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J\/Lmy I)arr EL0/RCOIORIACELPODNERNEAILN IO TNE; Cradle to
IE gr,]\ e relative to national averages.

IESEN| gqualltles persist when education and income are
runrrJJ ed.

2 Wm ~new Immigrants tend to have better health than

=— (h 1r UiS.-born peers, their health tends to get poorer over
'“-::"ﬂ 'and with succeeding generations.
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= These health inequities have their roots in historic and
contemporary forces, such as discrimination, segregation,
and poverty concentration.
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Def ni Uons

Healthlinequities refer to. health dlffernces that are

OELEUNIISOEIcIfaiSaEVaRtagENad are thEreiore unjust or
z2)V/oclz)o) S

NEIthinequities adversely affect groups of people who have
J\/J e atically’ experienced greater social and/or economic
=05 es based on their racial or ethnic group; religion;
S spcioeconomic status; gender; age; mental health; disability;
—== sexual orientation; geographlc location; or other
_ characteristics hlstorlcally linked to dlscrlmmatlon or
_exclusion.
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1ealth for all people.

Amwv C health equity requires valuing all

nJJy duals and populations equally, recognizing and
==TecLiiying historical injustices, and addressing

e Vjtemporary injustices by providing resources
gccording to need. Health and healthcare
disparities will be eliminated when health equity is
achieved.
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Health equity is a process, not an outcome.
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KeyaStiategies to Improve the Natllonﬁ":b—
C)Ljt/eje); —for Health‘!h_ZOSO
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JUIty! h ealth care delivery petter aligning
JWJE 1 are resources to match community need

o in the health care workforce — improving
1ver5|ty of the nation’s health workforce to
== = bet ter reflect the population

R

fO’iEE]U|ty in community conditions for health —

~ reducing the concentration of health risks in
communities of color while increasing access to
health-enhancing resources

: th



Eityain, Healthcare Dehvﬂe;yﬁéh@ﬁiﬂgp.
RESOUINCES mth@@mmunlty eed
o r),-ur)]agfrr orarerdisproportionately concentrated'in®

iBalthl professions shortage areas and medically
und;erse} areas

2 _), o*'-of Latlnos and 22% of African Americans report

= having little to no choice in where they access care,
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= "Ebmpared to only 15% of whites

Q

A

-
. —_—

- ® 349 of Latinos, 24% of AI/ANs, 19% of African
Americans, and 15% of whites report having no regular
source of health care



NEW YORK CITY, NY
PCP and Poverty
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Figure 2
NEW YORK CITY, NY

PRIMARY CARE PHYSICIANS AND
AMBULATORY CARE SENSITIVE COND
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‘F‘FJJJ' 4in Healthcare Delivery: éjj@fﬂr'ng;.
RESOUIrces W|th @bmmunlty Need

~

2 H,gg,mr 1ealth’ proressions trair g programs or
example, NHSC funding levels have not been adequate
0 JJ,)r ort: the number of clinicians needed to fill all
POSILON Wacancies (nearly 9,000 vacancies currently
iemain and nearly 17,000 practitioners are still needed
&= toremove HPSA designations)

= f_‘_'
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= C-ontlnue expansion of Community Health Centers

e Match Medicaid reimbursement to that of
Medicare



EcjUieAle the Healthcare Workfo ;-

Prossielilgle D|vers§tay-,and Qua

> rJ:ﬂ.JJErJ,f“"‘D OVIGES o‘"' OI0F dIFE€" MOre lIKElY to WOrK' In
fiedically’ underserved communities and reduce cultural
ghainguistic barriers to accessing care

ije ity in health professions training settings is

| C1ated with greater cultural competence among all
ﬂ--,,_:f a nees

-: “o- Mmorlty providers display better patient care process

-~ ® Yet they remain dramatically underrepresented among
physicians, dentists, behavioral health professionals, and
many. other disciplines
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Ensuring Diversity in the
Health-Care Workforce

INSTITUTE OF MEDICINE
OF THE NATIONAL ACADEMIES
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pEdlNRfeiessions, Educations Inﬁt@%la"
Adlgoe ms  statements,thats y.address the value o
JJ\/—‘DJF}/ w | y
r'nr*JJr,lr s a comprehenswe review of applicants’ files
Js~srr1,)r S|ze standardized test data in the admissions
er]JJ jn
2 fr ude representatives from groups affected by the

::;_ itution’s admissions decisions on admissions committees
== Push for diversity accreditation standards

—— S

~» Develop and regularly evaluate comprehensive strategies to
- improve the institutional climate for diversity

® Reduce financial barriers to training



ighlyASEgregated %uhifies of Color: Tiend to:

St e 'r h concentratlon of environmental health risks,
SUGHIES Hutmg Industries
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2 ﬁ‘—uc 8 lgnated as ‘food deserts,” lacking geographic and
ahdal access to healthy foods, while in contrast

’.hostlng a heavy concentration of unhealthy food vendors
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~® | ack access to safe spaces for exercise or recreation



ighlyASEgregated %uhifies of Color: Tiend to:

rlelv/e é’f’access to means for economic mobility, such
g5 JOOJ -hools, capital to start businesses, property
LiEitic PP C|ates In value to accumulate wealth
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=X .A,Lmore for the same goods and services as more
_=:fr e:édvantaged communities
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= e SLlffer from high levels of stress as a result of all of the
above



geispblispanics, Amer. Indianstovers
sonicentrated in high-poverty tracts
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L Poor blacks'and Hispanics'are morelikely

EnPoor Whites:te iverin medium=and

WIGEPoVerty. tracts
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MEbreiDetroit: Poverty Concentration

NEIGhvernoods of AlliChildren
SONTCERDIVersitydata.org, 2011 -
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MEbreDetroit: Poverty Concentration 6
NEIEGRIeT00ds off Poes Childr
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HLJC:“JJ» Investments Reducing the concentration of
sommunity=level health risks while increasing geographic
GEEESS Lorhealth-enhancing resources.
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=5 '\—1@ ple- based Investments: Investing in people through
= ndividual and family interventions designed to improve
sﬂ"f.access to opportunity and maximize the ability to
=——= harness opportunities.

These strategies should be employed simultaneous(y
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Examples of Place- Based and People- ...

BEsed ﬂvestmeﬁ@—
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) Erash] Fe od! Financing Initiatives

) Lepplefilge and zoning to reduce the concentration
o)f na( ‘i ‘risks

SEJoint Use Agreements (e.g., with schools)
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,,: ealth Impact Assessment
-"7;”’- =Iausmg Mobility (e.g., MTO)

~® High-Quality Early Childhood Educational
Programs

',—’




M REGUIHES _‘.','.*; ' nd]raveidable nealth equalities
GIISE .):‘C_LJ e Off the circumstances in which people grow,
[ive, Wers 'age and the systems put in place to deal
yitr) Jllnw"m he conditions in which people live and die
Gl IRFCurn, §haped by political, social, and economic
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, ;’Eld Health Organization Commission on the Social
Determinants of Health (2008)
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