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Faculty	
  Disclosure	
  

•  In	
  the	
  past	
  12	
  months,	
  I	
  have	
  not	
  had	
  a	
  
significant	
  financial	
  interest	
  or	
  other	
  relationship	
  
with	
  the	
  manufacturer(s)	
  of	
  the	
  products	
  or	
  
provider(s)	
  of	
  the	
  services	
  that	
  will	
  be	
  discussed	
  
in	
  my	
  presentation.	
  

•  This	
  presentation	
  will	
  not	
  include	
  discussion	
  of	
  
pharmaceuticals	
  or	
  devices	
  that	
  have	
  not	
  been	
  
approved	
  by	
  the	
  FDA.	
  



Faculty	
  Disclosure:	
  Context	
  

Ø The	
  only	
  such	
  
NIH-­‐funded	
  

center	
  focusing	
  
exclusively	
  on	
  

health	
  disparities	
  
in	
  children,	
  

adolescents	
  and	
  
young	
  adults.	
  



Demographic	
  Trends	
  in	
  the	
  US	
  
•  74	
  mil	
  children	
  (24%);	
  projected	
  to	
  increase	
  to	
  76.3	
  mil	
  by	
  2030	
  

•  By	
  2020,	
  more	
  than	
  half	
  of	
  children	
  will	
  be	
  part	
  of	
  a	
  minority	
  
race	
  or	
  ethnic	
  group	
  

•  22%	
  of	
  children	
  are	
  living	
  in	
  poverty	
  compared	
  to	
  18%	
  in	
  2008	
  

•  Racial	
  and	
  ethnic	
  minorities	
  are	
  disproportionately	
  represented	
  
among	
  the	
  socially	
  and	
  economically	
  disadvantaged:	
  
Ø 11%	
  of	
  non-­‐hispanic	
  white	
  children	
  
Ø 30%	
  of	
  Hispanic	
  children	
  
Ø 39%	
  of	
  African-­‐American	
  children	
  	
  

Currently	
  living	
  in	
  poverty	
  



5	
  

NCHS Data Brief Ŷ No. 169 Ŷ November 2014

 

  

Large differences in perinatal mortality rates were seen across the 
United States in 2010–2011. 

In 2010–2011, perinatal mortality rates in the United States ranged from a low of 3.65 per 1,000 
in Vermont to a high of 8.91 in Mississippi (Figure 5). 

Several states had rates under 5.0 (Alaska, Iowa, New Hampshire, New Mexico, and Vermont) for 
2010–2011; three states (Alabama, Delaware, and Mississippi) and the District of Columbia had 
rates higher than 8.0. 
Figure 5. Perinatal mortality rate, by state: United States, 2010–2011 
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NOTE: Perinatal mortality rate is the number of infant deaths under age 7 days and fetal deaths at 28 weeks of gestation or more per 1,000 live births and fetal  
deaths at 28 weeks of gestation or more.   
SOURCE: CDC/NCHS, National Vital Statistics System.    

Summary 
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through 2012. Over this same period, fetal mortality rates were also essentially unchanged among 
each of the three largest race and Hispanic origin groups: non-Hispanic white, non-Hispanic 
black, and Hispanic women. The perinatal mortality rate declined 4% from 2006 through 2011, 
a result of a decrease in early neonatal mortality. The perinatal mortality rate fell 8% for non-
Hispanic black women; declines among non-Hispanic white and Hispanic women were not 
VWDWLVWLFDOO\�VLJQL¿FDQW��

The continued decline in the perinatal mortality rate is noteworthy. The rate is down 10% since 
2000 (4), and the pace of decline for the most current period, 2006–2011, is consistent with that 
for 2000–2005. The U.S. fetal mortality rate, however, did not improve during 2006–2012. 

Ŷ� �� Ŷ 

There	
  are	
  large	
  
differences	
  in	
  perinatal	
  

mortality	
  rates:	
  
	
  

Ø  3.65/1000	
  –	
  VT	
  
Ø  8.91/1000	
  –	
  MS	
  	
  	
  	
  	
  	
  

NCHS	
  Data	
  Brief	
  2014;	
  no	
  169	
  



Definition	
  
•  Social	
  Determinants	
  of	
  Health	
  –	
  The	
  social	
  

determinants	
  of	
  health	
  are	
  the	
  conditions	
  in	
  which	
  
people	
  are	
  born,	
  grow,	
  live,	
  work	
  and	
  age.	
  These	
  
circumstances	
  are	
  shaped	
  by	
  the	
  distribution	
  of	
  
money,	
  power	
  and	
  resources	
  at	
  global,	
  national	
  and	
  
local	
  levels	
  and	
  are	
  mostly	
  responsible	
  for	
  health	
  
inequities.	
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-­‐	
  World	
  Health	
  OrganizaVon	
  (WHO)	
  



Place	
  Matters:	
  
	
  

Life	
  Expectancy	
  
by	
  County	
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-­‐	
  Robert	
  Wood	
  Johnson	
  
FoundaVon	
  (RWJF)	
  



Disparities:	
  A	
  Life	
  Course	
  Perspective	
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Model of 
Children’s Health  
and Its Influences  

Children’s Health, the Nation’s Wealth. Institute of Medicine. 
DC: National Academies Press, 2004.  



Coverage	
  Does	
  Not	
  Equal	
  Access	
  
Ø Despite	
  high	
  levels	
  of	
  insurance	
  coverage,	
  many	
  barriers	
  

keep	
  children	
  from	
  receiving	
  primary	
  and	
  specialty	
  
health	
  care	
  in	
  community-­‐based	
  settings.	
  

Ø Uneven	
  distribution	
  of	
  primary	
  and	
  specialty	
  care	
  
providers	
  significantly	
  impede	
  access	
  to	
  care.	
  

Ø Many	
  children	
  rely	
  on	
  the	
  Emergency	
  Department	
  for	
  
care	
  and	
  are	
  treated	
  for	
  conditions	
  that	
  could	
  otherwise	
  
be	
  prevented	
  (ambulatory	
  care	
  sensitive)	
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Asthma	
  in	
  the	
  District	
  of	
  Columbia:	
  Tale	
  of	
  Two	
  Cities	
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   Teach	
  et	
  al.	
  Pediatrics.	
  2006;117:S78	
  

Primary	
  Care	
  Access	
   Poverty	
  



Behavioral	
  Health	
  
Resources	
  are	
  not	
  located	
  
where	
  children	
  live	
  in	
  D.C.	
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Miles ±

                  Mental Health Resources are Not Located 
                     Where Children in DC Live, 2014

Virginia

Sources: U.S. Census 2014, extracted from DC Health Matters (dchealthmatters.org) and Child & Adolescent Mental Health Resource
Guide from DC Collaborative for Mental Health in Pediatric Primary Care.
Map produced by the Child Health Data Lab, Children's National Health System.

Maryland

Ward 2

Ward 1

-­‐	
  DC	
  Health	
  Ma+ers,	
  courtesy	
  
Child	
  Health	
  Data	
  Lab	
  

h_p://www.dchealthma_ers.org	
  



12	
  

COMMENTARY

Reframing the Disparities Agenda: A Time to Rethink, a Time

to Focus
Ivor B. Horn, MD, MPH; Fernando S. Mendoza, MD, MPH

From the Department of Pediatrics, Children’s National Health System, George Washington University School of Medicine, Washington, DC
(Dr Horn); and Department of Pediatrics, Stanford University School of Medicine, Lucile Packard Children’s Hospital, Palo Alto, Calif
(Dr Mendoza)
The authors declare that they have no conflict of interest.
Address correspondence to Ivor B. Horn, MD, MPH, Department of Pediatrics, Children’s National Health System, 111 Michigan Ave NW,
Washington, DC 20010 (e-mail: ihorn@childrensnational.org).
Received for publication December 16, 2013; accepted December 21, 2013.

ACADEMIC PEDIATRICS 2014;14:115–116

THE RELEASE OF the Institute of Medicine’s reports Un-
equal Treatment: Confronting Racial and Ethnic Dispar-
ities in Health and Crossing the Quality Chasm: A New
Health System for the 21st Century over a decade ago led
to numerous efforts in programs, practice, and research
to improve health equity and health care quality.1,2 The
pediatric community has been in the forefront of this
effort providing “high touch” community participatory
efforts to reduce health disparities among children.
However, the article in this month’s Academic Pediatrics
by Dougherty and colleagues describing broad trends
using the 2011 National Healthcare Quality Report
(NHQR) and National Healthcare Disparities Report
(NHDR) database highlight that at the macro level, little
measurable change has occurred.3 In his foreword to the
2013 Centers for Disease Control (CDC) Health Dispar-
ities and Inequalities Report, Thomas Frieden, director of
the CDC, noted that reports such as these give an overview
of national level data sets and serve to “shine a bright light
on the problem to be solved.”4 Yet given that we have
shined the light for several decades, is it now time for an-
alyses to provide insights on potential solutions? The short-
comings of actionable data from the article by Dougherty
and colleagues and that of the CDC report are a reflection
of the limitations of national data sets, not the reporting of
the results. Reflection on the current study creates an op-
portunity to reframe the health disparities conversation.

Dougherty and colleagues in their article report the re-
sults of the NHQR and NHDR database. The fact that
neither database alone can answer the fundamental ques-
tion of whether health disparities are improving, nor can
they give us actionable metrics, is problematic if we are
going to make progress in eliminating them. In the setting
of the Affordable Care Act (ACA), with improved access to
care for those traditionally underserved, the time is right to
rethink how we conceptualize health disparities for chil-
dren so we have metrics that will induce action. If inequity
has resulted in disparities, and if inequity is transmitted
through less access and lower quality, should we leverage

the ACA and focus our efforts on eliminating inequities
in quality of care? Universally, health care systems have
recognized the importance of quality of care issues and
their link to economic well-being and competitiveness.
Concurrently, accountable care organization executives
are shifting their discussions from individual health to pop-
ulation health and prevention. These changes in the health
care system provide tremendous opportunity to change
how we address disparities, from one of needing resources
to one of effective resource utilization. But perhaps most
importantly, the disparity discussion may now resonate
from our clinics to the boardrooms, moving the elimination
of health disparities to the cost-containment side of the
health care ledger. In the final analysis, health disparities
reduction should be a part of overall efforts to improve
health outcomes and reduce health costs. When health sys-
tems can see the economic return on investment for efforts
to reduce health disparities in the same way that they have
begun to see health care quality, it will be the most impor-
tant step in our efforts to eliminate health disparities.
Two other key changes in health care make now an

optimal time to make this shift in our thinking. First, the
Health Information Technology for Economic and Clinical
Health (HITECH) Act andMeaningful Use, which have re-
sulted in a significant adoption of electronic health records
(EHRs) in recent years. As of April 2013, approximately
80% of eligible hospitals in the United States and over
50% of physicians and other eligible health professionals
had adopted EHRs.5 This will greatly expand the informa-
tion on patients and populations, and it provides an oppor-
tunity for more productive use of EHRs for work on
disparities. These new data resources will allow us to
gain more in-depth and actionable information. However,
the critical question is whether these systems will capture
social determinants of health needed to evaluate dispar-
ities. Hatch et al utilized data from the electronic health
database of a community health center network to track
health insurance status of their patient population. Through
these data analytics, they were able to develop a system of
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Ø Local,	
  “high	
  touch”	
  community	
  parVcipatory	
  
efforts	
  not-­‐with-­‐standing,	
  at	
  the	
  macro	
  level,	
  
li_le	
  measurable	
  change	
  has	
  occurred.	
  

Ø Leveraging	
  the	
  ACA	
  to	
  focus	
  efforts	
  on	
  
eliminaVng	
  systemic	
  inequiVes	
  in	
  quality	
  of	
  care.	
  



Childhood	
  Developmental	
  Trajectories	
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Significant Adversity 

Supportive Relationships, Stimulating 
Experiences,  Health-Promoting Environments 

Healthy Developmental 
Trajectory 

Impaired Health and Development  

Adapted	
  from	
  Harvard	
  
Univ.	
  Center	
  on	
  the	
  

Developing	
  Child	
  



Protective	
  Interventions:	
  Building	
  Resilience	
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Adapted	
  from	
  Harvard	
  
Univ.	
  Center	
  on	
  the	
  

Developing	
  Child	
  

Significant Adversity 
New Protective Interventions 

Healthy Developmental 
Trajectory 

Supportive Relationships, Stimulating 
Experiences,  Health-Promoting Environments 



Public	
  Health	
  Parable	
  
A man is standing by a river when he hears a cry 
for help.  He sees someone struggling in the water, 
on the verge of drowning.  Being an expert 
swimmer, he jumps in and rescues the victim. 
Before he has time to rejoice in his success, 
however, he sees someone else floating by, also 
crying for help.  As soon as he rescues this person, 
he discovers a third....then a fourth and a fifth.  
More and more victims float by, taxing his 
swimming stamina.  Finally he walks away.  When 
asked where he is going, he replies, "I'm going up 
the river to try to stop people from falling in." 



Equity	
  Does	
  Not	
  Always	
  Mean	
  Justice	
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