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Accountable Spaces Framework
Do not interrupt others.

Listen actively, instead of waiting to speak. 

Be mindful of your total talk time and resist the urge to add “sprinkles” to a perfectly good 

conversation sundae.

Give everyone a chance to speak, without unnecessary pressure.

Words and tone matter. Be mindful of the impact of your words, not just your intent.

We are all learning, and we will make mistakes from time to time. If you said something 

offensive or problematic, apologize for your actions or words – not for someone feeling 

insulted by them. 

Presenter
Presentation Notes
Speaker / Facilitator Notes:

The Accountable Spaces Framework are intended to be acknowledged and understood by participants to create a space in which thoughtful, respectful, and sincere conversations can take place. Please encourage participants to familiarize themselves with the Framework, or you can identify the most relevant ones to this session, if any. 



Accountable Spaces Framework
Recognize and embrace friction. Constructive conflict can lead to substantive change.

Give credit where credit is due. If you are echoing someone’s previously stated idea, give them 

appropriate acknowledgement. If you notice others aren’t receiving the credit they are due, 

speak up and highlight their work.

Speak for yourself using “I” statements. Do not take ownership of others’ lived experiences.

Create meaningful opportunities for those belonging to communities that have historically been 

most impacted to share their experiences.

Address racial inequities head on and call out racism when it happens. 



Culture Share



Presenter
Presentation Notes
Speaker notes:
The AHE Roadmap acknowledges the importance of Creating a Culture of Equity as a critical part of advancing health equity. It is represented as encompassing all other components and elements of the AHE Roadmap because how we do things to advance health equity (influenced by organizational culture) is just as, or more, important than what we do.�



Learning Objectives
Develop a shared understanding of equity within and outside of 
healthcare, and how it impacts both individuals and organizations.
Discuss critical theories, their principles, their potential applications, 
and how they shape AHE’s work.
Enumerate how self-identity and life experiences influence one’s 
ability to craft a sustainable culture of equity.
Articulate how historic factors such as structural racism cause 
health inequities and take responsibility for addressing them.



Shared Language and 
Understanding



Shared Language
Whether it’s between individuals, or across 
providers, health plans, patients, members, 
and/or community, developing and nurturing a 
shared language is an essential element 
needed to enhance:

• Communication
• Collaboration and
• Understanding 

Constant awareness and education is required to 
maintain shared language.

Presenter
Presentation Notes
Speaker notes:
Communication fulfills a fundamental human need, and the reality is that we all interact with many people regularly or even daily.

Shared language refers to all of us developing an understanding amongst ourselves based on language in a way that helps us communicate more effectively (whether it’s spoken, text, body language, or visuals). It might be as simple as explaining the meaning of a locally used term, or more extensively it may be a level of engagement and interaction that takes months, or even years to develop.

Shared language is critical to partnership, and partnership is critical to advancing health equity. Working together to develop common language helps to define clearer goals and ensures that team members have a common understanding of not only what we are working toward together, but how we are going to meet that goal.

Interactive Prompt/Discussion:
Facilitator should be prepared to share an anecdotal example of when there wasn’t “shared language” and how that affected the task/project/experience, etc.

If we say our plan is to bake a cake, then as a team, we need to make sure that every one of our members is clear on there role in baking that cake. If we have two people making the mix, and no one pre-heating the oven, then we’re already off to a bumpy start. 



Thomas J, McDonagh D. Shared language:Towards more effective communication. Australas Med J. 2013;6(1):46-54. doi: 10.4066/AMJ.2013.1596. Epub 2013 Jan 31. PMID: 23422948; PMCID: PMC3575067.



Foundational Concepts
What is health equity?
Health equity is defined as each person having a fair and just opportunity to be as healthy as 
possible. Improving access to the conditions and resources that strongly influence health are 
necessary to achieve health equity.

Achieving health equity requires removing obstacles to health such as poverty and 
discrimination and their consequences, which include powerlessness and lack of access to 
good jobs with fair pay; quality education; housing and health care; and safe environments.

Paula Braveman, Elaine Arkin, Tracy Orleans, Dwayne Proctor, and Alonzo Plough, “What is Health Equity?” RWJF. May 1, 
2017, https://www.rwjf.org/en/library/research/2017/05/what-is-health-equity-.html

Presenter
Presentation Notes
Speaker notes: 

Acknowledge that many folks in the audience may already have a clear understanding of what health equity is, and the various terms and concepts within health equity. However, you should also explain that the reason AHE includes this information is because it’s possible and likely that someone may not have the full understanding of what health equity is, may be new to health equity work, or be using a different definition than you/others in the room. 

Having a common and shared understandings of the language and terms used in this presentation is critical its success and allows us to build a foundation for future successful projects.



Foundational Concepts

Presenter
Presentation Notes
Speaker notes: 
Equality means that everyone gets the same thing. Whereas equity means that everyone gets what they need, according to the different barriers, circumstances, and conditions they face.

We just established in the last slide that achieving health equity requires removing obstacles. I want to draw your attention to the various interventions that were introduced in the equity image. particularly calling out how even a seemingly able-bodied child and adult benefits from those interventions, and how the interventions often can impact all individuals not just the individual it was designed for 

An intervention intended to address health equity will consider the different barriers, circumstances, and conditions that are unique to all those served by the intervention.







Foundational Concepts
What is a culture of equity?

A culture of equity refers to the environment and culture of an 
organization that:

1. Identifies inequities
2.Takes responsibility for eliminating those inequities by applying an 

equity and anti-racist lens to make systemic policy and procedural 
changes that dismantle discrimination, biases, and disparities.

Presenter
Presentation Notes
Interactive Prompt: Asking participants to share what they think a culture of equity is. After getting a few answers, facilitator can discuss the definition. (In a virtual setting, Facilitator can encourage participation via chat, poll, or dialogue). 

Speaker notes: 
“Culture of equity” acknowledges that health equity work requires more than just an externally focused effort. Healthcare organizations as well as individuals working within the healthcare system must acknowledge the various inequities that exist, learn WHY they exist, and take responsibility for acting to dismantle those inequities and the systems, policies, and procedures that perpetuate them. As members of an organization seeking to create a culture of equity, we must also, as individuals, reconcile our roles within the inequities and take responsibility.

Why anti-racism? It is an “action-oriented strategy for systemic change, it addresses issues of racism and interlocking systems of social oppression. Anti-racism actions can come in many forms, including “individual transformation, organizational change, community change, movement-building, anti-discrimination legislation and racial equity policies in health, social, legal, economic and political institutions”**

*Bailey Z. D., Krieger N., Agenor M., Graves J., Linos N., Bassett M. T. (2017). Structural racism and health inequities in the USA: Evidence and interventions. Lancet (London, England), 389(10077), 1453–1463. 10.1016/S0140-6736(17)30569-X

**Calliste A.M., Dei G.J.S. Power, Knowledge and Anti-Racism Education: A Critical Reader. Fernwood; Halifax, NS, Canada: 2000. 188p



Foundational Concepts
Anti-racism
It is an action-oriented strategy for systemic change that addresses issues of 
racism and other interlocking systems of social oppression by promoting 
collective awareness and advocating for systemic change.

Anti-racism actions can come in many forms, including “individual transformation, 
organizational change, community change, movement-building, anti-
discrimination legislation and racial equity policies in health, social, legal, 
economic and political institutions.”

Calliste A.M., Dei G.J.S. Power, Knowledge and Anti-Racism Education: A Critical Reader. Fernwood; Halifax, NS, 
Canada: 2000. 188p



Foundational Concepts
Why establishing a culture of equity matters:
• Even well-intentioned effort to reduce health and health care disparities is less 

likely to succeed if it’s not part of a broader culture of equity.

• Organizations must establish an internal culture of equity that sets the 
foundation to effectively advance health equity.

• Organizations that value health equity are better equipped to value the diversity 
in life and experience of their workforce.

• Without a culture of equity, quality improvement measures aimed at reducing 
disparities will diminish trust and partnership with the community.

Presenter
Presentation Notes
Speaker notes: 
An organization that values and promotes a culture of equity encourages staff to value this culture as part of the care they administer.

Organizations must establish an internal culture of equity both internally (how is the organization supporting its employees? What are the policies and procedures in place to create a culture of equity?) and externally (what effect is the org’s presence having in/on the community? Is its presence/impact on the community contributing to the value of the community?) 

Without a culture of equity, organizations working to reduce, and eliminate, inequities will not be equipped to succeed in any other component or activities of the Roadmap.



Foundational Concepts
 Reflecting on and transforming the internal 

dynamics which reproduce health inequities 
such as:
• discriminatory hiring practices
• unequal resource allocations
• cultural insensitivity

 Training staff to recognize inequities and take 
responsibility eliminating them.

 Grounding equity work in critical theory to 
identify and reflect on policies, dynamics, and 
systems that reproduce inequities and 
disparities.

Creating a culture of equity is an ongoing effort that requires:

Image source: storyset.com

Presenter
Presentation Notes
Speaker notes:
Organizations should be working to create opportunities for all employees to identify and reflect on organizational and larger system dynamics that reproduce health disparities and engage in activities to transform them. 

Grounding the organization’s health equity work in critical theory will facilitate the transformation of those organizational and larger system dynamics that produce and reproduce the disparities and inequities. 



Grounding Health Equity 
Work in Critical Theory



Grounding Health Equity Work in Critical Theory
What is critical theory and why is it important?
• It’s a philosophical approach to culture and literature that confronts 

the social, historical, and ideological forces and structures that 
produce and maintain them.¹

• It examines and critiques the systems, structures, and power 
relations in which we operate, such as the healthcare system.

• It helps us ask key questions: 
• Why hasn’t the system worked for everyone? 

• Who made the system and for whom was it made?
• Who holds power in the way the system is currently structured?

• Who has the most or least power?

Elise Paradis, Laura Nimmon, Dawit Wondimagegn, and Cynthia R. Whitehead, "Critical theory: Broadening Our Thinking to 
Explore the Structural Factors At Play in Health Professions Education," Academic Medicine, vol. 95 (2020): 842-845.

Im
age source: storyset.com

Presenter
Presentation Notes
Speaker notes/prompt:
Apply the Key questions to an example and walk the audience through applying each question to the example. For example, the understanding of SDOH can be tied to social challenges and critiques to what is known as “classism.” 

Applying to health care system: Ask the audience each bolded question below:
Why hasn’t the health care system worked for everyone? 
Why are we even asking this question? Because we are, and have been, seeing disparities in health outcomes.
 
Who made the system? The health care system we have today is a result of public health researchers, policy makers, medical educators, insurance and pharmaceutical executives that have been majority-white decision makers throughout the 18th and 19th centuries.*

Who was it made for? During that same time, the only individuals with legal/state-sponsored rights were also white.*�
Who holds power in the way the system is currently structured?
Who holds the most power? �
Who holds the least power?


*Feggin, Joe. Systemic Racism and US Health Care, Social Science and Medicine, Vol. 103. Feb. 2014, 7-14. https://www.sciencedirect.com/science/article/pii/S0277953613005121?via%3Dihub



Creating a Culture of Equity framework:

1. Critical Consciousness
• Analyzing social conditions to understand why inequities occur and using that 

understanding to take individual and collective action.1
 

2. Intersectionality
• Acknowledging that historically grounded intersecting systems of oppression, such 

as racism, classism, and sexism, structure people’s experiences and health through 
simultaneously occurring interactions.2 
 

3. Relational Cultural theory
• Highlighting the significance of relationships and meaningful connections in human 

development and personal growth.3

1Paulo Freire, Pedagogy of the Oppressed: 50th Anniversary Edition, 4th ed. (New York: Bloomsbury Academic, 2018).
2Margaret L. Andersen and Patricia Hill Collins, "Why Race, Class, and Gender Still Matter." In Race, Class & Gender: An Anthology. 9th ed., eds., Andersen Margaret 
L. and Patricia Hill Collins, (Boston: Cengage Learning, 2007), 1–15.
3Judith V. Jordan, “Relational–Cultural Theory: The Power of Connection to Transform Our Lives,” Journal of Humanistic Counseling. 56, no. 3 (2017): 228-243.

Grounding Health Equity Work in Critical Theory

Presenter
Presentation Notes
Speaker notes:

There are 3 theoretical frameworks that ground AHE’s equity work
Grounding equity work in critical theory helps to ensure that we don’t accidentally slip back into individualist and ahistorical perspectives.

Critical consciousness:
Example: Brief exercise in previous slide walking through the “key questions” is a practice in critical consciousness. Asking questions and analyzing the systems around us.

Intersectionality:
Example: Intersectionality helps us to remember that when we create interventions for people with diabetes we must also ask ourselves if all women are able to be supported through the interventions. For example, including Black women, trans women, and women with disabilities when creating interventions and understand the unique needs that come with each of those intersections and identities.

Relational-cultural:
Example: Someone that leaves an interaction feeling more connected, valued, and understood in your interactions leads to increased self-esteem and sense of belonging. 




More context/notes on the slide:
Critical consciousness:
The ability to analyze social conditions and engage in individual, or collective, action to reduce inequities, provides a mechanism for change. 

Intersectionality:
Intersectionality refers to the ways in which every human has overlapping and intersecting reference groups or identities that impact how they navigate the world around them. For instance, one is not simply identified by their gender, but also often their race and sexual orientation, among other identifiers. 

Relational-cultural:
The current social context normalizes dominant–subordinate relationships and overemphasizes individualism, influencing how health care team members treat each other, conceptualize inequities, and interact with patients and the community. For instance, in health care teams, community health and social workers, who typically have the most connection with patients and use the social determinants of health framework in practice, can significantly improve quality of care and eliminate disparities.




How does critical theory translate to our work in healthcare?
It questions dominant forms of thinking
• Mainstream ideas, views, and beliefs about how the 

healthcare system should function, and what it means for 
healthcare to be equitable

It challenges normative and assumed power relations
• Provider and patient
• Provider and health plans
• Health plans and State Medicaid agencies
• Nurses and doctors
• Attending physicians and residents

It has informed the understanding of health inequities as 
avoidable and systemic differences caused by unjust 
structural conditions (i.e., systems of oppression).

Jelena Todic, Scott C. Cook, Sivan Spitzer-Shohat, James S. Williams Jr., Brenda A. Battle, Joel Jackson, Marshall H. Chin. 
"Critical Theory, Culture Change, and Achieving Health Equity in Health Care Settings," Academic Medicine 97, no. 7(July 
2022): 977-988. DOI: 10.1097/ACM.0000000000004680

Grounding Health Equity Work in Critical Theory
Im

age source: storyset.com

Presenter
Presentation Notes
Interactive Prompt: 
In a virtual setting, Facilitator can encourage participation via chat, poll, or dialogue
How do you think/expect that critical theory translates to your work in health care?


Speaker/Facilitator notes:
Because critical theory questions the dominant forms of thinking by challenging normative and assumed power relations, it has informed our understanding of health inequities as avoidable systematic differences in health and health care caused by unjust structural conditions. 

Since health disparities are a result of social injustice (e.g., a racialized or gendered phenomenon that emerges in the context of social hierarchies that grant access to economic, political, and social power based on race or gender), they cannot be solved with a power-neutral approach. 

Critical theory directs us to understand social problems like health inequities by analyzing the systems of power that produce and reproduce them, forcing us to transcend individualist and ahistorical perspectives that hinder accurately diagnosing the root causes of health disparities. 





Systems of Oppression



Systems of Oppression
• The term "systems of oppression" calls attention to historical and organized 

patterns of mistreatment that can help us better identify inequities.

• In the United States, systems of oppression, such as systemic racism, 
sexism, heterosexism, ableism, classism, ageism, or anti-Semitism, are 
woven into the very foundation of American culture, society, and laws. 

• Political and educational institutions, societal standards, and even ways of life 
contribute to the elevation of dominant groups at the expense of marginalized 
social groups.

National Museum of African American History and Culture. "Talking About Race: Social Identities and Systems of Oppression." 
Accessed Jan. 2024, https://nmaahc.si.edu/learn/talking-about-race/topics/social-identities-and-systems-oppression.

Presenter
Presentation Notes
Speaker Notes:
Providing examples of historical and organized patterns of mistreatment specific to health and health care system:

Eugenics during 1800’s: involuntary sterilization of BIPOC communities and people with disabilities

Racial bias in pain assessments and clinical equations (e.g., GFR and pain management)

Gender bias in diagnoses and treatment – disproportionate mental health diagnoses 

Gender bias in access to reproductive healthcare 



Systems of Oppression
Achieving optimal health for all requires acknowledging and confronting the complex 
legacies of colonialism and white supremacy culture embedded in all systems and 
institutions, including healthcare systems and institutions.

•  What is colonialism?
• “A practice of domination, which involves the subjugation of one people to 

another,” colonialism often involves the establishment of settlements, exploitation 
of resources, and the imposition of cultural, economic, and political dominance of 
one group over another.1

•  What is white supremacy culture?
• Conditions, practices, and ideologies that underscore the dominance of whiteness 

and white political, social, cultural and economic domination.2 

1Margaret Kohn and Kavita Reddy, "Colonialism,“ in The Stanford Encyclopedia of Philosophy Archive, eds. Edward N. Zalta and Uri Nodelman 
(January 17, 2023). https://plato.stanford.edu/archives/spr2023/entries/colonialism/.
2 Tema Okun and Kenneth Jones, “White Supremacy Culture” in Dismantling Racism: A Workbook for Social Change Groups, ChangeeWork, 2001
https://www.thc.texas.gov/public/upload/preserve/museums/files/White_Supremacy_Culture.pdf

Presenter
Presentation Notes
Speaker notes: 
The elevation of dominant social and cultural groups at the expense of marginalized groups is often referred to, here in the US, as white supremacy culture and colonialism.

Within the context and history of the settlement of the United States, white Europeans colonizers determined and shaped the dominant culture, which reified whiteness at the expense of other races, cultures, and ethnicities. 

As a result, the concept white supremacy culture becomes most applicable to us in the US. However, “dominant” cultures are not exclusive to white/European communities. In other places in the world, there are other variations of dominant/minority groupings.

a contemporary example of how we see the effects of colonialism and wsc in US health care today is the use of race-based GFR (measures kidney function). 

Science served colonialism by “discovering” race and codifying it (biometrics, pathology, physiology, etc.). This shaped the medical knowledge we have today because this same information/data was relied on and perpetuated through the educational institutions.

Race-based standards imply a physiological difference based on race.

This is problematic because Black patients with Chronic Kidney Disease that would/should otherwise qualify for a transplant, are found not eligible because the GFR/numbers don’t meet the “threshold.” The result is that physicians then fail to diagnose early stages of CKD in Black patients.





Systems of Oppression
Complex legacies of white supremacy and colonialism

• Colonization resulted in the dispossession of land, forced 
assimilation, and the extermination of indigenous people 
and cultures. It also resulted in the establishment of a 
hierarchical power structure where white colonizers held 
authority.

• Colonialism exacerbated inequitable social values and 
norms, that are still felt today, such as:

• Power dynamics that exerted financial, physical, 
and/or technological power over racial Others. 

• The exploitation of land, resources, labor for 
economic gain.

• Social hierarchies based on class, ethnicity, and race.

National Center for Biotechnology Information. "The Historical and Contemporary Context for Structural, Systemic, and 
Institutional Racism in the United States." Available from: https://www.ncbi.nlm.nih.gov/books/NBK593028/. Accessed Jan. 2024
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Systems of Oppression
Complex legacies of white supremacy and colonialism

Examples of white supremacy characteristics and values that 
show up in our organizations:

• Perfectionism
• Sense of urgency
• Defensiveness
• Quantity over quality
• Either-or thinking
• Individualism 

Im
age source: storyset.com

Okun T. (2022). White Supremacy Culture. https://www.whitesupremacyculture.info/

Presenter
Presentation Notes
Speaker notes:

https://www.whitesupremacyculture.info/


Systems of Oppression
Manifestations of white supremacy culture and colonialism 
over time
• The foundations of many U.S. social and economic structures and institutions were 

established during periods of colonialism and white supremacy, such as:
• Educational institutions
• Financial and lending Institutions
• Housing
• Prison system / mass incarceration
• Regulated and organized healthcare
• Slavery

• The above are examples that have perpetuated inequities impacting and shaping various 
aspects of life including education, employment, housing and healthcare.

Presenter
Presentation Notes
Speaker notes: 

In the next few slides we will follow the Housing system as an example for how these systems affect us at an individual level



Systems of Oppression
Parts of the System

A dominant culture of 
people with biases and 
prejudice (racial and non-
racial) make up the 
majority

That same majority then establishes 
social norms, values, and cultures that 
reflect/embody those same biases and 
prejudices

As a result, the systems, 
policies, legislations that are 
produced are “biased/prejudiced,” 
which cause the effect of these 
systems to be oppressive and 
discriminatory – further 
perpetuating biases and prejudices 
of the dominant culture.

1

2

3

Egede LE, Walker RJ, Campbell JA, Linde S, Hawks LC, Burgess KM. Modern Day Consequences of Historic Redlining: 
Finding a Path Forward. J Gen Intern Med. 2023 May;38(6):1534-1537. doi: 10.1007/s11606-023-08051-4. Epub 2023 Feb 6. 
PMID: 36746831; PMCID: PMC9901820. 

Presenter
Presentation Notes
Speaker notes:

Systems are not inherently inequitable. They are made to be inequitable because of the dominant social group driving the system. Historically, the systems have always been monopolized by a particular dominant culture. 

In the context of US, that dominant culture has been white/Caucasian culture. The individual and collective prejudices and biases of the dominant culture then influence and shape the direction of the system. 

As a result, the output from the system is also inequitable. The results further perpetuate the biases and prejudices of the majority group in the first part of the diagram by legitimizing these views as "how it's always been.“

This is why a big part of equity work demands inclusion and diversity from the group driving these systems.



Systems of Oppression
Examples of systems that result in oppression

• Wealth, 
• Education, 
• Employment,
• Access to health care and quality of 

care

• Ageism
• Ableism
• Classism
• Colonialism
• Heterosexism
• Racism
• Sexism
• Transphobia

Systems: Inequities:Drivers:

Presenter
Presentation Notes
Speaker notes:
In the slide above – the intention is to provide a flow chart briefly explaining the domino effect/sequence of inequitable systems. 

The systems (on the left) influence the SDOH (center) that shape our health, functioning, and quality of life outcomes and risks. The “outcomes” (on the right) are the areas/categories where gaps or accumulation occur.

Whether the SDOH are positive or negative drivers depends on several factors (i.e., zip codes, income, etc.).

For example, very briefly looking at “classism” as a system: if you have an advanced degree then you are someone who will benefits from the effects of a classist system by having that advanced degree. 

Why? Because you will have access to higher paying jobs which also immediately puts you at an advantage for accessing other benefits (insurance, healthcare, housing, etc.). However, that doesn’t mean you benefit from ALL the systems. 

If you are someone with a disability and an advanced degree, it’s likely that obtaining the advanced degree was an unnecessarily difficult process due to ableist systems.
�The truth is, each of us gains advantages from certain systems, while simultaneously facing challenges from other systems.

The next few slides use redlining as an example to further flesh out an example of how the housing system was made to be inequitable.



Systems of Oppression

30+ years of 
federally sponsored 
redlining practices

The Socioeconomic Effects of Redlining

Presenter
Presentation Notes
Speaker notes for each part of the timeline:
The charts on this slide and the next few slides follows how the dominant social group (white/Caucasian) drives the system and policies to access housing.

Redlining was a federally mandated practice of denying people access to credit to buy a home, because of where they live, even if they were financially qualified for loans. The lending institutions used a map with ratings that classified high-risk/hazardous neighborhoods– all of which were low-to-moderate income and made up predominantly of Black and Brown communities. The conclusion was that no loan could be financially sound if the property was located in a neighborhood where Black people live(d). 

Since the introduction of redlining in 1933 through 1968 (when the Fair Housing Act was passed) the effects of redlining were in motion for 30+ years, and it deeply entrenched the social, economic, and environmental drivers that are still felt today in those redlined areas.

Interactive prompt: what do people think the social, economic, and environmental impacts are because of redlining? (answers on next slide)






-----

Detailed timeline notes:
Although slavery was abolished in 1865 through the 13th Amendment, the disenfranchisement of African Americans continued, and its effects are still palpable.
In response to ratification of 13th, 14, and 15th amendments, southern states passed what were known as “Black codes” that limited the rights of formerly enslaved persons to own property, exploited them as a labor source; it also criminalized activities like owning property, conducting business, buying and leasing land, and moving freely through public spaces. Black codes also forced newly freed enslaved people into servitude again by requiring Black people to sign yearly labor contracts; if they refused, they risked being arrested, fined, and forced into unpaid labor.

1933 Home Owners’ Loan Corporation (HOLC) ACT – Residential Security Maps documented how loan officers, appraisers, and real estate professionals evaluated mortgage lending risk. Neighborhoods considered high risk or hazardous were often redlined by lending institutions. These high-risk/hazardous neighborhoods were low-to-moderate income and made up primarily of Black and Brown communities. Discrimination in homeownership continues today, with homes owned by Black people, in particular, being appraised for significantly less money than comparable homes owned by white people. 

In 1946, the federal government enacted the Hospital Survey and Construction Act, commonly known as the Hill-Burton Act, to provide for the construction of public hospitals and long-term care facilities. Although the act mandated that healthcare facilities be made available to all without consideration of race, it allowed states to construct racially separate and unequal facilities. 

Brown v Board of Education – 1954 (desegregation of schools) 

Civil Rights Act – 1964 (prohibits discrimination on the basis of race, color, religion, sex or national origin)

The Fair Housing Act wasn’t passed until 1968 which deterred overt discriminatory practices of refusal of sale and loans. 

So, between 1933 and 1968, the HOLC Act went unchecked

Interactive prompt: what do people think the social, economic, and environmental effects are as a result? (answers on next slide)


----

* Yearby R. Structural racism and health disparities: reconfiguring the social determinants of health framework to include the root cause. J Law Med Ethics. 2020;48(3):518–26. Crossref, Medline, Google Scholar

** Nolen LT, Beckman AL, Sandoe E. How foundational moments in Medicaid’s history reinforced rather than eliminated racial health disparities. Health Affairs Blog [blog on the Internet]. 2020 Sep 1 [cited 2021 Dec 10]. Available from: https://www.healthaffairs.org/do/10.1377/hblog20200828.661111/full/ Google Scholar

***https://www.ncbi.nlm.nih.gov/books/NBK593028/ National Academies of Sciences, Engineering, and Medicine; Division of Behavioral and Social Sciences and Education; Board on Behavioral, Cognitive, and Sensory Sciences; Committee on Advancing Antiracism, Diversity, Equity, and Inclusion in STEM Organizations; Vargas EA, Scherer LA, Fiske ST, et al., editors. Advancing Antiracism, Diversity, Equity, and Inclusion in STEMM Organizations: Beyond Broadening Participation. Washington (DC): National Academies Press (US); 2023 Feb 14. 2, The Historical and Contemporary Context for Structural, Systemic, and Institutional Racism in the United States. Available from: https://www.ncbi.nlm.nih.gov/books/NBK593028/
 
****https://www.federalreservehistory.org/essays/redlining#:~:text=The%20FHA%20began%20redlining%20at,20%2Dyear%20loans%20they%20were





Systems of Oppression

Redlining

Lack of green 
space

Inferior 
social/health 

services

Departure of 
grocery stores

Underfunded 
Schools

Reduced 
Property Value

Pollution

Racism
Prejudice

Bias

Graphic/chart adapted from: Jowell AR, James AK, Jasrasaria R, Kelly MS, Matthiesen MI, Vyas DA, Burnett-Bowie SM, Zeidman JA. DARE 
Training: Teaching Educators How to Revise Internal Medicine Residency Lectures by Using an Anti-racism Framework. MedEdPORTAL. 
2023 Nov 7;19:11351. doi: 10.15766/mep_2374-8265.11351. PMID: 37941996; PMCID: PMC10627787.

• Economic exclusion
• Neighborhood 

disinvestment
• Legal limits on financial 

/ social mobility
• Codified limitation on 

resources and 
opportunities

Influencing 
the system

Product of the
system

Systemic Impact

Systemic 
outcomes Socioeconomic Effects of Redlining

Presenter
Presentation Notes
Speaker notes: 

As a result of redlining living in a certain zip code is going to affect your day-to-day life.

Redlining also dictated where new communities could be built, so with many Black and Brown individuals living in the cities, white flight saw white individuals leaving for the suburbs, taking all their resources with them and leaving cities under resourced and then doubly impacted by the inability to bring resources into these areas. 

For example, even today when grocery stores or other large retailers are looking to open a new location they tend to not open in formally redlined neighborhoods because the data used to determine the “best” location reflects that those (previously redlined areas) wouldn't be as successful economically due to the large wealth gaps. So, instead, they open in neighborhoods that already have grocery stores. 

Redlining maps also often forced new Black and Brown communities to be closer to sources of pollution (i.e., factories, mines, etc.), exacerbating the health disparities in outcomes.��Interactive prompt: Looking at the systemic outcomes on this slide, what are some anticipated health outcomes that you might expect as a result of these factors? 
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Systems of Oppression

Amanda R. Jowell, Aisha K. James, Rashmi Jasrasaria, Michael S. Kelly, Madeleine I. Matthiesen, Darshali A. Vyas, Sherri-Ann M. Burnett-
Bowie, and Jessica A. Zeidman, DARE Training: Teaching Educators How to Revise Internal Medicine Residency Lectures by Using an Anti-
racism Framework, MedEdPORTAL (November 7, 2023): 1-8. https://doi.org/10.15766/mep_2374-8265.11351

Health-Related Effects of Redlining

Racism
Prejudice

Bias

Presenter
Presentation Notes
Speaker notes: 
Circled on this slide we see the health outcomes resulting from the social and environmental factors. Most recently, we saw the disproportionate outcomes and impact on Black and Brown, and low-income communities, during the COVID-19 pandemic.


https://doi.org/10.15766/mep_2374-8265.11351
https://doi.org/10.15766/mep_2374-8265.11351
https://doi.org/10.15766/mep_2374-8265.11351


Systems of Oppression

Discussing concepts like white supremacy, 
colonialism, and racism require patience, 
accountability, and understanding.

However, without first understanding the historical 
context that created health disparities and 
inequities in the first place, it is impossible to 
identify the root causes of health inequities and 
eliminate them.

“If you know whence you came, 
there is really no limit to where 
you can go.”

—James Baldwin

Presenter
Presentation Notes
Speaker notes: 
The historical context of the systems in which we are working today matter because the disparities and inequities that we are working to eliminate didn’t just appear. They are the results of inequitable systems. Understanding the history of those systems will help us identify and eliminate inequities.

Health disparities start with root causes from systems of oppression (like class oppression, gender discrimination, ageism and racism) and create deep power and wealth imbalances across many of the systems that govern our lives, such as the healthcare system.

In turn, these oppressive systems mold social drivers by shaping who is paid how much and earns which benefits, who is allowed live to where, and what quality of housing or food they can afford among many other privileges.

The systems in which we live distribute social and environmental drivers of health differently--exacerbating and perpetuating power and wealth imbalances.

In the United States, those imbalances tend to fall primarily along race, class, and gender lines, with those who hold multiple marginalized identities, such as a Trans Latine person with disabilities, being even further marginalized or minoritized.


 (https://belonging.berkeley.edu/toward-abolition-biological-race-medicine-8).




Moving Forward
• Today’s health inequities did not just happen. They are the result 

of a long and complicated history of inequitable systems

• Systems can be changed and can be equitable

• Creating cultures of equity is a life-long commitment and is a critical 
step in creating equitable systems and eliminating health inequities

• In Part 2, participants can expect to explore implementation 
strategies grounded in critical theory for creating cultures of equity.

Presenter
Presentation Notes
Speaker notes: 
In part two you can expect to discuss more about 1) HOW these systems can be transformed, and 2) what an equitable system can look like. 

The material covered today is only the tip of the iceberg in gaining a deep and complete understanding of how systems of oppression affect not only our work in this space, but in our day-to-day. 




Thank you!

Additional resources at

 www.AdvancingHealthEquity.org

and from your AHE key contacts

http://www.advancinghealthequity.org/
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