mount Sinai to study the effects of climate change on children in northern 
Manhattan. 

WE ACT has worked with elected officials and policy makers at the local, state, and 
national levels. Through its Kellogg Foundation–funded project, Establishing Health Resilience 
for Vulnerable Asthmatic Children, WE ACT works with partners in Louisiana, Michigan, 
Mississippi, and New York to strengthen the efficacy of federal strategies to reduce asthma 
disparities among vulnerable children by assessing the performance of strategies and mobilizing 
communities to advocate for needed reform. Specifically, the project seeks to understand how 
the four strategies identified in the Coordinated Federal Action Plan to Reduce Racial and Ethnic 
Asthma Disparities53 have performed with regard to disparities among children in these 
communities between the ages of 0 and 8, given how critical these years are in a child’s 
development. In 2017 WE ACT will disseminate a report on its findings and recommendations 
for how to improve these strategies. WE ACT has also hosted forums for candidates to speak on 
environmental justice issues and has trained residents to testify at city council hearings. It has 
mobilized residents to lobby with state legislators and, through its office in Washington, DC, 
galvanized residents to advocate for national policy change and legislative reform. WE ACT has 
also built support for national and global environmental justice movements and has taken on a 
leadership role in convening environmental justice organizations on climate issues. 

WE ACT builds capacity by providing residents with opportunities to develop their 
leadership skills. In keeping with its theory of change (see Figure 5-21), the organization 
provides leadership training to community members through its Environmental Health and 
Justice Leadership Training (EHJLT) program, an 11-week course that educates participants 
about the issues confronting their northern Manhattan neighborhoods. Upon graduating the class, 
participants understand the impact of a range of environmental health issues and are ready to 
address them by taking a leadership role in organizing WE ACT’s membership on related 
campaigns. The EHJLT training program has been adapted to train 60 high school students over 
1 week in the predominately Latino Washington Heights Expeditionary Learning School. WE 
ACT is adapting its leadership training model with community-based organizations and high 
school students through a partnership with the University of North Carolina’s Center for 
Environmental Health, Columbia University’s Community Outreach and Engagement Core, and 
Harvard University’s School of Public Health. The Climate Change and Health Fellows program 
will foster climate literacy among health professionals as well as high school students. 
 
Challenges and Lessons Learned 
 

As with many other environmental justice organizations, WE ACT has faced challenges 
in securing funding for its operations. These challenges have served as important opportunities 
for learning and growth. Funding for community organizing is often difficult to secure, as 
funders may not fully understand the costs associated with building a base of support for 
developing and implementing policy initiatives and mobilizing residents to vote, educate, and 

                                                            
53 Available at https://www.epa.gov/asthma/coordinated-federal-action-plan-reduce-racial-and-ethnic-asthma-
disparities (accessed October 27, 2016). 
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hold their elected officials accountable. A number of studies, including one by Dr. Daniel Faber 
at Northeastern University, document that environmental justice organizations receive half of 
one percent of all environmental funding nationally (Faber, 2001). Philanthropy has reported that 
environmental justice organizations comprise only 2 of the top 20 organizations receiving the 
small amount of environmental justice funding available (Environmental Grantmakers 
Association, 2015). Other philanthropy associations report that organizations led by directors of 
color receive even less funding from foundations (The Greenling Institute, 2006). 

Strong grantsmanship has been essential for obtaining multi-year funding. Much of WE 
ACT’s funding comes from larger foundations and federal grants. Securing funding from 
individual donors has proven to be particularly challenging, which can be problematic as donors 
often provide significant funding for general operations, including rent, administrative and 
fundraising staff, accounting, technological upgrades, and other elements that are critical to an 
organization’s long-term success. Strong communications and public messaging that bolster the 
successes of an organization are critical to securing long-term sources of funding. Effective 
evaluation is also critical. WE ACT includes funding for evaluation consultants in proposals 
whenever possible and ensures that its staff members receive training in assessing outcomes and 
project effectiveness. WE ACT designs its projects through a logic model process to help ensure 
that positive outcomes are achieved and objectives are met. 
 
Sustaining Success 
 

Vision, strategic planning, and developing a theory of change have been critical to 
planning the organization’s future direction and identifying the methods and resources necessary 
to achieve WE ACT’s objectives. Examples include the development of a federal policy office in 
Washington, DC, strategizing to develop a state legislative presence and exploring development 
as a 501(c)(4) organization. WE ACT has also sustained its success through strong membership 
development. Funding for a membership and organizing director took at least 5 years to secure, 
but in 2 years WE ACT’s organizing team strategically recruited about 400 members who have 
been engaged in and provide leadership to the organization’s campaigns. An emphasis on 
community-based planning has also helped to sustain success, engaging residents in visible and 
viable land use projects that improve community sustainability and public health. Community-
based planning has improved social cohesion and created community consensus around projects 
that would be controversial if handled by city officials without resident input. Partnerships with 
academic institutions have provided critical data and findings for WE ACT’s evidence-based 
campaigns and helped to increase the organization’s visibility and credibility among policy 
makers and the media. Effective staff members are also essential for sustaining success by 
boosting confidence in the organization from policy makers and philanthropy and creating 
goodwill in the community. 

Key elements that have facilitated WE ACT’s success are its achievement of trust and a 
shared vision with the northern Manhattan neighborhoods plus a strong engagement with 
environmental justice organizations around the country. With strong partnerships with other 
nonprofits and academic institutions with similar goals, the organization has consistently sought 
outcomes that are beneficial for all stakeholders. WE ACT’s activities have been informed by 
principles of collaboration developed by academic partners who engage in community efforts as 
well as formal processes such as the protocol for assessing community excellence developed by 
the National Association of County and City Health Officials. WE ACT has incorporated these 
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principles and protocols in its work, but it has most successfully sustained its ties to the 
community through a commitment to resident solidarity over its decades of work. WE ACT has 
built high levels of trust that have sustained partnerships even after grant periods have ended and 
thus has created opportunities for ongoing collaboration. 
 

SUMMARY OF CHALLENGES  
 

As evidenced by the case examples discussed in this chapter, the barriers that 
organizations face in promoting health equity vary from larger contextual issues to more specific 
programmatic issues. For example, DHC struggles to overcome the challenges of patients who 
are left in the insurance coverage gap, and EPN works to keep communication systems effective 
to ensure that residents are aware of the resources made available to them. Also outside of the 
control of the community organizations highlighted in the chapter are the inevitable changes in 
political administrations, which can have implications for funding and political will. Another 
barrier that emerged from the case examples was the challenge of getting community residents to 
invest their time and energy into upstream factors and more long-term benefits, as compared to 
immediate needs. DSNI struggles with this, as many of the community residents are preoccupied 
with satisfying basic needs, such as shelter and food. Just as communities will require 
individualized approaches to solutions, responses to overcoming barriers should also be tailored 
to the strengths and needs of the community. The next section discusses how some of the 
challenges faced by the communities were addressed and other key components that made these 
communities successful.  

SUMMARY OF KEY ELEMENTS, LEVERS, POLICIES, AND STAKEHOLDERS 
 

Chapter 4 discusses the need to build the structures necessary to strengthen community 
solutions by undertaking systematic efforts to learn from both the successes and failures in the 
strategies, initiatives, and other efforts currently under way and being developed. While 
reviewing just nine examples does not constitute a systematic review, the communities described 
in this chapter make it clear that it is possible to act effectively at the community level to modify 
social determinants of health that may, in turn, reduce health disparities and promote health 
equity.  

All of the nine community examples highlight the three key elements of effective 
community change from the committee’s central figure: equity as a shared vision and value, 
increased community capacity, and enhanced multi-sectoral collaboration. Below the committee 
addresses some of the ways these nine communities relied on the three key elements and applied 
a variety of elements, levers, and policies to achieve their desired outcomes. 
 

Changing the Narrative 
 

The most important, and perhaps least tangible, ingredient in all nine examples is the 
capacity to create a community vision in which residents will feel compelled to invest their time 
and energy. In a community where resources are scarce, jobs are few, money is tight, and parents 
cannot afford babysitters, getting started on community action for change may require great 
sacrifices and courage. Unless there is a belief that change is possible and that it might actually 
lead to a better quality of life, there will be no motivation for action. Creating a shared vision is 
the first and most essential task of leaders—a community needs to believe that people can 
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change and that their circumstances can change. Without that willingness to hope for the 
possibility of change, nothing will get started. Dr. Jack Geiger, one of the early leaders of the 
DHC, has argued that communities suffering from poverty, which are “all too often described 
only in terms of pathology, are in fact rich in potential and amply supplied with bright and 
creative people” (Geiger, 2002). This positive message is an example of how to inspire and 
engage. 
 
Building Trust and Agency 
 

A core element to changing the narrative and engaging the community in action is 
building trust and reciprocity among community residents and institutions. For many 
communities that face health inequity, divestment, land use and zoning policies, medical 
institutions, and other structural drivers have been a source of historical trauma and mistrust, and 
rightfully so. For the DHC, overcoming historical mistrust has been achieved through ultimate 
transparency and a strong presence in community activities. In addition, over half of the board of 
directors must consist of current patients of the program. In the neighborhood of the DSNI, 
divestment had destructive effects on the social and economic environment. When the Riley 
Foundation first proposed its neighborhood revitalization plan to residents, it was met with 
discontent due to the lack of community representation. When the advisory group shifted power 
and ownership to the Dudley community members with a board that was majority residents, a 
community-driven agenda was established. This type of community power dynamic is reflected 
in many of the case examples and facilitates the building of trust between community institutions 
and residents. Trust among residents and other community stakeholders, in addition to the belief 
that change is possible, is essential for community actors to be empowered and develop agency. 
Interventions at the community level are uniquely positioned to empower community residents to 
seek change and galvanize communities to act. 
 

Leadership  
 

The Role of Leaders 
 

In some, but not all, of the case examples, charismatic individuals united or mobilized a 
community and significant partners around a specific goal. Charismatic leaders can be extremely 
important in galvanizing change, but not every community may have such a person, at least 
initially. In some examples, leadership came from outside the community and helped build 
capacity within the community. This is the case with the DHC. When the DHC got started in the 
1960s, many residents had not yet succeeded in overcoming infamous local barriers to voting. 
Local leaders took great risk in supporting the initiative, while local government and police were 
barriers, rather than supporters, of success. Today, the DHC is community-owned, and its new 
generation of leadership and staff has strong community ties and effective partnerships with local 
government and other institutions. In this and other examples, an outside leader or leaders were 
successful because of a true partnership with a community, focusing on building capacity and 
empowerment.  

The leaders in the nine examples differed widely in various ways, but they shared the 
ability to get the community working for change. By embarking on plans for change, leaders 
were sometimes able to secure relatively early victories, which led to more optimism and 
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engagement. For example, an early protest march by leaders of WE ACT resulted in their arrest 
while blocking traffic. This arrest increased the visibility of the group and demonstrated its 
seriousness of purpose, which built community support and led to the group’s successful 
partnership to sue New York City for greater environmental justice.  

Leaders need not only to create hope but also to unite the community in working toward 
common goals. For IndyCAN, leaders belong to a faith-based network. This is not the only type 
of partnership that can produce change, but it has significant advantages in working with those 
who are already closely knit together into coherent congregations and who unite around the 
importance of large social and spiritual goals. Across the United States, numerous PICO 
organizations have effectively mobilized faith-based groups for social change. 
 
Leadership Development 
 

For DSNI, a foundation approached a community with a fully formed plan for change, 
and the community rejected it as ill-suited to its needs. Both the philanthropy and the community 
were flexible and insightful enough to keep working together and for the community to build the 
leadership capacity that would make it possible create its own successful plan for change with 
the financial and other resources of the philanthropy in support. The responsivity and 
commitment of both parties, shown in the effort to continue working on the collaboration despite 
a setback, was vital to their success. The MCI specifically set out through its Belong Campaign 
to build social connections, develop ties among neighbors, and create leaders. The MCI 
fellowship is a built-in mechanism to develop the next generation of leaders. A few of the 
examples, including DHC, DSNI, and WE ACT, have persisted for decades. One factor that most 
likely contributed to the sustainability of these programs was that all focused explicitly on 
developing the next generation of leaders. DSNI created a Resident Development Institute. The 
DHC set up educational programs for youth and assistance for those applying to college.  

 
Building Diverse Network of Partners 

 
All of these examples demonstrate the power of building an effective network, not just 

within the community but with crucial additional partners who can support the community’s 
goals. The number of partners is less important than the ability to unite a group of partners who 
may have disparate skills and domains of expertise but who maintain a shared vision. Many of 
these examples show collaborative interventions across many sectors; these broad partnerships 
were crucial in affecting change within challenging domains, ranging from youth violence to 
local poverty and unemployment.  

The Minneapolis Blueprint for Action to Prevent Youth Violence is a striking example of 
multi-sectoral collaboration to address youth violence. Leaders, including the mayor, city 
council, and local philanthropy, along with the community, addressed multiple contributing 
factors ranging from lack of education, lack of job training, little follow-up with youths who 
presented to local hospitals with violent injuries, and the failure to re-integrate youth who had 
experienced legal difficulties into the community. The initiative built platforms for youth 
success, including college scholarships and youth leadership opportunities. WE ACT has served 
as a model for many other environmental organizations by forging partnerships among groups 
that had not previously worked together or thought to do so. These partners include academic 
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institutions, housing groups, clean energy providers, community-based participatory researchers, 
nonprofits from other domains, and government agencies. 
 
Relationship Building and Mutual Accountability 
 

In creating a network of diverse partners, the communities in the case examples created a 
shared commitment to their goals among partners. One challenge that arises from collaborative 
work across sectors and disciplines is the competing interests of the partners. The partnerships 
within EPN, Blueprint, and MCI are forged with the understanding that if collaboration is 
effective, co-benefits can be realized. This also creates a mechanism for mutual accountability 
for resources and outcomes. 

 
Governance Processes 

 
All of the case-example communities had very specific governing practices and structures 

that were tailored to the needs and makeup of the community being engaged. Among the 
communities that had a leadership board, substantial and accurate representation of the 
community residents was vital. Generally, the communities in the case examples employ 
structured, bottom-up approaches to decision making. IndyCAN employs the local organizing 
committee leaders to facilitate dialogues with community members, and elected delegates vote 
on important issues of strategy, budget, and more. EPN also uses committees, which are 
specialized. MCI uses a more informal and less prescriptive leadership model, which allows 
partners within the network to take initiative on issues based on interest and on the amount of 
resources available at the time. 
 

Fostering Creativity 
 

Creativity is another common feature of these initiatives. The EPN realized multiple 
benefits in the domains of exercise, student safety, and community cohesiveness without great 
expenditure by mobilizing the Walking School Bus. When children at the DHC showed clear 
signs of malnourishment, health professionals actually wrote prescriptions for food and 
organized a community garden for 1,000 member families, bringing in sustainable and improved 
nutrition for the community. The DSNI managed to obtain the power of eminent domain over 
abandoned properties in order to acquire land for resident-led development. This creative 
strategy opened up vast resources for community projects. 
 

Planning for Sustainability 
 

Leveraging Resources 
 

Sustainability, whether financial or management sustainability, is a major consideration 
for any community-based solution. The Dudley Street Neighborhood Initiative enhanced its 
sustainability by leveraging its success over 30 years to obtain a Promise Neighborhood grant. 
Mandela MarketPlace has addressed a different aspect of sustainability, looking to job creation, 
enhancement of the market for healthy food, and keeping wealth in the community. PUSH has 
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also focused on creating jobs and job training, looking to maintain the initiative’s benefits over 
time. 
 
Training and Technical Expertise 
 

Another factor that shapes a community initiative’s sustainability, which many of the 
case examples capitalized on, is technical expertise and training. Educational institutions have 
emerged from the case examples as a valuable partner in this respect. WE ACT and IndyCAN 
partnered with education institutions for data collection and research, and DHC engaged students 
at local educational institutions to assist with the center’s community projects. In the case of 
Mandela Marketplace, when community organizers recognized a need for technical expertise, 
they commissioned external consultants to provide assistance developing a business model. 
Others of the example organizations trained within the community to develop the expertise 
needed. The Blueprint Approved Institute serves this purpose, providing a platform for 
grassroots organizations to learn about government processes and have the capacity to compete 
for funds. Training residents in community tools for action and mobilization was another 
common element of the case examples (IndyCAN, WE ACT, and EPN). 
 

CONCLUSION 
 

These nine examples are markedly diverse, yet as a group they provide common positive 
features that can inspire other communities to embark on or improve their own programs for 
change. They also share the capacity to raise the hope that communities, including those faced 
with daunting issues, can unite to produce real and lasting benefits in health outcomes and 
numerous related factors. None of these initiatives is a blueprint that can be simply copied and 
implemented anew in a different community with different residents, different history, and 
different challenges. Yet these widely varying communities illustrate that there are many 
different pathways to success.  

The three key elements in the conceptual model for this report call attention to building in 
three domains: shared vision and values, community capacity, and multi-sector collaboration. In 
each of the nine initiatives described above, innovative and far-reaching efforts in these three 
domains created change for the better, recognizing and enhancing the potential for improved 
lives in these vibrant neighborhoods. These initiatives looked at their community challenges 
from widely varying perspectives. Some sought to link partners through spiritual bonds, while 
others focused on tackling poverty through job programs and education. All were savvy in 
building effective and powerful partnerships. Key community partners, including community 
groups, local, state and federal governments, philanthropies, educational institutions, and key 
local employers played a vital role in collaborating to develop, implement, and sustain effective 
community solutions.  

With the exception of a few, the communities featured in this chapter did not approach 
the design and implementation of their solutions with the frame of improving health. Instead, 
their ultimate goals were safe and affordable housing, economic development and dignity, safety, 
social cohesion, educational achievement among youth, neighborhood revitalization, or 
environmental justice, all of which are ingredients for a healthy community and foundational to 
health equity. The committee acknowledges that underserved communities that are struggling 
with poverty, violence, or divestment are not likely to have health as a priority on their agendas 
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for improvement. However, the experiences and lessons learned from these nine communities 
reveal an opportunity for communities to address the social, economic, and environmental 
factors that contribute to a thriving community, as well as improving health. Applying a health 
equity lens to community driven solutions allows for the interdisciplinary, collaborative 
approaches with access to diversified funding sources that the nine communities were able to 
adopt. This also facilitates the realization of co-benefits (i.e., win-wins) for actors across sectors 
within the community, and especially for community residents, who can reap the benefits across 
multiple domains. 
  All were prudent in seeking diversified funding and carefully allocating resources. 
Further, all nine communities built capacity among residents to identify key issues and to 
participate in devising strategies to meet their needs and build on their assets, while recognizing 
the power of systems and other forces outside the community to enhance or undermine the 
effectiveness of their efforts. Long-lasting initiatives demonstrate wisdom in adapting their 
strategies and seeking new funding as times change, and in buffering themselves from the 
inevitable changes in political administrations over time. Box 5-1 outlines some guiding 
principles that emerged from the committee’s review of the community examples and the 
existing literature on processes for community action to promote health equity. 
 

 
 
 
 
 
 

BOX 5-1 
Some Guiding Principles for Community Consideration 

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

 
• Leverage existing efforts whenever possible. 
• Adopt explicit strategies for authentic community engagement, ownership, involvement, 

and input throughout all stages of such efforts. 
• Nurture next generation of leadership. 
• Foster flexibility, creativity, and resilience where possible. 
• Seriously consider potential community partners, including non-traditional ones. 
• Commit to results, systematic learning, cross-boundary collaboration, capacity-building, 

and sustainability. 
• Partner with public health agencies no matter the focus of the effort. 

 
SOURCES: Community Tool Box, 2016; FSG, 2011, 2013; Prybil et al., 2014; Verbitsky-Savitz 
et al., 2016. 
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Chapter 5 Annex 

 
 

SELECTION PROCESS FOR COMMUNITY EXAMPLES 
 

Identification 
 

The committee identified potential examples through several avenues. Queries were sent 
to public health organizations such as the Association of State and Territorial Health Officials 
and the National Association and County and City Health Officials, philanthropies such as The 
California Endowment, and nonprofits, including Grantmakers in Health and the Prevention 
Institute. The committee also heard from many experts at its open meetings (see Appendix C for 
meeting agendas) who presented many examples of community efforts to improve health and 
health equity in a range of sectors. Existing reviews of community efforts, reports on health 
disparities, healthy community websites, and other related publications were searched for 
relevant examples. Committee members also submitted examples from their respective fields. 
Finally, a literature review was undertaken. 

 
Criteria 

 
To guide the selection of the case examples for this report, the committee developed three 

sets of criteria (see Box 5-2 for a listing of all selection criteria). These criteria were informed by 
research and practice-based evidence as well as by the expertise of the committee. The first set 
consists of four core criteria, which must be met by all case examples. These core criteria assure 
that the examples chosen are substantively significant. 

The first core criterion requires that the solution in the example addresses at least one 
(preferably more) of the nine social determinants of health identified by the committee: 
education, employment, health systems and services, housing, income and wealth, the physical 
environment, public safety, the social environment, and transportation. This criterion was 
informed by the wealth of literature suggesting the importance of targeting the social and 
economic conditions that affect health, especially at the community level (Bradley et al., 2016; 
Galea et al., 2011; Heiman and Artiga, 2015; Hood et al., 2016; Wenger, 2012). Furthermore, 
this criterion is basic to the committee’s charge, which posits that the social determinants of 
health must be addressed to reduce health inequities. 

The second core criterion states that each case example must be community driven. This 
requires that the solution is initiated by a community member, group, or local government or that 
prior engagement with the community is evident and subsequently incorporated into the solution. 
The community-driven element is significant because it highlights the distinction between 
solutions that are enacted on behalf of communities and placed in communities versus solutions 
in which the community is the driving force behind them (IOM, 2012). It is also important to 
note that the populations affected by health inequity are historically marginalized and 
underserved groups (Dicent Taillepierre et al., 2016). Community-driven solutions build the 
capacity and power for these marginalized groups to play a role in shaping their outcomes, which 
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is especially noteworthy for groups that may be distrustful of governmental or medical 
institutions. 

The third core criterion states that the solution must be multi-sectoral; meaning that it 
engages one or more sectors in addition to a traditional health sector (e.g., public health, health 
care, etc.). This criterion was drawn from the body of literature citing multi-sector collaboration 
as a powerful lever for addressing the social determinants of health and building a culture of 
health (APHA, 2015; Danaher, 2011; Davis et al., 2016; Kottke et al., 2016; Mattessich and 
Rausch, 2014). Multisector collaboration also has implications for the sustainability of the 
community-driven solutions, which traditionally have been under-resourced. Engaging 
stakeholders across multiple sectors provides the opportunity for innovative and cost-effective 
methods to sustain solutions at the community level. 

The fourth core criterion requires the solution to be evidence-informed. This entails an 
assessment of evidence or the best available information to identify a problem and develop a 
solution that has a measurable outcome. Here, there is considerable flexibility in terms of the 
type of evidence that will qualify. This flexibility is based on the understanding that low-
resource communities that suffer from health inequities often do not have the infrastructure, 
personnel, or financial resources to provide the highest standard of evidence. 

The second set of criteria reflects the elements, processes, and outcomes of community-
driven solutions that the committee identified as valuable for promoting health equity. These are 
not core criteria, in which case an example would be excluded if it did not meet one of them. 
Rather, they make up a set of aspirational criteria to inform the committee’s selection of the 
cases. This set of criteria highlights important features of community-driven solutions, such as 
non-traditional partners or non-health domains (e.g., community organizers, public libraries, 
PTA groups, etc.) and interdisciplinary or multifactorial in nature. This comes from the 
committee’s understanding that engaging community stakeholders outside of the traditional 
health disciplines will facilitate cross-sector collaboration in addition to maximizing the impact 
on the social determinants of health. Such partnerships can increase reach and capacity by 
drawing on different backgrounds, skill sets, and knowledge bases (HHS, 2014). 

For the case examples to serve as a vehicle for sharing successful community-driven 
solutions with other communities affected by health inequities, the committee determined that 
there should be transferable key elements. All of the case examples will be context dependent, 
and therefore they will not be replicable per se—that is, implemented in identical form. That 
being said, the key elements are the functions, principles, and activities of the solution that are 
necessary to achieve similar outcomes. They could practically be applied or adapted to similar 
contexts in order to scale impact (Schorr, 2016). 

The criteria require that solutions illustrated in the case examples will have documented 
their objectives, why those objectives are important, and how the solutions are expected to 
achieve the desired outcomes. Ideally they will have also thoroughly documented the 
implementation process so as to identify the key elements and subtleties of how the solutions 
contribute to success. This includes other significant contextual information such as the 
particular practice (training and supervisory), funding, regulatory context, and political context 
of the solutions. Furthermore, a plan for sustainability is outlined as a criterion for the case 
examples. To ensure sustained impact, the solutions should consider: long-term strategy and 
structure; funding, operating costs, and other resources; efficient use of resources; potential cost-
savings or return on investment; and increased community capacity to shape outcomes. 
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The third set of criteria was developed to increase the likelihood that the case examples 
will reflect a diversity of communities, populations, solutions, and other demographic 
characteristics representative of the United States, in addition to the characteristics of the 
solution itself. As a group the case examples should provide some variety in geographic regions 
and urban–rural classification. The committee also searched for case examples that differ across 
the following population characteristics: race, ethnicity, age, gender identity, sexual orientation 
status, socioeconomic status, disability status, and other statuses applicable to health inequities. 
Finally, this set of criteria ensures the inclusion of solutions that integrate civil rights concerns; 
require changes in the systems, policies, or laws within which the solution was implemented; 
have various levels of political engagement (e.g., local, state, national); and result in a range of 
capacities developed within the community. 
 

 
BOX 5-2 

Community Example Selection Criteria 
 
Set 1: Core Criteria54 
 

1. Solution addresses at least one, preferably more, of the nine social determinants of 
health identified by RWJF/committee (health systems and services, education, 
employment, the physical environment, the social environment, housing, income and 
wealth, public safety, and transportation) and affects a local population that is affected 
by health inequities 

2. Community-driven: 
a. engagement with the community is evident pre-intervention and incorporated in the 

solution, or 
b. the solution is initiated by the community/a community group/ or local government 

3. Multi-sectoral  
4. There is an assessment of evidence, including data or best available information, to 

a. Identify a problem 
b. Develop a solution that has a measurable outcome 

 
Set 2: Aspirational Criteria55 

5. Includes non-traditional partners and/or non-health domains 
Note: This is meant to be inclusive of non-traditional partners for communities to engage 
that may not necessarily be sectors (i.e., community organizers, PTA groups, etc.). 
6. Interdisciplinary, multifactorial 

a. The solution draws on multiple sources, including practice-based experience and 
research from multiple disciplines 

7. Multilevel—the intervention has multiple levels of influence, such as individual, family, 
organizational/institutional, or governmental. 

Note: This does not mean that a solution must target each of these levels 
8. The solution documents what it is trying to achieve, why that is important, and how it 

plans to achieve the desired outcome 
9. Includes a plan for sustainability, including consideration of 

a. Long-term strategy and structure 
b. Funding, operating costs, resources etc. 

                                                            
54 To be included for consideration, the examples needed to meet each of the four core criteria. 
55 The examples need to meet at least one, and preferably more, of the aspirational criteria. 
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c. Efficient use of resources 
d. Potential cost savings realized or return on investment 
e. Increased community capacity to shape outcomes 
f. Building the next generation of leaders 

10. The solution has transferable key elements56 that could practically be applied or adapted 
to similar contexts in order to scale impact 

11. Evidence required of proposed intervention(s): 
a. Addresses a significant health disparity(or disparities), based on data of a 

documented need or problem and data showing impact on at least one proximal or 
distal measure of a health disparity 

b. The actual or projected health benefits are substantial/meaningful to the vulnerable 
population(s) and community as a whole (not just statistically significant) 

c. Ongoing data collection of processes and outcomes (flexibility in terms of what type 
of data is generated and applied) 

Note: This includes health outcomes in a broad sense, related to social determinants (e.g., 
high school completion rates) that are strongly linked to health outcomes. 
12. Implementation process is well documented, including 

a. The key elements and subtleties of how the solution is contributing to success (not 
referring to legal documents/individual health data) 

b. Particular practice (training, supervisory) 
c. Funding 
d. Regulatory context 
e. Political context 

13. The solution is freely available to the community and not a proprietary resource 
 
Set 3: Contextual Criteria57 

14. Address a range of the nine determinants of health identified by RWJF/committee 
(health systems and services, education, employment, the physical environment, the 
social environment, housing, income and wealth, public safety, and transportation) 

15. Varying community sizes 
16. Rural and urban communities  
17. Diversity in several of the following population characteristics: 

a. Race 
b. Ethnicity 
c. Age 
d. Gender identity 
e. Sexual orientation status 
f. Socioeconomic status 
g. Disability status 
h. Other statuses 

18. Integration of civil rights concerns, including civil rights law into the solution 
19. Solutions that 

a. require changes in the systems or policies within which the solution was 
implemented AND did not require changes in systems or policies to be effective 

20. Various levels of political engagement  

                                                            
56 Key elements are the functions or principles and activities of the solution that are necessary to achieve similar 
outcomes. 
57 These criteria were applied to the examples that met the four core criteria and a number of the aspirational criteria 
to ensure that the sample cases were diverse in terms of communities/populations, approaches to solutions, and other 
characteristics. 
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Policies to Support Community Solutions  
 
 

 
 
 

INTRODUCTION 
 

Communities operate in the context of federal and state policies that can affect local 
government decisions relevant to health through laws and regulations, through the allocation of 
resources, and by shaping political will on issues and approaches. Among the more widely 
recognized policies are those that fund or regulate health care delivery services. But policies in a 
variety of areas, ranging from education to land use and housing, the environment, and criminal 
justice, can be relevant to health disparities. Policies can vary significantly across geographic 
areas and over time in establishing priorities, providing funding, or encouraging collaboration. 
They can provide important opportunities or constitute barriers to promoting health equity. The 
policy context shapes the levers that are available to communities to address change.  

It seems reasonable to assume that the better informed communities are about the 
implications of federal and state policy and policy changes, the greater their ability will be to 
respond effectively to address health disparities and help achieve change in the determinants of 
health. And conversely, the more the needs of communities are considered in decision making at 
the federal and state level, the more effective those policies will be. In other words, policy 
makers have the opportunity to lay the groundwork for community success. This policy context 
(i.e., socioeconomic and political drivers) is highlighted in the report’s conceptual model in 
Figure 6-1. 
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TAXATION AND INCOME INEQUALITY 
 

As discussed in Chapter 2, income has been identified as one of many drivers of 
population health and health inequity over the life course, along with factors that are closely 
related to income such as education, occupation and place of residence (Adler and Rehkopf, 
2008; Chow et al., 2006; Cutler and Lleras-Muney, 2006). 

The distribution of income is shaped by general economic conditions and by federal and 
state policies, most notably taxes and government transfer programs such as Social Security, 
Supplemental Security Income (SSI), unemployment insurance, veterans’ benefits, food stamps, 
the Supplemental Nutrition Assistance Program (SNAP), and the free and reduced price school 
meal program. Thus, an individual or household’s income results from a combination of 
reinforcing factors, including market conditions, government transfers, and taxes. A longitudinal 
analysis by the Congressional Budget Office (CBO) (CBO, 2016) reviews changes in income 
inequality over time and notes that there has been increasing inequality along several measures, 
market income, “before-tax” income and “after-tax” income. Market income (e.g., wages, 
salaries, business income, investment income, retirement pensions, and other money income), 
which excludes government transfers, rose over a 35-year period from 1979 to 2013, but grew 
188 percent for households in the top 1 percent and only 18 percent for the bottom four income 
quintiles. 

The CBO also examined “before-tax” income, which adds government transfers to 
market income. Government transfers reduce income inequality. Because government transfers 
largely benefit those at lower income levels, taking into account government transfers attenuates 
the income gap somewhat. So-called “before-tax” incomes rose between 32 and 39 percent in the 
lowest four quintiles, compared to 18 percent when government transfers are excluded. Because 
the highest quintile does not receive a significant amount of government transfers, their before-
tax income grew at a similar rate as market income. 

Finally, the CBO measured “after-tax” income which takes into account both government 
transfers and taxes. Most federal revenues come from individual income taxes ($1.6 trillion) and 
payroll taxes ($1.1 trillion), with corporate income taxes ($300 billion) and other taxes playing 
smaller roles ($309 billion) (CBO, 2016). Over 35 years, households in the top 1 percent of the 
income distribution experienced an average 3 percent annual growth in inflation-adjusted, after-
tax income compared with 1 percent for households in the bottom quintile. Thus, over 35 years, 
incomes at the top increased by 192 percent compared with an increase of 46 percent at the 
bottom. Half of tax offsets, including exclusions, deductions, preferential rates, and credits, go to 
those in the highest fifth of incomes (CBO, 2016). In 2013 average federal tax rates were below 
the 35-year average for most households, despite recent changes in tax law. Thus, across all three 
measures examined by the CBO income inequality has grown substantially. These analyses also 
demonstrate the important role of government transfers and tax policy, as well as general 
economic conditions, in shaping income inequality. 

The steady upward trend of income inequality in the United States has been documented 
and examined in a range of scholarship, including political science. Jacobs and Soss (2010) offer 
a typology of frameworks for analyzing how “economic inequalities result from and influence 
politics in the United States” one of which explores power relations, including how the state can 
create possibilities for agency (Jacobs and Soss, 2010, p. 345). A recent study underscores the 
stark relationship between income inequality and health and how this manifests locally. In the 
largest study of its kind, (Chetty et al., 2016) examined over 1 billion income tax and social 
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security records to report the association between income level and life expectancy from 1999 
through 2014. Consistent with previous findings, they found that higher income is related to 
higher life expectancy and that lower income is related to lower life expectancy (NASEM, 2015; 
NRC and IOM, 2013; Waldron, 2007). The relationship found by Chetty et al. (2016) is 
dramatic: The gap in life expectancy for the richest and poorest 1 percent of the population 
was14.6 years for men and 10.1 years for women. The relationship holds through the highest 
income percentiles although the magnitude of the effect diminishes higher on the income 
distribution. Other studies have found that the income gradient also exists across racial and 
ethnic groups and that the relationship between income and health is stronger than between race 
and health (Woolf et al., 2015). 

The Chetty et al. (2016) study examined the income-longevity relationship across time 
and across 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. Trends in life 
expectancy also varied geographically, with some areas experiencing improvements and others 
declines. 

There are a number of mechanisms through which income differences might drive local 
health patterns. Health behaviors, such as obesity and smoking, have been identified (Chetty et 
al., 2016; Mathur et al., 2013) as has pollution (Mohai et al., 2009) and access to healthy foods 
(Kyureghian et al., 2013). Low-income families that are food-insecure also have been found to 
choose high-calorie, nutrient-poor foods, contributing to worse health outcomes (Burke et al., 
2016). 

Federal means-tested programs are based upon income and, whether through cash or in-
kind benefits, can have a significant impact on health outcomes and thereby redress health 
inequity. The largest of these programs is Medicaid, which is discussed later. The second largest 
program by expenditures is the earned income tax credit, which provides a tax credit to low-
income families and individuals, followed by Supplemental Security Income which provides 
benefits to low income individuals with disabilities. Others include subsidized housing of various 
forms; SNAP, which supports food expenditures for low-income families and individuals; and 
Temporary Assistance for Needy Families, a cash benefit program which has contracted in size 
and currently is less than one-quarter the size of the earned income tax credit (EITC) in 
aggregate (GAO, 2015). Finally, there are school food programs, Early Education, and the 
Special Supplemental Nutrition Program for Women, Infants, and Children, the latter of which 
provides vouchers for nutritional foods, counseling, health screening, and referrals for low-
income infants, young children, and pregnant and postpartum women. 

The programs vary significantly in the size of their benefits and in the number of people 
they reach. Over time, their growth rates have changed with economic conditions and changes in 
program rules. The recent Great Recession led to increases in most of these programs’ spending 
between 2007 and 2011 and underscores the important role that these programs play in 
mitigating poverty (Bitler and Hoynes, 2013; Bitler et al., 2016). Program rules further shape the 
distribution of benefits among the low-income population: a study by Ben-Shalom and 
colleagues found that from 1984 to 2004, benefits to single mother households and non-
employed1 families declined by 19 and 21 percent, respectively, while benefits going to 
employed families, the elderly, and the disabled grew by 61 percent, 12 percent, and 15 percent, 
respectively (Ben-Shalom et al., 2011).                                                         
1 Defined as families without a member over 15 who worked in all four months prior to interview. 
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In many states a federal program is augmented through benefits or eligibility expansions. 
States have expanded EITC, SSI, and SNAP beyond federal provisions (Bartilow, 2016), 
creating less inequity within the state but greater inequity across states. Thus, local community 
conditions can vary significantly over time and across regions. 

The evidence base concerning the health effects of these means-tested programs varies. 
SNAP plays a crucial role in reducing poverty and food insecurity, particularly for children, and 
has also helped to reduce rates of obesity among its beneficiaries (Executive Office of the 
President, 2015). USDA, in collaboration with other organization, released an obesity prevention 
toolkit, SNAP-Ed,2 for states to promote this goal. Programs and policies such as SNAP have 
potential to reduce childhood and adulthood obesity and provide substantial economic returns on 
investment, and their effects could potentially be amplified by local sugar-sweetened beverage or 
“soda tax” policies. Soda taxes have shown promise in Philadelphia (CHOICES, 2016) and could 
significantly benefit other areas, including the Bay Area and Boulder (Goldberg, 2016) as well, 
as shown by research conducted by the Childhood Obesity Intervention Cost Effectiveness Study 
(CHOICES)3 initiative at the Harvard T.H. Chan School of Public Health.  

In 2016, the federal EITC benefit, the largest means-tested federal program after 
Medicaid, provided cash transfers to 26 million people who work, primarily those with children 
(IRS, 2016). Studies have found that EITC benefits lead to improvements in a variety of health 
and mental health conditions for adults and children, as well as to reductions in smoking and 
other behaviors detrimental to health, improved parenting, and better school outcomes (Dahl and 
Lochner, 2005; Evans and Garthwaite, 2014; Hamad and Rehkopf, 2015, 2016; Strully et al., 
2010). Twelve states play an important role in improving income and health equity by 
augmenting the EITC through state tax law. New York, for example, extends benefits to 
noncustodial parents, which has been found to increase employment and child support payments 
(Nichols and Rothstein, 2016). Because the EITC targets low- and middle-income workers, its 
expansion reduces income inequality and improves health equity. 

In addition to the tax code and government transfers, federal and state laws shape 
incomes through minimum wage provisions. The federal government increased the minimum 
wage to $7.25 in 2009. In 21 states, the minimum wage is set higher than the federal level (Tax 
Policy Center, 2014). Given that minimum wages vary significantly due to state and local 
policies, such policies are another driver of health equity at the community level. Declines in real 
minimum wages have been found to contribute to income inequality, particularly for women 
between 1979 and 2012 (Autor et al., 2016). Studies of minimum wage and health have found 
that declining real minimum wage rates have contributed to the increasing obesity rates in the 
United States (Meltzer and Chen, 2011) and that minimum wage policies are associated with 
lower maternal smoking and better birth outcomes (Wehby et al., 2016). A potential downside of 
minimum wage policies is their potential to decrease employment; research indicates that 
minimum wages can cause at least some unemployment, particularly for very low skilled 
workers, including teenagers (Neumark et al., 2014). 

 
 
                                                          

2 Toolkit available at https://snaped.fns.usda.gov/snap/SNAPEdStrategiesAndInterventionsToolkitForStates.pdf 
(accessed December 19, 2016). 
3 For more information see http://choicesproject.org (accessed December 19, 2016). 
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HOUSING AND URBAN PLANNING POLICIES  
Housing affordability has become a significant policy concern. From 2000 to 2012 the 

average rent burden for all renters grew from 26 percent of income to 29 percent of income, but 
for low-income families the burden has grown considerably more: renters in the bottom fifth of 
the income distribution spent about 63 percent of their income on rent in 2012, compared with 55 
percent in 2000 (Collinson et al., 2015). In 2012, 49 percent of all renters and 89 percent of low-
income renters spent more than 30 percent of their income on rent, an approximate 25 percentage 
point increase since 1960. This increase arose partly from improvements in housing and partly 
from stagnant incomes. 

The federal government supports housing affordability through in-kind, means-tested 
programs and through the tax code. Roughly $42 billion is put toward numerous forms of means-
tested housing assistance, such as vouchers to low-income families, subsidized rent in public 
housing projects, privately-owned, subsidized housing, and support for the construction of low-
income housing. Two-thirds of federal subsidy recipients are either low-income elderly or people 
with disabilities. Significantly more support, roughly $228 billion, is given through tax 
deductions, such as mortgage interest deductions (OMB, 2016), the vast majority of which go to 
non-poor households. 

Among the earliest forms of housing assistance, public housing has faced numerous 
challenges. Historically, public housing developments were placed in disproportionately poor 
areas, distinct from their surrounding neighborhoods, which led to greater concentrations of 
poverty and racial segregation (Schill and Wachter, 1995). Today, funding for public housing is 
on the decline, and there are fewer than 1.1 million public housing units, down from 1.4 million 
units in the early 1990s, after an active effort to scale back public housing. The U.S. Department 
of Housing and Urban Development (HUD) HOPE VI program promoted demolition of public 
housing and sought to replace distressed public housing developments with lower-density, 
mixed-income developments (Schwartz, 2014); however, just over half of demolished units have 
been replaced. Public housing units continue to be located in poorer neighborhoods than other 
HUD programs (HUD, 2016b). 

A number of other HUD-subsidized programs have supported privately-owned, low-
income housing by lowering constructions costs or by providing rental subsidies to tenants. The 
Housing Choice Voucher (formerly Section 8) program awards vouchers to low-income families 
so that they can rent apartments on the private market. It supports 2.4 million units for low-
income households (HUD, 2016b). The remainder of the 5.3 million HUD-subsidized units is 
supported by project-based funding and other smaller programs. A significant policy issue is the 
low participation in housing assistance programs, as only one in four eligible households 
currently receives a housing subsidy and many areas report long waiting lists which combined 
are estimated to exceed 6.5 million households (Collinson et al., 2015). Finally, the Low Income 
Housing Tax Credit (LIHTC), begun in 1986, is now the largest federal housing program for the 
poor and has contributed to 2.78 million housing units becoming available from 1987 to 2014 
(HUD, 2016a). The LIHTC program is administered by state entities that determine funding 
priorities within a federal framework. 

A number of housing policies contribute to the economic status and welfare of low-
income families. These include the overall size of federal housing assistance, which currently 
supports only one-quarter of eligible poor families; housing allocation processes; eligibility 
rules; and requirements on the quality of housing itself. At the same time, research findings on 
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the impacts of housing policy on health equity are mixed. A recent review (Collinson et al., 
2015) finds some evidence that families and children enjoy better health and overall well-being 
when living in more advantaged neighborhoods; however, housing subsidies do not necessarily 
move families to better neighborhoods. In particular, the public housing program appears to 
concentrate families in more economically and racially isolated neighborhoods than they would 
otherwise live in. In contrast, families receiving tenant-based subsidies like housing vouchers do 
not typically use them to move to neighborhoods that are substantially different from where they 
were previously living, although some research indicates that families receiving vouchers who 
have school-age children will move if housing is available near higher performing schools (Ellen 
et al., 2016; Sanbonmatsu et al., 2011). Other research finds that although public housing is 
associated with reduced grade retention (i.e., repeating a grade) for African American students 
(but not for other students) (Currie and Yelowitz, 2000), housing vouchers were not found to 
improve educational attainment, crime, or health care use measured through Medicaid claims 
(Jacob et al., 2015). The HUD Moving to Opportunity experiment related to public housing 
found that children, mostly girls, benefitted from moving out of public housing projects into a 
housing voucher program (Kessler et al., 2014; Sanbonmatsu et al., 2011). Relatively little 
research exists examining the effect of the LIHTC on recipients’ living situations or health 
status. 

 
Urban Planning Policies 

 
Housing affordability and federal HUD policies are part of a larger dialogue concerning 

housing which also includes land use, residential and commercial development, natural resource 
use, transportation, and, even more broadly, changing neighborhoods and concerns over potential 
residential disruption. Urban planning policies shape the physical environment along with many 
other social determinants of health. Within federal and state initiatives, community actions can 
support local policy and implementation so that it benefits vulnerable populations. 

Urban planning, while traditionally relying on geographic analytic tools, has the potential 
to influence health in a variety of ways, including access health care services; disease outbreaks; 
physical activity among local residents; injuries related to motor vehicle, bicycle, and pedestrian 
traffic; air quality; crime; and employment (Kochtitzky et al., 2006). Increasingly, those involved 
in public health are being encouraged to include an urban planning lens, while those in urban 
planning are being encouraged to include a public health lens at the national level and in some 
states (Ricklin and Kushner). 

One dimension of urban planning that can greatly influence health equity relates to so-
called greening policies and programs. Two studies conducted in Philadelphia, including a 
randomized trial, found that programs to “green” and maintain vacant urban land—for example, 
through cleaning and plantings—lead to lower rates of gun crimes and vandalism; in addition, 
residents reported feeling safer, feeling less stress, and getting more exercise (Branas et al., 2011; 
Garvin et al., 2013; Huynh and Maroko, 2014). Because vacant lots are disproportionately 
situated in low-income areas, greening programs have the potential to promote health equity. 

One of many urban planning challenges is around the larger issues of economic, job, and 
workforce development (Freeman, 2005; Newman and Wyly, 2006). Local economic 
development can revitalize blighted neighborhoods and create more jobs, but it can also lead to 
the displacement of low-income residents. In local areas where the housing supply is tight or 
where investment is improving the quality and amenities of the local housing stock, development 
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can affect housing affordability, particularly for low-income residents, leading to displacement 
(Finch et al., 2016; PolicyLink, 2016b). 

Displacement can exacerbate health inequities by limiting access to affordable housing, 
healthy food options, transportation, quality schools, bicycle and walking paths, exercise 
facilities, and social networks and also by increasing financial hardship (CDC, 2009). The 
disruption of social ties and networks can affect mental and physical well-being, especially for 
households that have lived in their original neighborhood for a long period of time (Phillips et 
al., 2014). A recent study in Philadelphia found that residents in a gentrified area of Philadelphia 
who stayed in that are experienced improvements in their financial well-being, as measured by 
credit scores. However, vulnerable residents who moved from that area tended to move to lower-
income neighborhoods and experienced a worsening in financial well-being (Ding and Hwang, 
2016; Ding et al., 2015). Despite concerns around the negative impacts of potential 
displacement, research attempting to quantify the scale and nature of residential displacement is 
limited and existing studies have relatively limited time horizons (Zuk et al., 2015). 

The changing landscape of a number of cities in the United States suggests increasing 
income and racial segregation. Wyly and Hammel mapped the effects of housing market and 
policy changes in the 1990s in 23 large U.S. cities (Wyly and Hammel, 2004). Along with a 
resurgence in capital investment in the urban core, the authors found increased racial and class 
segregation, in addition to intensified discrimination and exclusion in gentrified neighborhoods 
(Wyly and Hammel, 2004). This has implications for health inequity, according to the body of 
literature that suggests the negative health impacts of segregation and discrimination on people 
of color. At the same time, a number of equitable development and housing policy tools have 
been developed that can assist communities to balance opportunities across local groups so that 
more can benefit from development efforts (PolicyLink, 2016a; Wilson et al., 2008). Local 
communities and governments across the country have started to integrate processes and policies 
to advance health equity within the urban planning and land use context. For example, 
Multnomah County, Oregon, applies an “equity and empowerment lens” to local policy, 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 (Multnomah 
County Office of Diversity and Equity, 2014). 

In a 2011 Institute of Medicine (IOM) report, the authoring committee 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, and other policies that could potentially have a meaningful impact on the public’s 
health” (IOM, 2011). 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 meaningful impact on health. This evaluation should occur before and after enactment.” 
The recommendation below is made with an acknowledgement of the ongoing cross-sectoral 
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: 
• Add specific requirements to outreach processes to ensure robust and authentic 

community participation in policy development as related. 
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• Collaborate with public health agencies and others to ensure a broad 
consideration of unintended consequences for health and well-being, including 
whether the benefits and burdens will be equitably distributed.4 

• Highlight the co-benefits of—or shared “wins” that could be achieved by—
considering health equity in the development of comprehensive plans5 (for 
example, improving public transit in transit poor areas supports physical 
activity, promotes health equity, and creates more sustainable communities.) 

• Prioritize affordable housing and implement strategies to mitigate and avoid 
displacement (and its serious health effects), and outcome measures. 

 
Strategies to expand affordable housing could include regulating the private housing 

market, establishing nonprofit-owned affordable housing, creating affordable home ownership 
opportunities, offering resident-controlled, limited-equity ownership, leveraging market rate 
development, and preserving publicly assisted affordable housing. Other policy tools to promote 
equitable development include the use of land trusts, legal covenants that protect and increase 
rent stabilization, inclusionary zoning, rent control, the use of Section 8 housing provisions, 
housing code enforcements, just-cause eviction controls, requirements for sufficient low-income 
housing to avoid displacement, and policies and tools that assist low-income residents in 
homeownership (ChangeLab Solutions, 2015). See Box 6-1 for an example of a community-
driven neighborhood plan designed to make some of these changes.  

BOX 6-1  
East Harlem Neighborhood Plan 

 
When East Harlem was announced as a neighborhood for a possible rezoning, with the 

goal of creating new affordable housing, community stakeholders and leaders, including the 
Office of City Council Speaker Melissa Mark-Viverito, Manhattan Community Board 11, 
Community Voices Heard and the Manhattan Borough President Gale A. Brewer, collectively 
sprang into action to inform the community about the rezoning proposal and catalyze a robust, 
community-driven neighborhood planning process. The East Harlem Neighborhood Plan 
Steering Committee was formed and convened local stakeholders in a community engagement 
process to create the East Harlem Neighborhood Plan. The goals of the neighborhood plan 
encompassed community organizing, political activism, social planning and capacity building 
efforts targeted at multiple determinants of health in the context of New York City’s increasing 
income inequality: 

 
• Collect and organize community concerns and ideas in order to influence City 

agencies’ planning processes and rezoning efforts 
• Create a needs assessment that takes into account East Harlem’s current and future 

community 
• Develop implementable recommendations that reflect community input 
• Develop approaches to preserve existing affordable and public housing and 

generate new, permanently affordable housing 
                                                         

4 See Recommendation 7 in For the Public’s Health: Revitalizing Law and Policy to Meet New Challenges (IOM, 
2011). 
5 See, for example, ChangeLab Solutions’ “Model Comprehensive Plan Language on Complete Streets” 
(ChangeLab Solutions, 2016). 
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• Develop new tools for the preservation of culture, economy and neighborhood 
character 

• Provide a model for other communities and neighborhood planning efforts 
• Create a human capital development plan that focuses on the advancement of East 

Harlem residents 
• Build a base of engaged residents ready to advocate collectively for community 

needs 
 

The East Harlem Neighborhood Plan evolved through 8 large (average of almost 180 
individuals per session) public meetings, approximately 40 meetings to develop the objectives 
and recommendations around the 12 key themes, several informal meetings to gather more 
feedback and to provide more information on the ideas being discussed, community-based 
surveys, online comments, and meetings with agencies to test and gather feedback on the 
objectives and recommendations. Priorities were identified using a combination of online survey 
responses and voting via tokens at the final community forum on January 27, 2016. The two 
objectives per subgroup that received the most votes were selected. The resulting priorities and 
objectives were: arts and culture; open space and recreation; schools and education; pre-K, 
daycare and afterschool; housing authority developments; housing preservation; small 
business; workforce and economic development; affordable housing development, zoning and 
land use; transportation, environment, and energy; safety; health; and seniors (WXY and Hester 
Street Collaborative, 2016). 

 
 

EDUCATION POLICIES 
 

The powerful role that education plays in producing—or reducing—inequitable health 
outcomes was discussed in Chapter 3. Educational attainment predicts life expectancy and such 
health status indicators as obesity and morbidity from acute and chronic diseases (see, for 
example, Woolf, 2007). The educational level of adults, particularly maternal educational 
achievement, is linked to their children’s health and well-being. In all regions of the United 
States (Montez and Berkman, 2014), the gradient in health outcomes by educational attainment 
has steepened over the last four decades (Goldman and Smith, 2011; Olshansky et al., 2012), 
producing a larger gap in health status between Americans with high and low education levels. 
Thus, policies and practices to increase academic achievement and reduce education disparities 
make a critical contribution to reducing health disparities. 

An important insight emerges from looking broadly across the array of education-related 
policies and practices. Desired improvements in education and health outcomes are unlikely to 
be achieved by one-dimensional interventions. Both the case examples that the committee has 
examined and other information the committee has gathered suggest that achieving greater equity 
in health outcomes will require collaboration, collective action across sectors, and new forms of 
community engagement and partnership. At the community level, there may be unique 
opportunities to work in a coordinated manner. Part of the committee’s charge was assessing and 
prioritizing these possibilities for more effective community-based efforts to improve health 
outcomes. In the context of education, there are a number of possibilities, including, notably, the 
opportunity to improve education outcomes themselves. 

The current policy landscape in health and especially in education warrants serious 
consideration of policy as a key factor in shaping local action. New federal legislation, the Every 
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Student Succeeds Act (ESSA),6 makes an important contribution to any effort to promote 
community-based strategies for reducing health inequities by recognizing the need for schools to 
improve educational achievement and to embrace and support “whole child” strategies (see the 
Chapter 7 section on education for more details on ESSA and how communities can leverage it). 
The act makes this contribution by specifically acknowledging the importance of promoting 
physical and mental health and wellness as essential to reducing inequities in academic 
achievement. Within this broad vision are numerous components of the law that represent 
opportunities to strengthen the linkages between education and health, thereby creating the 
conditions locally to reduce health inequities through education. 

First, ESSA calls for the identification of evidence-based interventions. This is a 
significant development in education, a field that has been slow to make broad use of research as 
a basis for improving practice (West, 2016). The law sets forward specific tiers of evidence, 
ranging from randomized trials to correlational studies. There are current opportunities to expand 
significantly the evidence available to schools by making connections to the health community 
and scholars with interests in promoting educational equity. 

School improvement plans represent another key feature of the new federal education 
legislation. Under Title I of this law, school districts, in partnership with stakeholders, must 
develop and implement plans that include evidence-based interventions. Their plans under Title 
IV where Student Support and Academic Enrichment Grants (SSAEG) are awarded, a key local 
source of revenue for making more effective connections between education and health, must 
also be evidence-based. Furthermore, both Title I school improvement plans and Title IV plans 
must be informed by comprehensive needs assessments. Creating examples of needs assessments 
that effectively incorporate health and wellness will be of real value over the next 3 to 5 years as 
school districts work with community stakeholders in crafting these plans. 

Finally, one of the most important components of ESSA pertains to its state and local 
accountability provisions. Historically these provisions have been preoccupied with testing and 
assessment in the hope that such data would ensure that more children were in fact doing well 
in school. States and localities are being given great latitude (without guidance) about how they 
should satisfy the ESSA accountability provisions going forward. The new education law 
provides an opportunity for communities to reframe how they think more broadly about student 
opportunity and student success in ways that embrace health and wellness. It is an opportunity in 
this regard, to use additional types of data and use data in different ways. The law also reinforces 
the idea of thinking more broadly about who has a stake in student well-being. Because ESSA is 
clear that educators must work in partnership with their communities on behalf of children and 
youth, this is a chance for communities to seize these opportunities in ways that help them foster 
a genuine culture of health, which will improve education outcomes. 

The Individuals with Disabilities Education Act (IDEA), first passed in 1975, is another 
federal law that promotes greater equity through the protection of rights for students with 
disabilities. A U.S. Department of Education (ED) analysis found that students of color are being 
identified as having a disability at increasingly more frequent rates and receive harsher discipline 
than their white peers (ED, 2016b). In early 2016, ED and the My Brother’s Keeper Task Force 
established in 2014 by President Barack Obama proposed the Equity in IDEA rule to address 
these inequities by requiring standard approaches for identifying, disciplining, and supporting 
students with disabilities, particularly students of color with disabilities (ED, 2016c). Other 
efforts have been established to reduce inequity through early childhood intervention, including                                                         
6 S.1177 Every Student Succeeds Act. P.L. 114-95 (12/10/2015), 114th Cong. 
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the Birth to Three Developmental Center7 in Washington state that serves infants and toddlers 
who qualify for services under IDEA through various programs to support these children and 
their families.  

To aid it in its enforcement and oversight of federal civil rights laws, ED collects data 
from school districts about student characteristics, academic offerings, and disciplinary actions. 
It compiles these data into a publicly available, national dataset called the Civil Rights Data 
Collection so that researchers, states, and school districts can conduct their own analyses. 
Importantly, in 2000–2001, and again in 2011–2012 and 2012–2013 ED included all K–12 
schools in its data collection, rather than taking a sample. Maintaining the comprehensive, 
national data collection through education opens an important opportunity for communities to 
improve education and address disparities. In addition to data within the education sector, 
schools can benefit from partnering with others in the community to identify needs and plan and 
implement solutions. Examples have been highlighted in the work of the National Collaborative 
on Education and Health (Healthy Schools Campaign, 2016). Also, a joint initiative between ED 
and the U.S. Department of Health and Human Services (HHS) identifies “build[ing] local 
partnerships and participat[ing] in hospital community health needs assessments” as one of five 
high-impact opportunities, and the Healthy Students, Promising Futures tool kit states: 
 

The community health needs assessments (CHNAs) that nonprofit hospitals are required 
to undertake include consultations with community members and public health experts, 
which can help launch productive partnerships between hospitals and schools. Schools 
and school districts can also partner with many other kinds of community-based 
organizations and institutions to enrich the health services available to students. (ED, 
2016a) 
 

Conducting community health needs assessments has long been an activity and role of local and 
state public health agencies. Public health accreditation, which a growing number of health 
departments undergo, requires that health departments conduct or participate in a collaborative 
process of comprehensive health needs assessment in their communities (PHAB, 2011). 

An additional way to think about promoting community-based strategies for reducing 
education and health disparities is to consider the existing 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. Schools can take actions to 
improve the immediate health and well-being of their students. For instance, there are a number 
of policies and practices that exist at the community level pertaining to air quality and 
environmental standards in educational settings. Policies exist widely that are related to physical 
activity and wellness. In what education administrators might think of as student services, 
policies and procedures exist concerning screening for health conditions as well as for 
counseling and mental health services. In the context of intergovernmental coordination and 
cooperation, many local education agencies (e.g., school districts) have established advisory 
councils, established school-based clinics, and employed school health coordinators. In the 
context of curriculum and instruction, there is a broad array of programs that connect education 
and health, to include asthma awareness education, emotional, social and mental health 
education, nutrition education and of course, physical education. 
                                                         
7 For more information see http://www.birthtothree.org/programs (accessed September 21, 2016). 
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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: 
• Make schools aware of existing health needs assessments to help them leverage 

the current data collection and analyses.8 
• 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. 

 
Furthermore, ED could consider leveraging the needs assessment mandate of ESSA and 

requiring that schools and school systems collect such information on student and community 
health. One important factor to take into consideration would be the disproportionate burden that 
such a requirement may place on schools already facing economic and infrastructure challenges.  

 
CIVIL RIGHTS LAW AND POLICY 

 
Civil rights, health, and environmental justice laws and policies provide a framework to 

promote equal access to publicly funded resources and prohibit discrimination based on race, 
color, national origin, income, gender, disability and other factors. This cross-cutting approach 
can be applied across different areas such as health, park access, education, housing, 
transportation, and others. Using the approach to support community-driven solutions draws on 
lessons from the civil rights movement and others such as the women’s movement. The civil 
rights movement includes community stakeholders, social science experts, and attorneys working 
in and out of court, grassroots organizing, legislation by Congress, executive action by the 
president, implementation by administrative agencies, popular support through the right to vote, 
and philanthropic support (Ackerman, 2014; Rodriguez et al., 2014). 

Resting upon a number of federal and state laws, including the Civil Rights Act of 1964, 
the Fair Housing Act of 1968, the Americans with Disabilities Act of 1990, the Affordable Care 
Act of 2010, related regulations, and executive orders, a civil rights approach can lead to changes 
in structural inequities, policies, and practices that perpetuate racial, ethnic and other disparities. 
In their implementation, these laws and associated regulations require that agencies collect data, 
measure compliance, assess complaints, and allow for midcourse corrections. Data also needs to 
be available to communities for holding officials accountable and advocating for change. A civil 
rights approach to alleviating health disparities is not synonymous with litigation. Voluntary 
compliance with and enforcement of equal justice laws and policies can be preferable to court 
action as a means to achieve equal justice goals, including health equity. A comprehensive civil 
rights approach to ensuring health equity relies on planning, data collection and analysis, media, 
negotiation, policy advocacy, and coalition building, all as part of a larger problem-solving                                                         
8 See, for example, the Healthy Students, Promising Futures toolkit from ED and HHS (ED, 2016a). 
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strategy (Rodriguez et al., 2014). Civil rights attorneys may work with community allies, clients, 
social scientists and academics, experts, and broader coalitions to seek racial and ethnic equity 
and overcome discrimination and structural barriers to a more equitable society. 

Through a civil rights lens, health equity involves the fair distribution of both the benefits 
and burdens of programs and activities. Equal justice means more than freedom from unhealthy, 
environmentally degraded communities. Applying civil rights law to health equity includes a 
positive vision to meet the needs of communities at risk for health inequity by reducing 
discriminatory burdens, removing barriers to participation in decision making, and increasing 
access to health and environmental benefits that help make all communities safe, vibrant, and 
healthy (USDA, 2012). 

 
Federal Laws and Civil Rights 

 
Numerous federal and state laws and policies support a civil rights approach to health 

equity. For example, Title VI of the Civil Rights Act of 1964 and corresponding regulations 
prohibit discrimination based on race, color, or national origin and promote equity in programs 
and activities by recipients of federal financial assistance.9 The Fair Housing Act of 1968 
prohibits discrimination and promotes equal opportunity in housing.10 The Affordable Care Act 
includes a provision, Section 1557, against health discrimination in federally funded or supported 
health programs or activities. Section 1557 and corresponding regulations prohibit discrimination 
based on race, color, national origin, limited English proficiency, gender, physical and mental 
ability, and age (HHS, 2016). The Americans with Disabilities Act affords similar protections 
against discrimination based on ability.11 The National Environmental Policy Act also provides 
protections that can be used to buttress equal justice laws.12 In addition, the President’s 
Executive Order 12898 on environmental justice and health requires federal agencies to address 
the effects of programs, policies, and activities on minority and low-income populations.13 Some 
states like California have parallel laws that will become increasingly important to promote 
health equity, civil rights, and environmental justice and health with changes in federal 
enforcement and the political landscape in the years to come.14                                                         
9 42 U.S.C. § 2000d et seq.; 28 C.F.R. § 42.101 et seq. (U.S. Department of Justice regulations).  
10 42 U. S. C. § 3601 et seq.  
11 42 U.S.C. § 12101 et seq. 
12 42 U.S.C. § 4321 et seq. 
13 See Exec. Order No. 12898, 59 Fed. Reg. 32 (Feb. 16, 1994), Section 1-101, 
https://www.archives.gov/files/federal-register/executive-orders/pdf/12898.pdf (accessed June 24, 2016); White 
House Memo re: Executive Order on Federal Actions to Address Environmental Justice in Minority Populations and 
Low-Income Populations (Feb. 11, 1994), www.epa.gov/sites/production/files/2015-
02/documents/clinton_memo_12898.pdf (accessed June 24, 2016); Memorandum of Understanding on 
Environmental Justice and Executive Order 12898 (2011), www.epa.gov/sites/production/files/2015-
02/documents/ej-mou-2011-08.pdf (accessed June 24, 2016); U.S. Department of Justice Guidance Concerning 
Environmental Justice (Dec. 3, 2014), www.justice.gov/sites/default/files/ej/pages/attachments/2014/12/19/ 
doj_guidance_concerning_ej.pdf (accessed June 24, 2016). See generally U.S. Department of Justice, Civil Rights 
Division, Title VI Legal Manual at pages 58-65 (Jan. 11, 2001). Available at 
https://www.justice.gov/sites/default/files/crt/legacy/2011/06/23/vimanual.pdf (accessed June 24, 2016). 
14 For example, California Government Code 11135 et seq. and corresponding regulations promote equal justice and 
prohibit discrimination by state agencies and state funded programs and activities for specified classes, parallel to 
federal civil rights laws such as Title VI. Section 11135 was recently amended to strengthen compliance and 
enforcement. See, e.g., California Equal Justice Amendments Strengthen Law under 11135, 
http://www.cityprojectca.org/blog/archives/43834; John Auyong et al., Opportunities for Environmental Justice in 
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The U.S. Commission on Civil Rights in 2016 issued a report emphasizing the need for 
the U.S. Environmental Protection Agency to comply with and enforce civil rights and 
environmental justice laws.15 Similarly, civil rights and environmental justice practitioners widely 
and strongly criticize EPA for being derelict in pursuing enforcement actions. Government enforcement is 
particularly important to guard against discriminatory impact discrimination, because there is no private 
cause of action for individuals and organizations to seek access to justice through the courts under the 
discriminatory impact standard, according to the U.S. Supreme Court (“the Sandoval problem.”)16 This is 
widely held to be a major problem in rights enforcement, because it can be more difficult to show 
intentional discrimination. These concerns are supported by publicly available information regarding 
EPA’s failure to pursue filed administrative complaints, for example.17 EPA released its EJ 2020 
Action Agenda in 2016 as a strategic plan to promote civil rights, environmental justice, and 
health. Its implementation remains to be evaluated.18 The recommendations and principles in the 
U.S. Commission on Civil Rights apply to other federal, state, and local agencies in addition to 
EPA. These and other examples demonstrate that environmental and civil rights laws can be used 
together, with the strengths in one body of policy and law shoring up challenges in the other. 

 
A Planning Process 

 
The following planning process is a policy and legal tool from the domain of civil rights 

and environmental justice, designed for use by federal, state, and local agencies and their 
grantees, that can be adapted to support community based solutions to promote health equity. 
The process includes five major elements, and can be used by community-based groups to assess 
both current policies and practices and those under consideration. This framework by public 
health, civil rights, and environmental justice experts is based on Title VI, Executive Order 

                                                                                                                                                                                   
California Agency by Agency (Public Law Research Institute U.C. Hastings College of Law 2003), 
http://gov.uchastings.edu/public-law/docs/PLRI_Agency-by-Agency_03.pdf (accessed June 24, 2016). 
15 U.S. Commission on Civil Rights, Environmental Justice: Examining the Environmental Protection Agency’s 
Compliance and Enforcement of Title VI and Executive Order 12898 (Sept. 2016). Available at 
http://www.usccr.gov/pubs/Statutory_Enforcement_Report2016.pdf (accessed June 24, 2016). 
16 According to the Court in Alexander v. Sandoval, 532 U.S. 275 (2001), the Title VI statute prohibits only 
intentional discrimination, and private individuals and organizations can enforce the statute in court. Congress did 
not intend to create a private cause of action to enforce the discriminatory impact regulations in court. 
17 See, e.g., Rosemere Neighborhood Association v. U.S. Environmental Protection Agency, 581 F.3d 1169 (9th Cir. 
2009) (EPA failed to process a single from 2006 or 2007 in accordance with its regulatory deadlines); Lawyer: EPA 
Has Failed Civil Rights Law: Attorney Marianne Engelman Lado argues that the Environmental Protection Agency 
should enforce civil rights law in the low-income communities of color that she says carry the burden of pollution, 
NBC News (Aug. 2, 2015). Available at http://www.nbcnews.com/video/nbcnews.com/57693524#58380209 
(accessed June 24, 2016). Kristen Lombardi, Talia Buford, Ronnie Greene, Environmental Justice, Denied: 
Environmental racism persists, and the EPA is one reason why (Center for Public Integrity Sept. 4, 2015)(EPA has 
not made a formal finding of discrimination in 22 years, despite having received hundreds of complaints, some 
exhaustively documented). Available at https://www.publicintegrity.org/2015/08/03/17668/environmental-racism-
persists-and-epa-one-reason-why (accessed June 24, 2016). 
18 See U.S. EPA, EJ 2020 Action Agenda (2016). Available at https://www.epa.gov/environmentaljustice/ej-2020-
action-agenda-epas-environmental-justice-strategy; Robert García and Marianne Engelman Lado, EPA 
Environmental Justice Action Agenda: Major Steps Forward, and Opportunities for More (NRPA Open Space Blog 
Nov. 4 2016), http://www.nrpa.org/blog/epa-environmental-justice-action-agenda--major-steps-forward,-and-
opportunities-for-more (accessed June 24, 2016). 
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12898, case law, and best practices by federal agencies.19 (Environmental Justice Leadership 
Forum on Climate Change, 2016b; The City Project, 2016b).  

1. Describe what is planned in terms that are understandable to communities, for 
example, diversifying and broadening access to and support for healthy active living 
in parks and recreation areas. 

2. Analyze the benefits and burdens on all people. 
a. The analysis can include numerical disparities (in park access, for example), 

statistical evidence, anecdotal evidence, empirical studies and surveys, 
demographic data, geographical information system mapping, and financial 
analysis. Who benefits, and who is left behind? To do this, data needs to be 
collected and made publicly available for independent analyses. Standards 
need to be defined to measure progress, allow for midcourse corrections, and 
hold officials accountable.  

b. The range of values at stake to be analyzed includes, for example, physical, 
mental, and social health; economic vitality, jobs, and displacement; climate 
and conservation; culture, history, art, and spiritual values; and equal justice 
and democratic participation.20 

3. Analyze alternatives to what is being considered. 
4. Include people of color, low-income people, and other stakeholders in every step in 

the decision-making process. 
5. Develop an implementation plan to distribute benefits and burdens fairly, and avoid 

discrimination. 
 
An implementation plan through monitoring, compliance, and enforcement helps promote health 
equity and avoids unjustified discriminatory impacts regardless of intent, as well as intentional 
discrimination and implicit bias (DOT, 2012a; The City Project, 2016b). 

Planning for health equity needs to take place early enough in the process to 
meaningfully guide the decision making process and outcomes. The following sections will 
expand on this process, and each step premised on the participation of diverse stakeholders. 
 
Planning, Data, Standards, Implementation, and Stakeholders 
 

The application of the civil rights approach depends on outlining explicit priorities in 
planning, data, standards, implementation, and participation. The need for public participation 
based on full and fair information needs to be addressed in the process and cannot be assumed. 
(Christensen, 2016; Garcia et al., 2016). The experience with the investment of park bond funds 
in California illustrates why specific priorities matter. California voters have passed billions of 
dollars in statewide resource, park, and water bonds for almost 20 years. Yet people of color and 
low-income people throughout California disproportionately lack access to parks, beaches, and                                                         
19 See, e.g., Rodriguez et al., 2014 at pages 13-20 and authorities cited; Environmental Justice Leadership Forum on 
Climate Change, 2016b; U.S. Department of Housing and Urban Development, Affirmatively Furthering Fair 
Housing, Final Rule, 24 C.F.R. Parts 5, 91, 92, et al., 80 Fed. Reg. 42272 (2015), 
https://www.gpo.gov/fdsys/pkg/FR-2015-07-16/pdf/2015-17032.pdf (accessed June 24, 2016).  
20 On the values at stake, see, e.g., NPS, Healthy Parks, Healthy People Community Engagement eGuide at page 15 
(2014).  Available at www.nps.gov/public_health/hp/hphp/press/HealthyParksHealthyPeople_eGuide.pdf (accessed 
June 24, 2016).  
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recreation areas. To address these concerns, in 2006 voters passed Proposition 84, a bond 
measure authorizing $5.4 billion in public investments to improve water, parks, coastal 
protection, and natural resources. Proposition 84 and Assembly Bill (AB) 31—implementing 
legislation for the proposition—defined “park poor” and “income poor” standards to prioritize 
the investment of $1.3 billion in local impact funds for park, water, and coastal projects(Garcia et 
al., 2016). 21 Fully 88 percent of the $400 million in funds invested under the AB 31 standards 
were invested in communities that are disproportionately of color and low-income. In contrast, 
69% of the remaining $1 billion that were not invested using those standards were 
disproportionately invested in communities that tend to be park-rich, wealthy, and white. Not 
taking equity and disparities into account through planning, standards, data, and implementation 
can result in policy failure. Good intentions and vague commitments to “equity” or “local parks 
and urban greening” alone can exacerbate rather than alleviate disparities.  
Discriminatory Impacts and Data Analysis 
 

An important starting point for promoting health equity is the analysis of disparities that 
bear more heavily on one group of people than another. This includes, for example, numerical 
disparities for people of color or women based on statistical studies or anecdotal evidence.22 Two 
recent cases by the U.S. Supreme Court emphasize the need to address civil rights compliance, 
enforcement, and data analysis by public agencies.23 Federal entities such as the U.S. Department 
of Justice address the need for data collection and analysis in their regulations and guidance 
documents.24 

                                                        
21 AB 31 is the Statewide Park Development and Community Revitalization Act of 2008, Pub. Res. Code §§ 5640 et 
seq. Prop 84 is the Safe Drinking Water, Water Quality and Supply, Flood Control, River and Coastal Protection 
Bond Act of 2006, Pub. Res. Code §§ 75001 et seq. 
22 See, e.g., Fisher v University of Texas at Austin, 579—U.S.—, slip opinion at pages 13-15 (2016); Village of 
Arlington Heights v. Metropolitan Housing Dev. Corp., 429 U.S. 252, 265 (1977); Griggs v. Duke Power Co., 401 U. 
S. 424 (1971); U.S. Department of Justice, Civil Rights Division, Title VI Legal Manual at pages 42-58 and cases 
cited (2001), available at https://www.justice.gov/sites/default/files/crt/legacy/2011/06/23/vimanual.pdf (accessed 
June 24, 2016); Robert García and Erica Flores Baltodano, Free the Beach! Public Access, Equal Justice, and the 
California Coast, 2 Stanford Journal of Civil Rights and Civil Liberties 143, 187-90 and authorities cited (2005), 
available at goo.gl/RVgbJ. 
23 See Fisher v University of Texas at Austin, 579—U.S. — (2016); Texas Department of Housing and Community 
Affairs v. Inclusive Communities Project, 576 U. S.–(2015); U.S. Department of Housing and Urban Development, 
Implementation of the Fair Housing Act’s Discriminatory Effects Standard, 24 C.F.R. Part 100, 78 Fed. Reg. 11460 
(February 15, 2013). Available at https://portal.hud.gov/hudportal/documents/huddoc?id=discriminatory 
effectrule.pdf (accessed June 15, 2016). 
24 The U.S. Department of Justice directs agencies to provide for “collection of data and information from applicants 
for and recipients of federal assistance sufficient to permit effective enforcement of Title VI.” 28 C.F.R. § 42.406(a). 
This includes, for example, “(1) The manner in which services are or will be provided by the program in question, 
and related data necessary for determining whether any persons are or will be denied such services on the basis of 
prohibited discrimination; (2) The population eligible to be served by race, color, and national origin; . . . (4) 
[R]elated information adequate for determining whether the [program] has or will have the effect of unnecessarily 
denying access to any person on the basis of prohibited discrimination. 28 C.F.R. at § 42.406(b)(1), (2), (4). 
Similarly, FTA regulations address racial and ethnic data, demographic mapping, comparing benefits and burdens, 
public engagement, and planning. Federal Transit Administration, Title VI Requirements and Guidelines for Federal 
Transit Administration Recipients, Circular FTA C 4702.1A, chapter V (1) and V(1)(a)(2) at page V-1 (Oct. 1, 
2012). Accord, FTA, Title VI Requirements and Guidelines for Federal Transit Administration Recipients, Circular 
FTA C 4702.1B, page IV -7 (Oct. 1, 2012); FTA, Environmental Justice Policy Guidance for Federal Transit 
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The U.S. Supreme Court in Texas Department of Housing and Community Affairs v. 
Inclusive Communities Project held that the prohibition against unjustified discriminatory 
impacts plays an important role in moving the nation toward overcoming a legacy of residential 
segregation and promoting equal opportunity for all. Proof of intentional discrimination is not 
required. The disparate impact standard allows people to counteract disguised animus, 
unconscious prejudices, and implicit bias that may escape easy classification as intentional 
discrimination. “A thoughtless policy can be as unfair as, and functionally equivalent to, 
intentional discrimination” (Rodriguez et al., 2014). The prohibition against unjustified 
discriminatory impacts promotes equal opportunity for all in access to health, housing, parks, 
beaches, transportation, jobs, contracts for diverse business enterprises, and other infrastructure 
and ecosystem services.25 Overlapping evidence is relevant to prove discriminatory impact26 and 
intent.27 

The U.S. Supreme Court in Fisher v. University of Texas at Austin in 2016 recognized the 
value of diversity in ways that support community-based solutions to promote health equity. 
Valuing diversity promotes cross-racial understanding, ending stereotypes, preparing for an 
increasingly diverse society and workforce, and cultivating leaders with legitimacy in the eyes of 
the public. The court emphasized the need to gather, analyze, and publish data based on race, 
color, and national origin in order to ensure that public benefits and burdens are distributed 
equally and to promote racial justice, human dignity, and diversity.28 
 
Examples of the Planning Process in Action 
 

Specific actions by several federal and local agencies illustrate how civil rights can be 
promoted to promote health equity through the planning process described above. The National 
Park Service (NPS) and the U.S. Army Corps of Engineers (the Corps) have used the systematic                                                                                                                                                                                    
Administration Recipients, Circular (FTA C 4703.1), pages 6, 8, 11 (Aug. 15, 2012). Accord, Executive Order 
12898 on Environmental Justice, Sec. 3-3 (research, data collection, and analysis). 
25 See Texas Department of Housing and Community Affairs v. Inclusive Communities Project, 576 U. S. – 2015. 
While the facts in that case involved the Fair Housing Act of 1968, the discriminatory impact standard is analogous 
under Title VI regulations and Affordable Care Act section 1557. See U.S. Department of Housing and Urban 
Development, Implementation of the Fair Housing Act’s Discriminatory Effects Standard, 24 C.F.R. Part 100, 78 
Federal Register. 11460 (2013). Available at https://portal.hud.gov/hudportal/documents/huddoc?id=discriminatory 
effectrule.pdf (accessed June 15, 2016). 
26 There are three prongs to the discriminatory impact inquiry: (1) Whether an action impacts one group more than 
another - numerical disparities based on race, ethnicity, or national origin shown through statistical studies or 
anecdotal evidence, for example. (2) If so, the funding recipient bears the burden of proving that an action is 
justified by business necessity – or by an analogous public policy in the case of a government agency. (3) Even if 
there is evidence of business necessity, the disparities are prohibited if there are less discriminatory alternatives to 
achieve similar objectives. See, e.g., Inclusive Communities slip opinion at page 10. 
27 To evaluate an intentional discrimination claim, circumstantial evidence includes (1) whether an action impacts 
one group more than another, including numerical disparities shown through statistical studies and anecdotal 
evidence; (2) a history of discrimination; (3) departures from substantive norms; (4) departures from procedural 
norms; (5) a pattern of discrimination; and (6) the decision maker knows the harm a decision will cause. See, e.g., 
Village of Arlington Heights v. Metropolitan Housing Dev. Corp., 429 U.S. 252, 264-68 (1977); Adarand 
Constructors, Inc. v. Peña, 515 U.S. 200 (1995); U.S. Department of Justice, Civil Rights Division, Title VI Legal 
Manual at pages 42-58 (2001). Available at https://www.justice.gov/sites/default/files/crt/legacy/2011/06/23 
/vimanual.pdf (accessed June 24, 2016). 
28 Fisher v. University of Texas at Austin, 579—U.S.—, slip opinion at pages 11, 14-15 (2016). While the facts of 
the case involved narrowly tailored race conscious admissions to promote the compelling state interest of diversity 
in a university, the value of diversity and the need for data are analogous in promoting health equity.  
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data-driven planning framework to analyze green access in the Los Angeles region. NPS and the 
Corps concluded as follows in the context of health and park access: 
 

1. There are disparities in green access based on race, color, or national origin; 
2. This contributes to health disparities based on those factors; and 
3. Environmental justice and civil rights laws require agencies to promote equity, 

compliance, and enforcement, and alleviate these disparities. 
 
These plans include the NPS plan to expand the Santa Monica Mountains National Recreation 
Area (“Rim of the Valley”) (NPS, 2015; The City Project, 2016a), the NPS plan to create the San 
Gabriel Mountains National Recreation Area (NPS, 2013; The City Project, 2014b), and the 
Corps of Engineers plan to revitalize the Los Angeles River (The City Project, 2016c; U.S. Army 
Corps of Engineers LA District and Tetra Tech Inc., 2015).29 HUD provides another example of 
the planning framework in action. HUD withheld federal subsidies for a proposed warehouse 
project in response to significant local community action, pending a full study under the civil 
rights and environmental justice laws to consider a park alternative and the impact on people of 
color and low-income people. This community initiation and decision by HUD contributed to the 
creation of the L.A. State Historic Park and the greening of the Los Angeles River (Garcia, 2013; 
The City Project, 2014a).30 

With these laws, equal access to publicly funded resources, such as parks and recreation 
for healthy active living, can be viewed as core civil rights issues. In Brown v. Board of 
Education, the U. S. Supreme Court struck down segregation in schools when it held that schools 
separated on the basis of race are inherently unequal, in violation of the Equal Protection 
Clause.31 In Watson v. City of Memphis in 1963, the Supreme Court upheld equal access to 
public parks and recreation on equal justice grounds under Brown.32 

The civil rights and equity framework is not limited to work in a single geographic area, 
such as Southern California, or to a specific substantive topic, such as health and park disparities 
(NPS, 2014). Echoing work by NPS and the Corps and recognizing the need for systematic data 
and analyses, the EPA has released its online mapping and analysis tool called EJSCREEN. This 
tool includes nationwide data on health vulnerabilities, exposure to toxic chemicals and 
pollution, park access, and demographics, including race, color, national origin, income, and 
other variables and is described in more detail in Chapter 8 (EPA, 2016; The City Project, 
2016d). WE ACT, a community example featured in Chapter 5, organized a coalition with 41 
partners nationwide to address climate justice and health using the framework under Title VI of 
the 1964 Civil Rights Act (Environmental Justice Leadership Forum on Climate Change, 

                                                        
29 The Corps has agreed to conduct a similar analysis of the benefits and burdens of, and alternatives to, the Dakota 
Access Pipeline, in consultation with the Standing Rock Sioux and with full public input before issuing any permits 
(Darcy, 2016). This is parallel to the Corps’s analysis for revitalization of the L.A. River. The decision was made in 
large part in response to community organizing by the Sioux and its supporters. 
30 Community advocates settled a related lawsuit under state law. The state then bought the land and created the 
park. 
31 Brown v. Board of Education, 347 U.S. 483 (1954). Discrimination is not just a black and white issue. Also in 
1954, the Supreme Court held the Equal Protection Clause protects against discrimination based on race, color, 
national origin, ancestry, or descent in Hernandez v. Texas, 347 U.S. 475 (1954). 
32 Watson v. City of Memphis, 373 U.S. 526 (1963).  
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2016a,b).33 The Federal Transit Administration addresses the framework in its civil rights and 
environmental justice guidance documents, and has applied the framework to withhold federal 
funding in the transit context in Northern California (DOT, 2012a,b; The City Project, 2015). 
Box 6-2 describes an economic analysis of a policy intervention that improved health equity.  

BOX 6-2  
Economic Analysis of Improved Health Outcomes Using Civil Rights Act of 1964 

and Medicare Funding 

 
One analysis of the effectiveness of using legal and policy advocacy using a rights-

based framework to promote community-based solutions that result in improved health equity 
outcomes is by Stanford economic historian Gavin Wright. He analyzed improved health 
outcomes that resulted from desegregated health care services and facilities in the South as a 
result of the civil rights movement in his study called Sharing the Prize: The Economics of the 
Civil Rights Revolution in the American South (2013). This analysis is timely as the civil rights 
movement, civil rights legislation, legal advocacy, and the role of government in providing a 
social safety net are increasingly challenged. 

Health care and services were segregated, and this segregation resulted in health 
disparities, in the pre-Civil Rights South. The health care community and civil rights attorneys 
worked together to achieve reform that had moral as well as material outcomes that benefited 
both people of color and non-Hispanic white people. The National Medical Association and 
NAACP Legal Defense Fund attorneys worked together, with the U.S. Department of Justice, to 
challenge the “separate but equal” provision under the Hill-Burton Act that funded segregated 
health care services through the early 1960s. In 1963, a federal court of appeals struck down 
"separate but equal" under the Act in Simkins v. Moses H. Cone Memorial Hospital. The court 
ruled in favor of a class that included African American physicians, dentists, and patients who 
were excluded from private non-Hispanic white hospitals that received federal funding. The 
following year, Congress passed Title VI of the Civil Rights Act of 1964 in response to the March 
on Washington led by Dr. Martin Luther King, Jr. President Lyndon Johnson, a Southerner, 
persuaded Southern senators to break the longest filibuster in the history of the nation to pass 
the legislation. Federal agencies enacted regulations to implement the Title VI statute. Congress 
passed the Medicare Act in 1965, which provided funding for medical services, as part of the 
War on Poverty. Medicare funding, coupled with the Title VI prohibition against discrimination by 
recipients of federal funding, resulted in improved outcomes in health equity and health 
outcomes for people of color and non-Hispanic white people. 

“The campaign to desegregate southern hospitals was a genuine part of the Civil Rights 
Movement.” Medicare offered “a positive incentive to take patients they would formally have  

                                                         
33 A recent policy report explores the causes of such strong Latino support for environmental protection and 
government action to control climate change. Sam García, Latinos and Climate Change: Opinions, Impacts, and 
Responses (GreenLatinos and The City Project 2016), available at www.cityprojectca.org/blog/archives/43303 
(accessed June 24, 2016). The communities that have shown the most consistent support for climate change, people 
of color, are generally marginalized or absent from the discussion by mainstream environmental organizations, 
academics, and government in carbon pricing schemes including cap and trade, cap and dividend, and regulatory 
measures. The environmental justice movement has demonstrated is that racially and ethnically identifiable 
communities are at a greater risk of environmental harms, disproportionately lack environmental benefits, pay a 
larger cost, and carry a heavier environmental burden than other communities regardless of class. Once these costs 
are considered the distribution of benefits must necessarily be structured to pay down that debt. Gerald Torres and 
Robert García, Impact of Pricing Schemes on Environmental Justice Communities (The City Project Policy Report 
2016), available at www.cityprojectca.org/blog/archives/43641 (accessed June 24, 2016). 
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rejected, while at the same time giving the federal government a powerful financial threat to 
force compliance with Title VI.” Wright asks: “The larger issue is whether hospital desegregation 
actually improved health outcomes.” The answer is provided through econometric analyses of 
post-neo natal infant mortality rates by race in the South and North between 1955 and 1975 and 
county-level data. The gains in health outcomes for people of color and non-Hispanic white 
people “were the direct result of desegregation and the Civil Rights Movement,” concludes 
Wright on pages 236–240. 

Wright’s analysis illustrates the myriad strategies of the Civil Rights Movement in action: 
civil rights attorneys in and out of court, courageous courts, organizing in the streets, legislation, 
executive action, administrative enforcement, and the power of the people who defeated the call 
to repeal the civil rights laws. 
 
SOURCE: Wright, 2013. 
 
Using Civil Rights Law 
 

The following guidance can help civil rights attorneys, public health professionals, 
community groups, public agencies, recipients of public funding, foundations and other 
stakeholders promote community based solutions to promote health equity using civil rights 
tools, and reinforce a culture of health (Rodriguez et al., 2014). 

1. Communities and other stakeholders can work together on compliance and equity 
plans for programs or activities by recipients of public funding that use the civil rights 
framework by describing what is to be done, analyzing the impact on all 
communities, analyzing alternatives, including full and fair participation by diverse 
communities, and promoting health equity. 

2. Compliance and equity plans can be used to guard against unjustified and 
unnecessary discriminatory impacts, as well as against intentional discrimination, in 
health and wellness programs and activities. 

3. Communities, when appropriate, can work with civil rights attorneys to use problem-
solving strategies, including coalition building, planning, data collection and analysis, 
media, negotiation, policy and legal advocacy out of court, and access to justice 
through the courts. 

4. Communities can work with attorneys and public health experts together to promote a 
better understanding of the civil rights dimension of the challenge of health disparities 
and to show how to address these civil rights concerns for their communities to 
ensure that civil rights laws against discrimination in health and other publicly funded 
programs and activities are strengthened and not rolled back. 

 
Conclusion 6-1: In the committee’s judgement, civil rights approaches have helped 
mitigate the negative impacts of many forms of social and health discrimination. 
Continuing this work is needed to overcome discrimination 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 
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community solutions can employ methods and data in ways that include full and fair 
participation by diverse communities. 

 
See Chapter 8 for additional discussion on how civil rights law can support community based 
solutions. 
 

HEALTH POLICY 
 

Affordable Care Act 
 

The Patient Protection and Affordable Care Act (ACA) has changed the financing, 
organization and delivery of U.S. health care services in a number of important ways. It not only 
expands private and public health insurance, but it also reforms how Medicare and Medicaid 
services are delivered, and revises the tax code in important ways that encourage nonprofit 
hospitals to invest in their local communities in new ways. The following section briefly reviews 
selected features of the ACA and discusses both how these features affect communities and how 
federal policy could be changed to affect health equity at the community level. 

The ACA has expanded access to Medicaid coverage and private insurance to millions of 
individuals. Nationally, since 2010 rates of uninsured have dropped from 16.0 percent in 2010 to 
9.2 percent in 2015 (Cohen and Martinez, 2015). Significantly, in part because 32 states 
expanded their Medicaid programs and 19 did not, the rates of uninsured among the nonelderly 
population varies significantly from a low of 5 percent in Massachusetts to a high of 19 percent 
in Texas (Kaiser Family Foundation, 2015, 2016). State decisions regarding Medicaid expansion 
were controversial and highly politicized in many states (Jacobs and Callaghan, 2013). Yet, these 
state decisions have important implications for communities. The variation in uninsured rates is 
more dramatic across metropolitan areas; among the 25 largest metropolitan areas the rates range 
from 4 percent to 19 percent (U.S. Census Bureau, 2015). On average, urban and rural counties 
have higher rates of the uninsured than suburban counties. Moreover, geographically uninsured 
whites are more likely to live in areas with high poverty census tracts, whereas minorities are 
more likely to be uninsured wherever they live (REACH Healthcare Foundation, 2016). 

State policy around health insurance, particularly through Medicaid decisionmaking has 
serious implications for health and other disparities. On the one hand the impact of health 
insurance on health outcomes has been found to be mixed, at least in the short run. For instance, 
while biometric measures of health were not found to improve in a study of the Oregon Medicaid 
expansion, self-reported health was found to improve. Other studies have also found 
improvements in self-reported health (Sommers et al., 2012), but not consistently (Wherry and 
Miller, 2016). On the other hand health insurance is seen as a potential mechanism for increasing 
use of preventive and other medical care services. Although health insurance lowers the cost of 
care to individuals, other factors may also be important and counter the lower costs, such as wait 
times for appointments, distances to services, and the perceived discomfort of the care itself. The 
empirical literature has found overwhelmingly that insurance expansions improve access to 
medical care (Finkelstein et al., 2012; Miller, 2012; Van Der Wees et al., 2013). Additionally, 
greater health insurance plays an important financial role, by shielding individuals from out-of-
pocket medical costs and improving their overall financial status (Hu et al., 2016). The annual 
cost of inpatient care for a person aged 18 to 64 who was hospitalized in 2012 was 
approximately $15,000, and the annual cost of all types of care for that person for the year was 
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$25,000 (Hu et al., 2016). Individuals without health insurance often have difficulty paying 
medical expenses and may need to borrow money or forego other necessities such as food, heat, 
or rent. They are more likely to be contacted by collection agencies and are more likely to 
declare bankruptcy (Cunningham, 2008; Dobkin et al., 2016; Doty et al., 2008; Finkelstein et al., 
2012). Thus, medical bills play a large role in individuals’ overall financial picture, including 
their ability to save and make other investments. The expansions of Medicaid, including 
expansions under the ACA, have been found to substantially reduce the financial burden of 
medical care on low-income individuals and to increase their financial well-being (Baicker et al., 
2013; Gross and Notowidigdo, 2011; Hu et al., 2016). 

The health insurance provisions of the ACA have important implications for local 
communities. Although communities individually may have little influence over state and federal 
policy change, they can leverage existing policies to their advantage. Thus, communities can 
actively promote health insurance enrollment activities and help increase the number of 
individuals with health insurance in their communities, leading to greater financial well-being. 
 

Hospital Community Benefit 
 

Another important provision of the ACA for communities relates to charitable or 
nonprofit hospitals (in 2014, 78 percent of approximately 5,000 U.S. hospitals were nonprofit, 
exempt from most federal, state, and local taxes [Berwick et al., 2008; James, 2016]). In 
particular, the ACA changed the Internal Revenue Code such that all charitable hospitals must 
conduct a community health needs assessments (CHNAs) and adopt an implementation strategy 
that addresses the needs identified in that assessment. Furthermore, the process must include 
“persons who represent the broad interests of the community served by the hospital facility, 
including those with special knowledge of or expertise in public health.” Moreover, regulations 
issued in 2014 specify that the CHNA should include “the need to address financial and other 
barriers to accessing care, to prevent illness, to ensure adequate nutrition, or to address social, 
behavioral, and environmental factors that influence health in the community” (C.F.R. 
501(r)3(4)), and it was later clarified in an executive update that this includes some forms of 
housing improvements. Nonetheless, federal reporting forms and instructions have caused some 
confusion related to community benefit, investments in improving the social determinants of 
health, and the CHNAs. As health insurance coverage has expanded, the level of uncompensated 
care provided by hospitals has declined leaving hospitals to consider other areas and ways to 
invest community benefit dollars. Some hospitals have shown greater interest in community-
wide health investments and the underlying factors that affect population health, rather than 
maintaining the more narrow focus on health care services and funding offsets (Rosenbaum and 
Choucair, 2016). In the report Can Hospitals Heal America’s Communities? Howard and Norris 
wrote that by “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 
community health” (Howard and Norris, 2015) Examples of efforts that have used community 
benefit investments to build, hire, and invest in the local community include Kaiser Permanente 
in California and elsewhere, and Promedica in Cleveland (NASEM, 2016c). 
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Recommendation 6-4: Through multi-sectoral partnerships, hospitals and health 
care systems should focus their community benefit dollars to pursue long-term 
strategies (including changes in law, policies, and systems) to build healthier 
neighborhoods, expand access to housing, drive economic development, and 
advance other upstream initiatives aimed at eradicating the root causes of poor 
health, especially in low-income communities. Hospital and health systems should 
also advocate for the expansion of efficient and effective services responding to 
health-related social needs34 for vulnerable populations and people living in poverty.  
This work should include meaningful participation by members of low income and 

minority populations in the community. In addition to leveraging federal tax provisions around 
community health benefit in order to improve the social determinants of health and health equity, 
work by the Institute for Health Improvement has shown that hospitals effectively tackle health 
equity not only in the community but also within their own institutions (Wyatt et al., 2016). Box 
6-3 features an example of policy driven work to reduce disparities in Maryland. 
 

 
BOX 6-3  

Maryland Health Enterprise Zones 
 

In 2012 Maryland passed the Maryland Health Improvement and Disparities Reduction 
Act. One component includes a joint initiative between the Maryland Community Health 
Resources Commission and the Maryland Department of Health and Mental Hygiene initiative 
around “health enterprise zones” (HEZ). Under this 4-year pilot program, communities identified 
areas with measurable and documented economic disadvantage and poor health outcomes and 
proposed collaborative plans to address health outcomes and disparities. The HEZ statute 
provides financial incentives to recruit and retain health care providers to HEZs, including loan 
repayment assistance and income tax credits for newly hired practitioners, hiring tax credits for 
the employers of new HEZ practitioners, grant funding, and technical assistance. The HEZ pilot 
program is still underway and will be formally evaluated. 

The state statute also requires the Maryland Health Care Commission to establish and 
incorporate a standard set of measures regarding racial and ethnic variations in quality and 
outcomes and to track health insurance carriers’ and hospitals’ efforts to combat disparities. In 
addition, state institutions of higher education that train health care professionals will be 
required to report to the Governor and General Assembly on their actions aimed at reducing 
health care disparities. The latter is not slated to be formally evaluated. Nonetheless, the 
increased transparency around disparity-reduction activities can help tracking by agencies and 
outside researchers and help to shape future policy. 
 
 

 
 
                                                         

34 Alley et al. describe services addressing health-related social needs including transportation and housing (Alley et 
al., 2016). Others define services addressing such needs as “wraparound services,” referring to linkages or services 
health care providers can offer to ensure, for example, that patients have transportation to routine health care 
appointments, have adequate food in their homes, 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). 
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Triple Aim 
 

Another component of the ACA is an emphasis on improving care, improving population 
health, and reducing the per capita cost of care. This notion of the “Triple Aim” is a term coined 
by the Institute for Healthcare Improvement and incorporated in ACA implementation becoming 
part of the U.S. national strategy for tackling health care issues (AHRQ, 2016a; Berwick et al., 
2008; Whittington et al., 2015) States, such as Massachusetts, also focus on Triple Aim 
outcomes, for example through the Massachusetts Quality and Cost Council (AHRQ, 2016b; 
Holahan and Blumberg, 2006). 

In its original conception, the Triple Aim seeks to improve the individual experience of 
care, improve the health of populations, and reduce the per capita costs of care for populations 
(Berwick et al., 2008). The Triple Aim is notably silent on health disparities. Perhaps this 
perspective stems from an initial focus on the private actors in the United States carrying out the 
Triple Aim, by selecting populations of interest, improving quality and lowering costs. In fact, 
the architects of the Triple Aim approach cautioned that equity could be sacrificed in pursuit of 
the Triple Aim: the health of one population could be achieved at the expense of another. More 
recently, others have called for a “triple aim for health equity” that broadens the focus and 
embeds health care in a community-based framework (Ehlinger, 2015). At issue is that the 
pursuit of the Triple Aim could perpetuate and even worsen disparities unless the concept is 
expanded to incorporate a health equity focus. A continued focus on rewarding health outcomes 
at the mean, without rewarding a compression in the variations in health, is likely to encourage 
interventions that target healthier, and socially less disadvantaged, populations in order to 
demonstrate improvements. Under such a reward system gaps in health between advantaged and 
disadvantaged populations may grow even wider. 

Frequently, the pursuit of the Triple Aim is combined with an emphasis on care 
integration and bundled payment for services across settings in order to encourage efficiency and 
cost control (Berwick et al., 2008). The challenge from a health disparities standpoint is the 
skewed nature of health expenditures, with 1 percent of the population accounting for 
approximately 21.4 percent of health care expenditures, with average per-person annual 
expenditures of $87,570 (Cohen and Uberoi, 2013). Thus, there is a strong incentive for 
integrated health systems and those receiving bundled payment to avoid the 1 percent of patients 
who present the highest costs. This subgroup also is disproportionately socially disadvantaged. 
Some evidence indicates the existence of potential challenges with respect to disadvantaged 
groups for programs such as the accountable care organizations that arose from the Triple Aim 
approach. In particular, a recent study found that commercial and Medicare accountable care 
organization networks were relatively less likely to include physicians in areas where a higher 
percentage of the population was African American, living in poverty, uninsured, or disabled or 
had a high rate of high school education less than in other areas (Yasaitis et al., 2016). Even 
where variation in health outcomes is used as a performance metric, a strategy of encouraging 
the enrollment of those at low risk and avoiding those at high risk can artificially inflate 
performance measures. The implication is that high-powered financial incentives, such as 
capitation and bundled payment, may elicit unintended responses from delivery systems, and 
perpetuate health inequities. 
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Recommendation 6-5: Government and non-government payers and providers 
should expand policies aiming to improve the quality of care, improve population 
health, and control health care costs35 to include a specific focus on improving 
population 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 factors in value-based payment programs it oversees. 

The National Academies Committee on Accounting for Socioeconomic 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 consequences could in turn lead to deterioration in the 
quality of health care for socially at-risk populations and widening health disparities. That 
committee 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 accuracy in public reporting can help achieve goals to reduce disparities and 
improve quality and efficiency of care for all patients. 

 
CRIMINAL JUSTICE POLICY 

 
The criminal justice system plays an important role in shaping health equity through 

multiple mechanisms. The first, which is conceptually straightforward and includes the health 
care screening and treatment services that the system provides to adult and juvenile prisoners and 
probationers. The second is more complex and far-ranging and includes the set of policies that 
determine if an individual becomes involved in the justice system, for how long, whether or not 
alternative sanctions will be offered, and how individuals will re-enter the community after 
incarceration. These policies have long-term implications for education completion, 
employment, and income, all of which in turn affect health. Because the justice-involved 
population is disproportionately minority and disproportionately comprises other vulnerable 
populations such as persons with mental illness, criminal justice policies have important 
implications for health equity. 

The United States today has the highest rate of incarceration in the world, with a cost to 
states and the federal government of $80 billion in 2010 alone (DOJ, 2013). This remarkably 
high rate of incarceration stems from policies adopted by federal and state governments starting 
in the early 1980s, particularly around mandatory sentencing, “three strikes and you’re out,” and 
increasing drug-related incarceration (Blumstein and Beck, 1999; Mauer, 2001). 

The current era of mass incarceration can be understood as a powerful policy intervention 
in the lives of the poor and of people of color (Pettit and Western, 2004). Indeed, criminal justice 
policy and practice disproportionately affect minorities in a number of ways, and there is a large 
racial disproportionality at most stages of the criminal justice system for both adults and for 
juveniles (Harris et al., 2009).  

                                                        
35 Better care, better population health, and lower cost are often described as the Triple Aim (Berwick et al., 2008). 
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Policies related to the “war on drugs” since the 1980s have played an especially pivotal 
role in institutionalizing disproportionate minority contact with the criminal justice system. 
Many scholars have remarked that federal drug policies have targeted racial and ethnic 
minorities and especially African Americans and their communities. The differences in 
mandatory minimum sentencing guidelines for crack cocaine, which has been associated with 
poor and minority users, versus powder cocaine, whose users tend to be white (Palamar et al., 
2015), is a case in point. Although the two substances are virtually identical on a molecular level, 
the Anti-Drug Abuse Act of 1986 stipulated a 100:1 weight ratio for powder versus crack 
cocaine when determining mandatory minimum sentences for possession (Palamar et al., 2015). 
In practice, this meant that 5 grams of crack, for example, mandated the same sentence (5 years 
in prison) as 500 grams of cocaine. Although the disparity was recently revised to an 18:1 ratio 
by the 2010 Fair Sentencing Act, scholars and community advocates have long argued that any 
disparity targets crack and, by extension, poor and minority users (Palamar et al., 2015). As a 
result, federal drug policies that sanction crack more than powder cocaine have exacerbated a 
wide scale racial inequity that characterizes criminal justice sanctions for drug use and 
possession. 

Blumstein highlights several other mechanisms by which racial and socioeconomic 
disproportionality can compound itself in the criminal justice system (Blumstein and Nakamura, 
2009). Because more serious crimes occur in poor neighborhoods, police patrol them more 
densely. This also leads individuals in these areas to be more likely to be arrested (Blumstein, 
2009). And, because punishment is a function of prior police contact, the marginal arrest leads to 
greater punishment down the line. This disadvantage can build if it is combined with such police 
practices as racial profiling when deciding whom to stop, question, and search (Ridgeway and 
MacDonald, 2010). Hispanics and African Americans are disproportionately confined in jails 
and prisons than would be predicted by their arrest rates and Hispanic and African American 
juveniles are more likely to be referred to adult court rather than juvenile court relative to white 
juveniles (Harris, 2009). 

Disadvantage can further compound inequities in other ways. Youth who live in stable 
two-parent, higher-income families are more likely to be released than youth living in single-
parent, lower-income families, which has implications also for further sanctions and for 
educational disruptions. Moreover, minority youth are more likely to face harsh disciplinary 
action in schools by being suspended or referred to court (Mizel et al., 2016), and schools with 
stringent disciplinary policies that favor suspension can also contribute to greater arrests among 
youth (Cuellar and Markowitz, 2015). 

The high budgetary and social cost of imprisonment has led federal and state 
policymakers to reconsider sentencing and sanctioning rules. At the federal level, although there 
are mandatory minimum laws, changes were instituted to lower punishments for low-level, 
nonviolent drug offenses by individuals, with no ties to large-scale organizations or gangs and to 
reduce sentences for certain inmates (DOJ, 2013). Texas and Arkansas also have reduced their 
prison populations by identifying alternatives sanctions for low-level drug offenders. Kentucky 
similarly has shifted resources from prison beds to treatment services for offenders with 
behavioral health problems and greater community supervision. Other state initiatives, such as 
drug courts, have been found to reduce disparities for Hispanics and, to some extent, for African 
Americans (Nicosia et al., 2013). At the juvenile level states also have sought to promote 
treatment alternatives to incarceration for selected populations with behavioral health problems 
(Cuellar and Dave, 2016; Cuellar et al., 2006). Since 2007, the Justice Reinvestment Initiative, a 
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public-private partnership that includes the DOJ Bureau of Justice Assistance, has also supported 
efforts in 33 states, all of which “aim to improve public safety and control taxpayer costs by 
prioritizing prison space for serious and repeat offenders and investing some of the savings in 
alternatives to incarceration for low-level offenders that are effective at reducing recidivism” 
(The Pew Charitable Trusts, 2016). 

Recidivism is a large problem for the individuals who have been convicted. Recidivism 
has been linked in part to barriers faced by those with a criminal record. Federal, state, and local 
policies can exacerbate these barriers by stipulating legal sanctions and restrictions imposed on 
individuals with criminal records. The areas in which such challenges are faced include housing, 
employment, education, public benefits, and permission to travel. Some states “prohibit the 
employment of convicted felons in occupations ranging from child- and dependent-care service 
providers to barbers and hairdressers” (Bushway et al., 2007, p. 3). Some states also cut off their 
access to public employment, which has been an important source of work for inner-city 
minorities (Bushway et al., 2007). The American Bar Association has compiled the National 
Inventory of Collateral Consequences of Conviction, which catalogs the wide-ranging collateral 
consequences of criminal convictions contained in the numerous laws and regulations at the 
federal and state level (ABA, 2016). As Bushway and colleagues suggest, policies like these can 
present formidable barriers to successful reintegration into society after release from prison 
(Bushway et al., 2007). 

Recognizing the role that local policies play in marginalizing those with a criminal 
record, some communities have advocated for laws aimed at reducing the barriers to reentry for 
the formerly incarcerated. As of 2016 more than 150 cities and counties have adopted so-called 
“ban the box” policies that prohibit employers from considering criminal records at the 
beginning of the application process. Ban-the-box policies instead require that employers first 
consider a job candidate’s qualifications (Rodriguez and Avery, 2016). However, recent data 
reveal that ban-the-box policies may have a negative effect on work opportunities for young, 
low-skilled African American and Hispanic men who have do not have criminal records (Doleac 
and Hansen, 2016). Reentry is also a difficult transition for juveniles. Many states have 
developed special programs for youth, including mentoring, mental health counseling, education 
supports, and family reunification supports, to facilitate successful reintegration and the 
transition to adulthood, and some have reformed their juvenile justice system (see for example 
(The Pew Charitable Trusts, 2014). 

While incarcerated, those confined to jail, prison, halfway houses, or juvenile facilities 
are reliant upon the justice system to provide for their health care needs. Many of these services 
are funded by criminal justice budgets. In addition, individuals may be eligible for Medicaid-
funded services if they are not prisoners per se,36 such as when they reside in transitional, re-
entry institutions, or if they are not committed (Gupta et al., 2005). State and federal Medicaid 
policies can affect the available funding for health care services for these groups. With the recent 
expansion of Medicaid under the ACA, states and the federal government are revisiting Medicaid 
regulations related to the adult criminal justice population and facilitating access to Medicaid for 
eligible individuals prior to and after a stay in a correctional institution (CMS, 2016). 

Beyond the far-reaching effects of a criminal record, criminal justice policies can play a 
role in health equity by influencing the odds of victimization, e.g., through gun policies. Clearly, 
firearm violence remains an important public health concern for many communities across the 
country (Monuteaux et al., 2015). With over 10,000 Americans killed by firearms in 2014                                                         
36 Medicaid does not cover “inmates of a public institution.” 
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(Kochanek et al., 2016), the United States suffers from the highest rate of firearm homicides 
among industrialized nations (IOM, 2013), and the burden of gun violence is borne 
disproportionately by economically disadvantaged communities, particularly communities of 
color (Altheimer, 2008). Exceptional levels of gun violence coexist alongside deeply polarized 
views over gun rights and gun policy. On the one hand, repeated episodes of large-scale gun 
violence in the United States have provoked proponents of gun control to argue for stricter 
policies to regulate the availability of guns in communities. On the other hand, proponents of gun 
rights argue that gun availability deters crime and enhances personal defense. Recent research in 
the American Journal of Preventive Medicine (Monuteaux et al., 2015) finds household gun 
ownership rates associate positively with various forms of violence across states. Other research 
concludes that living in a city with high rates of household gun ownership leads to greater odds 
of gun assault or gun robbery victimization (Altheimer, 2008). This research suggests that 
policies aimed at curbing firearm availability might help reduce violence in communities. 
However, the overall state of research on the relationship between gun availability and violence 
is mixed and offers contrasting views about the importance of gun regulation for violence. 
Furthermore, research that focuses specifically on how gun control policies influence firearm 
violence is also inconclusive (IOM, 2013). The recommendations of a recent IOM report that 
calls for more research on the potential efficacy of gun control policies in preventing firearm 
violence in U.S. communities continue to resonate (IOM, 2013). Chapter 7 includes a discussion 
of actions in public safety that could be considered to begin to bring about change from the 
community level up. 

CONCLUDING OBSERVATIONS 

Chapter 4 discussed the importance of communities and the fact that they are not only the 
locus for change, but they possess agency and can draw on their own power and assets to help 
effect change. However, as acknowledged in that chapter, it can be difficult for communities to 
promote health equity on their own. The present chapter describes the ways in which policies and 
laws can have on communities. To sustain change over the long term, the broader context of 
issues that influence community efforts and success needs to be addressed. 
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Partners in Promoting Health Equity in Communities 

 

 

Effective partnerships are essential for community-based solutions for advancing health 
equity by making it a shared vision and value, increasing the community’s capacity to shape 
outcomes, and fostering multi-sector collaboration. Many different stakeholders can lead or 
participate in championing and implementing such solutions. These include organizations with a 
health mission, such as public health agencies, hospitals, or federally qualified health centers. In 
some communities these traditional partners are joined by public and private sector partners 
including community-based organizations, faith-based organizations, businesses (from Fortune 
1,000 to small employers), the education sector and academia, philanthropy, housing, justice, 
planning and land use, public safety, and transportation agencies. 

Partners are able to deploy unique skills and access resources to serve a variety of roles in 
community-based solutions for health equity. A partner, such as a public health agency or a 
congregation, may serve as convener of coalitions as a source of data and analysis (e.g., the local 
hospital, university, or school district), as a funder (a foundation or community development 
financial institution), or all of the above. As philanthropy and other partners engage in actions 
and interventions that address the underlying or “upstream” causes of health inequity (Mitchell, 
2016), innovative ideas from the private sector are being brought to bear in addressing health 
inequities. 

The concepts of disruption, innovation, paradigm shift, and design thinking have become 
guiding principles for engaging in this emerging collaborative, cross-sector work. Systems have 
functioned in silos for decades for good reason—efficiency, expertise, and logistics have all kept 
programs moving down the same course. However, the outcomes that result from those systems 
need to improve, and to get to the improved outcomes will require novel ways of both defining 
the challenges and thinking about how cross-sector partners can come together, leverage work 
from other fields, and work effectively as a team. 

Human-centered design is an approach that places communities and individuals at the 
center of the solution. Particularly for health equity, community engagement plays a central role 
in finding solutions. Different models have used design thinking for place-based initiatives as 
well as solutions aimed at improving other social determinants of health. More of these 
partnerships with various cross-sector groups are likely to arise in the coming years (Active 
Living By Design, 2016). 

In addition to new ways to bring cross-sector partners together across levels, new forums 
will likely emerge. These could include combining professional education, joint conferences, 
new educational tracks within professional schools, and new positions within institutions that 
span multiple skill sets—for example, a planner embedded in a health department and a health 
worker embedded in a planning department. In the following sections, different health equity 
actors are highlighted, with their unique roles in promoting health equity outcomes described and 
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various examples offered of how they have been able to create partnerships to advance progress 
towards health equity. Innovative approaches to fostering multi-sector collaboration to achieve 
health equity will require participation from many different partners. Research on community 
engagement initiatives suggests that these partnerships generate benefits at both the individual 
and community levels (Attree et al., 2011). The remainder of this chapter is dedicated to 
describing these different stakeholders and the roles they may assume in supporting community 
interventions, ending with a discussion of cross-sector collaboration. 
 

FINANCE 
 
In recent years, the array of funding sources and financing structures for community-

based efforts to address social, economic, and environmental factors that shape health has greatly 
expanded. In addition to federal government programs such as Promise Neighborhoods and the 
Sustainable Communities Partnership and foundations that support community work (e.g., the 
California Endowment’s Building Healthy Communities, the multi-partner Build Health 
Challenge), the funding landscape now includes the community development sector, led by the 
Federal Reserve Bank of San Francisco and others, for-profit financial institutions, social 
investors, and others. Emerging financing structures include pay-for-success arrangements and 
private equity real estate funds (NASEM, 2016a; Super Church, 2015). The role of hospitals and 
health system as sources of financing—e.g., through community benefit investments—is 
discussed in the section on anchor institutions.  

Although the range of potential funders of efforts to advance community well-being and 
to address the roots of health inequity has expanded, the ongoing need to secure adequate and 
sustainable funding even in the face of constraints (e.g., both ongoing and acute, such as 
economic recession) is fact of life. Partnerships need to be creative and cannot view their work in 
a silo; identifying leverage points and co-benefits is vital. Funding from the transportation, 
infrastructure improvement, development, climate resilience, and health sectors needs to be 
leveraged collaboratively to garner a synergistic effect. The Strong, Prosperous, and Resilient 
Communities Challenge (SPARCC) is an example that highlights this paradigm shift from silo to 
overlapping circles, from isolation to synergy. With a $20 million investment and additional 
capital, six regions will serve as pilot sites for learning about collaborative approaches at the 
regional level. The partners engaged will include “leaders from the for-profit, nonprofit, 
philanthropic, and government organizations working across diverse issue areas such as 
transportation, community development, racial equity, climate resiliency, and health,” with a 
goal of promoting integrated outcomes and building capacity to effect systems change 
(SPARCC, n.d.). Existing funding programs can be leveraged with health and equity principles 
as a way to award and prioritize funding. For example, California has a cap-and-trade program as 
one of several strategies to reduce greenhouse gases, and a California legislative requirement 
allocates a certain amount of funding for disadvantaged communities (CalEPA, n.d.). This type 
of investment from a climate change program has the direct benefit of promoting health equity. 

 
Role of Philanthropy 

The philanthropy sector can use different tools to support communities as they design, 
implement, and evaluate interventions to achieve health equity. In broad categories, these tools 
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include convening, leadership and capacity development, model testing, topic studies and 
reports, project and program funding, advocacy support, and social movement building. 

Convening is a core strategy for foundations, which may serve the role of a trusted, 
neutral host in bringing together individuals and organizations from different sectors and 
disciplines. Most foundations aspire to achieve balance and inclusivity across the broad 
landscape of community members and other stakeholders and to support engaging across 
differences to achieve a common goal. 

Leadership development and capacity building is another commonly used philanthropic 
tool that helps address gaps, especially within the nonprofit sector, though other private and 
public sectors can and do take advantage of these foundation programs. In the case of community 
interventions that are inclusive of multiple sectors and the affected community, funding the 
capacity of all participants to fully engage and also the development of new leaders within 
communities is essential to creating enduring change that will outlast the funding duration. 

Model testing refers to smaller-scale, innovative interventions that, while based on robust 
theories and other inputs, may not have the evidence base to attract other funding sources, such 
as local, state, and federal government agencies. Foundations can take risks with innovative 
programming, fund appropriate evaluation, and create the evidence that others require to address 
the issues of scale and sustainability. For most of the philanthropic sector, this is as close as 
philanthropy gets to funding empirical research. 

Foundations do fund studies of specific topics, specifically studies that review and 
synthesize existing knowledge, projects, or data, and create reports, position papers, media, and 
other products that are intended to support and inspire other work. In fact, this report is an 
example of what foundations can do to promote community interventions. 

Another core foundation strategy for community work involves grants made for explicit 
projects or programs. Such philanthropic grant making can be responsive (involving a cyclical 
review of unsolicited grants that advance the mission of the foundation) or directive (usually 
involving a request-for-proposals process where agencies such as community nonprofits apply to 
complete a scope of work created by the foundation). Some foundations are also using novel 
approaches involving community engagement to distribute decision making for program and 
project funding to the communities themselves. 

Advocacy funding may present challenges for certain 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 organizations 
that use community organizing to address important social issues. However, many (if not most) 
foundations choose not to offer funding in the advocacy and policy arenas, despite the 
opportunities to create significant, sustainable change in health equity issues. This pattern may 
change over time, however, as foundations look for enduring upstream changes in areas that 
address their mission. 

Another area for foundation support is civil rights law. A 2001 report to the Rockefeller 
Foundation on racial justice with findings and recommendations for funders that are relevant in 
considering community solutions to achieve health equity suggests that: 

 
• Foundation support is needed to expand civil rights and racial justice lawyering to 
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take on injustice while deepening public understanding of the nature and causes of 
exclusion, including the complexities of race, ethnicity, and class. 

• Civil rights and racial justice lawyering can be a powerful tool to strengthen 
philanthropic efforts across a range of programs. Creative approaches can help create 
broader constituencies in various foundation areas, including health, education, and 
community revitalization. 

• Funding for organizational capacity is needed to permit the creation of broad 
networks and the development of sophisticated techniques. 

• Strategic funding of national, regional, and local groups can have a substantial 
impact. Local groups can work for community solutions around the country while 
connecting with the broader national civil rights community. Support for problem-
solving legal strategies can build trust, build partnerships, and empower community 
leaders speak for themselves. Lawyers can facilitate access to unresponsive 
institutions and provide legal leverage against unfair practices. Marginalized 
communities can use local democracy to challenge structures that isolate and 
impoverish them (Hair, 2001). 

 
Through greater investments in communities of color and low-income communities, 

foundations can build on the civil rights movement and advance social justice through advocacy 
and organizing for structural change (Hansen, 2012; Skocpol, 2013). As an example, while 
strategic foundation support has enabled the success of the environmental justice movement, 
funding constraints have made it difficult to build organizational infrastructure, community 
organizing, leadership development, and effective participation in the policy and legal arenas. 
Reliable, predictable, and flexible multi-year core support for health, environmental justice, and 
racial equity organizations is necessary for them to carry out their mission, respond to new 
challenges and opportunities, and serve their communities (Bullard and Garcia, 2015; Joassart-
Marcelli, 2010; Joassart-Marcelli et al., 2011). For a community example of an environmental 
justice organization that successfully leverages foundation support to build healthier and more 
equitable communities, see the discussion of WE ACT for Environmental Justice in Chapter 5. 

The California Endowment’s Building Healthy Communities initiative offers a 
noteworthy example of a philanthropic multi-sector intervention to achieve health equity. This 
10-year, 14-community strategy has, at its 5-year mark, achieved improved health coverage for 
the underserved, as grantees and partners fought for and supported the successful implementation 
of the Affordable Care Act and the expansion of Medicaid in California. There has been stronger 
health coverage policy for undocumented residents as grantees and partners successfully crafted 
and led the #Health4All Campaign,1 paving the way for state-supported health coverage for 
undocumented children. There have been school climate, wellness, and equity improvements as 
grantees, partners, and youth have led or supported efforts across the state to reform harsh school 
discipline and suspension policies and continue to work to successfully implement school equity 
funding formulas. Foundation grantees and partners have lent advocacy support for health- and 
prevention-oriented justice system reform; a key objective of justice reinvestment is to channel 
savings from a reduced need for prisons into prevention strategies. Grantees have joined with 
other coalitions supporting outcome improvement work in young men of color, bringing 
improved public policy and civic attention to the issue and resulting in the creation of a Select 

                                                            
1 For more information see http://www.calendow.org/prevention/health4all (accessed December 19, 2016). 
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Committee on the Status of Boys and Men of Color in the state legislature. Finally, the Building 
Healthy Communities initiative has helped grantees in their efforts to enact more than 100 local 
policies and system changes, ultimately promoting a culture of health in local jurisdictions that 
emphasizes such community resources as more walkable neighborhoods, fresh food access, park 
space, and access to safe drinking water. 
 

Recommendation 7-1: Foundations and other funders should support community 
interventions to promote health equity by: 

• Supporting community organizing around important social determinants of 
health; 

• Supporting community capacity building; 
• Supporting education, compliance, and enforcement related to civil rights 

laws; and 
• Prioritizing health equity and equity in the social determinants of health 

through investments in low-income and minority communities. 
 

Reliable, predictable, and flexible multi-year core support for health, environmental 
justice, and racial equity organizations is necessary for them to carry out their missions, respond 
to new challenges and opportunities, and serve their communities. With available tools, 
philanthropy can play an important role in supporting community interventions to achieve health 
equity and should be considered as an important potential partner in this work. 
 

Role of Business 
 

The U.S. business community has a significant stake in correcting health inequities as a 
strategy for stabilizing and strengthening the U.S. economy. Business contributes positively (or 
negatively) to health and healthy conditions in several ways: as payers offering their employees 
health care benefits; as employers who have a role in ensuring workplace health and safety; as 
producers of goods and services that may have implications for health and well-being; as creators 
of externalities (for example, causing environmental impacts through such things as the 
production of greenhouse gases) or promoters of sustainable technology; and through their 
philanthropic efforts, as funders of a range of activities that may contribute to improving public 
health. The various ways that businesses can affect health and well-being also illustrate the 
multiple pathways for business involvement in promoting health equity: through a focus on 
health care, through workplace wellness and safety, through corporate social responsibility (for 
example, sustainability programs, impact investing of education, and other determinants of 
health), and through philanthropic endeavors. 

Several major U.S. organizations that have addressed employee health for decades, 
including the U.S. Chamber of Commerce and the National Business Group on Health (NBGH), 
have in the past several years begun to consider the potential for a wider role for business, 
beyond workplace wellness and health care insurance, in addressing the social determinants of 
health and achieving health equity. Analogous to the gradual shift from focusing primarily on 
health care benefits and how their growing cost affects the corporate “bottom line,” to achieving 
a better quality of care and better value, including by addressing inequities in health care, there 
has been an evolution in thinking about worker health and wellness to a greater consideration of 
the social determinants of health and ways for business to expand opportunity in communities. 
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Examples of the former include the NBGH Innovation in Advancing Health Equity 
Award (formerly called the Innovation in Reducing Health Care Disparities Award) and its 
development of a health disparities cost impact tool and an employer’s guide to reducing racial 
and ethnic disparities in the workplace (Dan et al., 2011). In 2014 a U.S. Chamber of Commerce 
event entitled Innovations in Workplace and Community Wellness: Navigating the New Terrain 
included a session titled The Business Case for Equity of Care, in which Kenneth Thorpe spoke 
about how gaps in equity present “large human and economic costs” and how non-health factors, 
including community environments, affect health outcomes and the deep inequities among them. 

Examples of the latter—the move toward considering what shapes health beyond the 
factory or office walls—include several high-profile efforts and reports published over the past 2 
years. In a report making the business case for racial equity in Michigan, the author writes of the 
experience of America’s Edge and ReadyNation, among other business-oriented efforts to 
expand opportunity, and concludes that “racially-based obstacles to the success of today’s 
younger generation threaten our economy and security. Tackling these obstacles is not only the 
right thing to do; it can be a significant driver of our collective social and economic well-being” 
(Turner, 2015). One company that has taken on wellness outside of the office walls is the Rosen 
Hotels and Resorts, which has shifted its benefits for employees to include college tuition and the 
construction of a medical center for employees. Rosen has also contributed to funding for a local 
preschool in a community that was suffering from low graduation rates and high rates of 
violence.  

In 2015 the Vitality Institute published a report that provided support for business 
leaders’ interest in engaging with communities and others to improve health beyond the 
company walls. The report illuminated the links between an unhealthy workforce and conditions 
in their communities of residence. It echoed other research in asserting that the limited 
investment in disease prevention and social programs and services and heavy investment in 
treatment has contributed to disparities in outcomes. The authors concluded that “investments in 
community health have substantial potential to impact the health of the workforce in these 
sectors, to narrow occupation-related health disparities among working-age Americans, and to 
reduce the risk that non-communicable diseases pose to the economic vitality of the nation” 
(Oziransky et al., 2015). Notably, the report called for employer–community partnerships and 
recommended that employers “engage in strategic philanthropy and use market-driven solutions 
to create shared value and address health disparities” (Oziransky et al., 2015). Box 7-1 briefly 
describes a business–community partnership that seeks to improve community health. 

Another development in the business sector can be deployed to engage community-based 
partners on the topic of collaborative action to improve wellbeing and economic vitality, if not 
explicitly health equity, is the notion of the triple bottom line (The Economist, 2009): profit, 
people, planet or achieving balance or harmony among financial, social, and environmental 
impacts. This notion is conceptually linked with the  increasingly popular business sector 
definition of shared value (Porter and Kramer, 2011) as balancing profit with sustainability and 
social benefit and the evidence against viewing them as tradeoffs (see Chapter 4).  
 

 
BOX 7-1  

Campbell’s Healthy Communities Initiative 
 

In 2011 the Campbell’s Soup Company made a commitment to measurably improve the health of 
the young people in its hometown, Camden, New Jersey, by reducing childhood obesity and hunger by  
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50 percent.2 Along with this commitment, Campbell’s Soup decided to keep its corporate headquarters 
housed in Camden, despite the city’s social and economic challenges at the time. Since then, the 
company has been engaged in a collaborative effort to invest in the community by focusing on four 
strategic areas: 

 
1. Ensuring access to affordable and fresh food;  
2. Increasing physical activity in a safe environment ; 
3. Supporting healthy lifestyles through nutrition education; and  
4. Partnering with the community to advance positive social change.  

 
SOURCES: RWJF, 2016; Campbell’s, 2015. 

 
 

In Capitalism at Risk: Rethinking the Role of Business, Harvard Business School 
professors highlighted chief executive officer remarks from a series of symposia on capitalism’s 
greatest challenges (Bower et al., 2011). These include executives’ concern about societal risks 
that tear the fabric of public trust, such as income and wealth inequality and its effects—
exploitation and political and financial instability. Bower and colleagues observed that “health 
care costs affect the competitiveness of U.S. businesses but also constitute the leading cause of 
personal bankruptcy, contributing significantly to the burden of low income,” and they added 
that, in lights of these costs, “it is surprising that business has on the whole been so little engaged 
with the question” (Bower et al., 2011). Business leaders at all levels understand that poor health 
reduces business profits, and although they are not necessarily focused on health equity, they are 
thinking about health and its implications. Bower and colleagues point out that “it is not hard to 
imagine individual companies, industry associations, or international groups joining in some 
kind of program to drive widespread attention to these three aspects [smoking, obesity, and 
substance abuse] of improved health” (Bower et al., 2011). This attention is aligned with 
acknowledging that smoking, obesity, and drug abuse are the result of health inequities and that 
in addition to reducing profitability, these inequities widen economic and opportunity 
inequalities and political polarization that can leads to gridlock and prevent democracy from 
solving national problems. 

To engage local, regional, and national business leaders in addressing health inequities, 
one effective approach is to discuss the challenges in terms that permit the leaders to participate 
as partners. This might involve talking about health inequity as weakening workforce 
productivity, increasing operating costs and hurting profits, and worsening inequality and 
political polarization. These approaches enable business people to become involved in matters 
that matter to most to them. Improving health equity enhances the reputations of those businesses 
involved. If such efforts are pursued constructively and systematically, business leaders will 
want to be publicly associated with these efforts because they are viewed as being “good for 
business.” If community leaders and business leaders who are actually concerned about 
employee productivity, company profitability, and political stability work together effectively, 
the result will be meaningful improvements that help achieve health equity. 

 

 

                                                            
2 For more information, see https://www.campbellsoupcompany.com/newsroom/news/2015/03/23/campbells-
healthy-communities-taking-shape-in-camden (accessed October 21, 2016). 
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ANCHOR INSTITUTIONS 

Many cities in the United States face significant challenges—such as high rates of 
poverty, high unemployment, and substandard schools—stemming from disinvestment, 
deindustrialization, globalization, and the related negative impacts on the manufacturing-based 
economies on which these cities previously relied. Over the past three decades, discussion has 
evolved on the role of institutions of higher education and medical centers in the economic, 
cultural, and social fabric of cities (Harkavy et al., 2014; Netter Center for Community 
Partnerships, 2008). These are only a few of what have been described as anchor institutions.3 
Anchor institutions were first described in 2001 (Harkavy et al., 2014) and subsequently  
“emerged as new paradigm for understanding the role that place-based institutions could play in 
building successful communities and local economies” (Taylor and Luter, 2013, p. 4). While 
there are many definitions of anchor institutions, Taylor and Luter note three agreed-upon 
features of anchor institutions: “anchors are large, spatially immobile, mostly nonprofit 
organizations that play an integral role in the local economy” (Taylor and Luter, 2013, p. 8). 
Because anchor institutions are “firmly rooted in their locales” (Norris and Howard, 2015, p. 8) 
and therefore, are considered “sticky capital,” they have “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). 

Citing arguments by Hodges and Dubb (Hodges and Dubb, 2012), a report by Serang and 
colleagues defines an anchor mission as “a commitment to consciously apply their long-term, 
place-based economic power of the institution, in combination with its human and intellectual 
resources, to better the long-term welfare of the communities in which the institution is 
anchored” (Serang et al., 2013, p. 5). 

Anchor institutions such as universities and hospitals have significant economic, social 
and cultural impacts in their surrounding communities (ICIC, 2011). Their relevance for cities is 
particularly noteworthy; of the 100 largest city cores in the United States, 66 have an anchor 
institution as the largest employer, and one in eight (about 925) of U.S. colleges and universities 
and one in 15 (about 350 hospitals) are based in such areas (ICIC, 2011). 

                                                            
3 Key anchor institutions within a local community include educational, health care, and infrastructure. Additional 
anchor institutions include local government entities; faith-based organizations; and cultural institutions, such as 
museums, arts centers, or sports venues (Rubin and Rose, 2015).  
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FIGURE 7-1 Annual hospital spending in the United States. 
SOURCE: Norris and Howard, 2015. 

 
Universities and hospitals are powerful local economic engines; they have significant 

holdings in real estate and expenditures related to procurement for goods and services, 
endowments, and employment (Norris and Howard, 2015). As shown in Figure 7-1, hospitals in 
the United States have annual expenditures of nearly $800 billion and nearly $350 billion in 
purchasing alone, and they employ 5.5 million individuals annually (Norris and Howard, 2015). 
Annually, the 4,100 universities in the United States educate 21 million students, employ 4 
million people, and have over $400 billion in endowments and $460 billion in economic activity 
(Harkavy et al., 2014; Snyder and Dillow). Together hospitals and universities employ 8 percent 
of the U.S. labor force and account for more than 7 percent of U.S. gross domestic product 
(Norris and Howard, 2015). Their economic, intellectual, and human capital places anchor 
institutions in a unique position to improve and enrich surrounding communities in partnership 
with other key place-based stakeholders from sectors such as government, business, faith, and 
community-based organizations and local residents. Yet, the economic and social impacts of 
universities, colleges and hospitals in their local and surrounding communities can vary, are 
often undocumented, and contribute to the quality of relationships between such anchors and 
local residents. A number of scholars have written about the often-conflicting relationships 
between such large organizations and local communities, particularly when local residents do not 
perceive their communities to be directly benefiting from the presence of such institutions 
(Martin et al., 2005; Miller and Rivera, n.d.; O’Mara, 2012). Rubin and Rose (2015) have noted 
that “[m]any anchors have a history of being distant from grassroots communities or of wielding 
their power and influence in ways that advance their immediate agenda but not that of nearby 
residents or the broader public” (Rubin and Rose, 2015, p. 2), e.g., in terms of their human 
resources and procurement practices and real estate investments.  

Consensus is growing regarding the benefits of such an anchor role. Harkavy and 
colleagues note that 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 ethical 
responsibility to contribute to the well-being of surrounding communities because they can make 
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a difference; and (3) when involved in solving real-world local problems, they are more likely to 
advance learning, research, teaching and service (Harkavy et al., 2014). 

Becoming an “engaged anchor” (Rubin and Rose, 2015, p. 2)  and adopting an anchor 
mission to implement and assess impacts on local communities requires a conscious and 
intentional approach in governance (Harkavy et al., 2014). For example, this includes the 
involvement of leadership from universities and hospitals, including the board of trustees, senior 
administration, and faculty in developing an operational strategy and new organizational 
structures in order to produce meaningful change.  

Recent initiatives by the National Task Force on Anchor Institutions (NTFAI) (NTFAI, 
2010) and the Democracy Collaborative (Democracy Collaborative, n.d.-a) have focused on 
leveraging the economic power of anchor institutions that reside within or next to low-income 
communities to improve community conditions and the health and well-being of local residents. 
While many universities and hospitals have community programs as part of their community 
engagement and community benefit efforts, the NFTAI-proposed anchor institution approach is 
different. It focuses on altering traditional anchor institution business practices in order to deploy 
anchor institutions’ economic power locally to help improve the underlying conditions that shape 
health. The premise is that hospitals and universities have a unique responsibility and role, along 
with other anchor institutions (for example, community foundations, local governments, and key 
infrastructure services), in helping solve local problems, including those affecting the health of 
local residents, and that they are uniquely positioned to use their vast economic knowledge and 
human resources to contribute to the improvement of the quality of life in their local 
communities. Furthermore, Birch and colleagues “suggest that the entire topic of the university 
as an engaged, anchor institution is a strategic element of the modern academy (Gaffikin and 
Perry, 2009) embedded in the practices of university leadership” (Birch et al., 2013).  

Using the social determinants of health framework, the NTFAI and the Democracy 
Collaborative developed a framework, approach, and metrics that universities and hospitals can 
use to increase their economic investment in the local neighborhoods where they reside and to 
improve living conditions and quality of life (Dubb et al., 2013). Findings from interviews with 
anchor institution leaders, partnership directors, staff, and a broad range of representatives from 
national association and community development groups reveal the influential factors that led to 
the adoption of an anchor mission and strategy and the challenges related to this. Most 
importantly, the report outlines a set of equity and community benefits indicators and metrics 
with which anchor institutions can track their contributions and progress toward goals related to 
improving community well-being and wealth. A data dashboard was developed that allows 
anchors to use a shared metric for assessing such progress. The dashboard identifies the desired 
outcome, indicators, and data sources for community benefits. As shown in Figure 7-2, these are 
couched in the social determinants of health framework and are highly consistent with the role of 
multi-sector collaboration and the critical role of community residents. Furthermore, the report 
highlights the importance of shared value and self-interest as motivating forces for anchor 
institutions to play an active and strategic role in improving conditions in their surrounding 
communities. 
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advocacy and action capacity among community residents and community-based organizations, 
and engaging multiple private and public sectors in partnerships. 

This new paradigm for anchor institution commitment to improve conditions in their 
local communities differs from past failed efforts. Such past efforts commonly relied only or 
primarily on government and foundation grants to universities to develop time-limited projects 
with their cities and communities without any real integration of the work into their institutional 
mission, culture, and organizational structure (Taylor and Luter, 2013). Treated as an add-on, 
these projects were not sustainable and are thought to have contributed little to improving local 
community conditions (Taylor and Luter, 2013). 

For example, the Community–Campus Partnerships for Health (CCPH) is a nonprofit 
membership organization established in 1997 that promotes health equity and social justice 
through partnerships between communities and academic institutions (CCPH, n.d.). Members 
view health broadly as physical, mental, emotional, social, and spiritual well-being and 
emphasize partnership approaches to health that focus on changing the conditions and 
environments in which people live, work, study, pray, and play. By mobilizing knowledge, 
providing training and technical assistance, conducting research, building coalitions, and 
advocating for supportive policies, CCPH helps to ensure that the reality of community 
engagement and partnership matches the rhetoric (CCPH, 2007, 2012). 

As noted in the examples below, anchor institutions can and are playing an important role 
in uplifting community conditions through a series of multi-level strategies and economic 
investment. However, an anchor institution approach is not a panacea, especially if it is not 
combined with an equitable approach to economic development that meaningfully uplifts the 
living conditions of long-term, poor residents. Without intentional attention paid to equitable 
benefits from economic development, such efforts risk contributing to gentrification and the 
displacement of existing poor residents. Thus, at the crux of anchor institution efforts is the 
challenge of how to improve community conditions without displacement but instead with 
observable and measureable indicators that living conditions have improved for the individuals 
and families living in these neighborhoods prior to re-investment. The following are community 
examples of anchor institution approaches to improving community conditions and improving 
health outcomes. Box 7-2 highlights a few examples of institutions applying the anchor 
approach. 
 

 
BOX 7-2 

Anchor Institutions: Some Highlights 
 
1. The Cleveland Model, Cleveland, Ohio 

Within the new anchor institution paradigm, one of the most comprehensive and developed 
models is the Cleveland Greater University Circle Initiative, known as the Cleveland Model (ICIC, 
2011; Serang et al., 2013; Wright et al., 2016). This effort involves multi-sectorial partnerships of more 
than 50 anchor institutions including Case Western University, the Cleveland Orchestra, the Cleveland 
Museum of Art, the Cleveland Museum of Natural History, the Cleveland Public Library, University 
Hospitals of Cleveland, and several churches. Its approach is multi-pronged, synergistic, and 
coalesces around four high-level, shared, economic inclusion goals: (1) buy locally: increase 
opportunities for anchors to purchase goods and services locally, helping small businesses to grow 
and increase their capacity to meet these needs; (2) hire locally: increase the number of residents 
from the neighborhoods hired by the anchors, helping to improve the local workforce system; (3) live 
locally: support and improve employer-assisted housing for home purchase and renovations and 
apartment rental, and leverage these resources to help create more stable neighborhoods; and (4)  
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connect: seek to eliminate silos and create connections by reweaving community networks, fostering 
community engagement, and lifting residents’ voices and connection to anchor institution resources 
(Wright et al., 2016). 

The Cleveland Model stakeholders recognize that documenting impact is critical and thus 
have identified metrics and hired an evaluator to track changes, recognizing that accomplishing 
population-level changes will take time. Reports reflect impressive and significant financial 
investments by multiple anchor partners, the implementation of institutional changes aligned with the 
institutional goals noted above, and preliminary indicators that anchor institutions have pivoted in their 
approach through the implementation of major initiatives such as the establishment of three worker co-
owned cooperatives, workforce training programs, local hiring practices, and housing assistance 
programs (ICIC, 2011; Serang et al., 2013; Wright et al., 2016). 

Not surprisingly, among the areas of Cleveland with the greatest gentrification is University 
Circle, where the Cleveland Model’s activities have been focused (Governing, n.d.). Cleveland’s rank 
of 45th out of 50 metro areas in terms of upward mobility (Chetty and Hendren, 2015) underscores the 
need for equitable development approaches that benefit the poor. 
 
2. Henry Ford Health System, Detroit, Michigan 

Henry Ford Health System is Detroit’s fifth largest employer and generates more than $1.7 
billion per year (Henry Ford Health System, n.d.). In collaboration with other anchor institutions, its 
anchor strategy includes (1) neighborhood revitalization that includes campus expansion, 
transportation, and façade improvements in local neighborhood acquisition and the rehabilitation of 
properties with the state’s housing development authority; (2) significant local and minority purchasing 
and a transparent sourcing policy to increase minority business opportunities; (3) land acquisition to 
attract large suppliers to Detroit; (4) contract opportunities for local small businesses; (5) employer-
assisted housing programs; (6) a 5-year clinical degree program for high school students; (7) nonprofit 
technology business incubator services; and (8) health systems partnerships to reduce infant mortality 
(Wright et al., 2016). 

Gentrification has not hit Detroit to the same degree as other major metro areas (Wright et al., 
2016), likely because of the major economic challenges facing Detroit, including bankruptcy. Detroit is 
the most segregated city in the United States (Neavling, 2013). Detroit’s economic challenges led 
some city leaders to call for gentrification with the hopes of increasing the city’s tax base (Neavling, 
2013). There is a concern that development and the resulting gentrification in some areas of the city 
do not address the needs of most residents, including the significant number living in poverty (Doucet, 
2015; Woods, 2014). 
 
3. Trinity Health, Headquarters: Livonia, Michigan 

Trinity Health is one of the largest multi-institutional Catholic health care delivery systems in 
the nation (Trinity Health, n.d.). It serves individuals and communities in 22 states from coast to coast, 
with 93 hospitals and 120 continuing care locations, including home care, hospice, PACE (Program of 
All-inclusive Care for the Elderly), and senior living facilities. With annual operating revenues of $15.9 
billion and assets of $23.4 billion,a the organization returns almost $1 billion to its communities 
annually in the form of charity care and other community benefit programs. 

Community health and well-being is central to Trinity Health’s mission and to becoming a 
people-centered health system. An increased focus on policy, systems, and environmental change 
strategies across the organization through efforts such as Tobacco 21, launched in 2015, has yielded 
tremendous success. In partnership with the Campaign for Tobacco Free Kids, Trinity Health served 
as a catalyst to make Tobacco 21 a national priority with jurisdictions all over the country by starting 
the conversation, providing technical assistance, and helping pass legislation. 
In addition to leveraging its ability to affect policy, Trinity Health launched the Transforming 
Communities Initiative (TCI) in November 2015 to improve community health and well-being by 
providing up to $80 million in grants, loans, community match dollars, and services to address the root 
causes of poor health. Six community partnerships were announced as grant recipients to focus on the 
policy, systems, and environmental changes that directly affect areas of high local need. The 
programs focus on reducing tobacco use and obesity, both of which are leading drivers of preventable 
chronic disease and high health care costs in the United States. TCI also leverages Trinity Health’s 
investment portfolio to enhance the built environment. The Reinvestment Fund and IFF, two 
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community development financial institutions serving the geographic region, serve as capital partners. 
They will manage Trinity’s loan capital and related technical assistance to ensure the implementation 
of capital projects that address gaps in the built environment. Specifically, Trinity Health will support 
affordable housing projects, healthy food access projects, and early childhood education projects. 

 
a As of March 22, 2016. 
 

Role of Academic Research Centers 

One federal strategy to promote the more rapid adoption of clinical research was the 
establishment of the Clinical and Translational Science Award (CTSA) program which initially 
funded twelve institutions (NCATS, n.d.-a). The CTSA program has grown and evolved over 
time to more than 60 organizations, but while funding support for community engagement efforts 
has decreased over the past few years, engaging patients and communities in every phase of the 
process of translating research into practice remains a program goal. Members of the CTSA 
consortium collaborated in the publication of community engagement principles (ATSDR, 2011) 
as well as other products that may be useful to communities, such as logic models (Eder et al., 
2013) and suggested measures. A 2013 Institute of Medicine (IOM) report reinforced the critical 
role of community engagement in all phases of research, from basic research to clinical practice 
and community and public health research, and concluded that these partnerships with patients, 
family members, health care providers, and other community stakeholders need to be preserved, 
nurtured, and expanded (IOM, 2013). 

Many CTSA program awardees make resources available to community-based 
organizations and community members through their community engagement activities. Two 
examples illustrate the range of these activities. The Irving Institute, funded through Columbia 
University’s CTSA, includes a free-standing community engagement center, the CCPH. From 
the perspective of university researchers, CCPH supports community-engaged research as well 
as recruitment and data collection at a convenient place in the primarily Latino community of 
Washington Heights/Inwood in New York City. However, CCPH also offers resources and 
services, including free blood pressure screening and meeting space for community-based 
organizations. (See the description of the community example WE ACT for Environmental 
Justice in Chapter 5 for information on other Columbia University programs that have fostered 
local engagement in community research in marginalized neighborhoods of northern Manhattan 
in New York City.) 

Academic organizations funded through the CTSA program (NCATS, n.d.-b) have 
developed and made available resources that can be used to promote community-based solutions 
for health equity, such as a health literacy review service and computers for community members 
to use. The Partnership of Academicians and Communities for Translation (PACT) of the 
Colorado Clinical & Translational Science Institute includes the PACT Council, which 
comprises 18 members with equal representation from the university and community, with 
participants from more than 20 ethnic, geographic, and self-identified communities facing a 
range of health disparities (Westfall et al., 2013). Two activities are particularly relevant for 
community-based solutions to achieve health equity. First, more than $200,000 per year is 
awarded in pilot grants for innovative programs that address health disparities identified by the 
community. Second, there is a robust educational program aimed at graduate students, 
researchers, and community members. This includes a seminar series on community engagement 
as well as the Colorado Immersion Training program, which provides an intensive longitudinal 
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experience for researchers to develop and sustain community-engaged research, including a 
placement in a local community. 

As noted in Chapters 3 and 4, respectively, transdisciplinary research approaches are 
needed to produce more of the evidence necessary to inform work on health equity, and the 
knowledge base that communities can draw on today to design solutions to reduce health 
inequities is not well matched to the challenge (i.e., randomized controlled trials are not a good 
fit for generating evidence on approaches that address the social, economic, environmental, and 
structural factors that shape health). An increased knowledge base could inform and guide 
communities in applying promising strategies needed to shed light on systems and how to change 
them, increase the understanding of complex and interacting initiatives aimed at population-wide 
change, and support the work of continuing adaptation to improve outcomes. Yet, longstanding 
traditions and institutional arrangements have favored a narrow swath of research—research 
using controlled experimental methods to identify circumscribed programs that have been found 
to be effective in controlled settings. Therefore, based on the committee’s expertise and its 
examination of the available evidence, the committee recommends the following: 
 

Recommendation 7-2: A number of actions to improve the knowledge base for 
informing and guiding communities should be taken, including 
• Public and private research funders should support communities and their 

academic partners in the collection, analysis, and application of evidence from 
the experience of practitioners, leaders of community-based organizations, and 
from traditionally underrepresented participants who are typically left out of 
such partnerships. 

• Universities, policy centers, and academic publications should modify current 
incentive4 structures to encourage and reward more research on the social 
distribution 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.5  

• 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, implement, and evaluate 
place-based initiatives to improve community health. 

 
Regarding the final bullet in Recommendation 7-2, such programs would contribute to preparing 
population health researchers and practitioners to advance knowledge that leads to improved 
population health science. These future researchers will need to address several questions, such 
as: 
 

                                                            
4 Such incentives may include funding, publication standards, and rules governing tenure. 
5 SQUIRE (Standards for Quality Improvement Reporting Excellence) is an example of concerted efforts by leaders 
in one sector—health care—to change powerful incentives. The 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 findings 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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• Through which modifiable mechanisms do community-level factors affect health 
directly and indirectly? And for which populations and what health conditions? 

• Which policy and community-level levers are the most powerful, feasible, and 
sustainable for improving health in varied community settings—and for what health 
conditions? 

• What have been promising approaches for place-based interventions, and what 
methodological challenges have they faced in documenting change at the population 
level and scaling up? 

• What is the role of social capital, collective efficacy, community organizing, and the 
empowerment of community residents as agents of change for improving community 
conditions in place-based interventions? And what effective or promising approaches 
have been used? 

• How and under what circumstances can researchers and community-based organizers 
best partner with each other, and what are the most effective community organizing 
strategies to promote health equity? 

• What is the role of anchor institution policies and practices, including for colleges and 
universities, within poor neighborhoods in contributing to improving community 
conditions and fostering health equity? What are the pros and cons of various 
campus-community partnership models? What evidence exists regarding the efficacy 
and impact of these partnerships on the factors that affect health and health outcomes 
among local poor communities? (Smedley and Amaro, 2016) 

 
 

Hospitals and Health Systems 
 

Hospitals and health care systems share in the responsibility to improve health equity. 
The American Hospital Association (AHA), the American College of Healthcare Executives, 
America’s Essential Hospitals, the Association of American Medical Colleges, and the 
Catholic Health Association of the United States have urged all hospitals to “take the 
#123forEquity Pledge to Eliminate Health Care Disparities” (AHA, n.d.-a). The AHA provides 
a toolkit (AHA, 2015) and other resources (AHA, n.d.-b) for hospitals that pursue the 
#123forEquityPledge. 

In a review of the literature and interviews with leaders of health care organizations, the 
Institute for Healthcare Improvement outlines practical steps and a conceptual framework for 
guiding health care organizations that want to begin a journey to improved health equity. The 
IHI stresses the importance of “making health equity a strategic priority at every level of an 
organization, especially at the top” (IHI, 2016, p. 4) and outlines a number of concrete ways 
for health care systems to get started. The paper offers a framework for change and a self-
assessment tool for health care organizations to assess their current state on each component of 
the IHI framework. In the IHI and AHA materials, hospitals are urged to start their health equity 
journey by looking at practices within their own institutions, with the stated goal of “dismantling 
the institutional racism and implicit biases that hold us back” (IHI, 2016). The AHA equity-of-
care toolkit highlights the steps that hospitals can take—starting with leadership—including 
better collection and use of data on race and ethnicity, cultural competency training, and 
increasing diversity in governance and leadership (AHA, 2015). Key components of the IHI 
framework are outlined below: 
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• Begin quality improvement work by considering the needs and issues faced by 

populations experiencing worse health outcomes and the greatest disparities in the 
social determinants of health. 

• Tailor quality improvement efforts to meet the needs of marginalized populations 
across the continuum of social determinants of health. 

• Include traditionally disenfranchised people in health care transformation efforts and 
in advisory positions. 

• Use the required community health needs assessment (CHNA) as an opportunity to 
pursue health equity issues in a more coordinated approach with other hospitals and 
diverse stakeholders committed to advancing health equity (see Box 7-3 for a brief 
overview of CHNA for charitable hospitals). 

• Provide cultural competency education within the institution and in the community. 
• Procure supplies and services from women- and minority-owned businesses and use 

hiring practices that promote diversity and inclusion; increasing diversity in hospital 
leadership and governance is especially important. 

• Increase access to health care and human services which includes, among other 
things, building health care facilities in underserved communities. 

 
 

BOX 7-3 
Community Health Needs Assessment 

 
The community health needs assessment (CHNA) is both the activity and product of identifying 

and prioritizing a community's health needs. Changes to the Internal Revenue Code with the passage of 
the Patient Protection and Affordable Care Act (ACA) in 2010 imposed new requirements on each 
charitable hospital beginning in the tax year 2 years after the passage of the ACA to conduct a CHNA and 
adopt an implementation strategy that addresses the identified needs. CHNAs can be used to address 
health equity in communities, and there are several examples of CHNAs that do (Providence Hospital, 
n.d.; Viveiros and Sturtevant, 2016). The ACA and the IRS rules require a hospital’s CHNA and 
implementation strategy be approved by an authorized body of the hospital, usually the hospital’s board, 
which must represent the community. Internal Revenue Service (IRS) rules implementing the CHNA 
provisions require hospitals to get input into their assessments from persons knowledgeable about 
disparities, specifically “medically underserved populations (including) populations experiencing health 
disparities or at risk of not receiving adequate medical care as a result of being uninsured or underinsured 
or due to geographic, language, financial, or other barriers.”a 
 
a Affordable Care Act. Section 501(r)3(4)(b). 
 

Hospitals also need to commit to looking beyond the walls of their institutions to address 
the root causes of poor health that are situated outside hospitals; the primary causes of growing 
health disparities in the United States do not begin in a doctor’s office, and place heavily 
influences health (see Chapters 2 and 3). To truly advance health equity in the community, 
hospitals must also have a strong focus on improving the places where people live and work and 
where children learn and play. 

Hospitals are well positioned to help lead multi-sector work aimed at advancing health 
equity. For example, hospitals are often trusted health leaders in the communities they serve. 
Nonprofit hospitals are already required to conduct CHNAs (see Chapter 6), a task that could be 
conducted with a health equity focus. For example: 
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• Bon Secours in Baltimore and Virginia has partnered with community organizations 

to develop low-income housing. 
• Catholic Health Initiatives, a health care system based in Denver, requires all of its 

hospitals to address one community-identified issue related to violence prevention. 
• Our Lady of the Lake Hospital in Baton Rouge has a robust program of school health 

clinics that includes physical, dental, and mental health. The purpose of the program 
is to improve school attendance and to ensure that children are ready to learn. 

• Presence Health in Chicago is partnering with Catholic Charities and others in the 
community to form an accountable health community and will be identifying and 
addressing issues related to social determinants. 

• Innovations in the use and sharing of data are increasingly used to bring partners 
together across the social determinants of health to highlight connections, create a 
common language, and monitor progress across various sectors (for example, see the 
Camden Coalition of Healthcare Providers6). 

 
Moreover, as anchor institutions, hospitals are deeply rooted economic engines in the 

communities they serve, holding significant social capital and controlling vast amounts of real 
estate and other financial investments (see the section on the role of anchor institutions in this 
chapter). By leveraging their economic power, good will, and human resources, hospitals can 
make significant advancements in health equity. The role of hospitals is explored further in the 
discussion of anchor institutions below. 

Community health centers and federally qualified health centers (FQHCs) have long 
played a role in providing primary care services to underserved populations, including uninsured 
and underinsured individuals and families (for a summary of the first rural FQHC, Delta Health 
Center, see Chapter 5). A 2010 report on FQHC partnerships with local health departments 
described “promoting health equity and eliminating health disparities” as one goal of such 
partnerships (Zakheim et al., 2010). 

In 2015 the National Association of Community Health Centers (NACHC) implemented 
the Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences 
(PRAPARE), a national effort to help health centers and other providers collect the data needed 
to better understand and take action on their patients’ social determinants of health.7 The 
PRAPARE Core Measures include, in addition to race, ethnicity, and education, housing status 
and housing stability, migrant and seasonal farm worker status, material security, transportation, 
social integration and support, and stress. The PRAPARE tool is being used with different 
electronic health record systems and in different settings (NACHC, n.d.-b). 
 

Anchor Institution Approaches 
 

Anchor institutions, including universities, hospitals, and other entities discussed earlier 
in this chapter, that are located in low-income communities have an important role to play in 
improving local economies and the community conditions that affect health. The anchor 
                                                            
6 See https://www.camdenhealth.org for more information (accessed December 19, 2016). 
7 “PRAPARE has been a multi-year effort between NACHC, the Association of Asian Pacific Community Health 
Organizations, the Oregon Primary Care Association, and the Institute for Alternative Futures, along with a group of 
pioneer health centers and health center networks in Hawaii, Iowa, New York, and Oregon” (NACHC, n.d.-a). 
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institution approach of an articulated mission, strategies, and metrics to improve community 
conditions has gained increasing attention and buy-in in a number of major metropolitan areas. 
Such organizations have made significant investment, 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 poor residents are not yet available. 

Yet a number of the anchor investment areas have evidenced gentrification and 
displacement, and often local residents question whether long-term and poor residents have 
benefited compared to the benefits gained by anchor partners and wealthier residents who have 
moved into the areas. Thus, while anchor investment areas are promising, a major remaining 
challenge for anchor institutions is whether in fact they can improve the quality of life for low-
income residents in their surrounding neighborhoods. This will require keeping a careful eye on 
the development of community initiatives that equitably benefit long-term and poor residents of 
their surrounding communities. 

An alternative to the traditional approach to economic development described by the 
Democracy Collaborative focuses on community wealth building (Kelly and McKinley, 2015). 
Figure 7-3 shows the drivers of community wealth and the differences between traditional and 
community wealth-building approaches to economic development. Figure 7-4 shows six 
strategies for the wealth-building approach. The wealth-building approach does not assume that 
economic development will result in “trickle down” benefits to local residents and instead 
employs and builds on existing assets within the local community to build sustainable 
ecosystems that promote equity and provide direct benefit to local residents. This is the real 
distinction between wealth building and more prevalent market-driven approaches that can be 
part of more traditional anchor approaches to development. 

The concept of shared value discussed above also offers another approach to the 
traditional anchor approaches to community and/or economic development. Porter (2010) has 
described how anchor institutions should view community viability as a critical driver of an 
anchor’s long term success in workforce hiring, recruitment, and quality of life, and asserted that 
when anchors make progress working with communities with the greatest need, that can help 
create “the greatest shared value”  (Porter and Kramer, 2011). 

Conclusion 7-1: Based on its judgment and its review of community-based efforts to 
promote health equity or address the determinants of health, the committee concludes 
that community-based innovations are often most effective when they build on efforts of 
various community entities (e.g., foundations, anchor institutions) with an existing 
foundation or body of work and a strong presence in the community. 

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 

• Assessing the negative and positive impacts of anchor institutions in their 
communities and how negative impacts may be mitigated.8 

 

                                                            
8 See, for example, McNeely and Norris (2015). 
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faith-based community organization, in Box 7-4). Health care providers can be a partner and 
resource for the many faith communities in their service area. Whether for dental care, opioid 
addiction, advanced care planning, or domestic abuse, partnering with faith communities can be 
invaluable, as they often have the most confidence of and credibility with their communities 
(Schroepfer, 2016). Examples of faith organizations engaging in work to achieve health equity in 
their communities include the Health Ministries Association, Inc. (HMA, n.d.), the Maryland 
Faith Health Network (Health Care for All, n.d.), and the Methodist Healthcare Center of 
Excellence in Faith & Health (Methodist Healthcare, n.d.). 

Almost all faith organizations are clear that in addition to preaching the doctrines of their 
faith, a critical call is to provide service for those in need and those most vulnerable. With their 
unique position in the community, they have the ability to be invaluable in achieving health 
equity. 
 

 
BOX 7-4 

 ISAIAH: Improving the Health and Wealth of Minnesotans through Grass Roots Organizing and 
Strategic Partnerships 

As part of the PICO Network,a ISAIAH is a vehicle for congregations, clergy, and people of faith to 
act collectively and powerfully toward racial and economic equity in the state of Minnesota. ISAIAH 
believes that leadership development unites and allows people to take powerful steps to improve the 
quality of the community. ISAIAH’s vision is a Minnesota: 

 
• That ensures the conditions in which all Minnesotans can be healthy. ISAIAH is committed to 

eliminating place-based and race-based health inequities to ensure that all Minnesotans have 
an opportunity for good health. 

• Where the benefits of public infrastructure—roads, bridges, transit, and residential and 
commercial development—are distributed equitably. This includes opportunities for economic 
growth, community health, and the increase in wealth that occurs with major transportation 
and housing or commercial developments. 

• That aligns public investments and applies collective resources to achieve equity in education 
and that opens access to opportunity to students of color across Minnesota. 

• That seeks fairness in all its dealings, eliminating financial discrimination against communities 
of color, supporting best practices in foreclosure prevention, and taking an aggressive 
approach to enforcing fair lending laws (ISAIAH, n.d.). 

 
ISAIAH’s mechanisms of change include three components (IOM, 2015b). The first is grassroots 

leadership development. The second builds upon the first: democratic, accountable, sustainable, 
community-driven organizations, whose participants are “exercising democracy with each other.” The 
third component of community organizing emphasizes the role of the power or the ability to act in change. 
In an IOM workshop, executive director Doran Schrantz explained that “differentials in power do not 
change because somebody else who has more power gives it to you. Differentials in power change 
because you take ownership and collective and community responsibility for negotiating for the power 
and the resources you need. When that power structure is in place, that is when change happens” (IOM, 
2014) (p. 50). 

ISAIAH’s multi-sectoral efforts target multiple determinants of health including education, 
employment, health systems and services, housing, income and wealth, the physical and social 
environments, and transportation. Several activities aimed at income and wealth are notable, including 
health impact assessments related to the impact of “pinklining” on the wealth and future of women 
(Bhaskaran, 2016) and the need for payday loan reforms (Purciel-Hill et al., 2016). Additionally, ISAIAH’s 
recent work on paid family leave policy in partnership with the Minnesota Department of Health (MDH) 
has included: 
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• Legislation introduced and moved in 2015, with more than 1,500 faith leaders engaged 
• MDH reports written on income and health and paid leave and health 
• A fiscal and implementation study contracted and conducted from 2015 to 2016  
• State employees granted 6 weeks of paid leave in 2015, with other cities following suit  
• A small business coalition built for paid leave that is robust at the city and state levels 
• Municipal campaigns launched for paid sick days in Minneapolis and Saint Paul 
• Paid family leave as the top election issue in 2016 (Schrantz, 2016)  

 
a
 For more information see http://www.piconetwork.org/about (accessed December 15, 2016). 

Community Development Corporations 

Community development corporations (CDCs) are nonprofit, community-based 
organizations focused on revitalizing the areas in which they are located, which are typically 
low-income, underserved neighborhoods that have experienced significant disinvestment 
(Democracy Collaborative. n.d.-b). The CDC movement is 45 years old, and the Democracy 
Collaborative reports that more than 4,000 CDCs across the United States engage in a variety of 
communities, including those with high proportions of racial and ethnic minorities (Democracy 
Collaborative, n.d.-b). Historically, the emphasis of CDCs has been housing, but today the 
functions and services of CDCs vary widely, with some also offering direct health services. The 
work of the Thunder Valley CDC, for example, is summarized in Chapter 4. Additional 
examples below highlight the variety of CDC activities taking place. 

Chicanos Por La Causa, Inc. (CPLC) is one of the largest Hispanic CDCs in the United 
States (CPLC, n.d.). For more than 40 years, CPLC has focused on building stronger, healthier 
communities by providing the political and economic empowerment that supports individuals to 
learn the skills and develop the resources necessary to become self-sufficient. Funded through a 
grant from the Helios Education Foundation, a new program in Arizona focuses on helping 2,000 
Hispanic parents develop literacy and advocacy skills related to education and health services. 
Through the Northern New Mexico Food Hub, Siete Del Norte, a subsidiary of CPLC, is 
working with community partners to assist local farmers to access commercial markets and make 
local produce more readily available in rural New Mexico. Health services are provided through 
multiple CPLC components. 

Since 1975 the East Bay Asian Local Development Corporation (EBALDC) has invested 
more than $200 million in assets in Oakland and the greater San Francisco East Bay area with a 
primary emphasis on housing options, social supports, and income and wealth (EBALDC, n.d.). 
Recently, EBALDC has developed and implemented a healthy neighborhood framework for 
assessing each potential project, program, and partnership for its potential to bring resources and 
opportunities that will enable the people who live there to make choices that lead to healthy and 
vibrant lives. This healthy neighborhood framework also informs assessments of the needs of 
particular communities as well as the particular approaches to be applied. While the primary 
emphasis areas remain consistent across activities, special attention is focused on other needs of 
the community, based upon the assessment. EBALDC’s work will be complemented by 
collaboration with local businesses on nearby commercial corridors to improve the business 
environment, create good jobs, and support business development in the neighborhood. 

The Quitman County Development Organization (QCDO) was established in 1977 by a 
group of African American community activists with a history of engagement in the civil rights 
movement (QCDO, n.d.). Toward the overall goal of improving the quality of life in northwest 
Mississippi, QCDO has developed affordable housing, owns a community credit union, provides 
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grants to churches for economic development projects, and engages in a variety of childcare 
social services programs and microenterprise lending. A number of activities target early 
childhood. For example, the Raising a Reader program targets children 3 to 5 years of age to 
assist with early language development. In addition, the program equips parents with the skills 
and knowledge to successfully support their children’s growth in reading and language through 
monthly parent meetings, monthly classroom readings, the provision of books for reading to the 
child, and parental tracking of books read to the child. 

 
 

ROLE OF GOVERNMENT 

Policy Makers and Elected Officials 

Policy makers may be elected officials such as members of city councils or of municipal, 
county, or school boards; state legislators; mayors and governors; members of Congress; and the 
President of the United States. Policy makers also include policy and other staff at different 
jurisdictional levels and in different types of agencies and departments. Policy makers in a 
specific sector range from the local (e.g., zoning) to the national policy level (e.g., implementers 
of the Fair Housing Act).  

Local policy decisions may have untoward effects that create conditions that contribute to 
health inequities. The IOM identified the role of policy as a determinant of health in its report, 
For the Public’s Health: Revitalizing Law and Policy to Meet New Challenges (IOM, 2011). The 
report provides examples of various policy decisions across sectors that can have impacts on 
health. For example, land use decisions can shape the physical environment (e.g., building 
freeways that divide neighborhoods) and agricultural policy can impact the food environment 
(e.g., corn subsidies contributing to poor diets) (IOM, 2011). There is also research that suggests 
that policy decisions can have a disproportionate impact on underserved populations. Fullilove 
and Wallace (2011) examine historical policies such as segregation, redlining, and urban renewal 
and their effects on minority populations. The displacement of these groups has been linked with 
violence, family disintegration, substance abuse, sexually transmitted diseases, and stress 
(Fullilove and Wallace, 2011). The committee finds that policymakers, discussed throughout the 
report, can play a significant leadership role to promote health equity.  

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

Policy makers and government executives can help spur innovations in connecting the 
dots for health equity, as in the case of geospatial data that can highlight associations. As an 
example, the city of Fresno, California, facilitates the collaborative Fresno Community Health 
Improvement Partnership to build a Health Priority Index, which looks at places that bear the 
highest burden of disease and serves as a starting point to think about policy, systems, and 
environmental change. This multi-sector network uses data as a point of conversation for shared 
priorities and decision making, bringing together city staff, the public health department, 
community members, planners, and community-based organizations.10 

                                                            
10 For more information see http://www.fchip.org (accessed December 21, 2016). 
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Centers for Medicare & Medicaid Services 

Addressing unmet needs in the social determinants of health, such as food, housing, and 
social services, has gained momentum and interest among payers. For example, the Centers for 
Medicare & Medicaid Services recently developed an innovation project, “accountable health 
communities,” that required screening patient populations for unmet needs and referring them for 
services. Participating health care institutions were required to demonstrate linkages with local 
resources and joint planning. As part of the program, a common screening tool will be 
developed. A broad social-determinants-of-health lens would require comprehensive screening 
across many areas, including housing, food security, employment, transportation, and education. 
It would also elicit consumers’ desire for assistance. Various tools along these lines have been 
developed in pediatrics. 

Some evidence-based models exist that rely on screening and referral. In addition, there 
are pediatric models that embed intervention services related to social determinants of health 
(reading, early childhood education, and advocacy) within clinical settings. At times the referral 
is combined with dedicated staff, such as community health workers, patient navigators, or case 
managers, who refer and also facilitate linkage with available community programs (Shah et al., 
2014). One challenge with broad screening programs is that they require maintaining up-to-date 
program and contact information for local private and public agencies. Another is the need to 
provide training at the screening site concerning sensitive screening, avoiding stigma, and 
broadening knowledge across the areas of need. Finally, screening programs can fail if resources 
in the community are not available to address identified needs, leading the screening to be both 
inefficient and ethically questionable. 
 

Public Health Agencies  
 

Public health agencies throughout the United States are focusing attention and resources 
on addressing health equity (for example, the theme of the 2016 National Association of County 
and City Health Officials’ (NACCHO) annual meeting, “Cultivating a Culture of Health Equity,” 
and the 2016 Association of State and Territorial Health Officials President’s Challenge, 
“Advancing Health Equity and Achieving Optimal Health for All”). Addressing health equity 
will require the intentional investment of resources and support in the communities and 
populations with the greatest need. This approach is not new to state and local public health 
agencies accustomed to using infectious disease data to guide their investments in prevention and 
treatment measures to the highest risk individuals and communities. As an example, the number 
of newly diagnosed HIV infections decreased 19 percent from 2005 to 2014 (CDC, 2014), and 
reductions in the morbidity, mortality, and health care costs associated with vaccine-preventable 
diseases from 2000 to 2010 have been included among the top 10 public health achievements for 
the decade (CDC, 2011). Public health agencies are working to adapt such approaches to address 
the non-health factors that shape health outcomes, including education, transportation, housing, 
and employment opportunities, and to exchange data with the traditional and non-traditional 
partners that are primarily responsible for addressing these social and economic factors. In 
addition, public health agencies will need to access other, non-traditional public health data 
sources on the social determinants of health as they continue to work in this area. Data on 
indicators such as high school graduation rates, poverty levels, affordable housing availability, 
median family income, unemployment rates, and limited English proficiency could be 
considered core public health data. 
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Public health agencies have the unique ability to use population-based health data to 
identify health priorities and health disparities, to inform and help mobilize the community and 
stakeholders to address health priorities, and to evaluate and monitor the health effects of new 
policies, programs, and changes to the built environment. Several public health agencies have 
prioritized addressing health equity in their community health plans (City of Chicago, 2016; 
OpenData KC, 2016). In March 2016, the Chicago Department of Public Health launched 
Healthy Chicago 2.0, a citywide plan that was developed and will be implemented in 
collaboration with representatives of more than 130 organizations across a broad range of sectors 
with the primary goal of achieving health equity (City of Chicago, 2016). NACCHO has 
developed a health equity and social justice program11 to build the capacity of local health 
departments in confronting the root causes of health inequity, including resources such as a tool 
kit and a Web-based course for the public health workforce (NACCHO, 2016). 

Because of existing relationships, public health agencies may be the natural conveners of 
certain health equity stakeholders, including health care systems, community organizations, and 
health insurance companies. They can also be partners with or conveners of community 
development organizations, faith-based organizations, businesses, and other governmental 
agencies (e.g., transportation, housing, education) because public health agencies have the data 
needed to link non-traditional partners’ work and interests to health and to share with them 
evidence-based approaches. Box 7-5 highlights a few examples of public health agencies as 
conveners or partners. In recent years, due in to part to the evolution of public health 
accreditation standards (PHAB, 2013), many public health agencies have invested in the staff 
and training required to support community engagement for addressing acute or emerging health 
issues as well as ongoing public health priorities. Some innovative public health agencies have 
even invested in staff who can provide capacity building assistance to communities, too. 

As organizations initiate efforts to address health equity, public health agencies should be 
engaged in the early phases of plan development. Public health agencies can contribute data, 
epidemiologic expertise, partnerships, and community engagement capacity in addition to 
commitments to achieving health equity. 
 

BOX 7-5 
Public Health Agencies as Conveners or Partners 

 
Seattle & King County Health Department 

In early 2008, the Seattle & King County Health Department (SKCHD) (King County, n.d.-b) was 
a leader in launching the King County Equity and Social Justice Initiative, intended to eliminate 
longstanding and persistent inequities and social injustices. The initiative focused on working to provide 
access to livable wages, affordable housing, quality education and health care, and safe and vibrant 
neighborhoods. SKCHD participated in the creation of a strategic plan for equity and social justice, 
focusing on investments that address the root causes of inequities. One of the SKCHD activities is 
Communities Count, a public–private partnership that tracks social, economic, health, environmental, and 
cultural conditions important to King County residents. Nonprofit and philanthropic organizations, state 
and local government, service providers, and the public have Internet access to qualitative and 
quantitative data that they use to inform decisions in support of healthier King County communities. 

 
 
 

                                                            
11 For more information see http://www.naccho.org/programs/public-health-infrastructure/health-equity (accessed 
October 21, 2016). 
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Los Angeles County Department of Public Health 

Public health agencies can play leadership or supportive roles in community based solutions for 
addressing health equity. In 2015 the Los Angeles County Department of Public Health (LACDPH) 
received an Advancing Health Equity Award from the Office of Health Equity, California Department of 
Public Health (Gehlert, 2015). LACDPH plays a supportive role in the implementation of Parks after Dark 
(PAD), a place-based initiative that has improved access to health and social services, improved 
community safety, and increased physical activity among residents. This initiative was initially designed 
by the County Parks and Recreation Department, the Human Relations Commission, and the Sheriff’s 
Department as a gang violence reduction initiative. PAD extended park hours and enhanced activities 
from 6 p.m. to 10 p.m. 3 days a week (Thursdays, Fridays, and Saturdays) during the summer. Shortly 
after the initiative began, the partner organizations recognized the potential for achieving improvements 
for a broader range of social and health outcomes. As a result, the LACDPH began providing health 
services including sexually transmitted infection screenings and health education about emergency 
preparedness and bike safety. In addition, the LACDPH established baseline health metrics in order to 
track progress toward meeting program objectives, including participation, and to monitor the impact of 
the program on violence.  

 
Kansas City Health Department 
 

Kansas City, Missouri, received a Robert Wood Johnson Foundation Culture of Health Award in 
2015. The Kansas City Health Department (KCHD) played a leadership role in the city’s efforts to achieve 
health equity (RWJF, 2015). KCHD jumpstarted its activities with the release of its 2001 Community 
Health Improvement Plan, which highlighted the large disparity in life expectancy between whites and 
African Americans. This report catalyzed action from governmental agencies, community groups, 
nonprofit organizations, and businesses and helped them to focus efforts on addressing the social and 
economic factors that affect health. Healthy equity–focused efforts include violence-prevention initiatives, 
including trauma-informed school programs and community-based violence interrupter programs; a policy 
designed to encourage urban agriculture to improve food access; and a policy to increase the minimum 
wage. KCHD has played a leadership role in the development and implementation of these initiatives. 
KCHD’s initial focus on data remains a priority as the progress and impact of policies and programs are 
continuously monitored and reported. 

 
New York State Department of Health 
 

Since 2013 the New York State Department of Health (NYSDOH) has played a leadership role in 
the Medicaid Redesign Team Affordable Housing Work Group which has allocated between $47 million 
and $388 million per year in funding to expand supportive housing units and to support home renovations 
for high-cost Medicaid populations who might otherwise require institutional care (NYSDOH, 2016). 
Initially, NYSDOH provided evidence to support the important role that housing plays in improving health. 
Currently, it funds research and evaluation to demonstrate the effectiveness of the program. Every 
Medicaid member using Medicaid housing is tracked to see if his or her health care use (avoidable 
hospitalization and emergency room visits) is decreasing and if primary care utilization is increasing. 

 
 

Public health agencies can hire staff who have community development knowledge and 
experience. In addition, public health agencies and health care systems should tap into the 
expertise of community development organizations (e.g., community development organizations, 
community development financing institutions) when creating their community health plans. 

As local jurisdictions start to come together to address the underlying social determinants 
of health, many of the legacy structures that continue to influence social issues will need to 
change, and change, although disruptive, can lead to greater effectiveness. In both Boulder, 
Colorado, and San Diego, California, housing and health departments have come together in 
recognition that health equity is difficult to achieve if homelessness or housing insecurity is a 
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major issue (Quinn, 2016). Creating new ways to provide services is not only achievable through 
merging departments to create a more efficient system, but it can also happen through how 
funding is allocated towards improving conditions related to the social determinants of health. 
Lead poisoning, poor housing conditions that exacerbate asthma, and physical risk from poor 
housing structures are physical environment factors that directly affect health and that 
disproportionately affect the health of vulnerable populations. The funding streams available to 
remediate such a problem can be complicated to apply for, and often there is a need to go 
through several funding sources and applications. Although there are co-benefits from 
retrofitting a house (e.g., energy efficiency, better health from addressing asthma triggers), funds 
are separated even if the retrofit achieves multiple benefits. The Green and Healthy Homes 
Initiative has been able to braid funding from federal, state, private, and philanthropic partners to 
address housing and health issues in a more holistic way (GHHI, n.d.). For a community 
example that addresses housing and health with a multi-sectoral approach, see the discussion of 
People for Sustainable Housing in Chapter 5. 

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 development 
sector. Moreover, the Build Healthy Places Network, the Center on Social Disparities in Health, 
and the Robert Wood Johnson Foundation have put forward “Making the Case for Linking: 
Community Development and Health,” a brief highlighting multiple models and examples of 
health and development sector partnerships from around the country (Edmonds et al., 2015). 

 
Recommendation 7-5: The committee recommends that public 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 convening or 
supporting role with local community coalitions to advance health equity. 

 
The Role of the Educational System 

 
Schools and school systems have not typically thought of public health and health care 

professionals as potential partners in their efforts to confront the non-academic aspects of low 
educational achievement, especially in the context of their required efforts to conduct needs 
assessments and develop school improvement plans. However, there are many potential 
stakeholders on which schools could rely for advice and support. Public health departments, 
managed care organizations, public health–focused community organizations, and others can 
serve as partners in assessing health needs and have an influence on educational success. Schools 
can go further by engaging both district-employed and contracted specialized instructional 
support personnel, union officials, and other community-based organizations as part of their 
efforts to assess and meet student needs, especially those related to health and wellness. 

Community engagement and the partnerships that may emerge as a result are likely to 
affect educational outcomes as well. There are numerous examples of schools where well-
conceived and well-coordinated partnerships appear to have affected both the physical and 
mental health needs of student and academic achievement (Frankl, 2016). Although the strength 
of the evidence underlying these examples varies widely, as does the scale of these partnerships, 
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there is reason to believe that the observed positive educational effects are related to the care 
with which these partnerships have been built (Freudenberg and Ruglis, 2007). High-quality 
community engagement is essential across all grade levels—early childhood, elementary grades, 
and high schools (ICF International, 2010; Legters and Balfanz, 2010; Sigler, 2016). Engaging 
low-income families is challenging for a variety of reasons, not the least of which is that all too 
often these are people who have had negative experiences with schools and school systems 
(Mitchell, 2008). Other factors range from logistical issues associated with parents’ or guardians’ 
ability to get to schools, to social and cultural factors having to do with their ability to effectively 
navigate the organizational dynamics of schools, especially for schools that are not deliberately 
focused on family involvement (Hornby and Lafaele, 2011). See the description of the Eastside 
Promise Neighborhood in Chapter 5 for an example of a low-income community that seeks to 
improve both health and educational outcomes. 

Another approach to the role of schools in health equity interventions is to address 
education and health disparities by focusing on health problems that are widely present in 
communities, for which there are strong linkages to academic success, and for which 
community-based intervention is possible. Basch suggests that it is important to think in terms of 
causal pathways, plausible explanations for why a particular health problem would cause a 
negative educational outcome (Basch, 2011). He identifies a variety of educationally relevant 
health factors, ranging from vision impairment, asthma, and dental disease to aggression and 
violence, nutrition and obesity, and sexual health issues, which taken together are likely to 
negatively affect educational opportunities and learning outcomes. 

Collecting data on health determinants and health indicators as part of local needs 
assessments would help in the identification of health problems that affect student learning and 
achievement. The Every Student Succeeds Act12 is a new federal mandate that requires school-
level needs assessments, although access to quality data may persist as a barrier. A forthcoming 
health impact assessment conducted by the Health Impact Project (a joint initiative of the Robert 
Wood Johnson Foundation and the Pew Charitable Trusts) highlights the need to collect student-, 
household-, and community-level data on social determinants of health that influence student 
achievement (Morley, 2016). Unfortunately, not all schools have good data on chronic 
absenteeism, for example (Balfanz and Byrnes, 2012). Nor is information on school climate and 
neighborhood or on the community factors that affect learning widely available. The Health 
Impact Project’s health impact assessment discusses that data on some community factors 
already being collected by local public health departments, hospitals, and other agencies and 
organizations can be examined as part of school-level needs assessments (Morley, 2016). 
Inclusion of such data in the development of school improvement plans can help to identify and 
build community partnerships beyond school settings to further improve student health and 
academic achievement as well as school performance (Morley, 2016). See Chapter 6 for a 
recommendation (Recommendation 6-2) on state department guidance for student health needs 
assessments. 

Household and community factors figure prominently in educational outcomes and could 
be addressed through community-based education efforts. Neighborhood and household poverty 
have effects on the social, emotional, and physical resources available to children. Research 
indicates that violence gives rise to higher risks of posttraumatic stress and negative effects on 
school functioning (McGill et al., 2014). Housing instability creates attendance problems as well 
as affecting the ability for sustained exposure to specific teachers and schools. Child welfare 
                                                            
12 S.1177 Every Student Succeeds Act. P.L. No: 114-95 (December 10, 2015), 114th Cong. 
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policies often exacerbate discontinuities in schooling. Other factors being equal, the more these 
neighborhood and household factors can be understood and addressed in concert with school 
efforts, the more likely it is that both health and educational outcomes will improve. 

Mounting evidence suggests that focusing on measures of student engagement, especially 
those that have to do with sense of self, self-regulation, social awareness, and self-efficacy, both 
foster a sense of well-being in students and promote learning (see Dweck et al., 2014; Miyake et 
al., 2010). However, schools will need to broaden how they currently think about success for 
these measures to make sense. Schools might also have to adopt new data collection strategies, 
such as student and parent surveys, to generate this type of information. The CORE districts, a 
network of urban school districts in California, have developed such an instrument to collect data 
on factors they view as important indicators of student success (CORE, 2016). 

Focusing on measures of school conditions may be another way to generate information 
about emotional well-being and learning. The research base about school climate and culture is 
substantial and suggests that in addition to leadership and instructional coherence, strong and 
trusting relationships among adults and between adults and students matter greatly to school and 
student success (Bryk et al., 2010). This too might require extra effort for school officials, but, 
given the evidence, it offers great potential in terms of improving the conditions for learning and 
student well-being. A School Quality Review Guide for the New York City Public Schools 
includes survey data on New York City schools’ climate and culture (NYC Department of 
Education, 2016). 

Measuring suspension and expulsion rates would give schools a sense of whether their 
disciplinary policies are excluding students from learning opportunities. Similarly, collecting and 
analyzing data on absenteeism is an important way to examine opportunities for students to 
learn. Given the emerging evidence, better data on absenteeism may be critical to addressing 
health and learning. Irregular attendance is often a function of underlying health factors and is 
correlated with credit accumulation in middle and high schools (Balfanz and Byrnes, 2012). 
Children who are chronically absent in the early grades are much less likely to read at grade 
level, and whether a young child reads at grade level in turn predicts academic performance at 
the middle and high school levels (Chang and Balfanz, 2016; Ginsburg et al., 2014). See Chapter 
6 for more on the role of education at the federal and state levels. 

 
Recommendation 7-6: Given the strong effects of educational attainment on health 
outcomes and their own focus on equity (ED, 2016), the U. S. Department of 
Education Institute for Educational Science and other divisions in the department 
should support states, localities, and their community partners 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). 

 
  Providing federal assistance to advance early childhood education programs is likely to 
provide many benefits for health equity because the evidence shows disparities in development 
and achievement emerge early in the life course (Heckman, 2011), and thus this is a critical 
phase at which to intervene (Conti et al., 2011). Furthermore, this would leverage an already 
existing effort, as the U.S. Department of Education has committed to promoting the use of data 
to advance equity in the fiscal year 2017 (ED, 2016). There are potential limitations with the 
availability of evidence on reducing disparities in learning outcomes beyond early childhood and 
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elementary levels. Additionally, the state of evidence on racial and ethnic minorities for whom 
English is not the first language needs to be taken into consideration. Otherwise, efforts to 
promote equity could unintentionally be hindered. 

 
Role of Law Enforcement and the Justice System 

 
It is increasingly clear that an important focus for community interventions should be 

building trust between law enforcement and local communities. The final report of the 
President’s Task Force on 21st Century Policing highlights trust as the cornerstone for just and 
efficient law enforcement and community safety (The President’s Task Force on 21st Century 
Policing, 2015). Yet, concerns about police brutality, bias, and a lack of accountability severely 
undermine trust in law enforcement, especially among racial and ethnic minority communities. 
Partnering with law enforcement agencies is essential to building trust between law enforcement 
and local communities. 

One mechanism for building trust between law enforcement and local communities is 
community policing, which is based on the philosophy that police departments can join forces 
with the communities they serve to determine problems and identify solutions aimed at 
prevention and intervention (Skogan, 2006). In theory, proactive strategies that are implemented 
with a community policing approach address the proximal conditions that engender public 
safety issues such as crime, social disorder, and fear of crime (Bureau of Justice Statistics, 
2016). Community policing can lead to greater permeability and interdependence between 
departments and communities (Gill et al., 2014). Building sufficient trust for effective 
community policing requires that police get to know residents, which can be achieved through 
police–resident social events, community gatherings, and public hearings. 

 The National Academies’ Committee on Proactive Policing-Effects on Crime, 
Communities, and Civil Liberties in the United States13 is conducting a study that reviews the 
evidence on the effects of various forms of proactive policing, including community policing. 
The review includes an assessment of proactive policing approaches and their effects on crime 
and disorder, discriminatory application, legality, and community receptiveness.  

Specific strategies for community policing vary. One strategy to improve community 
oversight is the civilian review board, a mechanism by which community members can review 
police conduct (Finn, 2001). Although civilian review boards were a major focus of the civil 
rights movement, only some communities successfully convinced local governments to pass 
legislation establishing civilian review boards, which differ markedly from one another in form, 
structure, potency, and level of authority (Dunn, 2010; Harris, 2005). 

Another approach to community policing is to achieve racially and ethnically 
representative police departments. Research suggests that communities have greater levels of 
trust in law enforcement when police demographics mirror the community (DOJ, 2015, 2016). 
This is rarely the case, however, as the proportion of sworn officers who are white is typically 
much higher than the proportion for the communities they serve (DOJ, 2015, 2016). 

The predominant theory for why some communities have more violence than others 
centers on the differing capacity of communities to come together to control crime (Sampson, 
2012). Communities experience different organizing against crime: some are able to come 
together and use their resources to control unwanted criminal elements, while others are less 

                                                            
13 Report forthcoming in 2017. For more information see 
http://sites.nationalacademies.org/DBASSE/CLAJ/CurrentProjects/DBASSE_167718 (accessed December 2, 2016). 
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effective. Typically, able communities have greater financial resources and are relatively stable 
(that is, residents have lived in the community for a long time and thus tend to know each other 
and have a vested stake in the community). These structural conditions—resources and 
stability—create conditions under which residents are more likely to agree on what constitutes a 
crime problem and under which they can work together to control crime via informal and formal 
means. Formally, residents will call the police when crimes are witnessed and otherwise work to 
develop positive relations with the police. Informally, they rely on healthy social capital and 
networks to transfer information and social control. For example, in a neighborhood where a 
resident knows his or her neighbors and feels a sense of belonging and attachment, he or she is 
more likely to recognize unwanted behavior as suspicious (for example, a group of teenagers 
lurking in an alleyway), notify other residents, or call the police. This is an example of collective 
efficacy: communities using their relationships, shared norms, trust, and social cohesion to come 
together to control crime. 

Not all communities benefit from the same degree of collective efficacy (Sampson et al., 
1997). In some communities, some neighbors may not know who is “suspicious,” and different 
neighbors may not or perceive the same individuals as “suspicious.” Some neighbors may not 
alert other neighbors because they do not know or trust these neighbors. They may doubt that 
anything will be done about the issue and think it is a frequent occurrence. Witnesses may fear 
the police themselves and be reluctant to call. Such communities lack the collective efficacy to 
come together and address crime, and such places are often characterized by poverty and 
residential instability (where residents are not attached to neighborhoods). 

One possible strategy to build and improve collective efficacy is to identify and obtain the 
resources necessary to improve the physical condition of neighborhoods. Various grant programs 
(such as the Seattle Department of Neighborhood’s Neighborhood Matching Fund14 and other 
Hope grants15) provide resources to communities that propose their own solutions (Ramey and 
Shrider, 2014). These community-driven approaches have been shown to increase attachment to 
place, reduce violence, and improve mental health (see work, for example, by Charles Branas at 
the University of Pennsylvania Urban Health Lab) (Culyba et al., 2016; University of 
Pennsylvania, 2013). Another approach to building collective efficacy involves improving the 
relationships between community and “external” actors who broker resources for the community, 
such as banks, politicians, and law enforcement (Vélez, 2001). Communities with stronger ties 
among these actors are more able to hold these actors accountable. Other potential strategies 
include creating community watch organizations and block groups, which can facilitate social 
cohesion; strengthening neighborhood institutions such as neighborhood associations, schools, 
churches, businesses, and community centers; and facilitating the ability of residents to own their 
homes, fostering a stronger attachment to their community. Community policing approaches are 
thus fundamentally multi-sectoral, as they promote organizational strategies that facilitate 
collaborative relationships among various community stakeholders. 

As noted earlier, the final report of the President’s Task Force on 21st Century Policing 
highlights the importance of building and maintaining trust between law enforcement and local 
communities (The President’s Task Force on 21st Century Policing, 2015). Recent events 
illustrate the crisis of trust and accountability that is taking place in many communities across the 

                                                            
14 See http://www.seattle.gov/neighborhoods/programs-and-services/neighborhood-matching-fund for more 
information on the Neighborhood Matching Fund (accessed November 23, 2016). 
15 See http://portal.hud.gov/hudportal/HUD?src=/program_offices/public_indian_housing/programs/ph/hope6/ for 
more information on the HOPE VI Program (accessed November 23, 2016). 
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country. Concerns about police brutality, bias, and procedural injustice severely undermine the 
efficacy and legitimacy of law enforcement. This is especially acute among racial and ethnic 
minority communities. The committee supports the recommendations of the President’s Task 
Force on 21st Century Policing that direct law enforcement agencies and communities toward 
the creation and maintenance of public safety. 

 
CROSS-SECTOR COLLABORATION—HEALTH IN ALL POLCIES 

The term “health in all policies” (HIAP) refers to the use of a social-determinants-of-
health approach to solutions and structures that breaks down the siloed nature of government to 
advance collaboration. In 2006 Sihto and colleagues defined HIAP as “a horizontal, 
complementary policy-related strategy with a high potential to contributing to population 
health,” at the core of which is the examination of “determinants of health, which can be 
influenced to improve health but are mainly controlled by policies of sectors other than health” 
(Sihto et al., 2006, p. 4). HIAP may be more accessibly described as the act of applying a health 
lens to decisions, policies, practices, and investments in other sectors, including in business 
(NASEM, 2016a). 

Although the term has particular resonance for people working in the health field, it fits 
in a broader space of cross-sector collaboration which may include working across government 
agencies responsible for different aspects of the economy (e.g., the federal Sustainable 
Communities Partnership among the U.S. Department of Transportation [DOT], U.S. 
Department of Housing and Urban Development, and the U.S. Environmental Protection 
Agency) or at the intersection between the public and private sectors. 

HIAP “engages diverse governmental partners and stakeholders to work together to 
promote health, equity, and sustainability, and simultaneously advance other goals such as 
promoting job creation and economic stability, transportation access and mobility, a strong 
agricultural system, and educational attainment” (Rudolph et al., 2013, p. 6). “There is no one 
‘right’ way to implement a Health in All Policies approach, and there is substantial flexibility in 
process, structure, scope, and membership” (Rudolph et al., 2013, p. 17). Health in All Policies: 
A Guide for State and Local Governments outlines five key elements of HIAP, which are (1) 
promote health, equity, and sustainability; (2) support inter-sectoral collaboration; (3) benefit 
multiple partners (i.e., achieve “co-benefits”); (4) engage stakeholders; and (5) create structural 
or process change (Rudolph et al., 2013). HIAP approaches can prevent unintended negative 
consequences for health, potentially avoiding higher health care costs and other challenges. 

There are numerous examples of unintended consequences that have surfaced when 
policy making did not consider the health implications of a policy (e.g., the use of antibiotics in 
agriculture or automobile-centered land use and planning). HIAP or cross-sector collaborative 
initiatives can use different tools to consider the health implications of new policies and 
programs. A health impact assessment (HIA) is sometimes used to systematically examine the 
likely effects of a policy decision, such as new infrastructure (see Chapter 8 for a more detailed 
discussion of the use of HIA to advance health equity). For example, transportation, planning, 
and health departments can collaborate to implement health impact assessments that ensure new 
transportation projects are evaluated based on their health implications (such as walkability and 
safety) in addition to more traditional transportation metrics. The Minnesota Department of 
Health founded the Healthy Minnesota Partnership, a multi-sector coalition (specifically, 
transportation, education, and community organizations) to inform the development and 
implementation of a statewide health assessment and community health improvement plan. In 
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2014, the department released Advancing Health Equity in Minnesota: Report to the Legislature 
(MDH, 2014), a publication used as a resource by state and local coalitions in a range of policy 
initiatives, including the effort to advocate for an increase in the minimum wage (ASTHO, 
2014). 

The NACCHO website offers several HIAP resources, including success stories of local 
health departments working in cross-sector coalitions (NACHHO, n.d.). These include the 
county council in Prince George’s County, Maryland, passing an ordinance in 2011 that requires 
the planning board to refer site, design, and master plan proposals to the Prince George’s County 
Health Department for an HIA of the proposed development on the community and the 
distribution of potential effects within the population and to recommend design components that 
increase positive health outcomes and minimize adverse health outcomes for the community. In 
another example, the Mid-Ohio Regional Planning Commission passed a complete-streets policy 
mandating that all projects funded by the commission accommodate all users, including 
pedestrians, bicyclists, users of mass transit, people with disabilities, and older adults. 
 

Governance for “Health in All Policies” or Cross-Sector Collaboration 
 

State policies in such areas as education, development, and land use have clear parallels 
to federal policy and can significantly shape how communities respond to health disparities. 
There are several state-level examples of cross-sector collaboration intended to improve health 
and health equity. In 2010 the State of California created a Health in All Policies Task Force—
representing 19 state agencies, departments, and offices—under the auspices of the state’s 
Strategic Growth Council, aiming to build interagency partnerships across state government and 
to address issues of health, equity, and environmental sustainability. This is the first formal state-
level body of its kind. Its goals describe a broad definition of health which includes air and water 
quality, natural resources and agricultural lands, the availability of affordable housing, 
infrastructure systems, public health, sustainable communities, and climate change. Such HIAP 
approaches and governance structures have also been adopted at the community level. 

Several regions, including Seattle and King County (Washington state), Nashville, and 
Atlanta, have implemented cross-sector public sector and public–private partnership approaches 
to addressing challenges to the well-being of local communities by including a social justice and 
equity lens in all policies and collaborating to change the local conditions for health (King 
County, n.d.-a; Minyard et al., 2016; T4A, n.d.). The Nashville Metropolitan Planning 
Organization, for example, increased the percentage of projects that incorporate safe walking and 
biking elements from 2 percent in 2005 to 70 percent in its 2010 plan (Nashville Area 
Metropolitan Planning Organization, 2010). Although the plan does not use the term “health 
equity,” its monitoring of performance and impacts is framed by Title VI of the Civil Rights Act 
of 1964 and by the 1994 Executive Order on Environmental Justice, and the overall planning 
process is informed by transportation equity principles. Specifically, the project evaluation 
factors described in the plan include questions on health and environment, such as: “Does the 
project aid/harm the advancement of social justice and equity opportunity to destinations 
throughout the region?” and “How can the project be scoped to mitigate any negative impacts to 
predominantly low-income or minority communities or persons with a disability?” (Nashville 
Area Metropolitan Planning Organization, 2010). 
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National Initiatives 

Several national initiatives have served to further cross-sector partnerships to improve 
health, livability, and economic development. In 2015, NACCHO funded three HIAP 
demonstration sites (Houston, Baltimore city, and San Diego) with funding from the National 
Center for Environmental Health and the Agency for Toxic Substances and Disease Registry, 
both of the Centers for Disease Control and Prevention (CDC). In September 2014, CDC 
provided support for the 3-year Plan4Health initiative, jointly led by the American Public Health 
Association (APHA) and the American Planning Association (APA) and implemented through 
18 local coalitions, which include APHA and APA local affiliates. Plan4Health coalitions 
“incorporate equity into many aspects of their work to increase opportunities for active living 
and access to health foods” (Norcross, 2016). However, “getting to the root issues of why 
inequities exist can be complex, time consuming, and takes the buy-in and contributions of 
traditional and non-traditional cross-sector partners” (Makara, 2016). Plan4Health has assembled 
a collection of resources to support coalitions in this vital work, including A Refresher on Health 
Equity and the Transportation and Health Tool developed by DOT and CDC (Hartig, 2015; 
Makara, 2016). In 2016 the Association of Collegiate Schools of Architecture and the 
Association of Schools and Programs of Public Health (ASPPH) held their first-ever joint 
conference, titled Building for Health and Well-being: Structures, Cities, Systems. One 
conference track focused on what it called Acupunctural Urbanism: Advocacy, Equity, and 
Community Based Initiatives. In 2014 the American Institute of Architects held a summit on 
health and design, keynoted by the acting U.S. Surgeon General, and launched the Design and 
Health Research Consortium in 2015 (of which ASPPH has become a member). The 
consortium’s inaugural proceedings included a session on resilience and equity which concluded 
that ethnic and racial minorities are disproportionately exposed to harmful environmental factors 
and that “resilience in the context of health and environment must engage questions of race, 
ethnicity, income, and institutionalized prejudice” (AIA and ACSAAF, 2015). Such efforts—
inter-professional, interdisciplinary, and cross-sectoral—enhance opportunities for fruitful 
collaboration to promote health equity in the practice of public health, architecture, and planning.  

Financing and other support for a range of built environment and economic development 
projects comes from community development organizations. Community development 
corporations and community development financial institutions manage “billions in housing, real 
estate and small business assets and investments” and build community wealth and expand 
opportunities by increasing affordable housing access and building “green” affordable housing 
(Phillips, 2006).  

Federal Government Initiatives on Health Equity 
 

Over the past decade, there has been significant federal effort to coordinate actions aimed 
at advancing health equity. Below, the committee describes the considerable infrastructure for 
health equity that has been constructed within the federal government. As discussed earlier in 
this chapter, similar efforts to create a public sector infrastructure for equity more generally or 
health equity specifically exist in some states and even some local jurisdictions. 

The National Partnership for Action to End Health Disparities (NPA) has been a key 
driver. Its stakeholders are the Federal Interagency Health Equity Team (FIHET), the offices of 
minority health at the U.S. Department of Health and Human Services (HHS), regional health 
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equity councils, and health equity champions. Federal leadership for NPA is provided by FIHET, 
whose mission is to convene federal leaders to end health inequities by building capacity for 
equitable policies and programs, cultivating strategic partnerships, and sharing relevant models 
for action (FIHET, 2016). The partnership includes leaders from the Consumer Product Safety 
Commission and the departments of agriculture, commerce, defense, education, housing and 
urban development, justice, labor, transportation, veterans affairs, and health and human 
services. The ACA mandated the establishment of offices of minority health within six agencies 
of HHS: the Agency for Healthcare Research and Quality, CDC, CMS, Food and Drug 
Administration, Health Resources and Services Administration, and Substance Abuse and 
Mental Health Services Administration. The 10 regional health equity councils are independent, 
nongovernmental organizations comprising leaders and stakeholders from both non-federal 
public (e.g., state government) and private sectors (e.g., academia, community-based 
organizations, health systems, health insurers) from within that region. The health equity 
champions program further extends the NPA’s reach through pledges of support from 
organizations, advocacy groups, foundations, academic institutions, technical or subject matter 
experts, and community members. 

The NPA has produced two major products to date. The National Stakeholder Strategy 
(NSS) for Achieving Health Equity laid out five goals and associated strategies in the areas of 
awareness, leadership, health system and life experience, cultural and linguistic competency, and 
data, research, and evaluation (NPA, 2016b). Within the NSS, the priorities for action and 
associated progress are to: 
 

• Educate and facilitate outreach on the Patient Protection and Affordable Care Act of 
2010: The Office of Minority Health is supporting implementation of the Affordable 
Care Act by helping connect minority consumers and communities of color with 
information about affordable health insurance options and partnering with CMS and 
other federal agencies and private sector organizations to support to outreach efforts.  

• Support the implementation of the National Standards for Culturally and 
Linguistically Appropriate Services in Health and Health Care: The Think Cultural 
Health website (HHS, n.d.) includes resources as well as an interactive map for 
monitoring activities by state. 

• Educate youth and emerging leaders about health inequities and the social 
determinants of health so that they become champions for health equity: The youth 
National Partnership for Action to End Health Disparities priority area was developed 
in response to this need and is preparing young people to become future leaders and 
practitioners by educating them about health inequities and the social determinants of 
health and engaging youth in health equity work (NPA, 2016a). 

• Strengthen the nation’s network of community health workers, who play a key role in 
disease prevention and health promotion: NPA activities primarily focus on 
supporting the integration of community health workers into clinical and preventive 
care workforce through the regional health equity councils (RHECs) (NPA, n.d.). 

• Promote the integration of health equity into policies and programs: Activities include 
a “health equity mapping ” pilot to work collaboratively with volunteer FIHET 
organizations to map the relationship between their priorities and core functions and 
the attainment of health equity; FIHET has partnered with the Democracy 
Collaborative to convene federal and non-federal leaders from health, community 
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economic development, and other sectors to identify key conditions needed to drive 
strategic cross-sector collaboration to promote health equity; RHECs have published  
regional blueprints and health equity report cards; and NPA has collaborated with 
nongovernmental partners who are key conveners of decision makers at the local and 
state levels (e.g., the National Indian Health Board and the Association of State and 
Territorial Health Officials) (NPA, 2016c). 

 
The complementary HHS Action Plan to Reduce Racial and Ethnic Health Disparities 

includes an HHS commitment to an ongoing assessment of the effectiveness of policies and 
programs related to reducing racial and ethnic health inequities and accountability for increasing 
health insurance coverage, improving quality, building data capacity, preventing disease, and 
strengthening cultural competency to create a nation free of inequities in health and health care 
(HHS, 2011). Box 7-6 summarizes an Office of Minority Health report on the federal 
government’s role in health equity. 
 

BOX 7-6 
Office of Minority Health Report on Health Equity in the Federal Government 

To further support the work of FIHET within the NPA, the Office of Minority Health funded a report 
by the Democracy Collaborative that reflects a synthesis of information collected via interviews of leaders 
in the federal and non-federal sectors on cross-sector collaboration for health equity. The interviewees 
identified ways to strengthen and sustain collaboration and resource alignment to achieve health equity 
goals. These include 

• Establish partnerships between federal and private sectors for the funding of technical 
assistance, data analysis, and other items that the federal government is challenged to 
support, such as marketing, launching pilots, or meeting-related expenses such as travel and 
facilitation; 

• Use a backbone organization or facilitator for control of day-to-day and meeting logistics; 
• Invest resources in building the capacity of mid- and senior-level career civil servants to 

ensure the continuity of initiatives, particularly those started by political appointees; 
• Demonstrate leadership engagement to communicate institutional investment to collaborators 

and other stakeholders; 
• Co-create cohesive messaging and branding; 
• Develop shared data and metrics of success for sustained collaboration; 
• Provide technical assistance to grantees to enhance grantee capacity to effectively apply for 

resource-aligned funds and manage resource streams allocated to their communities; and 
• Focus on a deliberate effort to educate existing and potential partners about the relationships 

among their program missions, priorities, and goals and the issue for which their participation 
is needed, achieving health equity. 

The study also identified six actionable opportunities for stakeholders focused on advancing a 
health equity agenda at the federal level: 

• Develop a “health equity learning community” of federal mid- and senior-level civil servants in 
partnership with philanthropy; 

• Develop a federal “Healthy Communities” designation, employing Promise Zone design 
principles; 

• Collaborate with the National Institute on Minority Health and Health Disparities to expand 
research linked to place-based initiatives around how social and economic conditions are 
linked to health outcomes; 

• Facilitate increased coordination at the local level around community health needs  
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assessments through federal funder encouragement and information sharing; 
• Increase collaboration between the National Prevention Strategy, the FIHET, and the 

Convergence Partnership, a collaborative of national funders and health care organizations 
working to foster healthier and more equitable environments for all children and families; and 

• Embed equity as a value in Executive Core Qualifications for Senior Executive Service. 
 
SOURCE: Zuckerman et al., 2015. 

 
Finally, CMS is implementing several activities that will provide opportunities for 

partnering across sectors in the community. Its quality strategy details agency priorities for 
health care quality improvement and identifies the elimination of disparities as a foundational 
principle along with enabling local innovations, strengthening infrastructure and data systems, 
and fostering learning organizations (CMS, 2016). The CMS Equity Plan for Medicare will 
affect change through several unique CMS levers (CMS, 2015). These include: quality 
improvement networks and quality improvement organizations, CMS programs, policy, data, 
access to stakeholders, and communication tools. The plan focuses on Medicare populations that 
experience disproportionately high burdens of disease, worse quality of care, and barriers to 
accessing care. 

Guided by a framework that includes three interconnected domains—better 
understanding and awareness of inequities, identifying and creating solutions based on that 
understanding, and accelerating the implementation of measurable actions to achieve health 
equity—the CMS Equity Plan for Medicare has six priority areas. Three focus on meeting the 
needs of diverse populations through enhanced language access, physical access, and community 
health worker training. The other three center on data collection, reporting, and analysis; 
evaluating impact and integrating solutions across CMS programs; and the development and 
dissemination of promising approaches to reduce health disparities. 

The current state of health disparities is both deeply troubling and 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 HHS and across the executive branch through 
the Federal Interagency Health Equity Taskforce. Sustaining and elevating this cross-government 
effort will be important in helping to galvanize a national effort toward promoting health equity 
and encouraging ongoing efforts around the country. 

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 policymaking” (The White House, 2016). 

The council builds on the foundation of earlier efforts, including a 2010 executive order, 
and it seems to signal attention at the highest level of government to the notion of helping all 
communities to successfully confront their challenges “including crime, access to care, 
opportunities to pursue quality education, lack of housing options, unemployment, and 
deteriorating infrastructure” (The White House, 2016). 

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

• Determining how government decisions in health and non-health sectors could affect 
low-income and minority populations, including unintended negative consequences. 

• 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 government policies is 

evident. For example, Chapter 3 outlines several 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 minority populations 
(Freeman and Braconi, 2002; 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 circumstances and context of each community (e.g., 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 effectiveness. Examples include pay-for-success 
financing models to support early childhood development and other programs, the Sustainable 
Communities federal partnership that brought together public and private sector actors to align 
their efforts, and clean energy financing arrangements (IOM, 2015a; PolicyLink, n.d.; Probst, 
2014). 

 
BOX 7-7 

Excerpt from Executive Order Establishing A Community Solutions Council 

“Specific challenges in communities—including crime, access to care, opportunities to pursue 
quality education, lack of housing options, unemployment, and deteriorating infrastructure—can be 
met by leveraging Federal assistance and resources. While the Federal Government provides rural, 
suburban, urban, and tribal communities with significant investments in aid annually, coordinating 
these investments, as appropriate, across agencies based on locally led visions can more effectively 
reach communities of greatest need to maximize impact. In recent years, the Federal Government 
has deepened its engagement with communities, recognizing the critical role of these partnerships in 
enabling Americans to live healthier and more prosperous lives. Since 2015, the Community 
Solutions Task Force, comprising executive departments, offices, and agencies (agencies) across the 
Federal Government, has served as the primary interagency coordinator of agency work to engage 
with communities to deliver improved outcomes. This order builds on recent work to facilitate inter-
agency and community-level collaboration to meet the unique needs of communities in a way that 
reflects these communities’ local assets, economies, geography, size, history, strengths, talent 
networks, and visions for the future” (The White House, 2016). 

 
The language of the Executive Order  (excerpted in Box 7-7) demonstrates recognition of 

the importance of equity (not explicitly health equity) and the determinants of health and 
wellbeing, for example: “Place is a strong determinant of opportunity and well-being. Research 
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shows that the neighborhood in which a child grows up impacts his or her odds of going to 
college, enjoying good health, and obtaining a lifetime of economic opportunities” (The White 
House, 2016). This executive order builds on and revokes Executive Order 13560 of December 
14, 2010, which had previously established a “community solutions council” within the 
Corporation for National and Community Service, a federal agency, and was intended to be 
comprised solely of 30 members from outside the federal government and charged “to support 
the social innovation and civic participation agenda of the Domestic Policy Council” (The White 
House, 2010). The new executive order also references the Community Solutions Task Force 
created in 2015, and which the new Council is intended to replace. Since 2015, the Community 
Solutions Task Force, comprising executive departments, offices, and agencies (agencies) across 
the Federal Government, has served as the primary interagency coordinator of agency work to 
engage with communities to deliver improved outcomes. This order builds on recent work to 
facilitate inter-agency and community-level collaboration to meet the unique needs of 
communities in a way that reflects these communities' local assets, economies, geography, size, 
history, strengths, talent networks, and visions for the future. The distinguishing feature of the 
new Council is that it is to be located in the White House and be co-chaired by an “Assistant to 
the President or the Director of the Office of Management and Budget, as designated by the 
President” and by one of several cabinet secretaries identified in the order (e.g., Justice, HHS, 
HUD). 

The Executive Order also calls on the Council to conduct outreach to “representatives of 
nonprofit organizations, civil rights organizations, businesses, labor and professional 
organizations, start-up and entrepreneurial communities, State, local, and tribal government 
agencies, school districts, youth, elected officials, seniors, faith and other community-based 
organizations, philanthropies, technologists, other institutions of local importance, and other 
interested or affected persons with relevant expertise in the expansion and improvement of 
efforts to build local capacity, ensure equity, and address economic, social, environmental, and 
other issues in communities or regions” (The White House, 2016). 

The committee hopes that the Council could build on the foundations of health equity 
work presented in this report and elsewhere and take action toward solutions, including cross-
sector, community-driven, and public–private partnerships. It needs to be more than merely a 
symbol to avoid a disempowering effect on communities. Furthermore, there is a large power 
differential between a group of such high profile and communities and community members. The 
committee hopes that Council engagement of community members will be conducted in the 
spirit of respect and authentic partnership. As outlined in this report, communities are where 
change takes place, and the members of communities are best equipped to know what is needed 
to effect change in their community. 

CONCLUDING OBSERVATIONS 

There are many potential multi-sector partners that can come together in creating 
community interventions to achieve health equity, and multiple examples of effective approaches 
exist. Regardless of the sectors and organizations that make up these partnerships, a key element 
of success is the authentic engagement of members of the affected community. Partners will vary 
based on the target of the intervention, from the education sector (schools) and criminal justice 
(law enforcement) to the private sector (businesses, health care systems, and payers) and local, 
state, and federal government agencies (including public health). Anchor institutions can play 
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key partner and leadership roles by virtue of their stable presence and economic resource power. 
Regardless of the participants, effective and enduring interventions depend on collaboration 
across multiple sectors. Cross-sector collaborations, as modeled by approaches aiming to achieve 
co-benefits (e.g., expanded employment and improved health status; increased energy efficiency 
and decreased asthma rates), bring together the partners discussed in this chapter to address the 
social determinants of health and achieve community health equity. 
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Community Tools to Promote Health Equity 

 

 

 

TOOLS FOR COMMUNITY SUCCESS 
 

There are many tools available to communities to help them design, implement, and 
evaluate community-based solutions that advance health equity. These tools can be organized by 
the three elements identified in the committee’s conceptual model (see Figure 8-1): (1) creating a 
shared vision and value of health equity, (2) increasing community capacity to shape health 
outcomes, and (3) fostering multi-sector collaboration. The tools described here encompass 
approaches, methods, measures, and necessary infrastructure. The committee identified these 
tools based on the lessons learned from communities that have implemented solutions (see 
Chapter 5), a review of the literature, input from information-gathering meetings (see Appendix 
C for agendas), and committee expertise. This chapter first describes tools that support 
community-based solutions in a manner that applies across the three elements of this report’s 
conceptual model. Second, tools are organized according to the three elements in the report 
conceptual model. Third, widely available community toolboxes are summarized. Some of the 
tools shared in this chapter are explicitly designed to address social determinants of health, while 
others address the consequences of poor health outcomes, and some do both. The tools also vary 
in the time-frame for implementation; some can be employed within a relatively short time, 
while others will take more time to plan and implement. 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

8-2         
 

 

FIGURE

 
A

solutions
The tools
need to ta
evaluatio
or theory
partnersh
commun
 

The Cost

T
excess bu
related ec
both beca
which is 
of self-re
and non-

                   

PR

E 8-1 Report

A number of 
s. Because ea
s described b
ake to addre

on, data, info
y of change; 
hip; (6) cond
ity action. 

t of Health In

The cost of he
urden that ar
conomic cos
ause they ha
correlated w

eported healt
Hispanic wh

             COM

REPUBLIC

t conceptual 

CROSS-C

cross-cutting
ach commun
below are or
ss health equ

ormation, and
(4) using civ

ducting healt

Ma

nequity 

ealth inequit
rises from ce
sts are higher
ave more chr
with poorer h
th and higher
hites relative

MMUNITIE

CATION CO

model. 

CUTTING 

g tools provi
nity is unique
rganized acco
uity, such as
d measurem
vil rights law
th impact ass

aking the C

ty is usually 
ertain groups
r among min

ronic conditi
health and ea
r levels of ch

e to whites co

ES IN ACTIO

OPY: UNCOR

TOOLS AN

ide a founda
e, the tools d
ording to the
s (1) making

ment needs; (3
w to facilitate
sessments; a

ase for Hea

calculated a
s experiencin
nority racial 
ions and bec
arlier death. 
hronic disea
ost public an

ON: PATHWA

RRECTED 

ND PROCE

ation for dev
different com
e types of ac

g the case for
3) developin
e community

and (7) secur

alth Equity

as a differenc
ng disparate
and ethnic g
ause they ha
By some cal

ase among A
nd private in

WAYS TO HEA

PROOFS 

ESSES 

veloping com
mmunities ne
ctions that co
r health equi
ng or adoptin
y action; (5)
ring funding 

ce in cost, sp
 levels of he
groups than 
ave lower av
lculations, th

African Amer
nsurers as est

EALTH EQUI

mmunity-bas
eed will vary
ommunities m
ity; (2) meeti
ng a logic mo
) medical leg
to support 

pecifically, t
ealth. Health
among whit

verage educa
he lower lev
ricans, Hispa
timated $24 

UITY 

 

ed 
y. 
may 
ing 
odel 

gal 

the 
h-
tes 
ation, 
vels 
anics, 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

COMMUNITY TOOLS TO PROMOTE HEALTH EQUITY 8-3 
 

 
PREPUBLICATION COPY: UNCORRECTED PROOFS 

 

billion in 2009 (Waidmann, 2009). But the costs are more widespread, affecting not just insurers, 
but also families and employers (Dan et al., 2011; Gaskin et al., 2012). Combining the cost of 
lower health with the cost of lower productivity pushes the estimated 2009 economic burden to 
$82 billion (Gaskin et al., 2012). Factoring in early death raises the estimates even more. The 
economic burden for 2050, when the representation of minorities in the population will have 
increased substantially, is predicted to be more than twice as large as they are now (Gaskin et al., 
2012; Waidmann, 2009). 

Strategies for Investment 

Recognizing that health inequities arise from many factors, decisions makers face a 
challenge in weighing different strategies to improve health equity and health outcomes and 
decrease the cost of inequity. One model that informs health care cost reduction allows the user 
to simulate outcomes across geographic areas across a host of factors, such as changes to health 
care delivery, health care payment (e.g., global payments with reinvested savings), factors that 
influence healthier behaviors, some social determinants, and some socioeconomic factors. This 
approach, taken by the ReThink Health Dynamics Model, was used to simulate outcomes for 
typical midsize U.S. cities (Homer et al., 2016). In that work, a combination of approaches—
expanding global payment, enabling healthier behaviors, and expanding socioeconomic 
opportunities—was estimated to lower health care costs by 14 percent and improve productivity 
by 9 percent over 24 years. The most costly intervention component addressed socioeconomic 
opportunities, and the simulation assumed that the more costly investments occurred after 
savings from changes in health care delivery and payments. However, this was also the 
component that resulted in the greatest estimated improvements in the disadvantaged fraction of 
the population. 

Participating in health equity improvement is a voluntary activity on the part of actors in 
the community. As such it is most likely to be maintained if there is a “business case,” meaning 
that benefits will accrue to the decision makers’ bottom line. What are the advantages of 
investments in improved health equity and raising awareness among individuals, employers, and 
communities as a whole? While much of the health equity discussion rests on a moral argument, 
there are several economic arguments to support health equity promotion and improving the 
social determinants of health. One example of a social determinant of health for which there are 
large disparities among communities is education. By some estimates the annual economic value 
of better health from education is very high: if less educated populations improved their health 
and longevity to the level of college-educated Americans, the economic gain would be on the 
order of $1.02 trillion in 20061 (Schoeni et al., 2011). 

Starting with education as an illustration, achieving health equity by reaching the poorest 
and most marginalized groups of people will require strong community ownership of the value 
and purpose of education, whether it be primary education, job training, or adult literacy. 
Disparities in education perpetuate disparities in income and health. What is the incentive—the 
business case—to improve education and training at individual, employer, and community 
levels? To individuals, education confers significant wage advantages; therefore, in theory, 
individuals have a strong incentive to pursue education (Blundell et al., 1999). Educational 

                                                            
1 “[This estimate does] not capture the causal effects of education on health. Instead, [it estimates] the foregone 
benefıts if indeed the less-educated individuals experienced the same health and mortality as the college graduates”  
(Schoeni et al., 2011, p. S70). 
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achievement is also shaped by ability; early childhood education; family background, including 
family income and parent education; and the local environment, including the quality of schools. 
The same amount of schooling could lead to very different skills, college experience, and 
earnings if one person goes to a much better school, with better teachers, instruction and 
resources (Deming et al., 2014). Individuals can also achieve higher job earnings through 
employer training programs, but those most likely to receive additional training have greater 
skills and more education to begin with (Cappelli, 2004). This reinforcing nature of skills and 
education highlights how disparities can widen and create a “vicious circle” for those who do not 
have a strong start with initial qualifications. 

Part of the reason a community commitment to education is important is that any one 
employer in the community is likely to underinvest in education, whether by supporting 
secondary education or general training. Using a standard model a typical firm’s calculus would 
be that education and training could improve worker productivity, making the firm more 
competitive and profitable (Becker, 1993). However, the more skilled workers could leave and 
work for a competing firm. Even if the firm were willing to pay a higher wage to retain the now 
higher-skilled worker, it would have “lost” its investment in training. In the real world, firms do 
support education and training, and this appears to be driven by contextual factors such as 
minimum wages, unionization, and employer competition in local areas (Acemoglu and Pischke, 
1999; Autor, 2001). Firms also engage in particular or firm-specific training rather than general 
training. In contrast to general training, local employers may be more willing to invest in firm-
specific training because the skills do not transfer to competitors as readily. Thus, the immediate 
business case for individual firms to act on behalf of general education and training in the 
community is somewhat narrow. 
 
Mobilizing the Private Sector 

While there is strong motivation at the individual level to pursue improvement, such as 
education, because of the prospect of higher incomes in the future, there is also a societal 
component at play. The spillover benefits of a more educated community accrue to everyone. 
Communities benefit from having an educated and literate population with greater civic 
engagement, lower crime, greater social cohesion, and economic growth. Firms can adapt their 
use of technology and equipment to the skills of a more educated, local work force and more 
educated workers may exchange new ideas, furthering innovation. These spillover benefits mean 
that the community together, not just any one actor, should play an important role in supporting 
education. The challenge is that education benefits accrue over the long run and are thus 
investments that politically may be difficult to sustain. Private–public partnerships, such as Made 
in Durham, which works through a multi-sector collaborative to increase high school graduation 
rates and employment (NASEM, 2016; Stratton et al., 2012), have appeared to overcome some of 
the disincentives faced by any one actor operating in isolation. 

Community momentum for changes in education, employment, or housing, whether 
through a school reform movement or a housing revitalization effort, may in part be understood 
as an attempt to mobilize the private sector on behalf of a public effort. The Aspen Institute 
describes such efforts as integrating social purposes with business methods (Sabeti, 2009). Such 
programs are often structured with public funding—e.g., vouchers, grants, or tax credits—and 
private or shared public–private delivery of services and with public accountability structures. 
The impetus is often to introduce private sector competition or innovation and to improve 
efficiency and performance. Frequently these mobilization efforts draw the attention of 
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foundations, individual philanthropy, or private investors who provide additional resources and 
bolster further improvements. If these efforts around the social determinants of health can lead to 
resources being more effectively and more equitably distributed, this could make inroads in 
health equity as well. 

Other health drivers can be viewed through a similar lens. Often individuals have an 
incentive to improve their own situations, but this is shaped by local circumstances. Business 
have an interest in reducing the cost of health care; lowering the cost of employer-provided 
benefits, including workers compensation costs; lowering turnover; improving worker 
productivity; and reducing the number of sick days. A healthy work force is less costly to 
employers. Yet, firms left to themselves may underinvest in health activities for workers. Thus, 
communities have a strong case for coming together and devising joint solutions. 

Several investors have become involved in “social impact bonds,” also called “pay for 
success” programs (NASEM, 2016). Generally the programs are well-defined, are focused on 
“human capital” improvements over a 5- to 7-year span, and are limited in scope. For example, 
some such programs have addressed early childhood education, home visiting, prison avoidance, 
chronic homelessness, and foster care avoidance for children born to homeless mothers. They 
commonly involve private investors and foundations along with public payers. When early 
intervention programs yield desired outcomes—which means savings to the public down the 
line—the programs pay their investors from public or foundation funds. These solutions are 
appealing in part as a mechanism for community-building, for reinvigorating local dialogue on 
the social determinants of health, and for leveraging private institution participation and 
promoting transparency and efficiency. At the moment, however, because few such programs 
have run their course, there is relatively little empirical evidence concerning their effectiveness. 

Another form of business-driven venture is the employment social enterprise. In this case, 
various entities, typically nonprofits, invest in disadvantaged groups, including those with low 
job skills and experience. They provide employment, training, and social services along with 
wages and experiential learning, working closely with local businesses (Maxwell et al., 2013; 
NASEM, 2016; Rotz et al., 2015). Social enterprises may also receive technical support and 
capital funding from entities such as REDF in California, which is itself grant-, foundation-, and 
donor-supported, as well as funding through tax credits. Social enterprises represent another 
form of public–private partnership and arise from a shared sense of purpose and common 
incentives. 

 
Framing Outcomes and Success in Community Solutions 

The major outcome of interest for community solutions is impact on health. Life 
expectancy can be a useful measure of impact on health because it is straightforward and easy to 
interpret, compare, and value. However, it is less likely that community solutions will have data 
or measured impact on mortality indicators in the short term as it takes considerable time to see 
changes in these long-term outcomes. In addition, the quantity of life is only one metric of health 
and does not capture quality, satisfaction, well-being, happiness, and opportunity. Instead, the 
committee sought out community-based solutions that target the social determinants of health 
with strong links to health outcomes as evidenced by the literature. However, community-level 
outcomes cannot be measured without community-level data. The below section outlines what is 
currently available to communities as well as the gaps in data and data tools. 
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Meeting Information Needs to Drive Community-Based Solutions 

In 2011 the Institute of Medicine (IOM) Committee on Public Health Strategies to 
Improve Health highlighted the lack of accurate local data on the social, environmental, and 
behavioral determinants of health and recommended that the U.S. Department of Health and 
Human Services (HHS) support and implement: (1) a core, standardized set of indicators that can 
be used to assess the health of communities, including social determinants of health; (2) a core, 
standardized set of health-outcome indicators for national state and local use; and (3) a summary 
measure of population health that can be used to estimate and track health-adjusted life 
expectancy (IOM, 2012). Since the publication of that report, there has been an increased 
emphasis on the use of common data elements (CDEs) in some parts of HHS and a CDE 
resource portal is hosted by the National Library of Medicine (NIH, 2016). However, with a few 
exceptions (e.g., the National Health and Nutrition Evaluation Survey and the Patient Reported 
Outcomes Measurement Information System), the CDE initiatives are disease-focused, and most 
of them are not linked to localities such as neighborhoods or census tracts. To address the issue 
of measurement heterogeneity, an IOM committee generated a framework, a core measure set, 
and an initial set of indicators (IOM, 2015b). Beyond addressing the challenges of what should 
be measured and how it should be measured, communities need data and interactive tools to 
easily access data as well as metrics that are specific to their situations and needs. Such data are 
critical to raising awareness to make health equity a shared vision and value, increasing a 
community’s capacity to design community-based solutions and shape outcomes, and fostering 
multi-sector collaboration and evaluation of solutions. 
 
Data Sources 
 

Increasingly, there are sources of electronic data that are publicly available and can be 
used to examine issues related to health and health equity and to inform the development of 
community-based solutions. Some datasets are specific to health and others are from sectors 
relevant to health and health equity. 

Thousands of datasets are accessible for public use through the U.S. government’s Health 
Data Initiative and the open data portal (HHS, n.d.-a). These include datasets from federal 
agencies including Department of Health and Human Services agencies such as the Centers for 
Medicare & Medicaid Services, the Centers for Disease Control and Prevention, the U.S. Food 
and Drug Administration, the Health Resources and Services Administration, and the National 
Institutes of Health, as well as from states (e.g., Hawaii, Michigan, New York) and cities (e.g., 
Boston, Fort Collins). For instance, Boston’s open data portal includes datasets from many 
sectors that are relevant to health and health equity. These include hospital locations, healthy 
corner stores, farmers markets, community culinary and nutrition programs, crime incident 
reports, building code violations, and economic indicators (City of Boston Data Portal). Such 
data are sometimes organized into community dashboards that display key indicators. In Fort 
Collins, Colorado, for example, the dashboard includes quarterly summaries of factors that are 
related to a culture of health that advances health equity: neighborhood livability and social 
health, environment, transportation, economic health, environmental health, and safe community. 
The community dashboard for Travis County, Texas, presents data according to goals (CAN, 
2016). For example, the municipality’s goal of “Being safe, just, and engaged” includes data 
related to crime, the proportions of jail bookings by race and ethnicity, and voting. The goal of 
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“Realizing full potential” uses indicators related to kindergarten readiness, high school 
graduation, college success, and unemployment. 

Some nongovernmental organizations also offer public access to various of data sources 
relevant to community-based solutions that advance health equity. These include datasets from 
surveys such as the Robert Wood Johnson Foundation (RWJF) National Survey of Health 
Attitudes, which includes data on such values as health interdependence, sense of community, 
and social support; the University of Michigan’s Monitoring the Future series of youth surveys; 
and the Corporate Giving in Numbers survey. In other instances, data are available as files (e.g., 
the National Association of County and City Health Officials [NACCHO] National Profile of 
Local Health Departments) or reports (e.g., Best Complete Street Policies of 2015). Such 
resources (see Box 8-1) are currently more valuable for national-, state- or city-level 
assessments; most such datasets lack data at the neighborhood or community-level. Moreover, 
many of these data sources are more suitable for use by researchers than by communities. 
 

 
BOX 8-1 

Examples of Governmental and Non-Governmental Data Sources 
 

The Agency for Healthcare Research and Quality’s Area Health Resources Files is a family of 
health data resource products that draws from an extensive county-level database assembled 
annually from over 50 sources; http://ahrf.hrsa.gov (accessed June 15, 2016). 
 
American Community Survey (ACS). ACS 2013 is available at 
https://www.census.gov/programs-surveys/acs/data.html (accessed June 18, 2016). A product 
of the U.S. Census Bureau, the ACS is an ongoing survey that provides information on a yearly 
basis about the United States and its people. 
 
Basic Economic Security Tables (BEST) Index. The BEST Index is available at 
http://www.basiceconomicsecurity.org/best (accessed June 15, 2016). A collaboration of the 
Institute for Women’s Policy Research, the National Council on Aging, and the University of 
Massachusetts at Boston, the BEST Index measures the income that a working adult requires to 
meet his or her basic needs at the city, state, and national level. 
 
Best Complete Streets Policies report. Data tables are available at 
http://www.smartgrowthamerica.org/best-complete-streets-policies-of-2015 (accessed June 15, 
2016). A product of Smart Growth America, the focus of a Complete Streets approach is an 
integrated transportation system that supports safe travel for people of all ages and abilities. 
 
Bureau of Justice Statistics Census of State and Local Law Enforcement Agencies (CSLLEA). A 
public file is available at http://www.icpsr.umich.edu/icpsrweb/NACJD/studies/27681 (accessed 
June 19, 2016). CSLLEA is conducted every 4 years to enumerate agencies and their 
employees. 
 
Centers for Disease Control and Prevention’s Behavioral Risk Factor Surveillance System 
(BRFSS). The BRFSS undertakes health-related telephone surveys (more than 400,000 adult 
interviews each year) that collect state data about U.S. residents regarding their health-related 
risk behaviors, chronic health conditions, and use of preventive services. 
http://www.cdc.gov/brfss (accessed June 18, 2016). 
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Center for Climate and Energy Solutions (C2ES). A publicly available table is available at 
http://www.c2es.org/us-states-regions/policy-maps/climate-action-plans (accessed June 15, 
2016). Data are available at the state level. 
 
Community Diversity Data creates customized reports describing over 100 measures of 
diversity, opportunity, and quality of life for 362 metropolitan areas. www.diversitydata.org 
(accessed July 1, 2016). 
 
Current Population Survey (CPS) March Annual Social and Economic Supplement. A public use 
dataset for the CPS March Annual Social and Economic Supplement is available at 
https://www.census.gov/cps/data (accessed June 14, 2016). A product of the U.S. Census 
Bureau and the U.S. Bureau of Labor Statistics, the CPS is the primary source of labor force 
statistics for the United States and also includes data on income and health insurance 
coverage. 
 
The Current Population Survey’s Volunteer and Civic Engagement supplement. A public use 
dataset is available at http://www.nationalservice.gov/about/open-government-
initiative/opengovernment-gallery (accessed June 18, 2016). A service of the Corporation for 
National and Community Service, data on volunteering are available at the state, city, and 
geographic region levels. 
 
Department of Education data include data on enrollment demographics, preschool, discipline, 
school expenditures, teacher experience, among others; 2013–2014 data were collected for the 
first time on chronic student absenteeism, the availability of free or partial-payment preschool, 
educational access in justice facilities, civil rights coordinators, and other data points. Data from 
2004, 2006, and 2009–2010 are based on a rolling stratified sample of approximately 7,000 
districts and 70,000 schools, whereas 2000, 2011–2012 and 2013–2014 were based on data 
collected from all of the nation’s school districts and schools, making them more useful for 
communities addressing education disparities. Available at http://ocrdata.ed.gov (accessed 
June 18, 2016). 
 
Department of Interior Office of Budget fund receipts can be downloaded at 
https://www.doi.gov/budget/budget-data (accessed June 14, 2016). Data include Land and 
Water Conservation Fund receipts and federal funding for Native American programs. 
 
The Equality of Opportunity Project. Raj Chetty and Nathaniel Hendren, principal investigators, 
Harvard University. http://www.equal-opportunity.org (accessed June 15, 2016). 
 
Giving in Numbers survey. Reports presenting the data are available at 
http://cecp.co/measurement/tools.html (accessed September 1, 2016). The reports present a 
profile of corporate philanthropy and detail corporate investments. 
 
The Harvard Public Health Disparities Geocoding Project Monograph provides an introduction to 
geocoding and to using area-based socioeconomic measures with public health surveillance 
data, based on the work of the Public Health Disparities Geocoding Project at the Harvard 
School of Public Health, Department of Society, Human Development, and Health. 
https://www.hsph.harvard.edu/thegeocodingproject (accessed June 20, 2016). 
 
HealthData.gov provides access to almost 3,000 datasets. Data files are accessible at 
http://www.healthdata.gov (accessed June 15, 2016). More than 65 datasets are tagged as 
community-level, and many of these are also tagged as health. 
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Monitoring the Future. A public use dataset is available at 
http://www.icpsr.umich.edu/icpsrweb/ICPSR/series/35 (accessed July 1, 2016). The Continuing 
Study of the Lifestyles and Values of Youth surveys gathers data on important values, 
behaviors, and lifestyle orientations of contemporary American youth. 
 
The NACCHO National Profile of Local Health Departments. Data can be requested from 
http://nacchoprofilestudy.org/data-requests (accessed June 15, 2016). There is a fee to access 
the analytic file. The files include data on local health department infrastructure and practice, 
including partnerships, programs and services, and public health policy. 
 
The National Center for Education Statistics provides fiscal and non-fiscal data for public 
schools through data tables and searchable tools https://nces.ed.gov/ccd (accessed June 13, 
2016). 
 
National Survey on Drug Use and Health (NSDUH). A public use dataset can be downloaded for 
free at http://www.samhsa.gov/data/population-data-nsduh/reports (accessed June 18, 2016). 
Data on drug use and health are available at national, state, and substate/metro levels. 
 
Office of Management and Budget (OMB) budget historical tables can be downloaded at 
https://www.whitehouse.gov/omb/budget/Historicals (accessed September 3, 2016). OMB files 
provide data on budget receipts, outlays, surpluses or deficits, federal debt, and federal 
employment over an extended time period, generally from 1940 or earlier to 2017 
 
The Uniform Crime Report (UCR) is available through the Federal Bureau of Investigation at 
https://ucr.fbi.gov (accessed June 20, 2016). The UCR Program collects statistics on violent 
crime (murder and non-negligent manslaughter, forcible rape, robbery, and aggravated assault) 
and property crime (burglary, larceny/theft, and motor vehicle theft). Using the table-building 
tool, users can specify offenses, locality (city, county, state), and year(s). 
 
RWJF National Survey of Health Attitudes is accessible through RWJF’s Health and Medical 
Care Archive (HMCA) through the Inter-University Consortium for Political and Social Research 
at the University of Michigan at 
http://www.icpsr.umich.edu/icpsrweb/ICPSR/studies?searchSource=find-analyze-
home&sortBy=&q=rwjf (accessed June 15, 2016). Developed by RWJF and Rand, the survey 
primarily addresses the culture of health action area of making health a shared value. 

 
 
Indicators 

For the purpose of this report, the committee uses the definition of indicator from a 2011 
IOM report: a statistic or measure that is widely acknowledged to be useful for measuring 
something of concern to policy makers or the public (IOM, 2012). In the following section, 
indicators are summarized according to the components of the conceptual model for the report: 
(1) social determinants of health, (2) making health equity a shared vision and value, (3) 
increasing community capacity to shape outcomes, and (4) healthier, more equitable 
communities in which members and families live, learn, work, and play. The indicators selected 
for inclusion were based upon a recent environmental scan on social-determinants-of-health 
indicators (Koo et al., 2016), an IOM report (IOM, 2012) that summarized national indicator sets 
for public health action, and a targeted literature search. The intent was to provide examples 
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pertinent to community-based solutions rather than to provide an exhaustive summary. Further 
details of selected indicators by dataset or index are provided in Appendices B. 

Social Determinants of Health 

There are many data sources that contain indicators related to various social determinants 
of health. These include America’s Health Rankings, County Health Rankings, Community 
Health Status Indicators, and the National Equity Atlas. Indicators are most frequently available 
at the state or county level. Some cities have local equity atlases; Denver (Mile High Connects, 
2016; Sadler et al., 2012) and Los Angeles (Reconnecting America, 2013) have non-interactive 
local equity atlases with a strong emphasis on transit. The Metro Atlanta Equity Analysis 
examines 8 dimensions of community wellbeing (demographics, economic development, 
education, environment, health, housing, public safety and transportation) through online tools.2 
In some cases, such as the AARP Livability Index,3 the Brandeis University, Diversity Data Kids 
dataset,4 the University of California, Davis, Regional Opportunity Index,5 and the Virginia 
Health Opportunity Index,6 data are available for smaller areas such as school districts or 
neighborhoods. Some indicators occur in the majority of the datasets reviewed. For example, 
high school graduation 4 years after starting 9th grade, health insurance, and air pollution are 
common indicators for education, health systems and services, and physical environment, 
respectively. There are also summarizing projects, such as Community Commons, that make 
these data available to a broader range of users (IP3). 

Making Health Equity a Shared Vision and Value 

Although they were not conceptualized as explicit measures to demonstrate the extent to 
which health equity is a shared vision and value, some existing indicators are likely relevant. For 
instance, the Virginia Health Opportunity index includes a measure of segregation that includes 
community diversity and distances between communities with different racial or ethnic profiles. 
The JustSouth Index7 also includes a measure related to public school segregation along with 
measures of wage and employment equity. The National Equity Atlas8 characterizes diversity 
through the inclusion of a Diversity Index and a Culture of Health measure set that uses 
residential segregation. 

None of these indicators explicitly measure attitudes or beliefs related to health equity, 
which are central to making health equity a shared vision and value. There is certainly the 
potential to construct indicators through standard techniques for survey development. However, 
attitudes and beliefs are sentiments or opinions that can be monitored through newer analytic 
techniques applied to social media. Sentiment analysis—the application of natural language 
processing, text mining, or computational linguistic tools to determine positive or negative 
affect—is widely used to assess opinions in written texts, including tweets. For example, it has 

                                                            
2 For more information see http://atlantaequityatlas.com/about-maea (accessed December 19, 2016). 
3 For more information see https://livabilityindex.aarp.org (accessed December 19, 2016).  
4 For more information see http://www.diversitydatakids.org (accessed December 19, 2016). 
5 For more information see http://interact.regionalchange.ucdavis.edu/roi (accessed December 19, 2016). 
6 For more information see http://www.vdh.virginia.gov/health-equity/virginia-health-opportunity-index-hoi 
(accessed December 19, 2016).  
7 For more information see http://www.loyno.edu/news/documents/just-south-index-2016.pdf  (accessed December 
19, 2016). 
8 For more information see http://nationalequityatlas.org (accessed December 19, 2016). 
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been used to assess emotions associated with global warming and climate change (Lineman et 
al., 2015) and the moods of patients in online cancer communities (Rodrigues et al., 2016), and it 
has been used in the “Geography of Happiness” in combination with demographics and objective 
characteristics of place (Mitchell et al., 2013). Sentiment analysis tools are increasingly available 
as open sources or built into quantitative (e.g., R) or qualitative (e.g., NVivo) analysis programs. 

In the short-term, there will be a need to determine which existing indicators are most 
relevant for measuring and monitoring progress towards making health equity a shared vision 
and value. Moreover, new indicators are needed. The sentiment analysis of texts such as tweets 
and other social media communication represents a promising approach to capturing changes in 
popular opinions over time. 
 
Increasing Community Capacity to Shape Outcomes 

As part of its culture of health agenda, RWJF developed measures organized by the 
action framework (Chandra et al., 2016). Four of those indicators relate to this report’s focus on 
increasing community capacity to shape outcomes: (1) a sense of community, (2) social support, 
(3) voter participation, and (4) volunteer engagement. The latter two are also present in several 
other data sources. Other aspects of community capacity building are leadership development, 
community organizing, organizational development, and fostering collaborative relations among 
organizations. These may be relevant areas for future measure development. 

Fostering Multi-Sector Collaboration 

RWJF’s culture of health metrics (Chandra et al., 2016) include nine indicators related to 
fostering multi-sector collaboration: local health department collaboration; opportunities to 
improve health for youth at schools; business support for workplace health promotion and 
culture of health; U.S. corporate giving; federal allocations for health investments related to 
nutrition and indoor and outdoor physical activity; community relations and policing; youth 
exposure to advertising for healthy and unhealthy food and beverage products; climate 
adaptation and mitigation; and health in all policies. In addition to the RWJF National Attitudes 
Survey, the indicators reflect several novel data sources including the Nielsen ratings for 
measuring youth exposure to advertising for health and unhealthy food and beverage products 
and community climate action plans for measuring climate adaptation and mitigation. 

Healthier More Equitable Communities in Which Individuals and Families Live, Learn, Work 
and Play 

The measurement of progress towards “healthier more equitable communities in which 
members and families live, learn, work, and play” requires health indicators as well as equity 
indicators, including those related to the social determinants of health. National health indicator 
datasets contain a large variety of indicators for which health disparities exist (see Table B-1 in 
Appendix B for examples of indicators relevant to health equity in public data sources). These 
include indicators related to health behaviors (e.g., smoking, binge drinking), health status (e.g., 
poor mental health days, overall health status), morbidity (e.g., high blood pressure, diabetes), 
and mortality (e.g., premature death, addiction-related death). In addition, a report that RWJF 
commissioned from the Health Enhancement Research Organization proposed five indicators 
related to costs that could be used by collaborations wishing to engage nontraditional partners 
such as business entities: (1) annual end-of-life care expenditures, (2) family health care cost, (3) 
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per capita expenditures on health care, (4) potentially preventable hospitalization rates, and (5) 
social spending relative to health expenditure (May et al., 2016). 

Interactive Tools 

Although lists of indicators are useful in determining what to measure and how it should 
be measured, Web-based interactive tools make datasets more accessible to communities. Box 8-
2 lists a collection of selected interactive tools, and their contents are summarized in Appendix 
B. Moreover, many of the interactive tools allow queries by geographic location, making it easy 
for communities to target their state, county, or neighborhood. In some instances, comparisons 
are made with other similar locations. For example, the CDC’s Community Health Status 
Indicators presents a target county’s data in comparison with “peer” counties and lists the 
indicators in three categories according to quartiles: better, moderate (middle two quartiles), and 
worse than the comparators (CDC, 2015). Other interactive tools display a composite index. The 
AARP Livability Index integrates multiple indicators in areas that are relevant to advancing 
health equity (housing, neighborhood, transportation, environment, health, engagement, and 
opportunity) to create an overall score (AARP Public Policy Institute). 

Some interactive tools are designed explicitly with health equity in mind. For example, 
the National Equity Access provides detailed demographic data as well as indicators in three key 
areas: economic vitality, readiness, and connectedness. In addition, it includes metrics related to 
the economic benefits of racial equity (gross domestic product gains with racial equity, income 
gains with racial equity) (PolicyLink and USC Program for Environmental and Regional Equity, 
2016). Tools such as EJSCREEN (EPA, 2016) and the Food Access Research Atlas (U.S. 
Department of Agriculture’s Economic Research Service) focus on other important social 
determinants of health. While education level is found in many indexes, the Children’s Health 
and Education Mapping Tool explicitly links school population and resources, including school-
based clinics, with health (School-Based Health Alliance). The Diversity Data Kids interactive 
tool includes early childhood education and provides rankings and child opportunities by race 
and ethnicity for states, counties, large cities, and large school districts (Brandeis University). 

Another area of emphasis for interactive tools that is relevant to advancing health equity 
is opportunity indexes. Some indexes are at the state or county level. In contrast, the Virginia 
Health Opportunity Index has dashboards for counties, legislative districts, and health districts, 
thus providing a more local view of indicators to drive or evaluate community action (Virginia 
Department of Health, 2016). 

 
 

BOX 8-2 
Examples of Interactive Tools 

 
AARP Livability Index: https://livabilityindex.aarp.org/categories/neighborhood (accessed 
June 30, 2016) 
 
Children’s Health and Education Mapping Tool: http://www.sbh4all.org/resources/mapping-
tool (accessed June 30, 2016) 
 
Community Health Status Indicators: 
http://wwwn.cdc.gov/CommunityHealth/info/AboutProject (accessed June 30, 2016) 
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Diversity Data Kids dataset: http://www.diversitydatakids.org (accessed June 30, 2016) 
 
EJSCREEN: Environmental Justice Screening and Mapping Tool: 
https://www.epa.gov/ejscreen (accessed June 30, 2016) 
 
Food Access Research Atlas: http://www.ers.usda.gov/data-products/food-access-research-
atlas.aspx (accessed June 30, 2016) 
 
Health Equity Index: http://www.cadh.org/health-equity/health-equity-index.html (accessed 
June 30, 2016) 
 
JustSouth Index: http://www.loyno.edu/jsri/news/inaugural-justsouth-index-2016 
 
National Equity Atlas: http://nationalequityatlas.org (accessed June 30, 2016) 
 
Opportunity Index: http://opportunityindex.org/#4.00/40.00/-97.00 (accessed June 30, 2016) 
 
The Housing and Transportation (H+T®) Affordability Index: http://www.htaindex.org 
(accessed June 30, 2016) 
 
Virginia Health Opportunity Index: 
https://www.vdh.virginia.gov/OMHHE/policyanalysis/virginiahoi.htm (accessed June 30, 
2016) 
 
 

The good news is there are many existing data sources, indicators, and interactive tools 
that can inform community-based solutions. Challenges include the facts that many communities 
may be unaware that such tools exist or may not be well positioned to use them effectively; that 
there is a need for indicators that can ascertain the extent to which health equity is a shared 
vision and value; that there is a persisting dearth of indicators and interactive tools based on 
neighborhood or community level data; and that although some interactive tools allow queries by 
racial or ethnic group, gender, or age, they may not be informative for other groups for which 
health disparities exist, such as incarcerated, formerly incarcerated, and lesbian, gay, bisexual, 
and transgender (LGBT) populations. 
 

Conclusion 8-1: Accessible and community-friendly interactive tools with data and 
metrics specific to individual communities are needed. Such data are critical to raising 
awareness to make health equity a shared vision and value, increasing community 
capacity to design community-based solutions and shape outcomes, and fostering multi-
sector collaboration and the evaluation of solutions. 
• In the short-term there is a need to determine which existing indicators are most 

relevant for measuring and monitoring progress towards making health equity a 
shared vision and value, developing community capacity to shape outcomes, and 
encouraging multi-sector collaboration. 

• Other aspects of community capacity building, including leadership development, 
community organizing, organizational development, and fostering collaborative 
relations among organizations are additional areas for potential indicator 
development. 
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Conclusion 8-2: There are many existing data sources, indicators, and interactive tools 
that are relevant to meeting the information needs that drive community-based solutions; 
however, 
• Many communities may be unaware that such tools exist or lack some of the 

prerequisite skills for their effective use. Furthermore, these tools need to be made 
more user-friendly to facilitate use by community members. 

• Many of the indicators and interactive tools provide data at the national, state, or 
county levels. More tools are needed that provide interactive access to data at the 
neighborhood or community level. 
 

Adopting or Developing Logic Models or Theories of Change 

Engaging communities, developing community interventions, and developing projects 
addressing health equity all deal with very complex issues. To maximize the likelihood of 
success as well as of the potential for learning, those individuals, groups, and organizations 
pursuing such work must create and follow some sort of framework to guide strategies and 
activities. This framework might be a simple as project management, which involves identifying 
activities, specifying timelines, and measuring progress, or can involve more structured 
approaches such as logic models and theories of change. 

Logic models are popular tools in the public health, nonprofit, and other fields. These 
models are frameworks that describe the different components of a program, with the intent that 
the activities that make up a program are matched to the desired outcomes. Logic models 
graphically illustrate program components and usually include inputs, or what resources are used 
by the program; activities, or what the program does in terms of tasks, actions, etc.; outputs, or 
what the activities produce; outcomes, or the changes and benefits of the program in the short, 
medium, and long term; and impact, or the long-term intended change in organization, 
communities, or systems resulting from the program. These frameworks are outcomes focused 
and assume causal links between activities and outcome. Using logic models helps stakeholders 
clearly identify a program’s components and intended results. 

Another popular framework for complex interventions is the theory of change, which is 
specifically ideal for developing interventions to address complex social issues, such as health 
equity. In contrast to the logic model, which progresses from resources to outcomes, a theory of 
change starts by identifying a long-term goal and works backwards to identify the preconditions 
that must be met in order to achieve the goal. Interventions to create the preconditions are 
developed, as well as indicators of the performance of the interventions. Planners explicitly 
explain why the preconditions are necessary in order to achieved short-term objectives and why 
these are necessary to meet the long-term goal; in essence, the narrative concludes that the goal 
cannot be achieved unless the preconditions are met. Theories of change link outcomes and 
activities to explain how and why the desired change is expected to come about. Theories of 
change are dynamic and can be refined based on ongoing evaluation and strategic learning 
information; they provide guidance for stakeholders, support resource planning, and can help 
determine why an intervention worked—or did not. Done correctly, the process depends on the 
inclusion of different perspectives and participants in developing and implementing successful 
interventions. Additional details about specific approaches for change within organizations are 
provided later in this chapter. Box 8-3 highlights the development and application of theories of 
change in the community examples discussed in Chapter 5. 
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BOX 8-3 

Examples of Developing and Applying Theories of Change from Community Examples 
in Chapter 5 

 
In New York City, WE ACT’s model of change is logic model–based and details short-

term, intermediate, and long-term outcomes as well as the ultimate societal change of 
transforming Northern Manhattan into a healthy community (see Figure 5-21). 

In San Antonio, Texas, the Eastside Promise Neighborhood’s theory of change is 
supported by 21 neighborhood goals which include targets set by community members and 
stakeholders to address 10 promises: (1) Children enter kindergarten ready to succeed in 
school, (2) students improve academic performance and are proficient in core subjects, (3) 
students successfully transition from elementary to middle to high school, (4) students 
graduate from high school, (5) students earn a college degree or a job training certification, 
(6) students are healthy and their educational performance improves by accessing aligned 
learning and enrichment activities, (7) students feel safe at school and in their community, (8) 
students live in stable communities, (9) families and community members support learning in 
Promise Neighborhood schools, and (10) students have access to 21st century learning tools. 

In Los Angeles, California, the Magnolia Community Initiative, along with the 
Children’s Council of Los Angeles and First 5 LA, developed a Community Level Change 
Model (Figure 5-15) in which the foundation for achieving family and community-level change 
is relationship-based resident groups. 

 
 

Using Civil Rights Law to Promote Health Equity 
 

Civil rights laws can support community-based solutions to promote health equity and are 
an integral part of the culture of health in the United States. Chapter 6 contains a discussion on 
the broader context of using civil rights law to promote health equity, including background, the 
relationship to federal and state laws, and implementation of the law—including many examples. 
As noted in Chapter 6, the Civil Rights Act of 1964 is an essential tool for addressing health 
disparities. (See below for a few civil rights law examples at the community level, and Box 8-4 
provides an example from Baldwin Hills in Los Angeles County, California of using the Clean 
Water Act for a civil rights, environmental justice and health victory.) Civil rights laws offer 
tools that stakeholders working with public interest attorneys, public health professionals, 
community groups, government agencies, and recipients of federal, state, and local funds can use 
to promote health equity. As noted in Chapter 6, it is important to emphasize that these legal 
tools are not by any means limited to a litigation strategy. Voluntary compliance with civil rights 
laws can be preferable to litigation as a way of achieving equal justice goals. The civil rights 
movement uses many strategies to promote human dignity, equal justice, and just democracy and 
to overcome discrimination.9 

 
 

 

                                                            
9 DOJ Title VI Legal Manual at page II-3 (supporters of Title VI considered it an efficient alternative to ponderous, 
time-consuming, and uncertain litigation) (2016). Available at https://www.justice.gov/crt/fcs/T6manual (accessed 
July 15, 2016); Rodriguez et al. (2014). 
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BOX 8-4 

Baldwin Hills in L.A. County, CA 
 

The battle for clean water justice in the historic African American part of Los Angeles 
shows how attorneys working with the community can be more effective than the community 
acting alone. 

The Baldwin Hills area in Los Angeles County is a center of excellence for African 
Americans in the United States. For decades the black community complained without success 
of noxious sewer odors permeating their neighborhoods and homes, making people nauseated 
and contributing to stress and other health disorders. Baptismal pools backed up with sewer 
water. “The odors smell like rotten eggs and are caused by naturally occurring hydrogen sulfide 
escaping from the sewers” (Garcia and Sivasubramanian, 2012). Finally, in 2001 the U.S. 
Environmental Protection Agency (EPA) partnered in court with community leaders, including 
Concerned Citizens of Southcentral Los Angeles and the Baldwin Hills Home Owners’ 
Association—represented by civil rights attorneys—and a mainstream environmental 
organization. Together they sued the City of Los Angeles to repair the sewer system city wide 
and to eliminate the persistent and offensive odors concentrated in the African American parts 
of town. After the city admitted liability for 3,500 sewer spills, the parties reached a $2 billion 
settlement agreement. It worked. The city and the community continued to work together even 
after the suit ended. Because the Los Angeles sewer system is one of the largest, this work is 
significant to the nation. It was the first time the Clean Water Act was used to address sewage 
odors, which are separate from overflows. It is one of the largest sewage cases in U.S. history, 
according to EPA. 
 
SOURCE: Garcia and Sivasubramanian, 2012. 
 
 
Related Examples of Policies and Actions to Promote Health Equity 
 

Agencies can also promote health equity through broad-based, more equitable 
community engagement. The NPS’s Healthy Parks Healthy People US program was established 
in 2011 to reframe the role of parks and public lands in terms of an emerging health-prevention 
strategy. The program seeks to work with national, state, and local parks as well as businesses, 
new health partners, funding resources, stakeholders, and advocacy organizations to foster and 
build upon the role that parks play in the health of our society (NPS, 2014). The NPS views civic 
engagement as an important part of its work and has created a number of tools, guides, and 
handbooks to promote engagement across diverse communities.10  

Civil rights and health equity can also be promoted through programmatic priorities. For 
example, NPS recognizes that transportation is a significant barrier for many low-income 
communities and communities of color in reaching existing parks and open space. Many families 
do not have cars and do not live near efficient and reliable public transit that provides access to 
regional parks (NPS, 2015). Similarly, the NPS Every Kid in a Park provides every fourth grader 
in the nation and their families with a free pass to the national parks. NPS is providing 

                                                            
10 See https://www.nps.gov/civic for tools such as Beyond Outreach Handbook: A Guide to Designing Effective 
Programs to Engage Diverse Communities; Learning to Make Choices for the Future: Strategies for National Parks 
and Other Special Places; and Leading in a Collaborative Environment: Six Case Studies Involving Collaboration 
and Civic Engagement. � 
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transportation grants to schools with a high proportion of low-income students who qualify for 
free or reduced-price meals. In Los Angeles, 1 of 11 target cities in the nation, NPS and the U.S. 
Forest Service are working with the Los Angeles Unified School District, the second largest in 
the nation. Similarly, the Transit to Trails programs in the Los Angeles region provides transit 
and education materials for free, fun, healthy, and educational trips to mountains, beaches, rivers, 
and deserts (The City Project).  

 
Physical Education in Public Schools 

A successful community-based effort to promote health equity through wellness and 
prevention is physical education in public schools. The Institute of Medicine recommends 
monitoring physical education minutes, addressing disparities, improving teacher education, 
making physical education a core subject, and addressing physical activity in the whole school 
environment (IOM, 2013). Failure to provide physical education may adversely impact health 
outcomes as well as academic achievement. According to studies, physical education can have a 
neutral or positive effect on testing (Basch, 2011a; Diamant et al., 2011; HHS, 2002); cognitive 
function may be linked positively with physical activity among low-income and minority 
students in elementary and middle school (Efrat, 2011); physical education may be associated 
with reduced overweight or obesity, lower blood pressure, and improved bone health (Basch, 
2011b); and physical education is an important component in the fight against obesity and other 
related chronic conditions (Diamant et al., 2011; Springer et al., 2009) The Los Angeles County 
Department of Public Health publishes a physical education model action plan (MAP) and a tool 
kit to support community action for compliance with physical education and civil rights 
requirements in public schools (LA County Department of Public Health, 2015). The Los 
Angeles Unified School District adopted a plan to comply with physical education and civil 
rights requirements in 2008 (LaFleur et al., 2013). 

A 2016 University of Southern California study analyzed physical education and physical 
fitness in almost 900 California public school districts. According to the report, there are 
significant racial and ethnic, economic, and achievement indicators that affect student fitness 
across all districts. The California Education Code mandates that all public schools both provide 
physical education for students and assess students’ physical fitness annually through the 
Fitnessgram standardized test. Yet many schools fail to meet physical education requirements, 
and less than half of all assessed students demonstrate full physical health. The major findings of 
the study include 

 
• Fitnessgram passing rates differed significantly based on race and ethnicity. 
• Asian students had the highest average passing rate, at 31 percent, followed by non-

Hispanic white students, at 34 percent. Students identifying as “other” had an 
average passing rate of 29 percent. Black students had a Fitnessgram passing rate of 
22 percent. Hispanic students had the lowest passing rates, at 26 percent. However, 
black students had the highest percentage of poor scores, with nearly 400 districts 
reporting an overall passing rate of 10 percent or less among this racial group. 

• School districts with more low-income students (eligible for free or reduced price 
meals) tend to have lower Fitnessgram passing rates. 

• Districts with higher API (academic performance index) scores tend to have higher 
Fitnessgram passing rates (Green et al., 2015).  
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According to the California Court of Appeal, the state Education Code requires an 
average of 20 minutes of physical education per day in elementary schools, and parents and 
students have the right to sue a school district for not complying with that law. Half the public 
school districts audited in California from 2005 to 2009 did not comply with the minutes 
requirements (Lafleur et al., 2013). According to a 2013 study, 83 percent of elementary schools 
in San Francisco reported that they met the minutes requirements, but when the schools were 
monitored on site, only 5 percent met the requirements (Thompson, 2013). Districts that did not 
comply had a higher percentage of black and Latino students than districts that did, according to 
a separate study (Rodriguez et al., 2014; Sanchez-Vaznaugh et al., 2012). 

The shared use of parks, schools, and pools can help address the lack of places for 
healthy active living in undeserved communities. In recent years the Los Angeles Unified School 
District has raised $27 billion for new school construction and modernization. The school district 
has built more than 130 new schools, modernized hundreds more, cleaned up acres of polluted 
brown fields, and made the future brighter for generations of students.11 

Schools and parks can combine education materials on ethnic studies on places and 
people with studies of STEM (science, technology, engineering, and mathematics) subjects to 
make health and environmental quality and justice personal to students. According to a recent 
study from Stanford University, ethnic studies programs improve grade point averages across all 
subjects, increase school attendance, and increase courses taken (Dee and Penner, 2016). 

There are national and community resources available for communities seeking help with 
civil rights issues. Community organizations are discussed throughout this report. National 
resources include the NAACP Legal Defense & Educational Fund, Inc., which works on racial 
and ethnic justice (NAACP LDF). The American Bar Association lists many pro bono programs 
(ABA, 2009). The University of California at Los Angeles (UCLA) Civil Rights Project website 
houses many resources, including community tools for education, transportation, and housing 
(UCLA, 2016). The Human Rights Campaign is the largest civil rights organization with the goal 
of achieving LGBT equality (Human Rights Campaign, 2016). NOW, the National Organization 
for Women, is dedicated to women’s rights (NOW, 2016). 

 
Medical–Legal Partnerships 

In contrast to civil legal aid organizations that provide assistance to community members 
on issues that affect health through a justice-driven framework, medical–legal partnerships 
operate through a public health framework that includes the social determinants of health and 
values population outcomes as well as individual outcomes. Formally established in the early 
1990s, medical–legal partnership is defined as “an approach to health that integrates the expertise 
of health care, public health and legal professionals, and staff to address and prevent health-
harming social and legal needs for patients, clinics and populations. By partnering together, 
health care, public health, and legal institutions transform the health care system’s response to 
social determinants of health” (National Center for Medical–Legal Partnership, 2014b, p. 2). The 
National Center for Medical–Legal Partnership reports the participants in U.S. medical–legal 
partnerships to be 155 hospitals, 139 health centers, 34 health schools, 52 law schools, 126 legal 
aid agencies, and 64 pro bono partners (National Center for Medical–Legal Partnership). The 
legal care provided by medical–legal partnerships focuses on social, financial, or environmental 

                                                            
11 The City Project, http://www.cityprojectca.org/quality-education-physical-education-and-shared-use#summary 
(accessed July 8, 2016). 
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problems that have a deleterious impact on a person’s health and can be addressed through civil 
legal aid, and it is distinctive from that of civil legal aid organizations in five key ways (National 
Center for Medical–Legal Partnership, 2014b). 

First, medical–legal partnerships train health care team members and often health 
professional students to recognize health-harming civil legal needs. The training can take the 
form of specialized training for medical champions, (Pettignano et al., 2014) social workers 
(University of Colorado Law School), or family specialists (Sege et al., 2015) or broader training 
for a group of physicians and nurse practitioners in a particular clinical setting (Taylor et al., 
2015). Sometimes, the medical–partnership includes a law school as well as community-based 
legal aid services, thus affording the opportunity for collaborative interprofessional training of 
law, medical, nursing, social work, and other types of students. For example, through a service 
learning project, law and medical students at Florida International University partnered with 
community members and Florida Legal Services to collect patient narratives, disseminate 
information on Medicaid expansion to community members, and present patient stories to state 
lawmakers (Martinez et al., 2016). 

Second, medical–legal partnerships support screening patients for health-harming civil 
legal needs. Increasingly, this is done through formal checklists that screen for the breadth of 
civil legal needs rather than a single high-priority need (Pettignano et al., 2013; Taylor et al., 
2015). In some instances, computer-based clinical decision support has been used to screen for 
health-harming legal and social needs as well as to improve the delivery of appropriate physician 
counseling and to streamline access to legal and social service professionals when non-
medical remedies are required (Gilbert and Downs, 2015). 

Third, legal professionals and others with specialized training provide triage, 
consultation, and legal representation services for patients—most typically onsite. The Health 
Law Partnership comprising three community partners—Childrens’ Healthcare of Atlanta, the 
Atlanta Legal Aid Society, and the Georgia State University College of Law—has attorneys in 
hospitals and clinics, and weekly interprofessional case conferences support triage of potential 
cases into those that require legal representation versus other types of services (Pettignano et al., 
2014). Through the Colorado Health Equity Project, case management teams (physician, 
attorney, and social worker or behavior health specialist) provide onsite services to the Salud 
Family Health Center in Commerce City and the Colorado Center for Refugee Health 
(University of Colorado Law School). 

Fourth, changes to clinical or health care institution policy are made jointly by health care 
or legal professionals or both to treat and prevent health-harming legal needs. The Medical–
Legal Partnership at Legal Aid of Western Missouri reported on the role of advocacy in 
occasioning community and organizational change in a medical–legal partnership (National 
Center for Medical–Legal Partnership, 2014a). Partners included a pediatric hospital, a federally 
qualified health center, and a nonprofit social service organization focused on youth living in 
poverty. During a 3-year period, 158 advocacy efforts targeted 11 community sectors (e.g., civic 
groups, government, housing, education), resulting in multiple changes including a community 
advisory board at the pediatric hospital and the establishment of a medical–legal partnership at a 
federally funded health care organization. 

Fifth, health care or legal professionals or both jointly advance changes to local, state, 
and federal policies and regulations to improve population health. For example, to decrease 
injuries in motor vehicle accidents for children after they are too big for baby car seats, the 
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Atlanta-based Health Law Partnership12 drafted state legislation to mandate that booster seats be 
used with seat belts for children under 8 years old. The key partners were Georgia State 
University students in a health legislation and advocacy course who identified and researched the 
problem, assessed political will, and drafted the legislation and the government affairs staff of 
Childrens’ Healthcare, who found sponsors. The bill was subsequently signed into law. 

Given the vulnerability of children, especially those with chronic disease to environments 
with inadequate heat, cooling, and light, children’s health has been a particularly fertile area for 
the implementation of medical–legal partnerships. Consequently, a number of medical–legal 
partnerships have targeted energy insecurity and demonstrated positive effects in preventing 
utility shutoffs. For example, the PhilaKids medical–legal partnership implemented a multi-
faceted intervention that included the training of health care staff, the implementation of a needs 
screener, and the development of consensus criteria for certification of medical need approvals 
for stable utilities (Taylor et al., 2015). During a 1-year period, this process increased the 
certification of medical need approvals by 65 percent, preventing utility shut-offs for 396 
families with vulnerable children. Another study focused on children with asthma in Atlanta and 
demonstrated both financial and non-financial outcomes. Over 7 years, half of the non-financial 
outcomes achieved were in the area of housing (e.g., protection from foreclosure, improved 
housing, and obtained or retained housing) and utilities (Pettignano et al., 2013). Recently, some 
authors have advocated for better integration of palliative medicine and medical–legal 
partnerships to address issues across the life course (Hallarman et al., 2014). 

Medical–legal partnerships are growing and are currently present in all 50 states and the 
District of Columbia (National Center for Medical–Legal Partnership). Evidence, including the 
examples provided here, suggest that medical–legal partnerships play an important role in 
addressing the social determinants of health and are a relevant community-based solution for 
advancing health equity. 
 

Using Health Impact Assessments to Understand Policy Implications 
 

Health impact assessment (HIA) is a tool for analyzing the health effects of proposed 
programs, policies, and projects. The assessment process uses data and input from local 
stakeholders to understand the often overlooked benefits and consequences of a given proposal. 
HIA relies on the premise that most policy and programs will inevitably affect population health 
in some way and that it is better to understand those outcomes before final decisions are made. 
Recommendations to change a proposal based on HIA results can help improve health outcomes. 
To date, public health practitioners have conducted HIAs in a variety of policy areas including, 
but not limited to, transportation, housing, land use, criminal justice, and development 
(NACCHO, 2016; The Pew Charitable Trusts, 2016). 

Since the early 2000s, when HIA was first used as a tool, the practice has become 
increasing prominent as a method to apply a health context to policy decisions. At a 2002 
meeting hosted by the CDC focused on the built environment’s effect on health, workshop 
participants identified HIA as a promising approach (Kemm, 2013). To date, more than 240 
HIAs have been conducted within the United States, and there is movement to make the practice 
more widespread (Ross et al., 2014). The Whitehouse Task Force on Childhood Obesity, Health 
and Human Services Healthy People 2020 Policy, and CDC’s Transportation and Healthy Policy 
all advocate for the use of HIA (Kemm, 2013). 
                                                            
12 For more information see https://healthlawpartnership.org (accessed December 20, 2016). 
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A health impact assessment remains an optional tool for policy analysis, unlike 
environmental impact assessments, which can be required on federally funded or licensed 
projects (Ross et al., 2014). The Massachusetts legislature emerged as one of the few bodies 
mandating HIAs when it passed the Healthy Transportation Compact in 2009, which requires 
state agencies to “institute a health impact assessment for use by planners, transportation 
administrators, public health administrators, and developers.”13 Due to HIA’s noncompulsory 
status, regulations guiding the practice do not exist. Practitioners are awarded much flexibility, 
and the resultant reports vary in content, methodology, messaging, and audience. 

In 2007, a group of business and community leaders from North Omaha, Nebraska 
formed a coalition to return the neighborhood to its former glory (CDC, 2013). The plan 
included improving Adams Park, a 68-acre green space next to the Malcolm X birth site. The 
Douglas County Health Department (DCHD) led the HIA with its partners, the African 
American Empowerment Network and the North Omaha Neighborhood Alliance. They collected 
and analyzed data on health, demographics, food access, crime, traffic crashes, and land use and 
interviewed experts and reviewed scientific research to understand how changes in Adams Park 
could impact health. The HIA showed that the Adams Park plan could greatly improve health in 
North Omaha in multiple ways: (1) provide greater access to affordable fruits and vegetables; (2) 
create space for social interaction and exercise; (3) increase physical activity levels; and (4) raise 
property values and reduce crime within quarter mile span. See Box 8-5 for an example of a 
community-driven health impact assessment of a rezoning proposal. 

To make conducting a health impact assessment more accessible and to increase the 
number of practitioners, members of the HIA community have begun to publish guidelines. A 
methodology including six main stages—screening, scoping, recommendations, assessment, 
recommendations, reporting and monitoring and evaluation—is often considered common 
practice and a useful way for approaching the HIA process. Recently, 12 equity metrics related 
to four HIA outcomes have been proposed (Heller et al., 2014): 
 

1. The HIA process and product focused on equity: (1) the proposal analyzed in the HIA 
was identified by or relevant to communities facing inequities; (2) the HIA scope—
including goals, research questions, and methods—clearly addresses equity; (3) the 
distribution of health and equity impacts across the population was analyzed (e.g., 
existing conditions, impacts on specific populations predicted to address inequities; 
the HIA utilized community knowledge and experience as evidence); (4) the 
recommendations focus on impacts to communities facing inequities and are 
responsive to community concerns; (5) the findings and recommendations are 
disseminated in and by communities facing inequities using a range of culturally and 
linguistically appropriate media and platforms; and (6) the monitoring and evaluation 
plan included clear goals to monitor equity impacts over time and an accountability 
mechanism (i.e., accountability triggers, actions, and responsible parties) to address 
adverse impacts that may arise. 

2. The HIA process built the capacity and ability of communities facing health 
inequities to engage in future HIA and in decision making more generally: (1) 
communities facing inequities lead or are meaningfully involved in each step of the 
HIA; and (2) as a result of the HIA, communities facing inequities have increased 

                                                            
13 The 189th General Court of the Commonwealth of Massachusetts. 2009. Chapter 25. An Act Modernizing the 
Transportation Systems of the Commonwealth. 
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knowledge and awareness of decision-making processes and have attained greater 
capacity to influence decision-making processes, including the ability to plan, 
organize, fundraise, and take action within the decision-making context. 

3. The HIA resulted in a shift in power benefiting communities facing inequities: (1) 
communities that face inequities have increased influence over decisions, policies, 
partnerships, institutions, and systems that affect their lives; and (2) government and 
institutions are more transparent, inclusive, responsive, and collaborative.  

4. The HIA contributed to changes that reduced health inequities and inequities in the 
social and environmental determinants of health: (1) the HIA influenced the societal 
and environmental determinants of health within the community and a decreased 
differential in these determinants between communities facing inequities and other 
communities; and (2) the HIA influenced physical, mental, and social health issues 
within the community and a decreased differential in these outcomes between 
communities facing inequities and other communities. 

 
 

BOX 8-5 
Health Impact Assessment of the Housing Component of the East Harlem 

Neighborhood Plan 
 

Gentrification and decreased amounts of affordable housing are a concern in East 
Harlem, and the East Harlem Neighborhood Plan (EHNP) was created to mitigate the 
potential effects of a rezoning proposal (See Box 6-1). The New York Academy of Medicine 
conducted an HIA of the housing component of the EHNP to inform future decisions made by 
Community Board 11, the EHNP Steering Committee, the Department of City Planning, and 
the City Council as specific proposals for zoning changes and new development emerge in 
East Harlem. 

Key findings of the HIA highlight social determinants of health and include 
 

• Health: higher rates of chronic disease than other Manhattan residents; the major 
health concerns identified by the community include hypertension, diabetes, 
asthma, infant mortality, mental health, and violence 

• Housing affordability and displacement: more than half of East Harlem residents 
are rent-burdened or severely rent-burdened; East Harlem is losing nearly 300 
rent-controlled or rent-stabilized units per year 

• Mixed-income development and increased density: mixed-income development 
could address health disparities through the provision of new, well maintained 
housing which could offset the potential effects of increased density 

• Increased commercial activity or manufacturing in the neighborhood: the great 
need for increased economic opportunity that would come from increased 
commercial activity is expected to counterbalance negative health outcomes; it 
could potentially have a positive effect through increase in job opportunities and 
increased social cohesion 

• New development on New York City Housing Authority (NYCHA) property: it could 
provide revenue to maintain existing housing as well as create the opportunity for 
more affordable housing 

 
Conclusion: Creating more affordable housing, increased neighborhood amenities, and better 
maintenance of NYCHA housing could result in improved health outcomes. 
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Selected strategies to maximize health promoting potential and reduce the potential 
health risks of the EHNP zoning and affordable housing recommendations include, among 
others: 
 

• Reduce the risk of displacement and provide new, affordable housing options for 
existing East Harlem residents by striving to include the 25 percent affordable 
housing set-aside at 60 percent Area Median Income (AMI) with 20 percent 
required at 40 percent AMI and the additional option of 20 percent units at 40 
percent AMI in all developments 

• Focus efforts and available funding on improving the indoor environmental 
conditions of existing housing stock 

• Mitigate potential negative health outcomes of commercial development: provide 
technical assistance programs for small employers on health benefits, develop a 
business improvement district, or provide capacity-building support to existing 
merchant associations and neighborhood chambers of commerce 

• Monitoring and evaluation: augment regular monitoring of health outcomes with 
measures such as residential mobility, population density, ethnic diversity, 
changes in rent-stabilized housing, and investments in neighborhood 
improvements (Realmuto et al., 2016). 

 
 

Funding Mechanisms for Communities 

Regardless of the intended impact and the process of development and implementation of 
any community interventions to achieve health equity, a key element is identifying the necessary 
fiscal resources for the project or program. Funding for community interventions can be 
described in terms of sources and mechanisms or strategies. Potential sources include federal, 
state, and local governmental agencies; business and other private sector sources; and 
foundations or individual (or group) philanthropy. Mechanisms and strategies include grants, 
endowments and trusts, braided funding, leveraging or shared funding, investments including 
social impact bonds and program-related investments or other low-interest loan programs or sub-
market investments, and public–private partnerships. Community collaboratives working on 
health equity benefit from knowing the potential sources of funding and from using different 
strategies to diversify their revenue mix in order to bring more resources to bear and to increase 
the likelihood of success and sustainability. 

Government funding sources are particularly attractive because, in general, they tend to 
be available for longer durations and can be quite substantial and even entirely sufficient for the 
development, implementation, and long-term sustainability of a program. Agencies have a broad 
set of potential funding mechanisms, including direct program or project funding, such as 
Medicaid and the U.S. Department of Housing and Urban Development (HUD) project grants, 
specific grant programs such as community development block grants, low or below-market 
interest loan programs such as the Federal Student Aid program, credit assistance such as 
provided by the Transportation Infrastructure Finance and Innovation Act (TIFIA), use fees such 
as tolls, directly allocated taxes such as the federal gasoline tax, and subsidies such as HUD 
tenant and project-based assistance programs and public housing operating subsidies. Agencies 
can also pursue public–private partnerships where community services are financed by the 
government and provided by private agencies. 
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Many of the examples in Chapter 5 illustrate government as a source funding for their 
initiatives. Both the Dudley Street Initiative and the East Promise Neighborhood received 
Promise Neighborhood funding from the U.S. Department of Education through planning and 
implementation grants. In addition, Dudley Neighbors, Inc., as a certified state community 
development corporation, secured $100,000 in community tax investment credits. As a federally 
qualified health center (FQHC), Delta Health Center receives funding from the Health Resources 
and Services Administration Health Center Program through the Health Center Program Statute 
of the Public Health Service Act. Mandela MarketPlace has received essential funding support 
from the U.S. Department of Agriculture, specifically from its Agricultural Marketing Service 
agency, the Food Insecurity Nutrition Incentive program, the Risk Management Agency, and the 
Healthy Food Financing Initiative.14 The Sustainable Neighborhoods Program of the People for 
Sustainable Housing (PUSH) was awarded a state grant to develop affordable housing units. In 
one example of city-level funding, during the first year of the Blueprint for Action the city 
budget adopted by the Minneapolis mayor included $175,000 to support implementation. 

The private sector is another potential funding source. Traditional mechanisms include 
corporate philanthropy, either voluntary or in response to regulated community benefit spending 
in support of a business’s nonprofit status, such as that required of nonprofit hospitals under the 
Affordable Care Act. In order to sustain its work, the Indianapolis Congregation Action Network 
(IndyCAN) raises funds from corporations as well as others. The Dudley Street Neighborhood 
Initiative’s membership includes local businesses. Among Mandela MarketPlace’s partners is 
Mercury LLC, an advertising and marketing firm. A new and innovative mechanism is the social 
impact bond, with which private sector investments pay for improved social outcomes that result 
in private sector savings; these bonds are repaid contingent on attaining certain social outcomes. 
An example is the Denver Permanent Supportive Housing Social Impact Bond Initiative, which 
would decrease the cost associated with acute services for heavy-utilizing homeless persons by 
providing housing and on-site support services. 

Philanthropy, often called the “third sector,” is another important source for funding for 
community interventions. Foundations have an advantage in terms of having greater flexibility to 
be more innovative and take greater risks than governmental agencies. Depending on the 
foundation, funding can be quite flexible, including providing “general operating support” which 
gives the grantee decision making concerning how best to bring resources to bear in addressing 
an issue. Foundation funding also presents challenges: compared to government sources, the total 
amount of dollars available is less. Projects much be aligned with the unique mission and vision 
of the foundation. Foundations are unlikely to be a source of sustainable funding over time, as 
foundation boards tend to be interested in moving on to new, innovative projects that promote 
their mission. And despite the ability to be flexible and innovative, foundations can be as risk-
adverse and as proscriptive as any public agency—sometimes even more so. There are many 
types of foundations, with different sources of funding and different regulatory requirements, 
including private foundations, family foundations, community foundations, and corporate 
foundations, and each has myriad approaches to grant making. A relatively new foundation 
mechanism that has been used to support community health equity interventions is the program-
related investment, whereby a foundation makes a below market loan or investment, such as in 
an affordable housing project, and any return on investment becomes a source for future grant-
making. 

                                                            
14 The Healthy Food Financing Initiative is operated jointly by the U.S. Department of Agriculture, the U.S. 
Department of Health and Human Services, and the U.S. Department of the Treasury. 
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Foundations have been a prominent source of funding for the case examples in Chapter 5. 
For example, the Dudley Street Neighborhood Initiative was founded with assistance from the 
Boston-based Mabel Louise Riley Foundation. Delta Health Care’s state and federal funding has 
been supplemented by the W.K. Kellogg Foundation. WE ACT’s development of the Northern 
Manhattan Climate Action Plan was supported through a $100,000 grant from The Kresge 
Foundation. The Magnolia Community Initiative recently received a $2 million collaborative gift 
from the Doris Duke Charitable Foundation and Tikum Olam Foundation. Thunder Valley CDC 
has secured funding from multiple foundations, including the Northwest Area Foundation, Doris 
17 Duke Charitable Foundation, Surdna Foundation, Novo Foundation, and W.K. Kellogg 
Foundation.  

Community collaborations that are developing funding for a program or project will 
benefit from being aware of all potential funding sources. An affordable housing project might 
rely on more than a half-dozen different sources, including private sources such as traditional 
loans, government sources such as community development funds, and philanthropic loans from 
foundations and individuals. All of the case examples in Chapter 5 relied on a diversity of 
funding sources to develop, implement, and maintain their activities. In many instances there was 
substantial governmental as well as philanthropic funding. There are financing strategies 
available to community organizations themselves, such as school districts and local public health 
agencies, such as “braided” or “blended” funding, which refers to pooling funding from separate 
funding streams, usually created with different priorities but with enough flexibility and overlap 
to permit supporting a single intervention (Clary and Riley, 2016). A common strategy in 
attracting philanthropic funding is “leveraging,” whereby the investment from one foundation is 
used to attract additional grants from others. This also has the advantage of creating additional 
stakeholders and may translate to better chances of program sustainability as the ongoing costs 
are shared among a group of interested organizations. 

In summary, an awareness of potential sources and creativity in financing are important 
in developing the resources required for community interventions. While sustainability is most 
often the intent of projects and programs, communities should also be aware of the value of other 
enduring products that can come from interventions. Policy changes, for example, can endure 
and affect the health of a community for a long time. Leadership and collaborative relationships 
endure and can be repurposed to address new community issues. New knowledge of what works 
and what does not work is a key enduring product from any intervention. And, of course, the 
direct benefit to individuals affected by the intervention can be lifelong. 

The following sections discuss the tools available to communities based on the three 
elements in the committee’s  conceptual model: (1) making health equity a shared vision and 
value, (2) building community capacity to act, and (3) fostering multi-sector collaboration. The 
chapter then ends with examples of community toolkits that are readily available to communities 
that incorporate many of the tools outlined in this chapter. 
 

MAKING HEALTH EQUITY A SHARED VISION AND VALUE 
 

General Principles 
Multiple approaches to making health equity a shared vision and value through 

community-based solutions share three characteristics: 
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• A shared sense of urgency about the issue to be addressed and the need for a 
community-based solution (Hanleybrown et al., 2012). 

• Clearly stated shared purpose and values. This may include a commitment to 
collective impact, which is described later in this chapter and in (Public Health 
Agency of Canada, 2016). 

• A champion. An effective champion is trusted, respected, non-partisan, and works 
effectively with political leaders; is strongly committed to the determinants of health 
philosophy; and welcomes, encourages, and successfully brokers multiple and 
varying perspectives to shape a health equity agenda (Public Health Agency of 
Canada, 2016). 

A shared vision, which is aligned with a clearly stated purpose and values and fueled by a 
sense of urgency, was highlighted in the examples in Chapter 5. Community-level data 
regarding the social determinants of health were essential in establishing a sense of purpose to 
facilitate a shared vision among all partners. In some instances, the shared vision targeted youth 
and families. For example, a shared vision of improved outcomes among children and families 
binds the Magnolia Community Initiative network of more than 70 government and private 
sector partner organizations. Driven by public safety concerns, Blueprint for Action was 
motivated by a shared vision of a unified city in which all youth are safe and able to thrive 
(Blueprint for Action, 2013). The Dudley Street Neighborhood Initiative has cultivated a shared 
vision among residents, families, local organizations, and local businesses regarding their 
power to achieve a healthier and more vibrant community. IndyCAN’s main platform, 
Opportunity for All, is based on a shared vision that every person should have equal 
opportunity to access the conditions and resources to achieve racial and economic equity. WE 
ACT has nurtured a shared vision of improved health in Northern Manhattan through its 
environmental justice and climate activities. 

The role of a champion or a group of champions was illustrated throughout the case 
studies. A prominent example of an individual champion was Jack Geiger’s role at both the 
policy level to advocate to the Office of Equal Opportunity for the concept of neighborhood 
health centers and later as project director of the Delta Health Center, the first FQHC. In 
contrast, the leaders who convened to develop the Blueprint for Action represented multiple 
champions from law enforcement, juvenile supervision, public health, youth programs, 
education, social services, faith communities, neighborhoods, and city and county government. 
 

Public Will Building 
Public will building differs in a number of ways from other approaches to making 

health equity a shared vision and value in that it is an explicit communication approach that 
“builds public support for social change by integrating grassroots outreach methods with 
traditional mass media tools in a process that connects an issue to the existing, closely held 
values of individuals and groups” (Metropolitan Group, 2009). In contrast to public opinion–
based campaigns, which often target a short-term goal, public will–based approaches focus on 
long-term change building over time using four principles: (1) connecting through closely held 
core values rather than trying to change values; (2) respecting cultural context, including the 
dynamics of power, language, relationships, values, traditions, worldview, and decision 
making; (3) including target audiences in development and testing of key strategies and 
methods to ensure authenticity, clarity of message, and credibility of messengers; and (4) 
integrating grassroots and traditional communication methods. While not explicitly reflected in 
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the Chapter 5 case studies, public will–based approaches have been applied to multiple topics 
including the arts, behaviors that influence the outcomes of children and families (Leiderman et 
al., 2000), and out-of-school programs (Padgette et al., 2010). An example of the last is 
summarized in Box 8-6. 

 
INCREASING COMMUNITY CAPACITY TO SHAPE HEALTH OUTCOMES 

 
Successful and sustainable community interventions require the engagement of 

individuals and leaders from multiple sectors, not the least of which are the affected individuals 
in the community and the organizations that are perhaps closest to the affected population. In 
many instances, these individuals and grassroots organizations have less power, experience, and 
capacity to represent the unique goals and needs of the population that health equity 
interventions are meant to address. Community capacity refers to the ability of community 
members to make a difference over time and across different issues (Work Group for 
Community Health and Development, 2016b).  

 
Capacity building enables an organization to be more effective in pursuing its mission, 

vision, and goals; to be sustainable; and to grow as needs require. Skill building includes such 
areas as basic business planning and practices, communication tools and strategies, strategic 
planning, grant writing, and fundraising. Capacity building is a key element of sustainability. 
Strengthening the community capacity to develop, implement, and sustain successful 

 
BOX 8-6 

 Strengthening Partnerships and Building Public Will for Out-of-School Time 
Programs: A Municipal Leadership Example 

 
With funding from the Wallace Foundation, the National League of Cities Institute for 

Youth, Education, and Families developed a strategy guide for municipalities to promote 
out-of-school time programs. Such programs aim to keep children and youth engaged and 
safe during the hours between the end of school and the end of parental workdays. Public 
will building is often used in conjunction with other approaches, and the guide integrates 
strategies in three areas: 

 
• Engage and involve a broad set of partners to take full advantage of all 

community resources 
• Keep out-of-school time on the public agenda 
• Lead efforts by city, school, and community leaders to establish a common set of 

outcomes and a shared vision for out-of-school time 
 
Specific strategies for building public will for municipal leadership include 
 

• Using their “bully pulpit” to highlight needs and increase public awareness 
• Aligning efforts with other important priorities 
• Developing a coordinated approach and communications plan 
• Using high-profile events (e.g., state of the city) to sustain public attention 
• Seeking authentic community input on a regular basis (Padgette et al., 2010) 
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interventions depends on specific strategies, which include leadership development, community 
organizing, supporting the relationships between organizations necessary for collaboration, and 
organizational development (Chaskin, 1999). 

 
Capacity Building for Leadership Development 

Capacity building in regards to leadership development at the individual level includes 
building the skill sets that committed participants need to take a key role in representing the 
interests of their community and enhancing their effectiveness in helping shape intervention 
elements that respond to the specific community member needs. Leadership development, which 
usually includes specific skill building around communication and presentation skills as well as 
specific knowledge transfer and often project development, also creates lasting change for those 
individuals who engage in training. 

Leadership development has different components within organizations. ISAIAH, located 
in Minneapolis, is a vehicle for congregations, clergy, and people of faith to act collectively and 
powerfully towards racial and economic equity in the state of Minnesota. ISAIAH’s mechanisms 
of change include three components (IOM, 2015a). The first component is grassroots leadership 
development. The second component builds upon the first: democratic, accountable, sustainable, 
community-driven organizations, whose participants are “exercising democracy with each other” 
(IOM, 2014). The third component of community organizing emphasizes the power or the ability 
to act in change. In an IOM workshop, ISAIAH’s Doran Schrantz explained, “Differentials in 
power do not change because somebody else who has more power gives it to you. Differentials 
in power change because you take ownership and collective and community responsibility for 
negotiating for the power and the resources you need. When that power structure is in place, that 
is when change happens” (IOM, 2014, p. 50). 

Leadership development is an essential strategy emphasized in the community examples 
in Chapter 5. The Dudley Street Neighborhood Initiative offers internship programs to develop 
leadership capacity and provide career opportunities for talented youth in order to create the next 
generation of community leaders. Mandela Foods Cooperative has supported youth leadership 
development through the West Oakland Youth Standing Empowered program and also enabled 
employee leadership development through pathways from employment to ownership. WE ACT 
offers an 11-week environmental health and justice leadership training program to educate 
community members about the environmental health issues confronting their northern Manhattan 
neighborhoods. WE ACT recently adapted its leadership training model for high school students 
in collaboration with academic partners and also offers the Climate Change and Health Fellows 
program aimed at fostering climate literacy. Another example is Magnolia Community 
Initiatives’ Belong Campaign,15 which is building social connections and creating leaders 
(“neighborhood ambassadors”) who can help connect residents to the resources available in the 
community. Box 8-7 outlines a multi-step leadership development plan. 
 
 
 
 
 
 

                                                            
15 For more information see https://www.youtube.com/watch?v=CUEtCD_I9iU (accessed October 21, 2016). 
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BOX 8-7 

Multi-Step Leadership Development Plan: An Organizational Perspective 
 

One tool for leadership development is a multi-step leadership development plan. 
From the perspective of an existing leader wishing to develop others, these include 

 
• Envisioning your leadership team (e.g., the number, skills, being representative of 

community, having a commitment to goals of organization) 
• Assessing current personnel (e.g., staff, members, volunteers) as compared to an 

ideal leadership team, and set goals with actions and timelines to address areas of 
need for the group (e.g., working as a team, awareness of diversity) 

• Selecting methods for developing leaders, including things that existing leaders 
can do personally (e.g., model good leadership, teach as you lead, expect 
individuals to act like leaders, invest in each person, mentor) or structures that can 
be put in place (e.g., exchange programs with other organizations, orientations, 
workshops and training sessions, retreats, leadership groups) 

• Setting leadership development goals for individuals in the context of what 
leadership skills are needed in the organization and the individuals best suited to 
learn those skills and write individual leadership development plans with each 

• Recruiting new members and volunteers to lead to bring new ideas and challenge 
existing assumptions and ideas 

• Continuing to develop as a leader through an individual development plan (Work 
Group for Community Health and Development, 2016c) 
 

 
Capacity Building for Community Organizing 

 
Community organizing through local outreach brings together individuals with shared 

interests and gives voice and power to individuals who traditionally are excluded and 
marginalized. Organizing can use grassroots approaches, often recruiting through one-on-one 
outreach interactions; faith-based or congregation-based organizing, which works more at 
building networks of groups and institutions; and broad-based organizing which may include 
secular, faith-based, and individual groups. Community organizing gives planners access to 
specific insights into what interventions are critical (and which are not) and increases the power 
and voice of community members in decision-making settings. 

Community organizing may take different forms. In a seminal publication, Rothman 
characterized three models of practice: social planning, social action, and locality development 
(Rothman, 1996). Importantly for sustainability, the relationships created by community 
organizing often last longer than the lifespan of a program or project. 

Social planning uses information and analysis to address substantive community issues 
and helps build agreement on common results. HIAs are one approach to social planning. 
Another strategy is the use of the variety of data sources described earlier in this chapter to 
characterize a particular issue. 

Social action involves efforts to increase the power and resources of low-income or 
relatively powerless or marginalized people. This may include the use of political action or of 
disruptive events such as lawsuits, sit-ins, or boycotts to draw attention and focus to their 
concerns by those in power. IndyCAN’s Ticket to Opportunity field program mobilizes 
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marginalized voters of color through large-scale voter engagement to build a sustained capacity 
for transit equity. Community residents are also taught to use the tools of democracy to improve 
their communities. 

Locality development is the process of reaching group consensus about common 
concerns and collaborating in problem solving. The Promise Neighborhoods are an example of 
community organizing with an emphasis on locality development. The Dudley Street 
Neighborhood Initiative and East Promise Neighborhood have received Promise funding, and 
their activities, which are described in Chapter 5, are exemplars of locality development. Another 
example of locality development is the Northside Achievement Zone (NAZ). It exists to 
permanently close the achievement gap and end generational poverty in North Minneapolis, a 
neighborhood with approximately 5,500 children with major educational achievement gaps at 
baseline, including: only 29 percent of entering kindergartners living in North Minneapolis are 
ready to learn, 37 percent of African American youth graduate on time from Minneapolis Public 
Schools, 16 percent of African American youth graduate ready for college, and 13 percent of 
those who attend a public university graduate in 4 years (Northside Achievement Zone) This low 
achievement occurs in the context of other important social determinants of health: 73 percent of 
NAZ families earn $19,000 or less per year, single-parent families represent 51 percent of 
Northside households, 25 percent of North Minneapolis students are homeless or highly mobile, 
and this small area is responsible for the majority of violent crime in Minneapolis. Consequently, 
the program’s community-based solutions are multi-sectoral, not simply focused on education: 
 

• Education: early childhood, K–12, expanded learning, and mentoring 
• Economic development: Emerge Community Development, Twin Cities RISE! 
• Housing: Minneapolis Public Housing Authority, Project for Pride in Living, Urban 

Homeworks 
• Health Care: Visiting Nurse Agency, The Family Partnership, Northpoint Health & 

Wellness Center, Washburn Center for Children 

In reality, community organizing often integrates aspects of multiple models, as reflected 
in multiple examples in Chapter 5 (e.g., the Magnolia Community Initiative) and by Aim4Peace. 
Based in Kansas City, Missouri, Aim4Peace focuses on the neighborhood factors that most often 
contribute to violence, helping those who are considered at highest risk of committing offenses 
due to their living or employment situation. Aim4Peace includes locality development through 
its Life Skills Learning Program that works to prevent school delinquency and drop-outs, 
supporting community actions to keep students in school, Job Readiness Program that helps 
participants prepare for obstacles that can happen when they enter the workforce, and Job Fair 
Initiative that links trainees and local employers. Through Aims4Peace’s Hospital Prevention 
Program, hospital workers respond to gunshot and violence-related trauma situations, intervene 
in conflicts and aim to prevent further violence. Aim4Peace also engages in advocacy, a 
mechanism for social action.  

 
Capacity Building for Organizational Development 

In the United States, fairness is obtained by efforts that begin at the community level. 
Historically, in fact, advances in voting, education, and civil rights all followed from the efforts 
of people working first in specific communities. Some communities are issue-linked. Some are 
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geographic. It was dedicated communities of women across the nation that won women’s right to 
vote. It was the efforts of teenagers in specific counties that set education equity in motion.16 
Communities can be defined many ways, including by geography, ethnicity, faith, race, need, 
age, and even aspiration. 

Though communities vary greatly, successful change efforts are the same in key respects. 
They all involve people working together with a shared vision and commitment to improve some 
aspect of life. Importantly, the actions required to organize a community effort that has lasting 
effects are similar to those needed to restructure a company or institution and to bring a group of 
people together to successfully achieve permanent desired change. Thinking and talking about 
systematic approaches to achieving health equity has several advantages. First, systematic efforts 
are more likely to be successful, and, second, pursuing change in focused orderly ways is more 
likely to attract the support of essential businesses, organized faith, and media communities. 

Achieving change is a process. One well documented process was developed at the 
Harvard Business School by Professor John Kotter. His “eight steps” for leading change have 
been used over the past 30 years to restructure and build successful private companies, public 
institutions, and nonprofit organizations. These steps, which were described from the perspective 
of errors that lead to transformation failures in 1995 (Kotter, 1995) were further delineated in 
1996 in the book Leading Change (Kotter, 1996). The eight steps provide a process for achieving 
desired changes and a foundation for community, business, faith, media, and other sectors to 
communicate effectively with each other to increase health equity in concrete ways. 

Leading Change is the result of studying many thousands of companies and institutions. 
It describes the steps required to change the culture of an organization. The steps are universal in 
the sense that they are not about a single business or institution, but rather they are about human 
behavior and motivation. They apply to corporate, institutional, and even national restructuring 
efforts. The wording of the steps sometimes changes depending on the application, but the 
essential components are constant. 

 
According to Kotter (1996), successful change requires close attention to these steps: 
 
1. Identify the urgency: Leaders need to describe health inequities and the high personal, 

social, political, and economic costs associated with them, in ways that appeal to the 
heads and hearts and use this statement to raise a large, urgent army of volunteers. 

2. Build a guiding coalition: A volunteer army needs a coalition of effective people—
coming from its own ranks—to guide it, coordinate it, and communicate its activities. 

3. Form a strategic vision and initiatives: Strategic initiatives are targeted and 
coordinated activities that, if designed and executed fast enough and well enough, 
will make the vision a reality. 

4. Enlist a volunteer army: Large-scale change can only occur when very significant 
numbers of local, regional, or national citizens amass under a common opportunity 
and drive in the same direction. 

                                                            
16 The April 1951 Farmville, Virginia, high school strike led by teenager Barbara Johns was followed by others in 
the South. Lawsuits were filed. The cases worked their way up the court system, and in May 1954, just 36 months 
after the Farmville walk-out, the Supreme Court handed down its landmark Brown v. Board of Education decision 
declaring that the principle of “separate but equal” is unconstitutional. 
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5. Enable action by removing barriers: By removing barriers such as inefficient 
processes or hierarchies, leaders provide the freedom necessary for volunteers to 
work across boundaries and create real impact. 

6. Generate short-term wins: Wins are the molecules of results. They must be collected, 
categorized, and communicated—early and often—to track progress and energize 
your volunteers to drive change. 

7. Sustain acceleration: Change leaders must adapt quickly in order to maintain their 
speed. Whether it is a new way of finding talent or removing misaligned processes, 
the leaders must determine what can be done—every day—to stay the course towards 
the vision. 

8. Institute change: To ensure that new behaviors are repeated over the long-term, it is 
important to define and communicate the connections between these behaviors and 
society’s political and economic success (Kotter, 1996). 

 
Other theories of organizational change (such as Lewin’s Change Management Model, Harvard 
Business Review’s Seven Steps to Change, and Managing Organizational Change in the Public 
Sector: Theory to Practice by Fernandez and Rainy) have many of the same elements and are 
relevant to communities as they consider their path forward (Fernandez and Rainey, 2006; 
Harvard Business Review, 2002; Levasseur, 2001). 

Building community capacity to shape health outcomes is an essential component of 
advancing health equity. Multiple groups have developed integrated resources for strengthening 
community capacity in leadership development, community organizing, supporting the 
relationships between organizations necessary for collaboration, and organizational development. 
One such multi-lingual resource is the Community Toolbox at the University of Kansas (Work 
Group for Community Health and Development, 2016a). This resource and others are 
summarized in Table 8-2 later in this chapter. 
 

FOSTERING MULTI-SECTOR COLLABORATION 
 

Collaboration skills represent a specific area for capacity building and are key to bringing 
together the different sectors necessary to create, implement, and sustain a successful community 
intervention to achieve health equity. Convening strategies involve meetings that bring together 
representatives from different sectors to explore shared values, visions, and interventions; to 
identify roles and collaborative activities; and to braid different sourced of funding to create 
greater impact than a single sector or organization can achieve alone. Collaboration is not always 
easy, given the disparate missions, goals, organizational cultures, and languages of the key 
participants, yet creating a shared, compelling vision can be successful in bringing individuals 
and organizations together to address critical health equity issues. As with all the elements of 
community capacity building, the relationships created through collaboration can endure after 
specific projects or programs end. 

Collaboration requires coalition building. A community coalition is a group of 
individuals or organizations with a common interest who agree to work together toward a 
common goal aimed at bettering their community (Community Health Innovation, n.d.; 
Community Tool Box, n.d.). The primary motivation for coalition building is to create a shared 
response to a community concern (for example, an urgent issue, policy change, or release of new 
information) or opportunity (for example, the availability of new funding) because the existing 
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community response is either nonexistent or insufficient to meet the community’s need. 
Community coalitions vary in their scope and structure, but most often include the elements of 
influencing public policy, changing health behavior, and building healthy communities. They 
may be multi-issue or topic-specific. 

Supported by the Greater Nashua Public Health Advisory Council, the Plan4Health 
Nashua is a coalition of planning and public health professionals, including the Nashua Regional 
Planning Commission, the City of Nashua, New Hampshire Public Health Association 
(NHPHA), and Healthy Eating Active Living (HEAL NH) (Plan4Health, n.d.). The Plan4Health 
Nashua goal is to advance street planning and design that support safer and easier ways to get 
around for pedestrians and bicyclists. During its 15-month grant period, the Plan4Health Nashua 
coalition conducted a street study to assess the bikeability and walkability of Nashua streets, 
developed a Complete Streets guidebook and policy recommendations, and provided training to 
city staff, planners, elected officials and other community members. 

The DC Tobacco Free Coalition focuses on a single health issue, tobacco use and 
exposure (DC Tobacco Free Coalition, n.d.). Partners of the initiative include faith- and 
community-based organizations in Washington, DC, and individuals who employ multiple 
strategies spanning education, public policy, and advocacy using culturally and linguistically 
competent approaches. 

The Prevention Institute describes eight steps to building an effective coalition among 
organizations within the same sector or across sectors (Cohen et al., 2002): 
 

• Step 1: Analyze the program’s objectives and determine whether or not to form a 
coalition. 

• Step 2: Recruit the right people. 
• Step 3: Devise a set of preliminary objectives and activities. 
• Step 5: Anticipate the necessary resources. 
• Step 6: Define elements of a successful coalition structure. 
• Step 7: Maintain coalition vitality. 
• Step 8: Make improvements through evolution. 

The case studies in Chapter 5 highlight the important role of partnership building to the 
success of their organizations and the importance of investing in the partnerships. Multi-sector 
collaboration was a criterion in the selection of the case studies, so examples are provided in that 
section of this chapter. As part of community-based solutions, multi-sectoral collaborations can 
benefit from following general principles that have been delineated by a number of authors: 

 
• The ability of partners to commit resources: Multi-sectoral collaboration requires a 

human resource plan that is documented and agreed to by all partners, the 
identification of skill requirements and opportunities for training and development, 
the sharing of examples of innovative working methodologies, and consensus on a 
cost sharing plan (Public Health Agency of Canada, 2016). Investment in partnership 
includes financial obligations such as time, personnel, and money, but also may also 
include forgoing other opportunities and taking on risks (Public Health Agency of 
Canada, 2016). 

• Health sector as leader or facilitator: Depending on the focus of the multi-sectoral 
community-based solution, the health sector may assume a leadership when tied to its 
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primary interests and capacities or a facilitation or participant role when the necessary 
capacities belong to another sector such as education, transportation, or public safety 
(Public Health Agency of Canada, 2016). 

• Political support and a public policy environment that supports collective action: A 
direct link to the political level facilitates visible political support, sustained partner 
participation, and access to necessary resources (Public Health Agency of Canada, 
2016). 

• Successful working relationships: Relationships are characterized by trust and mutual 
respect; being inclusive of all participants; reflecting clear and unambiguous 
communication; being transparent, clear, timely, and fair in the handling of issues; 
being supported by a clearly articulated vision; being enabled by effective leadership 
that ensures the various partners participate on an equitable footing; and having 
clarity around roles and responsibilities (Danaher, 2011). 

• Ability to share leadership, accountability, and rewards among partners: Sharing 
should be supported through careful planning, mechanisms for monitoring progress 
and accountability, and plans for sharing anticipated gains (Public Health Agency of 
Canada, 2016). 
 

These principles are illustrated in multiple case studies. PUSH has collaborated with 
multiple sectors, such as housing, energy, and parks departments, as well as more than 20 
nongovernment organizations ranging from national organizations and foundations to local 
nonprofits. The important aspects of Blueprint for Action’s partnerships have been 
communication to decrease redundancy in efforts across partners and the coordination of data 
collection from various sectors both to inform the Blueprint’s objectives and priorities and to 
systematically track progress. As with other case studies, the Dudley Street Neighborhood 
Initiative has multi-sector collaboration as a core organizational strength. The diversity of 
partnerships goes beyond nonprofits and governmental organizations to include businesses 
through the Dudley Workforce Collaborative as well as arts and cultural institutions through 
the Fairmont Cultural Corridor. 

Different approaches may be used in developing community-based collaboration. One 
is the Framework for Collaborative Community Action on Health. This framework includes: 
assess, prioritize, plan; implement targeted action; change community conditions and systems; 
achieve widespread change in behaviors and risk factors; and improve population health (IOM, 
2003; Roussos and Fawcett, 2000). Collective Impact is another approach for facilitating multi-
sector collaboration through a focus on shared benefits that accrue to the participating 
organizations. Beyond these general principles for fostering multi-sector collaboration, 
Collective Impact initiatives are long-term commitments by a group of important actors from 
different sectors to a common agenda for solving a specific social problem. Collective Impact 
approaches are not needed for all social problems; they are best suited for adaptive problems 
(i.e., complex, unknown solution, and no single entity has the resources or authority to solve 
the problem alone) (Kania and Kramer, 2011). 

Collective Impact initiatives have three preconditions: (1) an influential champion or 
small group of champions, (2) financial resources to last for at least 2 to 3 years, and (3) a sense 
of urgency for change around a problem. These preconditions create the opportunity and 
motivation necessary to convene and maintain multi-sector collaborations. Collective Impact 
initiatives are also characterized by five conditions relevant to advancing community-based 
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solutions for health equity: a common agenda, shared measurement, mutually reinforcing 
activities, continuous communication, and backbone support. 

The phases of Collective Impact and related activities are summarized in Table 8-1 
according to five components for success (Hanleybrown et al., 2012). The phases include 
activities that have been discussed elsewhere in this chapter, such as community engagement, 
public will building, and the data to meet community information needs. With phases I and II 
taking up to 2 years for completion and Phase III lasting a decade or more, Hanleybrown, 
Kania, and Kramer emphasize that Collective Impact is a “marathon not a sprint” 
(Hanleybrown et al., 2012). 
 
TABLE 8-1 Phases of Collective Impact 
 

Components for 
Success 

 
Phase I 

Initiate Action 

 
Phase II 

Organize for Impact 

Phase III 
Sustain Action and 

Impact 

Governance and 
infrastructure 

Identify champions and 
form cross-sector group 

Create infrastructure 
(backbone and 
processes) 

Facilitate and refine 

Strategic planning Map the landscape and 
use data to make the 
case 

Create common agenda 
(goals and strategy) 

Support implementation 
(alignment to goals and 
strategies) 

Community 
involvement 

Facilitate community 
outreach 

Engage community and 
build public will 

Continue engagement 
and conduct advocacy 

Evaluation and 
improvement 

Analyze baseline data 
to identify key issues 
and gaps 

Establish shared metrics 
(indicators, 
measurement, and 
approach) 

Collect, track, and 
report progress (process 
to learn and improve) 

 
The Community Toolbox includes several assessments related to collective impact. The 

Collective Impact Readiness Impact assesses the extent to which preconditions are met or will 
require further investment. The Collective Impact Progress Assessment details progress on the 
five collective impact conditions (Work Group for Community Health and Development, 2016c). 

The Magnolia Community Initiative exemplifies a collective impact approach, and a 
description of its efforts is also included in the Community Toolbox. Communication is 
facilitated through a shared website that offers access to discussion forums, group blogs, e-mail 
blasts, a shared calendar, and shared files and documents. Shared measurement is informed by 
the shared theory of change. Backbone support is provided by the network partners. 
 

COMMUNITY TOOLKITS 
 

In addition to individual strategies and tools, a number of toolkits have been developed. 
Koo et al. conducted an environmental scan and identified six toolkits that met their definition of 
a comprehensive resource for community health. Their criteria for inclusion were: (1) a 
conceptual model or theory of change for improving the community’s health, (2) a suggested set 
of actions or steps to improve community health, (3) resources to support collaboration with 
other sectors, and (4) examples of successful collaborative partnerships to improve health. In 
addition, they required that the tools targeted more than one sector and were freely available on 
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the World Wide Web. The six toolkits and their contents are summarized in Table 8-2 (Koo et 
al., 2016). 
 
TABLE 8-2 Comprehensive Toolkits Supporting Community Health, United States, June 2014–
December 2015 

Name Lead Organization Primary Audience Features Unique To Toolkit 

Build Healthy 
Places Network17 

Build Healthy 
Places Network 

Health and 
community 
development sectors 

Logic models for various health 
conditions; MeasureUp (mapping and 
measurement tools); community close-
ups that highlight the role of community 
development 

Community 
Commons18 

IP3 and CARES–
University of 
Missouri 

Broad Access to and ability to visualize social 
determinants data in graphs, maps, and 
other formats; content from the field 
organized in “channels,” including 
economy, education, environment, 
equity, food, and health; houses “hubs” 
where organizations, initiatives, and 
collaboratives can share content, data, 
and resources 

Community 
Health 
Improvement 
Navigator19 

Centers for Disease 
Control and 
Prevention 

Hospitals, public 
health sector, 
community partners 

Community Health Improvement 
Infographic; key quotes from Internal 
Revenue Service final rule on 
Community Health Needs Assessments 
for Charitable Hospitals; search engine 
for evidence-based community 
interventions 

Community 
Toolbox20 

University of 
Kansas 

Broad Online training, curriculum, community 
workstations; materials in multiple 
languages; troubleshooting guide; 
guestbook to describe use of toolbox 

County Health 
Rankings and 
Roadmaps 
Action Center 

University of 
Wisconsin 
Population Health 
Institute 

Broad, community 
partners 

County Health Rankings; What Works 
for Health database; model of 
population health; partner guides 
(including for public health) 

                                                            
17 For more information see http://buildhealthyplaces.org (accessed November 17, 2016). 
18 For more information see http://www.communitycommons.org (accessed November 17, 2016). 
19 For more information see http://www.cdc.gov/chinav (accessed November 17, 2016). 
20 For more information see http://ctb.ku.edu/en (accessed November 17, 2016). 
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Name Lead Organization Primary Audience Features Unique To Toolkit 

Practical 
Playbook21 

Duke University 
School of Medicine, 
Department of 
Community and 
Family Medicine 

Public health sector, 
primary care 
providers 

Similar content also published as a 
textbook: J. L. Michener, D. Koo, B. C. 
Castrucci, and J. B. Sprague (eds.), The 
Practical Playbook: Public Health and 
Primary Care Together, New York: 
Oxford University Press, 2016; first 
national meeting May 2016. 

 
Other toolkits also provide guidance on various specific aspects of community-based 

solutions. For example, the National Partnership for Action to End Health Disparities Toolkit for 
Community Action was developed to help individuals, organizations, and policy makers (1) raise 
awareness about health disparities by providing descriptions of health disparities and their 
causes; (2) engage others in conversations about the problem and solutions with tools to guide 
efforts to promote programs and policies for change; and (3) take action for change by providing 
information and tools to help individuals and organizations to address health in their 
communities (HHS). The Health Equity and Social Justice Toolkit from NACCHO is targeted to 
local health departments and includes journal articles, video clips, reports, PowerPoint 
presentations, book references, action guides, and Web sites.22 Another example which is 
particularly relevant to fostering multi-sector collaboration is the Prevention Institute’s coalition 
and collaboration tools, including (1) Developing Effective Coalitions: An Eight Step Guide,23 
(2) Collaboration Multiplier,24 (3) Collaboration Assessment Tool,25 and (4) The Tension of 
Turf: Making it Work for the Coalition26 (Prevention Institute, 2016a). There are also specific 
guides that demonstrate the application of the tools in a specific domain, e.g., multi-sector 
partnerships for preventing violence (Tsao and Davis, 2014). The Guide to Community 
Preventive Services (The Community Guide) is a collection of evidence-based findings from the 
Community Preventive Services Taskforce, a panel appointed by the CDC Director. The 
resource is designed to help select interventions to improve health and prevent disease at the 
community-level as well as other levels. The Community guide contains reviews which are 
designed to answer three questions of key relevance to those wishing to implement community-
based solutions: (1) what has worked for others and how well? (2) what might this intervention 
approach cost and what am I likely to achieve through my investment? and (3) what are the 
evidence gaps? 

In addition, another type of toolkit—collections of community exemplars—are useful to 
inform community-based solutions by highlighting successful practices at the local level through 

                                                            
21 For more information see http://practicalplaybook.org (accessed November 17, 2016). 
22 For more information see http://archived.naccho.org/topics/justice/hesj-tools.cfm (accessed November 17, 2016). 
23 For more information see https://www.preventioninstitute.org/publications/developing-effective-coalitions-an-
eight-step-guide (accessed November 17, 2016). 
24 For more information see https://www.preventioninstitute.org/tools/collaboration-multiplier (accessed November 
17, 2016). 
25 For more information see https://www.preventioninstitute.org/publications/collaboration-assessment-tool 
(accessed November 17, 2016). 
26 For more information see https://www.preventioninstitute.org/publications/the-tension-of-turf-making-it-work-
for-the-coalition (accessed November 17, 2016). 
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narrative. For example, the Prevention Institute offers a searchable database of more than 100 
community profiles that address a variety of social determinants of health (Prevention Institute, 
2016b). The Community Guide also provides stories featuring those who have used the 
Community Guide to make people safer and healthier. 
 

CONCLUSION 
 

Chapters 4 and 5 described why communities matter and described nine examples of 
community-based solutions to promote health equity in the United States. This chapter outlines 
specific tools that communities can use to move towards health equity organized by (1) those 
tools that apply across all three elements of health equity as a shared vision, cross-sector 
collaboration, and community capacity to shape outcomes; (2) those that apply specifically to 
one of the elements; and (3) prominent toolkits that can inform community-based efforts to 
promote health equity. 
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Conclusion 

 

 

 

 

 

“Of all the forms of inequality, injustice in health care is the most shocking and 
inhumane.”—Dr. Martin Luther King Jr. 

 
“Poverty is not an accident. Like slavery and apartheid, it is man-made and can 

be removed by the actions of human beings.”—Nelson Mandela 
 

 

 

For many years researchers, public health practitioners, and others have known that 
health status in this country and around the world is determined as much by socioeconomic as 
biologic or behavioral factors. Despite that, the approach to improving health status and health 
outcomes has narrowly centered on improving medical interventions, technologies, systems, and 
access. Beyond clinical approaches, some health promotion strategies have focused on changing 
behavior, despite the robust evidence indicating they are ineffective in addressing health 
inequities (Baum and Fisher, 2014). Although these play a role in improving population health, it 
has become amply clear that they are necessary but not sufficient. Health is the result of much 
more than health care and the social, economic, environmental, and structural factors—e.g., 
education, poverty, housing, and structural racism—that shape health outcomes also create health 
inequities. Addressing and putting an end to health inequities will only be possible if society and 
decision makers broaden their view of health to fully grasp how steep and unjust disparities in 
social and other conditions limit, thwart, and even destroy some people’s ability to live healthy 
and full lives. 

This report spotlights community interventions to address health inequity because 
communities are the unit in which individuals and families live, learn, earn, and play. Thriving 
communities provide opportunities for people to live healthy lives. The opposite is also true. 
Communities that are unsafe, provide poor educational and economic opportunities, and offer 
weak infrastructure and environmental surroundings also have poor health status. However, such 
realities are not destiny, and communities across the country have shown their resilience and 
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ability to be agents of social change, as described throughout this report and especially in the 
community examples highlighted in Chapter 5. This ability to change not only affects social and 
economic status but also can have a powerful impact on reducing health inequity.  

This report highlights what is known about health inequity and its root causes: social, 
economic, environmental, and structural inequities. Because of their historically entrenched 
nature, such structural inequities as structural racism are highlighted as a major root cause of 
health inequity. Other root causes include inequities in education, which is highlighted as a key 
social determinant of health because of the well documented impact it has on health and income, 
and income, which affects health status along with housing, transportation, and access to health 
services. The committee concluded that health inequities are the result of much more than 
individual choice—they are the result of the historic and ongoing interplay of inequitable 
structures, policies, norms, and demographic and geographic patterns that shape lives and play 
out in the social, economic, environmental, and structural determinants of health (Braveman and 
Gottlieb, 2014; Krieger et al., 1997; Marmot et al., 2010; Williams and Collins, 2001). 
 Community solutions, such as those described in the report, have the best chance of being 
effective in addressing health inequities when implemented in the context of an enabling 
environment with supportive laws and policies (described in Chapter 6) and with a range of 
collaborators from a variety of relevant sectors (described in Chapter 7). The interventions that 
the committee found to be most promising (1) had a shared vision and values regarding what was 
needed in their community—whether or not health equity was explicitly acknowledged in that 
vision—and on how to move forward to address those needs, (2) enhanced community capacity 
by harnessing the power of communities, and (3) embraced and capitalized on cross-sector 
collaboration. The committee also found that (see Chapters 4 and 5 for more details): 
 

• Advances in health equity have involved local community action, but always in 
collaboration with a range of partners.  

• Community initiatives create positive change and improve results through many 
different pathways, and no one solution can serve as an exact template to be scaled or 
generalized. 

• Robust initiatives also demonstrated a focus on developing the next generation of 
leaders as well as flexibility, creativity, and resilience. 

• Community collaboration can help create lasting change when all stakeholders agree 
on a shared commitment to results, and to systematic learning from their experience 
and evolving research. 

• Effective community solutions involve collaboration across professional, 
organizational, and bureaucratic boundaries; draw on the experience of practitioners 
and residents; and are informed by evidence.  

• A mutual commitment to realizing co-benefits can facilitate the creation and 
sustainability of partnerships across sectors. 

• Effective community solutions create a capacity for residents to identify key issues 
and to participate in devising strategies to meet their needs and build on their 
strengths, while recognizing the power of systems and other forces outside the 
community to enhance or undermine the effectiveness of their efforts. 

• Communities recognize the importance of sustainability in their approach to multiple 
and diverse sources of funding, to maintaining accountability, and to nurturing 
leadership. 
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Appendix A 
 

Native American Health: Historical and Legal Context 
 
 
 

Federal Trust Relationship 

To sufficiently examine and ultimately address health disparities affecting Native 
Americans, it is essential to understand the unique historical and legal context of Native 
American communities in the United States. Native American tribes have a legal relationship 
with the federal government that can be traced back to the 18th century, which has shaped the 
conditions that impact the health of this population. According to a report transmitted by the U.S. 
Commission on Civil Rights (2004), the special relationship between the federal government and 
Native Americans, referred to as a “trust” relationship, requires the government to protect tribal 
lands, assets, resources, treaty rights, and health care, in addition to other responsibilities (United 
States Commission on Civil Rights, 2004). The original basis for the federal–tribe relationship is 
rooted in Article I, Section 8 of the U.S. Constitution, which grants Congress the power “to 
regulate commerce . . . with the Indian tribes.”1 

While there is no single legal source of the federal government’s trust obligation to 
Native American tribes, there is an extensive history of treaties, laws, and judicial decisions that 
collectively form the legal basis of this obligation. The American Indian Policy Review 
Commission Report commissioned by Congress (1977) cites treaties in which the United States 
acquired land in exchange for its commitment to protect the people and property of tribes from 
encroachment by U.S. citizens (American Indian Policy Review Commission, 1977). Among the 
most noteworthy court cases is Cherokee Nation v. Georgia,2 in which the Supreme Court 
concluded that the relationship of states to Indian nations is analogous to “that of a ward to his 
guardian.” The following year, in Worcester v. Georgia, the Supreme Court held that Indian 
tribes are guaranteed protection against interference from the states, as they are domestic 
sovereigns of the United States.3 These two cases established that only the federal government 
has jurisdiction over Indian nations and that, as a trustee, the federal government must ensure 
that states do not interfere with tribes’ self-governance or intrude on their land (U.S.Commission 
on Civil Rights, 2004). The aforementioned cases and legislation, in addition to other policies 
and treaties, have shaped the unique “trust” relationship between Native American tribes and the 
federal government. 
 

Role of Policies Over Time 
 

It is important to highlight the role of assimilation policies that began in the late 1800s 
because these policies have had sustained effects on Native American communities and, 

                                                            
1 U.S. CONST. art. I, § 8, cl. 3.  
2 Cherokee Nation v. Georgia, 30 U.S. (5 Pet.) 17 (1831). 
3 Worcester v. Georgia, 31 U.S. (6 Pet.) 515, 557 (1832).  
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ultimately, their health conditions. As the United States expanded westward, Native Americans 
were forced to move to reservations, and the federal government made efforts to assimilate 
Native Americans into mainstream society. As tribes resettled, they continued to suffer from the 
infectious diseases that plagued the population during the prior decades of warfare. Assimilation 
policies took on many forms, including the General Allotment Act of 1887,4 legislation that 
abolished the group title of a tribe to land and replaced it with individual plots. In addition, the 
Bureau of Indian Affairs implemented a boarding school system, which prohibited traditional 
Native American practices including religion, medicine, language, and other traditional cultural 
expressions (e.g., dress, hairstyle, etc.) (Shelton, 2004). This boarding school system, coupled 
with the prohibition of traditional health care activities, exacerbated the already dismal health 
and living conditions of Native American communities at the time. The results included rampant 
infectious diseases, poor sanitation, malnutrition, poverty, overcrowding and inadequate 
ventilation in homes, poor education practices, and isolation. The harsh conditions that Native 
Americans had to endure on reservations were extensively documented in The Meriam Report, a 
study commissioned to assess the status of tribes across the country at the time (Meriam, 1928).  

After the assimilation era, there was a series of policies and legislation that formed the 
periods of Native American policy known as reorganization and, subsequently, termination. In 
his report on the legal and historical roots of health care for Native Americans, Shelton detailed 
the chronology and impact of these policies, including the Indian Reorganization Act of 1934 
(IRA).5 The IRA was designed to stimulate economic development and self-determination, while 
also promoting the adoption of modern business-like practices for governing tribes (Shelton, 
2004). This positive shift in power was short-lived, as it was followed by termination policies in 
the 1950s, which had enduring effects on Native American communities, regarding mental 
health, identity, and social and family networks (Walls and Whitbeck, 2012). Congress passed 
legislation discontinuing the special federal–tribal “trust” relationship with 109 tribes and bands 
(Shelton, 2004). The termination policies resulted in the removal of tribes’ federal recognition, 
the elimination of their reservations, and the forced relocation of Native Americans from their 
tribal lands to major urban areas.  

Following the termination-era policies, the federal government made the official 
transition to tribal self-determination and passed laws to restore tribal sovereignty. In 1975 
Congress recognized the importance of tribal decision making in tribal affairs and the 
significance of the nation-to-nation relationship between the United States and tribes through the 
passage of the Indian Self-Determination and Education Assistance Act (ISDEAA).6 The 
ISDEAA directs the Secretary of the Department of Interior and the Secretary of the Department 
of Health and Human Services to enter self-determination contracts or compacts with tribal 
organizations, upon the request of any Native American tribe (Bauman and Floyd, 1999). 
Subsequent amendments to the ISDEAA strengthened the federal policies supporting tribal self-
determination and self-governance.  

 
 
 
 

                                                            
4 The General Allotment Act of 1887, Ch. 119, 24 Stat. 388-91 (1887) (also known as the “Dawes Act”). 
5 Ch. 576, 48 Stat. 984 (codified as amended at 25 U.S.C. §§ 461, 462, 463, 464, 465, 466–70, 471–473, 474, 475,   
476–478. 479) (1934).  
6 The Indian Self-Determination and Education Assistance Act of 1975, Public Law 93-638. 
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Health Care Services 
 

Unlike other racial and ethnic minority groups in the United States, Native Americans 
have legal rights to federal health care services. Federal responsibility for Native American 
health care was codified in the Snyder Act of 19217 and the Indian Health Care Improvement 
Act8 (IHCIA) of 1976, which together form the legislative authority for the federal agency 
known today as the Indian Health Service (IHS) (U.S. Commission on Civil Rights, 2004). The 
Snyder Act authorized funding for health care services to federally recognized tribes, and the 
IHCIA defined the structure for the delivery of health services and authorized the construction 
and maintenance of health care and sanitation facilities on reservations (U.S. Commission on 
Civil Rights, 2004). Although these pieces of legislation marked significant progress, the Snyder 
Act has been criticized for its use of broad and vague language, which does not facilitate long-
term planning or provide resources based on need. This is considered to have influenced the 
piecemeal approach that has shaped the funding and distribution of health care resources for 
Native Americans (IOM, 2003). 

The IHS is the federal agency responsible for fulfilling the trust obligation to provide 
health services to Native Americans. When the federal responsibility for health care services was 
transferred from the U.S. Department of Interior to the U.S. Department of Health, Education, 
and Welfare in 1955, the IHS was established under the Public Health Service. This transfer 
resulted in the doubling of appropriations for the IHS. Currently, the IHS operates within the 
U.S. Department of Health and Human Services. IHS is only required to provide federal health 
care services to federally recognized tribes. Individual eligibility for services is determined by a 
number of criteria including, but not limited, to the requirement that the individual is of Native 
American descent, is regarded as a tribal member, have some legal evidence of tribal enrollment 
or certificate of origin, and reside on or near a federal reservation (IOM, 2003). The IHS consists 
of a network of hospitals, clinics, field stations, and other programs that collectively serve 
approximately 2.2 million Native Americans (IHS, 2015). The IHS system is divided into three 
major branches: the federally operated direct health care services, tribally operated health care 
services, and urban Native American health care services and resource centers. For those who are 
eligible, health care services can be received at any IHS facility; however, there are complex 
rules that restrict the delivery of contract medical care that is not available in IHS facilities (Jim 
et al., 2014).  

Since the passage and amendments of the ISDEAA, there has been an increasing trend 
towards tribal self-governance with respect to all domains of life, including health care. As a 
result, tribes have the option to receive direct services from the IHS, assume responsibility for 
health care with the option to contract with IHS, or to fund the establishment of their own 
programs or supplementation of ISDEAA programs (IHS, 2016). The option of self-governance 
allows tribes to tailor health care services to the needs of their communities. The IHS operates 
from the understanding that tribal leaders are in the best position to assess and address the needs 
of their communities. Over half of the IHS appropriation is currently administered by tribes, 
through self-determination contracts or self-governance compacts (IHS, 2015). 

There are a number of barriers that preclude the IHS from reaching its full potential of 
providing quality, efficient health care services to its target population to reduce disparities (U.S.  

                                                            
7 The Snyder Act of 1921, Ch. 115, 42 Stat. 208 (1921) (codified as amended at 25 U.S.C. § 13 (2004). 
8 The Indian Health Care Improvement Act of 1976, Public Law 94-437.  
The IHCIA was permanently reauthorized in 2010 as part of the Patient Protection and Affordable Care Act. 
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Commission on Civil Rights, 2004). The persistent lack of adequate funding is often cited as a 
barrier to reducing the pervasive health disparities that affect Native Americans (Sequist et al., 
2011; Warne and Frizzell, 2014). Every year, Congress appropriates funds to IHS to fulfill the 
trust responsibility to provide health care services. According to the National Congress of 
American Indians, in 2014 the IHS per capita expenditures for patient health services were only 
$3,107, compared to $8,097 per person for health care spending nationally and when examining 
medical spending only, IHS per capita was approximately $1,904 (National Congress of 
American Indians, 2016). 

A physician survey conducted in 2007 explored barriers to quality improvement within 
the IHS. The findings revealed that access to high-quality specialists within geographic 
proximity, non-emergency hospital admission, high-quality imaging services, and high-quality 
outpatient mental health services were high priority barriers for physicians (Sequist et al., 2011). 
Further, a majority of the physicians felt that a lack of IHS funding to support provision of care 
through subspecialists was a crucial barrier to quality improvement (Sequist et al., 2011). 

 
SOCIAL DETERMINANTS OF HEALTH 

 
As is the case with all other populations, Native Americans’ opportunities to achieve 

optimal health are affected by the social determinants of health in their communities, which in 
turn have been shaped by social and political processes, both historical and contemporary. A 
keen understanding of the root causes and determinants of health will help inform the most 
effective and just solutions to address health inequities among Native Americans.  

 
Income and Wealth 

 
Native Americans are one of the most economically impoverished populations in the 

United States. The median household income for this group is $37,227, as compared with 
$53,657 in the nation as whole (U.S. Census Bureau, 2015). Given that income is a strong 
predictor of health outcomes and life expectancy (Chetty et al., 2016; Woolf et al., 2015), this 
disparity in income has severe consequences for the health and well-being of Native Americans. 
This particular population also has a higher proportion of people living in poverty than the rest of 
the country, with 28.3 percent of Native Americans living in poverty, compared with 15.5 
percent of the total population (U.S. Census Bureau, 2015). Income and poverty are inextricably 
tied to employment opportunities, of which there are too few for Native Americans. Native 
Americans have the highest unemployment rate (9.9 percent in 2015) of any racial or ethnic 
group in the United States (U.S. Bureau of Labor Statistics, 2016). 

In terms of recent trends in economic well-being, it is important to recognize the lasting 
effects of the economic recession of 2008. Native Americans saw declines in employment and 
income that were similar to other racial and ethnic groups; however, this population on average 
was in a more vulnerable financial condition than other groups at the beginning of the period. 
The unemployment rate for Native Americans spiked from 11 percent in 2008 to 18 percent in 
2010 (Pettit et al., 2014). In that same time period, Native Americans also experienced almost 
double the percentage increase in the poverty rate as other racial and ethnic groups did, with the 
largest increase observed in the West (Pettit et al., 2014). By 2013 the overall Native American 
unemployment rate had dropped to 11.3 percent, but rates were still high in the Midwest (16.9 
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percent), Northern Plains (15 percent), and Southwest (15 percent) regions of the country 
(Austin, 2013). 

 
Education 

 
Education is a significant determinant of health for Native Americans, as the U.S. 

educational system has historically been a source of discrimination and, in many cases, trauma 
for this population. One of the most overt examples of this is the implementation of the boarding 
school system, which was designed with the purpose of eliminating students’ tribal identity and 
facilitating assimilation into mainstream American culture (Executive Office of the President, 
2014; Shelton, 2004). Today, educational progress for Native Americans is far behind that of 
other racial and ethnic groups. A report from the National Center for Education Statistics reveals 
that Native Americans have the highest high school dropout rate in the country, which was at 
14.6 percent in 2012, compared with a low of 3.3 percent among Asians/Pacific Islanders (Stark 
and Noel, 2015). In addition, Native Americans had the lowest high school completion rate in 
2012, which was at 79.0 percent compared with a high of 94.9 percent among Asians/Pacific 
Islanders (Stark and Noel, 2015). This disparity has serious implications for health inequities 
among Native Americans because the evidence demonstrates that there is a strong link between 
high school completion and health (Cutler and Lleras-Muney, 2006).  

Since the civil rights movement in the 1960s, there has been an emergence of grassroots 
educational institutions that seek to support tribal identity, address academic deficiencies, and 
resolve the lack of quality education experiences and sense of displacement among tribal 
students (Crazy Bull, 2015). Research suggests that culturally relevant education increases the 
likelihood that a young Native American stays in school. Currently, approximately 20,000 
students attend tribal colleges and universities full time in the United States (Crazy Bull, 2015). 

 
Housing 

 
 Housing conditions for Native Americans are a major consideration for health disparities, 
on and off of reservations. Housing affordability is a community-level factor that affects Native 
Americans’ access to shelter. According to a recent U.S. Department of Housing and Urban 
Development report, from 2006 to 2010 roughly 4 out 10 Native American households had 
excessive cost burdens, paying more than 30 percent of their income on housing (Pettit et al., 
2014). This was comparable to households among other racial and ethnic groups; however, 
Native American households were more likely to be severely cost-burdened (i.e. paying more 
than 50 percent of their income on housing) than households of other racial and ethnic groups 
(Pettit et al., 2014). While home ownership rates in tribal areas were relatively high (67 percent) 
in 2010, the overall homeownership rate for Native Americans lagged behind that of other racial 
and ethnic groups, at 54 percent and 65 percent, respectively (Pettit et al., 2014). 

Safe and healthy housing is a determinant of health to which many Native Americans do 
not have access. For example, the U.S. Environmental Protection Agency reports that as of 2011, 
there were more than 120,000 tribal homes lacking access to basic water sanitation (EPA, 2012), 
and the IHS reports that almost 1 in 10 Native American homes are without safe and reliable 
water (Indian Health Service, 2011). It should also be noted that there are certain Native 
American communities that are particularly affected by the lack of quality housing (i.e., not 
having complete plumbing and kitchen facilities) in the Alaska, Arizona, and New Mexico 
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regions (Pettit et al., 2014). Those living in extreme climate conditions, such as Alaska, are 
especially vulnerable to potential damages to their poor-quality housing caused by extreme 
weather.  

Overcrowding in homes is an issue for Native Americans that research suggests is linked 
to the onset or exacerbation of many health problems. These health issues include respiratory 
conditions, the transmission of infectious diseases, child well-being (i.e., academic achievement, 
behavior problems, physical health), depression, and sleep deprivation (Angel and Bittschi, 
2014; Solari and Mare, 2012; Webster, 2015). From 2006 to 2010, Native American households 
were much more likely to be overcrowded than all households in general, with 8.1 percent of 
Native American households being overcrowded and about one-third of these being severely 
overcrowded (Pettit et al., 2014). The highest incidence of overcrowding in Native American 
homes was in larger tribal areas, where 11 percent of households were overcrowded, compared 
with 3.1 percent of all U.S. households (Pettit et al., 2014). When examining overcrowding and 
its effects, it is important to recognize the cultural values and customs that shape household 
traditions in Native American communities.  

 
Living in Urban and Rural Places 
 

Whether Native Americans live in urban or rural areas has implications for the types of 
barriers and health disparities they face. The 2010 U.S. Census reported that 71 percent of Native 
Americans live in urban areas (UIHI, 2013). Racial misclassification is more of an issue for 
collecting mortality data on Native Americans in urban areas than those in rural areas because 
there is less awareness of Native American status off of reservations (Jacobs-Wingo et al., 2016). 
This population reportedly has less access to hospitals, health clinics, or contract health services 
that are managed by the IHS and tribal health programs, but they may have greater access to 
other health care resources that reduce mortality (HHS, 2016; Jacobs-Wingo et al., 2016). This 
group of Native Americans must also face the lasting effects of the termination policies from the 
1950s, which lead to the coerced migration of many individuals and, in some cases, the 
breakdown of familial ties and social structures. Although the leading causes of death are similar 
between urban and rural Native Americans, death rates are generally higher among rural Native 
Americans (Jacobs-Wingo et al., 2016). Furthermore, rural residence has been associated with 
later cancer stage diagnosis, inadequate cancer treatment, and increased cancer mortality 
(Campbell et al., 2001; Monroe et al., 1992; Singh and Siahpush, 2014). 
 

Public Safety 
 

Similarly to the case for other racial and ethnic minority groups, Native Americans 
experience systematic differences in exposure to violence and interactions with the criminal 
justice system as compared to whites. The findings from the 2010 National Intimate Partner and 
Sexual Violence survey showed that relative to white women, Native American women are 1.2 
times more likely to have experienced violence in their lifetime and that relative to white men, 
Native American men are 1.3 times more likely to have experienced violence in their lifetime 
(Rosay, 2016). In particular, violence against Native American women is being addressed as a 
major public health and public safety issue (Crossland et al., 2013). In terms of the criminal 
justice system, Native Americans are arrested at 1.5 times the rate that whites are, with a larger 
disparity for specific violent and public order offenses (Hartney and Vuong, 2009). Furthermore, 
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Native Americans are incarcerated and on parole at twice the rate that whites are (Hartney and 
Vuong, 2009). Research suggests that, when convicted, Native Americans are often sentenced 
more harshly than white, African-American, and Hispanic offenders (Franklin, 2013). 

Native American youth, specifically, are at an elevated risk for delinquency and 
incarceration. The risk factors for delinquency can be directly linked to the social determinants 
of health. For example, Native American youth are more likely to live in poverty, drop out of 
school, and be exposed to violence than youth in the general population (Rolnick, 2016). A 2014 
report from the University of Wisconsin Population Health Institute on the Wisconsin juvenile 
justice system revealed that Native American youth were twice as likely to be arrested and 
almost twice as likely to be detained following arrest as white youth, with little change from 
2006–2012 (Lecoanet et al., 2014). This disparity was found to be much higher in certain 
counties in Milwaukee country (Rolnick, 2016). The Indian Law and Order Commission reports 
that the federal and state juvenile justice systems incarcerate Native American youth and remove 
them from their families, reducing opportunities for positive contact with their communities and 
often contributing to trauma in this population (Rolnick, 2016). 
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Appendix B 
 

Community Level Indicators and Interactive Tools for 

Health Equity  

Chapter 8 summarizes the current state of indicators and interactive tools available to 
communities. This appendix contains two resources relevant to that discussion. Table B-1 
contains relevant and publicly accessible indicators related to health equity. This includes 
measures of demographics, the social determinants of health, and four aspects of the conceptual 
model for this report: (1) making health equity a shared vision and value, (2) building 
community capacity to shape outcomes, (3) fostering multi-sector collaboration, and (4) creating 
healthier more equitable communities in which members and families live, learn, work and play. 
Table B-2 describes interactive tools that communities can use to examine health equity 
indicators by geographic region as the foundation for community-based solutions and to monitor 
progress over time. 
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TABLE B-1 Examples of Indicators Relevant to Health Equity in Publicly Available Data Sources 

 HP2020a CoHb AHRc CHRd CHSIe NEAf VHOIg DDKh AARPi

Demographics          

Age ●  ● ● ● ●    

Race ●  ● ● ● ● ● ●  

Ethnicity ●  ● ● ● ● ● ●  

Immigrant status      ●    

Social Determinants of Health          

Education          

Early childhood education  ●      ●  

Education levels and job 
requirements 

     ●    

Grade school achievement        ●  

High school graduation   ● ●    ● ● 

High school graduation 4 years 
after starting 9th grade 

●  ● ● ●     

Public school enrollment and 
racial/ethnic composition 

       ●  

School poverty      ● ●   

Years of schooling of adults       ●   

Employment          

Annual unemployment rate   ● ● ● ● ● ●  

Jobs per worker         ● 

Job quality        ●  

Eligibility for Family Medical 
Leave Act 

       ●  

Underemployment rate   ●       

Working poor      ●    

Health Systems and Services          

Access to care       ●   

                                                 
a Healthy People 2020 https://www.healthypeople.gov/2020/leading-health-indicators/2020-lhi-topics (accessed 
December 22, 2016).  
b Culture of Health Metrics http://hero-health.org/wp-content/uploads/2016/04/HERO-Final-Report-Developing-
Culture-of-Health-Metrics-That-Really-Matter-to-Companies-and-Communities.pdf (accessed December 22, 2016). 
c America’s Health Rankings http://www.americashealthrankings.org (accessed December 22, 2016). 
d County Health Rankings http://www.countyhealthrankings.org/our-approach (accessed December 22, 2016). 
e Community Health Status Indicators http://wwwn.cdc.gov/CommunityHealth/info/AboutProject (accessed 
December 22, 2016). 
f National Equity Index http://nationalequityatlas.org (accessed December 22, 2016).  
g Virginia Health Opportunity Index https://www.vdh.virginia.gov/OMHHE/policyanalysis/virginiahoi.htm 
(accessed December 22, 2016).  
h Diversity Data Kids Data Set http://www.diversitydatakids.org (accessed December 22, 2016).  
i AARP Livability Index https://livabilityindex.aarp.org/categories/neighborhood (accessed December 22, 2016).  
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 HP2020 CoH AHR CHR CHSI NEA VHOI DDK AARP 

Social Determinants of Health          

Health Systems and Services          

Access to mental health services  ●        

Access to stable health insurance ● ●  ● ●     

Cost barrier to care     ●     

Hospice use    ●      

Primary care physicians   ●  ●     

Primary care provider rate ●   ●      

Preventable hospitalizations   ● ●      

Preventable hospitalizations: 
Older adults 

    ●     

Public health funding   ●       

Unmet care need          

Housing          

Home ownership      ●    

Housing affordability  ●   ●     

Income spent on housing and 
transportation (aka Affordability 
index) 

       ●  

Renters        ●  

Income and Wealth          

Children in poverty   ● ●    ●  

GDP gains with racial equity      ●    

Income disparity/inequality   ● ●  ● ●  ● 

Income disparity ratio   ●       

Income gains with racial equity      ●    

Income growth      ●    

Job and GDP growth      ●    

Job and wage growth      ●    

Median household income   ●       

Median wage      ●    

Minimum wage        ●  

Per capita personal income   ●       

Poverty     ● ●  ●  

Wages $15/hour      ●    

Physical Environment          

Access to healthy food  ● ●  ●  ●  ● 

Access to libraries  ●       ● 

Access to parks     ●    ● 

Access to jobs via auto         ● 

Access to jobs via transit         ● 
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 HP2020 CoH AHR CHR CHSI NEA VHOI DDK AARP 

Social Determinants of Health          

Physical Environment          

Air pollution ● ● ● ● ● ● ●   

Children exposed to secondhand 
smoke 

●         

Housing accessibility         ● 

Housing burden      ●    

Housing costs         ● 

Housing options         ● 

Housing stress     ●     

Liquor-store density   ●       

Living near highways     ●     

Neighborhood: Activity density         ● 

Neighborhood: Mixed use         ● 

Neighborhood: Poverty      ●    

Neighborhood: Vacancy rate         ● 

Population churning/turnover       ●   

Population density       ●   

Population growth rates      ●    

Walkability       ●   

Public Safety          

Crime rate         ● 

Homicides ●         

Violent crime   ● ● ●     

Youth safety  ●        

Social Environment          

Disconnected youth      ●    

Home language        ●  

Inadequate social support    ● ●     

Linguistic isolation        ●  

Residential segregation  ●        

Single-parent households    ● ●     

Transportation          

Car/vehicle access      ● ●   

Commute time      ●    

Transportation          

Safe and convenient options         ● 

Making Health Equity a 
Shared Vision and Value 

         

Community diversity/Diversity 
index 

     ● ●   
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 HP2020 CoH AHR CHR CHSI NEA VHOI DDK AARP 

Making Health Equity a 
Shared Vision and Value 

         

Distances between communities 
with different racial or ethnic 
profiles 

      ●   

Public school racial/ethnic 
composition 

       ●  

Racial generation gap      ●    

Increasing Community 
Capacity to Shape Outcomes 

         

Sense of community  ●        

Social support   ●        

Volunteer engagement  ●       ● 

Voter participation  ●       ● 

Fostering Multi-Sector 
Collaboration 

         

Business support for workplace 
health promotion and culture of 
health  

 ●        

Climate adaptation and mitigation  ●        

Community relations and 
policing  

 ●        

Health in all policies   ●        

Local health department 
collaboration  

 ●        

Opportunities to improve health 
for youth at schools  

 ●        

Youth exposure to advertising for 
health and unhealthy food and 
beverage products  

 ●        

Healthier More Equitable 
Communities in Which 
Members and Families Live, 
Learn, Work, and Play 

         

Caregiving          

Caregiving burden  ●        

Consumer/Patient Satisfaction          

Consumer experience  ●        

Consumer/Patient Satisfaction          

Patient–clinician communication 
satisfaction 

 ●        
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 HP2020 CoH AHR CHR CHSI NEA VHOI DDK AARP 

Healthier More Equitable 
Communities in Which 
Members and Families Live, 
Learn, Work, and Play 

         

Costs          

Annual end-of-life care 
expenditures 

 ●        

Family health care cost  ●        

Potentially preventable 
hospitalization rates 

 ●        

Social spending relative to health 
expenditure 

 ●        

Health Status: Self-rated          

Poor physical health days   ● ●      

Self-rated overall health status   ● ● ●     

Unhealthy days     ●     

Well-being rating  ●        

Injury and Violence          

Fatal injuries  ●  ●       

Motor vehicle crash deaths    ● ●     

Occupational fatalities   ●       

Unintentional injury (including 
motor vehicle) 

    ●     

Maternal, Infant, and Child 
Health 

         

Adolescent health issues        ●  

Adverse child experiences 
(ACEs) 

 ●        

Birth rate        ●  

Infant mortality ●  ●     ●  

Low birthweight   ● ●      

Teen birth rates   ● ● ●     

Total preterm live births  ●  ●  ●     

Mental Health          

Depression: Adolescents ●         

Depression: Older adults     ●     

Poor mental health days ●  ● ●      

Suicides ●  ●       

Morbidity          

Alzheimer’s diseases/dementia     ●     

Asthma     ● ●    
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 HP2020 CoH AHR CHR CHSI NEA VHOI DDK AARP 

Healthier More Equitable 
Communities in Which 
Members and Families Live, 
Learn, Work, and Play 

         

Morbidity          

Cancer          

Diabetes   ●  ● ●    

Diabetes: Adult     ●     

Disability associated with chronic 
conditions 

 ●        

Heart attack   ●       

Heart disease   ●       

High blood pressure   ●       

High cholesterol   ●       

Infectious disease   ●       

Stroke   ●       

Mortality          

Deaths: All causes   ●  ●     

Deaths: Alzheimer’s disease     ●     

Deaths: Cancer   ●  ●     

Deaths: Cardiovascular disease   ●       

Deaths: Chronic kidney disease     ●     

Deaths: Chronic lower respiratory 
disease  

    ●     

Deaths: Coronary heart disease     ●     

Deaths: Diabetes     ●     

Deaths: Premature   ● ●      

Deaths: Stroke     ●     

Life expectancy     ● ●    

Nutrition, Physical Activity, and 
Obesity 

●         

Adult obesity ●  ● ●      

Body mass index      ●    

Child and adolescent obesity ●  ●       

Fruit consumption   ●       

Physical activity   ●       

Physical inactivity   ●  ●     

Nutrition, Physical Activity, and 
Obesity 

●         

Vegetable consumption ●  ●       

Oral Health          
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 HP2020 CoH AHR CHR CHSI NEA VHOI DDK AARP 

Healthier More Equitable 
Communities in Which 
Members and Families Live, 
Learn, Work, and Play 

         

Oral Health          

Annual dental visit ●  ●       

Dental care  ● ●       

Teeth extractions   ●       

Reproductive and Sexual Health ●         

Adult female routine Pap test     ●     

Chlamydia screening   ● ●      

Gonorrhea     ●     

HIV     ●     

Knowledge of serostatus among 
HIV-positive persons 

●         

Sexually active females ages 15 
to 44 years who received 
reproductive health services in 
the past 12 months 

●         

Syphilis     ●     

Sleep          

Insufficient sleep   ●       

Substance Abuse          

Addiction death rate      ●    

Adolescents using alcohol or any 
illicit drugs during the past 30 
days 

●         

Binge drinking ●  ● ● ●     

Chronic drinking   ●       

Drug deaths   ●       

Excessive drinking   ●       

Tobacco Use          

Adult smoking ●  ● ●      

Adolescent smoking ●  ●       

  



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

APPENDIX B B-9 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

TABLE B-2  Interactive Tools for Examining Health Equity Indicators by Geographical Region 
Name/How to Access Components 

 

AARP Livability Index 
https://livabilityindex.aarp.org/c
ategories/neighborhood 
(accessed December 22, 2016). 
City, zip code, address 

Housing (affordability and access), Neighborhood (access to life, work, 
and play), Transportation (safe and convenient options); Environment 
(clean air and water); Health (prevention, access, quality); Engagement 
(civil and social involvement); Opportunity (inclusion and possibilities)

Children’s Health and Education 
Mapping Tool 
http://www.sbh4all.org/resource
s/mapping-tool (accessed 
December 22, 2016).  

Health Insurance and Coverage (under 18 percent on Medicaid or 
CHIP, under 18 percent uninsured), Health (teen birth rate, percent 
adult obesity, percent food insecure, chlamydia rate), Education 
(percent adults over 25 without high school diploma), Demographic 
and Socioeconomic Indicators (percent free lunch, percent kids in 
poverty, percent kids in single-parent households, percent households 
with severe housing problems, violent crime rate), 
School and School-based Health Center (SBHC) Characteristics (Title 
I eligibility, lowest grade offered, highest grade offered, total school 
enrollment, free and reduced lunch eligibility;  SBHC location, 
sponsor, staffing models [primary care only, primary care and mental 
health, primary care and mental health plus], hours of operation, 
populations served) 

Community Health Status 
Indicators  
http://wwwn.cdc.gov/Communit
yHealth/info/AboutProject 
(accessed December 22, 2016).  
County level 

Physical (access to parks, annual average particulate matter 
concentration, housing stress, limited access to healthy food, living 
near highways), Social Factors (children in single-parent households, 
high housing costs, inadequate social support, on-time high school 
graduation, poverty, unemployment, violent crime),  Health Behaviors 
(adult binge drinking, adult female routine pap tests, adult physical 
inactivity, adult smoking, teen births), Health Care Access and Quality 
(cost barrier to care, older adult preventable hospitalizations, primary 
care provider access, uninsured), Morbidity (adult diabetes, adult 
obesity, adult overall health status, Alzheimer’s diseases/dementia, 
cancer, gonorrhea, HIV, older adult asthma, older adult depression, 
preterm births, syphilis), Mortality (Alzheimer’s disease deaths, cancer 
deaths, chronic kidney disease deaths, chronic lower respiratory disease 
deaths, coronary heart disease deaths, diabetes deaths, female life 
expectancy, male life expectancy, motor vehicle deaths, stroke deaths, 
unintentional injury including motor vehicle) 

Diversity Data Kids dataset 
http://www.diversitydatakids.or
g (accessed December 22, 
2016).  

Rankings and child opportunities by race and ethnicity by states, 
counties, large cities, large school districts including: Population 
Demographics and Diversity (population and racial/ethnic composition, 
Household Composition and Family Structure (home language and 
linguistic isolation); Early Childhood Care and Education (Head 
Start); Education (public school enrollment and racial/ethnic 
composition, student achievement [Grade 4 reading, Grade 8 reading, 
Grade 4 math, Grade 8 math, graduation rates]); Health (infant 
mortality, natality, adolescent health issues); Parental Employment 
(employment and labor force participation, employment characteristics,
job quality, eligibility for Family Medical Leave Act [FMLA]); Policy 
(Head Start, FMLA); Income and Poverty (minimum wage, child 
poverty, parental poverty) 
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EJSCREEN: Environmental 
Justice Screening and Mapping 
Tool 
https://www.epa.gov/ejscreen 
(accessed December 22, 2016).  

Environmental Indexes (National-Scale Air Toxics Assessment 
[NATA] Air Toxics Cancer Risk, NATA Respiratory Hazard Index, 
NATA Diesel Particulate Matter, particulate matter 2.5, ozone, traffic 
proximity and volume; lead paint, proximity to risk management plan 
sites, proximity to treatment, storage, and disposal facilities, proximity 
to National Priorities List sites, proximity to major direct water 
dischargers; Demographic Indexes (Demographic Index [average of 
percent low-income and percent minority] and Supplemental 
Demographic Index [average of  percent low-income, percent minority, 
percent less than high school education, percent linguistic isolation, 
percent under 5, percent over 64]) 

Food Access Research Atlas 
http://www.ers.usda.gov/data-
products/food-access-research-
atlas.aspx (accessed December 
22, 2016).  

General Census Tract Characteristics (population, low-income tract, 
urban/rural status, housing units), Low-Access and Distance Measures 
(1 and 10 mile access), Low-Income and Low-Access (0.5, 1, 10, 20, or 
more mile access),  Vehicle Availability (no vehicle and 0.5, 1, 10, 20, 
or more mile access), Group Quarters (census tract with 67 percent or 
more living in group quarters), Low Access by Population Subgroups 
(measures above by seniors and children) 

Health Equity Index 
Connecticut 

Community-Specific Scores on Seven  Social Determinants of Health 
(civic involvement, community safety, economic security, education, 
employment, housing, environmental quality) and 13 Health Outcomes 
(infectious disease, childhood illness, renal disease, mental health, 
health care access, liver disease, life expectancy, perinatal care, 
accidents/violence, diabetes, cardiovascular, respiratory illness, cancer)

JustSouth Index 
http://www.loyno.edu/jsri/news/
inaugural-justsouth-index-2016 
(accessed December 22, 
2016) 

Demographics, nine social justice indicators in three categories: 
Poverty (average income per household, health insurance coverage for 
the poor white-minority, housing affordability white-minority), Racial 
Disparity (public school segregation, wage equity, employment 
equity); Immigrant Exclusion (immigrant youth outcomes, immigrant 
English proficiency, health insurance coverage for immigrants)

National Equity Atlas 
http://nationalequityatlas.org 
(accessed December 22, 2016).  

Demographics (detailed race/ethnicity, people of color, race/ethnicity, 
population growth rates, contribution to growth: immigrants, 
contribution to growth: people of color, racial generation gap, diversity 
index, median age); Economic Vitality (poverty, working poor, 
unemployment, wages: median, wages: $15/hour, income growth, job 
and wage growth, job and GDP growth, income inequality: Gini, 
income inequality: 95/20 ratio,  homeownership); Readiness (school 
poverty, air pollution: exposure index, air pollution: unequal burden, 
education levels and job requirements, disconnected youth, overweight 
and obese, asthma, diabetes); Connectedness (neighborhood poverty, 
housing burden, car access, commute time); Economic Benefits (GDP 
gains with racial equity, income gains with racial equity) 

Opportunity Index 
http://opportunityindex.org/#4.0
0/40.00/-97.00 (accessed 
December 22, 2016).  

Jobs and Local Economy (jobs, wages, poverty, inequality, access to 
banking, affordable housing, Internet access); Education (preschool 
enrollment, high school graduating, postsecondary completion); and 
Community Health and Civic Life (group membership, volunteerism, 
youth economic and academic inclusion, community safety, access to 
health care, access to healthy food)

The Housing and Transportation Provides a comprehensive view of affordability that includes both the 
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(H+T®) Affordability Index 
http://www.htaindex.org 
(accessed December 22, 2016). 

cost of housing and the cost of transportation at the neighborhood level 
for more than 200,000 neighborhoods. Neighborhood Characteristics 
(gross density, regional household intensity, fraction of single-family 
detached housing, block density, Employment Access Index, 
Employment Mix Index, Transit Connectivity Index, transit access 
shed, transit access shed jobs, average available transit trips per week; 
Household Characteristics (median household income, average 
commuters per household, average household size), Transit (auto 
ownership, auto usage, public transit usage)

Virginia Health Opportunity 
Index 
https://www.vdh.virginia.gov/O
MHHE/policyanalysis/virginiah
oi.htm (December 22, 2016).  

Index consists of 13 indicators organized into 4 profiles: Community 
Environmental (air quality, population churning, population density, 
walkability); Consumer Opportunity (affordability, education, food 
accessibility, material deprivation); Economic Opportunity 
(employment accessibility, income inequality, job participation); 
Wellness Disparity (access to care, segregation [community diversity 
and distances between communities with different racial or ethnic 
profiles]) 
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Appendix C 
 

Public Meeting Agendas 
 
 
 
 
 
 

MEETING ONE 
January 6, 2016 

Keck Center of the National Academies of Sciences, Engineering, and Medicine 
500 Fifth Street NW, Washington, DC  

 
1: 00–1:10 p.m. Welcome and Opening Remarks 

 Victor Dzau 
 President, National Academy of Medicine 
 

1:10–1:15 p.m. Meeting Overview and Introductions 
 James Weinstein 
 Committee Chair 
 

1: 15–1:45 p.m. Presentation of the Statement of Task and Discussion 
 James S. Marks 
 Executive Vice President, Robert Wood Johnson Foundation 

 
PANEL 1 

1:45–2:15 p.m. What Shapes Health (and Health Inequities)? 
 Steven H. Woolf 
 Director, Virginia Commonwealth University Center on Society      
       and Health 
 

2: 15–2:45 p.m.  State of Health Disparities in the United States: Challenges and  
     Opportunities 

 J. Nadine Gracia 
 Deputy Assistant Secretary for Minority Health and the Director    
     of the Office of Minority Health 
 U.S. Department of Health and Human Services 
 

2:45–3:15 p.m.  Achieving Health Equity: Naming and Addressing the Impacts   
   of Racism on Health 

 Camara Jones 
 President 
 American Public Health Association 
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 Senior Fellow, Satcher Health Leadership Institute and  
     Cardiovascular Research Institute 
 Morehouse School of Medicine 
 

3:15–3:35 p.m.  Discussion with Panel 1 Speakers 
 
3:35–3:45 p.m.  BREAK 
 

PANEL 2 
3:45–4:10 p.m.  Countering the Production of Inequities to Achieve Health    
    Equity: A Systems Approach 

 Rachel Davis 
 Managing Director, Prevention Institute 

 
4:10–4:35 p.m.  The Politics of Health Inequity: Getting to the Roots 

 Richard Hofrichter 
 Senior Director, Health Equity 
 National Association of County and City Health Officials 

 
4:35–5:00 p.m.  Advancing Health Equity and Optimal Health for All 

 Edward Ehlinger 
 President, Association Of State and Territorial Health Officials 
 Commissioner, Minnesota Department of Health 

 
5:00–5:20 p.m.  Discussion with Panel 2 Speakers 
 
5:20–5:30 p.m.  Public Comment 
 
5:30 p.m.  Adjourn 
 
 

MEETING TWO 
March 7, 2016 

National Academy of Sciences Building 
2101 Constitution Avenue, NW, Washington, DC 

 
8:30–9:00 a.m.  Arrival and Registration (coffee and tea will be provided) 
 
9:00–9:05 a.m.  Welcoming Remarks 

 James Weinstein 
 Committee Chair 

 
9:05–10:15 a.m.  Cuyahoga County Community Health Improvement Plan 

 Presentation and Q&A 
 Martha Halko 
 Deputy Director, Prevention and Wellness 
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 Cuyahoga County Board of Health 
 Gregory Brown 
 Executive Director, PolicyBridge 
 President, Brown & Associates Consulting Services 

 
10:15–10:30 a.m.  BREAK 
 
10:30–11:00 a.m.  Planning and Health 

 Anna Ricklin 
 Manager, Planning and Community Health Center 
 American Planning Association 

 
11:00–11:30 a.m.  Transportation and Health 

 Sam Zimbabwe 
 Associate Director, Policy, Planning & Sustainability  
     Administration 
 District Department of Transportation 

 
11:30 am–12:00 p.m.  Q&A 
 
12:00–12:45 p.m.  LUNCH 
 
12:45–1:15 p.m.  Environmental Justice and Health 

 Robert Bullard 
 Dean, School of Public Affairs 
 Texas Southern University 

 
1:15–1:45 p.m.  Civil Rights Law and Health 

 Marianne Engelman Lado 
 Senior Staff Attorney, EarthJustice 

 
1:45–2:15 p.m.  Q&A 
 
2:15–2:45 p.m.  Overview of Health Disparities 

 Tom LaVeist 
 Chair, Professor, Health Policy and Management Department 

The George Washington University, Milken Institute of Public 
Health 

 
2:45–3:05 p.m.  Q&A 
 
3:05–3:35 p.m.  Building Community Wealth and Anchor Institutions 

 David Zuckerman 
 Manager, Healthcare Engagement, Anchor Institution Initiative 
 Democracy Collaborative 
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3:35–3:55 p.m.  Q&A 
 
3:55–4:20 p.m.  Private Sector and Health 

 Michelle Chuk Zamperetti 
 Manager, Community Health Programs 
 Healthymagination, GE 

 
4:20–4:45 p.m.  Katie Loovis 

 Director, Corporate Responsibility 
 Communications and Government Affairs 
 GlaxoSmithKline 

 
4:45–5:05 p.m.  Q&A 
 
5:05–5:30 p.m.  Public Comment 

 
MEETING THREE 

April 27, 2016 
Arnold and Mabel Beckman Center 

National Academies of Sciences, Engineering, and Medicine 
100 Academy Drive, Irvine, CA  

 
9:30–10:00 a.m.  Arrival and Registration  
 
10:00–10:10 a.m.  Welcoming Remarks 
                                 James Weinstein 
  Committee Chair 
 

PANEL 1 
10:10–10:40 a.m.  Faith-Based Community Organizing for Health Equity 
   Doran Schrantz 
                               Executive Director, ISAIAH 
 
10:40–11:10 a.m.  Community-Based Participatory Research and Health Equity 
   Nina Wallerstein  
  Director, Center for Participatory Research 
    University of New Mexico, Health Sciences Center 

 
11:10–11:40 a.m.    Q&A 
 
11:40 a.m.–    LUNCH 
12:30 p.m. 
 

PANEL 2 
 
12:30–1:00 p.m.   Place Based Factors and Policy at the Community Level    
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  Manal Aboelata 
  Managing Director, Prevention Institute 
 
1:00–1:30 p.m.    Building Healthy Communities 
    Beatriz Solís 
    Director, Healthy Communities, South Region 
    The California Endowment 
 
1:30–2:00 p.m.    Q&A 
 
2:00–2:15 p.m.   BREAK 
 
2:15–2:50 p.m.  Economics and Community Development 
   David Erickson 
   Director, Center for Community Development Investments  
   Federal Reserve Bank of San Francisco 

 
2:50–3:15 p.m.  Q&A  

 
3:15–3:30 p.m.  Public Comment 
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Appendix D 
 

Committee Biographical Sketches 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
James N. Weinstein, D.O., M.S. (Chair), is the chief executive officer and president of 
Dartmouth-Hitchcock and is also the Peggy Y. Thomson Professor in the Evaluative Clinical 
Sciences at Darmouth-Hitchcock Medical Center. He leads a health system that includes New 
Hampshire’s only academic medical center and a network of clinics across two states, serving a 
patient population of 1.4 million. Dr. Weinstein also chairs the executive committee of the High 
Value Healthcare Collaborative, which he founded along with leaders of Denver Health, 
Intermountain Healthcare, and Mayo Clinic. Prior to being named as Dartmouth-Hitchcock’s 
first system wide chief executive officer in 2011, Dr. Weinstein served as the president of 
Dartmouth-Hitchcock Clinic and the director of the Dartmouth Institute for Health Policy and 
Clinical Practice (TDI), home of the Dartmouth Atlas. He is also the founding chairman of the 
Departments of Orthopedics at Dartmouth-Hitchcock and Dartmouth Medical School (now the 
Geisel School of Medicine), and the co-founder of the Dartmouth Center for Health Care 
Delivery Science, a collaborative effort between the Tuck School of Business and TDI. He is a 
principal investigator for the 13-center, 11-state, National Institutes of Health (NIH)-funded 
SPORT (Spine Patient Outcomes Research Trial) study, in its 15th year of funding, the first 
large-scale trial to look at the effectiveness of the three most common surgical procedures for 
back pain, as compared to non-operative treatment. As a leader in advancing “informed choice” 
to ensure that patients receive evidence-based, safe, effective, efficient, and appropriate care, he 
established the first-in-the-nation Center for Shared Decision-Making at Dartmouth-Hitchcock in 
1999, where patient preferences and values are an integral part of diagnostic and treatment 
decisions. 

Dr. Weinsten has a D.O. in osteopathic medicine from the Chicago College of 
Osteopathic Medicine (1977) and an M.S. in health services research from Dartmouth Medical 
School (1995). An internationally renowned spine surgeon, he is known as one of the foremost 
experts on spine tumors and developed the first-ever spine tumor classification system, which 
continues to be used around the world. In 1998 Dr. Weinstein founded the multidisciplinary 
spine center at Dartmouth-Hitchcock, which has become an international model for patient-
centered health care delivery, incorporating shared decision making and patient self-reported 
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outcomes into clinical practice. He is the winner of the Wiltse Lifetime Achievement Award 
from the International Society for the Study of the Lumbar Spine. He is the editor in chief of the 
journal Spine and author of more than 290 papers and articles, including the Musculoskeletal 
Dartmouth Atlas of Health Care. He is a member of the National Academy of Medicine (2011) 
and currently serves on the National Academies of Sciences, Engineering, and Medicine’s Board 
on Population Health and Public Health Practice. 
 
Hortensia de los Angeles Amaro, Ph.D., is Dean’s Professor of Social Work and Preventive 
Medicine and the associate vice provost of community research initiatives at the University of 
Southern California (USC). She has dramatically advanced the understanding of substance abuse 
disorder treatment, HIV prevention, and other urgent public health challenges through a 
distinguished career that has spanned scholarly research, translation of science to practice, top-
level policy consultation, and service on four Institute of Medicine committees. Before joining 
USC in 2012, Dr. Amaro was with Northeastern University for 10 years, serving as an associate 
dean and a distinguished professor of health sciences and counseling psychology of the Bouvé 
College of Health Sciences and also as the founder and director of the university’s Institute on 
Urban Health Research. For 18 years before that, she was a professor in the Boston University 
School of Public Health and in the Department of Pediatrics at the Boston University School of 
Medicine. Dr. Amaro received her doctorate in psychology from the University of California, 
Los Angeles, in 1982 and was awarded honorary doctoral degrees in humane letters by Simmons 
College in 1994 and the Massachusetts School of Professional Psychology in 2012. She has 
received numerous awards, most recently the American Public Health Association’s Elizabeth 
Beckman Professors Who Inspire Award (2014) and the Sedgwick Memorial Medal for Public 
Health Service (2015). She has authored more than 140 scholarly publications, many of them 
widely cited, and she has made landmark contributions to improving behavioral health care in 
community-based organizations by launching addiction treatment programs that have helped 
thousands of families and by informing practice in agencies around the world. Dr. Amaro is a 
member of the National Academy of Medicine (2010) and currently serves on the Board on 
Population Health and Public Health Practice; the Standing Committee on Integrating New 
Behavioral Health Measures in the Substance Abuse and Mental Health Services 
Administration’s Data Collection Programs; and the Workshop Steering Committee on 
Integrating New Measures of Trauma and Recovery (chair) into the Substance Abuse and Mental 
Health Services Administration’s Data Collection Programs. 
 
Elizabeth Baca, M.D., M.P.A., is passionate about innovations to foster total health and well-
being. She currently serves as the senior health advisor in the State of California Governor’s 
Office of Planning and Research (OPR). She is engaged in innovation in the public sector to 
foster health through multiple projects, including healthy planning, big data, and public–private 
partnerships. For healthy planning she works across sectors to foster collaboration and elevate 
the connection between health and the built environment, and she leads the effort to incorporate 
health considerations into the planning process to build healthy, resilient communities. A 
significant part of her work is aligning win-wins for projects that offer co-benefits, particularly 
with respect to climate mitigation and adaptation efforts. For big data, she is working on projects 
to link data sets to the planning process. Additionally, she serves as a lead for the Governor’s 
Initiative to Advance Precision Medicine. Through her role in OPR, she is an advisor for the U.S. 
Green Building Council’s Building Health Initiative and FS6, a new Food System Accelerator.  
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Previously, she served on the general pediatric faculty at Stanford Medical School and 
directed the community pediatric and child advocacy rotation. In addition to teaching medical 
students and residents about the social, economic, and environmental factors that affect health, 
Dr. Baca was the lead faculty mentor on several projects to increase access to healthy foods, 
reduce environmental triggers of asthma, increase physical activity opportunities, and improve 
the built environment.  

Dr. Baca studied health policy at Universidad Simon Bolivar in Venezuela. She 
completed her master’s in public administration at the Harvard Kennedy School of Government 
and her doctorate of medicine at Harvard Medical School. Dr. Baca completed her pediatric 
residency in the Pediatric Leadership for the Underserved (PLUS) program at University of 
California, San Francisco. 
 
Ned Calonge, M.D., M.P.H., is the president and chief executive officer of The Colorado Trust, 
a private grant-making foundation dedicated to achieving health equity for all Coloradans. Dr. 
Calonge is an associate professor of family medicine at the Colorado School of Medicine at the 
University of Colorado, Denver, and an associate professor of epidemiology at the Colorado 
School of Public Health. Nationally, he chairs the Evaluating Genomic Applications for Practice 
and Prevention (EGAPP) Working Group of the Centers for Disease Control and Prevention 
(CDC); chairs the Agency for Healthcare Research and Quality’s Electronic Data Methods 
Forum Advisory Committee; and is a member of the CDC’s Task Force on Community 
Preventive Services and of CDC’s Breast and Cervical Cancer Early Detection and Control 
Advisory Committee. Dr. Calonge received his B.A. in chemistry from The Colorado College, 
his M.D. from the University of Colorado, and his M.P.H. from the University of Washington, 
where he also completed his preventive medicine residency. He completed his family medicine 
residency at the Oregon Health and Science University. He is a past chair of the United States 
Preventive Services Task Force and is a past member of the Secretary’s Advisory Committee on 
Heritable Disorders in Newborns and Children. Prior to coming to The Trust, Dr. Calonge was 
the chief medical officer of the Colorado Department of Public Health and Environment. He is a 
National Academy of Medicine member (elected in 2011). Dr. Calonge serves on the National 
Academies of Sciences, Engineering, and Medicine’s Board on Population Health and Public 
Health Practice as well as on the Roundtable on the Achievement of Health Equity and the 
Elimination of Health Disparities. 
 
Bechara Choucair, M.D., M.S., is the senior vice president of Community Health and Benefit, 
and chief community health officer for Kaiser Permanente. Prior to his role at Kaiser, Dr. 
Choucair was senior vice president of safety net transformation and community health at Trinity 
Health. Dr. Choucair was responsible for working directly with Trinity Health Regional Health 
Ministries to improve the health of populations and affect the community-based social 
determinants of health. He was responsible for the development of new care delivery models and 
new relationships with payers, public health agencies, and community organizations. He and his 
team were also responsible for leading community benefits throughout the ministry. For 5 years 
prior to joining Trinity Health, Dr. Choucair was the commissioner of the Chicago Department 
of Public Health (CDPH). There he and his team launched Healthy Chicago, the city’s first 
comprehensive public health agenda. Since its launch, CDPH has reported historic lows in 
childhood obesity rates and both teen and adult smoking rates, as well as significant increases in 
overall life expectancy. Under his leadership, CDPH became the first big city public health 
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agency to be awarded national accreditation. Prior to his appointment as CDPH commissioner, 
he served as the executive director of Heartland Health Centers in Chicago and as the medical 
director of Crusader Community Health in Rockford, Illinois. Dr. Choucair serves on numerous 
boards and has a faculty appointment at the Feinberg School of Medicine, Northwestern 
University. Dr. Choucair, a family physician by training, holds an M.D. from the American 
University of Beirut and a master’s degree in health care management from The University of 
Texas at Dallas. In addition to earning a number of local and national awards, he was named one 
of Chicago’s 40 under 40 by Crain’s Chicago Business in 2012. 
 
Alison Evans Cuellar, Ph.D., M.B.A., is an associate professor of health administration and 
policy and has extensive research experience in health care systems, Medicaid, mental health, 
and justice-involved populations. Her contributions include work on identifying and evaluating 
new organizational forms, such as hospital systems and physician alliances, and their effects on 
quality, efficiency, costs, prices, and technology adoption. In work supported by the National 
Institute of Mental Health, she has examined the intersection of behavioral health and the 
juvenile justice systems; Medicaid policies and their impact on justice-involved youth and youth 
with behavioral health problems; mental health courts as an innovative alternative for juvenile 
delinquents; and health care services for incarcerated youth and adults returning to the 
community. She was a member of a national collaborative Mental Health Policy network 
supported by the MacArthur Foundation. She also was co-investigator on a pediatric health needs 
assessment in Washington, DC, with a special focus on vulnerable and minority populations. In 
addition, she spent the 2005–2006 academic year as a visiting economist to the U.S. Department 
of Justice. She is co-editor of the Economic Grand Rounds column in the journal Psychiatric 
Services. Her work has been published in several journals, including Journal of Policy Analysis 
and Management, Journal of Health Economics, American Journal of Public Health, Health 
Affairs, Archives of Pediatric and Adolescent Medicine, and American Journal of Psychiatry and 
Psychiatric Services, among others. Previously, Dr. Cuellar was an assistant professor in the 
Department of Health Policy and Management at Columbia University. 
 
Robert H. Dugger, Ph.D., is a co-founder of ReadyNation and the chairman of its advisory 
board. ReadyNation is the preeminent business leader organization working to strengthen 
business through better policies for children and youth. Dr. Dugger’s main interest is early child 
development and organizing strong business coalitions in states to support high-return 
investment spending in children, prenatal to 5 years old. Dr. Dugger began his career at the 
Federal Reserve Board in 1972, and in the 1980s he served on the staffs of the House and Senate 
banking committees and with the American Bankers Association. From 1992 to 2008 he was a 
partner in Tudor Investment Corporation. Together with Dr. James Heckman, the University of 
Chicago professor and Nobel Prize winner, and Dr. Steven Durlauf of the University of 
Wisconsin–Madison, Dr. Dugger heads the Global Working Group on Human Capital and 
Economic Opportunity at the Becker-Friedman Institute at the University of Chicago. Dr. 
Dugger is also the former board chairman of Singita-Grumeti Reserves, a Tanzanian wildlife 
conservation and tourism project regularly ranked number one in the world. Dr. Dugger received 
his Ph.D. in economics from the University of North Carolina at Chapel Hill on a Federal 
Reserve Dissertation Fellowship. He has received numerous awards and recognitions, including 
the McCormick Foundation’s Center for Early Childhood Leadership’s Corporate Champion for 
Change award in 2014, ZERO TO THREE’s Reiner Award for Outstanding Advocacy on Behalf 
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of Very Young Children in 2013, the Committee for Economic Development’s Trustee 
Leadership Award” in 2008, and, most recently, ReadyNation's 2015 Business Leader Champion 
for Children award. 
 
Chandra Ford, Ph.D., M.P.H., M.S., is an associate professor in the Department of Community 
Health Sciences at the University of California, Los Angeles. Her areas of expertise include 
HIV/AIDS prevention and care; HIV testing among older adults; the social determinants of 
health/social epidemiology; conceptualizing and measuring racism, race, and ethnicity; public 
health critical race praxis (PHCRP)/critical race theory; and lesbian, gay, bisexual, and 
transgender (LGBT) health disparities. Dr. Ford earned her Ph.D. from the Gillings School of 
Public Health at the University of North Carolina and received her M.P.H. and M.L.I.S. from the 
University of Pittsburgh. She completed postdoctoral fellowships in the Department of Social 
Medicine at the University of North Carolina and the Department of Epidemiology at Columbia 
University, where she was a W.K. Kellogg Foundation Kellogg Health Scholar. Dr. Ford has 
received several competitive awards. She currently is a Kaiser Permanente Chris Burch 
Leadership Awardee. 
 
Robert García, J.D., is a civil rights advocate who engages, educates, and empowers 
communities for equal access to public resources. He is the founding director and counsel of The 
City Project, a nonprofit legal and policy advocacy team in Los Angeles, California. The City 
Project works with diverse allies on equal access to (1) healthy green land use through 
community planning, (2) climate justice, (3) quality education including physical education, (4) 
health equity, and (5) economic vitality for all, including creating jobs and avoiding 
displacement. Mr. Garcia has extensive experience in public policy, legal advocacy, mediation, 
and litigation involving complex social justice, civil rights, human health, environmental, 
education, and criminal justice matters. He has influenced the investment of more than $43 
billion in underserved communities, working at the intersection of equal justice, public health, 
and the built environment. Previously he served as the chairman of the Citizens’ School Bond 
Oversight Committee for 5 years, helping raise more than $27 billion to build new and 
modernize existing public schools as centers of their communities in Los Angeles. Mr. Garcia 
served as an assistant United States attorney for the Southern District of New York and an 
attorney with the NAACP Legal Defense and Education Fund. Mr. Garcia graduated from 
Stanford University and Stanford Law School, where he served on the board of editors of the 
Stanford Law Review. He received the President’s Award from the California Attorneys for 
Criminal Justice for helping release Geronimo Pratt, the former Black Panther leader, from 
prison after 27 years for a crime he did not commit. He represented people on death row in 
Florida, Georgia, and Mississippi. Stanford Law School called him a “civil rights giant” and 
Stanford Magazine “an inspiration.” He is an immigrant who came to the United States from 
Guatemala at age 4. 
 
Helene D. Gayle, M.D., M.P.H., is the chief executive officer of the McKinsey Social Initiative. 
She was formerly the president and chief executive officer of CARE USA. She also has served 
as the director of the Bill & Melinda Gates Foundation’s HIV, TB, and Reproductive Health 
Program and directed HIV, STD, and TB prevention activities at the Centers for Disease Control 
and Prevention (CDC). During her nearly two decades at CDC, Dr. Gayle also studied 
malnutrition in children in the United States and internationally, evaluated and implemented 
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child survival programs in Africa, and worked on HIV/AIDS research, programs, and policy. Dr. 
Gayle received her M.D. from the University of Pennsylvania, and master of public health 
degree from Johns Hopkins University. She has published numerous articles on public health and 
has received many awards for her scientific and public health contributions. She is a National 
Academy of Medicine member (1998) and has served on the Council of the National Academy 
of Medicine; the Committee on the U.S. Commitment to Global Health; and the Keck Futures 
Initiative Genomics Steering Committee. 
 
Andrew Grant-Thomas, Ph.D., is the co-director at EmbraceRace, an online community of 
parents, grandparents, aunts and uncles, teachers and guidance counselors, day care providers, 
young people, and caring adults. He is also a race and social justice consultant, currently serving 
or having served in that capacity with the Haas Institute, the Democracy Fund, Open Society 
Foundations, Kellogg Foundation, Tufts Public Health Programs, and the Fetzer Institute, among 
others. Previously he was the director of programs at the Proteus Fund, a national foundation 
committed to advancing justice through democracy, human rights, and peace. At Proteus, Dr. 
Grant-Thomas worked on issues that include race and redistricting; money in politics; civil 
liberties, human rights, and national security policy; death penalty abolition; and social equity in 
philanthropy. Dr. Grant-Thomas was previously the deputy director of the Kirwan Institute for 
the Study of Race and Ethnicity at the Ohio State University, where he oversaw much of the 
Institute’s U.S.-based and global justice programming, directed its biannual Transforming Race 
conference, and served as the editor-in-chief of its journal, Race/Ethnicity: Multidisciplinary 
Global Contexts. Andrew came to Kirwan Institute from the Civil Rights Project at Harvard 
University, where he oversaw preparations for the 2003 Color Lines Conference and managed a 
range of policy-oriented racial justice projects. He earned his bachelor’s degree in literature from 
Yale University, his master’s in international relations from the University of Chicago, and his 
Ph.D. in political science from the University of Chicago. 
 
Sister Carol Keehan, R.N., M.S., is the ninth president and chief executive officer of the 
Catholic Health Association of the United States (CHA). She assumed her duties in October 
2005. She is responsible for all association operations and leads CHA’s staff at offices in 
Washington, DC, where she is based, and in St. Louis. Sr. Carol worked in administrative and 
governance positions at hospitals sponsored by the Daughters of Charity for more than 35 years. 
Prior to joining CHA, she was the board chair of Ascension Health’s Sacred Heart Health 
System in Pensacola, Florida. Previously, she served for 15 years as president and chief 
executive officer of Providence Hospital, which includes Carroll Manor Nursing and 
Rehabilitation Center, in Washington, DC Currently Sr. Carol serves on the boards of St. John’s 
University, Queens, New York, and Georgetown University, Washington, DC She has served on 
the boards of the District of Columbia Hospital Association, of which she is a past chair; Care 
First/Blue Cross of Maryland and the National Capital Area, Owings Mills, Maryland; and its 
affiliate, Group Hospitalization and Medical Services, Inc. In addition, she previously served on 
the nominating committee of the American Hospital Association and the finance committee of 
the Maryland Hospital Association and is a past chair of the Florida State Human Rights 
Advocacy Commission. Sr. Carol earned a bachelor of science degree in nursing from St. 
Joseph's College, Emmitsburg, Maryland, where she graduated magna cum laude, and a master 
of science degree in business administration from the University of South Carolina, from which 
she received the School of Business Distinguished Alumna Award in 2000 and was honored in 



Copyright © National Academy of Sciences. All rights reserved.

Communities in Action:  Pathways to Health Equity

APPENDIX D D-7 

PREPUBLICATION COPY: UNCORRECTED PROOFS 

2009 as “an outstanding alumna who has served others in a manner that goes beyond what is 
required by the individual's job or profession.” She is the recipient of numerous awards and 
honors including: the American Hospital Association’s Trustee Award; the Pro Ecclesia et 
Pontifice (Cross for the Church and Pontiff), bestowed by Pope Benedict XVI; the American 
Cardinals’ Encouragement Award; and the Medal of Honor and the Monsignor George C. 
Higgins Labor Advocacy Award from the Archdiocese of Washington. Sr. Carol was named in 
2010 one of Time magazine’s 100 Most Influential People in the World and has been on Modern 
Healthcare’s list of 100 Most Influential People in Healthcare several years, having topped the 
list as number one in 2007. Sr. Carol received honorary doctorates from Niagara University, 
NY.; the College of the Holy Cross, Worcester, Massachusetts; St. John’s University, Queens, 
New York; The Catholic University of America, Washington, DC; Marymount University, 
Arlington, Virginia; and DePaul University, Chicago. Sr. Carol is a National Academy of 
Medicine member. 
 
Christopher J. Lyons, Ph.D., an associate professor of sociology at the University of New 
Mexico (UNM), studies violence and social control as a window into the sources and 
consequences of social inequality. His research has developed around two principal areas: (1) 
race/ethnicity and socio-legal control, and (2) the spatial distribution of violence across 
communities. Work within these two areas explores themes relevant to urban and political 
sociology, stratification, and intergroup relations. He has sought to advance theoretical and 
empirical inquiries into the social construction and etiology of hate crime and racially motivated 
crime, race/ethnicity and crime clearance, the stratification consequences of incarceration and 
criminal justice intervention, perceptions of racial discrimination, the political foundations of 
neighborhood inequality and violence, and domestic violence. Along with colleagues Maria 
Velez (UNM) and Laurie Krivo (Rutgers), he is currently working on a National Science 
Foundation-funded project to collect a second wave of the National Neighborhoods and Crime 
Study (NNCS-2) which will provide unique two-panel crime and demographic data for 
neighborhoods across 91 large cities in the United States. 
 
Kent McGuire, Ph.D., is the president and chief executive officer of the Southern Education 
Foundation (SEF). Dr. McGuire is responsible for SEF’s mission to advance equity and 
excellence in education in the American South. Prior to joining SEF, Dr. McGuire served as the 
dean of the College of Education at Temple University and was a tenured professor in the 
Department of Educational Leadership and Policy Studies. Previously, Dr. McGuire was a senior 
vice president at MDRC, Inc. Before that he served in the Clinton Administration as an assistant 
secretary of the U.S. Department of Education. His previous nonprofit work included being the 
education program officer for the Philadelphia-based Pew Charitable Trusts and serving as the 
education program director for the Lilly Endowment. He received his Ph.D. in public 
administration from the University of Colorado Boulder and his M.A. in education 
administration and policy from Columbia University Teacher’s College. He has written and 
coauthored various policy reports, book chapters, and papers in professional journals. He 
currently serves on many boards, including Cornerstone Literacy, the Institute for Education 
Leadership, The New Teacher Project, and Alliance for Excellent Education. He is currently 
serving on the National Research Council’s Committee for the Five-Year (2009–2013) 
Summative Evaluation of the District of Columbia Public Schools (2012–2015), and he 
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previously served on the Committee on Defining Deeper Learning and 21st Century Skills and 
the Committee on Independent Evaluation of D.C. Public Schools. 
 
Julie Morita, M.D., is the commissioner for the Chicago Department of Public Health (CDPH). 
She was appointed to this position following 15 years of service to the department. As medical 
director for the immunization program, Dr. Morita fostered partnerships with health systems and 
the private sector, achieving recognition for both the improvements in coverage and overall 
coverage rates. In 2009 Dr. Morita led the city’s response to the pandemic influenza outbreak, 
developing a system to distribute more than 1 million doses of vaccine to clinics and residents 
across the city. In 2014, as chief medical officer, Dr. Morita led the city’s efforts to prevent the 
introduction and spread of the Ebola virus, including developing and launching the Chicago 
Ebola Resource Network, the first local network of medical centers working jointly to prepare 
and respond to a possible Ebola case. Dr. Morita has represented local public health as a member 
of the Advisory Committee on Immunization Practices, the National Vaccine Advisory 
Committee, the Illinois Immunization Advisory Committee, the Chicago Area Immunization 
Campaign, and the Illinois Chapter of American Academy of Pediatrics. Prior to her time with 
CDPH, Dr. Morita served as an epidemic intelligence service officer with the Centers for Disease 
Control and Prevention and worked in private practice. Dr. Morita is a graduate of the University 
of Illinois at Chicago Medical School. 
 
Patricia (Tia) Powell, M.D., is the director of the Montefiore Einstein Center for Bioethics and 
of the Einstein Cardozo Master of Science in Bioethics program at the Albert Einstein College of 
Medicine and Montefiore Health System. She is also a professor of clinical epidemiology in the 
Division of Bioethics, and of clinical psychiatry. Dr. Powell has bioethics expertise in public 
policy, dementia, consultation, end-of-life care, decision-making capacity, bioethics education, 
and the ethics of public health disasters. Prior to her positions at Einstein and Montefiore, she 
served 4 years as the executive director of the New York State Task Force on Life and the Law, 
which functions as New York State’s bioethics commission. Dr. Powell graduated magna cum 
laude from Harvard-Radcliffe College. At Yale Medical School (from which she earned her 
M.D. in 1987) she earned the Parker Prize, Yale’s highest award for a graduating medical 
student. She completed her internship, psychiatric residency and Consultation-Liaison fellowship 
at Columbia. She is a board-certified psychiatrist and a fellow of the New York Academy of 
Medicine, the American Psychiatric Association, and The Hastings Center. She has worked with 
the National Academies of Sciences, Engineering, and Medicine on many projects related to 
public health and ethics and most recently served on the Committee on the Public Health 
Dimensions of Cognitive Aging. 
 
Lisbeth (Lee) Schorr is a senior fellow of the Center for the Study of Social Policy. Her work is 
currently focused on efforts to broaden the conventional understanding of evidence as applied to 
the design, improvement, and evaluation of complex initiatives and on promoting a results 
orientation to the reform of social policies and programs. With a group of colleagues, she 
recently founded The Friends of Evidence, which works to strengthen the role of evidence in 
efforts (public and philanthropic, local, regional, and national) to ensure the wise allocation of 
scarce resources and to improve outcomes among the children and families who are not faring 
well in today’s society. Ms. Schorr has extensive experience in social policy, community 
building, education, health, and human service programs—which has helped her to become a 
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national authority on how to improve the future of disadvantaged children and their families and 
neighborhoods. She serves on the board of the SEED Foundation, was the founding co-chair of 
the Aspen Institute’s Roundtable on Community Change, and has held leadership positions in 
many of the major national efforts on behalf of children and youth, including the National Center 
for Children in Poverty, City Year, and the Foundation for Child Development. From 1998 to 
2007 she was a member of the National Selection Committee of the Ford Foundation/Kennedy 
School Awards for Innovations in American Government. From 1965 to 1967 she headed the 
health division of the Community Action Program at the federal Office of Economic 
Opportunity.  

Ms. Schorr has published two books regarding social problems and children and families. 
Her 1988 book, Within Our Reach: Breaking the Cycle of Disadvantage, analyzed programs and 
strategies that succeeded in effectively combating serious social problems. In Common Purpose: 
Strengthening Families and Neighborhoods to Rebuild America, published in September 1997, 
she laid out the evidence that by acting strategically and focusing on the systems contexts in 
which programs are implemented, it is possible to strengthen children and families and to rebuild 
communities. She has been awarded honorary doctorate degrees from Whittier College, Lewis 
and Clark College, Wheelock College, the University of Maryland, Bank Street College of 
Education, and Wilkes University. She is a member of the National Academy of Medicine and 
has served on numerous committees, forums, and boards, including the Committee for Increasing 
High School Students’ Engagement and Motivation to Learn; the Board on Children, Youth and 
Families; the steering group of the National Forum on the Future of Children and Their Families; 
and the Forum on Global Violence Prevention. 
 
Nick Tilsen is a member of the Oglala Sioux Tribe and the founding executive director of the 
Thunder Valley Community Development Corporation. He has more than 11 years of experience 
in working with nonprofit organizations and tribal nations on projects that have a social mission. 
Mr. Tilsen’s goal is to shift the narrative on Indian reservations from victimhood and negativity 
to empowerment and possibility, with a youth movement as the primary catalyst. His strategy is 
three-fold: first, reconnect youth with their cultural and spiritual identities as a foundation for 
responsibility and ownership; second, engage youth as both the drivers and beneficiaries of a 
new wave of citizen-led activity on the reservation; and third, facilitate (by demonstrating 
success and through advocacy) a new framework through which governments, philanthropy, and 
tribes themselves address the social and economic conditions that persist on Indian land. Mr. 
Tilsen is also currently the project director for Oyate Omnicye, a process funded by the U.S. 
Department of Housing and Urban Development’s Office of Sustainable Housing and 
Communities to create a reservation-wide plan for sustainable development for the Oglala 
Lakota Nation. In 2012 Mr. Tilsen was recognized by President Barak Obama at the White 
House Tribal Nations Conference, who said “day by day, family by family, community by 
community, Nick and his nonprofit have helped inspire a new beginning for Pine Ridge.” 
 
William W. Wyman, M.B.A., began his career at the management consulting firm Booz Allen 
and Hamilton. After working for the firm in New York; Duesseldorf, Germany; Athens, Greece; 
and Dallas, Texas, he returned to New York to become the president of the Management 
Consulting Group, a member of the executive committee, and a member of the board of 
directors. In 1984 Mr. Wyman co-founded Oliver Wyman & Co, a general management 
consulting firm focused on the financial industries. The firm grew rapidly, and in 2004 it became 
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part of Marsh & McLennan. Today, the firm is one of the world’s leading management 
consulting firms, employing nearly 4,000 professionals in 26 countries. More recently, Mr. 
Wyman has served as a director or advisor to nearly two dozen public and private companies in 
the finance and technology industries. He also has served as an advisor to several private equity 
partnerships. 

 Mr. Wyman has been a member of the board of the Dartmouth Hitchcock Medical 
Center, Mary Hitchcock Hospital, and the Dartmouth Hitchcock clinic. Some years ago, he and 
his wife founded an organization in Rwanda that has developed a model for the delivery of 
primary health care in rural Africa. Mr. Wyman received his B.A. from Colgate University and 
his M.B.A. from the Harvard Business School. He served in the U.S. Navy before starting his 
career. He resides in Hanover, New Hampshire. 
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