
From: Cathleen Urbain [mailto:cmurbain@pediatrichomeservice.com] 
Sent: Tuesday, January 14, 2014 2:28 PM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity REPORT FEEDBACK

I would like to propose that MDH include in its Advancing Health Equity Report a role as facilitator of
 inter-agency collaboration at the state and local levels to address health literacy, culture and
 language as they impact citizen understanding of

· Avenues to access medical care
· Resources for payment for medical care
· Health information itself

Efforts could include, but  not be limited to,
· Education and non-financial incentives for medical providers to train staff and monitor
 performance quality in the areas of communication, treatment planning and adherence,
 and patient/provider problem solving as impacted by health literacy, culture and language.
· Adult education outreach and training in health care self-advocacy
· K-12 and college initiatives for student awareness of high frequency health care issues,
 the structure of  health care systems, and  health care self-advocacy.

Thank you for the opportunity to provide feedback.

Cathleen Urbain, Ph.D.
Patient Advocate

Pediatric Home Service
2800 Cleveland Ave N
Roseville, MN 55113

(P) 651-789-3286
(F) 651-789-0948
(Main) 651-642-1825
www.pediatrichomeservice.com

thrive

The information contained in this message is privileged and confidential information intended only for the use of the
 individual or entity named. If the reader of this message is not the intended recipient, you are hereby on notice that
 you are in possession of confidential and privileged information. Any dissemination, distribution or copying of this
 communication is strictly prohibited. You will immediately notify the sender of your inadvertent receipt and return the
 original message to the sender.
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From: Jane Hinrichsen [mailto:jane.hinrichsen@gmail.com] 
Sent: Tuesday, January 14, 2014 4:04 PM
To: *MDH_Advancing-Health-Equity; Rachel Callanan; cherry cramer
Subject: Health equity

Health equity is an issue that should be addressed or continue to be addressed.   It is my
 understanding that schools are no longer required to conduct Family and Consumer Sciences
 in junior high and middle schools.   Because of this many schools are discontinuing Facs
 programs for more "academic" subjects. Why do we need to study this? 

Shouldn't we just say we made a mistake by discontinuing Facs requirement and put this
 already in place program back in the forefront of education? Take this study money and give
 it to schools so that they can afford healthy food for food demonstrations and preparation.

Please stop with the red tape and move forward. 

Jane Hinrichsen
Retired Facs teacher that cares
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From: Liz Ehlinger [mailto:liz.ehlinger@gmail.com] 
Sent: Thursday, January 16, 2014 3:20 PM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity REPORT FEEDBACK

First of all, thank you for all your work creating this report.  It represents an
 amazing step forward to improve the health of all Minnesotans.  Seeing proof of a
 governmental organization acknowledging structural racism and the social determinants of
 health is very empowering, and I hope this document and its later forms will exert a great
 inspirational force to community groups and lawmakers both in and out of this state.  

While I am absolutely on board with addressing the elements of structural racism
 outlined by the report, I would like to emphasize that this is a perfect opportunity to
 simultaneously address issues faced by the LGBTQ community.  I know some of the
 local LGBTQ organizations, such as Rainbow Health Initiative, were involved in the early
 meetings about this document, and indeed the report does mention some ways in which
 this community’s health is affected by social inequalities.  However, in the push to
 emphasize all the evils of structural racism, I fear that we may miss a chance to fight the
 common battles against racism, homophobia, and transphobia.  Below I outline some easy
 ways to incorporate actions to help the LGBTQ community into existing policy ideas in the
 report.

- Data collection: I heard at the Jan 15 community listening session that MDH is already
 looking into a report on how to include new and better language about race and ethnicity
 as they work on standardizing data collection.  This is a perfect time to consult with the
 LGBTQ community about the proper language to use to ask questions about sexuality and
 gender identity as well.  This entails adding just a few questions to a form, but can yield a
 treasure trove of information about the needs of our community - or even its exact
 numbers.  Until we are counted, we do not exist!  This is especially true of bisexual and
 transgender people, who have been further marginalized within an already marginalized
 community.  

- Grants: I urge you not to pass over LGBTQ organizations when awarding health equity
 grants.  Many of these organizations are particularly working with youth of color, who are
 disproportionately affected by disparities.  The majority of LGBTQ organizations in this
 state have fewer than two staff members, and these groups with volunteer boards lack the
 time and expertise to submit extra-polished grants - however they do have a lot of
 expertise about how to make a difference in the lives of these youth.

- Legislation: If we are passing better anti-discrimination policies to address discrimination
 on the basis of race in employment, housing, education, etc, we should also be adding a
 clause about sexual orientation and gender identity/expression at the same time.
  Likewise, anti-bullying legislation can include that specific language to protect people no
 matter what their skin color or gender expression.  

- Community Collaboration: Please reach out to LGBTQ organizations for input on how to
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 add more inclusive language.  We want to help you help us!  In this vein, I propose that
 the Minnesota Center for Health Equity establish an LGBTQ Cultural Liaison who can
 recommend community partners and make sure that LGBTQ interests do not get lost in the
 greater struggle for health equity in the state of Minnesota.  
 
Thank you for your time, and please do not hesitate to contact me.
 
Liz Ehlinger
liz.ehlinger@gmail.com; 952-221-5777
University of Minnesota Medical School Class of 2016
Secretary of the Minnesota Transgender Health Coalition
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From: Victoria Albright [mailto:v_albright@yahoo.com] 
Sent: Tuesday, January 21, 2014 10:51 AM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity in Minnesota

To Whom It May Concern, 

I am writing to encourage you to include language on the importance of breastfeeding in the report to
legislature, Advancing Health Equity in Minnesota.

Disparity in health across economic, racial and geographic divisions can be significantly impacted by
one very simple act:  breastfeeding.  Breastfeeding a baby provides short-term and long-term health
benefits for both baby and mother.  It is free and lowers health care costs dramatically.  Breastfeeding
is paramount to early childhood health for all children and this needs to be stated in writing in the
document to be proposed to legislature.  Benefits for children include lower rates of SIDS, respiratory
illness, necrotizing enterocolitis, ear infections, diarrhea, common colds and influenzas, urinary tract
infections.  Long-term benefits for breastfed children later in life include lower rates of diabetes, obesity,
asthma, eczema, high blood pressure and many autoimmune disorders.  Benefits to breastfeeding
mothers include decreased rates of breast cancer, ovarian cancer, heart disease and osteoporosis.

Not only is breastfeeding hugely important to childhood health, it also lowers rates of obesity and
cancer.  These are two issues noted in the draft where the importance of breastfeeding can also be
included.

Thank you for your consideration.

Vickie Albright, IBCLC
15835 Woodgate Rd S
Minnetonka, MN 55345
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January 23, 2014 
 
Edward P. Ehlinger, M.D., M.S.P.H. 
Commissioner  
Minnesota Department of Health 
P.O. Box 64975 
Saint Paul, MN 55164 
 
Dear Commissioner Ehlinger:  
 
On behalf of the Minnesota Health Care Safety Net Coalition, thank you for your ongoing work 
to advance health equity in Minnesota.  Overall, we strongly support the recommendations that 
have been included the draft Advancing Health Equity in Minnesota: Report to the Legislature.   
We appreciate this opportunity to provide comment on the draft report and urge the 
Department to continue to develop concrete steps to follow-through on these excellent 
recommendations.    
 
The Safety Net Coalition (SNC) represents Minnesota’s community-based safety net health centers, 
mental health centers, dental clinics, safety net hospitals, outreach and other nonprofit 
organizations that serve low-income, uninsured and disadvantaged Minnesotans.  The patients 
served by the Coalition’s members face the most serious barriers and challenges to accessing the 
services they need to be healthy, to manage a chronic disease or to receive treatment of an illness or 
injury.   

The SNC strongly supports all of the recommendations included in the report, and is especially 
supportive of MDH Recommendation 12:  Develop a long term plan for improving the collection, 
analysis, reporting, dissemination and use of health equity data.  In addition, we support the 
corresponding steps outlined, including implementing a Race/Ethnicity/Language (REL) data 
collection standard with an emphasis on adding granular data, developing a standard set of social 
determinants of health, and developing a list of key health equity indicators.   

We also encourage MDH to include recommendations within this section to address adjusting health 
care quality measures and financial reporting in order take into account social determinants of 
health.  Extensive research literature, including findings from this report, clearly document that 
socio-economic factors profoundly impact a patient’s health outcomes.  Risk adjustment is vitally 
important to ensure that safety net providers who serve high proportions of patients with complex 
health and socio-economic needs are not penalized because they serve patients and communities 
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with the greatest health disparities.  The current Statewide Quality Reporting and Measurement 
System (SQRMS) methodology and quality standards are inadequate to account for the social and 
health complexities of patients that we know affect access, health status and treatment outcomes.  
To address this shortcoming we suggest strengthening recommendation #12 by adding:  

h) Using improved data collection standards adjust or enhance existing quality 
and performance measures to take into consideration REL/social determinants 
of health. 

The SNC is ready to work with MDH, the State, and other partners in efforts to take action on 
the recommendations included in this report.  Thank you again for this report and your 
commitment to continue to work on this issue.   
 
Sincerely, 

 
 
Emily B. Zylla 
Staff, Safety Net Coalition  
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From: John Salisbury [mailto:john.salisbury@rainbowhealth.org] 
Sent: Friday, January 24, 2014 9:40 AM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity REPORT FEEDBACK.

Attached is the feedback on MDH’s draft of its Advancing Health Equity Report from The LGBTQ
 Health Advocacy Roundtable, coalition of stakeholders who work to advance health equity for
 LGBTQ people in Minnesota.

I am both attaching these comments in a word document and also including them in the text of this
 email.

01-24-2014

Comments on the Minnesota Department of Health, Advancing Health Equity Report Draft

The LGBTQ Health Advocacy Roundtable
Senator Scott Dibble
Health Equity Working Committee
Minnesota AIDS Project
Minnesota Transgender Health Coalition
Outfront Minnesota    
Rainbow Health Initiative
SEIU Healthcare Minnesota
Bethany Snyder, Office of Senator Al Franken

The Advancing Health Equity Report produced by the Minnesota Department of Health
 represents an important step in engaging in a more systematic discussion of health equity
 in Minnesota. The LGBTQ Health Advocacy Round Table applauds the report’s discussion
 of these issues as they pertain to the health equity concerns of the LGBTQ community. 
 There are some instances where language in the report should be adjusted to be address
 the entire LGBTQ community and those edits have been submitted in a separate
 document. This set of comments focuses more broadly on topics or sections that this
 coalition would like added or revised to better reflect the health issues of LGBTQ people in
 Minnesota.

On page 5, the report talks about the history of Minnesota’s efforts to better understand
 issues related to health disparities by discussing a series of reports created by the
 Minnesota Department of Health and other state agencies. Missing from this section is a
 MDH report, "Health and Well-being: A Professional's Guide to Gay, Lesbian, Bisexual,
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Comments on the Minnesota Department of Health, Advancing Health Equity Report Draft



The LGBTQ Health Advocacy Roundtable

[bookmark: _GoBack]Senator Scott Dibble

Health Equity Working Committee

Minnesota AIDS Project

Minnesota Transgender Health Coalition

Outfront Minnesota	

Rainbow Health Initiative

SEIU Healthcare Minnesota

Bethany Snyder, Office of Senator Al Franken



The Advancing Health Equity Report produced by the Minnesota Department of Health represents an important step in engaging in a more systematic discussion of health equity in Minnesota. The LGBTQ Health Advocacy Round Table applauds the report’s discussion of these issues as they pertain to the health equity concerns of the LGBTQ community.  There are some instances where language in the report should be adjusted to be address the entire LGBTQ community and those edits have been submitted in a separate document. This set of comments focuses more broadly on topics or sections that this coalition would like added or revised to better reflect the health issues of LGBTQ people in Minnesota.

On page 5, the report talks about the history of Minnesota’s efforts to better understand issues related to health disparities by discussing a series of reports created by the Minnesota Department of Health and other state agencies. Missing from this section is a MDH report, "Health and Well-being: A Professional's Guide to Gay, Lesbian, Bisexual, and Transgendered [sic] Youth Health."  from 2002 which was one of the first times the state of Minnesota looked systematically at the health issues affecting the LGBTQ community. 

The report would also benefit from more discussion of the disparities that LGBTQ individuals encounter in the following areas, particularly among LGBTQ communities of color: higher rates of HIV/AIDS in the LGBTQ community, the long-term health effects of HIV infection and treatment; lack of access to comprehensive sexual education around LGBTQ issues in schools; and the systematic legal and medical barriers for transgender people. Particularly, in the section starting on page 39 which discusses health disparity data, this group feels that it is important to include data on the higher rates of HIV and STI’s among LGBTQ people, either from MDH’s own HIV/AIDS Surveillance reports or the CDC’s reports on HIV  by priority populations http://www.cdc.gov/hiv/library/factsheets/index.html). 

In several sections, the report discusses the need to create a standard set of social determinants of health (SDOH). However, gender identity is consistently not included in those discussions, even though research consistently shows that gender identity has a profound effect on health status. For example, on page 16 the list of social determinants of health includes race, ethnicity, language, birthplace, gender, sexual orientation, acculturation, educational attainment, socioeconomic position, occupation and employment status, but not gender identity.  In addition to ensure that gender identity is included in discussions of social determinants of health, this group proposes that the standard set of SDOH (including questions pertaining to sexual orientation and gender identity) be incorporated in all data collection efforts by MDH.

In several places the report calls for a need for greater engagement with communities of color and people of diverse ethnic and racial backgrounds; however, greater engagement with the LGBTQ community is not included in those sections. This coalition would like to see this report include a commitment to increase engagement with the LGBTQ community.

The coalition proposes a re-write of paragraph on page 37 to reflect a broader understanding of LGBTQ health issues and their connection with negative experiences in school settings with revised language below: 

“This lack of research is a concern because what evidence there is points to, among other things, a greater frequency of negative school experiences (e.g., bullying) for LGBTQ  adolescents, a point MDH made as early as 2002 in its report, "Health and Well-being: A Professional's Guide to Gay, Lesbian, Bisexual, and Transgendered [sic] Youth Health."  These negative school experiences can diminish educational success, affect lifetime health outcomes, and elevate risks of depression and suicide for LGBTQ individuals.  During adolescence or throughout life, LGBTQ individuals may experience higher rates of substance abuse or mental-health concerns (see pp.49-50), and may reduce or delay the seeking of health care due to fear of discrimination.  LGBTQ persons of all ages, including the elderly, can experience poorer outcomes from encounters with the health-care system, due to a lack of providers who are knowledgeable about LGBTQ health needs.  HIV remains a significant health concern within the LGBTQ community, particularly among LGBTQ persons of color, and transgender individuals who are undergoing a gender transition face challenges accessing appropriate health care and identity documents.  In addition, being an LGBTQ person of color, or having a disability, or living in poverty, means facing multiple forms of structural inequities.”



Finally, this group would like to request the creation of a state-wide task force or body within the Minnesota Department of Health dedicated to addressing issues around LGBTQ health equity. 



 and Transgendered [sic] Youth Health."  from 2002 which was one of the first times the
 state of Minnesota looked systematically at the health issues affecting the LGBTQ
 community.
 
The report would also benefit from more discussion of the disparities that LGBTQ
 individuals encounter in the following areas, particularly among LGBTQ communities of
 color: higher rates of HIV/AIDS in the LGBTQ community, the long-term health effects
 of HIV infection and treatment; lack of access to comprehensive sexual education around
 LGBTQ issues in schools; and the systematic legal and medical barriers for transgender
 people. Particularly, in the section starting on page 39 which discusses health disparity
 data, this group feels that it is important to include data on the higher rates of HIV and
 STI’s among LGBTQ people, either from MDH’s own HIV/AIDS Surveillance reports or the
 CDC’s reports on HIV  by priority populations
 http://www.cdc.gov/hiv/library/factsheets/index.html).
 
In several sections, the report discusses the need to create a standard set of social
 determinants of health (SDOH). However, gender identity is consistently not included in
 those discussions, even though research consistently shows that gender identity has a
 profound effect on health status. For example, on page 16 the list of social determinants of
 health includes race, ethnicity, language, birthplace, gender, sexual orientation,
 acculturation, educational attainment, socioeconomic position, occupation and employment
 status, but not gender identity.  In addition to ensure that gender identity is included in
 discussions of social determinants of health, this group proposes that the standard set of
 SDOH (including questions pertaining to sexual orientation and gender identity) be
 incorporated in all data collection efforts by MDH.
In several places the report calls for a need for greater engagement with communities of
 color and people of diverse ethnic and racial backgrounds; however, greater engagement
 with the LGBTQ community is not included in those sections. This coalition would like to
 see this report include a commitment to increase engagement with the LGBTQ community.
 
The coalition proposes a re-write of paragraph on page 37 to reflect a broader
 understanding of LGBTQ health issues and their connection with negative experiences in
 school settings with revised language below:

“This lack of research is a concern because what evidence there is points to, among
 other things, a greater frequency of negative school experiences (e.g., bullying) for
 LGBTQ  adolescents, a point MDH made as early as 2002 in its report, "Health and
 Well-being: A Professional's Guide to Gay, Lesbian, Bisexual, and Transgendered
 [sic] Youth Health."  These negative school experiences can diminish educational
 success, affect lifetime health outcomes, and elevate risks of depression and
 suicide for LGBTQ individuals.  During adolescence or throughout life, LGBTQ
 individuals may experience higher rates of substance abuse or mental-health
 concerns (see pp.49-50), and may reduce or delay the seeking of health care due
 to fear of discrimination.  LGBTQ persons of all ages, including the elderly, can
 experience poorer outcomes from encounters with the health-care system, due to a
 lack of providers who are knowledgeable about LGBTQ health needs.  HIV remains
 a significant health concern within the LGBTQ community, particularly among
 LGBTQ persons of color, and transgender individuals who are undergoing a gender
 transition face challenges accessing appropriate health care and identity
 documents.  In addition, being an LGBTQ person of color, or having a disability, or
 living in poverty, means facing multiple forms of structural inequities.”
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Finally, this group would like to request the creation of a state-wide task force or body
 within the Minnesota Department of Health dedicated to addressing issues around LGBTQ
 health equity.
 
 
John Salisbury, MPH
Program Manager
Rainbow Health Initiative
612-206-3180
john.salisbury@rainbowhealth.org,
www.rainbowhealth.org
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Comments on the Minnesota Department of Health, Advancing Health Equity Report Draft 

 

The LGBTQ Health Advocacy Roundtable 

Senator Scott Dibble 

Health Equity Working Committee 

Minnesota AIDS Project 

Minnesota Transgender Health Coalition 

Outfront Minnesota  

Rainbow Health Initiative 

SEIU Healthcare Minnesota 

Bethany Snyder, Office of Senator Al Franken 

 

The Advancing Health Equity Report produced by the Minnesota Department of Health 
represents an important step in engaging in a more systematic discussion of health equity in 
Minnesota. The LGBTQ Health Advocacy Round Table applauds the report’s discussion of 
these issues as they pertain to the health equity concerns of the LGBTQ community.  There are 
some instances where language in the report should be adjusted to be address the entire 
LGBTQ community and those edits have been submitted in a separate document. This set of 
comments focuses more broadly on topics or sections that this coalition would like added or 
revised to better reflect the health issues of LGBTQ people in Minnesota. 

On page 5, the report talks about the history of Minnesota’s efforts to better understand issues 
related to health disparities by discussing a series of reports created by the Minnesota 
Department of Health and other state agencies. Missing from this section is a MDH report, 
"Health and Well-being: A Professional's Guide to Gay, Lesbian, Bisexual, and Transgendered 
[sic] Youth Health."  from 2002 which was one of the first times the state of Minnesota looked 
systematically at the health issues affecting the LGBTQ community.  

The report would also benefit from more discussion of the disparities that LGBTQ individuals 
encounter in the following areas, particularly among LGBTQ communities of color: higher rates 
of HIV/AIDS in the LGBTQ community, the long-term health effects of HIV infection and 
treatment; lack of access to comprehensive sexual education around LGBTQ issues in schools; 
and the systematic legal and medical barriers for transgender people. Particularly, in the section 



starting on page 39 which discusses health disparity data, this group feels that it is important to 
include data on the higher rates of HIV and STI’s among LGBTQ people, either from MDH’s 
own HIV/AIDS Surveillance reports or the CDC’s reports on HIV  by priority populations 
http://www.cdc.gov/hiv/library/factsheets/index.html).  

In several sections, the report discusses the need to create a standard set of social 
determinants of health (SDOH). However, gender identity is consistently not included in those 
discussions, even though research consistently shows that gender identity has a profound effect 
on health status. For example, on page 16 the list of social determinants of health includes race, 
ethnicity, language, birthplace, gender, sexual orientation, acculturation, educational attainment, 
socioeconomic position, occupation and employment status, but not gender identity.  In addition 
to ensure that gender identity is included in discussions of social determinants of health, this 
group proposes that the standard set of SDOH (including questions pertaining to sexual 
orientation and gender identity) be incorporated in all data collection efforts by MDH. 

In several places the report calls for a need for greater engagement with communities of color 
and people of diverse ethnic and racial backgrounds; however, greater engagement with the 
LGBTQ community is not included in those sections. This coalition would like to see this report 
include a commitment to increase engagement with the LGBTQ community. 

The coalition proposes a re-write of paragraph on page 37 to reflect a broader understanding of 
LGBTQ health issues and their connection with negative experiences in school settings with 
revised language below:  

“This lack of research is a concern because what evidence there is points to, among 
other things, a greater frequency of negative school experiences (e.g., bullying) for 
LGBTQ  adolescents, a point MDH made as early as 2002 in its report, "Health and 
Well-being: A Professional's Guide to Gay, Lesbian, Bisexual, and Transgendered [sic] 
Youth Health."  These negative school experiences can diminish educational success, 
affect lifetime health outcomes, and elevate risks of depression and suicide for LGBTQ 
individuals.  During adolescence or throughout life, LGBTQ individuals may experience 
higher rates of substance abuse or mental-health concerns (see pp.49-50), and may 
reduce or delay the seeking of health care due to fear of discrimination.  LGBTQ persons 
of all ages, including the elderly, can experience poorer outcomes from encounters with 
the health-care system, due to a lack of providers who are knowledgeable about LGBTQ 
health needs.  HIV remains a significant health concern within the LGBTQ community, 
particularly among LGBTQ persons of color, and transgender individuals who are 
undergoing a gender transition face challenges accessing appropriate health care and 
identity documents.  In addition, being an LGBTQ person of color, or having a disability, 
or living in poverty, means facing multiple forms of structural inequities.” 

 

Finally, this group would like to request the creation of a state-wide task force or body within the 
Minnesota Department of Health dedicated to addressing issues around LGBTQ health equity.  
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Fartun Weli, MPH, MAPP
Executive Director

The Isuroon Project
Response To Inquiry Process

1. How can MDH improve it’s tarnished relationship to communities of color and/or organizations
serving communities of color?

Identity

It is critical that public health agencies to better understand the nuances that are present in
communities of color. With Minnesota’s increasingly diverse population, many of whom are
recent immigrants, the conventional approach to public health must take into account differences
in acculturation, language, ethnicity, religion and cultural customs. This approach to public
health, not only facilitates trust and understanding between communities of color and Public
Health agencies, it has a far greater propensity to produce public health interventions that work.

Proactivity

a. State public health agencies in their grant making processes need to drastically improve their
understanding of the unique organizational issues that face community organizations that serve
communities of color. It’s important to understand the underlying capacity and operational
deficiencies that are often faced by community led organizations and to implement policies that
are simultaneously developing capacity building whilst addressing health disparities. e. g
Working with community based organizations to document technological deficiencies, HR
infrastructures, financial reporting e.t.c. Documenting these needs would be helpful in designing
funding mechanisms that are not burdensome for organizations with very little administrational
support.
Health Priority Setting

Community Based Participatory Issue Mapping

b. A stronger implementation of  CBPR (Community Based Participatory Research) would
drastically reduce the perceived mismatch between Public Health Agency's  priorities and the
health needs of a community that has traditionally faced health disparities. MDH’s current priority
setting  process needs to be a lot less hierarchical and a lot more horizontal in order to
incorporate the thoughts and ideas of traditionally under­represented communities.
Subsequently, the RFP should directly identify the needs set forth by the CBPR process. 1

1 Community­Based Participatory Research for Health: From Process to Outcomes ­ edited by Meredith
Minkler, Nina Wallerstein



Structural Racism

c.MDH would be well served to do a comprehensive analysis of structural racism within it’s own
organization and within organizations with whom it most partners with. This ensures that
organizations serving the needs of communities of color are not themselves perpetuating
structural racism. State public agencies would be well served to have policies in place that
ensure grantees have appropriate courses in cultural competency and white privilege.

i.) A clear example of this is embodied in current invoicing process. Many of COCLO’s  (
Communities of Color Led Organizations) face capacity building and cash­flow issues.
Having an invoicing process that requires organizations to get paid for work after work
has been completed inadvertently set them up for a higher rate of failure. This gives an
advantage to large and established organizations, few of whom are COCLO’s. Many of
these COCLO’s are not only best positioned to solve contemporary health issues that
face Communities of color; their organizational success is dependent on having policies
that set them up for success. They are apart of the first line of preventative defence, it is
critical MDH’s invoicing and bureaucratic processes are informed of  the unique
challenges that face them so as not to impose rules and regulations that exacerbate
them. The misuse of fund by  Siera Young Family Institute should not be punished for all
of the other amazing organizations that led by immigrants and other  communities of
color. It is critical that MDH see minority­ led organization  e.i immigrants as an ASSET
and not a pool of RISK.

2. Recommendations for the Health Equity Center

Integration:

a. It is imperative that major divisions of the MDH have a direct connection to the proposed HEC
(Health Equity Center), so that there is a comprehensive understanding of current health issues
that are faced by communities affected by health disparities. This should go hand in hand with
the standardization of data and the availability of easy to access and retrieve risk adjusted data.
Health data experts at public health agencies should ensure the availability of this data alongside
socio­economic and socio demographic information from sources like ACS (American
Community Survey) and the Census. Data experts should strive to work with federal agencies to
ensure that Minnesota’s population of new americans are appropriately represented in population
surveys by ensuring proper compliance. Demographers can overcome barriers like illiteracy and
language barriers by setting up a representative committee that brainstorms creative and
inclusive solutions. Having risk adjusted data, and accurate state demographics are among the
first line of defence against health inequities as it ensures state budgets (and subsequently
MDH)  take into account recent changes in the state’s demographic; to ensure equity in the way
the state budgets for the needs of Minnesota’s various communities.



In addition to aforementioned suggestions, we recommend that MDH do a better job of

1. Integrating Minnesota Refugee Health Center into the HEC, to ensure better data
collection and a better understanding of real time trends.

2. Connecting with international health agencies to understand public the health threats that
face refugees in their home countries. E.G Tuberculosis drug resistance in Somalia.2

3. Ensuring more culturally appropriate and easily accessible resources for preventative
health and to do a far better job of surveilling emerging health epidemics among
communities that traditionally face health disparities.

Relationship Building:

It’s time that communities of color have direct relationship with directors, manager and leaders of
major MDH divisions. Building trust and sustainable relationships require frequent interactions
between communities and MDH leadership. We as an organization (and we suspect many
others) would enjoy the opportunity to connect, interact and co­mentor with MDH leadership and
program managers.

2 Suggested citation for this article: Sindani I, Fitzpatrick C, Falzon D, Suleiman B, Arube P, Adam I, et al.
Multidrug­resistant Tuberculosis, Somalia, 2010–2011. Emerg Infect Dis [Internet]. 2013 Mar [date cited].
http://dx.doi.org/10.3201/eid1903.121287

http://www.google.com/url?q=http%3A%2F%2Fdx.doi.org%2F10.3201%2Feid1903.121287&sa=D&sntz=1&usg=AFQjCNF64jbT_uNLzxviq5xlhpdZMKmIKA


From: Lloyd, Catherine (MDH) 
Sent: Friday, January 24, 2014 10:41 AM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity REPORT FEEDBACK.

Advancing Health Equity Team:

The Star Tribune ran a series of articles related to special education and the difference in how children
 are diagnosed and how they receive services and/or discipline as it relates to Emotional Behavior 
 Disorders (EBT) and special education.  The article summarized some findings in a GOA report published
 in February 2013 and provides data which may link well with certain sections of the Draft Report on
 “health in all policies”?

The series can be found at http://www.startribune.com/local/minneapolis/235894231.html
The GAO report can be found at
 http://stmedia.startribune.com/documents/GAO+report+on+racial+overrpresentation+in+special+ed.pdf

1. Question & comments related to the Star Tribune series:
How does the above report and the data support the MDH initiative to advance health in all policies,
 including health in education?  How does this type of data intersect with the following comments:

Comment from page 56 of the January 15, 2014 DRAFT report?:
“There is fear of and misdiagnosis of African American youth and adults (and other populations of color
 and new immigrants), resulting in overuse of incarceration, underuse of culturally competent health and
 mental health services and barriers to competent education and employment opportunities”?    

Comment from page 37 of 108, December 18, 2013 Info-to-Report-Team :
NAMI MN- National Alliance on Mental Illness Mental health is treated differently than other health care
 conditions when it comes to insurance, data privacy and the type and intensity of treatments offered.
 Within mental health care, there are great disparities especially among communities of color and new
 immigrant populations.  You can see this reflected in the number of youth in the juvenile justice system
 who have a mental illness (70%) along with the disproportionate number of youth who are from
 communities of color. The prison system also experiences disproportionality and a large number of
 people in prison with a mental illness. We do know that many of these individuals in the criminal and
 juvenile justice systems have experienced significant trauma in their early years and yet were not
 provided any treatment. While access to insurance that covers mental health treatment is one barrier,
 access to culturally competent providers is also very limited.

Comment on page 72 of 108, December 18, 2013 Info-to-Report-Team:
Education: MDH and local health departments should partner with education departments, school
 districts, etc to develop health and education policies. This is particularly vital given what we know about

mailto:/O=MMS/OU=EXCHANGE ADMINISTRATIVE GROUP (FYDIBOHF23SPDLT)/CN=RECIPIENTS/CN=*MDH_HEALTHEQ4FA228AB-B088-4742-8FB5-11ADE166BE10A82
mailto:renee.raduenz@state.mn.us
http://www.startribune.com/local/minneapolis/235894231.html
http://stmedia.startribune.com/documents/GAO+report+on+racial+overrpresentation+in+special+ed.pdf


 the relationship between education and health. In particular, equity in education and shutting down the
 school to prison pipeline should be seen as top priorities as they are contributing to one of the largest
 opportunity gaps in the U.S. and one of the worst incarceration rates of African Americans. Health
 Departments can conduct health impact assessments on things like out of school suspension to bring
 light to the racialized outcomes of seemingly color-blind policies. Additionally, fully funding a general
 education levy should be a high priority for equity in education and therefore improved health
 outcomes.  Our schools are failing students of color and this is having devastating impacts on the health
 of our communities. Any sort of solution will require the efforts of health and education departments
 and stakeholders working together toward change. Additionally, efforts will require an understanding of
 and commitment to eliminating structural racism from our schools and health departments. Something
 as simply as a moratorium on school suspensions until they can be proven to not have racialized
 outcomes could set a precedent for evaluating policies not on their color-blind intents, but on the real
 and lived racialized outcomes. 
 
 
The DRAFT REPORT addresses some of these issues on page 23-24.  It might be helpful to the
 reader to examine a data table along with the analysis of policy areas, populations and those
 impacted by the social determinants of health and inequities. 
 
--------------------------------------------------------------------------------------------------------------------------
 

2.      The following recommendations are extracted from my unpublished Capstone Research
 Project (Hamline University), “The Regulator as a Partner in Diversity.” The research findings
 recommend a more diverse, multicultural and culturally competent body of health
 professionals in order to advance health equity for all Minnesotans.  Some of these ideas
 have already been included in the DRAFT report based on input from the AHE qualitative
 survey and inquiry sessions. 

 
Recommendations

 Collaborate with allied health practitioners regulated by MDH, Advisory Councils and work groups,
 professional societies, minority and multicultural health staff/agencies, consumer advocates, the
 Council of Health Boards, and policy makers to discuss strategies to advance health equity in all
 Minnesota populations.

 Amend sunrise acts, such as Minnesota Statute, §§ 214.001 and 214.002, to require an analysis of the
 demographic profile of the professions seeking regulation;

 Amend the professional practice acts related continuing education requirements and require evidence
 of cultural competence in education and training;

 Research methods to allow practitioners state-to-state mobility to improve recruitment of diverse
 candidates and respond to communities, health care and systems in underserved areas;

 Consider regulatory changes in scope of practice acts that allow for new career pathways for technical
 and undergraduate students to explore and which support continuing education in the health
 professions;

 Invite staff of the Office of Minority and Multicultural Health, and International Health staff to
 practitioner Advisory Council and Board meetings to present on cultural competence, health disparities



 and workforce diversity;

 Collect data on all health professions and occupations to fully explore shortage occupations and
 utilize data for use in targeted recruitment, retention and tuition reimbursement grants;

 Collaborate with universities, think tanks and other researchers to conduct qualitative studies on
 issues in workforce diversity in the allied health professions;
 

 Collaborate with K-12 education in order to provide information to students about careers in the allied
 health professions;

 Collaborate with local public health, local communities and non-profit agencies on the full scope of
 public health professions, including attendance at health and communities events by regulators and
 credentialing bodies;

 Provide links to an information clearinghouses on cultural competence for licensed practitioners; and

 Collaborate with state regulators and professional associations in states that have more diverse allied
 health workforces to develop best practices, recruitment and mentoring strategies.

 
Thanks for your good work!
Catherine Dittberner Lloyd



 
 

January 23rd, 2014 
 
Dear Commissioner Ehlinger, 
 
As the American Heart Association seeks to improve the cardiovascular health of all 
Americans by 20% and reduce fatality from heart disease and stroke by 20% by the year 
2020, we have made addressing racial, ethnic and cultural disparities a high priority. The 
American Heart Association advocates for public policies that aim to reduce these 
disparities.  Accordingly, we applaud the efforts taken by the Minnesota Department of 
Health (MDH) to analyze and report on the state of Health Equity in Minnesota. By 
proactively identifying areas where MDH can focus future growth and development to 
achieve the shared goal of eliminating health disparities in our state, you are establishing 
new partnerships with the communities you serve.  
 
We are pleased to see that the report on Health Equity highlights many of the underlying 
causes and related challenges to achieving our Health Equity goals in Minnesota. 
Recognizing the relationship that housing, mental health, transportation, childcare, 
employment and other areas of public policy have to our collective health and Health 
Disparities is an important step in changing and updating the way we approach our shared 
vision. We strongly recommend that this report be shared with legislative committees 
beyond just Health and Human Services in order to further illustrate the role that these 
other areas play in our state’s population health picture and to highlight the significant 
challenges with health disparities that we face as a state. 
 
We also appreciate that MDH needs stronger relationships and ties to the communities it 
seeks to serve with this report. Principle 3 in the Recommendations Section does an 
excellent job of recognizing the need for MDH to develop stronger relationships in the 
American Indian, African American, Latino, Asian-Pacific Islander, and other 
racial/ethnic/cultural communities. Through regular and ongoing communication and 
presence in these communities, relationships can be developed that will enable MDH to 
gain quality engagement in communities that may have limited trust of MDH or the state 
agencies generally. Sharing the Advancing Health Equity in Minnesota report directly with 
these communities, along with strategic questions that provide an opportunity for the 
community to inform recommendations, next steps and implementation would be an 
excellent start to getting more grassroots involvement in the processes that are already 
underway. Additionally, it may be necessary to reconsider methods of engagement in these 
communities, in order to solicit more reliable feedback and seek input from presently 
underrepresented groups.  
  
 

For more information, please contact  Justin Bell Government Relations Director 952.278.7921  justin.bell@heart.org.   

mailto:justin.bell@heart.org


 
 

Finally, transparency will be crucial as this process moves forward. Clear communication 
and public involvement in how these recommendations are implemented will add a much 
needed layer of support from these communities. Setting specific outcome measures and 
goals that can be reported back to the community will allow a growing atmosphere of trust 
as the shared vision takes shape. 
 
Again, we commend the Department, the Commissioner and the entire staff at MDH for 
their ongoing support and focus on Health Equity in Minnesota, and the American Heart 
Association looks forward to being a partner with MDH as the recommendations presented 
here are implemented and evaluated. 
 
 
 
 
 
Justin Bell – J.D. 
Government Relations Director 
American Heart Associaion 

For more information, please contact  Justin Bell Government Relations Director 952.278.7921  justin.bell@heart.org.   
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January 24, 2014 
 
 
Edward Ehlinger, MD, MSPH 
Minnesota Commissioner of Health 
Minnesota Department of Health 
P.O. Box 64975 
St. Paul, MN  55164-0975 
 
 
Dear Commissioner Ehlinger, 
 
The Health Equity Working Committee (HEWC) is pleased to see the work of the Minnesota 
Department of Health (MDH) shift its paradigm by which it sees its relationship to community and 
transform the culture of the department consider in addition to the intended impact, the indirect and 
potential unintended consequences of its policies and practices in relation to smaller racial, ethnic or 
LGBTQ communities. 
  
The HEWC is a collaborative of nonprofits, academia, and community leaders from or serving Asian, 
African, African American, American Indian, Latino, LGBTQ and allied communities, and emerged in 
2010 to hold the State accountable to its commitment to eliminate health disparities by promoting a 
framework of health equity. Thus we look forward to seeing the vision and values provided in the 
Advancing Health Equity in Minnesota report to be implemented and come to life in Minnesota. 
  
The Advancing Health Equity in Minnesota draft report provides an excellent vision for how the MDH 
could and ideally should conduct its work and best meet its mission for all who call Minnesota home. 
The principles provide a framework for holding the MDH's decision-making on policies, processes and 
programs accountable to both majority and minority communities, create access for communities to 
inform the MDH on the unique assets, opportunities and needs of traditionally marginalized 
communities, and ensure meaningful data that effectively captures baselines, progress and missed 
targets with which to monitor the MDH's proposed transformative approach to improving the health 
of Minnesota. 
 
The HEWC supports the input provided on this draft report by the following groups and 
organizations: 
 - Community Health Workers Alliance  - American Heart Association 
 - Council on Asian Pacific Minnesotans  - LGBTQ Health Advocacy Roundtable 
 - Minnesota Association of Community Health Centers 
Thus, to avoid duplication,  we are refraining from additional comments to the body of the report, 
but rather focus our comments on next steps for the report once complete and submitted to the 
Legislature on February 1, 2014. 
 
The HEWC recommends the following to the MDH in its next steps upon finalizing the Advancing 
Health Equity in Minnesota report: 



 
1. Present report to more committees than just health: Given the strong emphasis 
of this report on social determinants of health and those determinants direct impact 
on disparities, the HEWC recommends the Advancing Health Equity in Minnesota 
report have a hearing in all committees that oversee the funding and policies 
touching those determinants of health. Discussions of equity, structural racism and 
intentional inclusion of communities most affected by inequities in decision-making 
and implementation of policies, programs and projects funded by or led by the 
State. 
 
2. Continue and deepen community engagement in this process: The MDH has 
launched this initiative with a quick timeline. We believe the aggressive approach by 
the MDH to get into the community to engage and receive input has been good but 
not sufficient. Through regular and ongoing communication and presence in the 
community, relationships can be developed that will enable the MDH to gain the 
best and most quality engagement of our communities of color, Native and LGBTQ 
communities who have limited trust of the MDH. The HEWC recommends the MDH 
take the final Advancing Health Equity in Minnesota report back into the community 
with strategic questions that provide an opportunity for community to inform 
recommendations’ workplans and their implementation. Additionally, it is necessary 
to reconsider methods of engagement and their formats, which may need to include 
childcare, food, and deeper and more diverse partnerships for further reach into 
communities.  
 
3. Transparency and monitoring of the MDH's progress in advancing health equity:  
To ensure the Advancing Health Equity in Minnesota report and what it lays out do 
not remain only on paper on a shelf, the HEWC recommends the MDH create a 
process of transparency in how the report recommendations get implemented and 
that the MDH sets both process and outcome goals by which community can hold it 
accountable. These goals should be measured and reported back to community on a 
regular basis. 
 
4. Institutionalize the principles, recommendations and vision of the report: 
Unfortunately, too often quality initiatives get lost when staff turnover happens and 
political leadership shifts. We believe that if such an occurrence were to happen 
with this report that it would be tragic in the loss of this difficult shift and effort by 
the MDH to transform how it addresses the health of Minnesota with a pursuit of 
equity, and it would drastically harm the trust and relationships developed between 
the MDH and communities of color, Native and LGBTQ communities who may lose 
hope that Minnesota will ever change, value equity, and/or value our communities. 
The HEWC recommends the MDH finds ways to institutionalize the principles, 
recommendations and framework laid out in the Advancing Health Equity in 
Minnesota draft report that ensures MDH (and hopefully the State’s) policy, 
program and processes decision-making is led by the report’s principles and 
recommendations.  
  
5. There must be cabinet-level interest and collaboration in health equity: Also 
mentioned within the report, this vision and goal of equity cannot be achieved 
solely the MDH, it must be a shared effort met in solidarity by the leaders of the 
many State departments and offices who oversee the programs, policies and 
processes that affect social determinants of health contributing to the disparities in 



health in Minnesota. The HEWC recommends the convening of a cabinet-level 
committee team who coordinates to ensure decisions across the state are led by the 
principles, recommendations and vision of the Advancing Health Equity in 
Minnesota draft report. 
 
6. Principles, recommendations and vision must flow down to local governmental 
entities: Recognizing a significant portion of the State budget flow down to local 
governmental entities, the HEWC recommends an effort to shift the paradigms of 
local governments and entities to share the same values, vision and principles 
toward equity and health as the Advancing Health Equity in Minnesota report puts 
forward.  
 

Thank you for this opportunity to provide additional input into the Advancing Health Equity in 
Minnesota draft report. The HEWC sees this as a groundbreaking piece that can positively transform 
the structures that perpetuate existing disparities in Minnesota. Thank you for your boldness in 
leading with equity, naming the root issue of structural racism, and recognizing the need for inclusion 
of the LGBTQ community as we move forward to establishing a healthier Minnesota for all. 
 
You may reach the Health Equity Working Committee via mn.health.equity@gmail.com for any 
clarifications.  
 
Sincerely, 
 
Minnesota Health Equity Working Committee 

mailto:mn.health.equity@gmail.com


From: Johnson, Mary.B (MDH) 
Sent: Friday, January 24, 2014 2:01 PM
To: *MDH_Advancing-Health-Equity
Cc: Faulkner, Patricia (MDH); Clarke, Betsy (MDH); Dech, Linda (MDH); Johnson, Mary.B (MDH)
Subject: Advancing Health Equity REPORT FEEDBACK

The following comments are my own, as time did not permit a broader discussion within our unit.

Thanks for offering the opportunity to comment on the draft report Advancing Health Equity in
 Minnesota.  Overall the report is well done. 

Here are some of my thoughts as I reviewed the report.
· Interconceptual nutrition, nutrition during pregnancy, and breastfeeding are all important

 for reducing infant mortality.
· Breastfeeding is also important for the health and well- being of mother and baby, and

 encompasses all of the components of health as defined in this document. 
· Breastfeeding is primary prevention.
· The American Institute for Cancer research has identified breastfeeding as a strategy for

reducing cancer in both women who breastfeed and those who are breastfed.
· CDC requires breastfeeding as a component of obesity prevention grants.
· Breastfeeding may reduce the risk of diabetes.
· Some communities and population groups face more barriers to breastfeeding than others.
· James Grant, former UNICEF director summarized the importance of breastfeeding this way:

“Breastfeeding is a natural safety net against the worst effects of poverty. If a child survives
the first months of life, exclusive breastfeeding goes a long way towards cancelling out the
health difference between being born into poverty or being born into affluence.”

· Strategies to support breastfeeding include:  evidence based hospital practice; peer
breastfeeding support; continuing work to develop supportive workplaces – with emphasis
on workplaces such as retail, foodservice and factory that may employ more low income
earners and have more workplace challenges; helping fathers, grandmothers, other family
members and communities understand the importance of breastfeeding and their role in
protecting breastfeeding; and also for health care providers to be trained to approach each
woman as an individual with unique strengths and potential barriers and starting the
discussion of infant feeding with an open question such as “What have you heard about
breastfeeding?” or “What have people told you about breastfeeding?”  to learn more about
the individual and best support her.

· As I sometimes work late and meet those that clean MDH buildings, a diverse group, I
wonder if they are making a livable wage and how the state might act to ensure that those
that clean state buildings are making a living wage and are supported in achieving health.
When the cleaners include pregnant women I would love to tell them to use the rooms for
pumping, but I’m not certain what their employers say.  It would be great to have a policy
that would support these sometimes invisible workers in using the spaces within state
buildings for pumping.

· I know that breastfeeding is only one piece of the very large puzzle that is advancing health

mailto:/O=MMS/OU=EXCHANGE ADMINISTRATIVE GROUP (FYDIBOHF23SPDLT)/CN=RECIPIENTS/CN=*MDH_HEALTHEQ4FA228AB-B088-4742-8FB5-11ADE166BE10A82
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 equity, but it is an important piece. 
·        Please request breastfeeding references and references related to prenatal and

 interconceptual nutrition if needed. 

Again, thanks for the opportunity to comment. 
 
 
Mary
 
Mary B Johnson
Breastfeeding Coordinator
Minnesota WIC Program
Division of Community & Family Health
Minnesota Department of Health
 
Street address:
85 East Seventh Place, Suite 500
St Paul, MN  55101
 
Mailing address:
PO Box 64882
St Paul, MN  55164-0882
 
Phone  651-201-4406
Fax      651-215-8951
Mary.B.Johnson@state.mn.us
 

mailto:Mary.B.Johnson@state.mn.us


From: Meghan Porter [mailto:MPorter@glitc.org] 
Sent: Friday, January 24, 2014 2:36 PM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity REPORT FEEDBACK.

This feedback relates to discussion of data in the Health Equity Report:

I encourage MDH to move the Pregnancy Risk Assessment Monitoring System (PRAMS), the
 Behavioral Risk Factor Surveillance System (BRFSS), and the Minnesota Student Survey into the new
 office of Health Equity.  These are all complicated surveys monitoring the health of important
 populations in Minnesota.  PRAMS in particular, with its oversample of American Indian and US-born
 African American mothers, and its complex sampling, will especially benefit from being located in
 Health Equity in close proximity to the Minnesota Center for Health Statistics.

I urge MDH to think about how it categorizes infants.  Currently, MDH assigns an infant the race of
 its mother, and does not consider the race of the father.  The American Indian community considers
 an infant to be American Indian when either of its parents are American Indian.  I recognize that
 from an analysis standpoint, this is problematic, especially when comparing rates for racial and
 ethnic groups.  However, this doesn’t lessen its importance.  Especially in this small population, an
 accurate count of infants is vital to understanding population health.  This same problem may affect
 other small ethnic populations now or in the future.  I recommend MDH work to develop strategies
 to ensure counts are accurate and meaningful for small populations.

I was glad to see oversampling of small populations mentioned as an important data objective.  I
 would like to lend support to this, especially in regard to American Indian people.  American Indians
 have some of the worst health disparities in Minnesota, and are hard to reach through traditional
 surveys.  Exploring better ways of reaching these groups is key to accurate data. 

I support suggestions regarding involving community members in data analysis, as well as exploring
 increased and improved use of qualitative data.

The report rightly discusses data for local public health.  However, the report only mentions the
 need for county-level data.  American Indian tribes are another smaller level of geography that lack
 adequate health data and would benefit from community-level data in order to understand their
 population’s health. 

Meghan Porter, MPH
Maternal and Child Health Epidemiologist
Great Lakes Inter-Tribal Epidemiology Center
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From: Meghan Porter [mailto:MPorter@glitc.org] 
Sent: Friday, January 24, 2014 2:36 PM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity REPORT FEEDBACK.

This feedback relates to the inquiry process to gather information for the Health Equity Report:

Regarding outreach that was done to collect information for this report, I have to say I was
 disappointed.  I only found out about this, and the ability to comment, due to one MDH employee I
 very occasionally have contact with.  I was actually a member of the Race, Ethnicity, and Language
 workgroup featured in the report, yet surprisingly no information about this initiative was spread
 through that channel. I would have been extremely interested in participating in the inquiry process,
 especially regarding data.  I also work with several community groups consisting working on issues
 of health disparities (with MDH membership) and this report was not mentioned until yesterday
 (the second to last day for written comments)- members of the groups were unaware of the inquiry
 process and report.  Some members of those community groups could have offered extremely
 valuable information to the inquiry, and it’s disappointing they did not have the opportunity.

Meghan Porter, MPH
Maternal and Child Health Epidemiologist
Great Lakes Inter-Tribal Epidemiology Center
mporter@glitc.org
Research Fellow, University of Minnesota
1300 South 2nd St #300
Minneapolis, MN 55454
Ph: 612-625-7804
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From: Meghan Porter [mailto:MPorter@glitc.org] 
Sent: Friday, January 24, 2014 2:36 PM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity REPORT FEEDBACK.

This feedback relates to discussion of racism in the Health Equity Report:

MDH has a negative history regarding racism, and so I commend MDH for its interest in discussing
 this topic.  However, framing it as a structural issue does not make the topic easier to discuss-
 people maintain and benefit from these structures and systems.  It is somewhat easy to accept
 structural racism as a concept, but hearing specific, concrete ways in which a system has negatively
 affected people of color, American Indians, or GLBTQ people is often received poorly by people who
 are part of the system.  I think if MDH honestly wants to move forward with this discussion they
 need to think about how to prepare their staff to deal with these kinds of issues- how to accept
 criticism gracefully, and how to proceed with reducing structural inequities.

MDH should also realize that the Department wields a lot of power.  It is not easy for those with less
 power to speak up, knowing that doing so very well may result in their being penalized for doing so
 (having witnessed it in the past).  How can MDH have the same amount as power as communities,
 community members, or groups when MDH has the authority of government and large budgets that
 few others have access to?  A lot of thought must go into the ways in which MDH can truly commit
 to this ideal.

Meghan Porter, MPH
Maternal and Child Health Epidemiologist
Great Lakes Inter-Tribal Epidemiology Center
mporter@glitc.org
Research Fellow, University of Minnesota
1300 South 2nd St #300
Minneapolis, MN 55454
Ph: 612-625-7804

mailto:/O=MMS/OU=EXCHANGE ADMINISTRATIVE GROUP (FYDIBOHF23SPDLT)/CN=RECIPIENTS/CN=*MDH_HEALTHEQ4FA228AB-B088-4742-8FB5-11ADE166BE10A82
mailto:renee.raduenz@state.mn.us
mailto:mporter@glitc.org


January 20, 2014  
 
 
Commissioner Dr. Edward Ehlinger 
Minnesota Department of Health 
Commissioner's Office 
625 N. Robert St., 
St. Paul, MN 55155-2538 
 
Dear Commissioner Ehlinger, 

Hennepin County Medical Center would like thank you for the opportunity to provide the 
following feedback to the MDH draft “Advancing Health Equity in Minnesota: Report to the 
Legislature by the Minnesota Department of Health.”  We appreciate your strong leadership, as 
evidence by this draft report, to address the issue of health equity, one of the most important 
health policy concerns facing Minnesota.  We have divided our suggestions for how to improve 
the report between general observations and specific ones.   
 
General observations 
The document would benefit from a clear description of its intended audience; is it the 
legislature, general public, MDH staff, or others?  Unless MDH is the primary audience for this 
report, we feel too much of the draft is focused on internal MDH work, roles, and strategies.  
Once the audience is defined, the draft should be revised to include clearer definitions and 
wider perspectives.  For example, as some of the included language could be interpreted as 
being highly politicized (i.e. structural racism, white privilege, etc.), it would be helpful to define 
these terms more broadly in order to make the document more accessible to its intended 
audience.  Similarly, it would be helpful to include in the beginning of the document what MDH 
intends to do with the report.  This sets the stage for the reader and then can set a road map 
for action with more pointed recommendations and next steps. 
 
In general, the draft report does a good job of analyzing health equity issues through the 
perspective of structural racism.  We appreciate this perspective and recognize that is not often 
discussed.  The focus on racial inequity rather than socioeconomic status is an interesting 
choice, and the document should include more explanation and evidence as to why this focus 
was chosen.   Additionally, the document would benefit from defining the concept of 
race/ethnicity before jumping straight into structural racism.  The authors may want to consider 
adding data and information about the corrections and justice systems as it relates to structural 
racism and health.   
 
We look forward to seeing the community feedback and listening session input from the latter 
half of the document expanded and addressed throughout more of the document.  Citations 
and supporting data will be useful if some of those points are to be included in the final draft.  
Additionally, the document referenced several other states’ health equity work but did not 
explain what exists legislatively in Minnesota.  Including an inventory of existing relevant 



information could help provide a framework for next steps.  Finally, regarding those next steps, 
we would like to reiterate that creating more subcommittees to discuss the issue is not what is 
needed.  In order to operationalize health equity work across the region, MDH may need to 
require, for example, that other health care organizations work together.   

Specific feedback 
• The bullet points on page 16 are confusing and don’t seem to correspond with the 

subsequent recommendations. 
• MDH Recommendation 1: The authors do not provide a mechanism for operationalizing 

this recommendation.  One suggestion is to require that all fiscal notes completed on 
legislation include a section that addresses the health impact of that legislation.  This 
“health impact assessment” should include intended and unintended consequences like 
local impact assessments do. 
 

• MDH Recommendation 2: This item reads as an optional invitation to listen to the 
Commissioner of Health.  This needs to be more than just a commissioner convening yet 
another sub-cabinet; the other commissioners need to be held accountable.  This is 
crucial because in order to be successful, efforts related to structural racism need to go 
much further upstream than just the Commissioner of Health.  Additionally, community 
members should be incorporated from the very beginning; a Commissioner alone 
cannot hold all the answers. 

 
• MDH Recommendation 4: This section would benefit from the definition of “meaningful 

relationship” with clear examples and steps. 
 

• MDH Recommendation 5: Please see comments under recommendation 2. 
 

• MDH Recommendation 6: Grant processes could be much improved.  As it currently 
exists, the grant-seeking process is nearly impossible for non-English speakers.  To be 
more accessible to the community, MDH should use the MN Common Grant 
Application.  MDH should also explore models such as the University of Minnesota’s 
Center for Health Equity, which has started a mentorship program with non-profits to 
help prospective grantees better secure funding.  It should also provide multi-year 
general operating funding, which is more useful for organizations implementing new 
initiatives.  Additionally, there is an obvious need for additional funding to support this 
entire recommendation, and improved program evaluation efforts would be helpful. 

 
• MDH Recommendation 8: MDH should consider working with DHS on Health Home 

models (section 2703 of the ACA, not the State’s Health Care Home models) that focus 
on specific cultural communities.  Utilizing cultural liaisons is another successful strategy 
to institutionalize health equity.  For example, Hennepin County Medical Center has 
employed a Native American patient advocate to advance cross-cultural understanding 
and address health inequities. 



 
• MDH Recommendation 10: As a teaching hospital dedicated to training tomorrow’s 

health professionals, HCMC supports this recommendation and has also focused on this 
in its own health equity work.  HCMC looks forward to working with MDH on this issue.  

 
• MDH Recommendation 11, item 3: HCMC supports this recommendation and foresees a 

role for its Hennepin Regional Poison Center to conduct public health surveillance for 
MDH/local public health departments.  HCMC is also partnering with local public health 
departments and other health care organizations on health equity, population health, 
and community health needs assessment projects. 

 
• MDH Recommendation 12: MDH needs to lead an effort to educate communities as to 

why data is being collected about them.  MDH can then work with health care 
institutions to educate medical providers as well, since the community members often 
trust and turn to them for information. 
 

Thank you for the opportunity to comment on what could be a ground-breaking report to 
improve health equity in Minnesota.  
 
Sincerely, 
 
David Godfrey 
Director of Advocacy and Public Policy 
Hennepin County Medical Center 
612-873-2196 



From: Susan Lee-Rife [mailto:susan@susanleerife.com] 
Sent: Friday, January 24, 2014 2:58 PM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity REPORT FEEDBACK

Dear Madam/Sir:

Thank you for providing the public with the opportunity to comment on the Advancing Health Equity
 Report. I applaud the efforts of the State and MDH to address health inequities in Minnesota, and to
 include issues facing LGBTQ individuals and their families into this report.

However, I am concerned that in its efforts to attend to more "cutting edge" gender issues, the
 authors of this report have overlooked other fundamental gender-related issues, notably the
 disparities between males and females.

It is well-established that males and females exhibit different health-related behaviors and have
 different health-related experiences in part because of gender norms and other socially-determined
 causes, in addition to biologically-based differences. For example, women typically experience
 higher levels of depression, while men are more likely to be schizophrenic and to commit suicide.
 Women are more likely to experience intimate partner violence (including sexual violence and
 coercion) while men are more likely to experience physical violence. Women are more likely to be
 the sole caregivers of children. And because women become pregnant, women's health behaviors
 and chemical dependency are key determinants of infant and child health.

These issues are relevant to the population of Minnesota as a whole and must be addressed in
 prevention and mitigation efforts. However, these concerns may be especially pertinent in
 addressing health disparities in Minnesota's communities of new and recent immigrants from parts
 of Africa, the Middle East, and Asia. The cultures of these world regions have strong gender norms
 that work to restrict women's mobility and control of economic resources, limit discussions of
 sexuality, foster high fertility, and promote (or at least do not deter) gender-based violence.
 Moreover, girls and women often marry early and may thus exposed to the risks of pregnancy,
 childbearing, and intimate partner violence at earlier ages and to a greater extent than other
 groups. Thus, girls and women from these communities may lack critical information about their
 health and where to seek health care access, and lack the resources and ability to access health
 care, especially concerning reproductive health and gender-based violence.
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Thus it is critical that the State take a closer look at differences in health status and behavior
 between males and females of all ages and consider carefully how gender norms and differences
 may influence both the persistence of these disparities and the effectiveness of prevention and
 intervention efforts.

-- 
Susan Lee-Rife, PhD, MHS
Social Demography Research and Communications
Gender ¤ Social and Behavioral Determinants of Health ¤ Poverty ¤ International and
 Domestic Contexts
susan@susanleerife.com
tel: 202.596.7657 or 651.340.5369
LinkedIn: www.linkedin.com/in/susanleerife
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From: Stephen Nelson [mailto:Stephen.Nelson@childrensmn.org] 
Sent: Friday, January 24, 2014 3:00 PM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity REPORT FEEDBACK

I was thrilled to read the MDH’s “Advancing Health Equity in Minnesota: Report to the Legislature.”
 I was especially happy to see the brave and bold acknowledgment of the role of race and racism in
 the current health inequity in our state.

For 20 years, I have had the honor of caring for the majority of children with sickle cell disease in
 Minnesota. I have only recently begun to consider how, as a white male physician, my race may
 affect the health care delivery to our patients of color. This consideration is long overdue.

I have been working on this issue since completion of a Bush Fellowship in 2008. I continue to be
 troubled by the utter lack of awareness of health care disparities and their root causes. Specifically,
 many providers do not understand that race is an independent factor in health inequity much less the
 fact that institutional racism and our own stereotyping and unconscious biases contribute to racial
 health disparities.

Many providers are unaware of the Institute of Medicine’s report “Unequal Treatment” that clearly
 spells out bias, stereotyping and prejudice on the part of health care providers as contributing to racial
 and ethnic disparities. This report recommends, among other things, that we raise awareness of
 disparities and train providers. Sadly, this report is 12 years old and things are not getting better.
 Health care providers get little to no training around issues of race, racism, and unconscious bias and
 awareness of these issues is poor.

I respectfully suggest that your action plan for reducing health disparities include training on issues of
 race, racism and whiteness. Training can be done for all types of health care providers as well as for
 administrators to affect organizational change. Dr. Heather Hackman and I have developed such a
 training module for health care providers. Our initial pilot at Broadway Family Practice yielded
 exciting results.

I liken the issue to the “canary in the coal mine”. Current strategies are aimed at saving the canary
 without addressing the poisonous gas in the coal mine. The poisonous gas is structural racism,
 stereotyping, and unconscious biases. Until racial issues are honestly addressed by members of the
 healthcare team, it is unlikely that we will see significant improvements in racial healthcare
 disparities for Minnesotans.

I would be happy to share more information about our work. And, I offer our help in making
 Minnesota the healthiest state for all Minnesotans.
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Best regards,

Stephen C. Nelson, MD

Director, Hemoglobinopathy Program

Co-Director, Vascular Anomalies Clinic

Adjunct Assistant Professor

Department of Pediatrics

University of Minnesota

Children's Hospitals and Clinics of Minnesota

2530 Chicago Avenue South, CSC-175

Minneapolis, MN 55405

612-813-5940 phone

612-813-6325 FAX
stephen.nelson@childrensMN.org
Confidentiality Statement:
This email/fax, including attachments, may include confidential
and/or proprietary information and may be used only by the
person or entity to which it is addressed. If the reader of 
this email/fax is not the intended recipient or his or her 
agent, the reader is hereby notified that any dissemination, 
distribution or copying of this email/fax is prohibited. If you 
have received this email/fax in error, please notify the sender 
by replying to this message and deleting this email or 
destroying this facsimile immediately.
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Advancing Health Equity Report 

Comments from the Minnesota Medical Association 

January 24, 2014 

 

On behalf of the Minnesota Medical Association, thank you to the Minnesota Department of 

Health for their efforts to help address health disparities and health inequities in Minnesota.  

The Minnesota Medical Association looks forward to working with the Minnesota Department 

of Health and others in helping to advance this work.  The following are comments on the draft 

report:   

 

 The Minnesota Medical Association supports the report and the conversations it has started, 

and will continue to stimulate, about the work that can be done within and among 

organizations to improve health equity in Minnesota. 

 The Minnesota Medical Association appreciates the acknowledgement within the report 

about the complexity of factors that influence health outcomes (disparities).  

 Better data from clinics and hospitals will need to address how to balance reporting burden 

and privacy. 

 In regards to the sections in the report that address health professions, the Minnesota 

Medical Association looks forward to hearing more about specific recommendations and 

how those recommendations will be implemented. 

 

Thank you again to the Minnesota Department of Health for their efforts to advance health 

equity in Minnesota. 

 

Sincerely, 

 

Juliana Milhofer, Policy Analyst 

Minnesota Medical Association 

Phone: (612) 362-3735 

Email: jmilhofer@mnmed.org 
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From: Vayong_Moua@bluecrossmn.com [mailto:Vayong_Moua@bluecrossmn.com] 
Sent: Friday, January 24, 2014 3:57 PM
To: *MDH_Advancing-Health-Equity
Subject: Feedback to draft HEq Report
Importance: High

Feedback to MDH's draft Health Equity Report

Submitted by Vayong Moua (LAAMPP Fellow)

Essential to advancing the practice of health equity in all policies, there needs to be an intra and
 interagency accountability structure with dedicated human and financial resource. 

n  Within MDH, the Center for Health Equity needs to be elevated within the agency and
 given authoritative and integrative power to influence all areas of MDH operations.  The
 Center for Health Equity could provide internal and external technical assistance on
 cultural competence, structural racism, and best/promising practices in multicultural
 health.  It's important that the executive office remains highly engaged and accountable to
 ensure full permeation of health equity into all layers of the agency and local public health
 agencies. MDH should strengthen ties with health equity based/focused organizations that
 are priority population led.  Additionally, MDH can harness collective impact by
 partnering with philanthropy, direct service, and advocacy groups.  Though health
 inequities are the result of  insufficient data and financial resources, ultimately, it's
 magnified because of priority problem. Serious effort needs to go into how health equity is
 advances prosperity for all, not just specific cultural groups.  More research and message
 framing needs to focus on the economic and common good benefits of health equity.     

n  It's clear that health inequities belong to broader societal and structural inequities that span
 across education, housing, employment, transportation, and community design. In line
 with what we know about the social determinants of health (SDOH) and the prevention
 spectrum (health care only 10% of health), it'll be vital for other state agencies to advance
 equity as well.  Therefore, interagency collaboration and accountability is required to
 address structural inequities.  I'd recommend the formation of a health equity cabinet, that
 includes MDH, DHS, MnDOT, DEED, MPCA, DNR, DHR, MDA, and MDE to begin
 with. These agencies cover many social determinants of health.  While MDH is addressing
 health inequities, MDE is addressing the achievement gap, and DEED is facing
 unemployment gaps, thus, creating a structural solution for a structural problem is needed.
 The Governor and legislature can further support the health equity cabinet through high
 expectations, facilitation across domains, and assurance of public accountability.  Such
 duties could include:

u  Baseline equity analysis of services, staff, programs, contracts, professional
 development opportunities, recruitment/hiring/retention practices, and data collection
 practices.
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Feedback to MDH's draft Health Equity Report


Submitted by Vayong Moua (LAAMPP Fellow)


Essential to advancing the practice of health equity in all policies, there needs to be an intra and interagency accountability structure with dedicated human and financial resource.  


Within MDH, the Center for Health Equity needs to be elevated within the agency and given authoritative and integrative power to influence all areas of MDH operations.  The Center for Health Equity could provide internal and external technical assistance on cultural competence, structural racism, and best/promising practices in multicultural health.  It's important that the executive office remains highly engaged and accountable to ensure full permeation of health equity into all layers of the agency and local public health agencies. MDH should strengthen ties with health equity based/focused organizations that are priority population led.  Additionally, MDH can harness collective impact by partnering with philanthropy, direct service, and advocacy groups.  Though health inequities are the result of  insufficient data and financial resources, ultimately, it's magnified because of priority problem. Serious effort needs to go into how health equity is advances prosperity for all, not just specific cultural groups.  More research and message framing needs to focus on the economic and common good benefits of health equity.    


It's clear that health inequities belong to broader societal and structural inequities that span across education, housing, employment, transportation, and community design. In line with what we know about the social determinants of health (SDOH) and the prevention spectrum (health care only 10% of health), it'll be vital for other state agencies to advance equity as well.  Therefore, interagency collaboration and accountability is required to address structural inequities.  I'd recommend the formation of a health equity cabinet, that includes MDH, DHS, MnDOT, DEED, MPCA, DNR, DHR, MDA, and MDE to begin with. These agencies cover many social determinants of health.  While MDH is addressing health inequities, MDE is addressing the achievement gap, and DEED is facing unemployment gaps, thus, creating a structural solution for a structural problem is needed. The Governor and legislature can further support the health equity cabinet through high expectations, facilitation across domains, and assurance of public accountability.  Such duties could include:


Baseline equity analysis of services, staff, programs, contracts, professional development opportunities, recruitment/hiring/retention practices, and data collection practices.


Assessment of agency's community engagement process, especially with low income, communities of color, LGBTQ, refugee/immigrant, (dis)ability, and American Indian communities. 


Create agency specific Cultural and Ethnic Communities Leadership Council to advise Commissioner on health equity principles, practices, and policies to implement. The content and approach can be modeled after DHS's current CECLC.  The Council should represent community based organizations and tribes. 


In addition to cabinet members being involved, assign high ranking staff to ensure community input, cultural competence, and implementation of recommendations.  These recommendations need to lead towards policy, systems, and environmental change levers within and across state agencies. 




u  Assessment of agency's community engagement process, especially with low income,
 communities of color, LGBTQ, refugee/immigrant, (dis)ability, and American Indian
 communities.  

u  Create agency specific Cultural and Ethnic Communities Leadership Council to
 advise Commissioner on health equity principles, practices, and policies to
 implement. The content and approach can be modeled after DHS's current CECLC. 
 The Council should represent community based organizations and tribes.  

u  In addition to cabinet members being involved, assign high ranking staff to ensure
 community input, cultural competence, and implementation of recommendations. 
 These recommendations need to lead towards policy, systems, and environmental
 change levers within and across state agencies.  

 
 
 
Vayong Moua, MPA
Senior Advocacy and Health Equity Principal
Center for Prevention
Blue Cross & Blue Shield of MN
S113
1750 Yankee Doodle Road
Eagan, MN 55121-1600
(Tel) 651-662-9530
(Fax) 651-662-2375
vayong_moua@bluecrossmn.com
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Feedback to MDH's draft Health Equity Report 
 
Submitted by Vayong Moua (LAAMPP Fellow) 
 
Essential to advancing the practice of health equity in all policies, there needs to be an intra and 
interagency accountability structure with dedicated human and financial resource.   

 Within MDH, the Center for Health Equity needs to be elevated within the agency and 
given authoritative and integrative power to influence all areas of MDH operations.  
The Center for Health Equity could provide internal and external technical assistance on 
cultural competence, structural racism, and best/promising practices in multicultural 
health.  It's important that the executive office remains highly engaged and accountable 
to ensure full permeation of health equity into all layers of the agency and local public 
health agencies. MDH should strengthen ties with health equity based/focused 
organizations that are priority population led.  Additionally, MDH can harness 
collective impact by partnering with philanthropy, direct service, and advocacy groups.  
Though health inequities are the result of  insufficient data and financial resources, 
ultimately, it's magnified because of priority problem. Serious effort needs to go into 
how health equity is advances prosperity for all, not just specific cultural groups.  More 
research and message framing needs to focus on the economic and common good 
benefits of health equity.     

 It's clear that health inequities belong to broader societal and structural inequities that 
span across education, housing, employment, transportation, and community design. In 
line with what we know about the social determinants of health (SDOH) and the 
prevention spectrum (health care only 10% of health), it'll be vital for other state 
agencies to advance equity as well.  Therefore, interagency collaboration and 
accountability is required to address structural inequities.  I'd recommend the formation 
of a health equity cabinet, that includes MDH, DHS, MnDOT, DEED, MPCA, DNR, 
DHR, MDA, and MDE to begin with. These agencies cover many social determinants of 
health.  While MDH is addressing health inequities, MDE is addressing the 
achievement gap, and DEED is facing unemployment gaps, thus, creating a structural 
solution for a structural problem is needed. The Governor and legislature can further 
support the health equity cabinet through high expectations, facilitation across domains, 
and assurance of public accountability.  Such duties could include: 
 Baseline equity analysis of services, staff, programs, contracts, professional 

development opportunities, recruitment/hiring/retention practices, and data 
collection practices. 

 Assessment of agency's community engagement process, especially with low 
income, communities of color, LGBTQ, refugee/immigrant, (dis)ability, and 
American Indian communities.  

 Create agency specific Cultural and Ethnic Communities Leadership Council to 
advise Commissioner on health equity principles, practices, and policies to 
implement. The content and approach can be modeled after DHS's current CECLC.  
The Council should represent community based organizations and tribes.  

 In addition to cabinet members being involved, assign high ranking staff to ensure 
community input, cultural competence, and implementation of recommendations.  
These recommendations need to lead towards policy, systems, and environmental 
change levers within and across state agencies.  

 
 



From: Maria K Moore [mailto:Maria.Moore@hennepin.us] On Behalf Of Stella Whitney-West
Sent: Friday, January 24, 2014 4:21 PM
To: *MDH_Advancing-Health-Equity
Cc: Julie Nielsen; Stella Whitney-West
Subject: Advancing Health Equity REPORT FEEDBACK

cid:image001.png@01CF1912.AAB0E860

To:  Minnesota Department of Health Advancing Health Equity Team
From:               Stella Whitney-West, CEO, NorthPoint Health & Wellness Center
Date:               January 24, 2014
Subject:           Advancing Health Equity REPORT FEEDBACK

NorthPoint Health & Wellness Center is a Federally Qualified Health Center located in North
 Minneapolis.  For nearly a half-century NorthPoint has anchored this community in access to
 high quality and culturally responsive health and human services.  We are continuously aware
 of how structures have historically operated to systematically marginalize the people we
 serve, primarily non-White persons – and, that they continue to do so with considerable
 durability.  NorthPoint applauds the Minnesota Department of Health for taking an important
 stand with a “race-first” analysis of health inequalities across the state and for formally
 acknowledging that health outcomes  are not grounded primarily in personal responsibility
 nor cultural choice.  It is our understanding that in dismantling structures that prevent the
 people we serve from accessing full health and opportunity, we not only contribute to
 improving their lives, but importantly, these investments improve opportunity for all
 Minnesotans.

NorthPoint recognizes that in focusing the report within a “race-first” framework, the authors
 had to make decisions about content to leave out.  These omissions, while explainable in
 considering the necessary balancing of content, nonetheless have consequences for those
 experiencing inequality
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In the report (p. 42) you note that “Persistent disparities in oral health are seen in among
 populations of color” [sic].  At NorthPoint ‘s dental clinic we see the effects of structural
 inequality every day.  The services needed by the people we serve across the age spectrum –
 not just our youngest clients - are often extensive and expensive.  Inequality in dental care
 contributes deeply to inequality across health and well-being.  One of the tools that
 Minnesota state agencies can use to address dental and other health disparities is equitable
 and need-based reimbursement to health care providers through Medicaid and other
 financial aid programs for services provided.  Application of this reimbursement tool will go
 far to ensure that State policies  do not continue to systematically deny populations of color
 access to the clinical and dental care they need.
 
An additional omission is found in the authors’ neglect of adolescent health generally, and
 sexual health specifically.  While the report briefly acknowledges health concerns related to
 high-risk behavior, sexual orientation and obesity, it ignores the high and increasing rates of
 sexually transmitted infections such as chlamydia, despite considerable clinical intervention. 
 At NorthPoint we view this as a missed opportunity to highlight adolescent health, particularly
 since youth are often overlooked when policy discussions are being held.  Those youth who
 live in neighborhoods of concentrated disadvantage face substantial social pressures that
 limit their ability to access and to use available services to support their health and well -
being.  Community agencies would welcome State investment in collective efforts to ensure
 that young people of color and those who are White have access to information and services
 they need. 
 
Finally, we look forward to future technical assistance provided to community based
 organizations and clinics and to a more intentionally diverse State of Minnesota work force. 
 Making changes at the local level to minimize silos, to work across multiple sectors and
 disciplines has a steep learning curve and requires considerable human investment.  It is a
 new way of working for all of us.  Staffs of Minnesota’s state agencies should realize that
 structural racism is not a new concept for those of us living and serving in Minnesota’s most
 disadvantaged communities.  We recognize that poor health outcomes have multiple and
 complex causes and many of our organizations have been working for years to address these
 interrelated concerns.  We hope that your agencies will go beyond “conversations” with us
 and be open to and actively seek technical assistance from us as well, as you begin to examine
 and correct policies and practices that have maintained health disparities.
 
 
Stella Whitney-West, MBA
Chief Executive Officer
NorthPoint Health & Wellness Center
612-543-2575
Stella.Whitney-West@hennepin.us
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January 24, 2014 
 
Ed Ehlinger, MD, Commissioner 
Minnesota Department of Health 
625 Robert Street North 
PO Box 64975 
Saint Paul, MN 55164-0975 
 
 
RE: Advancing Health Equity Report Feedback 
 
 
Dear Dr. Ehlinger: 
 
HealthPartners supports the leadership and work of the Minnesota Department of Health (MDH) to 
advance health equity.  HealthPartners supports the six principles identified in the report to guide the 
recommendations.  The strong community work, collaborations, and data already in existence 
demonstrate the robust base upon which we can continue to improve.  HealthPartners also commends 
the report’s recommendations.   
 
We ask MDH to fully collaborate with other state agencies also focusing on health disparities.  MDH is in 
an excellent position, for example, to collaborate on health equity with the Minnesota Department of 
Human Services (DHS).  Programs, initiatives, data, advisory councils and task forces, and community 
input are all arenas in which these two important state agencies and leaders can demonstrate improved 
collaboration in the area of health equity.  The new Center for Health Equity also provides an excellent 
mechanism for state agency collaboration and coordination.    
 
In addition, HealthPartners asks MDH to look to, utilize, and align with existing state and community 
collaboratives.  We are more successful as a state when we work through established and proven 
collaboratives (which often are public-private partnerships).   Minnesota Community Measurement is 
one example.  There is an existing infrastructure, there is existing community support, and there is 
collaborative discussion regarding priorities and initiatives.  When the State is considering 
improvements to data collection, for example, we need to align with existing state collaborative and 
initiatives.  We believe we do not need a new set of standards for data collection nor additional data 
collection.  This would add a significant burden to data collection when there are still opportunities to 
optimize our existing, comprehensive, and available data.   
 
Finally, it is helpful for Minnesota to monitor national initiatives, data, and results.  Minnesota is a leader 
in health care and we also want to continue to improve.  Participating in national learning collaborative 



Dr. Ehlinger, MD 
HealthPartners 

Page ~ 2 ~ 
 

and monitoring national results supports our ability to continue to advance health equity for 
Minnesotans.  Also, MDH could foster shared learning opportunities to promote equitable care, building 
on great examples of clinic, plan, and community-based collaborations around the state.   
 
HealthPartners looks forward to continued work with the Minnesota Department of Health on the 
critically important mission to improve health equity for the State of Minnesota.  Please refer to the 
attached appendices for summaries of the HealthPartners initiatives, investments, and results.   
 
 
Sincerely, 
 

 
 
Donna J. Zimmerman 
Senior Vice President 
HealthPartners 
 
Attachments:  

 Appendix I HealthPartners Equitable Care Triple Aim Approach 

 Appendix II HealthPartners Health Equity Summary Report 

 Appendix III HealthPartners Care Delivery Results 
 
 
 
 



From: Maria Regan Gonzalez [mailto:m.reganglz@gmail.com] 
Sent: Friday, January 24, 2014 4:31 PM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity REPORT FEEDBACK.

Hello,

I would like to thank you for putting time and resources into the Advancing Health Equity Report and
 acknowledging that there is much work to be done in advancing health equity in the state of Minnesota.

You will find a list of comments and suggestions from multiple metro
 area residents in response to the draft report.

· Strong support for the report’s recommendation for workforce development including 1. Breaking
 down barriers that inhibit community members from filling positions within local and state health
 departments. Supporting community members to develop and fill leadership positions within these
 agencies and in other community serving organizations is crucial, and 2. Comprehensive training in
 cross-cultural communications and collaboration for staff, particularly those who are new to working with
 groups and cultures different from their own and those who serve a diverse population base. Both efforts
 could be housed within the new center for health equity.
· The report places a strong emphasis on structural racism embedded within our culture, society and
 systems. As stated in the report, using a structural racism lenses can be effective in not placing blame on
 individuals. While this is true, it is important that individuals understand how their individual racism
 directly contributes to building racist systems, this point should not be overlooked.
· The Advancing Health Equity Report is full of excellent content explaining and walking through what
 health equity means, how structural racism contributes to poor health outcomes and concrete examples
 of disparities within the Minnesota community. It would be of great benefit to public health professionals,
 community members and decision makers to have access to a “health equity toolkit” designed for group
 to participate in in-depth learning about these concepts, evaluate health equity within their organization
 and community and create a plan to address barriers to advancing health equity. The MN Food Charter
 could serve as a potential model for community discussion, input and visioning for this process.
· ORGANIZE AND CONDUCT A PRE-GRANT PLANNING WORKSHOP

Participants: People who would fall into the health inequity category
Facilitor(s): Majority being culturally diverse     
Use the participants input to base how the grant will be written.
Offer compensation (e.g. stipends, daycare, bus tokens, shuttle. healthy food)

· CONDUCT FOCUS GROUPS
Participants: People affected by health inequity and structural racism
Facilitator(s):Complimentary to the audience
Offer day and evening focus groups
Collect information expressing the needs of each group of people affected by health

 inequity, structural racism
Offer compensation (eg. stipends, daycare, bus tokens, shuttle, healthy lunch/dinner)

· CHANGES IN GRANT REQUIREMENTS
Allow more time for grantees to submit response
Offer in- person training on the RFP process/expectations
Hold trainings at local health agencies, community organizations, etc.

mailto:/O=MMS/OU=EXCHANGE ADMINISTRATIVE GROUP (FYDIBOHF23SPDLT)/CN=RECIPIENTS/CN=*MDH_HEALTHEQ4FA228AB-B088-4742-8FB5-11ADE166BE10A82
mailto:renee.raduenz@state.mn.us


 
·         REPLACE "GREATEST NEED" WITH "PEOPLE WHO FALL IN THE HEALTH INEQUITY
 CATEGORY"

For equity in the health outcomes of persons to be possible, systems need to be in place
 that assure EVERY PERSON has 1) access to opportunity..... 2)capacity to make
 decisions......3) social and environmental safety....4)cultural competent health care
 available." see page 3 of Advancing Health Equity n Minnesota: Report to the
 legislature. 

·         OFFER CAREER AND INTERNSHIP OPORTUNITIES THAT FOCUS AROUND HEALTH EQUITY
Work with local community colleges and Universities to offer tuition breaks for community

 members    enrolling in health equity focused programs
Work with local community colleges and Universities to offer certification programs in

 health equity 
Work with local universities to address the lack of diversity in MPH students and other

 related fields
Be more creative with public health postings to look outside required MPH or related
 degrees. Many community members have a wealth of experience and have the
 foundation and knowledge needed to be public health leaders but are rejected due to
 narrow requirements for positions. What skills set is really needed to advance health
 equity?

 
 
Please let me know if you have any questions. The comments come from multiple individuals and I
 wanted to make sure to get this to you on time.
 
Thanks,

Maria Regan Gonzalez



 

 
January 24, 2014 

 
Dear Commissioner Ehlinger: 
 
On behalf of the board of the Minnesota Community Health 
Worker Alliance, thank you for the opportunity to provide 
feedback on the legislative report “Advancing Health Equity in 
Minnesota” drafted by the Minnesota Department of Health 
(MDH).  We share our support for this report as well as offer 
feedback to strengthen MDH’s recommendations. 

 
By way of introduction, the Minnesota Community Health Worker 
Alliance is a nonprofit partnership that brings together community 
health workers (CHWs) and a broad-based set of stakeholder 
organizations to help achieve our shared vision of equitable and 
optimal health outcomes for all communities.  We serve as a 
catalyst, convenor, partner and consultant to build community and 
systems’ capacity for better health through the integration of CHW 
strategies.  To learn more, please visit www.mnchwalliance.org 
and also see the accompanying infographic which displays our 
strategic directions. 

 
CHWs are trusted and knowledgeable frontline health personnel 
who come from the communities they serve.  They apply their 
training, culture, language skills, life experience and unique 
understanding of underserved communities to their roles which 
typically include culturally-responsive outreach, patient and 
community education, social support, informal counseling and 
advocacy.  They also coordinate care, help patients navigate our 
complicated health system and address barriers to good health.  In 
Minnesota, CHWs reflect our ever more diverse population in 
terms of race, ethnicity, culture, socioeconomic background, and 
life experience. 
 
CHWs build individual and community capacity for better health, 
working downstream and upstream to help address the root 
causes of health inequity.  They work in many different settings 
such as homes, communities, clinics, social service agencies, 
hospitals, schools and housing developments.   They work under 
many different titles and serve patients of all ages.  They bridge 
and link systems and communities, often serving as cultural 
mediators. 

 
As a workforce with deep community roots and a long history but 
still new to many public health agencies and mainstream health 
providers, the CHW role is recognized as a health equity strategy 
by leading health authorities including the Institute of Medicine,  

http://www.mnchwalliance.org/
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the Center for Disease Control,  the Centers for Medicare and 
Medicaid Services and the American Public Health Association, 
among others.  In view of the growing body of evidence of CHW 
effectiveness, state public health agency leaders in the states of 
Massachusetts, New Mexico, and Oregon have prioritized CHW 
strategies to address health equity. 

 
Here in Minnesota, the CHW field-building work of Alliance and its 
many allies is nationally-recognized.  These key building blocks 
include:  
 

• the nation’s first and only statewide, competency-based CHW 
curriculum based in higher education, leading to a certificate 
recognized by the Minnesota Department of Human Services and 
the US Centers for Medicare and Medicaid Services 

• CHW scope of practice 
• Minnesota Health Care Program coverage for specific CHW 

certificate holder services to individuals and groups, delivered 
under clinical supervision 

• Continuing education offered through the Minnesota CHW Peer 
Network. 

 
However, greater support for role and its uptake by MDH, local 
public health agencies, providers, health plans and those in other 
sectors is needed to improve access to CHW services and help 
address persistent yet preventable health inequities in Minnesota. 
 
Support for the Report 
 
We’d like to express our support for the report and the 
implementation of its recommendations.  We thank MDH 
leadership and your team for the inquiry process, the report’s 
content, its tone and commitment to partnership and action.   

 
We commend MDH for identifying and addressing structural 
racism as a central feature and for the formation of the new Center 
for Health Equity which is in line with other states such as Oregon 
and New Mexico. 

 
And in view of the report’s strong emphasis on collaborative and 
collective action, we look forward to partnering with MDH and 
others to further develop the initial plans. 
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Strengthening the Recommendations 
 
The report draft references MDH leadership role across state 
agencies, community partnerships and business and industry 
relationships.  It also speaks to the need for MDH to “encourage 
specific and visible steps to advance health equity across all 
sectors of Minnesota” (page 13).  The root causes of health 
inequities are complex and require leadership along with multiple, 
sustained responses.  The report describes key principles and 
initial starting-points with a focus on collaboration, leadership 
building, data collection efforts and the use of tools like health 
impact assessments.   Alongside these major efforts, it’s also 
important to include specific, proven health equity strategies that 
can be implemented now and contribute to closing the health 
equity gap today in culturally-competent ways—preventing 
suffering and premature death, contributing to quality of life and 
stronger, healthy communities. 
 
One such strategy, integral to the larger, developing solution 
to health inequity, is the system-wide adoption and 
integration of CHW models by the health system and other 
sectors.  We propose that MDH recommend the 
implementation of CHW strategies as an agency-wide, cross-
cutting health equity priority for the state of Minnesota.    

 
(1) We know that CHWs effectively address health equity.  Please 
see the accompanying research matrix created by the Alliance’s 
Research Committee co-chaired by Kathleen Call, PhD, University of 
Minnesota and Sueling Schardin, MPH, RD, Minnesota Department 
of Health which summarizes recent CHW studies in the peer-
reviewed literature.  In addition, the positive impacts of CHW 
interventions on health outcomes and costs based on a rigorous 
review of published studies are described in the 2013 report by the 
Institute for Clinical and Economic Review Effectiveness Review 
entitled “Community Health Workers: A Review of Program 
Evolution, Evidence on Effectiveness and Value, and Status of 
Workforce Development in New England” found at 
http://cepac.icer-review.org/?page_id=1066  
 
(2) They help grow and diversify our public health, health care and 
social services workforce. Our model CHW curriculum based in 
post-secondary education also builds an educational pathway for 
CHWs interested in entering other health careers, building the 
pipeline mentioned in the report.   
 
 

http://cepac.icer-review.org/?page_id=1066
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(3) Team-based CHW strategies help address the Triple Aim (better 
health, better care, lower per capita costs) in culturally-responsive 
ways.   
 
(4) As critical links and “mobile applications,” CHWs cross sectors 
and deliver health benefits.  For example, they help address key 
social determinants of health through their work in early childhood 
development, education, housing, employment, healthy food access, 
community development and other areas. They meet people where 
they are and help empower individuals and communities for better 
health. 

 
(5) CHWs can also serve as helpful liaisons between the community 
and MDH, fostering communication and action that reflect and 
build on local assets, interests and needs.  
 
On behalf of our board and our partners, thank you for your 
consideration of our feedback.  We look forward to serving as a 
resource to MDH, the Legislature and organizations that share our 
commitment to health equity. 
 
Sincerely,  
 

 
Joan Cleary 
Executive Director Interim 
 
 
 
Enclosures: 
Minnesota CHW Alliance Strategic Directions 
CHW Research Matrix 

 



OUR VISION
Equitable and optimal health outcomes for all communities

OUR MISSION
Build community and systems’ capacity for better health through the 
integration of community health worker strategies

OUR ASSETS
We will build on a decade of CHW field-building success in:

• Leading workforce innovation for improved access, lower costs and better health
• Galvanizing cross-sector partnership for model CHW education and payment 
• Synthesizing and sharing CHW research and best practices
• Providing integrated CHW solutions and technical assistance
• Convening CHWs, CHW educators and CHW employers for shared learning
• Partnering to advance health equity

OUR ROLE

We serve as 

a catalyst, 

expert, partner, 

convenor and 

consultant

MINNESOTA COMMUNITY HEALTH WORKER ALLIANCE

STRATEGIC DIRECTIONS 2014–2017

Minnesota Community Health Worker Alliance
c/o Portico Healthnet  //  2610 University Avenue West, Suite 550  //  St. Paul, MN 55114

www.mnchwalliance.org  //  info@mnchwalliance.org

OUR CURRENT LANDSCAPE
Opportunities and challenges

OUR FOCUS 

Awareness-building: Increase the awareness of the 
CHW role in improving health outcomes, reducing total 
cost of care and improving community conditions of 
populations who are disproportionately affected by 
health disparities 

Health Care, Public Health & Social Services Design 
and Delivery: Provide information and technical 
assistance to support the comprehensive statewide 
adoption and integration of CHW approaches across 
health care systems

Education and Research: Strengthen and broaden 
access to statewide competency-based CHW training, 
continuing education, interprofessional education and 
research

Policy: Expand the reach and positive impact of CHW 
strategies on health access, health equity, workforce 
diversity and the Triple Aim through federal, state, 
local and institutional policy change

Capacity-building: Grow and sustain our organizational 
capacity to effectively carry out our mission

4
Increasingly diverse patient 
population and persistent 
disparities 4

Health industry interest in Triple Aim 
and team-based approaches 4

Metrics and payment reform focus on 
outcomes and total cost of care

4
Growing recognition of need for 
clinical-community linkages and 
health equity strategies 4

Workforce challenges related to 
expanded coverage and primary care 
shortages 4

Broadening public and provider 
awareness of the role and benefits of 
community health workers (CHWs)

OUR IMPACT 
As a result of our partnership work, 
by 2017 we envision: 

• Greater awareness of the CHW role and its benefits to communities and the health care field 

• Increased integration of CHW strategies 

• Growth in size and diversity of the health care workforce

• Increased expectations and accountability for health equity



From: Jacob Melson [mailto:JMelson@glitc.org] 
Sent: Friday, January 24, 2014 5:27 PM
To: *MDH_Advancing-Health-Equity
Cc: Kristin Hill
Subject: Advancing Health Equity REPORT FEEDBACK

Hello,

Thanks for creating the Advancing Health Equity in Minnesota: Report to the Legislature.  I have
 reviewed the report and attached my comments.  Let me know if you have any questions.

Have a great day,

Jacob Melson, MS
Behavioral Health Epidemiologist
Great Lakes Inter-Tribal Epidemiology Center
Great Lakes Inter-Tribal Council
Research Fellow, University of Minnesota
1300 South 2nd Street Suite 300
Minneapolis, MN 55454

jmelson@glitc.org
Phone: 612-624-1322

mailto:/O=MMS/OU=EXCHANGE ADMINISTRATIVE GROUP (FYDIBOHF23SPDLT)/CN=RECIPIENTS/CN=*MDH_HEALTHEQ4FA228AB-B088-4742-8FB5-11ADE166BE10A82
mailto:renee.raduenz@state.mn.us
http://www.glitc.org/epicenter/programs.html
mailto:jmelson@glitc.org
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 The report is very good!  It is very long, providing a ton of information in various sections 


including complex abstract ideas and definitions; therefore, I wonder if it might be difficult for 


legislators who do not have a public health background to absorb all of this information, without 


getting lost or losing the point of the report. 


 


 I wish someone from the Minnesota Department of Health would have contacted staff at Great 


Lakes Inter-Tribal Epidemiology Center about this project, and we were able to participate in the 


interviews.   


 


 I wonder how many interviews were conducted outside of the Twin Cities?   


 


 How many interviews were conducted with American Indian Tribes or American Indian urban 


organizations?  


 


 The report includes a section on local data and some of the challenges with state level data not 


be being broken down to the county levels.  Although it mentions local health departments 


conduct their own surveys, it doesn’t mention any of the issues Tribes face in trying to find 


relevant data or efforts Tribes are making to collect their own Tribal specific data.  


 


 Although the report mentions various populations who experience health inequities (e.g. 


American Indians, persons with mental health concerns, etc.), it only includes the word 


“alcohol” three times and the word “drug” once in the entire report!  I am very surprised that 


“Persons with substance abuse or dependency issues” was not included as a population 


experience health inequities.   


 


 I am excited to see how the Minnesota Department of Health will actually implement these 


recommendations.  Right now with all the different sections and conceptual ideas, it is difficult 


to picture exactly how they are going to take action on each recommendation.   


 


 Are any other departments, besides the Minnesota Department of Health required to 


implement these recommendations?  I think there needs to be if Minnesota wants to truly 


address health equity.    


 


 Are the recommendations only for the Minnesota Department of Health to implement?  At 


times I felt like the report was geared only towards the Minnesota Department of Health; and at 


other times I felt the report was for all state departments, local community organizations, etc.   


 


 Since overall wellness or health includes so many components (e.g. physical, mental, emotional, 


spiritual, etc.) I would give a copy of this report not only to chairs and ranking minority members 


of committees with jurisdiction over health policy and finance, but also to other committees 


such as transportation, housing, etc.  Although it might be challenging for these individuals to 
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understand and absorb the entire report.  Therefore, I might consider making an executive 


summary or suggesting they read specific sections of the report.  


    


 I wish I had more time to review the report!   I received an e-mail asking if I would give 


comments during the late afternoon of January 21, 2014. I do not think three days enough time 


to thoroughly review the entire report and give feedback. 


 


 Good job!  I’m really excited that the Minnesota Department of Health is working on addressing 


health equity instead of health disparities.  I’m excited to see what will come of this project.     
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From: Marnie Falk [mailto:MarnieSFalk@gillettechildrens.com] 
Sent: Friday, January 24, 2014 7:13 PM
To: *MDH_Advancing-Health-Equity
Subject: Advancing Health Equity REPORT FEEDBACK

I apologize that I missed the 4:30 PM deadline. I hope that you can still accept this feedback. 

Attention needs to be paid to the system-based inequities that impact individuals with
 disabilities. There are growing financial disincentives to serve adolescents and adults with
 complex medical conditions who are on Medicaid and Medicare.  The disincentives have the
 potential to widen the disparity in care. Individuals with mobility and spasticity challenges do
 not always get the preventative care their able-bodied peers receive and they encounter not
 only physical and programmatic barriers but also attitudinal barriers.

Thank you! 
Marnie

Marnie Falk  J.D. ▪  Government Relations & Advocacy
Gillette Children's Specialty Healthcare
200 University Avenue East  ▪   St. Paul  ▪  MN  ▪  55101
P:  651-229-1723  ▪  marniesfalk@gillettechildrens.com

Confidentiality Notice: This e-mail message, including any attachments, is for the sole use of
 the intended recipient(s) and may contain confidential and privileged information. It is
 intended solely for the use of the individual or entity to whom it is addressed. If you are not
 the intended recipient or the individual responsible for delivering the e-mail to the intended
 recipient, please be advised that you have received this e-mail in error and that any use,
 dissemination, forwarding, printing, or copying of this e-mail is strictly prohibited. If you
 received this message in error, please notify the sender immediately, delete the message, and
 return any hard copy print-outs.

mailto:/O=MMS/OU=EXCHANGE ADMINISTRATIVE GROUP (FYDIBOHF23SPDLT)/CN=RECIPIENTS/CN=*MDH_HEALTHEQ4FA228AB-B088-4742-8FB5-11ADE166BE10A82
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-----Original Message-----
From: Lea Foushee [mailto:lfoushee@nawo.org]
Sent: Friday, January 24, 2014 8:41 PM
To: *MDH_Advancing-Health-Equity
Subject: report feedback

Late so you probably won't consider it, but

Health for Indigenous Peoples needs to include mental, spiritual, emotional and physical health.   The whole being
 of a person if you can understand this.

mailto:/O=MMS/OU=EXCHANGE ADMINISTRATIVE GROUP (FYDIBOHF23SPDLT)/CN=RECIPIENTS/CN=RADUENZ, RENEE (MMB2446140E-D4CF-4F6E-9528-C748CFB452A6
mailto:Jake.Seamans@state.mn.us
mailto:lfoushee@nawo.org
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