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Presenter
Presentation Notes
Hello and welcome to the 2015 Wave 2 Inclusion and Equity e-learning course. My name is Lor Lee and I am the Director of Inclusion and Equity here at Children’s. 



Objectives…

•Understand health equity and 
why is it important

•Identify factors within individual 
interactions that could lead to 
inequities

•Identify personal strategies to 
advance health equity

Presenter
Presentation Notes
In this course you will explore why health equity is important work, identify the role individual interactions play in the work of equity, and identify ways you can start to create more equitable experiences for the patients and families that you serve.



MN a Top 10 State!

http://www.americashealthrankings.org/MN

Presenter
Presentation Notes
Minnesota has long been one of the most healthiest states in the nation. According the America’s Health Rankings findings, our state has been consistently ranked in the top 10 since 1990. Our strengths as a state include low rates of drug related deaths, low prevalence of diabetes, and few poor physical health days. 



Great Pediatric Health!

Presenter
Presentation Notes
When it comes to child health, Minnesota is in the second quartile for Child health systems and their performances. In the past year immunization for children between 19 and 35 months of age increased by 12%, increasing from 66.2% to 74.1%, across the state. In past 2 years premature deaths decreased by 5% from 5,621 to 5,358 lost per 100,000 population. 



Tops in Infant Mortality!

Presenter
Presentation Notes
Since 1990 infant mortality has decreased by 45% from 8.9 to 4.9 deaths per 1,000 live births. Putting us among the best in the nation at preventing infant mortality.
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Presentation Notes
Yet if we take a look at the infant mortality data closer we will find that Black or African American infant mortality is more than 2x that of Non-Hispanic Whites living in Minnesota.



Presenter
Presentation Notes
In fact babies born to mothers of Black/African American, American Indian, and Asian/Pacific Islander ethnicities have a lower birth weight than their Non-Hispanic White counterparts. 



Presenter
Presentation Notes
Often times we think of access to health as a contributor to better health. Access to health care starts with access to health insurance. When we take a look at children who lack insurance in 2013,the American Indian and Hispanic/Latino kids in our state have by far the largest gaps. 



Differences @ Children’s?

49%

19%

19%

2% 1%
3%

7%

2014 Patients in Asthma Registry

Black/African American

Hispanic/Latino

White/Caucasian

Asian

American Indian

Multi‐race

Other/Declined/Unknown

Presenter
Presentation Notes
Differences in outcomes exists even within Children’s. For example when we take a look at our asthma patient registry we see that 49% of those patients are Black/African American.



Differences @ Children’s?

Presenter
Presentation Notes
While almost half of the patients in our Asthma registry are Black/African American only 48.3% of those patients are identified as being well controlled.



Differences @ Children’s?

Presenter
Presentation Notes
When it comes to diabetes, optimal management in our non-white patients are also much lower than their non-hispanic white counterparts.



What is health disparity?

“Differences in health outcomes 
among groups of people.”

http://healthequity.sfsu.edu/content/defining‐health‐equity

Presenter
Presentation Notes
As evidenced by the previous data there are different health outcomes for different groups of people…even here at Children’s. That difference is often referred to as a health disparity. Health disparities exists when there is a difference in health outcomes among groups of people. 



Equality = Equity?

Lactose Intolerance
15% of persons of northern European 
descent, 
80% of Blacks and Latinos, and 
Up to 100% of Native Americans and 
Asians 
(American Academy of Family Physicians, May 2002)

Peanut Allergies
1‐2% of American Children
(http://www.reuters.com/article/2010/05/19/us‐nut‐allergies‐
idUSTRE64I5E420100519)

Presenter
Presentation Notes
I often hear “we treat all of our patients the same, so there isn’t/shouldn’t be any disparities in the care that we provide.” Well let’s think about that word, “same or equal.” 

If I gave all of my patients a peanut butter and jelly sandwich with a glass of milk. That is being equal because everyone is getting the same thing from me. What we know is that about 2% of american children have a nut allergy while 80-100% of blacks, latinos, asians, and native american indians are lactose intolerant. So giving those patients the same thing means that they can’t eat or drink and they go hungry or thirsty. If the prescription in this case was a peanut butter and jelly sandwich with milk, then we actually haven’t helped those kids at all because they can’t take that prescription.

So being equal in fact is the same as being equitable in our care delivery.



What is Health Equity?

“Attainment of the highest level of health for all 
people. Health Equity means efforts to ensure that all 

people have full and equal access to opportunities that 
enable them to lead healthy lives.”

http://healthequity.sfsu.edu/content/defining‐health‐equity

Presenter
Presentation Notes
What we should strive to do is not to simply give the same care but to give equitable care for the patients that we see. Health equity is about the (read slide)



What Impacts Health 
Equity?

Schroeder, S. (2007). We Can Do Better — Improving the Health of the 
American People. New England Journal of Medicine; 357:1221‐1228. DOI: 
10.1056/NEJMsa073350

Presenter
Presentation Notes
The question then is how can we when health care is only 10% of what contributes to health. Well what happens within that 10% can have a big impact on the outcomes for those patients.



Sources of Inequities

Patient-level factors

Systems-level factors

Provider-level factors

Presenter
Presentation Notes
In 2002 the Institute of Medicine published a report titled Unequal Treatment, taking a look at racial and ethnic disparities in health care. What they found was that, racial and ethnic disparities in care may emerge even if we are only 10% of what contributes to health inequities.

Some from a number of patient-level attributes. For example, minority patients are more likely to refuse recommended services (e.g., Sedlis et al., 1997), adhere poorly to treatment regimens, and delay seeking care (e.g., Mitchell and McCormack, 1997). These behaviors and attitudes can develop as a result of a poor cultural match between minority patients and their providers, mistrust, misunderstanding of provider instructions, poor prior interactions with healthcare systems, or simply from a lack of knowledge of how to best use healthcare services. However, racial and ethnic differences in patient preferences and care-seeking behaviors and attitudes are unlikely to be major sources of healthcare disparities.

Aspects of health systems—such as the ways in which systems are organized and financed, and the availability of services—may exert different effects on patient care, particularly for racial and ethnic minorities. Language barriers, for example, pose a problem for many patients where health systems lack the resources, knowledge, or institutional priority to provide interpretation and translation services. Similarly, time pressures on physicians may hamper their ability to accurately assess presenting symptoms of minority patients, especially where cultural or linguistic barriers are present.

Finally there’s the provider-level factors which speak to how we interact with our patients.



Provider Level Factors

Bias

Clinical 
Uncertainty

Stereotypes

Presenter
Presentation Notes
The provider-patient interaction is important. So important that the exchange can contribute to healthcare disparities if providers aren’t aware of the following three things: 

That there is greater clinical uncertainty when interacting with minority patients
The beliefs (or stereotypes) held by the provider about the behavior or health of minorities
And their own bias (implicit or explicit) against minorities (Balsa and McGuire, 2001). 



Address Clinical Uncertainty

Latino 
Male 
Patient

White 
Male 
Patient

White 
Male 
Doctor

African Americans and Hispanics received less‐
frequent coronary artery bypass grafts than 

whites with similar diagnoses 
http://www.aapa.org/clinissues/disparitiestables.html#table1 

Presenter
Presentation Notes
Theory and research on clinical decision-making suggest that ambiguities in a provider’s understanding and interpretation of information from patients may contribute to disparities in care.

Let me give you an example. Suppose the Latino and the white patient both experience exactly the same symptom(s) and describe their pain to their white doctor. Will the doctor come to the same clinical decision for the Latino and the white patient? Expression of pain symptoms differs among cultural and racial groups (Bonham, 2001), and many providers may simply understand pain reports better from members of their own racial group. When the white male talks to the white doctor, the doctor relates easily to the patient’s report; when the Latino tells his story, the white doctor follows less well, and picks up fewer implicit clues. 

The effect of elevated uncertainty intervening between the patient’s symptoms and the doctor’s understanding of those symptoms depends on several factors (Balsa and McGuire, 2001a) but those uncertainties can lead to minorities getting either more or less care than whites.

For example in a study done by the American Academy of Physician Assistants, African Americans and Hispanics received less-frequent coronary artery bypass grafts than whites with similar diagnoses.

http://rallyagainstomalley.com/wp-content/uploads/2014/09/doctor-trust.jpg
http://www.google.com/url?url=http://www.123rf.com/photo_3724633_man-lying-in-hospital-bed.html&rct=j&frm=1&q=&esrc=s&sa=U&ved=0CDoQ9QEwEjh4ahUKEwi9r-DFzYXGAhWROogKHRr5AKg&usg=AFQjCNEMvwkkWAWnyY583tqmOKCVGCZ3nQ
http://www.google.com/url?url=http://journalstar.com/niche/star-city-health/medical/survey-alzheimer-s-most-feared-disease-in-america/article_77d1845a-ff89-5af1-82ba-a69bfd72cc8d.html&rct=j&frm=1&q=&esrc=s&sa=U&ved=0CCgQ9QEwCWoVChMIheWXoc6FxgIVzJWICh3gagC3&usg=AFQjCNGr58kbPiIX9g3Yoc3sLA_MR7392Q


Tone Down Stereotypes

Stereotyping can be defined as the process by which 
people use social categories (e.g., race, sex) in 
acquiring, processing, and recalling information 
about others. 

‐IOM, “Unequal Treatment”

Presenter
Presentation Notes
When faced with uncertainties we might use our beliefs, or stereotypes, about a particular group to help us understand and even diagnose the patient standing in front of us. 

Stereotyping can be defined as the process by which people use social categories (e.g., race, sex) in acquiring, processing, and recalling information about others. The beliefs (stereotypes) and general orientations (attitudes) that people bring to their interactions serve important functions. Primarily, they help organize and simplify complex or uncertain situations and give perceivers greater confidence in their ability to understand a situation and respond in efficient and effective ways. People tend to categorize others into social groups because of the complexity of the social environment and our limited cognitive resources to organize and manage this complexities. These categories are often based on readily apparent, salient similarities, such as physical characteristics associated with sex or race (Dovidio, 1999).



•Usually aware of his/her 
evaluation of a group
•Believes evaluation is correct 
in some manner
•Has time and motivation to 
act on it in the current 
situation

Bias

Explicit Implicit
•Unintentional
•Doesn’t require 
endorsement by individual
•Can be activated quickly and 
unknowingly by situational 
cues
•Can impact behavior in 
interaction without knowing
•Hard to control

“…a strong inclination of the 
mind or a preconceived 
opinion about something or 
someone…may be favorable 
or unfavorable…in favor of 
or against an idea.” 

Presenter
Presentation Notes
Often times those stereotypes are based on biases we may have about a certain group of people. A bias can be defined as (read slide). There are two types of biases that exists.

Explicit bias requires that a person is aware of his/her evaluation of a group, believes that evaluation to be correct in some manner, and has the time and motivation to act on it in the current situation.

Implicit bias operates in an unintentional, even unconscious manner. This type of bias does not require the perceiver to endorse it or devote attention to its expression. Instead implicit bias can be activated quickly and unknowingly by situational cues (eg, a person’s skin color or accent), silently exerting its influence on perception, memory, and behavior. Because implicit bias can operate without a person’s intent or awareness, controlling it is not a straightforward matter.

It is these biases that could led to disparities in care and outcomes. 



What can you do?

Check your biases! 
•What are the biases you are aware of?
•What are those implicit biases you may 
have? 

Project Implicit 
Implicit Association Test:

https://implicit.harvard.edu/implicit/

•Understand how those biases may 
impact your interactions with patients, 
families, and even co‐workers!

https://implicit.harvard.edu/implicit/


“Health equity is achieved 
when every person has the 

opportunity to achieve their 
full potential for health.”

-Amartya Sen



Questions???
Please contact:
Lor Lee, Director of Inclusion and Equity
612‐813‐6725 or email at lor.lee@childrensmn.org

Presenter
Presentation Notes
Thank you for your completion of this course. If you have any questions please feel free to contact Lor Lee, Director of Cultural Competency.

mailto:lor.lee@childrensmn.org


Assessment

After you have completed this course please don’t forget to 
complete the assigned assessment that accompanies this 
course.

Presenter
Presentation Notes
Don’t forget to complete the assessment that goes along with this course.
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