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The FMAHealth Health Equity Team Is
Focusing on a Few Strategic Objectives

* Hosted a Health Equity Summit April 2017
e Build on the success of the Summit by coordinating
efforts with existing networks and coalitions.
— Make the business case for health equity
— Address rural health disparities
— Work on social accountability metrics
— Social media strategy
* Work with all our family medicine organizations to

expand efforts to achieve health equity in ways that
align with their missions.

* Work with the AAFP’s Center for Diversity and Health
Equity to expand efforts to achieve health equity



Family Medicine for America’s Health,
Health Equity Team for Starfield Summit i:

Viviana Martinez-Bianchi, MD; Team Leader.
Jennifer Edgoose, MD, MPH

Laura Gottlieb, MD, MPH Jay Lee, MD, MPH
Joedrecka Brown Speights, MD Ronna D. New, DO

Jewell Carr, MD Bonzo Reddick, MPH, MD
Wanda Goncalves, MD Karen Smith, MD

Christina Kelly, MD Jane Weida, MD, FMAH Board Liaison.

Christina Kelly

STFM Emerging Leader Fellow: Ronya Green, MD, MPH.
Member of Summit Advisory Panel: Kim Yu, MD, Lloyd Michener, MD
Summit lead note taker: Brian Park, MD MPH, PGY-3
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http://www.starfieldsummit.comy

STARFIELD II: HEALTH EQUITY SUMMIT

Primary Care's Role in Achieving Health Equity

Ty

PORTLAND, OREGOM — APRIL 22-25, 2017

"Tn its most highly developed form, primary care Is
the point of entry into the health services system and
the locus of responsibility for organizing care for
patients and populations aover time. There is a
universally held belief that the substance of primary
care is essentially simple. Nothing could be further
from the truth.”

—Barbara starfield, MD, MPH

Portland, Oregon — April 22-25, 2017 W STARFIELD SUMMIT


http://www.starfieldsummit.com/

resources/starfield-summit-ii-

The Devine Solutigyels]e ker—resen’ro’nons

« Non-black adults can be motlvated to increase et
awareness of bias against blacks, *=="" ~nn arnc ahant

the effects of bias and to implem
were effective in producing subs K eyno te Address
David Williams, PhD, MPH

bias that remained evident three 1

- Implicit biases viewed as dex
habits that can be replaced b

prejudice-reducing strategies A Call to Action

stereotype replacement, cow

imaging, individuation, Ptf’fsi ) “Each time a man stands up for an ideal,
increasing opportunities 10r 2) or acts to improve the lot of others, or

strikes out against injustice, he sends
TR forth a tiny ripple of hope, and those
ripples build a current which can sweep

Devine, P. G., Forscher, P. S, Austin, A. J., & C

management

« Stressors addressed: housing, immigration, income down the mightiest walls of oppression
support, food, education access, disability, family law and resistance.”

« A child with asthma in a moldy apartment will - Robert F. Kennedy

not breathe symptom free, regardless of meds,
without improved living conditions

Zuckerman et al. Pediatrics, 2004

Portland, Oregon — April 22-25, 2017 W STARFIELD SUMMIT



https://fmahealth.org/resources/starfield-summit-ii-speaker-presentations/

IGNITE Theme 1: Social Determinants of Health
INn Primary Care

Understanding Health Experiences and Values in Order to Address Social Determinants of Health
— Nancy Pandhi, MD, MPH, PhD & Sarah Davis, JD, MPA

Identifying and Addressing Patients' Social and Economic Needs in the Context of Clinical Care
— Laura Gottlieb, MD, MPH

Communities Working Together to Improve Health and Reduce Disparities
— J. Lloyd Michener, MD

Using Community-Level Social, Economic, and Environmental Data to Monitor Health Disparities
and Guide Interventions

— Elizabeth Steiner Hayward, MD
An Action Learning Approach to Teaching the Social Determinants of Health
— Viviana Martinez-Bianchi, MD, FAAFP

Improving patient outcomes by enhancing student understanding of social determinants of
health

— Brigit Carter, PhD, RN, CCRN

Portland, Oregon — April 22-25, 2017 2 STARFIELD SUMMIT
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IGNITE Theme 2: Vulnerable Populations

Why Rural Matters
— Frederick Chen, MD, MPH
People with Disabilities (Developmental and Intellectual Disabilities)
— William Schwab, MD
Racism, Sexism and Unconscious Bias
— Denise Rodgers, MD, FAAFP
Immigrant Populations
— Michael Rodriguez, MD, MPH

Intersectionality — The Interconnectedness of Class, Gender, Race and
Other Types of Vulnerability

— Somnath Saha, MD, MPH

Portland, Oregon — April 22-25, 2017 2 STARFIELD SUMMIT



https://fmahealth.org/resources/starfield-summit-ii-speaker-presentations/

IGNITE Theme 3: Economics & Policy

International Efforts to Reduce Health Disparities

— Michael Kidd, MD, MBBS
ACA Opened the Door for Payment Reform and Practice Transformation to
Address SDoH, Now What?

— Craig Hostetler, MHA
Community Vital Signs: Achieving Equity through Primary Care Means
Checking More than Blood Pressure

— Andrew Bazemore, MD, MPH
How Social and Environmental Determinants of Health Can Be Used to Pay
Differently for Health Care

— Robert Phillips, MD, MSPH
Access to Primary Care is not Enough: A Health Equity Road Map

— Arlene Bierman, MD, MS

Portland, Oregon — April 22-25, 2017 2 STARFIELD SUMMIT
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SHIFTING THE PARADIGM TOWARD
SOCIAL ACCOUNTABILITY

Sonali Sangeeta Balajee, MS
Jennifer Edgoose, MD, MPH
Joedrecka Brown Speights, MD
Bonzo Reddick, MD, MPH

Portland, Oregon — April 22-25, 2017 N STARFIELD SUMMIT



https://www.youtube.com/watch?v=wxboH4rZNmc
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SOCIAL ACCOUNTABILITY

The World Health Organlzatlon (WHQO) describes
social accountability as, ‘the obligation [of

physicians and medical institutions] to direct their
education, research and service activities

towards addressmg the priority health concerns of
the community, region, and/or nation they

have a mandate to serve’ (Boelen & Heck 1995).

For care to be socially accountable, it must be

equitably accessible to everyone and responsive
to patient, community, and population health

needs (Buchman et al 2016).



Social Accountability

Social accountabillity in health care
Infentionally targets health care education,
research, and services and addresses social
determinants of health towards the priority
health concerns of the people and
communities served, with the goal of health
equity.

Portland, Oregon — April 22-25, 2017




ARE WE SOCIALLY ACCOUNTABLE®

Are we aiming the work of our
practices to achieve health equitye

Boelen C. Why should social accountability be a benchmark for excellence in medical education? Educ Med.2016;17(3):101-105.

Portland, Oregon — April 22-25, 2017




I Table 1 The social obligation scale. I

Responsibility mm) Responsiveness mm) Accountability

Social needs Implicitly Explicitly Anticipatively
identified

Institutional Defined by faculty Inspired from data Defined with society
objectives

Educational Community-oriented  Community-based Contextualized
programs

Quality of «Good » Meeting criteria of Health system
graduates practitioners professionalism change agents
Focus of Process Outcome Impact
evaluation

Assessors Internal External Health partners

Healthcare institutions are generally socially responsible (being aware
of their duty to respond to society’s needs) and some can be seen being

socially responsive (implementing interventions to address these
needs). But few are wholly SOCIALLY ACCOUNTABLE.

Boelen C. Why should social accountability be a benchmark for excellence in medical education? Educ Med.2016;17(3):101-105.




Inspiring Diversity
- »

DUKEAHEC PROGRAM

AREA HEALTH EDUCATION CENTER /\
Partners in Learning & Teaching
\\\.

Continuing Education Health Careers Spanish Language Resources Lamaze Program

SUMMER ACADEMY FOR LATINXS UNITED FOR DIVERSITY
LA LA Sl o iopibrtunity for Latinx st Met Bilingd ol
.Tmum professionalsflean about 30 forminants of health and health disparities uffecting the Latinx

. . . [
City of Medicine Academy Progre s s e e e ST

S r
r ! 2017 SALUD will take place June 2 thauun@ SO

Awareness Programs

The Duke AHEC Program partners with the City of —

City of Medicine Medicine Academy (CMA) each year to offer specially
Academy Programs designed programs and experiences for enrolled
students. The CMA is an academically rigorous high
Summer Programs school designed to prepare high school students for post-
secondary health care education or to enter into the
health care workforce. The Duke AHEC Program has
partnered with Durham Public Schools health career
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College Readiness
Resources
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Collaborative

Learning

“Learning how to
educate and
learning how to
listen are equally
important for
health
professionals,
students, and
trainees if they are
to work effectively
in and with
communities.”

-

N
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&
.
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A Framework for Educating Health Professionals
to Address the Social Determinants of Health.,

NAP 2016




-

DEVELOP A PLAN TOWARDS
EQUITY IN HEALTH

Portland, Oregon — April 22-25, 2017 N STARFIELD SUMMIT




Health disparities
preventable differences in the

burden of disease, injury,
violence, or opportunities to

achieve optimal health that are
experienced by socially
disadvantaged populations
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RALEIGH-DURHAM, NORTH CAROLINA Follow the discussion

i : | |
Short Distances to Large Gaps in Health #CloseHaalthGaps

85
@ DURHAM

UNRI%:EITY @ 77YRS

ZIP 27703

NORTH CAROLINA
CENTRAL UNIVERSITY

82 s

ZIp 27713

D

Disparities o

in Life

o D
Expectancy
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ZIP 27606
@ 76 x5
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Life expectancy at birth (years)
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Where people
live matters more
than the
healthcare they
receive.

Your zip code can
be more
important than
your genetic
code

RWJ
commissiononhealth.org

commissiononhealth.org

17 miles =3-year
life span disparity

MONTGOMERY
COUNTY

30 miles =9-year
life span disparity

\/

PRINCE
GEORGE'S
COUNTY

ARLINGTON N
COUNTY

10 miles =8-year
life span disparity

FAIRFAX
COUNTY

12 miles =9-year
life span disparity

A Short Distance to Large Disparities in Health

Life span disparities reflect differences in wealth, education and environment across all community residents.
The differences are even more dramatic—sometimes double—if you compare black and white residents.




Let’s go to your city! )

Centers for Disease Control and Prevention
CDC 24/7: Saving Lives, Protecting People™

O Cities: Local Data for Better Health

The 500 Cities project is a collaboration between CDC, the Robert Wood Johnson Foundation,

ttps://www.cdc.gov/500cities,

and the CDC Foundation. The purpeose of the 500 Cities Project is to provide city- and census
tract-level small area estimates for chronic disease risk factors, health outcomes, and clinical
preventive service use for the largest 500 cities in the United States. These small area estimates

will allow cities and local health departments to better understand the burden and geographic

AT
distribution of health-related variables in their jurisdictions, and assist them in planning public Fﬁ

1 e
health interventions. Learn more about the 500 Cities Project. EUU Bl[l

View data across the United States for the largest 500 cities

Select a State



https://www.cdc.gov/500cities/

Health equity

means that everyone has
a fair and just

opportunity to be as
healthy as possible.




Health equity

IS the absence of unfair and
avoidable or remediable
differences in health

among social groups




The DNA of Family Medicine

X

“The principle of health equity attracted many of us to medicine, and in particular to family
medicine. In our DNA runs the desire to be person-centered, to take care of people of all ages and all
life circumstances, to be accountable to our communities, to improve community and population
health, to be engaged leaders, to provide continuous, integrated and whole person oriented care.
For many of us Family Medicine became our vehicle for social justice”. Viviana Martinez-Bianchi




Health equity is realized
when each individual has a
fair opportunity to achieve
their full health potential.
What can we do from our
role in our health system?

Allan Weill in a recent
editorial in Health Affairs
asks: If equity is one
dimension of what the
Institute of Medicine (IOM)
defined as health care
guality, what are the
obligations of the health
care sector to achieve health
equity?

Drawing “Equidad”, by Fernando Miguez, Argentina



Examples

Smallest
Impact
Counseling
& Education

Clinical
Interventions

Long-lasting
Protective Interventions

Changing the Context
to Make Individuals’ Default
Decisions Healthy

Socloeconomic Factors

Frieden TR. A framework for public health action. Am J Public Health, 2010;100(4):590-595.
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Health S

S Tobacco Use

Diet & Exercise

Requires a collaborative strategy

- Alcohol & Drug Use
|
|

between leaders in healthcare, / | %ﬁvﬁy

politics, charity, education, and SN

business Accessto Care
Quality of Care

\ /
— Employment
Robert | |
- Family & Social Support
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Foundation, Bl oo
2014 |
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Pursuing health equity requires

« Addressing inequities:
— Understanding the roles of bias and
discrimination in health care systems
— Looking at gaps in access or inadequate
care for disadvantaged groups
» Addressing health determinants
(negative and positive ones)

— Attention to root causes of disease and
wellness




Pursuing health equity requires

« Adopting patient-centered medical
home models, and community
centered models

« Partnering with community
organizations

« Engaging in cross sector dialogue



STOP tolerating inequity




How do we get started?



Multiple frameworks and
requirements
for addressing the
social determinants of health



THI

“"Health care professionals should play a
major role in improving health outcomes
for disadvantaged populations.

Go beyond access to care, improving
cancer screening for URM, and
decreasing disparities in care provided,

Leverage the economic, social, and
political power of the health care
industry and of each organization
within it.”




Institute for :
H Healthcare There are five key components of the
Improvement
framework:

 Make health equity a strategic priority;

e Develop structure and processes to support
health equity work;

Achieving Health Equity: Deploy specific strategies to address the
A Guide for Health Care Organizations multiple determinants of health on which

health care organizations can have a direct
impact, such as health care services,
socioeconomic status, physical
environment, and healthy behaviors;

Decrease institutional racism within the
organization; and

Develop partnerships with community
organizations to improve health and equity.

AN M| RESOURCE

Wyatt R, Laderman M, Botwinick L, Mate K, Whittington J. Achieving Health Equity: A

20 Univerity Road, Cambridpe, MA 02138 « (hiory

Guide for Health Care Organizations. IHl White Paper. Cambridge, Massachusetts:
o o Clle Thie Papers Wyt K | BRI A S, e ' Institute for Healthcare Improvement; 2016. (Available at ihi.org)

Orpaeinrum 1] Whtse Pager. Candridgs, Vatme bure




HQ Pathway 5: Resident/fellow and faculty member education on reducing health care
disparities

Formal educational activities that create a shared mental model with regard to health care quality-related goals, tools, and
techniques are necessary for health care professionals to consistently work in a well-coordinated manner to achieve a true

patient-centered approach that considers the variety of circumstances and needs of individual patients

Properties include:

* Residents/fellows and faculty members receive education on identifying and reducing

health care disparities relevant to the patient population served by the clinical site. Clinical Learning /\
The focus will be on the extent to which individuals receive education on the Environment Review (CLER) /j : \\
clinical site’s priorities and goals for addressing health care disparities in its patient TS
population.

CLER Pathways
Source ACGME CLER brochure accessed 4.10.17 to Excellence
https://www.acgme.org/Portals/0/PDFs/CLER/CLER Brochure.pdf Expectations for an optimal clinical

learning environment to achieve safe
and high quality patient care

Accreditation Coungil for Graduate Medical Eduecation

ACGME CLER visits



https://www.acgme.org/Portals/0/PDFs/CLER/CLER_Brochure.pdf

The Family Medicine Milestone Project

74 %('ﬂ/ %17('://4{ 6/
The Accreditation Council for Graduate Medical Education
and

The American Board of Family Medicine

ACGME

Version 10/2015 ober 2015
ez not achievad Level 1 Level2 Level 3 Level 4 Level S
Level1
Consistently Displaysa Incorp ients’ beliefs, Anticipates and developsa | D leadershi
il and behavior that values, and cultural practicesin | shared understanding of in cultural proficiency,

c ion, respect, o of patient care plans needs and desires with understanding of health

and empathy & % and famili di and social
sheenamchiuatiand.. Identifies health inequitiesand | worksin partnershipto | determinants of health

Recognizes impact of | Broups, includingdiversity | goejal determinants Of BEalth | meet those needs

culture on health and | in gender, age, culture, 2and their impact on individual Develops organizational

health behaviors race, religion, disabilities, and family health policies and education to
sexual orientation, and support the application of
gender identity these principles in the

Elicits cultural factors from
patients and families that
impact health and health
behaviors in the context of
the biopsychosocial model

Identifies own cultural
framework that may impact
patient interactions and
decision-making

practice of medicine

(= |

Comments:
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Subscribe to the Health Equity
Research Update

Receive updates about new
eSOUICes, upcoming
conferences, and funding
announcements

1st Name

AAMC AHEAD

The AAMC
AAMC ;\ Accelerating
d Health Equity
AHEAD Advancing
through

Discovery
(AHEAD) initiative seeks to
identify, evaluate, and
disseminate effective and
replicable AAMC.member
institution practices that improv
community health and reduce

Members Students Resloents

ABOUT MISSIONS ADVOCACY Data SERVICES NEWS

Health Equity Research and Policy

Toolkit: Communities, Social Justice and Academic Medical Centers

Recent events in Baltimore and elsewhere have
rekindled the ongoing national dialiogue about social
injustice. Let's conlinue the conversation we started al
Learn Serve Lead 2015: The AAMC Annual Meeting
and develop concrete actions that an indwvidual, an
institution, or the AAMC can take 10 address socl
determinants and health inequities We encourage you
o use this tooilkit to engage your institution and the communilies il serves to explore how your

clinical, research and education missions can improve community health and clese health and
health care gaps

a Faciator Guide

Slides =

Reflection Sheet »

Table Discussion Sheet »

If you have any questions or want (o share details aboutl your institution's experience with the



2016 Institute of
Medicine:
Framework for
lifelong learning
for health
professionals in
understanding
and addressing
the social
determinants of
health.




I'he Roadmap to
Reduce Disparities

Portland, Oregon — April 22-25, 2017




Appendix: Best Practices to Reduce Disparities

Finding Answers: Disparities Research for Change

Finding Answers:

Disparities Research for Change

£

Fobert Wood Tohnson Foundation

Collect and stratify race,
ethnicity, and language
(REL) data in tandem with
other equity efforts

Foster a culture of equity

Appoint staff and protect
their time for equity
pragrams and hold them
accountable for results

Target multiple levels and
players across the care
delivery system

REL data is an important part of reducing
disparities, but it is not necessary to put
all equity efforts on hold until REL data is
available.

Success is more likely if staff recognize that
disparities exist within the organization and

view ineguality as an injustice that must be

redressed.

Without staff time and effort, equity
programs are unlikely to reach their full
potential.

The causes of disparities are complex;
solutions need to address multiple factors.

Use qualitative methods (e.g., surveys,
interviews) to identify disparities if quantitative
data isn't available.

Continue to foster a culture of equity across
the organization while REL data collection is in
progress.

Share feedback with providers and incentivize
disparities reduction.

Include equitable health care as a goal in
mission statements.

Build a work force that reflects the diversity of
the patient population.

Institute a Community Advisory Board
and develop ties with community-based
organizations.

Include equity goals in job descriptions and
performance raviews.

Prepare for leadership and staff turn over
by cross-training staff and documenting
institutional knowledge.

Identify equity champions o lead the effort. (!9

Avoid focusing exclusively on patients - design
programs that intervene with providers,
organizations, community groups, and policies,
as well as patients.

Disparities efforts are not stalled.

The organization is primed to
address disparities once REL-
stratified data is available.

Staff, patients, and community
members share a definition of
equitable care and value equity in
health care delivery.

3

=

b
=
Staff is not overtaxed and remains

committed to the program over
time.

Programs effectively address the
multiple causes of disparities.

Improvernents are systematic and
comprehensive.
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(River Model)

n ] e
I \ C C O u I l t a b I I I ty The following graphic illustrates another way to visualize the continuum of upstream, midstream, and downstream

actions needed to eliminate the root causes of inequities, with a few sample strategies provided.

cocial _
determinants .
framework o]

create a culturally responsive scheol environment.
Build school-to-work stratagies.
(Social determinants of health)

DOWNSTREAM:
Increase access to health and
educational services for Latino youth.

Multnomah County Health Equity Initiative

]
Source:
Balajes, Sonali 5., etal, (2012). Office of Diversity and Equity
Equity and Empowesrment Lens (Radal Justice Focus), pg 56. www.multco.us/diversity-equity
wownw.multcous fdiversity-equity MULTNOMAH

COUNTY




PEOPLE PLACE
Who is positively and negatively What kind of positive “place”
affected (by this issue) and how? are we creating?
How are people differently situated in What kind of negative “place”
terms of the barriers they experience? are we creating?

Consider physical, spiritual, emotional How are public resources and

E q u I ty and contextual affects. investments distributed geographically?

How are you considering environmental

a n d impacts as well as environmental justice?
Empcwerment Issue / Decision
Le N S PROCESS POWER

How are we meaningfully What are the barriers to doing
including or excluding people equity and racial justice work?
{communities of color) who are affected?

What are the benefits and burdens

What policies, processes and that communities experience
social relationships contribute to with this (issue)?
the exclusion of communities

most affected by inequities? Who is accountable?

Are there empowering processes
at every human touchpoint?

Sowurce:

Balajes, Sonali 5., etal,, (2012). Office of Diversity and Equity
Equity and Empowerment Lens (Racial fustice Focus), pg 28. £ wwwmultco.us/diversity-equity
wwow.rnu leco.us/diversity-equity MULTNOMAH

_ COUNTY -




SAMPLE METRICS WE USE TODAY
IN PRIMARY CARE



HEDIS® &
Performance
Measurement

The Healthcare Effectiveness
Data and Information Set

(HEDIS) is a tool used by more
than 90 percent of America’'s
health plans fto measure
performance on important
dimensions of care and service.

Portland, Oregon — April 22-25, 2017

Asthma specific disease management measures

include:

Appropriate medication use
Influenza vaccination
Pneumococcal vaccination
Assessment of fobacco use
Assistance with tobacco cessation

Additionally, HEDIS 2015 includes 4 asthma specific
measures falling under 2 domains of care
(Effectiveness of Care and Utilization and Relative
Resource Use)

Use of Appropriate Medications for People
With Asthma

Medication Management for People With
Asthma

Asthma Medication Ratio
Relative Resource Use for People

)J'



Table 1. Summary of IOM Recommended Social and
Behavioral Domains for Inclusion in all EHRs

Individual-level (patient-reported)

Race/ethnicity®

Education

Financial resource strain

Stress

Depression®

Physical activity

Tobacco use and exposure®

Alcohol use®

Social connections and social isolation

Exposure to violence: intimate partner violence

Community-level (geocodable)

Neighborhood and community compositional characteristics (residential
address®; census tract-median income)

IOM
recommended
Social and

Behavioral

Domains for
inclusion in
EHRS

Source. Table copied from:
Bazemore A, et al. ] Am Med
Inform Assoc 2016;23:407-412.
doi:10.1093/jamia/ocv088,
Perspective



BUT WE KNOW THIS WON'T GET US TO
HEALTH EQUITY GIVEN...

Portland, Oregon — April 22-25, 2017




WHAT WE DON'T TRACK

Beck AF, Huang B,
Chundur R, Kahn RS.

Housing code violation

density associated with
emergency depariment
and hospital use by
children with asthma.
Health Affairs November
2014;33(11) 1993-2002.

Portland, Oregon — April 22-25, 2017

EXHIBIT 3

Cincinnati's Avondale Neighborhood With Asthma-Related Housing Code Violations, 2008-12,
And Asthma-Related Emergency Department (ED) Revisits And Rehospitalizations Within
Twelve Months Of the First (Index) Hospitalization For Children Hospitalized, 200912

nalysis of data from the Cincinnati Chikiren's Hospital Medical Center and the
formation System. NOTES All of the Avondale neighborhood (the area

Housing Code Viclaton Dengity Associated With Emergency Department And Hospital Use By
Chilcgren With Asthma
Health AN (Millwood). [33{11):1983-2002




Community V& Indicators Data Source
Built Fast food restaurants per 100 000 population; iquor stores per | American Community Survey
environment 100000 population; population density US Census Bureau, county business pattems
LIS Census Bureaw, ZIP code business pattems
Emvironmental Median housing structure age; number of person-days with American Community Survey
EXPOSUIES maximum 8&-h average ozone concentration over the Mational - - -
Ambient Air Quality Standard (manitored and modeled datal; P'umbltﬁic f"'l Dlﬁ;f"' Nh“' and Preventtion (CDC), Environmental
number of person-days with PM2.5 over the National Ambient na
Air Duality Standard (monitored and modeled dats); percent of Environmental Protection Agency, Safe Drinking Water
occupied howsing units without complete plumbing facilities; Information System
percent of population potentially exposed to water exceeding a
violation limit during the past year
Neighborhood Dependency ratio (old-age); estimated percent of foreclosure Agency for Togc Substances and Disease Registry
ECONOMIC starts ower the past 18 months throwgh June 2008; estimated P B
conditions percent of vacant addresses in June 2008 (90-day vacancy i Commnsly Survey
rate); Gini coefficient— inequality; overall percentile ranking for Department of Housing and Urban Development,
the COC Social Yulnerability index Meighborhood Stabilization Program
Neighborhood Count and percent by race; residential segregation (dissimilarity | American Community Survey
racefethnic and exposure)
composition
Neighborhood Low access tract at 1 mile and at 14 mile for urban areas or 10 | Center for Disease Control and Prevention, Environmental
ESOUNCES miles for rural areas; metra/non-metro classification codes; Public Health Tracking Metwork
Modified Retail Food Environment Index (no. of healthy food )
stores divided by ail food storest; percent of people in 8 counly | L7, Corous Burban, county businéss pattams
living more than 1 mile from a supermarket or large grocery Lt5 Census Bureauw, ZIP code business pattems
store if in an urban area, or more than 10 miles if in a rural
' USDA Food Access Research Atlas
area; percentage of population fiving within 1% mile of a park; F *
recreation facilities per 100 000 population; Urban Classification | USDA, Economic Research Service )
Code—rural, urban cluster {>10 000 population, <50 000 pop- Squrce. Table copied from:
ulation), urban area (=50 000 populsation) n
Neighborhood Number with Bachelor's Degree or higher; median household in- American Comimunity Survey bdZEMOre A-’ Et al' '| Am MEd
SOCIDECONOMIC come; number and percent of in managerial, professional, 2. _
omton | oot e e Pt Inform Assoc 2016;23:407-412.
Level (FPL); percent below 200% of FPL; unemployment rate d0i:10.1093/jamia/ocv088,
Social Deprivation | A composite measure of social deprivation validated fo be more | Robert Graham Center™ .
Index strongly associated with poor access to healthcare and paor Pﬂrspectwe
health outcomes than a measure of poverty akone.




It IS time for our exercise!

Let’s share your thoughts and ideas



Small Group Question

You have noticed that your group is seeing an increasing

number of kids with asthma and adults with COPD and asthma
exacerbation.

Others In clinic have noted this as well.

After discussing this in a team meeting you realize the need to
address this issue, and teach how to address |it.




Population Health

Two questions:
What is it?

Why Is it important?



Population Health is...

... the study of health in a meaningful group.

This includes:
« Health outcomes and their distribution within the group
» Patterns of health determinants

* Policies, interventions and other socioecological factors
linking determinants and outcome distribution

Kindig D and Stoddart S (2003). What is population health?
AJPH 93 (3): 380-383.

d



Another way to view

Population Health
Health is determined by the interaction between:

Individual
Political .‘ Com(;nunity
[ or Grou
Environment ‘! p
Social " Health
Environment System

Physical
Environment

In population health we study these interactions

Stokols D. Translating social ecological theory into guidelines for community health promotion.
American Journal of Health Promotion 1996;10(4):282-298.




Population Health — Why Teach This?

Most of what affects patients’ health happens outside
of the clinical setting.

Solving problems requires involving the stakeholders
who:

Understand the issues and can provide patients with:

Necessary resources and supports

Help making the needed changes to our health care
system, and our social, material, and political
environments.
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Practice of Clinical Medicine

Family doctor — patient dyad
Family doctor- Family relationship
* Important

* Relevant

Can miss the bigger picture if it
doesn’t also pay attention to the
community and population outcomes.

Need to redefine who the patient is —
not just the patient panel




Linking Primary Healthcare
and Public Health

) Satas) {

2012 Institute of Medicine Report Primary Care and Public Health: Exploring
Integration to Improve Population Health Calls for increased linkages between
primary care and public health

Why?
Avoid duplication of efforts
Create systems that connect diverse individuals and populations to
the care and services they need
Strategically allocate our limited resources to produce improved
health of the population.



What we need to do at the practice
level

« Redefine population based on the public health
definition as geographic as opposed to a
practice patient panel

* Recognize and integrate the public health
Infrastructure with the medical neighborhood

e Continuous collaboration and communication
with the public health infrastructure to operate as

a continuous unit with a common goal
T



Population Health
A Competency Map Approach

« Set of competencies that form an organizational
framework for curricular planning and training.

 Article published last year in Academic Medicine

« 4 Domains of Competency for Teaching Population
Health
— Public Health (PH)
— Community engagement (CE)
— Critical thinking (CT)
— Team skills (TS)

Academic Medicine, Vol. 88, No. 5 / May 2013
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Article

Teaching Population Health: A Competency
Map Approach to Education

Victoria S. Kaprielian, MD, Mina Silberberg, PhD, Mary Anne McDonald, DrPH, MA,
Denise Koo, MD, MPH, Sharon K. Hull, MD, MPH, Gwen Murphy, RD, PhD,
Anh N. Tran, PhD, MPH, Barbara L. Sheline, MD, MPH, Brian Halstater, MD,

Viviana Martinez-Bianchi, MD, Nancy J. Weigle, MD, Justine Strand de Oliveira, DrPH, PA-C,

Devdutta Sangvai, MD, MBA, Joyce Copeland, MD, Hugh H. Tilson, MD, DrPH,
F. Douglas Scutchfield, MD, and J. Lloyd Michener, MD

Abstract

A 2012 Institute of Medicine report

is the latest in the growing number

of calls to incorporate a population
health approach in health professionals’
training. Over the last decade, Duke
University, particularly its Department of
Community and Family Medicine, has
been heavily involved with community
partners in Durham, North Carolina, to
improve the local community’s health. On
the basis of these initiatives, a group of

intarnrnfaccinnal farilte hanan tacklina

Join the conversation on Twitter: #CPI17

critical thinking, and team skills to
improve population health effectively in
Durham and elsewhere,

The Department of Community and
Family Medicine has spent years in

care delivery redesign and curriculum
experimentation, design, and evaluation
to distinguish the skills trainees and
faculty need for population health
improvement and to integrate them into

adniratinnal nraarame Thaca linical

planning and training. This framework
delineates which learning objectives

are appropriate and necessary for each
learning level, from novice through
expert, across multiple disciplines and
domains. The resulting competency map
has guided Duke's efforts to develop,
implement, and assess training in
population health for learners and faculty.
In this article, the authors describe the
competency map development process
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Population Health Competencies

Community
Public Health Engage
ment

Critical Team
thinking Leadership




Public Health




Public Health

10 Essential Services

Evaluate
Assure
y Competent Mana, Dmg_nc:se
Workforce o "‘b & Investigate
5 =
E Link N ESE TG Jesreleiel;
E to / Provide Educate;
'ﬁ- Care EMipoWEer:

Mobilize

Laws Partnerships
Develop

Paolicies

Understanding
public health as
not something in
“that other silo”

Public Health Functions Project, U.S. Dept. of Health and Human Services.
Slide adapted from Mellanye Lackey presentation Public Health 2.0 in Slideshare.or




Medicine * Public Healt

*Focus on populations

Focus on individuals

-Diagnosis & treatment *Prevention & health
promotion

*Clinical interventions _
Environment & human
*\Well-established profession, behavior interventions
standardized education &

certification *Diverse workforce, variable

education & certifications
Clinical sciences integral;
social sciences less
emphasized

Social sciences integral,
Inical sciences peripheral to
education

*Experimental studies with

control groups: RCTSs. :Observational studies: case

comyrol & cohort studies

Slide from Mellanye Lackey . UNC. Presentation Public Health 2.0 in Slideshare.org
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Community Engagement
Why emphasis on community?

Join the conversation on Twitter: #CPI17



Think of the community, not just the patients that
show up to our offices

1000 persons Most illness

800 report symptoms an d care

327 consider seeking medical care .

217 visit a physician's office occurin the
(113 visit a primary care physician's office) commun Ity

65 visit a complementary or alternative medical

care provider
21 visit a hospital outpatient clinic
14 receive home health care

%t meni LYISIL ANANEAT B06Y:AL RRItment
8 are hospitalized

NN

<1is hospitalized in an academic medical center




. Communlty Engagement

* In order to successfully improve the health of
a community, the community must be
involved.

* The process of working collaboratively with
and through groups of people affiliated by
geographic proximity, special interest, or
similar situations to address issues affectlng
the well-being of those people

* Builds trust and forms partnerships to
facilitate change




Conference on

Practice Improvement Seeing the patient in the
SR context of community
o Lo Hypertension in Durham
L - g Note: density plots depict
b D rostes. ACTUAL patients and
. dcrucnes respective blood pressures in
P'."e':f?pmq " Durham County

Source: DSR data from 1/1/06-5/1/09;
patients seen at DUHS

DUKE CONNECTED CARE
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Research/Analytical Skills

Join the conversation on Twitter: #CPI17



Conference on
Practice Improvement

Join the conversation on Twitter: #CPI17



Quality and Equity Improvement

« Quality improvement (QI) consists of
systematic and continuous actions that
lead to measurable improvement in
health care services and the health
status of targeted patient groups.

« Quality and Equity Improvement
(QEI) related sEecmcaIIy to health
equity includes knowledge and skills to
improve care for underserved
populations.

STEP EA-UP




HIV

Rates per 100,000

80
70
60
50
40
30
20
10

North Carolina Adult/Adolescent HIV Rates per 100,000

5-year trends

H‘U‘HWHH_E@_? Blacks 9X
higher

=== \Nhite

376 353 HSH&LLTZB—B - Black <:

=== Hispanic

Hispanics
3.7X higher

T O ——¢ 7.7

2005 2006 2007 2008 2009

2011 Durham County Community Health Assessment. Durham, NC: Durham County Health Department; 2012.
http://www.healthydurham.org/docs/CHA%202011%20-%20key%?20findings.pdf




~ Quality and Equity Improvement

» Uses data to discover and prioritize
disparities in health care across
patient groups.

« Uses data to improve care for
vulnerable populations

 Uses health care data to address
scientific, political, ethical or social
health issues



Plan

+* Objective

+ Predicitions

+* Plan to carry out the
cycle (who, what,
where, when)

+ Plan for data collection

Study

* Analyse data
« Compare results

to predictions
* Summarise

what was
learned

Do

« Carry out the plan

+* Document
obsarvations

* Record data



Community-engaged research is...

...Research conducted “collaboratively with
groups of people who are affiliated by
geographic proximity, special interests, or
similar situations with respect to issues
affecting their well-being.”

Centers for Disease Control and Prevention. Principles of community
engagement (1st ed.). Atlanta (GA): CDC/ATSDR Committee on Community
Engagement; 1997.
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Leadership and Team Skills

Join the conversation on Twitter: #CPI17
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Patient-Centered, Team-Based Care

l Join the conversation on Twitter: #CPI117



Leadersip Level

 Facilitate collaboration and
communication amongst health
systems and public health
organizations

* Drive change within hospitals or
health systems to partner with
public health organization
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Advocacy

Join the conversation on Twitter: #CPI17
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Advocacy

Join the conversation on Twitter: #CPI17
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Visitors | Educators and Students | Media | Doing Business with the House | Employment

FIND YOUR REPRESENTATIVE

UNITED STATES

Enter your zip code
HOUSE

REPRESENTATIVES

112th Congress, 2nd Session - The House is not in session

REPRESENTATIVES LEADERSHIP COMMITTEES LEGISLATIVE ACTIVITY THE HOUSE EXPLAINED g & e

Legislative Activity

Schedule Floor Proceedings Votes Bills & Reporis
Upcoming Events
Watch Most Recent House Floor Activity
Time (EST) Session X
11/28 Hearing: National Priorities for Solar and
10:00 am Space Ph s Research and Applications
for Spac ather Prediction
Commitiee on Science, Spsce. snd
Subcommittes on Spsce snd Asronsufics =
11/29 Hearing: Legislative Hearing on H.R. 511
3 = 10:00 am Committee on Nsturs! Resources
Find Your Representative
Your member's website and contact form are available around the clock. 11/29 Hearing: Clean Air Act Forum Part Il
Identify your member and let your opinion be heard. 10:00 am Committee on Energy and Commerce
Subcommifiee on Energy snd Power
Find Your Congress Honors Congress Honors 12/4 Hearing: Wading through Warehouses o
Representative Suu Ky1 Palmer 2:00 pm Paper: The Challenges of Transitioning -

House Overview Public Disclosure

& "  Financial Disclosure Reports

Join the conversation on Twitter: #CPI17



S
A Competency Map Approach

« Set of competencies that form an organizationa
framework for curricular planning and training.

* 4 Domains of Competency for Teaching
Population Health
— Public Health (PH)
— Community engagement (CE)
— Critical thinking (CT)
— Team skills (TS)

Academic Medicine, Vol. 88, No. 5 / May 2013
e
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Article

Teaching Population Health: A Competency
Map Approach to Education

Victoria S. Kaprielian, MD, Mina Silberberg, PhD, Mary Anne McDonald, DrPH, MA,
Denise Koo, MD, MPH, Sharon K. Hull, MD, MPH, Gwen Murphy, RD, PhD,
Anh N. Tran, PhD, MPH, Barbara L. Sheline, MD, MPH, Brian Halstater, MD,

Viviana Martinez-Bianchi, MD, Nancy J. Weigle, MD, Justine Strand de Oliveira, DrPH, PA-C,

Devdutta Sangvai, MD, MBA, Joyce Copeland, MD, Hugh H. Tilson, MD, DrPH,
F. Douglas Scutchfield, MD, and J. Lloyd Michener, MD

Abstract

A 2012 Institute of Medicine report

is the latest in the growing number

of calls to incorporate a population
health approach in health professionals’
training. Over the last decade, Duke
University, particularly its Department of
Community and Family Medicine, has
been heavily involved with community
partners in Durham, North Carolina, to
improve the local community’'s health. On
the basis of these initiatives, a group of

intarnrnfaccianal facilhe haman facklina

Join the conversation on Twitter: #CPI17

critical thinking, and team skills to
improve population health effectively in
Durham and elsewhere.

The Department of Community and
Family Medicine has spent years in

care delivery redesign and curriculum
experimentation, design, and evaluation
to distinguish the skills trainees and
faculty need for population health
improvement and to integrate them into

ardniratinnal nraarame Thaca Alinicqal

planning and training. This framework
delineates which learning objectives

are appropriate and necessary for each
learning level, from novice through
expert, across multiple disciplines and
domains. The resulting competency map
has guided Duke’s efforts to develop,
implement, and assess training in
population health for learners and faculty.
In this article, the authors describe the
competency map development process
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Please break into small groups

It is time for a small group exercise!

You’ll need the article, a pen, paper, and a person to
record your groups thoughts and ideas



Small Group Question

You have noticed that your group is seeing an increasing

number of kids with asthma and adults with COPD and asthma
exacerbation.

Others In clinic have noted this as well.

After discussing this in a team meeting you realize the need to
address this issue, and teach how to address |it.




Teaching Population Health
A Competency Map

Community

Public Health
Engagement

Critical thinking Team Skills




Conference on
Practice Imorover%ent

Join the conversation on Twitter: #CPI17



Ol ~_ .
Appendix 1

A Competency Map for Integrating Population Health Into Clinician Education, Duke University School of Medicine, 2011

Public health (PH)

PH-1:Examinethe

characteristics that bind
people together as a
community—including
social ties, common
perspectives and interests,
and geography—and how
these relate to health

PH-2: Address therole

of socioeconomic,
environmental, cultural,
and other population-level
determinants of health

on the health status and
health care of individuals
and populations

PH-3: Use community

assets and resources to
improve health at the
individual and population
levels

Learners will be able to ...

* Define community

* Discuss the role of community in
health

* Define a meaningful population
for health improvement purposes

+ Describe population-level

determinants of health

* Discuss how these factors
influence health status and
health care delivery

‘« List potentially helpful community

assets and resources

» Refer individual patients to
resources that can assist in
meeting their health needs

Join the conversation on Twitter: #CPI17

Learners will be able to meet all basic
objectives, plus ...

« Assess unifying characteristicsof a

population

* Consider how these characteristics can
help or hinder a proposed intervention

» |dentify the characteristics of
communities and groups that are
associated with disproportionate
burden of disease

+ Explain population-level determinants

affecting the health of a population

« Discuss potential strategies for
addressing population-level
determinants of health

+ Describe relevant assets and resources

for population health improvement
within a specific community

« Discuss potential collaborations with
community resources to improve

Learners will be able to meet
all basic and intermediate
objectives, plus ...
» Assess the characteristics
of communities and groups
that are associated with
disproportionate burden of
disease

* Describe key disease states that
demonstrate disproportionate
burden of disease within
specific populations

* Collaborate with stakeholders
to design and implement
strategies to address
population-level determinants
of health

* Report on the social and
economic determinants of the
burden of disease in specific
populations

* Analyze gaps in community
resources

* Develop partnerships and
programs to fill these gaps

* Demonstrate leadership skills
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Where to go for examples and help

LEARN DO

Explore what integration is, Start an integrative project or
what it is not, and the value of move your project forward with
working together. guidance and tools.

. Join the conversation on Twitter: #CPI17

SHARE

See how communities across the
country are working together to
improve population health.
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4 Considerations to Improve

|NVEST IN YOUR COMMUNITY Health & Well-Being for Al

WHATY Know What Affects Health bkal Focus on Areas of Greatest Need WHO Collaborate with Others to Maximize Efforts
Your zip code can be more important than your PEOPLE
COMMUNITY
NONPROFITS & D EVEE e

genetic code. Profound health disparities exist
Exa
el

depending on where you live.
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ORGANIZATIONS

« Action in one area may produce
positive outcomes in another.

SO
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Now more than 500 known partnerships across
@PRACTICAL PLAYBOOK *® the US

Public Health. Primary Care. Together.”

Find a Partner: Multi-Sector
Partnerships in the US from 2012-

Present
543 Entries

From 49 States
And Growing...

CRITERIA:
U Must include partners from the
following sectors:
U public health
U healthcare
U Project focus addresses an issue of
health
. U Project has occurred no earlier than
5 2012, though it does not have to be
happening currently

www.practicalplaybook.org/page/find-partner
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http://www.practicalplaybook.org/page/find-partner

POPULATION HEALTH
and your role as a family doctor

As health care changes to emphasize outcomes of entire
populations, we are uniquely situated to serve as leaders in
Improving the health of diverse communities.

Get involved in community engagement, public health, and
working with interdisciplinary teams

and analyze the community’s data to improve health
through meaningful programs and solutions.
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Ultimate goal

Join the conversation on Twitter: #CPI17
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Family doctors who are excellent
clinicians,

and agents of social transformation,
who detect real problems,

and find original

and creative solutions

to improve health.

Join the conversation on Twitter: #CPI17



Health
professionals who
can see the river

of disease that

flows into our
clinics and
hospitals and will i
go to identify ==
what happens

upstream




Paymen models

« Can we think of payment models
that can support the work of
clinicians in the community?

— Connecting with local agencies

— Getting outside of the practice into the
neighborhood



Questions?

Viviana Martinez-Bianchi, MD, FAAFP
viviana.martinezbianchi@duke.edu




Resources and References

Bazemore A, et al. ] Am Med Inform Assoc 2016;23:407-412.
doi:10.1093/jamia/ocv088 Perspective

Health Affairs. June 2017; Volume 36, Issue 6 Pursuing Health Equity. All
articles in this edition of health Affairs:
http://content.healthaffairs.org/content/36/6.toc

Stokols D. Translating social ecological theory into guidelines for community
health promotion. American Journal of Health Promotion 1996;10(4):282-298

Green L, Thyer GE Jr.,, Yawn BP, Lanier D, Dovey SM. The ecology of medical
care revisited. NEJM. 2001;344:2021-5

A Longitudinal Leadership Elective to Impact Health Systems, Social
Determinants of Health, and Population Health. Viviana Martinez-Bianchi, MD,
FAAFP. Duke Family Medicine Residency Program http://beyondflexner.org/wp-
content/uploads/Longitudinal leadership elective 9.16 1.pdf



http://content.healthaffairs.org/content/36/6.toc
http://beyondflexner.org/wp-content/uploads/Longitudinal_leadership_elective_9.16_1.pdf

More Resources and References

« Starfield Summit 2 http://www.starfieldsummit.com/starfield2/

« Braveman P, Gottlieb L. The Social Determinants of Health: It's Time to Consider the
Causes of the Causes. Public Health Reports. 2014; 129(Suppl 12), 19-31.

«  Principles of Community Engagement- 2nd edition (2011).
www.atsdr,cdc,gov/communityengagement

« ZSFG Certificate Health Equity http://stepup.ucsf.edu/

« Clarke et al. A Roadmap to Reduce Racial and Ethnic Disparities in Health Care. J Gen
Intern Med. 2012 Aug; 27(8): 992-1000
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3403142/

« Kindig D and Stoddart S (2003). What is population health? AJPH 93 (3): 380-383


http://www.starfieldsummit.com/starfield2/
http://www.atsdr,cdc,gov/communityengagement
http://stepup.ucsf.edu/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3403142/

More Resources and References

« A Framework for Educating Health Professionals to Address the Social Determinants
of Health authored by the Committee on Educating Health Professionals to Address
the Social Determinants of Health; Board on Global Health; Institute of Medicine;
National Academies of Sciences, Engineering, and Medicine. The PDF is available from
The National Academy Press at http://www.nap.edu/21923

. NCHHSTP Social Determinants of Health
https://www.cdc.gov/nchhstp/socialdeterminants/resources.html

« The Population Health Milestone-Based Curriculum.

« A New Way to Talk about the Social Determinants of Health. Vulnerable Populations
Portfolio, RWIF
http://www.rwijf.org/content/dam/farm/reports/reports/2010/rwijf63023

« Integration of Primary Care and Public Health. https://www.practicalplaybook.org/

« Mittler JN, Mertsolf GR, Talenko S], Scanlon DP. Making Sense of “"Consumer
Engagement” Initiatives to Imﬂrove Health and Healthcare: A Conceptual Framework
to Guide Policy and Practice. The Milbank Quarterly. 2013; 91(1):37-77.
doi:10.1111/ncilg.12002


http://www.nap.edu/21923
https://www.cdc.gov/nchhstp/socialdeterminants/resources.html
http://www.rwjf.org/content/dam/farm/reports/reports/2010/rwjf63023
https://www.practicalplaybook.org/

More Resources and References

. Frieden TR. A framework for public health action. Am ] Public Health. 2010;100(4):590-595.

. Who Will Keep the Public Healthy? Educating Public Health Professionals for the 21st Century
http://www.nap.edu/catalog.php?record id=10542#toc

. Institute of Medicine. Training Physicians for Public Health Careers. Washington, DC: National
Academy Press; 2007

. Council on Graduate Medical Education Twentieth Report, Advancing Primary Care, 2010
http://www.cogme.gov/20thReport/cogme20threport.pdf

. AAMC Report II Contemporary Issues in medicine: Medical Informatics and Population Health.
Medical School Objectives Project, June 1998

. https://services.aamc.org/publications/showfile.cfm?file=version88.pdf&prd id=199&prv_id=240&
pdf id=88

. Summary of the Meeting: Developing a Strong Primary Care Workforce. Macy Foundation Report
. http://www.macyfoundation.org/docs/macy pubs/jmf primarycare summary.pdf

. Educating Nurses and Physicians: Toward New Horizons. Advancing Inter-professional Education in
Academic Health Centers, June 2010
Bttl:()j://www.macvfoundation.orq/docs/macv pubs/JMF Carnegie Summary WebVersion %283%?2
.p
. Materials pertinent to each state on social determinants of health
http://www.cdc.gov/socialdeterminants/Resources.html



http://www.nap.edu/catalog.php?record_id=10542#toc
http://www.cogme.gov/20thReport/cogme20threport.pdf
https://services.aamc.org/publications/showfile.cfm?file=version88.pdf&prd_id=199&prv_id=240&pdf_id=88
http://www.macyfoundation.org/docs/macy_pubs/jmf_primarycare_summary.pdf
http://www.macyfoundation.org/docs/macy_pubs/JMF_Carnegie_Summary_WebVersion_(3).pdf
http://www.cdc.gov/socialdeterminants/Resources.html

More Resources and References

Who Will Keep the Public Healthy? Educating Public Health Professionals
for the 21st Century

http://www.nap.edu/catalog.php?record id=10542#toc

Institute of Medicine. Training Physicians for Public Health Careers.
Washington, DC: National Academy Press; 2007

Council on Graduate Medical Education Twentieth Report, Advancing
Primary Care, 2010

http://www.cogme.gov/20thReport/cogme20threport.pdf

AAMC Report Il Contemporary Issues in medicine: Medical Informatics and
Population Health. Medical School Objectives Project, June 1998

https://services.aamc.org/publications/showfile.cfm?file=version88.pdf&prd id=199&p
rv_id=240&pdf id=88
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More Resources and References

Summary of the Meeting: Developing a Strong Primary Care Workforce. Macy
Foundation Report

http://www.macyfoundation.org/docs/macy pubs/imf primarycare summary.pdf

Educating Nurses and Physicians: Toward New Horizons. Advancing Inter-
professional Education in Academic Health Centers, June 2010
http://www.macyfoundation.org/docs/macy pubs/JMF_Carnegie_Summary WebVersion
%283%29.pdf

Kindig D and Stoddart S (2003). What is population health? AJPH 93 (3): 380-383

Centers for Disease Control and Prevention. Principles of community engagement (1st
ed.). Atlanta (GA): CDC/ATSDR Committee on Community Engagement; 1997

Stokols D. Translating social ecological theory into guidelines for community health
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