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SUMMARY AND GENERAL CONCLUSIONS 
 
“Health equity readiness” is a new concept for local and state health departments in the United 
States.  As a new area of study with few-  if any -measurement instruments the research 
procedures used for this exercise adhered to qualitative methodological standards that may 
advance future efforts to study, measure, and build health equity readiness.   
 
The concept of health equity readiness is based on at least four frameworks.  Only two were 
examined in this study commissioned in January 2008 by the State Health Officer and 
Administrator of the Division of Public Health, Wisconsin Department of Health and Family 
Services.   
 
The main objective of the assessment  was to examine the organization's underlying values and 
ideology, ideas, policies, and practices with regard to it's' vision and definition of health equity in 
comparison to the theories and fundamental frameworks of health equity readiness.    
 
The assessment gathered data from three groups internal and external to the Division 
using interviews and four different questionnaires.   The health equity readiness 
questionnaire was divided into three sections.1  Two of the sections asked about 
traditional areas of importance in the provision of equitable services:  1) Access and 2) 
Cultural competency.  
 
The last section of the health equity readiness questionnaire was titled “Equity” and 
focused on methods, practices, resources, community interaction, policy advocacy, 
collaborative partnerships, and other concepts used to define health equity.   
 
Results reveal an awareness and knowledge that a focus on broader determinants of health is 
required to tackle health inequities.  On the other hand, there appears to be no analytical 
framework or a command of theories that connect socioeconomic factors and policies with the 
concept of social inequality, social position, civic autonomy, and health.  Knowledge of theories 
on how socioeconomic factors and policies get under the skin to affect health is imprecise and/or 
deficient.   Finally, knowledge about the public policy process, civic capacity, and the 
relationship between these concepts and health is deficient.  
  
The strongest narratives held by the Division center around ideas of evidence based strategies, 
race/ethnicity as a factor in health inequities, community engagement, and an impression of 
policy change as a solution.  While helpful, these narratives are limited in scope.  Further, while 
they serve as mental models to guide the Division’s responses to health inequities they restrict 
possibilities.   
 

                                                
1 Research is underway to develop a new version of the health equity readiness questionnaire to include sections on  
community organizing and agenda setting/social movements.   
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The Division’s interest in and commitment to health equity is very strong. Reactions to the need 
for more knowledge and/or different practices were mixed.  Many expressed a strong interest in 
and need for more information.  Alternatively, there were some expressions of satisfaction with 
“business as usual”.  Some responses indicated an unwillingness to consider broader social 
determinants of health, and a sense that certain programs were doing every thing that could 
possibly be done to address health inequities.   
 
The recommendations focus on the creation of a Health Equity Learning Group (HELG).  This 
recommendation is based on barriers such as limited resources in the areas of funding and staff.  
The purpose of the HELG is to build the capacity of all stakeholders in Wisconsin to address 
health inequities by ensuring a unified vision, framework, and approach.  The members of the 
HELG should be both internal and external to the Division.   
 
The work of the HELG should be accomplished as a single group with at least three committees.  
Some issues should be explored first as a single committee before proceeding to other areas of 
work.   The three recommended committees are: 1) Data Analysis Work Group; 2) Internal 
Health Equity Capacity Team; and 3) Civic Capacity Working Group.   
 
Several local health departments inside and outside the U.S. have undertaken fairly 
comprehensive efforts to address the internal health equity capacity of their organizations.  At 
least four state health departments, in varying degrees and with different orientations, have 
delineated health equity as an area of concern.  Each of these departments have elements that 
contribute to a functional model for the integration of health equity into the Division’s programs, 
practices, and policies.   
 
INTRODUCTION AND BACKGROUND 
 
This report on the “health equity readiness” of one state public health department was 
commissioned in January 2008 by Dr. Sheri Johnson, the State Health Officer and Administrator 
of the Division of Public Health, Wisconsin Department of Health and Family Services.   
 
“Health equity readiness” is a new concept for local and state health departments in the United 
States.  Notably, while of increasing interest and a growing area of significance, parameters or 
metrics2 to determine the health equity readiness of a public health unit, are in short supply.  
Further, a three-year survey of practices, research, and literature reveals that analytical tools to 
assess the health equity readiness of local and/or state health departments are meager.     
 
 As a new area of assessment, promising early work is occurring in Canada, Australia, and the 
U.K.3  For example the Canadian Nurses Association has developed a “Social Justice Gauge”.4 

                                                
2 A system of parameters or ways of quantitative and periodic assessment of a process that is to be measured, along 
with the procedures to carry out such measurement and the procedures for the interpretation of the assessment in the 
light of previous or comparable assessments.    
3 Equity audit cycle UK www.avon.nhs.uk/phnet/Publications/hea/hea_seminar_presentation.ppt.  
NSW Four Steps towards equity tool www.health.nsw.gov.au/pubs/f/pdf/4-steps-towards-equity.pdf 
4Social Justice…...a means to an end, an end in itself.  © Canadian Nurses Association, 50 Driveway 
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This gauge serves as a guide to the association in the development of its positions and policy 
statements. The defining attributes of social justice are set within a gauge. When applied to a 
policy document, the gauge indicates gaps or omissions for review..  
 
A cursory internet search of the phrase “health equity readiness” using the  search engine Google 
turned up two items of note.  The first was a “Health Equity Audit” (HEA) assessment tool from 
the U.K. Department of Health.5   
 
The U.K. health equity audit was designed to be used by Primary Care Trusts (PCTs) that receive 
budgets directly from the national Department of Health.  Since April 2002, PCTs have taken 
control of local health care in the U.K.  A planning framework from 2003-06 required PCTs to 
use the HEA for service planning.   
 
The U.K. tool is meant to aide organizational development issues as a PCT Board reviews its 
capacity to narrow health inequalities by using evidence on inequalities to inform decisions on 
investment, service planning, commissioning and delivery and to review the impact of action on 
inequalities.  The U.K. HEA identifies how fairly services or other resources are distributed in 
relation to the health needs of different groups and areas, along with the priority action to 
provide services relative to need.   
 
The second item of note from the internet search came from Australia.6  This particular health 
equity tool and guide is meant to direct a health department in conducting health impact 
assessments or “equity focused health impact assessments (EFHIA).”      
 
In the United States known efforts underway to examine the internal health equity capacity of 
health units are occurring on the West Coast in several local health departments, in Louisville 
Kentucky, and within the Association of State and Territorial Health Officers (ASTHO).   
 
Another aspect of health equity readiness is cultural competency.  The exploration of and 
research on cultural competency is greatest within the healthcare sector resulting in masses of 
literature and many measurement tools.7     
 
ASTHO8 utilized a survey to both gather and share information with the ASTHO members about 
various approaches to addressing issues related to racial and ethnic minority health, and/or racial 

                                                                                                                                                       
Ottawa, ON K2P 1E2; Tel.: (613) 237-2133 or 1-800-361-8404; Website: www.cna-aiic.ca, February 2006 
ISBN 1-55119-964-5.   
5 Health equity audit: a self-assessment tool. The Department of Health. United Kingdom, January 2004. website 
accessed April 25, 2008; 
http://www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4070715  
6 Mahoney M., Simpson S., Harris E., Aldrich R., Stewart Williams J. (2004). Equity Focused Health Impact 
Assessment Framework, the Australasian Collaboration for Health Equity Impact Assessment (ACHEIA). Website 
accessed April 25, 2008; 
http://notes.med.unsw.edu.au/CPHCEWeb.nsf/resources/CHETRErpts1to5/$file/EFHIA_Framework.pdf  
7 Improving Quality And Achieving Equity: The Role Of Cultural Competence In Reducing 
Racial And Ethnic Disparities In Health Care. Joseph R. Betancourt; Massachusetts General Hospital 
October 2006. The Commonwealth Fund. Available at  The Commonwealth Fund; www.cmwf.org  
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and ethnic health disparities (MH/HD). The survey did not ask about interventions but rather 
focused on organizational arrangements, internal structure, and resources.   
 
Three main areas were assessed in the ASTHO survey: 1) Health Priorities  
- questions on health priorities for the state/territory's general population, and for its racial and 
ethnic minority populations specifically; 2) Organizational Approaches –questions about the 
organizational structure of the department in addressing racial/ethnic minority health including 
terminology used, entities, and staff dedicated to MH/HD within the STHA, and/or external 
entities with which the STHA coordinates on MH/HD; and 3) Support And Planning-questions 
about how the State/Territorial Health Agency (STHA) identifies racial/ethnic minority health 
and racial/ethnic health disparities (MH/HD) issues, and how the STHA has addressed these 
issues in its organization and planning, e.g., data capacity, budgeting, and strategic planning.  
 
In the San Francisco Bay Area several health departments have formed a consortium called the 
Bay Area Regional Health Inequities Initiative (BARHII).9 The “internal capacity committee” of 
BARHII is working to develop standards and competencies for addressing health inequities.  The 
work in this group is aimed towards creating a comprehensive “Self Assessment Tool.”  To 
gauge their reactions to the concepts, the management staff of the Wisconsin Division of Public 
Health was presented with the BARHII standards and competencies during face-to-face 
interviews.    
 
The Louisville Metro Department of Public Health and Wellness opened a Center for Health 
Equity in the summer of 2006.  One of the key objectives in the Center’s work was to build the 
principles of health equity into the practices, programs and policies of the Louisville health 
department.    
 
Working under a grant titled the “Kellogg Social Justice Dialogue Project”,10 the Louisville 
Center for Health Equity is currently developing an interactive dialogue process for its 
employees.  The purpose of the project is to create a methodology based upon dialogue that aides 
in the transformation of public health practice to address the root causes of health. Broadly, the 
dialogue is meant  to include issues such as the culture of power and privilege, organizational 
change theory, and the ways in which social injustice creates and perpetuates health inequity.  In 
Louisville, the project will ultimately include the development and application of a health equity 
readiness assessment and a related training curriculum.11   
 
The United States is in the early stages of defining and developing the capacity to measure and 
cultivate health equity readiness in local and state health departments.   
                                                                                                                                                       
8 ASTHO Survey on Racial and Ethnic Minority Health and/or Racial and Ethnic Health Disparities Activities 
copyright website accessed April 25, 2008; 
http://www.custominsight.com/survey/surveyMenu.asp?sid=asthosurvey23m3h36 
9 The Bay Area Regional Health Inequities Initiative.  Website accessed April 25, 2008;  http://www.barhii.org/  
10 W.K. Kellogg Foundation grant to Ingham Count Health Department; Using Dialogue to Advance Social Justice 
in Local Health Departments.  In 2006 four three-year grants were awarded to  local health departments including 
Louisville, Harris County, Amherst, and  New York City.   
11 This work is contracted out to Drs. Barbara Guthrie of the Yale School of Nursing and Lauri Andress of Andress 
& Associates at landress@bridgingthehealthgap.com.  
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 HEALTH EQUITY READINESS: THEORETICAL FRAMEWORKS, DEFINITIONS, 
AND KEY CONCEPTS 
 
Two overarching theories guided the development of this health equity readiness assessment and 
methodology.12  First are theories on the role of the public service practitioner.  Second are the 
frameworks and theories supporting the concept of health equity.   
 
The Role of the Public Service Practitioner 
 
One can make a convincing argument that public health workers in the employ of governmental 
units are public servants/administrators.  Public administration literature is rich with discussions 
thrashing out the differences or similarities between the role of the policymaker or elected 
official and the duties of the policy implementer or public professional.  The key question is how 
much latitude does the public health worker as public administrator have in his/her relationship 
with the citizen to implement and affect policy change?   
 
Richard C. Box (2007) uses a scale of administrative discretion where one end of the continuum 
sees the practitioner as a neutral implementer of policy directives emanating from the 
policymaker, while the other end of the scale is the public administrator as an agent of change, 
using autonomous judgment to operate in ways that may change societal arrangements. 13 
 
Box (2007, pg. 200-201) summarizes various theories on the role and range of discretion of a 
public administrator.  First is a listing of five possible managerial types: “administrative 
craftsman, administrative technician, expert advisor, political activist, and policy non-actor.”  A 
Texas survey of managers and city council members in 1983 found that the preference was for 
the public administrator as “expert advisor” who engages with the local community and puts 
together policy for consideration by elected officials.   
 
Another useful typology of the public administrator’s role is a seven-category set of descriptions 
(Box, 2007, pg. 200).  The categories are: 1) “functionary- traditional neutrality; 2) 
opportunist/pragmatist- administrator as utility maximizer; 3) interest broker/market manager- 
the public choice administrator; 4) professional expert/technician- the autonomous technician; 5) 
agent/trustee- guardian of the public interest; 6) communitarian facilitator- enabling face-to-face 
discourse; and 7) transformational social critic- protecting citizens from societal conditions.”  
The categories are not meant to be mutually exclusive and an administrator may use more than 
one category at different times.   
 
Of most relevance in this instance is Box’s characterization of a public administrator as an agent 
of social change (Box, 2007).  In this role the administrator is capable of discharging his/her 
                                                
12 The researcher makes a note here that two more theories are of importance.  These are theories on: 1) building 
social movements plus agenda setting and 2) community organizing.  The incorporation of these concepts will be 
taken up in the next iteration of the health equity readiness assessment.   
13 Box, R. C. (2007). The public service practitioner as agent of social change. In R. C. Box (Ed.), Democracy and 
public administration (pp. 194-211). Armonk, NY: M. E. Sharpe.  
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duties which includes administrative discretion and legal and organizational resources to “shift 
downward the distribution of goods such as education, infrastructure, public safety, access to 
public decision-making,……… with the intent of narrowing the widening gap between the 
wealthy and everyone else, especially the poor” (Box, 2007, pg. 195).    
 
The Concept of Health Equity   
 
The theory of the public administrator as an agent of social change is consistent with the concept 
of health equity as an issue of social justice.  Described generally, health inequities are avoidable 
group health difference resulting from unequal social positions caused by considered policy 
decisions and societal arrangements taken up and implemented by governments. 14  
 
The term health inequalities is mot often preferred in the U.K.  In Australia, the chosen phrases 
are health inequities, which stands in contrast to health inequalities.  Canadians use the term 
health disparities [Parliament] and health inequities [regional public health agencies and 
organizations].  Finally, the United States makes use most often of the term health disparities 
while certain factions of public health advance the notion of health inequities as a subset of and 
in comparison to health disparities.   
 
Hilary Graham, a British researcher, 15 notes that those factors that account for health- the social 
determinants of health- are not the same as those features of society that result in health 
inequalities.  The features of society that result in health inequalities result from unequal societal 
positions.   
 
Graham (2004) goes on to say that social position is based upon societal features including 
socioeconomic position, gender, and ethnicity and even nationality or sexuality.  In Graham’s 
framework, social position is the pathway by which societal-level resources enter and affect the 
lives of individuals. These resources include social resources like education, employment 
opportunities, housing, and neighborhoods.  Further, social position patterns behavioral and 
physiological factors, which again can be both health protecting and enhancing (like exercise) or 
health damaging (cigarette smoking and obesity).  
 
In the U.S. the phrase of choice is health disparities.  In common usage and program 
implementation it connotatively refers to the health status and programmatic efforts on behalf of 
racial and ethnic groups in comparison to the majority.  On the other hand, formal definitions of 
health disparities in the U.S. tend to adopt language that links health disparities to broader social 
determinants beyond that of race and ethnicity.   
 

...differences that occur by gender, race or ethnicity, education or income, 
disability, geographic location, or sexual orientation.16 

                                                
14 Andress,  L. 2008. What is health inequity? 
15 Graham, Hilary,  Social Determinants and Their Unequal Distribution: Clarifying Policy Understandings. 
The Milbank Quarterly, Vol. 82, No. 1, 2004 (pp. 101–24) 
 
16 Healthy People 2010. http://www.healthypeople.gov/Document/pdf/uih/2010uih.pdf 
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Some U.S. researchers and organizations lend the term health disparities a greater social justice 
slant similar to that of health equity. 
 

A health disparity/inequality is a particular type of difference in health (or in 
the most important influences on health that could potentially be shaped by 
policies); it is a difference in which disadvantaged social groups—such as the 
poor, racial/ethnic minorities, women, or other groups who have persistently 
experienced social disadvantage or discrimination—systematically experience 
worse health or greater health risks than more advantaged social groups. 
(“Social advantage” refers to one's relative position in a social hierarchy 
determined by wealth, power, and/or prestige.) Health disparities/inequalities 
include differences between the most advantaged group in a given category—
e.g., the wealthiest, the most powerful racial/ethnic group—and all others, not 
only between the best- and worst-off groups. Pursuing health equity means 
pursuing the elimination of such health disparities/inequalities.17 

   
In contrast, organizations in the U.S. using the term health inequities attempt to separate it from 
health disparities to emphasize group differences in health that exist as a result of choices or a 
failure to make choices about policies and systems that could improve health.  Further, health 
inequities, as Graham (2004) notes, are the result of intentional policy omissions and 
commissions that affect the distribution of societal resources. 
 
Those in the U.S. that make use of the term health inequities distinguish it from health disparities 
by noting that disparities are unavoidable group differences in health based upon gender, age, or 
genetics; e.g. the life span of females in comparison to males or those individuals with sickle cell 
anemia.  In comparison, health inequities are avoidable and involve values-based judgments 
about acceptable or unacceptable societal arrangements and policies that affect notions of 
equality and social position.  
 
The Senatorial branch of the Canadian Parliament recently released a report to address health 
disparities and population health policy. 18 The term health disparity is given the broader frame 
similar to that used in some U.S. quarters embracing both intentional and avoidable group 
differences in health along with unavoidable health outcomes.    
 

Health disparities or health inequalities represent the variation or 
differences in health status, resulting from the distribution of the effects 
of health determinants between and among different population groups.  

                                                
17 Paula Braveman, 2006; Health Disparities And Health Equity: Concepts And Measurement. Annual Review Of 
Public Health, Vol. 27: 167-194.  Center on Social Disparities in Health, University of California, San Francisco 
 
 
18 Population Health Policy:  Issues and options; Fourth Report of the Subcommittee on Population Health of the 
Standing Senate Committee on  Social Affairs, Science and Technology. April 2008. Accessed April 21, 2008 
http://www.parl.gc.ca/common/Committee_SenRep.asp?Language=E&Parl=39&Ses=2&comm_id=605  
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Some disparities in health are attributable to biological variations or free 
choice and, as such, are essentially unavoidable; others result from the 
external environment and other conditions that, while largely outside the 
control of the individuals affected, are amenable to mitigation by the 
implementation of well-crafted public policy.   
  

What most of these definitions have in common is the notion of intentionality and causation.  
The definitions make it evident that patterns of group differences in health are the result of more 
than just individual acts of wanton abandonment, poor health habits or lifestyle.  Rather, group 
differences in health develop in great part from the acceptance of social inequalities in a system 
that produces unequal social positions which in turn determine the inequitable distribution of 
resources.   
 
Finally, a health equity framework is centered on value- judgments and political 
decisions.  The decision to embrace equity as a value is not universal.  To the extent that 
the cultural toolkit19 of a society embraces notions of individual responsibility, the 
“boot-strap” mentality, and the belief that each individual is free to make his/her own 
way so that hard work is rewarded and poverty is justice for a lack of effort, equity is 
thus subject to free market principles.20   
 
METHODOLOGY 
 
This health equity readiness assessment was a comprehensive effort that included: development 
and piloting of several questionnaires plus qualitative methods of assessment; analysis of the 
data and findings; and recommendations. 
 
Charting new territory, this health equity readiness assessment relied primarily on qualitative 
research methods using structured interviews21 and questionnaires.  The underlying foundation 
for this choice of methodology rests on a constructivist concept and the philosophy of post-
positivism. 
 
 Guba and Lincoln22define a constructivist epistemology as one in which the researcher and the 
object of examination are assumed to be interactively linked so that the findings may be 

                                                
19 The attributes of groups or societies that shape how they classify, evaluate, and assign meaning to understand 
experiences. These attributes include shared values, codes of manners, dress, language, religion, rituals, norms of 
behavior, and systems of belief.  More generally, the cultural toolkit includes a set of distinctive spiritual, material, 
intellectual, and emotional features that a society uses to interpret experiences.   
20 Andress, L.( 2006), The Emergence of the Social Determinants of Health on the Policy Agenda in Britain: A Case 
Study 1980 -2003. Dissertation.   
21 Kvale, S. (1996). Inter Views: An introduction to qualitative research interviewing. Thousand Oaks, CA: Sage.  
Kvale defines qualitative research interviews as  an effort to understand a phenomena (project, program, policy) 
from the subjects' point of view.  The format helps to unfurl the meaning of peoples' experiences before scientific 
explanations might exist.   
22 Guba, Egon G., and Yvonna S. Lincoln. "Competing Paradigms in Qualitative Research," in Denzin, 
Norman K., and Yvonna S. Lincoln, eds., Handbook of Qualitative Research, Thousand Oaks, CA: Sage 
Publications, Inc., 1994, pp. 105-117. 
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constructed from post data analysis but are primarily created as the investigation proceeds.  
Constructivist approaches combine traditional and experimental components in new and 
innovative ways, and accommodates the lack of a previous research model for health equity 
readiness.   
 
Schwandt provides a more complete outline of the constructivist position. 
 

….. . Constructivists emphasize the pluralistic and plastic character of reality –
pluralistic in the sense that reality is expressible in a variety of symbol and 
language systems; plastic in the sense that reality is stretched and shaped to fit 
purposeful acts of intentional human agents. . . . In this sense, constructivism means 
that human beings do not find or discover knowledge so much as construct or make 
it. We invent concepts, models, and schemes to make sense of experience, and 
further, we continually test and modify these constructions in the light of new 
experience.23 

 
The philosophy of positivism24  eschews the constructivist concept and contends that certifiable 
truth is attainable under rigorous, objective, scientific methods. Denying the complexity of social 
reality and its affects on scientific truths, positivism holds that it is possible to identify laws that 
hold true in all cases.  
 
Some time after World War II the precepts of positivism came under sharp criticism giving rise 
to post-positivism.  Declaring that the role of the observer can unintentionally bias or distort the 
observed event, post-positivism proclaimed that attainment of certifiable truth, as specified by 
logical positivism, was unrealistic.   
 
Post-positivism, recognized that what we call objectivity is still based upon the assumptions and 
biases of the researcher and thus present in options of methods and theories used to investigate 
experience.  One way of overcoming this is to use several perspectives and methods to conduct 
research. 
 
In an effort to account for post-positivists precepts this study utilizes a constructivist approach 
called triangulation.  In this case a combination of two or more theories, data sources, methods, 
or investigators are incorporated in the study of a single phenomenon. Ultimately, triangulation 
is meant to short-circuit the biases of the investigator and overcome deficiencies inherent in a 
single-investigator, single-method study to increase confidence in the observed findings.  
 

                                                
23 Schwandt, Thomas A. "Constructivist, Interpretivist Approaches to Human Inquiry," in Denzin, 
Norman K., and Yvonna S. Lincoln, eds., Handbook of Qualitative Research, Thousand Oaks, CA: Sage 
Publications, Inc., 1994, pp. 118-137. 
24 Logical positivism, a philosophy developed in the beginning of the 19th century, states that the only authentic 
knowledge is scientific knowledge. A further postulate of positivism is that a statement is meaningful only if it is 
empirically verifiable.  Logical positivism holds that philosophy should aspire to the rigidity of science that provides 
strict criteria for judging assertions as true, false, and meaningless (Logical Positivism, 2006).114 
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Qualitative research values the role of features or items in relation to their function as 
contributing parts in a system.25 In this sense, multiple data sources such as documents including 
news articles, historical accounts, and commentaries are used as important resources for data 
triangulation to increase certainty in research observations. 
 
The qualitative interpretation of documents may be of two kinds: content analysis where the 
sources are viewed as independent containers of evidence about the world; or context analysis 
where sources are analyzed within the social contexts that produce and use them (Miller and 
Alvarado, 2005).  
 
Context analysis may be further distinguished where documents are researched as commentary 
or actors.26  The use of documents as actors views the contents of the document as less important 
than their production, exchange, operation, or action (Miller and Alvarado, 2005). One example 
is the integration, handling, and use of patient records from a healthcare setting to establish or 
document policies and procedures for handling patient information or seminal events. The 
records themselves, not the content, provide the information. 
 
On the other hand, a context analysis of documents as commentary accompanies a descriptive 
orientation where the goal is to isolate organizational and institutional structure and processes in 
their natural milieu (Miller and Alvarado, 2005). 
 
In the case of this study guided by a constructivist, post positivist philosophy, multiple theories, 
data sources, and methods were triangulated to reinforce one another. A triangulation of data 
from interviews, questionnaires, along with context analysis of the division’s documents and 
website resources were employed to measure the health equity readiness of the Division of 
Public Health of the Wisconsin Department of Health and Family Services. 
 
Collection of Evidence  
 
 Table 1 depicts the groups from whom evidence was gathered and the methods used.  The 
questionnaire (see Appendix A) given to grant recipients of the Minority Health Program utilized 
a narrative on vulnerable populations as defined in Canada.27  The questionnaire provided a 
definition of vulnerable populations based on social position.  
 
The intent behind the questionnaire for the grant recipients was to gauge the ability of the service 
providers to think more expansively about the underlying causes of social and health inequities 
in response to an explanatory model28 using vulnerable populations and social position.   
                                                
25 Miller FA, Alvarado K. Incorporating Documents into Qualitative Nursing Research. Jour Nurs Scholarsh. 
2005;37:348-353. 
26 Baumgartner F, Jones B. Agendas and Instability in American Politics. Chicago: University of Chicago Press; 
1993. 
27 Frohlich, K.L. and Potvin, L. “Transcending the Known in Public Health Practice: The Inequality Paradox: The 
Population Approach and Vulnerable Populations.” American Journal of Public Health, February 2008, Vol. 98: No. 
2.  
28 Explanatory models (a term developed by Cultural Logic) are expressions that include specific language and 
images to help an individual grasp an issue.  The expressions are based on theories gleaned from previous research 
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Table 1 
Method-Tool Respondents Distribution Method 
Discussion questionnaire  Grant recipients, Minority 

Health Program 
Mail 

Follow-up Interviews  Grant recipients,  Minority 
Health Program 

Telephone 

Questionnaire Managers & Supervisors Online 
Group Interviews plus 
discussion questions 

Bureau Directors  &  
Managers  

Face-to-face 

Group Interview with 
questionnaire 

 Minority Health Leadership 
Council 

Teleconference 

 
Thirty-one grant recipients received the questionnaire via mail.  Twelve questionnaires were 
returned and nine follow-up telephone interviews were conducted.   
 
Group interviews with managers and supervisors were conducted in a single day with the 
Division’s five bureaus and six regional office directors (RODs).  Each session lasted 
approximately 45 minutes and included the Bureau’s director and the chief medical officer. In 
some cases bureau interviews also involved a program manager such as the manager for the 
HIV/AIDS program.  The interviews with the RODs took place with some directors in the room 
and others phoning in to participate.   
 
The original methodology called for the program managers in each bureau to complete a paper 
questionnaire so that during face-to-face interviews with bureau directors the responses from the 
program managers could be discussed.  This did not occur due to timing errors. 
 
Subsequently, the plan was revised so that bureau directors received a questionnaire (see 
Appendix B).  They were instructed to review the questions for discussion purposes during the 
interviews.  The contents of the questionnaire were structured to provide nominal explanatory 
models for health equity.  The intent was to: 1) gauge the participant’s current level of 
knowledge; 2) measure resistance/willingness to change; 3) determine common practices; and 4) 
uncover the shared understandings established by the Division with regard to health equity.   
 
The health equity readiness assessment questionnaire (see Appendix C), drafted in early 
February 2008, was originally meant to be a paper questionnaire.  After reviewing the instrument 
and Division resources a decision was made to place the questionnaire on line.  An email sent by 
Dr. Sheri Johnson on February 19th said, “An electronic survey will be sent at the end of the week 
which should be completed by Bureau Director's, CMO's and Medical Advisors, RODS and 
Section Chiefs in each bureau.”  
 

                                                                                                                                                       
analyzing language/images that are helpful and language that causes respondents to revert to an unhelpful pattern of 
thinking.  More details provided below.   
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Finally, on February 26 a notice and questionnaire link was distributed via email.  Due to an 
error, the questionnaire was placed on line with out the introductory paragraph displayed in the 
Appendix C.  Further, the online version (in comparison to the pen and paper questionnaire) also 
modified the wording in some cases to fit the technology.   
 
Twenty-four individuals received the following email message marked “high priority”.   
 

“Hello, Please take a moment to complete the Access, Equity and Cultural Literacy 
Assessment, accessible at the attached link below. ………Please complete the 
assessment prior to March 4th.” 

 
The invitation and link to the questionnaire was subsequently sent on to ten additional staff.  It is 
estimated that the questionnaire was electronically accessed on fifty different occasions.  It is not 
clear if these were first time attempts to complete the questionnaire, return visits to complete the 
questionnaire, or individuals curious to view the questionnaire.   
 
The final responses did represent all of the Bureaus plus several programs and regional offices.   
The largest number of responses came from Community Health Promotion (6) and Local Health 
Support & Emergency Medical Services (5).This was followed by Communicable Disease (4); 
Health Information and Policy (2); and Environmental and Occupational Health (1).  
 
The individuals occupied various positions in the bureaus:   
 

• 8 program administrators 
• 2 chief medical officers 
• 4 regional office directors 
• 4 bureau directors 

 
The health equity readiness assessment itself was divided into three sections.29  Two of the 
sections asked about traditional areas of importance in the provision of equitable services:  1) 
Access and 2) Cultural competency. The last section was titled “Equity”.  Questions were both 
open-ended and multiple choice.  Further, definitions of some concepts were not provided.  This 
was intentional so that respondents could apply the accepted and established ideas, definitions, 
and concepts that were in use in the Division. 
 
The Equity section of the questionnaire was introduced with the following explanatory model. 
 

 Addressing health inequities requires that we reach beyond the categorical 
programs that focus on single diseases and risk factors to encompass the broad 
range of social and environmental conditions that affect community health. The 
origins of health inequities are in the structure of social inequalities. This means 
that efforts to eliminate health inequities are beyond what Public Health 
Departments can change on their own. However, it is within the ability of Health 

                                                
29 As stated earlier, sections on community organizing and agenda setting/social movements will be added to the 
instrument.   
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Departments to transform their practices in order to be more effective partners 
with communities and other allies. 

 
The questions in the Equity section of the online questionnaire focused on methods, practices, 
resources, community interaction, policy advocacy, collaborative partnerships, and other 
concepts used to define health equity.   
 
The main objective of the Equity section was to assess the organization's underlying values and 
ideology, ideas, policies, and practices with regard to it's' vision and definition of health equity in 
comparison to the theories and fundamental frameworks of health equity readiness.   
  
The interview with the Minority Health Program, Leadership Council took place via 
teleconference.  The Council received at least two emails asking them to select the best time for a 
conference phone call from a list of dates.  Subsequent emails from the Program provided more 
information on the purpose of the teleconference, which was to receive their “feedback and 
thoughts on efforts to address health inequities.” 
 
Initially, the plan was to send the Council an article to help inform the interview.  
The idea of sending an article was abandoned due to uncertainty on how the group understood 
health equity in relation to health disparities.  To assess their understanding and mental models it 
seemed better to assume that they had an orientation similar to that of most Americans where the 
central focus is on  health disparities for ethnic and racial groups.   
 
 In the end, the group was sent two explanatory models (see Appendix D).  The Council’s 
explanatory paragraphs described health inequities using language that has been developed and 
tested by Cultural Logic (CL).30   CL31 is exploring persistent patterns that currently characterize 
general thinking on topics related to health inequities. They are in the process of refining 
productive explanatory messages for health equity.    
 
The group was instructed to read several short paragraphs, answer seven questions, and email 
their responses before the conference call.    Council members were informed in the email that 
the information and questions in the attachment were meant to stimulate the discussion.     
 
The written instructions asked the Council to explain what the paragraphs meant to them.  They 
were also asked: 1) to describe the kinds of factors that make us ill based on their understanding 
of the information; 2) what they thought could be done about these kinds of problems; 3) who 
they might share the information with; and 4) if they agreed with the statements.   
 
To begin the teleconference Council members were asked to give a brief history of their 
involvement with the Minority Health Program and then describe what the Program was doing 
well and what they could do better.  They were also asked: 1) What health determinants does the 
Minority Health Program address primarily?; 2) What does it not address?; and,  3) Based on 
                                                
30 Cultural Logic, LLC. Website accessed April 30, 2008. http://www.culturallogic.com/index.php  
31 See “External Factors vs. Right Choices: Findings from Cognitive Elicitations and Media Analysis on Health 
Disparities and Inequities in Louisville, Kentucky,” Cultural Logic, May 2007 
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these statements can you think of any strategies for the Program that would get at improving the 
life odds of those experiencing health inequities?   
 
Analysis of Evidence 
 
The methodology used to analyze the data from the interviews and questionnaires was largely 
informed by concepts and methods from Cultural Logic (CL), a research firm comprised of  
anthropologists, a linguist, and a network of cognitive and social science researchers.32    
 
Cultural Logic has developed tools for measuring the conceptual gaps that impede the 
understanding of complex ideas and issues.  Their work is largely applied to non-profits who 
have an interest in clarifying policy issues and engaging public support.   
 
Employing two ideas and methods from Cultural Logic, this health equity readiness assessment 
began with an attempt to not only uncover what respondents thought about health equity, but to 
also understand how they thought about health equity and related concepts.   
 
Cultural Logic’s practices are based on the idea that it isn’t enough to know whether someone 
supports or opposes an issue.  What is key is their understanding of the issue including the 
language, images, and underlying values that make-up the final determination to support or 
oppose the issue. 
 
One CL method employed for this work is “cognitive elicitations”.  The idea behind cognitive 
elicitations is to uncover the shared understandings that guide thoughts and actions.  Generally, 
people are aware of their thoughts and the subsequent actions.  People are able to share this 
information.  Alternatively, what is harder to uncover for the individual and thus researchers are 
the ideas, images, and values that drive these more accessible thoughts and actions. 
 
CL works in two ways.  First they conduct the cognitive elicitations in one-to-one, in-depth 
interviews.  The data analyzed is what people say in the interviews.  In many cases, they then 
develop “explanatory models” that include specific language and images based on the analysis of 
the elicitations.  
 
The explanatory models are expressions that help an individual grasp an issue.  The expressions 
are based on theories gleaned from the elicitations that act as guides in assessing and developing 
language/images that are helpful and language that causes respondents to revert to an unhelpful 
pattern of thinking. 
 
 With these CL concepts in mind all of the interactions in this health equity readiness assessment 
were accompanied by explanatory models in an attempt to uncover the respondent’s 
understandings of health equity.  In most cases the respondents were given information and 
asked to respond or frame their answers in relation to the information.   
 

                                                
32 Cultural Logic, LLC. Website accessed April 30, 2008. http://www.culturallogic.com/index.php  
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Context Analysis 
Several documents and websites were analyzed in an effort to confirm observations that resulted 
from the interviews and questionnaires.  The context analysis probed for evidence confirming 
consistency or a lack of connection between the findings from the interview/questionnaires and 
the documents.  The analysis of documents and websites in comparison to other data was meant 
to enhance confirmability (see below) and underscore organizational and institutional structure 
and processes. 
 
Limitations of the study  
 
Qualitative methods are grounded in both constructivist and post positivists concepts where 
notions of a true objective reality –outside human perceptions and constructions- are challenged.  
On the other hand, quantitative research with its rigorous search for truth or falsity is concerned 
with the principles that we use to judge the quality of research, i.e., standards of internal and 
external validity.    
 
Qualitative researchers argue for different standards for judging the quality of research.  For 
instance, Guba and Lincoln33 proposed four criteria for judging the soundness of qualitative 
research and explicitly offered these as an alternative to more traditional quantitatively-oriented 
criteria. They felt that their four criteria better reflected the underlying assumptions involved in 
qualitative research.  
 
Their proposed criteria and the "analogous" quantitative criteria are listed in table 2.            
                 
Table 2   
Quantitative Criteria Qualitative criteria 
Internal Validity--Is a 
relationship causal? 

Credibility- The results of qualitative research are credible or believable 
from the perspective of the participant in the research. Since from this 
perspective, the purpose of qualitative research is to describe or 
understand the phenomena of interest from the participant's eyes, the 
participants are the only ones who can legitimately judge the credibility of 
the results. 
 

External validity-Can we 
generalize to other persons, 
places or times? 

Transferability- The qualitative researcher can enhance transferability by 
doing a thorough job of describing the research context and the 
assumptions that were central to the research. The person who wishes to 
"transfer" the results to a different context is then responsible for making 
the judgment of how reasonable the transfer is. 
 

Reliability- Repeatability. 
Can we obtain the same 
results if we could observe 
the same thing twice? 

Dependability- Emphasizes the need for the researcher to account for the 
ever-changing context within which research occurs. The researcher is 
responsible for describing the changes that occur in the setting and how 
these changes affected the way the researcher approached the study. 

                                                
33 Guba, Egon G., and Yvonna S. Lincoln. "Competing Paradigms in Qualitative Research," in Denzin, 
Norman K., and Yvonna S. Lincoln, eds., Handbook of Qualitative Research, Thousand Oaks, CA: Sage 
Publications, Inc., 1994, pp. 105-117. 
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Objectivity-Lack of bias Confimability- The degree to which the results could be confirmed or 

corroborated by others. There are a number of strategies for enhancing 
confirmability: 1)  document the procedures for checking and rechecking 
the data throughout the study; 2) employ a 2nd researcher to check the 
results: 3)  conduct a data audit –after the study-that examines the data 
collection and analysis procedures and makes judgments about the 
potential for bias or distortion. 
 

                 
Based on qualitative methods and application of the Guba and Lincoln and (1994) qualitative 
research criteria, this effort to study health equity readiness in one public health division would 
appear to have few limitations.   
 
Results from the questionnaires were not meant to be representative as it is defined in a 
statistically meaningful way. The questionnaires, the first of their kind in use in the U.S., were 
formative.  Further, as in the case with the research methods proscribed by Cultural Logic, the 
intent was to gauge the intellectual and social milieu responsible for the underlying patterns that 
guided the Division’s approach to health equity.   
 
Confirmability of the observations was addressed through triangulation of the findings from 
interviews/questionnaires with the division’s website and documents.  The dependability of the 
study is ensured by the careful effort to document the context within which the process of the 
study was undertaken.   
 
A description of the underlying theories and frameworks used to study health equity readiness 
will aide in future efforts to study this phenomenon and enhance transferability of the methods.  
Finally, to ensure credibility, the report and study results will be posted on the Division’s 
website.  Staff will be invited to provide feedback anonymously.   
 
 
MAJOR FINDINGS  
 
The major findings are described in two sections.  The first is an examination of the level of 
understanding in the Division about health equity.  The last section examines the willingness of 
the Division and partners to change and embrace a health equity perspective and practices.   
 
Depth and Breadth of Understanding 
 
There is awareness and knowledge in most bureaus that a focus on broader determinants of 
health is required to tackle health inequities.  Documents reflect this understanding as well as 
comments from managers and supervisors. 

 
During one interview session, two employees noted that the effort to move the public health 
discussion beyond individual behavior to broader determinants was comparable to efforts in 
environmental health to progress beyond simple environmental exposures and biomedical 
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toxicity as origins of illness.  The specific example given was the struggle to legitimize factors 
such as community economic development as determinants in the environmental status of a 
geographic location. 

 
One of the interview questions asked for a description of vulnerable populations.   

 “Vulnerabilities can be based on poverty and access to information.” 
 
Another interview question asked about levers that can influence health inequities. 

 “[The] biggest influence…is embedded in policies that we 
institutionalized as a government, ….school funds tied to property 
taxes.” 

The online questionnaire asked respondents to identify a community-level intervention for 
diabetes combining both traditional lifestyle and behavioral programs along with policy-based or 
contextual/environmental interventions.  The results revealed a broad range of understanding 
about the social determinants of health and their role in health production along with possible 
levers to use for health inequities.  In some cases the recommendations were traditional lifestyle-
behavioral approaches while others were more centered around the social determinants of health.   

 “Needs assessment,… identify target population, work with key 
community stakeholders and together identify key health outcomes, 
implement community friendly program that includes education and 
clinical aspects, track results and referrals, evaluate.” 

 “…… we might look at the current community design and encourage 
redesign and redevelopment that increases opportunities for physical 
activity. Encourage healthier foods in our schools and provide 
educational materials to food service staff in schools.” 

 “We would work with the local or tribal health department to:  
Work with health care providers to implement practices to assess and 
identify those with pre-diabetes and diabetes. Work with health care 
providers to implement the "Diabetes Care Guidelines.”  Work with 
health care providers to implement and evaluation process to assure care 
guidelines are being followed.  
We would encourage the local/tribal health department to work with 
other community partners to:  Do community education related to 
prevention, identification and treatment of diabetes.  
Work with schools to adopt nutrition and physical education policies that 
support health behaviors. Work with grocery stores and restaurants to 
identify and promote healthy choices. Work to increase safe and 
accessible options for physical activity.” 

 “The Diabetes Program would be the lead in addressing this with the 
local health department in that jurisdiction. The regional office staff 
would assist in the issues present and in the intervention strategies.” 

 
In March 2007 the division of public health of the Department of Health and Family services 
launched an initiative titled Healthy Birth Outcomes: Eliminating Racial and Ethnic 
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Disparities.34  This program is a good example of the recognition of the social determinants of 
health.   
 
Efforts to address health inequities may use a variety of approaches [policy, environments, 
community strengthening, personal skills, service delivery] and may also focus on the whole 
population, subpopulations, at different points in the life course, and/or on the places where 
people live.35  
 
The stated purpose of the infant mortality initiative was to “support and promote federal, state, 
local, and community coordination and action to improve birth outcomes, including developing 
and implementing effective, evidence-based strategies to eliminate disparities.”  The approach 
was a combination of policy, community strengthening, personal skills development, and service 
delivery.   
 
Data on the severity of the problem supported a sub-population approach targeting African 
American births and infant mortality in southeastern and southern Wisconsin. Stated objectives 
were to concentrate on: communications and social marketing strategies, the development of 
quality improvement processes, i.e., Medicaid eligibility determination and services for 
newborns and pregnant women; the use of evidence-based practices that eliminate disparities; 
monitoring trends; and evaluating the effectiveness of interventions.  
 
The “Framework for Action” of the Healthy Births initiative included a section that addressed 
policy and system changes in an effort to pay homage to broader health determinants.  The action 
plan  placed some emphasis on structural and systemic  factors impacting infant mortality (e.g., 
employment and wages), while maintaining a solid focus on traditional disparities issues for 
racial and ethnic groups such as cultural competency and community and target group education.   

 
 One of the initiatives’ documents36 says that “disparities in birth outcomes are 

not solely due to barriers to health care access, or to the quality of health 
services. Additional causal factors are social and environmental in nature” (pg. 
12).  

 “Policy/System Changes: Identify strategies that will address cultural/linguistic 
barriers and other constraints associated with poor birth outcomes, including 
racism, poverty, inadequate education attainment, inadequate employment 
success and high incarceration rates. 1) Educate business and community 
leaders, local and state elected officials, and high level state agency leaders 
regarding disparities in birth outcomes, to promote a shared agenda for action.2) 
Work with the Department of Workforce Development (DWD) to improve 

                                                
34 Healthy Birth Outcomes, Project Charter, March 2007 website accessed April 22, 2008. 
http://dhfs.wisconsin.gov/healthybirths/pdf/dhfshealthybirthscharter2007v2.pdf  
35 People, Places Processes: Reducing health inequalities through balanced approaches. Published for the web April 
2008 by the Victorian Health Promotion Foundation, 15-31 Pelham Street Carlton 3053 
www.vichealth.vic.gov.au/inequalities  
36 Framework for Action to Eliminate Racial and Ethnic Disparities in Birth Outcomes 
Wisconsin Department of Health and Family Services Progress Report 2006; Issued May 2007.  Accessed website 
April 23, 2008 http://dhfs.wisconsin.gov/healthybirths/pdf/2006ffaprogressrpt.pdf  
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maternal education and employment strategies for families in the Milwaukee 
Comprehensive Home Visiting Program.3) Work with fathers, families, 
community leaders, and state programs to develop and support fatherhood 
programs in communities with high rates of disparities in birth outcomes.4) 
Develop and promote quality training programs that establish the link between 
theory and practice for public health and community health workers, 
emphasizing assurance of cultural competence and humility, and the skills 
needed to successfully engage overburdened families” (pg. 12)37. 

 
The Healthiest Wisconsin 201038 report is also an example of the acknowledgement of broader 
social determinants.  The plan has three overarching goals: one of which is the elimination of 
health disparities.  The Wisconsin plan states that the emphasis in this area is on “socially and 
economically disadvantaged population groups throughout Wisconsin” (pg. 22).  
 
The document defines health disparities’ by saying that they “………….are best understood as 
significant gaps in health status and are the result of the interaction of many factors, both 
individual and societal. Some of these factors include age and gender differences, social 
inequalities, culturally inappropriate health care and education, inadequate financial resources, 
language barriers, geographic distinctiveness, the location and supply of health care providers, 
and insensitivity to sexual orientation or special health care needs” (pg. 22-23).   
 
While there is some awareness and knowledge that socioeconomic factors affect health and thus 
policy changes are required to address health inequities, the staff appeared to have no analytical 
narrative or theoretical knowledge about how socioeconomic policies operate to make some 
groups less healthy than others. 
 
Further, the Division has several explanatory models that conflict, pull in different directions, 
and make it difficult to create a single framework and narrative that explains health inequities, 
causal pathways, and possible solutions.   
 
There appears to be no analytical framework or a command of theories that connect 
socioeconomic factors and policies with the concept of social inequality, social position, civic 
autonomy, and health.  Knowledge of theories on how socioeconomic factors and policies get 
under the skin to affect health do not seem to play a role in planning and selecting health equity 
strategies.   Finally, knowledge about the public policy process, civic capacity and the 
relationship between these concepts and health is deficient.  
  
The lack of frameworks, narratives, and explanatory models for these concepts is important 
because this level of analysis and a corresponding mental model and narrative function as a 
guide in the development of criteria and parameters to aide in the creation, selection, and 
implementation of projects, practices, and programs.   

                                                
37 37A Framework for Action to Eliminate Racial and Ethnic Disparities in Birth Outcomes (2006 final version)   
http://dhfs.wisconsin.gov/healthybirths/pdf/frameworkforaction20062010.pdf   
38 Healthiest Wisconsin 2010 http://dhfs.wisconsin.gov/statehealthplan/index.htm  
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The strongest narratives held by the Division center around ideas of evidence based strategies, 
race/ethnicity as a factor in health inequities, community engagement, and the idea of policy 
change as a solution.  These narratives act as mental models that guide the Division’s responses 
to health inequities.   
 
There is a general acceptance on the importance of community input.  However, comparative 
knowledge on the different models for community engagement work including for instance:  
community organizing, community-based participatory research, the community health 
improvement project, and MAPP is needed.   
 
The division’s acceptance of the importance of community input is mired in traditional 
governmental notions about methods, the reasons for community input, and the range of issues to 
be addressed.   

 “Tribal groups are at different levels in the use of funds.  [They have] 
turmoil in [their] governments.  Our priorities are not theirs.  [They look 
to] the interests of the tribe and that may not be related to tobacco 
cessation or diabetes.”   

 
In this case, working with the community is a top down effort where the community responds to 
and follows the pre-determined agenda and needs of the government unit.  There seems to be 
little awareness of the theories and research exploring ideas of elitism and the model of 
“practitioner-specialist” versus citizen.  Further, while the department’s documents and efforts at 
community interactions indicate an interest in discussing community issues that might include 
socioeconomic determinants of health, the resulting methodologies and outcomes reflect the 
department’s pre-conceived agenda.  
 
Several programs exemplify the Division’s approach to stakeholder and community 
participation.  Beginning in 2001, the Wisconsin Turning Point Initiative set up five stakeholder 
conversations to: 1) “Learn what it takes to outreach, engage, and sustain community 
stakeholders in the transformation of Wisconsin’s public health system. 2) Listen to the 
participants’ views of the challenges and strengths in their community, and learn, first hand, 
about the issues these communities confront on a daily basis concerning health, public health, 
social/economic conditions, and the environment (social determinants of health). 3) Solicit 
reaction to the elements of the framework of the State Health Plan: Healthiest Wisconsin 2010: A 
Partnership Plan to Improve the Health of the Public. 4) Communicate the knowledge and 
experience gained to Wisconsin’s public health system partners to assist the partners in assuring 
the sustained engagement of community stakeholders in the local and statewide transformation 
of Wisconsin’s public health system” (pg. 5)39.  
 

                                                
39 Healthiest Wisconsin 2010: A Partnership Plan to Improve the Health of the Public A Special Supplemental 
Report: Engaging and Sustaining Selected Community Stakeholders in the 
Transformation of  Wisconsin’s Public Health System. Website Accessed April 24, 2008.   
http://dhfs.wisconsin.gov/statehealthplan/shp-pdf/StakeholderReport072003.pdf  
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Using a focus group approach, the five community stakeholder groups were African Americans, 
Hispanic/Latinos, Asian/Hmongs, Lesbian, Gay, Bisexual, Transgendered stakeholders, and 
American Indians.  A letter of invitation described the purpose, scope, and nature of the forums 
including a summary of the overall objectives, goals, and proposed agenda, the expected scope 
of the dialogue, and suggested themes for discussion that included the elements of the Wisconsin 
public health system transformational framework, i.e., core principles/values; essential public 
health services; overarching goals; health priorities; and infrastructure priorities and a copy of 
the Executive Summary of Healthiest Wisconsin 2010: A Partnership Plan to Improve the 
Health of the Public.  
 
The Division has utilized the Institute of Medicine’s Community Health Improvement Process 
(CHIP)40 and is in the process of codifying into law a requirement that all local public health 
departments use this community engagement health planning tool.  The central idea behind CHIP 
seems to be that multiple groups are required to address certain health issues, i.e., state and local 
public health and other government agencies; health care providers; voluntary and professional 
organizations; companies; schools, workplaces, and other community-based organizations.  
 
CHIP addresses issues of responsibility and accountability and applies performance-monitoring 
concepts. “Three ideas are central to the IOM CHIP model: (1) a broad view of health as a 
product of the interaction of many factors; (2) recognition that protecting and improving health is 
a shared responsibility of many community entities, each of which needs to be accountable to the 
community for its activities; and (3) a performance monitoring framework, with actionable 
measures tied to specific entities, that can help to ensure the necessary accountability.  
 
The CHIP model assumes both that accountability will be established within a collaborative 
process (not assigned) and that performance monitoring will be a useful tool for communities to 
use to hold entities accountable for actions for which they have accepted responsibility.”41  
 
The basic components of CHIP appear to lend themselves to a more responsive and open-ended 
community conversation that could result in an agenda more representative of community 
interests.  However, in the interest of addressing health inequities, the CHIP methodology should 
be compared to other community organizing techniques that have this ideology as their primary 
driving force. 
  
The online questionnaire listed activities that might be used to guide strategic directions in 
addressing health inequities.  Respondents were asked to rank each activity on a continuum 
starting with “I don’t think we need to do this” at one end and on the other, “I am not familiar 
with this.”42   

                                                
40 Institute of Medicine report Improving Health in the Community: A Role for Performance Monitoring (IOM, 
1997. 
41 Applying Performance Monitoring Concepts to National Tobacco Control Efforts- Background Paper.  Prepared 
for the National Cancer Policy Board. Michael A. Stoto and Jane S. Durch. July 25, 1997. Website Accesses April 
24, 2008 http://www.iom.edu/?id=13978  
42 I don’t think we need to do this; I don’t understand why this is being done; We do this already; This is not 
applicable; We need to do this; We would need new skills/training to do this; and I am not familiar with this.   
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In rating the activity, “Place an emphasis on community engagement techniques”, eight of 22 
respondents said “We need to do this” while seven of the 22 said “We would need new 
skills/training to do this.”  One of the 22 respondents said they were not familiar with this 
concept.   
 
When asked about the activity “collaborate with policy advocacy groups that seek to improve 
social conditions” eight of 20 respondents said “We need to do this” while five of the 20 said 
“We would need new skills/training to do this.”  Twenty respondents ranked the activity “Build 
the civic capacity of communities.”  One of the 20 said, “I don’t think we need to do this.”  Eight 
and seven of the respondents said “We need to do this” and “We would need new skills/training 
to do this”, respectively.   

 
Another related issue affecting “Division- community interaction” is the role of a state health 
department where the functions appear [in some cases] to be limited to advising, educating, or 
distributing funds to local health units and other organizations.  It is unclear to what degree 
interactions with citizens/communities are buried in layers of intermediary organizations.   
 
The online questionnaire asked how the Division determined that vulnerable groups were 
accessing programs/services.  Another question asked if there were mechanisms to ascertain the 
social conditions of primary concern to vulnerable populations.   
   

o We contract with local agencies and Tribal Nations to provide 
services. We negotiate initial objectives and do a mid year and 
year end review. We provide technical assistance and training to 
assist with performance.” 

o “Surveys; data collections forms as services are provided 
through various programs.” 

o “We work with CBOs that address the needs of these 
populations.” 

o “Office works through stakeholders of community organizations 
and health departments.” 

o “We support community health improvement planning and 
program implementation at the local level.” 

o “Contact with community organizations, board membership on 
organizations serving vulnerable populations; Research 
Information and reports and data.” 

o “I have access to literature reviews.” 
o “Comprehensive assessments conducted by case managers at 

funded agencies are designed to assess health and social services 
needs. Client eligibility for the AIDS Drug Assistance Program 
and the Insurance Program are based in part on income at or 
below 300% of the federal poverty level. Applicants must submit 
documentation of their income.” 
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o “Through work on committees that serve the vulnerable 
populations.”  

 
The concept of “evidence-based” practices is a central feature in the culture of the Division.   

 “Again, addressing access issues will also vary based on the desired 
health outcome and evidence-based strategy needed to achieve the 
improved health status”  

 “We have a major initiative to assess evidence-based practices and 
promising practices related to access for Hispanic/Latino and African 
American population groups.”  

 “All of us to some extent need to be reminded of evidence based 
practices that can be incorporated to move us toward equity for all 
population groups.” 

 
The Healthiest Wisconsin 2010 Report has a supplementary project involving the identification 
of evidence-based interventions.  The purpose of the project is to facilitate the use of evidence-
based practices in the implementation of the state health plan.   
 
The search criteria were very rigorous.  Key word searches were conducted in the following 
evidence-based practice websites.     

• Cochrane Database of Systematic Reviews 
• Guide to Community Preventive Services 
• Effective Public Health Practice Project 
• Evidence-Based Health Promotion (Victoria, Australia) 
• National Guideline Clearinghouse 
• Health Policy Guide 
• CDC Recommends 

 
If insufficient evidence was found after that level of search, the next step was to search databases 
of peer-reviewed literature.  A variety of electronic databases were searched for systematic 
reviews and meta-analyses published between 1995 and 2005.  PubMED was always included.  
Other databases used less often included CINAHL, ERIC, PsycINFO, Soc. Science Index, and 
Academic Search.  
 
Taking an evidence based approach means finding the best possible evidence43.  However, a 
cautionary note has been sounded in defining acceptable kinds of evidence in the quest to 
identify strategies about the social determinants.   
 
It is said that acceptable evidence for the social determinants must not privilege any particular 
kind of discipline, evidence, or method, i.e., public health research versus political science or 
policy analytic studies, the randomized control trial, quantitative studies and methods.   
 
                                                
43 The social determinants of health: developing an evidence base for political action, final report to the World 
health organization Commission on the social determinants, taking an evidence based approach. Measurements and 
Evidence Knowledge Network, Kelley, M and Bonnefoy, J. October, 2007.   



 
 

27 

The social determinants evidence for interventions must incorporate grey literature44, case 
studies, qualitative evidence plus theories and models.  Further, it is imperative that searches for 
studies on the social determinants go outside established health disciplines and look both 
nationally and internationally.   
 
Many European and Scandinavian countries have been studying health inequities far more longer 
than the U.S.  Further, other disciplines have conducted research and analysis on social issues 
that we now consider to be relevant to health including housing, transportation, social 
relationships, neighborhoods, green space, education, income and wages, and social class.    
 
The evidence base is limited at this time.  Generating, synthesizing, interpreting evidence, and 
implementing programs on the many social determinants of health will be challenging. 
“……..while the general relationship between social factors and health is well established the 
relationship is not precisely understood in causal terms.  Consequently, the policy imperatives 
necessary to reduce inequalities in health are not easily deduced from the known data.  However, 
while precise causal pathways are not fully understood, enough is known in many areas, and the 
evidence is good enough for us to take effective action” (pg. 10). 45  
 
Currently, four groups of theories have been introduced to explain health inequities in relation to 
socioeconomic position (Kelley, M and Bonnefoy, J. October, 2007). Because of the uncertainty 
about causal mechanisms and theoretical differences in explanations, the amount of guidance and 
evidence for interventions is scarce.  Further, easily available tools and techniques to help 
incorporate equity into policies and programs is in short supply.   
 
However, understanding the theoretical distinctions in causal pathways and reviewing national 
and international efforts to study the social determinants is a worthy effort for several reasons.  
First, the selection of one or more of these theories can be instrumental in creating and picking 
from interventions where none has achieved the distinction of being evidence based.  Further, 
understanding the various theories can serve as a guide in selecting a theory that will build 
community and political will plus public understanding and public acceptance of an agenda and 
solutions to address health inequities.46    
 
Last, there are efforts underway to measure, collect data, and ensure equitable policy 
development.  An investigation and understanding of concepts such as “equity proofing”, a 
health equity index, and health impact assessments can provide solutions to ensure effective 

                                                
44 “Grey Literature refers to publications issued by government, academia, business, and industry, in both print and 
electronic formats, but not controlled by commercial publishing interests, and where publishing is not the primary 
business activity of the organization. Scientific grey literature comprises newsletters, reports, working papers, 
theses, government documents, bulletins, fact sheets, conference proceedings and other publications distributed free, 
available by subscription, or for sale.” The Role of Grey Literature in the Sciences. Prof. Irwin Weintraub. 
ACCESS Brooklyn College Library and AIT E-Zine, Volume 10;  Fall 2000. Website accessed April 24, 2008, 
http://library.brooklyn.cuny.edu/access/greyliter.htm  
45 Measurements and Evidence Knowledge Network, Kelley, M and Bonnefoy, J. October, 2007.   
46 Vallgarda, S. Social inequality in health: dichotomy or gradient? A comparative study of problematizations in 
national public health programmes. Health Policy 85 (2008) 71-82.   
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implementation of policies and programs on the social determinants of health (Kelley, M and 
Bonnefoy, J. October, 2007).  
 
There is a sense of conflict in how or if race-ethnicity and socioeconomic status fit together to 
pattern health disparities.  Some expressed a sense of frustration, and need for knowledge about 
how to frame an explanation that embraced both of these ideas in a coherent narrative or 
explanation.  There was a sense that core values, beliefs, and work practices had to select one or 
the other concept around which to organize ideas, policies, and programs.   
 

o “In [program name]  we received more [dollars] and how do you spend it was 
an issue…we use formulas and we emphasized health disparities, minority 
children birth to 18 years of age…..so the rest of the state is not minority but a 
rural population.  So whose population is more vulnerable?  We don’t want to 
pit race against rural [communities].  What should we do to not set up one 
against the other”?    

o “Also need to learn that this is not just about racial disparity issues.” 
 
Willingness to Change 
 
The Division’s interest in and commitment to health equity is very strong. The reactions to the 
need for more knowledge and/or different practices were mixed.  Many expressed a strong 
interest in and need for more information.  On the other hand, here were some expressions of 
satisfaction with “business as usual”. 
 
Some units displayed an unwillingness to consider broader social determinants of health, and a 
sense that the program was doing all that it could to address health inequities.  Some individuals 
did not think that addressing these broader determinants of health was appropriate 
programmatically or in their role as a health professional.    
 
When  asked in the online questionnaire  if the there was  a need internally for policies or 
guidelines for addressing health equity one person responded, “I think there is already an 
internal policy of identifying funding for addressing disparities and ongoing emphasis on the 
need to raise the health status of those most in need in the state.” 
 
Group interviews on the possibility of addressing broader social determinants of health revealed 
several narrowly shaped interests that might act as barriers to expanding program mandates.  One 
group was asked if they could come up with any strategies that might improve the life-odds of 
those groups experiencing health inequities.  One respondent said that group interests often get 
dismissed when their interests become singular as in the case of attempts to address 
socioeconomic status Their concern was how to integrate the common problems shared by  
groups without losing the perspective that race is relevant.   
 
Another individual expressed hesitancy over whether that was the proper role for the program.  
There was a strong sense that it was not the program’s mandate to bridge the gap between rich, 
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middle, and poor or deal with racial and ethnic discrimination or the problems with affordable 
housing.   
 
The individual advanced a very strong traditional program agenda with healthcare at its center.  
Their ideal effort to address health inequities would focus on the provision of healthcare to 
underserved groups  and eliminating  racial/ethnic discrimination in the healthcare system; e.g., 
“…almost all physicians participate in the Medicaid program and by law they must provide their 
services in the language of the patients- there are some hospitals that do that but not very many 
healthcare providers..”    
 
Last, one individual in this group simply said, “It is not what we are charged with and we are 
doing what we are charged with.”  The individual went on to say that, the program mandate and 
the limited resources determine what they (the program) do.   
 
From 2006 to 2008, The Minority Health Program distributed grants to approximately thirty-
eight organizations.  All of the funded projects were traditional lifestyle-behavioral interventions 
focused on a sub-population.   

o Increase daily exercise of 150 girls in Madison’s low-income community; increase 
knowledge and access to healthy foods through cooking classes. 

o Improve birth outcomes for women of color using the theory of “Sister Friends” – 
matching younger pregnant women with older mature women who will provide support 
during pregnancy and one year after birth. 

o Address the issue of obesity and lack of physical activity in the adult Hmong population 
in the greater Wausau area. 

o Increase healthy eating and maintenance of a moderate to vigorous exercise routine 
among AA, Asian, and Latina girls ages 9-18. 

 
The questionnaire sent to grant recipients from the Minority Health Program asked them the 
following questions: 
 

o What determines a person’s position in the U.S. social structure? 
o What are some of the fundamental problems or causes that lead your clients to need your 

services? and; 
o What would you do if you could target these fundamental causes? 

 
Twelve responses and follow-up telephone interviews with nine organizations revealed an 
understanding of the fundamental determinants of health inequities.  However, the responses 
exhibited an inability to distinguish action on the fundamental causes of health inequities versus 
actions that help to stabilize and maintain their clients.  Often the responses were mixed.  There 
was definite recognition of deep-seated issues that lie at the heart of health inequities.  
Conversely, with further probing and lengthier answers to questions the respondents would 
eventually circle back to a narrow focus on the issues that they encounter daily such as the need 
for accessible health services.    
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o “Besides problems related to physical/cognitive/and emotional disabilities I feel 
education is a key factor to reaching maximum income potential levels. With greater 
income you have more options related to insurance, housing choices, buying nutritional 
foods. I see education as a key to greater income and improved health-seeking 
behaviors.” 

o “More prevention funds could be part of the loop, there is a great deal of connectedness 
to local public health, but I don’t think we’re funded enough. We have a lack of a number 
of specialists – such as OBgyns, pediatricians, dentists.” 

o “People can go to the clinic and receive basic care; it might be helpful if there were 
something that could help address more clinical needs – some type of temporary aid to 
help with specific needs and help with transportation to appointments.” 

o “We don’t have mental health and AODA funding; need long-term care for persons with 
mental illness; have to pay for some things (but can’t); people aren’t able to get in 
because there aren’t enough psychologists/psychiatrists; we need people who can handle 
dual diagnoses – drugs and alcohol; would also like to expand prevention activities 
versus just focusing on clinical care – especially in the areas of diabetes and obesity.” 

o “Re-vamp the public school system; prevent teen pregnancy; more job training leading to 
employment.” 

o “I think birth status is very important. For instance, if you are born into a low-
socioeconomic status, education may not be as good quality or influential in your 
decision-making, there are fewer funds to provide exposure to other opportunities for 
enhancement, and people are judged very much on appearance.” 

o “We don’t have enough interpretive services and it’s cost-prohibitive to use online 
services.”  

o “As far as policy changes we need greater dental reimbursement, many people are going 
without dental care because they can’t afford it or find someone who accepts MA. We 
also need greater access to interpretative services.” 

 
Other “internal –structural” issues that appear to impede the ability to of the Division to move 
further in understanding possible health equity interventions include the inflexibility of 
categorical funds, the compartmentalization of government units, and assigned responsibilities. 

o “This is usually done at a higher level.” (Referring to training) 
o “We would turn to the Minority Health Program but they have limited staff and 

resources so they can't be spread too thin.” 
o “We do not have the expertise in house. We have sent staff to training provided 

by others.” 
o “Limited program capacity and funding.” 
o “Information or presentations that can be used. Time to spend on equity 

training.” 
o “There is little time and less money.” 
o “Time, expertise, and training plan. Someone who has the knowledge would 

need to take the time to develop and present the training. We just don't take the 
time.” 

o “Finding trainers with expertise in evidence-based public health interventions 
that reduce health disparities caused by communicable diseases.” 
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o “Expertise, time , interest, priorities.” 
o “I'm not an expert to provide training.  Not very familiar with resources 

available.” 
o  “……..an older workforce- less flexible.” 
o “………pulled constantly in other directions that are funded.”  
o “Asthma is in Environmental Health but Tobacco Control is in Chronic Disease.  

They (Tobacco Control) have $15 million in state funds.  Tobacco triggers 
asthma but asthma gets $30,000 [in state funds].” 

o “....people vying over limited funds and limited resources.”  
o “……..take a broader view [income, education] ……crosses multiple state 

agencies. …..pulling funds together is important to achieving multiple 
goals…...free up money to use it creatively.”   

 
While it is not clear to what extent these factors are barriers in advancing a pro-health equity 
culture in the division some concern was expressed about institutional racism.  Of nineteen 
respondents, eleven and four of them respectively said that “assessing and addressing the 
structural and institutional racism endemic in our own organizations” was something that needed 
to be done or that they would need new skills/training in order to carry it out.  
 
Twenty-two respondents considered it important to “think critically about competencies, policies 
and standards that are essential for eliminating health inequities.”  Thirteen of the 22 said that 
this needed to be done while six said they would need new/skills/training to think about 
competencies for eliminating health inequities.   

    
The online questionnaire asked how respondents had acquired knowledge and skills related to 
cultural and linguistic competency.  Nine of 13 respondents said they had acquired the 
experience through academic curricula over 10 years ago. Only two respondents said they had 
acquired the knowledge through academic curricula less than three years ago.   More recent 
knowledge and skills acquisition of less than three years ago was acquired through 
workshops/conferences (ten of 22 respondents) and on-the-job experiences (thirteen of 20 
respondents).    
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MAJOR RECOMMENDATIONS, A FUNCTIONAL MODEL, & CASE STUDIES 
 
Recommendations and a Functional Model 
 
The Division should form a voluntary Health Equity Learning Group (HELG) with appointed 
members.  The Workforce Development administrator should coordinate the Learning Group.    
 
It is difficult to recommend the establishment of an entirely new health equity program within 
the Division of Public Health due to unclear information on the following external factors:  (1) 
the state level orientation towards social justice and health equity; (2) the role and current status 
of other state level actors in the field of health disparities/inequities; and (3) the political 
climate47.  Further, known factors associated with limited resources and budgetary constraints 
tend to militate against such a recommendation.      
 
The recommendation to form the HELG is representative of structures and programs 
implemented by the Waterloo Region Health Department and the BARHII initiative in 
California. Both initiatives are described in the case study section below.   
 
While a new unit was established within the Waterloo health unit, it is the process and practices 
used by Waterloo that have the most practical relevance in this instance.  Finally, the California 
effort utilizes structures (committees) and a strategic plan that can be implemented within the 
Division with little disruption.   
 
The purpose of the HELG is to build the capacity of Wisconsin to address health inequities by 
ensuring that all of the key stakeholders have an agreed upon vision, framework, and approach 
that is based upon knowledge of the field and also appropriate to the cultural toolkit of 
Wisconsin. 
 
The members of the HELG should be both internal and external to the Division.  This helps to 
facilitate dissemination and assimilation of the lessons, knowledge, and information from the 
Learning Group’s efforts.  For example, a website could be set up so that local health 
departments can follow along as the HELG progresses.  Local health departments should be 
encouraged to adopt a similar process.  Members of the HELG might include:  
   

i. Partners from the UW system  
ii. Representatives from state divisions that have jurisdiction over other social 

determinants of health.   
iii. Grant recipients from the Minority Health Program 

                                                
47 It is highly recommended that all of these factors be assessed before attempting to gain favor for or actually 
realigning staff, programs, resources, and funds to address health inequities.  The political climate is of extreme 
importance in health equity work.  A great deal of the progress to be made in aide of health equity is within the 
policy arena.  A favorable political climate can facilitate this work.  See Andress, L.( 2006), The Emergence of the 
Social Determinants of Health on the Policy Agenda in Britain: A Case Study 1980 -2003. Dissertation.   
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iv. Members of Leadership Council 
v. Representatives from any other external advisory group   

vi. Representatives from local health departments in each of the regional areas. 
vii. Advocacy48 organizations  

 
The work of the HELG should be accomplished both as a unified group and in committees.  The 
following issues and areas listed below should be explored as a single committee before 
proceeding to other areas of work.   
 
This initial, up-front work of the HELG should be conducted by constructing and following a 
reading list produced with assistance and recommendations from several sources.  It is strongly 
advised that this reading list include research articles and other publications gleaned from 
international and national sources.     
 

 Development of an agreed upon definition of health equity. 
 Adoption of a framework and an explanation for theoretical, causal 

pathways to explain how inequities make populations ill. 
 An exploration of the literature on how both race/ethnicity and 

socioeconomic status pattern health inequities. 
 Development of an understanding of the public policy process and agenda 

setting. 
 Implementation of an environmental scan of  local health departments, and 

key state-level institutions and organizations to determine their practices, 
knowledge of, and orientation towards health equity.49   

 
The next set of activities should be accomplished by dividing the HELG members into 
committees.  The work of these committees is to be accompanied by a set of readings on the 
latest research and other scholarly literature appropriate to each topic. The three committees 
recommended are: 1) Data Analysis Work Group; 2) Internal Health Equity Capacity Team; and 
3) Civic Capacity Working Group.   
 

 A Data Analysis Working Group 
1. Determine the parameters for the range of interventions that will be 

used to address inequities which may include healthcare, lifestyle and 
behavioral activities, and/or policy advocacy and may cover the 
entire population, sub-populations, geographic areas, or distinct 
periods over the life-course.   

2. Explore and develop the capacity to employ different analytical 
techniques for measuring and tracking health inequities.   Define 

                                                
48 It was observed that members of the Division had different ideas about who or what an advocacy group is in 
relation to health equity.  In this case, advocacy refers to those organizations that advocate for policy development 
on social issues such as housing, the minimum wage, or equal rights. Advocacy is to be defined as a means of 
increasing the influence, or voice of citizens regarding public policy decisions.   
49 In 2008, under the direction of Dr. Andress the City of Milwaukee Health Department conducted an 
environmental scan to assess other organizations engaged in health equity work.   
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measures and sources of data for health equity determinants.  An 
investigation and understanding of concepts such as “equity-
proofing”, a health equity index50, and health impact assessments is 
advised.  UCLA (Brian Cole, Ph.D.) , the Centers for Disease 
Control, Australia, Canada and the U.K. have done a great deal of 
work on health impact assessments.  Finally, the Institute for 
Innovation in Social Policy51 has developed and published an annual 
report on  social indicators at the national, state, and international 
levels.  

3. Devise a descriptive list of analytical research projects to be carried 
out over a 1-2 year period of time.   

 
 Internal Health Equity Capacity Team 

1. Assess and identify the programs, positions, and units in the Division 
that need to be oriented towards health equity and to what degree.  
Some positions and programs may need more or less awareness and 
understanding.   

a. Create a quarterly news sheet or on line news letter with 
information on health equity targeting the employees in the 
Division.   

b. Select appropriate readings for the Division and hold a 
discussion group.   

2. Create a general employee orientation on health equity, social 
equality, and cultural competency.  

3. Review the BARHII work on organizational standards and 
competencies for health equity in comparison to traditional public 
health competencies. Define a set of standards and competencies for 
health equity work that is appropriate to Wisconsin.   

4. Implement a dialogue-based project to explore and discuss 
institutionalized racism and discrimination within the Division.  
There are several tools available to facilitate this process.  Other 
topics to explore include the role of the public administrator as an 
agent of social change.   

 
 Civic Capacity Working Group 

1. Study and develop a definition of civic capacity.   
2. Scrutinize the range of models for community work to understand 

their differences and purposes.   

                                                
50 Connecticut Association of Directors of Health, Inc.  Health Equity Index (CHEI ©).  The index is a way to 
conceptualize and measure the influence of community context on population health and health disparities at a 
neighborhood level.  It is a systematic identification, quantification and measurement of social determinants that 
give rise to health disparities, yielding multiple levels of correlations. It aims to trigger policy and regulatory 
improvements to reduce inequity 
51 The Institute for Innovation in social Policy-  http://iisp.vassar.edu/ ; The Institute is the founding organization for 
this work supported by the Rockefeller Foundation and the Nathan Cumming Foundation. 
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3. Consider different grant making strategies that allow the division 
to grow organizations that have as their focus building the civic 
capacity of communities that are most affected by health 
inequities. Compare the request for applications (RFA) from 
Nebraska, the “Building Civic Capacity for Policymaking” RFP 
from the Center for Health Equity in Louisville, and the grants 
given by the Division’s infant mortality initiative and the Office of 
Minority Health.52   The Louisville RFP specifically targets 
projects that organize citizens to explore and address a policy issue 
affecting that community.  In comparison, the Nebraska RFA and 
the division’s grants fund efforts focused on individual behavior 
and/or education for individuals or population segments.  The 
Infant Mortality initiative awarded $50,000 to New Concept Self-
Development Center, Inc., for its proposal, ABCs for Healthy 
Babies: A Social Marketing Campaign to Eliminate Racial and 
Ethnic Disparities in Birth Outcomes  

                                                
52 Nebraska-  http://www.hhs.state.ne.us/minorityhealth/docs/2008MinigrantRFA.pdf ; Louisville Center for Health 
Equity RFP developed by Lauri Andress, 2007- http://www.louisvilleky.gov/Health/equity/HealthEquityGrants.htm;  
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Case Studies 
 
To tackle health inequities, several local health departments inside and outside the U.S. have 
undertaken solid efforts –both on a small and large scale- to address the internal capacity of their 
organizations.  At least four state health departments, in varying degrees and with different 
frames, have delineated health equity as an area of concern.   
 
The Waterloo Region53 Health Department in Canada began a “Health Determinants Planning & 
Evaluation” (HDPE) Division in 1999.54  The overall goal of the Health Determinants Planning 
& Evaluation Division is to increase the collective capacity of staff and citizens to develop 
policies and programs which address the social, economic, and environmental conditions that 
affect public health. 
 
Part of the work in the HDPE focuses on employees.  Using the title, “Building Skills of Change 
Agents”, the Waterloo Region health department began in 2002 with a review of all public health 
programs and services. As a result of the review, the staff adapted and modified programs and 
services to increase access for all community members. 
 
 Since 2002, a cross-departmental Access and Equity Committee has guided this ongoing process 
of program modification and redesign. The committee has provided resources, training and 
support to the public health staff.  One of the main activities in 2005 was the design of an 
employee orientation program based on the principles of inclusion. 
 
Using the title “Building Skills of Change Agents”, the Waterloo department focuses on 
its employees and citizens to work collectively on diverse issues and successful policy 
advocacy. A number of strategies have been used to offer Access and Equity training to 
staff. 
 
The Bay Area Regional Health Inequities Initiative (BARHII) is a consortium of local 
health departments in and around San Francisco.  Their model for creating the 
infrastructure for health equity work is built around several internal and external 
committees.55   
 
State Health Departments that recognize some form of health equity include Nebraska, 
Hawaii, Virginia, and Pennsylvania.  With the exception of Virginia, all of the 
Departments have an approach that focuses primarily- if not exclusively- on racial/ethnic 

                                                
53 Our Journey Growing Toward Healthy Public Policy-A 2 Year Progress Report: Health Determinants, Planning 
and Evaluation Division, Waterloo Region Community Health Department, October 2001. 
http://chd.region.waterloo.on.ca/web/health.nsf/0/30F2760495A43CF585256FE400650DEF/$file/Growing%20towa
rd%20Healthy%20Public%20Policy.pdf?openelement 
54 Health Detriments Planning and Evaluation Unit; Website Accessed April 29, 2008, 
http://chd.region.waterloo.on.ca/web/health.nsf/4f4813c75e78d71385256e5a0057f5e1/946751dbbdad355985256f80
006ca77c!OpenDocument  
55 The Bay Area Regional Health Inequities Initiative.  Website accessed April 25, 2008;  http://www.barhii.org/ 
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groups with interventions limited to individual or community lifestyle and behavioral 
education.  
 
The Nebraska Office of Minority Health & Health Equity has a strong orientation 
towards cultural competency.  The Pennsylvania Department of Health Office of Health 
Equity has a consumer toolbox, and a media campaign including TV and radio spots.  
Both the toolbox and media spots have a strong orientation towards individual 
responsibility and lifestyle and behavior.     
 
The Hawaii Department of Health Office of Health Equity hired its director, Elaine 
Andrade, in 2003.56  She was tasked with “bridging the gap between distribution of health 
services and the health status of Hawai`i’s people.”   
 
One of her long-term goals for the office included “developing collaborative partnerships 
with community health groups; and highlighting the link between health status, socio-
economic status and ethnicity.”  The first set of duties, before making recommendations 
to improve health disparities, involved assessing the Hawaiian Department of Health’s 
current programs and services.  They also undertook an effort to define concepts: health 
disparities, health inequity and health inequality. 
 
The Virginia Department of Health Division of Health Equity is located within the Office 
of Minority Health & Public Health Policy (OMHPHP).  It appears that Virginia is the 
only state health department that does not use the term “health disparities” to explain its 
mission, function, and goals.   
 
In its 2007-2007 Annual Report, the OMHPHP focused primarily on assisting medically 
underserved populations and developing the healthcare workforce. 57  

In fulfilling its health policy role, the Virginia Division of Health Equity has analyzed legislation 
addressing the cost, quality and accessibility of health care.  In the past several sessions of the 
General Assembly, the Office of Minority Health and Public Health Policy was assigned to bills 
addressing health insurance, nursing scholarships, legal representation for informed consent for 
clinical research, the role of health systems, agencies, insurance mandates, and telemedicine.  

The Virginia Office has also been assigned to conduct studies including an evaluation of the 
telemedicine initiatives, Virginia Area Health Education Center Program, the Virginia Generalist 
Physician Initiative, and protections in law and regulation for consumers of managed care. 

HAWAII – Department of Health 
• Office of Health Equity created in 2003 

                                                
56 Press Release; New State Effort to Increase Equity of Health Services. October 3, 2003 
57 Virginia Department of Health Office of Minority Health and Public Health Policy, Health Care Workforce and 
Other Initiatives to Assist Medically Underserved Communities and Populations, Annual Report. July 1, 2006 to 
June 30, 2007; 11/29/2007.   Website accesses May 1, 2008; 
http://www.vdh.virginia.gov/healthpolicy/documents/OHPP_06-07_Annual_Report_Final.pdf  
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• Vision – all who enter our facilities and participate in our programs will be treated with 
respect and dignity and an attitude of openness to diverse perspectives will be displayed 
by all Department of Health staff 

• Mission – to increase the capacity of the Hawaii State Department of Health, its health 
care providers, and racial/ethnic communities to reduce or eliminate disparities among 
and improve the quality of life of Hawaii’s diverse populations 

• Purpose – the purpose of the Office of Health Equity (OHE) is to take a leadership role 
to identify and make recommendations to the Department that addresses health disparities 
among population segments with disproportionate health needs. OHE serves as the 
Department’s focal point for improved planning and coordination of activities and 
programs related to racial and ethnic populations in Hawaii 

• What we do –identify heath disparities and health needs; develop recommendations for 
effective, culturally appropriate interventions; promotes adoption of Healthy People 2010 
objectives 

Current Projects 
• Development and Implementation of Cultural and Linguistic Appropriate Training for 

DOH employees 
• Assessing the feasibility of Faith-Based Organizations for Health Promotion Programs in 

Hawaii 
• Partnering with DOH Informatics Office in the development of DOH data warehouse 
• Developing DOH policy for standardizing reporting of race/ethnicity data 
• Developing DOH policy on the use of Bilingual Interpreters 
• Collaboration with Papa Ola Lokahi and the 5 Native Hawaiian Health Systems to 

improve the health status of Kanaka 
Websites 
http://hawaii.gov/health/about/pr/2003/03-75ohe.html 
http://hawaii.gov/health/healthy-lifestyles/ohe/index.html  
 
NEBRASKA – Department of Health and Human Services 
• In 1992 Minority Health Status Report published, helps to establish Minority Health 

Office; office would grow in size and grant funds received; have staff in state office as 
well as congressional districts 

• Currently known as the Office of Minority Health & Health Equity 
• Mission – equalizing health outcomes and eliminating health disparities 
• Goals – become the centralized source for information relevant to the health of minorities 

in Nebraska; become the leading source of information, advocacy and training for 
cultural competency in the Nebraska health care system; provide strong and effective 
leadership in advocating for policies and programs to ensure access of racial/ethnic 
minorities to comprehensive health services in Nebraska; enhance Nebraska’s public 
health infrastructure to better meet the health needs of racial/ethnic minorities 

• Functions –  
o Monitoring health problems and hazards for health equity.  
o Increasing public awareness about health disparities through information, 

education, and empowerment.  
o Improving access to health services.  
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o Promoting and advocating for cultural awareness and competency in the health 
care workforce.  

o Monitoring, collecting, developing, and providing relevant statistical data to 
identify health status  

o Reviewing, evaluating, and recommending policies and programs to assure 
effective access and culturally competent health services.  

o Increasing representation in science and health professions of racial and ethnic 
minorities, Native Americans, refugees, and newly-arrived immigrants.  

o Promoting and mobilizing collaboration and partnerships among federal, regional, 
and state agencies and community organizations.  

o Expanding community-based health promotion and disease prevention outreach 
efforts.  

o Developing grants and other resources. 
• Current Projects 

• Missing Links Conference 
• Minority Health Conference 
• Minority Health Initiative Grants 
• Cultural Competency Curriculum creation 
• Lunch and learns 
• Minority Public Health Report Card 
• Websites 

• http://www.hhs.state.ne.us/minorityhealth/ 
• http://www.hhs.state.ne.us/minorityhealth/GoalsandFunctions.htm 
• http://www.hhs.state.ne.us/minorityhealth/history.htm 

 
PENNSYLVANIA – Department of Health 
• Office of Health Equity (OHE) established in April 2006 after several reports were 

released regarding the health of minorities in Pennsylvania 
• The OHE is located within the Bureau of Health Planning in the Pennsylvania department 

of Health.   
• No mission statement per se but state: office will take a systematic approach to eliminate 

health disparities; will work with policy makers, insurers, health care providers and 
communities to implement policies and programs that result in a measurable and 
sustained improvement in the health status of underserved and disparate populations 

• They do have an advisory committee that has a mission statement: advise the Secretary of 
Health on matters concerning health inequalities and recommend actions, which are data-
driven, evidence-based, and culturally aware.  

• Website 
http://www.dsf.health.state.pa.us/health/cwp/view.asp?a=186&Q=244282&pp=12&n=1 
 
VIRGINIA – Department of Health 
• Division of Health Equity is located within the Office of Minority Health & Public 

Health Policy (OMHPHP) 
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• OMHPHP mission statement – identify health inequities, assess their root causes, and 
address them by promoting social justice, influencing policy, establishing partnerships, 
providing resources and educating the public 

• DHE – promotes a focus on social determinants of health and social justice, in addition to 
more traditional health promotion, as key strategies to eliminate health inequities that 
exist by socioeconomic status, race/ethnicity, geography, gender, immigrant status and 
other social classifications 

• Health equity initiative – partner in national effort to promote PBS documentary 
Unnatural Causes; health equity workshops with city and county health officials 
throughout Virginia 

• In depth listing of health equity definitions, social justice framework, health equity 
resources, community campaigns and programs (see websites) 

Websites 
http://www.vdh.virginia.gov/healthpolicy/ 
http://www.vdh.virginia.gov/healthpolicy/healthequity/index.htm 
http://www.vdh.virginia.gov/healthpolicy/healthequity/definitions.htm 
http://www.vdh.virginia.gov/healthpolicy/healthequity/resources.htm 
http://www.vdh.virginia.gov/healthpolicy/healthequity/initiatives.htm 
http://www.vdh.virginia.gov/healthpolicy/healthequity/community.htm 
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APPENDIX A 

 
Wisconsin Minority Health Program 
Mini-Grant Recipient Questionnaire 

 
• Please print answers to the questions legibly. 
• Please read each short paragraph then answer the questions that follow. 
• Return by fax to: Traici Brockman, Wisconsin Division of Public Health 608-266-6988 

 
Vulnerable Populations: vulnerable populations share social characteristics that put them at a 
higher risk of risks.58 In Canada for example vulnerable populations are people of aboriginal 
descent, those with an income lower than poverty level, and those who have not completed 
secondary education. 
 
Vulnerable populations are those who accumulate numerous risk factors throughout the life 
course because of shared fundamental causes associated with their position in the social 
structure. 
 

1. Are vulnerable populations the same as or different from minority and ethnic 
populations? Please explain your answer. 

2. In your opinion what are vulnerable populations in the United States? 
 

3. If we serve only ethnic and minority groups are there some vulnerable populations that 
we leave out? If yes, who? 

 
It is critical to address the fundamental causes of risks to which vulnerable populations are 
exposed. Risk factors are the expression of fundamental causes linked to one’s position in the 
social structure. 
 

4. What determines a person’s position in the U.S. social structure? 
 
We want to address the fundamental causes of health inequities. This includes issues such as 
poverty, racism, and sexism. It also means examining and improving policies that affect social 
services such as creating a better educational system for children ages 4 to 6 years of age or 
increasing the minimum wage. 
 

5. What are some of the fundamental problems or causes that lead your clients to need your 
services? 

 

                                                
58 Frohlich, K.L. and Potvin, L. “Transcending the Known in Public Health Practice: The Inequality Paradox: The 
Population Approach and Vulnerable Populations.” American Journal of Public Health, February 2008, Vol. 98: No. 
2.  
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6. Have you considered addressing them? Why or why not? 
 

7. What would you do if you could target those fundamental causes? Please be as specific as 
possible. 

 
8. Do you know of groups, programs, or initiatives that address fundamental causes? 

 
APPENDIX B 

 
ACCESS, EQUITY & CULTURAL LITERACY ASSESSMENT  

DISCUSSION QUESTIONS 
 
INSTRUCTIONS 
 
The questions below will be used in discussions with Bureau Chiefs and Medical Officers.  
Section leaders have been given the “Access, Equity & Cultural Literacy Assessment” 
questionnaire.  During the discussion we will review the questionnaire responses from 
section chiefs.59   
 

A. What are the vulnerable populations in Wisconsin? 
 

B. What are the biggest “levers’ that can influence health inequities? 
 

C. Should the department focus on changing itself internally to address inequities?  
e.g., attitudes, workforce, programs, policies.   

 
D. What external barriers exist in dealing with health inequities? 

 
E. What barriers exist internally?  

 
F. Have you considered collaborating with policy advocacy groups that seek to 

improve social conditions? 
 

G. Representatives from local- county public health departments defined the most 
critical elements of Public Health Departments, as they become social change 
organizations in the effort to address health inequities.60 The group ultimately 
categorized their outcomes into a "matrix" of 9 Workforce Competencies and 9 
Organizational Standards and Policies.   

 
 What do you think about these standards, competencies, and policies?  

                                                
59 Section Chiefs did not receive the paper questionnaire in time for this discussion.  That questionnaire was put 
online subsequently.   
60 See Bay Area Regional Health Inequities Initiative (BARHII).60 
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 Do you agree with some or disagree?   
 Do you think they are helpful?   
 Can you see how they might be put into practice?   
 

 
Workforce Competencies  

1. Specific Personal Attributes  
2. Knowledge of Public Health Framework  
3. Understand the social, environmental and structural determinants of health  
4. Community Knowledge  
5. Leadership Skills  
6. Collaboration Skills  
7. Community Organizing Skills  
8. Problem Solving Ability  
9. Cultural Competency/ Cultural Humility  

 
Organizational Standards and Policies  

1. Institutional Commitment to Address Health Inequities  
2. Hiring to Address Health Inequities  
3. Structure that supports true community partnerships  
4. Support Staff to Address Health Inequities  
5. Transparent & Inclusive Communication (community, staff, partners etc.)  
6. Institutional support for innovation  
7. Creative use of categorical funds  
8. Community Accessible Data & Planning  
9. Streamlined administrative process  

To address health inequities and create interventions public health departments will require new 
measures of health inequity that more effectively illustrate the connection between social 
inequalities and health, and focus attention on measures that have not characteristically been 
within the scope of public health department epidemiology. These new measures are meant to  
strengthen the evidence base by demonstrating the connections between “hazardous” social 
conditions and health , e.g. income inequality, poor housing conditions, lack of green space and 
parks, unemployment, transportation systems.   
 

The results of a social gradient analysis will typically demonstrate that life expectancy varies 
with inequalities in income and wealth, race/ethnicity and key indicators of mobility such as 
education and home ownership.   
 

These social conditions have not traditionally been included in Health Status Reports. However, 
several emerging data methods have been used to successfully demonstrate these issues.  Several 
departments have been working to develop tools/methods such as:  1) a regional Social Gradient 
analysis, 2) a matrix of indicators for neighborhood social environments, 3) GIS mapping, and 4) 
a framework for conducting Health Impact Assessments.    
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Consider the following responses in relation to these ideas.   

A. I don’t think this needs to be done. 
B. I don’t understand why this is being done. 
C. We do this already. 
D. This is not applicable. 
E. We need to do this. 
F. We would need new skills/training to do this. 
G. I am not familiar with this.   

 
APPENDIX C 

 
ACCESS, EQUITY, & CULTURAL LITERACY ASSESSMENT 

 

Instructions 
This survey is intended for use primarily with health organizations seeking to become social 
change organizations in the effort to address health inequities.  
 
We are interested in how your organization thinks about health equity.  This is important 
along with more measurable factors such as the infrastructure and resources available for 
health equity initiatives and the practices and policies that determine the organization’s levels 
of equitable access and cultural competency skills.   
 
This survey is an attempt to assess all of these factors.  To accomplish this some questions are 
open-ended while others are multiple choice.  Further, definitions of some concepts are not 
provided.  We want to assess the organization’s values, ideas, policies, and practices with 
regard to it’s’ vision and definition of health equity.  
 
This is a formative and iterative process.  To our knowledge, no other state or local health 
department has undertaken an effort to assess its readiness to address health equity.  Your 
contributions and patience are appreciated as we embark upon this endeavor.  Should any 
questions not seem applicable or appropriate please let us know by indicating that in your 
responses.   
 
In answering questions, please apply the accepted and established ideas, definitions, and 
concepts that have been used in your organization for any public health terms including 
health equity or health disparities.   
 
All necessary precautions will be taken to assure that individual responses remain anonymous.  
Organizational results may be summarized and shared with that agency only to assist in developing 
appropriate Workforce Competencies and Organizational Standards and Policies to address 
health inequities.  Specific individuals will not be identified in any public materials or reports 
based on this survey. 
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Please respond to the questions below.  For some of the questions you may need to record 
the responses on separate sheets of paper.  Typewritten responses would be preferable.  
Handwritten responses are less preferable.   
 
Name:____________________________ Date ___________________________ 
 

1. Please indicate the section you are reporting on: Please use this form for reporting on 
one section only.   

 
 

 

Section I  Access 
 

2. List the vulnerable populations in Wisconsin . 
 
 

 
3. Please check off the groups that your section works with on a regular basis.   

  _________   general population 
  _________ community groups/agencies/institutions 
  _________ health care professionals 
  _________   specific target group(s) or stakeholders,  
 

4. Please name the specific target groups 

A. _____________; B. _____________, C._____________;  

D._____________;  E._____________;  F _____________ 
 

5. Are you presently working with or providing services through your program to any of 
the vulnerable groups listed below?   If yes, please indicate which ones. 

 
YES  NO  YES  NO  
   Immigrants    Youth: male 
   Refugees    Youth: female 
   Minority-ethno-cultural groups    Low literacy 
   Differently abled    Gay, lesbian / bisexual / 

transgendered 
   Women    Low income groups, People 

with inadequate financial 
resources, The poor 

   Rural population    other, please list  
         

 
6. Do have evidence based guidelines for any of the vulnerable groups listed below?   If 

yes, please indicate which ones. 
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YES  NO  YES  NO  
   Immigrants    Youth: male 
   Refugees    Youth: female 
   Minority-ethno-cultural groups    Low literacy 
   Differently abled    Gay, lesbian / bisexual / 

transgendered 
   Women    Low income groups, People 

with inadequate financial 
resources, The poor 

   Rural population    other, please list  
         

 
7. Please describe how you determine that these vulnerable groups are accessing 

programs/services.  Please continue response on separate sheet of paper if necessary.  
 
 

 

 

 

 

 

 

 
8. Please name specific actions that you are presently taking in addressing access issues.   In 

assessing your progress, please use the following codes to describe the stage of your initiatives, and 
then, if relevant, provide details: 

 
N/A: Does not apply to my activity/program, or not relevant 
NO: No specific strategies or activities that refer to the vulnerable group 
NA: Needs Assessed: you have gathered information on the needs of the vulnerable group, but have not 
started addressing it yet 
AP: Activities planned 
SA: Some Activities implemented 
AA: Most/All activities implemented 
AE: Activities evaluated 

 
Group Code Details 
Immigrants   
Refugees   
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Minority Ethno-cultural groups   
Differently Abled   
Gay/Lesbian/Bisexual/Transgender   
Elderly   
Low Literacy Skills   
Gender-specific- females/males-covers all 
ages 

  

Rural Communities   
Low income groups, People with 
inadequate financial resources, The poor 

  

Others List   
Others List   

 
 
8.   Level of Implementation.  Please circle one or more that apply 
 
a) Not Applicable 
b) Partially implemented 
c) Implemented 
d) Ensure/facilitate access through community partners/local departments 
e) other 
 
Using language interpreters      a b  c  d  e 
 
Improving access for the deaf, deafened, or hard of hearing 
(e.g. computerized note-taking, real time captioning, 
sign language interpretation, technical devices)   a b  c  d  e 
 
Aids for visually impaired (e.g. Braille embossing, audio tapes, 
large print)       a b  c  d  e 
 
Ensuring readability: (e.g. translations/literacy levels/clear 
language/graphics)      a b  c  d  e 
 
Provision of child care      a b  c  d  e 
 
Offering programs at community based  
locations (e.g. rural)      a b  c  d  e 
 
Improving physical access for those with different abilities a b  c  d  e 
 
Facilitating transportation     a b  c  d  e 
 
Holding special events for identified  
Groups  (e.g. community forum; fair)    a b  c  d  e 
 
Using media for identified groups (e.g. use of specific radio/ tv 
channels or programs, specially  written or produced materials) a b  c  d  e 
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Involving community representatives from identified groups a b  c  d  e 
 
Fostering external partnerships (please identify level :e.g. 
cooperation, collaboration, integrated planning...service 
integration)       a b  c  d  e 
_______________________________________ 
 
Engaging in community development/organizing  a b  c  d  e 
 
Stakeholder-based planning/actions     a b  c  d  e 
 
Advocating on behalf of a group     a b  c  d  e 
 
Describe _______________________________________ 
 
Section II  Cultural Literacy 
 

1. How and when did you acquire your knowledge and skills related to cultural and linguistic 
competence?  

 
Check all that apply How long ago? 
  

within the 
last 
3 years 

 
4-6 years 
ago 

 
7-10 
years 
ago 

 
More than 
10 years 
ago 

☐ Academic curricula  
 

    

☐ Continuing education  
 

    

☐ Workshops/conferences  
 

    

☐ Employer sponsored training 
  

    

☐ On-the-job experiences  
 

    

☐ Living in diverse communities  
 

    

☐ Domestic/international travel  
 

    

 
 

 

2. Does your section systematically review procedures to insure that they support delivery of 
culturally competent services?  
☐ Not at All ☐  Infrequently ☐  Fairly Often ☐  Very Often ☐  I don’t know 
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3. Does your section systematically review procedures to insure that they support delivery of 

linguistically competent services?  
☐ Not at All ☐  Infrequently ☐  Fairly Often ☐  Very Often ☐  I don’t know 
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Section III  Equity 
 
Addressing health inequities requires that we reach beyond the categorical programs that 

focus on single diseases and risk factors to encompass the broad range of social and 

environmental conditions that affect community health. The origins of health inequities 

are in the structure of social inequalities.  This means that efforts to eliminate health 

inequities are beyond what public health departments can change on their own.   

However, it is within the ability of health departments to transform their practices in 

order to be more effective partners with communities and other allies. 
 
Record responses on a separate sheet of paper. 
 
1. Do you have mechanisms to ascertain the social conditions of primary concern to 

vulnerable populations?  Describe.  
 

2. Do you have mechanisms for community input? Describe. 
 
3. How do you ensure community voices in the planning and evaluation of your 

initiatives/services? 
 
4. Do you think there is a need internally for “awareness-raising” on health equity?  

Have you done some already and has it been sufficient?  If yes, in what way?  
Who might need the training and who may not need the training?  

 
5. Do you think there is a need internally for training on strategies to address 

equity? Why or why not?   
 
6. Do you think there is a need internally for policies or guidelines for addressing 

health equity? Why or why not?  
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7. The table below contains activities that might be used to  guide strategic 
directions for individual/ programmatic and systems changes in addressing 
health inequities.  Please use the following codes.  More than one code may be 
applicable.   

 
A. I don’t think this needs to be done. 
B. I don’t understand why this is being done. 
C. We do this already. 
D. This is not applicable. 
E. We need to do this. 
F. We would need new skills/training to do this. 
G. I am not familiar with this.    

 
Activity Code(s) Comments 
Place an emphasis on community 
engagement techniques 

  

Collaborate with policy advocacy groups that 
seek to improve social conditions. 

  

Build the civic capacity of communities   

Assess and address the structural and 
institutional racism endemic in our own  
organizations  

  

Document and initiate partnerships to address 
social conditions affecting health in areas that 
are currently lacking.  Provide an example 
please.  

  

Assess and address the structural and 
institutional racism endemic in our own  
organizations  

  

Support other ongoing collaborative 
approaches to reducing health inequities. 
Please provide an example. 

  

Think critically about competencies, policies 
and standards that are essential for 
eliminating health inequities.  
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8. How well is your section able to describe health inequities among the groups?   If this is 
not relevant, please explain why.   
 

Groups  Not at all Barely Fairly Well Very Well 
Immigrants     
Refugees     
Minority Ethno-cultural groups     
Differently Abled     
Gay/Lesbian/Bisexual/Transgender     
Elderly     
Low Literacy Skills     
Gender-specific- females/males-
covers all ages 

    

Rural Communities     
Low income groups, People with 
inadequate financial resources, The 
poor 

    

Others List     
Others List     

 
 
 
 

 

 

 

 

 

 
 
9. This is a mini case study to assess the organization’s knowledge about the range of 

health equity solutions and interventions that may be applied in a given situation.  If you 
were confronted with a community that wanted to address a high rate of diabetes please 
identify interventions that might be implemented that include both behavioral –lifestyle 
practices plus policy-based or contextual/environmental interventions.   
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10. Which concepts are important in defining health equity? Use all codes that 

apply.    
 
A. This is a good concept to include.  
B. This is not applicable. 
C. I am not familiar with this.    

 
Concept Code(s) Comments 
Solutions require obligations from the state 
and citizens to redistribute societal  benefits 
and burdens more fairly, to treat all people 
equally, and to give priority consideration to 
disadvantaged groups. 
 

  

The importance of health for individual and 
collective agency or self-initiated action. 
 

  

Adherence to the idea of human flourishing 
where all people have the capability to be 
healthy- real opportunities to live a life of 
health. 
 

  

Solutions must focus on improving the  
quality of care provided to racial/ethnic 
minority populations that are affected by 
disparities. 

  

Health promotion should target minority and 
ethnic groups with the poorest health related 
demographics providing education and 
awareness about issues such as diabetes, 
obesity, and smoking.   
 
 

  

Health promotion should address effective 
empowerment strategies, such as increasing 
citizens' skills, control over resources, and 
access to information relevant to social and 
economic issues that affect them.   
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11.  What Needs/Resources to address health equity does your section have in relation to: 
 

Area of inquiry Needs (describe) Resources (describe) 
Information and data relevant to improved 
equity. 

  

Resources (e.g. staff training, reading 
materials, teaching materials, time) 

  

Awareness-raising Training   

Training on strategies for addressing 
equity 

  

Policies and Procedures for addressing 
equity 

  

Did you have any funds budgeted for 
health  equity needs in the last FY? 
 

  

Partnerships with external partners 
relevant to equity, i.e., they can help us 
address social conditions. 
 

  

 
 
 
 
 

-End- 

  
 
 
 
 

Andress & Associates 
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APPENDIX D 
 

Wisconsin Minority Health Program 

Consultation with WMHLC 

April 14, 2008 
3-5 PM 

 
1. Please read each short paragraph then answer the seven 

questions that follow. 
2. Please email responses to the questions before the 

conference call.   
3. Email responses to Evelyn Cruz and Dr. Andress at 

landress@bridgingthehealthgap.com  
 
Here are two surprising things health experts have figured out about why 
the U.S. isn't a very healthy nation overall, despite spending so much 
money on healthcare and massive health education campaigns….and 
about what we can do about it……… 
 
Number 1  
People’s health is strongly influenced by what experts call  the 
Overall  Life Odds of the town or state or neighborhood where 
they live. Just living in a particular place gives you higher or lower odds 
of ending up in a good career and a solid family and so forth. Even though 
there are exceptions, the Overall Life Odds of a given place has a big 
effect on how a person's life is likely to turn out, and health experts now 
know that anything that raises or lowers the Overall Life Odds in an area – 
like the jobs or schools or housing conditions in a place – ends up having 
big effects on health. It turns out that these are all hidden health factors, 
and improving these hidden health factors ends up improving health and 
reducing health spending.  
 
Number 2 
Experts say that “how”  the hidden health factors and overall life odds 
affect health is related to Exclusion Anxiety.  Basically, anything that 
makes us live outside the mainstream – economically or 
because of who you are or what you do  – triggers reactions in 
our bodies that hurt our health.  Scientists call this Exclusion 
Anxiety.  Like certain other species, humans are biologically wired to be 
part of a social group.  Exclusion Anxiety results from living day to day 
with the sense of not being part of the normal life of the group, and it has 
serious effects on the chemistry of our brains and bodies.   It turns out 
that working on things that cause Exclusion Anxiety, like racial 
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discrimination and big gaps between rich, middle and poor, can also 
seriously improve our overall health.  
 
 

1. Please describe what experts mean by “Overall Life Odds”. 
2. What are “hidden health factors”? 
3. Please describe what health experts mean by exclusion anxiety.  
4. Please describe what kinds of factors or things experts now believe 

make us ill.  
5. What do you think can be done about this problem? 
6. Who do you think you might share this information with? Why? 
7. Do you agree with the statements? Why or Why not? 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 


