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A mother breastfeeds her baby in Los Angeles in 2000.
Regional Health Equity Councils are working to reduce 
disparities — including those for maternal and child health 
— and improve health equity in communities across the U.S.
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Partnerships elevate state, local work

Equity councils cross sectors 
to target roots of disparities

Social determinants of health key

State plans bring health equity
focus to community level

T his October in Washington, D.C.,
representatives from historically black colleges
and universities will gather to discuss attracting

more students into nursing. More than just addressing 
projected provider shortages, the event is a strategic 
move to advance health equity in the region.

One of the main organi-
zations behind the event is
the Mid-Atlantic Regional
Health Equity Council, one
of 10 independent, cross-
sector councils working to
eliminate health disparities
from the grassroots up.
The volunteer councils,
launched in 2011, corre-
spond to the 10 U.S.
Department of Health and
Human Services regions
and are charged with
jump-starting action
toward the goals of the
National Partnership for
Action to End Health Dis-
parities, an initiative of the
federal Office of Minority
Health to address persis-
tent and entrenched dis-
parities. Among the
partnership’s top five
action priorities is embed-
ding health equity consid-
erations in policies and
programs across sectors
“to impact health and the
social determinants of
health.”  

“Collective action to end
health disparities is possi-
ble if individuals and orga-
nizations, those with a
vested interest, are
engaged in the work as
equal partners,” said Office
of Minority Health officials
in a 2011 article in APHA’s
American Journal of Public
Health. “The (national 
partnership) offers a 
forum for sharing ideas
and resources, an opportu-
nity to partner and a col-
laborative approach to
problem-solving.”

Across the country, the
regional health equity
councils are charged with
pushing the partnership’s
goals forward. Their
process is similar across
regions — councils identify
shared problems and then
leverage existing resources
and expertise to move the
needle on reducing dispar-
ities in a strategic and
organized way. But their
actions often vary to reflect

regional health needs,
from expanding the reach
of community health
workers to helping
providers connect with
skilled translators and
interpreters. 

At the Mid-Atlantic
equity council, for example,
collaborating with HBCUs
on workforce development
is a top priority in support
of national partnership
goals to improve cultural
competency and diversity
in the health professions.

Steven Owens, MD,
MPH, MA, co-chair of the
Mid-Atlantic Regional
Health Equity Council, said
the October forum is
sparked, in part, by data
showing that HBCUs cur-
rently confer only a small
percentage of nursing
degrees. At the upcoming
forum, discussions will
focus on better under-
standing the challenges
HBCUs face in attracting
and graduating nursing
students, with a short-term
goal of connecting schools
with workforce develop-
ment practitioners already
in the field and a much
longer-term goal of
increasing provider 
numbers in underserved
communities.  

“The (equity council)
has really elevated the col-
laborations needed to
address health equity from
a variety of angles and
brings together a diversity
of thoughts, leadership
and expertise to address a
common issue,” Owens,
also vice president of pro-
grams and services at the
Epilepsy Foundation, told
The Nation’s Health. “I
think we’re making some
meaningful impacts.”

Regional councils
mobilize local work 

The need for health
equity work is clear in the
data, with research consis-
tently showing associa-
tions between adverse
health outcomes and
social determinants such

S tates throughout the U.S. are recognizing
the importance of health equity, and are creating
plans to improve it across their communities. 

Sometimes called
equity reports or assess-
ments, state health equity
plans can help health
departments and commu-
nities ensure that their
public health efforts are
geared toward improving
opportunities for all com-
munity members to live a
healthy life — regardless
of their ZIP code, race,
ethnicity, sexual orienta-
tion, gender identity,
insurance status, level of
education or level of
income, said Nicole
Alexander-Scott, MD,
MPH, president-elect of
the Association of State
and Territorial Health
Officials and director of
the Rhode Island Depart-
ment of Health. Equity
reports take each of those
social determinants of
health into account, as
they can be barriers to
achieving good health, or
a free pass to good health
for others. 

“Employing a health
equity lens in public
health also helps ensure
that communities consider
the needs and health dis-

parities experienced by
vulnerable populations,”
Alexander-Scott told The
Nation’s Health. “Without
this lens, you run the risk
of celebrating improve-
ments in overall public
health — for example, an
overall reduction in infant
mortality — without con-
sidering the disparities
experienced by certain
populations.”

While each health equity
report is different, and each
state has many communi-
ties with different needs, 
all the plans chart where
public health efforts are
improving health and
health equity for all resi-
dents. That means each 
resident is given fair and
adequate access to the 
tools they need to be
healthy. Such undertakings
are often works in
progress, but they can 
lead to greater movement
in improving health out-
comes, particularly in vul-
nerable populations. 

One example is New

A growing number of states are creating equity plans and
reports to help ensure that all residents are given fair and 
adequate access to the tools they need to be healthy.

See RHECs, 
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as income, education,
access to care and discrim-
ination. Just last year, a
study in Health Affairs
found that the U.S. has
some of the largest
income-based health dis-
parities in the world. 

Knowing that no one
sector can eliminate dis-
parities and achieve
health equity on its own,
health officials created the
National Partnership for
Action in 2007 to mobilize
collaborative and sustain-
able approaches. “It’s a
movement,” said APHA
member Oscar Espinosa,
MA, a senior associate at
Community Science, a
research and development
organization. 

“(The partnership)
could have just launched a
bunch of national aware-
ness campaigns around
disparities, but they
wanted to do something
more than that — they
wanted to create a
groundswell,” Espinosa,
who recently co-authored
a three-year retrospective
on the partnership, told
The Nation’s Health. “The
(equity councils) aren’t just
a collection of practition-
ers. They’re bringing in
other sectors so we’re not
just preaching to the
choir...They turn the (part-
nership) into a megaphone
for health disparities.”

The retrospective study,
published last year in the
Journal of Health Dispari-
ties Research and Practice,
reported that the partner-
ship was making progress,
with increasing levels of
collaboration reported
across stakeholders. The
equity councils, in particu-
lar, had “solidified them-
selves as functioning
regional collaboratives”
focused on shared priori-
ties. Researchers wrote
that the “focus on equi-
table outcomes and the
emphasis on the (social
determinants of health)
lens give the (partnership)
unique standing among
public efforts aimed at
ending health disparities.”

More than creating a
foundation for the long
term, the regional councils
also mobilize direct action
on eliminating disparities.
For example, the study
reported that in 2015,

councils worked directly
with local organizations to
reach uninsured and
underinsured residents
with information about
the Affordable Care Act.
That year, the councils
helped host 184 ACA out-
reach and education
events attended by nearly
13,500 people. 

“The solution to dispar-
ities lies in being equi-
table across the social
determi-
nants,” said
Espinosa,
who will
present on
the study
during ses-
sion 3171
at APHA’s
2018
Annual
Meeting
and Expo in San Diego in
November.

To have the greatest
chance for impact,
regional councils focus on
common barriers to better
health. At the Region X
Health Equity Council,
which represents Alaska,
Idaho, Oregon and Wash-
ington, members took a
cue from data showing
significant increases 
across the region in 
residents who speak 
languages other than 
English, according to 
Lambert Adjibogoun, 
MPA, co-chair of the
Region X council and
human services investiga-
tor at Oregon’s Multnomah
County Department of
Human Services. 

“Knowing that health
literacy is a strong predic-
tor of health outcomes
and life expectancy, we
decided to take on lan-
guage access,” Adjibogoun
told The Nation’s Health.

Regional councils partner on health equity
rhecs,
Continued from Page S1

The results of that
effort are expected to be
released this fall in the
council’s new language
equity guide. Lorena
Sprager, chair of the coun-
cil’s Language Equity
Committee and program
manager for Nuestra
Comunidad Sana, a com-
munity health program in
Oregon, said the practical
guide is designed to help

health and
social ser-
vice
providers
find appro-
priately
trained
inter-
preters
and trans-
lators.
Beyond 
its more

practical advice, Sprager
said the guide also 
calls for strengthening
national standards for 
language services.

“Translation is the first
step, not the final step,”
she told The Nation’s
Health, noting that liter-
acy-promoting language
services should be adept
at translating complicated
health information into
plain language and adapt-
ing messaging to make it
culturally appropriate.
“The guide is definitely
for public health and
health services, but it’s
also for other services that
impact the social determi-
nants of health, such as
schools and housing pro-
grams and employment
offices.”

Promoting language
equity is among the
Region X council’s top pri-
orities, along with raising
awareness of immigrant
and refugee health, sup-

Partnerships are helping state and regional health workers
address disparities and target health equity.
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“If we can begin to
make the connections
and then connect the
dots, that’s where
there’s great opportu-
nity and advantage.”
— Connie Chan Robison

porting environmental jus-
tice activities and
strengthening community
health worker programs. 

“The diversity in the
regions and nationally
means councils can really
leverage resources to get
things done,” APHA mem-
ber JamieLou Delavan,
health equity program spe-
cialist at the Idaho Depart-
ment of Health and
Welfare and initial co-chair
of the Region X council,
told The Nation’s Health. “I
don’t think any one of us
had the resources to create
a language equity guide on
our own.”

While the national part-
nership provides a “north
star,” the councils “give us
the goal posts,” said Con-
nie Chan Robison, MPH,
co-chair of the Pacific and
Southwest Regional
Health Equity Council and
executive director of the
Center for Collaborative
Planning at the Public
Health Institute. That
council has a particularly
daunting task in finding
common problems and
promising solutions, as its
region runs from the con-
tinental U.S. West to terri-
tories in the Pacific, such
as the Republic of Palau,
the Marshall Islands and
American Samoa. 

But using a health
equity model, the council
was able to identify cross-
cutting priorities, such as
improving behavioral
health outcomes and
expanding pipelines into
health professions, as well
as promising tools that
communities across the
wide region could adapt,
such as models of success-
ful community health
worker integration. 

“I think (these councils)
are really important to
moving the needle on this
big ticket item of health
equity,” Robison told The
Nation’s Health. “It opens
up and really elevates the
work in a different space
to think about how we
scale up and leverage what
we’ve done and help other
communities do the
same...If we can begin to
make the connections and
then connect the dots,
that’s where there’s 
great opportunity and
advantage.”

To learn more about the
Regional Health Equity
Councils and national part-
nership, visit www.minority
health.hhs.gov/npa. n

— Kim Krisberg
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Many New England
states regularly rank

among the healthiest states
in the nation. Just last year,
Vermont, Massachusetts
and Connecticut all ranked
in the top five. 

But a deeper dive into
the data reveals even the
healthiest states can be
home to big health 
disparities.  

“We know we have per-
sistent and pervasive dis-
parities,” said Rodrigo
Monterrey, MPA, deputy
director of the Massachu-
setts Depart-
ment of
Public
Health’s
Office of
Health Equity
and co-chair
of the New
England
Regional
Health Equity
Council. “But
we felt that
just stating
that was not enough — we
needed to document it.”

Monterrey is referring to
a 2016 report from the
council — “New England
Regional Health Equity Pro-
file and Call to Action” —
that identified significant
disparities across New Eng-
land in both health out-
comes and access to care. 

But what made the
report a first-of-its-kind was
that it took a health equity
approach, drilling down to
identify differences in
social determinants and
opportunity that underlie
disparities in poor health
and disease burden. 

Charles Drum, PhD, MD,
MPA, lead author of the
report and co-chair of the
council’s Data, Research
and Evaluation Committee,
said the report is also
unique for its inclusion of
disability. 

“Given limited resources
for state and local health
departments, the report
provides New England
states with comparisons to
their geographic neighbors,
examples of programs that
can be replicated and calls
for more regional partner-
ships,” Drum, a visiting
scholar at the American
Association on Health and
Disability, told The Nation’s
Health. “Equally important
from my perspective, the
report reveals the com-
pounding disparity effect of

Free dental service days address social determinants of health

Utah workers tackle community oral health inequities 

In 2015, Utah public
health workers set out
to tackle dental dispar-

ities with a specific focus
on achieving oral health
equity. Three years later,
the work has helped hun-
dreds of residents and is
building new, community-
driven partnerships that
organizers hope will sus-
tain its progress.

The effort stands out for
its attention to the social
determinants that shape
oral health access and out-
comes, such as income,
employment status, lan-
guage barriers and where a
person lives. In particular,
organizers used a frame-
work based on goals of the
National Partnership for
Action to End Health Dis-
parities, an initiative of the
federal Office of Minority
Health designed to mobi-
lize action toward eliminat-
ing health disparities. To
date, the Utah oral health
project, which began pro-
viding access to free dental
care in 2016, has served
more than 500 residents
across 23 languages. 

In 2016, according to
state health officials, 30
percent of Utah adults had
not seen a dentist in the
year prior, with the rate
even higher among people
without dental insurance.

“Using the pillars of the
(national partnership)
framework, we’re much
more likely to reach popu-
lations that experience dis-
parities,” Brittney Okada,
MPH, CHES, program coor-
dinator in the Utah Depart-
ment of Health’s Office of
Health Disparities, which
oversees the dental effort,
told The Nation’s Health.
“Without that strategic
approach, this would be
considered Band-Aid care.
With this approach, we can
jump-start a long-term
structure even though
we’re only providing short-
term care.”

The effort zeroes in on
two of Utah’s most under-
served urban communities
— the Salt Lake City neigh-
borhood of Glendale and
the city of South Salt Lake
— and leverages an exist-
ing outreach program
known as Bridging Com-
munities and Clinics, a part-
nership-driven strategy that
the Utah Office of Health
Disparities created to widen
access to culturally compe-

tent health services. The
first of the “free dental day”
clinics opened in 2016, pro-
viding one day of no-cost
dental care to residents
who live in the two com-
munities. Seven free dental
days have followed since,
according to APHA mem-
ber Christine Madrid
Espinel, health program
specialist in the Utah Office
of Health Disparities. The
goal, she said, is to host
four free dental clinics each
year through 2020, which
marks the end of the five-
year grant that supports the
equity effort. 

“Or goal is to demon-
strate its value in creating a
sustainable approach to dis-
parities,” said Espinel, who
also serves as co-chair of
the Mountain States
Regional Health Equity
Council, one of 10 such
councils through the coun-
try that help advance
national partnership goals. 

The ultimate aim is to
jump-start and demonstrate
the partnerships and struc-
tural components needed
to sustain access gains long
after the five-year grant
ends, Espinel told The
Nation’s Health. For exam-
ple, during the free dental
days, practicing dentists
and dental hygienists work
alongside students from
local dental schools to care
for patients. The dental
days are also staffed with
interpretation services and
held in a local brick-and-
mortar clinic. 

All those components,
Okada said, were specifi-
cally picked to boost sus-
tainability. The staffing, for
instance, facilitates acade-
mic-practice linkages that
widen oral health access
and educate the future

workforce. Working with
interpreters builds cultural
competency among
providers and health liter-
acy among residents. And
setting up in a building,
rather than a mobile unit,
creates a sense of connec-
tion to the community. 

“So many times, these
efforts are mobile,” Okada
said. “But this one is build-
ing the capacity and health
literacy to go to a clinic that
will always be there.”

To impact the social bar-
riers to good oral health,
Espinel said organizers
looked to the five goals of
the National Partnership for
Action: awareness, leader-
ship, health system and life
experience, cultural and lin-
guistic competency, and
data research evaluation.
For example, the clinics
were held in locations close
to public transit options
and residents were offered
tokens to cover travel
expenses. Also, the avail-
ability of interpreters is giv-
ing people who may have
never visited a dentist
before an entry point into
the oral health care system.

“When we can’t rely on
big policy changes, we rely
on strategies like the
(national partnership) to
find ways to make our
strategies sustainable in the
long term,” Okada said.

In January, the Utah
Office of Health Disparities
issued the first of three
reports on its oral health
equity effort. For informa-
tion on “Addressing Oral
Health Disparities in Urban
Settings: A Strategic
Approach to Advance
Access to Oral Health
Care,” visit www.health.
utah.gov/disparities. n

— Kim Krisberg

the presence of disability.”
The report, which coun-

cil members disseminated
in their home communities
and that continues to guide
regional equity work,
found that racial and ethnic
minorities and people with
disabilities are twice — and
in some cases, up to three
times — more likely than
whites and those without
disabilities to delay needed
care due to cost. 

Among the report’s
other findings: Poeple with
disabilities experience

higher rates 
of stroke,
cancer and
diabetes; sig-
nificantly
larger per-
centages of
black, His-
panic and
American
Indian and
Alaska
Native
households

live on less than $25,000 a
year; and considerably
higher percentages of
black, Hispanic, American
Indian and Alaska Native
and adults with disabilities
did not graduate high
school. 

The report and call to
action are based on data
from the Behavioral Risk
Factor Surveillance System
and provides regional 
and state-based data for 
Connecticut, Maine, 
Massachusetts, New 
Hampshire, Rhode Island
and Vermont. 

Monterrey said the coun-
cil hopes the report’s
insights will continue shift-
ing from a lens of dispari-
ties to one of equity. 

“A lot of time, we think
we’re talking about health
equity, when in reality,
we’re only presenting dis-
parities data,” he told The
Nation’s Health. “And if we
base our responses only on
disparities data as opposed
to providing that data in
the context of health
equity, our responses won’t
be as effective.”

The regional council’s
next report will focus on
mental health and addiction
among minority youth and
youth with disabilities. For
more information or a copy
of the 2016 report, visit
http://region1.npa-rhec.
org. n

— Kim Krisberg

New England region using data
to drive health equity forward

“A lot of time, 
we think we’re 
talking about 
health equity, when
in reality, we’re 
only presenting 
disparities data.” 

— Rodrigo Monterrey

Public health workers are tackling oral health disparities in
Utah by offering free dental clinic days.
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York. The New York State
Department of Health has
made its state and county
level data on health dis-
parities available to the
public since 2007. But in
2017, the department’s
health equity report
included data on health
outcomes, demographics
and other community
characteristics for cities
and towns with popula-
tions that were at least 40
percent non-white. Within
the report, there were
town- or city-specific
reports with data that
aligned with the New
York State Health
Improvement Plan and
social determinants of
health, such as housing,
educational attainment
and insurance coverage.

The New York State
Department of Health
noted that local health
departments could use
such data to understand
and identify their own pri-
orities, mobilize communi-
ties and promote health
equity.

While individual com-
munities will have their
own needs, state-level
data and support is criti-
cal, said Tia Taylor
Williams, MPH, MS, direc-
tor of APHA’s Center for
Public Health Policy and
Center for Schoo,l Health
and Education.

“If you’re applying an
equity lens, there are clear
gaps you can see and
shore up by partnering
across sectors, such as
housing and transporta-
tion,” Williams told The
Nation’s Health. “That has
a trickle-down effect to
the local level by serving
as a model and also deter-
mining how funding is
applied.”

Eliminating disparities
and achieving equity are
some of the Rhode Island
Department of Health’s
leading priorities, Alexan-
der-Scott said. From the
data the department col-
lected on equity, it created
its Health Equity Institute,
which addresses systemic
inequities so that all resi-
dents are able to achieve
better health. 

From the institute, the
Rhode Island Department
of Health has created a
Health Equity Zone initia-

tive, which Alexander-
Scott described as a “com-
munity-led, place-based
approach designed to
build healthier, more
resilient and more just
communities across Rhode
Island” through action
plans for high-risk 
communities. 

In Washington, there is
no official statewide plan,
but health leaders are
using a work group to
address health equity in
communities. The Wash-
ington Department of
Health’s Health Equity
Workgroup and Center for
Public Affairs Community
Relations and Equity staff
collaborate to set priori-
ties and lead activities to 
promote health equity. 
A 2017-2019 work 
plan on health equity
includes nine strategies to
implement to enhance
opportunity for at-risk
communities. Some of the
strategies have already
been implemented, such
as the creation and imple-
mentation of a community
engagement guide on
equity, said Katie Meehan,
a health equity consultant
at the department’s Center
for Public Affairs. 

State and local health
agencies can get help
moving toward health
equity from ASTHO’s Cen-
ter for Population Health
Strategies, which supports
public health agencies in
addressing socio-economic
and environmental deter-
minants of health and
health equity. Assistance
through ASTHO includes
technical help, leadership
development and other
educational and profes-
sional development

States mobilizing to address health equity
state plans,
Continued from Page S1

opportunities for state and
territorial health officials
and agency staff.

“ASTHO’s organiza-
tional vision is to support
state and territorial health
agencies advancing health
equity and optimal health
for all,” Alexander-Scott
said. 

APHA also highlights
the work state and local
leaders are doing to
achieve health equity in
their communities. The
Association’s “Better
Health Through Equity:
Case Studies in Reframing
Public Health Work”
report offers examples of
successful efforts to
address inequities. APHA
also works upstream to
eliminate the root causes
of inequities. The Center
for School, Health and
Education works with
schools and school-based
health centers to address
the factors that influence
health and educational
success.

“There’s a lot of power
and opportunity to really
take action on what’s most
pressing for all state resi-
dents,” Williams added.
“It’s important in times
when there’s not as much
movement at the national
level. The federal govern-
ment can’t dictate what
states can do from an
equity perspective. It has
to be driven by where
there’s the most need.
There’s a lot of potential
and power states have in
creating equity.”

For more information
on health equity and
resources from APHA, 
visit www.apha.org/
health-equity. n

— Lindsey Wahowiak

In Washington state, health leaders have created and 
implementated of a community engagement guide on 
equity. Communities across the country are coming together to
address health equity, thanks in part to statewide plans.
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North Carolina county advancing
equity through collective impact tool 

Public health practitioners looking to better
meet the needs of underserved communities

have a new tool to draw on.
The Southeastern Health Equity Council recently

translated its Cultural Competency Resource Guide
from English into four other languages: Chinese,
Korean, Spanish and Vietnamese, and will release
the new guides this year to curb disparities in South-
ern communities. 

The Cultural Competency Resource Guide was
released in English in 2014. It outlines available
trainings on cultural competency — the ability of
individuals and organizations to deliver services that
successfully address the social, cultural and linguistic
needs of individuals and communities — in both
health care and general settings. The trainings
included in the guide include those that address spe-
cific populations, such as Latin American immigrants.

The guide also highlights local and regional train-
ings that could be particularly useful for council
members and others in the Southeastern U.S. 

The Cultural Competency Resource Guide also
includes suggested readings to improve users’ cul-
tural competency, and a glossary of key terms to
expand users’ understanding of culture competency,
cultural humility and other critical elements of pro-
viding holistic, ethical and accessible care to under-
served communities. 

The council is a regional coalition of the National
Partnership for Action to End Health Disparities.

To learn more or request the guide in any of its
five languages, visit http://region4.npa-rhec.org. n

— Lindsey Wahowiak

Cultural competency tool to be
offered in five languages

In Buncombe County,
North Carolina, public

health workers are going
upstream to tackle health
disparities between black
and white residents. 

To get there, local
health workers are using
the collective impact
model, a health equity tool
that helps leverage and
create partnerships across
sectors toward a common
agenda. The tool is partic-
ularly apt at mobilizing
action that is both sustain-
able and community-driven
— two key factors when
trying to impact social
determinants that underlie
health disparities. 

According to Buncombe
County’s 2015 community
health assessment, black
residents experience signif-
icant disparities in nearly
every leading cause of
death. For example, they
die from diabetes at a rate
three times higher than
whites and experience
higher rates of death from
cancer and heart disease.

“We’ve got lots to learn
as we go...but one thing

that we are clear (on) is
that keeping the voice of
communities central to our
planning, programming
and interventions is key,”
said Zo Mpofu, community
health assessment coordi-
nator at Buncombe County
Health and Human Ser-
vices, during a May webi-
nar from the National
Partnership for Action to
End Health Disparities.

Guided by the collective
impact model, Mpofu said
the health agency facili-
tates and engages with a
variety of community-dri-
ven efforts that target
social determinants of
health, such as those
working to expand access
to healthy foods, educa-
tional attainment and
trauma-informed services. 

“The solutions are to
come from communities,”
Mpofu said during the
webinar. 

To access the webinar
and for more on the collec-
tive impact model, visit
www.npa-rhec.org/in-
the-spotlight. n

— Kim Krisberg




