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tr)e grm 2 re atlve to nationallaverages.

IIESEN qualltles persist when education and iIncome are
("JIJFIL)J ad.

> Wm ‘ﬁnew Immigrants tend to have better health than

= fr 1r UIS:-born peers, their health tends to get poorer over

)_ mE and with succeeding generations.

:m These health inequities have their roots in historic and
contemporary forces, such as discrimination, segregation,
and poverty concentration.
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THE ECONOMIC BURDEN
OF HEALTH INEQUALITIES
IN THE UNITED STATES
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== Costs of premature death i
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J atlng health inequalities for minorities would have
'-'-*-"’f*f 3 uced direct medical care expenditures by $229.4
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- Bétween 2003 and 2006 the combined costs of health
inequalities and premature death were $1.24 trillion.
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Def ni Uons

Healthlinequities refer to. health dlffernces that are
OELEUNIISOEIcIfaiSaEVaRtagERadare thereiore unjust or

VOGN e

NEEIthNnequities adversely affect groups of people who have
J\/J Smatically’experienced greater social and/or economic
_ -.OJ‘-* clCl es based on their racial or ethnic group; religion;
&= spcioeconomic status; gender; age; mental health; disability;
—== sexual orientation; geographlc location; or other
_ characteristics hlstorlcally linked to d|scr|m|nat|on or
_exclusion.
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1ealth for all people.

AGHIEVIng health equity requires valuing all
IHGIVIC uaIs and populations equally, recognizing and
==ectiiying historical injustices, and addressing
——ce stemporary. injustices by providing resources

- according to need. Health and healthcare
disparities will be eliminated when health equity is
achieved.

Health equity is a process, not an outcome.
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KeyaStrategies to Improve the Natllonﬁ":a—
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guity in health care delivery petter aligning
Je=liig) 1 're iesources to match community need

J :sJ,JJl*‘ in the health care workforce — improving
serdiversity of the nation’s health workforce to
= = Detter reflect the population

i

fO’TEﬁUlty in community conditions for health —
~ reducing the concentration of health risks in
communities of color while increasing access to
health-enhancing resources
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IBalthiprofessions shortage areas and medically
under:e} areas

2 !ji f Latlnos and 22% of African Americans report

] ~ mg little to no choice in where they access care,
“cbmpared to only 15% of whites
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- ® 349 of Latinos, 24% of AI/ANs, 19% of African
Americans, and 15% of whites report having no regular
source of health care
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NEW YORK CITY, NY

PCP and Poverty
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.F'FJ,JJ' 4in Healthcare Delivery: éjj@fﬂr'ng;
RESpUrces W|th @bmmunlty Need
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2 H,gg,mr 1€alth proressior gprograms or
example; NEHSC funding levels have not been adeguate
0 J,J,)r Ort the number of clinicians needed to fill all
r)C)Juc vacanC|es (nearly 9,000 vacancies currently
r.g;‘-’ and nearly 17,000 practitioners are still needed
=10 remove HPSA designations)
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= o Continue expansion of Community Health Centers

e Match Medicaid reimbursement to that of
Medicare



Eguityain, the Healthcare \Workfos ;

Progleijgle D|ver§tiy-and Qu

> rstJJEr]f“?"‘D oviders of color are more Ikely to work In
medically underserved communities and reduce cultural
elnlel Jm istlc barriers to accessing care

JJ\/\-‘ Sitysin health: professions training settings is
c1ated with greater cultural competence among all
== '._f_:‘~‘: icl ﬂees

=" -Mlnorlty providers display better patient care process

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

INSTITUTE OF MEDICINE
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THE NATIONAL ACADEMIES
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r\d)r)r rm:;‘:;rr statementsithati 7 5t c
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r'nru,Jr.]r g a comprehenswe review of applicants” files
Js~srr1,)r S|ze standardized test data in the admissions
l-wr]vu n

2 fr ﬂde representatives from groups affected by the

-

:»;i tutlon S admissions decisions on admissions committees
s—‘{ "c Push for diversity accreditation standards

— -

— 'D‘evelop and regularly evaluate comprehensive strategies to
-~ Iimprove the institutional climate for diversity

® Reduce financial barriers to training



munity Conditions for Health™

ighlyASegregated %uhifies of Color: Tiend to:

rlose e rue concentratlon oft environmental health risks,
SUIGHIEIS | o) IIutlng Industries
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2 rje~c 8 lgnated as ‘food deserts,” lacking geographic and
= ahual access to healthy foods, while in contrast
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==fr_ ’.hostlng a heavy concentration of unhealthy food vendors
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- ® | ack access to safe spaces for exercise or recreation



munity Conditions for Health™

ighlyASegregated %uhifies of Color: Tiend to:

i VEN é’r"‘access to means for economic mobility, such
g5 JJOJ -hools, capital to start businesses, property
bidEitic I C|ates In value to accumulate wealth
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Zea ! ymore for the same goods and services as more
g: e—.édvantaged communities
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= —e SLlffer from high levels of stress as a result of all of the
above



Blgeksllispanics, Amer. Indiansiovers
solicEntrated in Nigh-poverty tracts
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2 PO0N blackstand Hispanics are more likely
e O0 Whites to,livesin medium="and
WIGREPOVErty. tracts
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MEbreiDetroit: Poverty Concentration

NEIGhvernoods of AllChildren
SOUTCERDIVersitydata.org, 2011 -
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MEbreDetroit: Poverty Concentration 6
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HLJC:“JJ» Investments Reducing the concentration of
sommunity=level health risks while increasing geographic
GEEESS torhealth-enhancing resources.
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=5 '\—le ple- based Investments: Investing in people through
= ndividual and family interventions designed to improve
s-:'f.access to opportunity and maximize the ability to
= ‘harness opportunities.

These strategies should be employed simultaneous/y
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ShtEeod Einancing Initiatives .

:)
clflehl and zoning to reduce the concentration
Of flzll 3 risks

2 e ﬂste Agreements (e.g., with schools)
== -ealth Impact Assessment
“Housing: Mobility (e.g., MTO)

~® High-Quality Early Childhood Educational
Programs
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AREGIES TR MEaltnTland ] avoidable health inegualities
GIISE .):‘C_LJ ‘ f the circumstances in which people grow,
live, Wears 'age and the systems put in place to deal
yitr) Jllnw"m he conditions in which people live and die
)i, il tuIrr shaped by political, social, and economic
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f’i”EJd Health Organization Commission on the Social
Determinants of Health (2008)




