Narrative for Health Equity Presentation
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Thank you for joining us for our presentation “Health Equity Before, During, and After a Disaster” developed in collaboration by the Virginia Department of Emergency Management and Virginia Department of Health Office of Health Equity.
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Objectives of this training include:
· Discuss the rationale for centering equity in Disaster response
· Understand the differences between equity and equality
· Define key terms
· Summarize research about health equity
· Explain the social determinants of health
· Understand data and research related to health equity
· Explain unconscious bias and cultural humility
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Equity should be centered in our work both in and out of times of Disaster. We must normalize centering equity in all of our efforts. 
Prioritizing equity is all the more imperative during times of Disaster because crises often exacerbate underlying inequities.
We know from experience that when localities and institutions act fast without regard to equity, they are more likely to act on biases that reinforce, generate, and/or exacerbate inequities that negatively impact people of color, disabled people, queer people and rural communities.
Disaster events often as a wake-up call to prioritize equity and challenge ourselves to consider how to better serve historically underserved, marginalized and vulnerable communities. 
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When incorporating equity into your work, it is important to center common language and ensure that all parties involved are operating from the same definitions of commonly used terms.
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While sometimes being mistakenly used interchangeably, it’s important to understand that equality is not the same as equity. This is best demonstrated and explained by referencing this image by the Robert Wood Johnson Foundation. 

What we see on the bottom is equality: people of differing needs, receiving the exact same resource. Because they are of differing levels of need, we can CLEARLY see that everyone does NOT benefit from the resource. In fact, in at least one case, one of the individuals cannot use the resource at all. Many decision-makers operate under the assumption that everyone benefits from the same supports (i.e. the equality approach).

What we see on the top is equity: people of differing needs, receiving the resources they actually need (tailored to when and how they need it). Because each individual is receiving what they need how they need it, they can all benefit. 

Equality is giving everyone the same amount and type of resources. 

Equity is giving people the amount and type of resources they actually need. This means communities with less, should receive more.
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Paula Dressel of the Race Matters Institute put it this way:
“The route to achieving equity will not be accomplished through treating everyone equally.  It will be achieved by treating everyone justly according to their circumstances”.
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Health Equity
When all people and communities have the opportunity to attain their full potential and highest level of health. (CommonHealth ACTION, Braveman and Gruskin, 2003).
Health Disparity 
Differences in health status among distinct segments of the population including differences that occur by gender, race or ethnicity, education or income, disability, or living in various geographic localities. (Boston Public Health Commission)
Health Inequity
Differences in health that are rooted in systems of oppression; therefore they are unnecessary and avoidable. (CommonHealth ACTION)
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Communities of color are identity-based communities that hold a primary racial identity that describes shared racial characteristics among community members. The term aims to define a characteristic of the community that its members share (such as being African American) that supports self-definition by community members, and that typically denotes a shared history and current/historic experiences of racism. 
An older term for communities of color is that of “minority communities” which is increasingly inaccurate given that people of color are majority identities on a global level. That term has also been rejected for its potential to infer any inferior characteristics. The community may or may not also be a geographic community. Given that race is a socially-defined construct, the definitions of these communities are dynamic and evolve across time. 
At present, in the Commonwealth of Virginia, communities of color include but are not limited to those who identify as: Native American or Virginia Indian, Hispanic, Hispanic American, Latinx, Asian,  Pacific Islander, Asian American, African American, Black, African, Middle Eastern, and Slavic.
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Research conducted by the National Academy of Sciences shows that 
problems like poverty, unemployment, low educational attainment, inadequate housing, lack of public transportation, exposure to violence, and neighborhood deterioration, to include social and physical, shape health and contribute to health inequities.
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Research has shown that there are multiple factors that contribute to an individual’s overall health:
40 percent of your overall health is determined by an Individual’s behavior contributes to their state of health.  Examples include choosing to eat healthy, exercise, alcohol use, smoking, drug use, and unprotected sex.
30 percent of your overall health is determined by biology and genetics such as gender and age
15 percent of your overall health is determined by your social environment such as income, discrimination factors
10 percent of your overall health is determined by the availability of health services such as access to healthcare and having or not having health insurance determines one’s overall health
5 percent of your overall health is determined by your physical environment. For example, where a person lives (such as urban, suburban, rural area) and living conditions (such as walkability, proximity to fresh produce, air quality, etc.) can influence someone's health
It is important to note that policy and funding decisions made at all levels of government impact each of these areas.
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The factors mentioned on the previous slide are often referred to as the social determinants of health which the World Health Organization defines as “the conditions in which people are born, grow, live, work and age as well as the complex, interrelated social structures and economic systems that shape these conditions.” https://www.who.int/social_determinants/en/ 
As this table summarizes, six social determinants of health include, economic stability, the neighborhood you live in, education, food, community and social context, and the health care system.11
Economic stability determinants include employment, income, expenses, debt, medical bills, and support
Neighborhood and physical environment determinants include housing, transportation, safety, parks, playgrounds, walkability
Education determinants include literacy, language, early childhood education, vocational training, and higher education
Food determinants include hunger and access to healthy options
Community and social context determinants include social integration, support systems, community engagement, and discrimination
The social determinants of health profoundly impact these factors:
Mortality
Morbidity
Life expectancy
Health Care Expenditures
Health Status
Functional Limitations
Inequitable health outcomes can persist across generations and drive health inequity based on race, ethnicity, and socioeconomic status, effects that can be visualized on a map of life expectancy—a few miles can translate into a significantly shortened lifespan
Healthcare system determinants include health provider availability, provider linguistic and cultural competency, and quality of care
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The triangle in this slide represents the triple aim of health equity.  
The goals of the triple aim are to:
· Implement health in all policies with health equity as the goal
· Strengthen the capacity of communities to create their own healthy future
· Expand our understanding of what creates health
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In order to ensure that we emerge from crises as a stronger Virginia, every facet of the Disaster event response and recovery must apply an equity lens. Further, as a result of the catastrophic nature of crises, the demographic of those who identify as at-risk, under-resourced, and underserved will widen to those who traditionally never identified in these vulnerable ways. Therefore elevating the health equity lens in all parts of the response is as equally important as all functions of communications, policy, operations, logistics, planning, finance, and recovery.

Leading with an equity lens generally is commensurate with, but not limited to the following factors:
Governance and Procedural Equity - Identified by broadening vertically and horizontally the diversity of those who are delegated for collaborative problem-solving and decision-making, which also includes a rejection of toxic and manipulative control or power; 
Resource Allocation and Placement - The way in which resources and services are procured, promoted, and provided in proximity to those who most need or require them to survive or thrive. Measures of equality for resource allocation are not prioritized;
Outcomes - A descriptive and transparent synthesis of which population(s) or who survives or thrives, who is adversely impacted or resilient, who is affected by collateral or generational damage, and/or who is legally liable for a continuum of outcomes; and
Solutions and Problem-Solving - The extent to which solutions are intentionally transformative, justice-oriented, and liberating from the systemic and structural inequities and bias that are sustained by the dominant culture’s ways of knowing and commitment to the status quo. (Curry-Stevens, A., Reyes, M.-E. & Coalition of Communities of Color (2014). Protocol for culturally responsive organizations. Portland, OR: Center to Advance Racial Equity, Portland State University.)
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When incorporating equity into Disaster recovery and response, it is imperative to choose the most effective message and messenger.
Message: 
What is said
Messenger: 
Who is saying it
Both the message and messenger should be tailored for the community as well as the event. Institutions and localities should leverage its public and private partnerships when determining the message and messenger.
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This pictograph includes of some of the organizations that VDH considers to be its partners. 
As we respond and recover from crises that impact individuals and the community that they (and we) live in, we need to be aware of the variety of organizations and systems that impact health. It pays to work together to address the factors that impact public health at different levels.    
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An equitable, collaborative community-centered approach connects its residents with the services they need to be healthy.
Services state agencies and localities should support in a time of Disaster include:
· Training and education, 
· Support groups, 
· Care coordination 
· Child Care and Elder Care
· Home improvement to include home environment items like air conditioning, improve mobility, access, hygiene
· Transportation
· Community health programs like farmers markets in food deserts
· Housing supports shelter, utilities, and critical repairs
· Resource assistance referral to job training or social services
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https://www.collectiveimpactforum.org/what-collective-impact
To apply a health equity lens, we suggest utilizing the collective impact framework. “Collective impact” describes an intentional way of working together and sharing information for the purpose of solving a complex problem. While collective impact seems very similar to plain old “collaboration,” there are certain characteristics that distinguish collective impact initiatives - and make them successful. Let’s discuss each of the five (5) core components of collective impact in turn.
Common Agenda: Coming together to collectively define the problem and create a shared vision to solve it.
Setting Expectations: Agreeing to track progress in the same way, which allows for continuous improvement.
Mutually Reinforcing Activities: Coordinating collective efforts to maximize the end result.
Continuous Communication: Building trust and relationships among all participants.
Strong Backbone: Having a team dedicated to orchestrating the work of the group
Proponents of collective impact believe that the approach is more likely to solve complex problems than if a entity were to approach the same problem(s) on its own. It is important to note that the collective impact model referenced in this slide is the theoretical and practical model being used by the Governor’s Office of Diversity, Equity, and Inclusion to implement inclusive excellence across the Commonwealth.  The five pillars are best practices for how to build infrastructure that perpetuates and sustains collaboration and change management. 
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An additional way to advance health equity is by leveraging data.
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It is insufficient to report high-level data. 
Data must be disaggregated by demographics that celebrate and acknowledge the diversity present in the Commonwealth (such as race/ethnicity, gender identity, sexual orientation, spoken language, geography, etc). Data must also be drilled down to the lowest geographic level (preferably, neighborhood and/or address-level).
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Decision-Makers and messengers should utilize disaggregated data to set or change the narrative and change the lives of impacted residents for the better.
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A critical component of applying an equity lens includes a feedback loop to check bias. Not only should we be checking the external bias of others, we should check our own biases as well.
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We must realize that we all have biases.  It is important to be self-aware of these biases to prevent them from impacting others.  Some best practices for increasing your or your team’s awareness of your biases include: engaging in self-reflection activities, like journaling, having brave conversations with your team where you walk toward the discomfort, expanding your social and professional circles and your team to include people with a equity lens, as well as avoiding language like “I treat everyone the same, I don’t see color, or I’m blind to people’s differences.”  And lastly, one tangible tool you can try with your team to deal with personal bias is called the flip it test.  
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This is how the flip it test works.  Let’s use GENDER and our potential biases about leadership as an example, here you have a picture of someone who presents as a man and a woman.  
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Now let’s think about these two in terms of leadership.  If I were to think of men in leadership, as being providers, leaders, assertive, and strong; and if I were to think of women, as leading in roles that require being supportive, emotional, helpful and sensitive….Someone may best describe these two types of leadership roles as Taking Charge and Taking Care
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A conventional view of when men and women approach leadership tasks is that men take charge and women take care.   But what if we were to flip these ideas? 
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Once I flip these ideas, take a look at the descriptions again…how do they look to you?  
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For someone with a gender bias these descriptions may seem off or not quite commensurate with someone’s expectations or experiences.  This flip it test can work with any dimension you want to put to the test.  What you flip around, using this strategy is only dependent on what you want to test.  The question is are you willing to confront your biases?  Confronting personal bias is the only way to truly lead with an equity lens, especially during a Disaster when decisions are being made quickly and a general auto-pilot takes over our processes and discussions. 
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Cultural humility encourages developing a respectful partnership with diverse individuals, groups and communities
Cultural Humility is defined by an awareness of one’s self (and all the ideas we carry) and the unique attributes of the persons we encounter. It reflects a lifelong commitment to self-evaluation and self-critique in developing beneficial and respectful relationships
It assists us in resisting the temptation to stereotype, and work to over-ride beliefs in order to improve relationships with clients, coworkers, and community partners.
Cultural humility is invaluable in crisis response and recovery.

Slide 29

To facilitate the application of the a health equity lens, we suggest taking the time to answer guided questions such as these from the “Racial Equity Impact Assessments of Economic Policies and Public Budgets” (https://www.raceforward.org/practice/tools/racial-equity-impact-assessments-economic-policies-and-budgets) in policy-making and resource allocation decision-making across all levels of leadership at all stages of the Disaster event. Though framed in terms of race, this framework can also be adapted to ensure policies are equitable for other populations (e.g. people with different abilities, LGBTQ+ communities, etc.)
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Thank you for joining us for our presentation “Health Equity Before, During, and After a Disaster”.
We appreciate your interest in health equity and supporting our efforts. The Virginia Department of Emergency Management and Virginia Department of Health Office of Health Equity are here to support your application of a health equity lens to today’s disaster.
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