MODERATOR:
Welcome to today’s Coffee Break presented by the Applied Research and Evaluation
Branch in the Division for Heart Disease and Stroke Prevention at the Centers for
Disease Control and Prevention.
We are fortunate to have Ashley Marshall and Jasmin Minaya-Junca as today’s
presenters. They are Evaluators on the Evaluation and Program Effectiveness Team in
the Applied Research and Evaluation Branch.
My name is Nicole Dickerman and I am today’s moderator. I am an ORISE Fellow on the
Evaluation and Program Effectiveness Team.
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MODERATOR:
Before we begin we have a few housekeeping items.
All participants have been muted. However, to improve audio quality please mute your
phones and microphones.
If you are having issues with audio or seeing the presentation, please message us using
the chat box or send us an email at AREBheartinfo@cdc.gov
If you have questions during the presentation, please enter it on the chat box on your
screen. We will address your questions at the end of the session.
Since this is a training series on applied research and evaluation, we do hope you will
complete the poll and provide us with your feedback.
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MODERATOR:
The information presented here is for training purposes and reflects the views of the
presenters. It does not necessarily represent the official position of the Centers for
Disease Control and Prevention.
So, without further delay. Let’s get started. Ashley the floor is yours.

3

- Thanks, Nicole.
- In today’s presentation we will review definitions of health equity and related terms,
provide an overview of how health equity can be incorporated into the CDC
Evaluation framework, and give an example of how we applied a health equity lens
to a recent evaluation project.
- At the end, we will provide a list of resources, and have time for questions and
answers.
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- First, let’s review a few definitions of terms that we will use
throughout this presentation.
- There are many working definitions for health equity. Here are
commonly used ones from Health People 2020 and the World Health
Organization.
- Health equity is defined as “The opportunity for everyone to attain
the highest level of their health potential. Achieving health equity
requires valuing everyone equally with focused and ongoing societal
efforts to address avoidable inequalities, historical and
contemporary injustices and the elimination of disparities in health
and healthcare.”
- Health disparities are a particular type of health difference that is
closely linked with social, economic, and/or environmental
disadvantage.
- Eliminating health disparities requires action on the social
determinants of health, or the conditions in which people are born,
live, learn, work, play, worship, and age that affect a wide range of
health, functioning, and quality-of-life outcomes and risks.
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• This diagram shows a potential pathway for how health inequities develop.
• Structural drivers, such as historical injustices and unequal distributions of resources,
and unhealthy community conditions shape individual’s behaviors and exposures
which put them at risk for medical conditions.
• When community conditions are unhealthy, educational and economic opportunities
are unequal, and healthcare access and quality are unequal, this leads to health
inequity.
• In reverse, healthier neighborhoods, equal opportunities, and full access to quality
healthcare advance health equity.
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• We know that disparities exist in cardiovascular disease morbidity and mortality, and
hypertension and high cholesterol awareness, treatment, and control. The causes of
these disparities go beyond the healthcare sector and individual knowledge,
attitudes and behaviors.
• The American Heart Association released a scientific statement in 2015 that stated
“…the most significant opportunities for reducing death and disability from
cardiovascular disease in the United States lie with addressing the social
determinants of cardiovascular outcomes”.
• The statement went on to catalogue the evidence on social determinants of health
that affect cardiovascular disease including socioeconomic status; race, ethnicity, and
racism; social support; access to medical care; and residential environments.
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- Kilbourne and others discuss three phases for health disparities research. The first
phase is detecting disparities, followed by understanding disparities, and finally,
reducing disparities. It is in this third phase that evaluation appears.
- Public health program evaluation has an important contribution to make to
advancing health equity. Through the systematic collection of data, evaluation can
measure progress that programs are making to reduce disparities and advance
health equity.
- DHDSP has funded several programs that aim to advance health equity, including
cooperative agreements and evaluation research projects.
- Later in the presentation, Jasmin will provide an example of how we applied a health
equity lens to one of these projects.
- Now, I will give an overview of how health equity can be incorporated into the first
three steps of the CDC Evaluation Framework.
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This is the CDC Framework for Program Evaluation in Public Health. The framework is a
practical, nonprescriptive tool, designed to summarize and organize essential elements
of program evaluation. It has six steps and four standards. Today we will focus only on
the first three steps: engage stakeholders, describe the program, and focus the
evaluation design.
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- The first step is to Engage Stakeholders. This involves fostering input, participation,
and power-sharing among those who have an investment in the evaluation.
- Involving stakeholders during evaluation planning and implementation can make the
evaluation more credible and increase the utilization of findings by building capacity
and support for evaluation.
- For evaluation to address health equity, it is important to reflect upon whose values
and beliefs are shaping the design of the evaluation and the interpretation and use
of key findings to make decisions about the program. In order to distribute the
capacity to do evaluation, the process should seek to engage diverse stakeholders
with different perspectives on the program – including, if possible, beneficiaries of
the program.
- By asking the questions on this slide, you can start to make stakeholder engagement
in evaluation more inclusive and participatory.
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- The second step is to describe the program. This includes describing the features of
the program being evaluated, including its purpose and place in a larger public health
context. This step typically includes the development of a logic model.
- When developing your program logic model, consider including upstream
determinants of health in your model. A framework that you can use to do this is
featured on this slide.
- This model includes determinants of health in addition to behaviors and exposures
and medical conditions. The determinants of health are divided into three clusters:
structural drivers, community determinants, and quality healthcare.
- These factors affect the behaviors and exposures that lead to cardiovascular disease,
such as smoking, nutrition, physical activity, and air pollution.
- When designing your logic model, consider using a framework that works for your
program and think a few steps back to the upstream determinants of health that may
be influencing health outcomes.
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- The third step is focusing the evaluation design. This step includes planning in
advance where the evaluation is headed and what steps will be taken. Evaluators and
stakeholders work together to develop evaluation questions with methods that are
useful, feasible, ethical, and accurate.
- Simply put, one way to apply a health equity lens is to make clear from the outset
that the purpose of the evaluation is to examine how and to what extent the
program is contributing to greater health equity. That way, the evaluation questions
and methods that cascade from the purpose will focus on health equity.
- Then, consider writing evaluation questions that answer how the intervention or
program has improved health equity and tying indicators to those questions that can
be used to monitor changes in community or social conditions that influence CVD
outcomes.
- Finally, consider selecting participatory evaluation methods. This could include
approaches such as empowerment evaluation, utilization-focused evaluation, or
realist evaluation.
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• An example of a conceptual framework that could be used for the evaluation design
is the Health Rankings Model.
• This model recognizes four weighted health factors that influence length and quality
of life – social and economic factors, health behaviors, clinical care, and physical
environment. These factors and their relative weights are based on a review of the
literature, expert opinion, and data analysis.
• You can use this model to determine what should be measured under each health
factor. For example:
• Under clinical care, you could collect data on the quality of care delivered and
associated costs.
• For physical environment, you could examine community resources, such as
transportation infrastructure.
Now I will turn it over to Jasmin to walk us through an example from DHDSP that
includes a health equity focus.
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- Thank you, Ashley.
- Keeping the CDC Evaluation Framework in mind, I will provide an example of one of
our recent projects that aimed to identify promising programs to advance health
equity for cardiovascular disease.
- As you know, DHDSP funds state and local health departments and tribes to prevent
and control cardiovascular disease.
- Many of these programs focus on geographic areas with a disproportionate risk of
CVD and groups who experience racial/ethnic or socioeconomic disparities.
- So, we wanted to identify programs in the field that may be beneficial to these areas
or groups.
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- This project used a pre-evaluation methodology known as a systematic screening
and assessment and evaluability assessment (SSA/EA).
- The goal of this methodology is to identify promising programs in the field that may
be ready for rigorous evaluation to determine their effectiveness.
- In this way we can find what is working in the field, build the evidence-base, and
disseminate our findings so that the program can be replicated by other
organizations.
- This methodology has six steps, that starts with setting priorities and requesting
nominations, then screening them against criteria, conducting sites visits to
determine their evaluation readiness, and finally, screening them again to determine
which is most ready for a rigorous evaluation.
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- The first step in an SSA/EA approach is to establish project priorities and
program inclusion/exclusion criteria.
- In this project eligible programs had to focus on advancing health
equity, reducing health disparities, and addressing the social
determinants of health.
- We were also interested in programs that focused on reducing or
preventing CVD or related risk factors.
- Lastly, the program had to be in the United States and in operation
for at least 6 months.
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- To apply a health equity lens to the nominated programs, it was important to
develop an operational definition that we could use to help us identify programs that
were most likely to advance health equity.
- This lens for health equity was guided by research that indicates that advancing
health equity requires eliminating health inequities and health disparities through
action on the social determinants of health.
We considered a program to be advancing health equity if it had the following
components:
• Modified health systems to provide more culturally and linguistically appropriate
services;
• Addressed social determinants of health for an individual;
• Engaged community to raise public awareness of disparities or conditions; and/or
help identify community needs and provide input on appropriate and effective
care;
• Involved partners from multiple sectors; and
• Implemented strategies beyond the health sector.
.
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- After we screened the nominations and reviewed them with a panel of experts,
three programs were selected for an evaluability assessment.
- The three programs selected represented a range of settings. The programs were
delivered in public health department clinics, a community-based health center, and
a hospital.
- For programs in San Francisco and Atlanta, the priority populations included
Blacks/African Americans. The priority population for the NW Ohio program was
residents in six zip codes.
- The San Francisco Program focuses on three areas to advance health equity:
- To improve quality of care for African American patients, the project offers
chronic care visits with registered nurses. In these visits materials are tailored
to the unique needs of the patients.
- In partnership with local food banks, the project offers a food pharmacy in its
clinic to promote consumption of healthy foods, increase nutrition
knowledge, and increase access to healthy food.
- Lastly, the project collects, tracks, and shares with clinic staff the blood
pressure control rate for African American patients and set goals for
improving in blood pressure control.
- The North West Ohio Pathways HUB uses community health workers (CHWs) who
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are familiar with or live in the local community to support and help clients meet their
health and social needs. The program also employs care coordination to address
unmet health and social needs. CHWs match clients with resources that address
needs such as enrollment in health insurance plans or transportation resources.
- The Grady Heart Failure Program utilizes three approaches to address health
disparities and advance health equity in its priority population:
- In partnership with a ride service company, the program provides specialized
transportation for heart failure patients who may otherwise be limited or
confined to their homes due to poor health. These patients receive
transportation to and from their appointments.
- For Mobile Integrated Health, the program partners with the hospital’s
Emergency Medical Services and pairs a paramedic and Program nurse
together to provide CVD care and deliver medication to a person’s home in
order to provide access to care.
- Finally, the program provides access to medication by partnering with
pharmaceutical companies. The medication assistance allows patients to
receive medication for free or at a significantly reduced price.
- These programs rose to the top because they had specific components addressing
health disparities in vulnerable populations through action on SDH.
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- Experts were asked to review and score the programs based on criteria in six
categories: program design, potential for impact, evaluation capacity, sustainability,
replicability and transferability. I want to highlight three of the categories in which
health equity was incorporated.
First, the program had to be aligned with the primary priority areas, and that included a
focus on advancing health equity, reducing health disparities and/or addressing the
social determinants of health.

Second, the invention had to impact the social or physical environmental conditions
related to heart disease, not just individual behaviors.
Finally, the program had to have data for evaluation, including data related to health
equity, such as disaggregated data or data on the social determinants of health.
By applying these criteria, we determined that only one program was mature enough
and had the necessary data for a rigorous evaluation.
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- Experts were asked to review and score the programs based on criteria.
- By applying these criteria, we determined that only one program was mature enough
and had the necessary data for a rigorous evaluation.
- The final program selected focused on CVD outcome data. In the future we will
spend more time collecting data on SDH and/or structural drivers.
- We disseminated the findings of this project through field notes. These are short,
two-page documents that highlight the program components, progress toward
implementation, and reach and impact, among other things. For these particular
field notes, we added a section on how the program is addressing health disparities.
- You can find the field notes on our webpage.
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- In conclusion, we want to acknowledge that doing this work is important but
challenging to put into practice.
- One place to start could be by building capacity within your organization to talk
about health equity. This can include reflection and education or training to build
capacity.
- In terms of incorporating health equity into evaluation, it may be best to start small.
We provided examples in this presentation of ways that you can incorporate different
models of health to develop your program description, possible criteria and
definitions that you can use for health equity, and ways to work with priority
populations to advance health equity.
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- Here are a few more resources that you might find useful.
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MODERATOR:
At this time, we’ll take an questions but first we’ll check to see if any questions have
come in through the Q&A box.
*If we have questions ask the questions posed by the attendees to the presenter*
*If we do not have questions, proceed with the script below*

Since it appears that we have no questions at this time from the audience, we have
some questions that we wanted to ask that might be insightful to our participants.
1. You mentioned that the example you gave is one of several DHDSP evaluation
projects that incorporate a health equity lens. Can you share information about
some of the other projects?
1. Sure. As a result of the SSA/EA process we briefly described in today’s
presentation, we are closely examining the Grady Heart Failure Program’s
implementation processes to obtain conclusive results of its effectiveness in
reducing or controlling cardiovascular disease and advancing health equity.
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The Grady Heart Failure Program (GHFP) serves a mainly lower income and
African American population, with goals of advancing health equity, reducing
hospital readmissions and length of stay, improving quality of care, improving
health outcomes, and reducing mortality. The purpose is to determine
whether the program can be recommended for replication.
2. In one project, we are evaluating the implementation of Kaiser Permanente
Colorado’s Hypertension Management Program and its core components in
two healthcare systems with a high burden of uncontrolled hypertension.
The evaluation will yield evidence of the replicability and transferability of an
effective hypertension management program and create tools for health
systems eager for strategies that effectively manage hypertension in lower
resource settings.
2. How might recipients be able to use this information to inform their recipient-led
evaluations that are part of the Division’s cooperative agreements?
Good question. We focused on the first three steps to align with the planning phases of
evaluation. Recipients can review how to incorporate health equity into these early
steps. Recipients can also consider using a SSA/EA approach followed by an
effectiveness evaluation using rigorous methods. In addition, you may want to
investigate if your health department already has a framework for advancing health
equity or reducing health disparities. As we are aware that there are many health
departments that have such frameworks. If your department has a framework, you
could align your evaluation with the framework’s overarching goals and strategies.
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MODERATOR:
Next, please stay with us for three short poll questions.
Please allow a few seconds for the poll to pop up on your screen. We will pause for a
few moments after the question is presented to give you time to answer. One moment
everyone.
*Moderator present poll question. Make sure to read the following after presenting
each.*
The [first, second, or third] question should be showing, it read [read question and
potential answers]
Please respond with the appropriate answer at this time.
Please stay with us to answer a couple poll questions.
The level of information was…
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Too basic
About right
Beyond my needs
The information presented was helpful to me.
Yes
Somewhat
Not at all
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Thank you for your participation!
As a reminder, all sessions are archived and the slides and script can be accessed
at our Division website. Today’s slides will be available in 2-3 weeks.
If you have any ideas for future topics or questions, please contact us at the
listed email address on this slide.
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Finally, this is our last coffee break for 2018. We will be sending out a summary of all
the topics we have covered this year in the coming weeks and we will restart again in
2019. As such, please keep a watch on your emails for the next round of coffee breaks.
Thank you for joining us. Have a terrific day everyone. This conclude today’s call.
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