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Presentation Notes
This is a Cliff’s Notes version of the history of the EHDI that I have been using to keep myself focused.  Many of you in this room lived through this history.  It is not my intention to teach you as it is to make sure we are all on the same page.  I also want to thank you for getting us this far.  You should not be disappointed about where we are.  We continue to build on your shoulders.

As a whole, Minnesotans are viewed as a very healthy population.  Historically, we have been ranked as the healthiest or 2nd healthiest state in the union.  Our ranking slipped to 4th place this year.  

While the majority of our population is healthy, this level of health is certainly not shared by all – and is disproportionately lower in populations of color and American Indians.  And that is the goal of the eliminating health disparities initiative – to assure that all Minnesotans are healthy and able to contribute equally as productive members of our society.



Eliminating Health Disparities Eliminating Health Disparities 
Initiative (EHDI)Initiative (EHDI)

Statewide effort to eliminate disparities in 8 
areas:

Infant Mortality
 

Diabetes
Childhood/Adult Immunization

 
HIV/AIDS and STIs

Cardiovascular Disease
 

Breast/Cervical Cancer
Violence/Unintentional Injury

 
Healthy Youth Dvlpmt

affecting African American, American Indian, 
Asian/Pacific Islander and Hispanic/Latino populations

Presenter
Presentation Notes
The Eliminating Health Disparities Initiative began in 2000 with legislation directing MDH to focus efforts toward eliminating eight specific areas of disparity as defined through available data and community input from a variety of stakeholders.



Please notes:

Healthy Youth Development is technically not one of the priority areas in statute.  However, we have been able to direct TANF funds to bolster our GF dollars in the Initiative, and those funds are used for healthy youth development.  

Eileen Grundstrom

Training Coordinator Health Educator for Minnesota Tribes

TANF Family Home Visiting (Statue 145A.17 Family Home Visiting Programs)

The TANF program funds family home visiting programs designed to foster healthy beginnings, improve pregnancy outcomes, promote school readiness, prevent child abuse and neglect, reduce juvenile delinquency, promote positive parenting and resiliency in children, and promote family health and economic self-sufficiency for children and families.

Ten of the eleven federally-recognized MN tribes receive funding for TANF family home visiting and/or healthy youth development.  

Current Projects

1.	Abinouji Nishwe Conference and Training coordination, March 17, 18, 2010.  Abinouji in the Ojibwe language means “Sacred Spirit, Coming In, Who Has a Voice” or “Baby” in English.  The conference and training will focus on American Indian Infant Mortality disparities.

2.	Wellbriety training coordination (May 2010) on historical and intergenerational trauma

3.	Evidence-based Nurse Family Partnership Home Visiting Program adaptation and implementation in three tribal communities.

4.	Reflective Practice and Infant Mental Health mentorship adaptation development and implementation in tribal communities.

5.	American Indian Home Safety Checklist updates and training in tribal communities.

6.	Evidence-based Native STAND curriculum training for implementation in tribal communities.



The main EHDI indicator for healthy youth development is the teen pregnancy rate.



MN baseline prior to EHDI


 

African American and American 
Indian infant mortality rates nearly 3 
times higher than White



 

Latina teen pregnancy rates were 
nearly 5 times higher than White, 
African American even higher



 

African American diabetes mortality 
nearly 3 times White rate, American 
Indian even higher



 

American Indian suicide rates were 
1.6 times higher than the White rate, 
and the Hispanic/Latino rate was 1.2 
times higher
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Presentation Notes
Key messages:

Populations of color face far higher incidence of many chronic diseases, earlier mortality, etc.  

This isn’t just a problem in MN, it’s a national struggle.  MN was a leader in choosing to tackle this problem with a statewide initiative; few states have taken it to such a high level, and we’re one of few states to actually be making headway in reducing disparities.

This is a quality of life issue – it has moral as well as financial ramifications.  





Eliminating Health Disparities Eliminating Health Disparities 
Initiative (Initiative (EHDIEHDI))

Statewide Goals:
–

 
Reduce disparities in 
infant mortality and 
child/adult 
immunization by 50% 
by 2010

–
 

Reduce disparities in 
other health priority 
areas
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We have made progress toward the achievement of these goals through the awarding of grants to tribal governments, communities and organizations serving populations of color and American Indians.  For the most part, these grants have focused on building capacities and serving individuals within their communities (i.e., improving knowledge, awareness, attitudes and behaviors)



Current status:  

We have met the 50% goal for Hispanic and Asian infant mortality, and have decreased infant mortality disparities for African American and American Indian populations as well.

Latina teen pregnancy rates have decreased, but are still nearly 5 times the white rate (the white rate has decreased).  For African Americans, the rate was previously 5.4 times the white rate; now, the African American teen pregnancy is 4.2 times the white rate.

African American diabetes rates were nearly 3 times the white rate; now, the African American rate is nearly 2.5 times the white rate.  For American Indians, the rate has changed from nearly 5 times the white rate to roughly 4.2 times the white rate.

American Indian suicide rates were 1.6 times higher than the White rate; now, they are 1.9 times the white rate.  The Hispanic/Latino suicide rate was 1.2 times higher than the White rate; it is now lower than the white rate and the disparity has been eliminated.





EHDI Grantee OverviewEHDI Grantee Overview

44 Counties

10 Tribes

42 Grantees
Biennially:

$10.4M in grants
(includes TANF)

$500,000: Outreach 
services for foreign-

 born persons

Presenter
Presentation Notes
The biennial grant amount of $10.4M includes $4M in TANF funds.  It is these grantees that are shown on the state map.



In 2005 in Minnesota, there were about 725,000 people within these populations.  Through our Eliminating Health Disparities grants, we directly reached about 8% of these targeted groups people. 



I’d like to ask you to hold that thought.  We will describe later in our presentation how we intend to take this initiative to the next stage to achieve a greater impact on health disparities.





Progress in Priority AreasProgress in Priority Areas

Overall, we have made progress in 
decreasing disparities

Rates remain significantly higher for 
Populations of Color/American Indians in 
many areas

Populations of Color/American Indians are 
not always sharing in improvements that are 
reducing White rates

 In some areas, disparities have increased 

Presenter
Presentation Notes
There are no targets for the other priority areas; the statute directs MDH to close the gap, but does not set targets.

Examples: 

Bullet 1: 62% of indicators showed either an elimination of the disparity or a reduction in its magnitude.  Some of the most dramatic movement has been in African American cervical cancer incidence(54% reduction in disparity), African American heart disease mortality (94% reduction in disparity), Asian teen pregnancy (37% reduction in disparity), and American Indian HIV (52% reduction in disparity)

Bullet 2: Cervical cancer incidence rates for Asians, African Americans, and American Indians are still twice as high as for Whites, despite reductions in disparities for each population ranging from 15% to 54%.

Bullet 3: In the area of heart disease, the white rate decreased by roughly 30% from the baseline period.  During the same time, American Indian rates only decreased by 15%.  As a result, the disparity widened by nearly 40%.  Whatever successes we are having with Whites are not necessarily translating to success in the American Indian community.

Bullet 4: Disparities have gotten worse in new HIV infections for African Americans and Hispanics, and in chlamydia incidence for African Americans.  White rates have increased in both of these areas as well.



Statewide OutcomesStatewide Outcomes


 

Substantial progress has been made to 
reduce disparities in all priority areas 


 

MDH has not met all goals


 

Across all 45 indicators:
- 11% showed the disparity eliminated

- 51% showed improvement

- 13% showed an increase in disparity

- 22% had no past or current disparity

Presenter
Presentation Notes
Key message - While much work has been on indiv level, goals are statewide, and success has been mixed.  Highlight areas of great progress, areas of smaller progress, areas where numbers have gone in the wrong direction.  



Disparity eliminated: Gonorrhea incidence (Asians), Unintentional injury mortality (African American, Asian, Hispanic), Suicide (Hispanic)



Improvement: Cervical cancer incidence (African American, American Indian, Asian), Breast cancer mortality (African American), Heart disease mortality (African American), Diabetes mortality (African American, American Indian, Hispanic), Teen pregnancy (all), new HIV infection (American Indian, Asian), Chlamydia incidence (American Indian, Asian, Hispanic), Gonorrhea incidence (African American, American Indian, Hispanic), Homicide (all)



Disparity increased: Heart disease mortality (American Indian), new HIV infection (African American, Hispanic), Chlamydia incidence (African American), Unintentional injury mortality (American Indian)



No past or current disparity: Breast cancer incidence (African American, American Indian, Asian), Breast cancer mortality (American Indian, Asian), Heart disease mortality (Asian, Hispanic), Diabetes mortality (Asian), Suicide (African American, Asian)



EHDI EHDI –– Next GenerationNext Generation

Enhance individual focus with system and 
policy changes to address demographic 
changes

Address data limitations (lack of 
race/ethnicity data limits our ability to 
measure progress for some health 
priority areas)

Develop broader partnerships and more 
integration of efforts 

Presenter
Presentation Notes
We need to look at the broader factors which impact health.  



  We need to enhance the work that has been done on the individual level, by addressing social, environmental and systems factors that impact health.



  We need to resolve the limitations of our data systems in order to more effectively measure and evaluate progress.



  We need to develop broader partnerships and to assure greater integration of efforts as we work collectively to eliminate health disparities.

	_______________________________________________

Example:  Reduction of tobacco use and exposure.



Social Determinants 
and Environmental 

Factors
Individual Factors

Age
Weight
Health Risk 
Behaviors
Genetics
Chronic Illness

Education
Health Care Access
Living Conditions

Income
Housing

Health Care Delivery System
Local Public Health
Social Services
Policies

Systems Factors

Presenter
Presentation Notes
As we move forward with the EHDI program, we recognize that health disparities exist because of a confluence of individual factors (such as age, weight, and genetics), social and environmental factors (neighborhood safety and physical activity opportunities, availability of fresh fruits and vegetables, income, housing quality, education, access to care, etc) and systems factors (such as local public health and the health care delivery system).  The elimination of health disparities requires work and change on all of these levels, and a concerted effort by all stakeholders, including providers of care.



Data Issues/SolutionsData Issues/Solutions

We currently face a number of challenges:
–

 
Data not available for some sub-groups

–
 

Incomplete coverage across state (MIIC)

–
 

For some areas, mortality only measure
•

 

Diabetes, Heart Disease, Injury

•

 

No information about # diagnosed with/living with 
disease

•

 

Mortality differences may reflect access/quality 
disparities or different rates of diagnosis

Data only tell  part of the story
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As you can see from the previous slide, data is more robust for some priority areas than for others.  Overall, we face several hurdles as we work to measure the results of our work and paint a more complete picture of health disparities:

We often lack race/ethnicity data.  For example, while the BRFSS survey includes demographic information, the sample size is too small to allow for analysis by those characteristics.  

In some cases, race/ethnicity data is there, but coverage is incomplete.  For example, MIIC data includes r/e, but not all clinics or immunization providers currently participate, and participation rates aren’t equal across the state.

For some measures (diabetes, heart disease, etc), mortality data is all we currently have.  

This limits our ability to track disparities in prevalence of the disease; how many people are LIVING with these conditions?

Mortality measures may also be impacted by access to/quality of care; even if similar percentages of people are diagnosed, some may get better treatment than others, or may have better outcomes.  So they aren’t always totally straightforward to interpret.

Most importantly, any single measure can only tell part of the story.  We may know who has or hasn’t been screened for cervical cancer, but we’re unlikely to know why.  We may know that someone has been diagnosed with diabetes, but we don’t always know whether they have insurance or a doctor – or if they have other barriers to care that make them less likely to get help for their condition.  We may not even know what each person considers to be ‘good’ health, and how that impacts their decisions about care.

Having good data is crucial, but it has to be fleshed out beyond what a single number can tell us.





EHDI, Version 2.0



 

• Maximizing the investment in EHDI by integrating strategies for 
eliminating health disparities into MDH programs, as well as 
coordinating and collaborating with other health promotion efforts and a 
range of state agencies, local public health, and other institutions. 



 

• Developing policies and programs to address the environmental factors 
that contribute to poor health and health disparities. 



 

• Improving data collection efforts toward common goals so that high- 
quality, reliable statewide data is available for the evaluation of EHDI 
outcomes and to hold the initiative accountable. 



 

• Expanding and replicating innovative programs that systematically and 
sustainably reach as many people as possible and that work for 
Populations of Color and American Indians. 



 

• Expanding the focus of the EHDI to explore and address policies and 
systems that impact health disparities to create sustainable change. 



 

• Exploring how to increase social capital as part of the work in 
eliminating health disparities as the demographics of Minnesota 
diversify, so we embrace our rich cultural and ethnic heritage now and 
into the future.



Office of Minority and Multicultural 
Staff

Administrative Principal
-Mary M. Johnson

Grants Managers
-Xiaoying Chen
-Rosemarie Rodriguez-Hager

Grants Specialist 
-Nyagatare Valens

Tribal Liaison
-Sharon Smith

Tribal Health Educator
-Eileen Grundstrom 
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Currently, the staff consists of the following individuals.  



Current EHDI Grant Status

Community Grant Extensions 

New Grant End Date June 30, 2010

39 Current Grants

10 Tribal Grants

Presenter
Presentation Notes
Decision June 2009, extensions would be provided to current grantees, who scheduled end date was 12/31/09.

Extension would be for time, to June 30, 2010; to align new grants with the state fiscal year of July 2011.

Extension would also provide appros. 25% of prior total grant funds for the 6 month period.

This extension not a guarantee; it would be based on receipt of requested materials, and review and approval of the work plans and budget by grant managers.

Currently all paperwork for the extension has been completed, and we have 39 current grants-with programs continuing the work.

The tribal grants are under a different timeline which Sharon will explain, but we do continue to have 10 Tribal grants. 

Out of the 39 grants we have ____ in this many HPAs.



Current EHDI Grant Status

►African American AIDS Task Force
►

 

Annishinabe

 

Center 
►

 

Bois Forte Reservation 
►

 

Boys and Girls Club 
►

 

Centro Campesino
►

 

Centro Cultural Center 
►

 

Centro de Salud
►

 

Children’s Health Care 
►

 

Family and Children’s Service 
►

 

Freeport West

►

 

Fremont Community Health Services 
►

 

Hennepin County Family Medical Center 
►

 

Indian Health Board 
►

 

Leech Lake Band of Ojibwe
►

 

Olmsted Community Health Board 
►

 

Partners for Violence Prevention 
►

 

St. Mary’s Health Clinics 
►

 

Stairstep

 

Foundation 
►

 

Turning Point Family 
►

 

West Central Integration Collaborative
►

 

West Side Community Health Services

Grant Manager:  Rosemarie Rodriguez-Hager
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Currently, we have 2 grant managers; 

Xiaoying and I have divided the grants and are responsible for ensuring work plans are completed, and budgets are followed. 

I currently have 21 grantees, 10 of them being newly assigned to me.  There has been a lot of work accomplished by the grantees in the last 8 years, and as we move forward, I look forward to seeing how the lessons we have learned are utilized in the coming RFP cycle.  





►Agape House for Mothers
►American Indian Family Center
► Annex Health Clinic
► Camphor Foundation
►Center for Asian & Pacific Islanders
► Council on Crime & Justice
► Dar Al-Hajrah

 

Cultural Center
► GMCC-Division of Indian Work
►Hmong American Partnership

►

 

Lao Family Community 
►

 

Minneapolis American Indian Center 
►

 

Minneapolis Urban League 
►Minnesota International Health Volunteers 
►

 

Park Avenue Family Practice 
►

 

Southeast Asian Community Council 
►

 

Southeast Asian Ministry 
►

 

Storefront Group
►

 

Vietnamese Social Services of MN 

Current EHDI Grant Status

Grant Manager:  Xiaoying Chen



Tribal Liaison: Sharon Smith

►

 

Bois Forte
►

 

Fond du Lac
►

 

Grand Portage
►

 

Leech Lake
►

 

Lower Sioux
►

 

Mille Lacs
►

 

Prairie Island
►

 

Red Lake
►

 

Upper Sioux
►

 

White Earth

Tribal Grants 
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