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Goals for today

• Information- Health Equity Team

• Interactive workshop- how do we link our 

teaching practices to the community to 

achieve health equity



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

• Hosted a Health Equity Summit April 2017
• Build on the success of the Summit by coordinating 

efforts with existing networks and coalitions. 
– Make the business case for health equity
– Address rural health disparities
– Work on social accountability metrics
– Social media strategy

• Work with all our family medicine organizations to 
expand efforts to achieve health equity in ways that 
align with their missions.

• Work with the AAFP’s Center for Diversity and Health 
Equity to expand efforts to achieve health equity
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Keynote Address
David Williams, PhD, MPH

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

speaker-presentations/

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


IGNITE Theme 1: Social Determinants of Health 

in Primary Care

• Understanding Health Experiences and Values in Order to Address Social Determinants of Health 

– Nancy Pandhi, MD, MPH, PhD & Sarah Davis, JD, MPA

• Identifying and Addressing Patients' Social and Economic Needs in the Context of Clinical Care

– Laura Gottlieb, MD, MPH

• Communities Working Together to Improve Health and Reduce Disparities

– J. Lloyd Michener, MD

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

and Guide Interventions

– Elizabeth Steiner Hayward, MD

• An Action Learning Approach to Teaching the Social Determinants of Health

– Viviana Martinez-Bianchi, MD, FAAFP

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

health

– Brigit Carter, PhD, RN, CCRN

https://fmahealth.org/resources/starfiel

d-summit-ii-speaker-presentations/

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




IGNITE Theme 2: Vulnerable Populations

• Why Rural Matters

– Frederick Chen, MD, MPH

• People with Disabilities (Developmental and Intellectual Disabilities)

– William Schwab, MD

• Racism, Sexism and Unconscious Bias

– Denise Rodgers, MD, FAAFP

• Immigrant Populations

– Michael Rodriguez, MD, MPH

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

– Somnath Saha, MD, MPH

https://fmahealth.org/resources/starfiel

d-summit-ii-speaker-presentations/

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


IGNITE Theme 3: Economics & Policy

• International Efforts to Reduce Health Disparities

– Michael Kidd, MD, MBBS

• ACA Opened the Door for Payment Reform and Practice Transformation to 

Address SDoH, Now What?

– Craig Hostetler, MHA

• Community Vital Signs: Achieving Equity through Primary Care Means 

Checking More than Blood Pressure

– Andrew Bazemore, MD, MPH

• How Social and Environmental Determinants of Health Can Be Used to Pay 

Differently for Health Care

– Robert Phillips, MD, MSPH

• Access to Primary Care is not Enough: A Health Equity Road Map

– Arlene Bierman, MD, MS

https://fmahealth.org/resources/starfiel

d-summit-ii-speaker-presentations/

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


SHIFTING THE PARADIGM TOWARD 

SOCIAL ACCOUNTABILITY 

Sonali Sangeeta Balajee, MS

Jennifer Edgoose, MD, MPH

Joedrecka Brown Speights, MD

Bonzo Reddick, MD, MPH

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

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


TOWARD SOCIAL ACCOUNTABILITY



SOCIAL ACCOUNTABILITY

The World Health Organization (WHO) describes 
social accountability as, ‘the obligation [of
physicians and medical institutions] to direct their 
education, research and service activities
towards addressing the priority health concerns of 
the community, region, and/or nation they
have a mandate to serve’ (Boelen & Heck 1995). 

For care to be socially accountable, it must be
equitably accessible to everyone and responsive 
to patient, community, and population health
needs (Buchman et al 2016).



Social Accountability

Social accountability in health care 

intentionally targets health care education, 

research, and services and addresses social 

determinants of health towards the priority 

health concerns of the people and 

communities served, with the goal of health 

equity.

17



ARE WE SOCIALLY ACCOUNTABLE? 

Are we aiming the work of our 

practices to achieve health equity?

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



Healthcare institutions are generally socially responsible (being aware 
of their duty to respond to society’s needs) and some can be seen being 
socially responsive (implementing interventions to address these 
needs).  But few are wholly SOCIALLY ACCOUNTABLE. 

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





Collaborative 
Learning

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

A Framework for Educating Health Professionals 
to Address the Social Determinants of Health. , 
NAP 2016 



DEVELOP A PLAN TOWARDS 

EQUITY IN HEALTH



Health disparities

preventable differences in the 

burden of disease, injury, 
violence, or opportunities to 

achieve optimal health that are 
experienced by socially 

disadvantaged populations





Disparities 
in Life 

Expectancy  
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A Short Distance to Large Disparities in Health 
Life span disparities reflect differences in wealth, education and environment across all community residents. 

The differences are even more dramatic—sometimes double—if you compare black and white residents. 

RWJ

commissiononhealth.org

Where people
live matters more 
than the 
healthcare they 
receive.

Your zip code can 
be more 
important than 
your genetic 
code



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

Let’s go to your city!

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


Health equity 

means that everyone has 
a fair and just 

opportunity to be as 
healthy as possible. 



Health equity 

is the absence of unfair and 
avoidable or remediable 

differences in health 

among social groups. 



The DNA of Family Medicine

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



Health equity is realized when each 
individual has a fair opportunity to 
achieve their full health potential.

What can we do from our role in our 
health system? 

Allan Weill in a recent editorial in 
Health Affairs asks:  If equity is one 
dimension of what the Institute of 

Medicine (IOM) defined as health care
quality, what are the obligations of the 

health care sector to achieve health 
equity?Drawing “Equidad”, by Fernando Miguez, Argentina 

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

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







Pursuing health equity requires

• Addressing inequities:

– Understanding the roles of bias and 
discrimination in health care systems 

– Looking at gaps in access or inadequate 
care for disadvantaged groups

• Addressing health determinants 
(negative and positive ones)

– Attention to root causes of disease and 
wellness 



Pursuing health equity requires

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

• Partnering with community 
organizations

• Engaging in cross sector dialogue



STOP tolerating inequity



How do we get started? 



Multiple frameworks and 
requirements 

for addressing the
social determinants of health 



IHI

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

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

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



Wyatt R, Laderman M, Botwinick L, Mate K, Whittington J. Achieving Health Equity: A 
Guide for Health Care Organizations. IHI White Paper. Cambridge, Massachusetts: 
Institute for Healthcare Improvement; 2016. (Available at ihi.org)

There are five key components of the 
framework: 

• Make health equity a strategic priority; 

• Develop structure and processes to support 
health equity work; 

• Deploy specific strategies to address the 
multiple determinants of health on which 
health care organizations can have a direct 
impact, such as health care services, 
socioeconomic status, physical 
environment, and healthy behaviors; 

• Decrease institutional racism within the 
organization; and 

• Develop partnerships with community 
organizations to improve health and equity. 



ACGME CLER visits

Source ACGME CLER brochure accessed 4.10.17 
https://www.acgme.org/Portals/0/PDFs/CLER/CLER_Brochure.pdf

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




AAMC 



2016 Institute of 

Medicine: 

Framework for 

lifelong learning 

for health 

professionals in 

understanding

and addressing 

the social 

determinants of 

health.



1.Linking Quality and Equity

2.Creating a Culture of Equity

3.Diagnosing the Disparity

4.Designing the Activity

5.Securing Buy-in

6.Implementing Change





Population 
Health 

Milestones 
address 

health equity, 
social 

determinants 
of health



Accountability 
requires a 

social 
determinants 
framework



Equity 
and 

Empowerment 
Lens 



SAMPLE METRICS WE USE TODAY 
IN PRIMARY CARE



HEDIS® & 

Performance 

Measurement

Asthma specific disease management measures 

include: 

• Appropriate medication use 

• Influenza vaccination 

• Pneumococcal vaccination 

• Assessment of tobacco use 

• Assistance with tobacco cessation 

Additionally, HEDIS 2015 includes 4 asthma specific 

measures falling under 2 domains of care 

(Effectiveness of Care and Utilization and Relative 

Resource Use) 

– Use of Appropriate Medications for People 

With Asthma 

– Medication Management for People With 

Asthma 

– Asthma Medication Ratio 

– Relative Resource Use for People

The Healthcare Effectiveness 

Data and Information Set 

(HEDIS) is a tool used by more 

than 90 percent of America's 

health plans to measure 

performance on important 

dimensions of care and service.



IOM 

recommended 
Social and

Behavioral

Domains for 
inclusion in 
EHRs

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



BUT WE KNOW THIS WON’T GET US TO 

HEALTH EQUITY GIVEN…



WHAT WE DON’T TRACK

Beck AF, Huang B, 

Chundur R, Kahn RS. 

Housing code violation 

density associated with 

emergency department 

and hospital use by 

children with asthma. 

Health Affairs November 
2014;33(11) 1993-2002.





It is time for our exercise!

Let’s share your thoughts and ideas



Small Group Question
You have noticed that your group is seeing an increasing 

number of kids with asthma and adults with COPD and asthma 

exacerbation.

Others in clinic have noted this as well.

After discussing this in a team meeting you realize the need to 

address this issue, and teach how to address it. 

What 
do you 

do?



Population Health

Two questions:

What is it?

Why is it important?

58



Population Health is…

… the study of health in a meaningful group.

This includes:
• Health outcomes and their distribution within the group

• Patterns of health determinants 

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

59

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



Another way to view 

Population Health
Health is determined by the interaction between:

60
Stokols D. Translating social ecological theory into guidelines for community health promotion. 
American Journal of Health Promotion 1996;10(4):282-298.

Individual

Community 
or Group

Health 
System

Physical 
Environment

Social 
Environment

Political 
Environment

In population health we study these interactions 



Most of what affects patients’ health happens outside 

of the clinical setting.

Solving problems requires involving the stakeholders 

who:

Understand the issues and can provide patients with:

 Necessary resources and supports

 Help making the needed changes to our health care 

system,  and our social, material, and political 

environments.

61

Population Health – Why Teach This?



Practice of Clinical Medicine

Family doctor – patient dyad
Family doctor- Family relationship
• Important
• Relevant

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

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



Linking Primary Healthcare

and Public Health

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

Why?
Avoid duplication of efforts
Create systems that connect diverse individuals and populations to

the care and services they need
Strategically allocate our limited resources to produce improved

health of the population.



What we need to do at the practice

level

• Redefine population based on the public health 

definition as geographic as opposed to a 

practice patient panel

• Recognize and integrate the public health 

infrastructure with the medical neighborhood

• Continuous collaboration and communication 

with the public health infrastructure to operate as 

a continuous unit with a common goal



Population Health

A Competency Map Approach

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

• Article published last year in Academic Medicine

• 4 Domains of Competency for Teaching Population 
Health
– Public Health (PH)

– Community engagement (CE)

– Critical thinking (CT)

– Team skills (TS)

Academic Medicine, Vol. 88, No. 5 / May 2013
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Population Health Competencies

Public Health
Community 

Engage
ment

Critical 
thinking

Team 
Leadership 

Advocacy



Public Health



Public Health

Understanding 

public health as 

not something in 

“that other silo”

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

10 Essential Services 



•Focus on individuals

•Diagnosis & treatment

•Clinical interventions

•Well-established profession, 
standardized education & 
certification

•Clinical sciences integral; 
social sciences less 
emphasized

•Experimental studies with 
control groups: RCTs.

•Focus on populations

•Prevention & health 
promotion

•Environment & human 
behavior interventions

•Diverse workforce, variable 
education & certifications

•Social sciences integral; 
clinical sciences peripheral to 
education

•Observational studies: case 
control & cohort studies

Medicine Public Health

Slide from  Mellanye Lackey . UNC.  Presentation Public Health 2.0 in Slideshare.org





Community Engagement

Why emphasis on community?



Think of the community, not just the patients that 

show up to our offices

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

Most illness 
and care 
occur in the 
community



Community Engagement

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

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

• Builds trust and forms partnerships to 
facilitate change



Seeing the patient in the 

context of community 
Hypertension in Durham

Note: density plots depict 

ACTUAL patients and 

respective blood pressures in 

Durham County

Source: DSR data from 1/1/06-5/1/09; 

patients seen at DUHS



Research/Analytical Skills





Quality and Equity Improvement

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

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



HIV 

Blacks 9X 

higher

Hispanics 

3.7X higher

2011 Durham County Community Health Assessment. Durham, NC: Durham County Health Department; 2012. 

http://www.healthydurham.org/docs/CHA%202011%20-%20key%20findings.pdf



Quality and Equity Improvement 

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

• Uses data to improve care for 
vulnerable populations

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





Community-engaged research is…

…Research conducted “collaboratively with 

groups of people who are affiliated by 

geographic proximity, special interests, or 

similar situations with respect to issues 

affecting their well-being.” 

83

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



Leadership and Team Skills



Patient-Centered, Team-Based Care

NP/PA

Social Worker MD/DO

Physical 

Therapist

Community 
Health 

Workers and 
Educators

Immaculate 

Conception

Patient

Pharma D Residents

Nursing Staff



Leadership Level

• Facilitate collaboration and 
communication amongst health 
systems and public health 
organizations

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



Advocacy



Advocacy 







Population Health

A Competency Map Approach

• Set of competencies that form an organizational 

framework for curricular planning and training.

• 4 Domains of Competency for Teaching 

Population Health

– Public Health (PH)

– Community engagement (CE)

– Critical thinking (CT)

– Team skills (TS)

Academic Medicine, Vol. 88, No. 5 / May 2013
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Please break into small groups

It is time for a small group exercise!

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



Small Group Question
You have noticed that your group is seeing an increasing 

number of kids with asthma and adults with COPD and asthma 

exacerbation.

Others in clinic have noted this as well.

After discussing this in a team meeting you realize the need to 

address this issue, and teach how to address it. 

What 
do you 

do?



Teaching Population Health 
A Competency Map 

Public Health
Community 
Engagement

Critical thinking Team Skills
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http://www.practicalplaybook.org

Where to go for examples and help

http://www.practicalplaybook.org/




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

Present

CRITERIA:

 Must include partners from the 

following sectors:

 public health

 healthcare 

 Project focus addresses an issue of 

health 

 Project has occurred no earlier than 

2012, though it does not have to be 

happening currently  

543 Entries 

From 49 States

And Growing…

www.practicalplaybook.org/page/find-partner

Now more than 500 known partnerships across 
the US

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


POPULATION HEALTH 

and your role as a family doctor

As health care changes to emphasize outcomes of entire 
populations, we are uniquely situated to serve as leaders in 

improving the health of diverse communities.

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

and analyze the community’s data to improve health 

through meaningful programs and solutions.



Ultimate goal



Family doctors who are excellent 

clinicians, 

and agents of social transformation, 

who detect real problems, 

and find original 

and creative solutions 

to improve health. 



Health 
professionals who 
can see the river 
of disease that 
flows into our 

clinics and 
hospitals and will 

go to identify 
what happens 

upstream 



Payment models

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

– Connecting with local agencies

– Getting outside of the practice into the 
neighborhood



Questions?

106

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



Resources and References

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

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

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

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

• A Longitudinal Leadership Elective to Impact Health Systems, Social 
Determinants of Health, and Population Health. Viviana Martinez-Bianchi, MD, 
FAAFP. Duke Family Medicine Residency Program http://beyondflexner.org/wp-
content/uploads/Longitudinal_leadership_elective_9.16_1.pdf

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


More Resources and References 

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

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

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

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

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

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

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


More Resources and References
• A Framework for Educating Health Professionals to Address the Social Determinants 

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

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

• The Population Health Milestone-Based Curriculum. 
• A New Way to Talk about the Social Determinants of Health. Vulnerable Populations 

Portfolio, RWJF 
http://www.rwjf.org/content/dam/farm/reports/reports/2010/rwjf63023

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

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

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


More Resources and References

• Frieden TR. A framework for public health action. Am J Public Health. 2010;100(4):590–595.
• Who Will Keep the Public Healthy? Educating Public Health Professionals for the 21st Century 

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

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

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

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

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

• Summary of the Meeting: Developing a Strong Primary Care Workforce. Macy Foundation Report
• http://www.macyfoundation.org/docs/macy_pubs/jmf_primarycare_summary.pdf

• Educating Nurses and Physicians: Toward New Horizons.  Advancing Inter-professional Education in 
Academic Health Centers, June 2010 
http://www.macyfoundation.org/docs/macy_pubs/JMF_Carnegie_Summary_WebVersion_%283%2
9.pdf

• Materials pertinent to each state on social determinants of health 
http://www.cdc.gov/socialdeterminants/Resources.html

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