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Welcome to the public health orientation health equity 101 training. My name is Lexy Richardson, and I’ll be leading you through the health equity modules. This is module 1 of a 2-module series. There will be interactive pieces throughout the presentation to test your knowledge of the topics and to learn more. 


Understand and apply
definitions of, and relating
to, health equity
Module 1

Learning
Objective
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The learning objective for module 1 is to understand and apply definitions of, and relating to, health equity. During this module, I will talk through some definitions, give examples, and provide interactive opportunities for you to apply your understanding of terms related to health equity. 


Health Equity

“Everyone has a fair and just
chance to be as healthy as
possible.”

-Paula Bravemann, 2017

e

Health equity means
providing opportunities for
every Wisconsinite to live a

long and healthy life
regardless of race, ethnicity,

disability, gender,
socioeconomic status,
neighborhood, education, or
any other social condition.”

-Minority Health Report, 2018-2020
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Let’s start by defining health equity. I like to provide two definitions to create a more comprehensive understanding of what health equity is. 

Dr. Paula Bravemann, the founding director of the center for health equity at the university of California San Francisco, defines health equity as everyone having a fair and just chance to be as healthy as possible. 

I also wanted to share the definition for health equity that is in the minority health report that focuses on advancing health equity in Wisconsin. The minority health report defines health equity as providing opportunities for every Wisconsinite to live a long and healthy life regardless of race, ethnicity, disability, gender, socioeconomic status, neighborhood, education, or any other social condition. 



Social Determinants of Health (SDoH)

“Conditions in the
environments in which
people are born, live,

learn, work, play,
worship, and age that
affect a wide range of

health, functioning, and
quality-of-life outcomes
and risks.”

-ODPHP, 2020
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Next, we are going to define Social determinants of health. Social determinants of health, sometimes abbreviated as SDoH, have major impacts on people’s health and well-being. The Office of Disease Prevention and Health Promotion define them as conditions in the environments in which people are born, live, learn, work, play, worship, and age that affect a wide range of health, functioning, and quality-of-life outcomes and risks. 

These conditions are in turn shaped by a wider set of forces including economics, social policies, and politics that enhance or impede access to opportunities for health based on social hierarchies like race/ethnicity, class, and gender. 

Social determinants of health are categorized into five different domains including education access and quality, health care and quality, neighborhood and built environment, social and community context, and economic stability. 

It’s also important to understand the intersectionality that happens occurs between the domains. For example, the Wisconsin State Health Improvement Plan, or the SHIP, states that people with less than a high school education and Medicaid or BadgerCare recipients all report higher than the statewide average for tobacco use. When thinking about the social determinants of health in this example, economic stability, education access and quality, and health care and quality come into play. Access to education impacts access to employment opportunities, which impacts stress and health care access and quality, both of which are risk factors for tobacco use. 


Equality vs. Equity

Equality

https://www.rwjf.org/en/insights/our-research/infographics/visualizing-health-equity.html
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Next, we will move on to equality and equity. The top half of the image shows everyone riding the same bike. This is equality because there is the assumption that everyone benefits from having the same supports and opportunities. However, that assumption is false and can actually perpetuate, or maintain, inequities. 

The bottom half of the image shows everyone getting the bike they need to make them successful. When everyone gets the supports and opportunities necessary to be successful, that is equity. 



Health Disparity vs. Health Inequity

~

Henlth Population or group level differences in health
disparity )

Differences in health outcomes of a A

population or group that are systemic,
patterned, and unfair or unjust

Health
inequity
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Now we have disparities versus inequities. A health disparity is a population of group level difference in health. Health inequity is a difference in health outcome of a population or group that is systemic, patterned, and unfair or unjust. 

Sometimes you will notice people using health disparity and health inequity interchangeably, but there is an important difference. Disparity implies a difference of some kind, while inequity implies unfairness or injustice. 



Health Disparity vs. Health Inequity

Top Cause of Death by Age, 2018

Rank Infants <1 1to 4 5to 14 1510 24 2510 34 3510 44 45 to 54 55to 44 b5+ All Ages
Congenital Unintentional  Unintentional  Unintentional  Unintentional  Unintentional Cancer Cancer Heart Disease Hearl Disease
1 Malformations  Injury Injury Injury Injury Injury 617 2024 10 094
78 16 21 193 435 318 : * 12,053

Top Cause of Death by Race/Ethnicity, 2018

Native
American/
American Black/ African
Rank Hispanic Asian Indian White American All Wisconsin
. Cancer Cancer Heart disease Heart disease Heart disease Heart Disease
182 88 98 11,116 618 12,053

https://www.dhs.wisconsin.gov/hw2020/wdhs-state-health-assessment-2021.pdf 7
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For example, Wisconsin’s 2020 statewide health assessment shows leading causes of death charts by age and then by race/ethnicity. For the age chart, infants leading cause of death is congenital malformations while people who are 65 and older have a leading cause of death of heart disease. Because we don't expect newborns to have the same cause of death as adults, these population/group level differences in health are a health disparity. It's not necessarily our goal to eliminate the differences between these groups. 




Health Disparity vs. Health Inequity

Top Cause of Death by Age, 2018

Rank Infants <1 1to 4 5to 14 1510 24 2510 34 3510 44 45 to 54 55to 44 b5+ All Ages
Congenital Unintentional  Unintentional  Unintentional  Unintentional  Unintentional Cancer Cancer Heart Disease Hearl Disease
1 Malformations  Injury Injury Injury Injury Injury 617 2024 10 094
78 16 21 193 435 318 : * 12,053

Top Cause of Death by Race/Ethnicity, 2018

Native
American/
American Black/ African
Rank Hispanic Asian Indian White American All Wisconsin
. Cancer Cancer Heart disease Heart disease Heart disease Heart Disease
182 88 98 11,116 618 12,053

https://www.dhs.wisconsin.gov/hw2020/wdhs-state-health-assessment-2021.pdf 8
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When looking at the causes of death by race/ethnicity chart, Hispanic and Asian populations top cause of death is cancer while Native American/American Indian, White, and Black/African American populations leading cause of death is heart disease. Because there are NOT genetic differences between people of different races/ethnicities that lead to the population differences in cause of death, it's an example of a health inequity. These differences for cause of death are caused by the cumulative effects of racism and inequality in society and are evidence of the compounding effects of medical racism, stress, and other social conditions. These are population differences that are unfair/unjust referred to as inequities that we seek to eliminate.



Diversity

The varied identities
and characteristics
that distinguishes

individuals or
groups

Inclusion

Building an
environment where
everyone'’s
thoughts, ideas,
and perspectives
matter

Belonging

Feeling valued,
accepted as
members of a
group, and
connected
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Diversity, inclusion, and belonging are words you probably hear often. It’s important to understand how they work together and how they are different from one another. Diversity refers to the varied identities and characteristics that distinguish individuals or groups. Inclusion is building an environment where everyone’s thoughts, ideas, and perspectives matter. Belonging is feeling valued, accepted, and connected as members of a group. 



End of Health Equity 101: Module 1




Health Equity 101:
Module 2

Public Health Orientation

Division of Public Health
Wisconsin Department of Health Services

WISCONSIN DEPARTMENT 11
of HEALTH SERVICES


Presenter Notes
Presentation Notes
Welcome to module two of the health equity 101 training. This is module 2 of a 2-module series. There will be interactive pieces throughout the presentation to test your knowledge of the topics and to learn more. 


* Knowledge about why health
equity matters by
understanding values at
DHS, historical

MOdU.le 2 considerations, populations

Learning to consider, and different

Objectives levels of health equity
®* Understand how to embed

health equity practices into
everyday work



Presenter Notes
Presentation Notes
The first learning objective for module 2 is to have knowledge about why health equity matters by understanding values at the Wisconsin Department of Health Services, or DHS, historical considerations, populations to consider, and different levels of health equity. The second learning objective is to understand how to embed health equity practices into your everyday work. 


Health Equity at DHS—Values

Recognize/ Respect / NN elelgle
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First, let’s go over the health equity values at DHS. These values are recognize, respect, and respond. Let’s break these values down a little bit. 


Health Equity at DHS

* Acknowledge racial and social
Injustice

Recognize

* Understand how systemic barriers
and root causes create health
disparities

* Own DHS’s complicity and role in

this

* Cele

oroken system

orate diversity and promote

representation
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The first value – recognize. Acknowledging racial and social injustices, understanding how systemic barriers and root causes create health disparities, owning our own complicity and role in the broken system, and celebrating diversity and promoting representation are all part of DHS’s value of recognizing. 


Health Equity at DHS

* Honor cultural traditions
* Empower all voices

* Give authority to the voices of our
partners and those with lived
experience, and share power with
them

* Foster diversity, equity, inclusion,
and safety
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The second value is respect. Respect encompasses honoring cultural traditions, empowering all voices, giving authority to the voices of our partners and those with lived and living experience, and fostering diversity, equity, inclusion, and safety. 


Health Equity at DHS

* Promote cultural humility and
linguistically responsive services

* Support transformation to address
nealth disparities

* Reimagine and redesign — use
focused approaches to restore
health to marginalized communities

* Celebrate, elevate, and share
SUCCesses
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The third equity value at DHS is respond. This includes promoting cultural humility and linguistically responsive services, supporting transformation that addresses health disparities, using focused approaches to restore health to marginalized communities that are the target of racist and discriminatory policies and practice, and to celebrate, elevate, and share successes. 


Historical Considerations

* A large, long-standing, and growing body of evidence
demonstrates stark differences in health outcomes when data are
stratified by race/ethnicity, income, education level, and more.

* There is a long history in our state and in our nation of unequal
treatment and intentional disenfranchisement of certain
population groups.

* As intentional efforts were made to worsen the living conditions of
certain population groups, intentional efforts must be made to
improve such conditions for such groups.
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Now, let’s move on to thinking about equity considerations. We’ll start with important historical considerations. There is a large, long-standing, and growing body of evidence that demonstrates stark differences in health outcomes when data are stratified by race/ethnicity, income, education levels, and more. The historical inequities are critical in the work we do. 

Throughout our state and nation, there is a long history of unequal treatment and intentional disenfranchisement, or depriving a person’s rights, of certain population groups. As intentional efforts were made to worsen living conditions of certain population groups, intentional efforts must be made to improve such conditions for such groups. 




Populations to Consider*

Skin color

Sexual
orientation

Language

*not an exhaustive list

Level of
education

Where they
were born

Religion/Faith Job/career

Tribal
affiliation

Neighborhood
or community

Gender
identity

Disability
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Now, let’s think about populations to consider. While this isn’t an exhaustive list, here are some populations that are important to think about when working with different communities, implementing programs and policies, and public health work in general. 

When we think about these populations, it’s helpful to think about marginalized populations. Marginalized populations are groups and communities that experience or have experienced a history of discrimination and exclusion because of unequal power relationships across economic, political, social, and cultural dimensions. Such discrimination and exclusion could be based on these populations that should be considered. 





Questions to Ask

* Does my program area work with or learn from
anyone with direct and personal experience?

* How does my program area use, collect, display, or share
information and data about communities who are
disproportionately impacted?

* How does my program prioritize outreach, education, and
resources to communities most impacted?
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It can be helpful to ask yourself and others questions when thinking about historical considerations and the different populations we serve. When we ask these questions, we can see the communities that are disproportionately impacted by health issues and that is at the foundation of reducing health disparities.

Here are examples of questions that can help you start thinking about the impacted populations. 

Does my program area work with or learn from anyone with direct and personal experience? 



Questions to Ask

* Does my program area work with or learn from anyone with
direct and personal experience?

* How does my program area use, collect, display, or
share information and data about communities who
are disproportionately impacted?

* How does my program prioritize outreach, education, and
resources to communities most impacted?
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How does my program area use, collect, display, or share information and data about communities who are disproportionately impacted? 



Questions to Ask

* Does my program area work with or learn from anyone with
direct and personal experience?

* How does my program area use, collect, display, or share
information and data about communities who are
disproportionately impacted?

* How does my program prioritize outreach, education,
and resources to communities most impacted?
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How does my program prioritize outreach, education, and resources to communities most impacted?



More Questions to Ask

* Does my program area work with or learn from
anyone with direct and personal experience?

* How does my program area use, collect, display, or share
information and data about communities who are
disproportionately impacted?

* How does my program prioritize outreach, education, and
resources to communities most impacted?

22


Presenter Notes
Presentation Notes
Does my program area work with or learn from anyone with direct and personal experience? 



More Questions to Ask

* Does my program area work with or learn from anyone with
direct and personal experience?

* How does my program area use, collect, display, or
share information and data about communities who
are disproportionately impacted?

* How does my program prioritize outreach, education, and
resources to communities most impacted?
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How does my program area use, collect, display, or share information and data about communities who are disproportionately impacted? 



More Questions to Ask

* Does my program area work with or learn from anyone with
direct and personal experience?

* How does my program area use, collect, display, or share
information and data about communities who are
disproportionately impacted?

* How does my program prioritize outreach, education,
and resources to communities most impacted?
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How does my program prioritize outreach, education, and resources to communities most impacted?



Equity at
Every
Level

Societal Level Community Individual &
& Policy Level Family Level

Political structures & Social, economic, & Services for
institutional practices physical conditions that individuals and
that assure fairness &  allow people to reach families to treat

opportunity for all their full potential problems.

https://dph.illinois.gov/topics-services/life-stages-populations/infant-mortality/toolkit/understanding-sdoh
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As we look at equity at every level, remember that Social determinants of health are the conditions in the environments where people are born, live, learn, work, play, worship, and age that affect a wide range of health, functioning, and quality-of-life outcomes and risks.

Starting form the individual and family level, this is where services for individuals and families are used to treat problems. For example, if a person has asthma, they get an inhaler to treat it.

The community and policy level focuses on social, economic, and physical conditions that allow people to reach their full potential. So, to continue our same example for the person with asthma, we then should be looking at that person’s access to health care and how their environment impacts their health problem. 

When we zoom out even further, we look at the societal level which looks at political structures and institutional practices that assure fairness and opportunity for all. For the person who has asthma, we can ask ourselves why they might have asthma and what inequities potentially led to that person’s health problem. The society level is a great place to ask the questions that we talked through in previous slides. 



Embedding Health Equity

Addressing inequities

Getting rid of retro-
fitting

Amplitying
community voices
and lived experiences

Addressing systems
change
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As we wrap up our health equity modules, let’s talk about the purpose behind embedding equity into our work. In doing so, we can start to address inequities that are unfair and unjust, amplify community voices, and lived and living experience to create better outcomes. Retro-fitting is when we try to incorporate equity into something when most of the work has already been done. Instead of getting an equity review when a project, policy, or product is nearly completed, get your health equity staff involved from the beginning. Lastly, addressing systems change is always the goal to protect and promote the health and safety of the people of Wisconsin. 


Thank you!
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Thank you for completing both of the health equity 101 modules. 


End of Health Equity 101: Module 2
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