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Introduction 
The Future of Nursing: Campaign for Action’s Health Equity Toolkit is organized using the acronym ADPIE, which includes the five steps in the nursing process: Assessment, Diagnosis, Planning, Implementation, and Evaluation. Nurses and other health professionals, including community leaders with all levels of education, will understand this universal language and framework to assess their communities’ needs and their organizational readiness to take action on social determinants of health and health equity. Section 1 is the overview. Sections 2 and 3 include tools and recommendations for community input to decide priority areas based on this data—leading to section 4, social diagnosis. Sections 5 and 6 emphasize overall and action planning and include communication and fundraising resources. Section 7 provides guidance on evaluating the Action Coalition's efforts on addressing social determinants of health and the impact on policy, community health/behavior change outcomes, and potential for sustainability and replication. Section 8 provides links to all resources included throughout the toolkit. 
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Section 1. Overview and Purpose
Building a Culture of Health and Promoting Health Equity: A Toolkit for Action[image: image6.jpg]
Purpose: The purpose of the toolkit is to provide action-based strategies and concrete steps for individuals, communities, and health care facilities to promote and sustain a Culture of Health (see definition below). By sharing resources and examples of communities in action, we hope to facilitate community dialogue and meaningful partnerships that result in the identification of collective health goals that inspire concrete actionable community initiatives that improve health outcomes.
Who the toolkit is for: The Center to Champion Nursing in America Health Equity Toolkit is designed to guide and support nurses in their efforts to address social determinants of health (SDOH) and to advance health equity in their communities. Although the toolkit is designed for nurses, it will benefit all health care providers, community members, health care stakeholders, businesses, health care facilities, consumer advocates, and anyone who is interested in creating meaningful health care changes in their community.
How to use the tool: The Center to Champion Nursing in America, Health Equity Toolkit is designed to guide and support nursing efforts to address social determinants of health (SDOH) and to advance health equity in their communities. If you are not familiar with the social determinants of health factors, this toolkit is designed to provide step-by-step instructions on how to engage stakeholders and/or potential funders to address health equity. Each section is a stand-alone and it is best to start with the section that most applies to your coalition’s needs. 
How to navigate the toolkit: Each section includes descriptions/definitions introducing topics, current evidence or “best practices,” and resources, including interactive webinars to inspire action. We recommend starting with sections 1 through 3, which includes a SDOH survey to assess nurses’ knowledge, readiness, and willingness/capacity to take action on SDOH in their practice setting. Based on the results, we offer interactive webinars and references for those who need more information, including Susan Hassmiller’s “Perfectly Positioned: Galvanizing Nurses to Address the Social Determinants of Health. If ready, move to sections 4 through 6, which includes planning and select topics of interest. Finally, check out the Resource Hub, which includes examples of communities in action, helpful tools (e.g., communication, advocacy), and references.
Defining the Problem
Learning Objectives: 
· Define a Culture of Health and health equity
· Identify social determinants of health and health outcomes
Definitions:
· Health disparities exist when a health outcome “is seen to a greater or lesser degree between populations.” They are “particular types of health differences that are closely linked with social, economic, and/or environmental disadvantage. Health disparities adversely affect groups of people who have systematically experienced greater obstacles to health based on their racial or ethnic group; religion; socioeconomic status; gender; age; mental health; cognitive, sensory, or physical disability; sexual orientation or gender identity; geographic location; or other characteristics historically linked to discrimination or exclusion (Healthy People 2020).” The cause of health disparities is neither simple nor singular, but rather a combination of inequities that occur on the structural/institutional level and individual level.
· Social determinants of health can be defined as factors that contribute to health or illness. These can include the environments in which people are born, grow, live, learn, work, play, worship, and age that affect a wide range of health, functioning, and quality of life outcomes and risks (Healthy People 2020). 
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Figure 1. Social Determinant Factors adapted from Healthy People 2020

Table 1: Social Determinants and Health Impact
Below is a table of examples of social determinants of health. This is not an exhaustive list, rather an introduction to five key factors (see figure above) identified by Healthy People 2020, as well as some social determinants of health that are emerging, such as adverse childhood events, discrimination and racism, and social isolation.
	Social Determinant
	Definition 
	Health Impact

	Economic Stability

	Housing Insecurity (Housing Instability)
	Housing insecurity is characterized by eviction, homelessness, living in a motel or hotel, frequent moving, or living in crowded conditions. 
	Housing insecurity is related to chronic disease, poor health, and impeded access to and delayed clinic visits. Healthy People 2020–Housing Insecurity.


	Food Insecurity
	Food insecurity occurs when there is insufficient nutritional intake due to lack of money or resources. Hunger may or may not be present with food insecurity.
	People who are food insecure are at higher risk for obesity. Children who are food insecure are more likely to experience developmental problems and mental health issues. Healthy People 2020–Food Insecurity; Compton and Shim, 2015.

	Unemployment, Low-Income and
Poverty
	Disparities exist in the workforce. related to both race/ethnicity and gender, leading to disproportionate low-income status and financial struggles for minorities and women. Poverty is often thought of as extreme low-income; however, to truly understand poverty, it needs to be examined through the lens of a deprivation of resources and opportunity. 
	Unemployment, low-Income, and poverty create hardship that can result in depression, anxiety, stress, and physical pain. The risk for chronic conditions such as heart disease, diabetes, and obesity is higher among those with the lowest income. In addition, older adults who are poor experience higher rates of disability and mortality. Finally, people with disabilities are more vulnerable to the effects of poverty than are other groups.
Healthy People 2020–Poverty.

	Education

	Early Childhood Development and Adverse Childhood Experiences (ACEs)
	Early childhood impacts long-term cognitive and physical development. ACEs are defined as physical, emotional, or sexual abuse, emotional or physical neglect, and household dysfunction. 
	ACEs correlate to negative physical and mental health outcomes. This emerging science recognizes that stress in the absence of support is responsible for pervasive and lasting changes in brain anatomy, physiology, and behavior. (Compton and Shim, 2015; Felitti, et al., 1998.)

	Elementary School
	The quality of elementary school education can vary from neighborhood to neighborhood. High-quality schools should be able to offer comprehensive education with low teacher-to-student ratios, school meals, and access to health and social services.
	Because of the essential role of early childhood development, the quality of elementary school education can impact short- and long-term health. Healthy People 2020–Education.

	High School Graduation
	A high school diploma is needed for many jobs and for enrollment in higher education. However, disparities in high school graduation (race/ethnicity, socioeconomic status, LGBTQ, etc.) exist across demographic groups and geographic location.
	There is evidence that students who drop out of high school are at risk for poor health outcomes and premature death. Healthy People 2020–Education.

	Higher Education
	A college degree can improve employment opportunities, and therefore improve food, housing and health care resources, too.
	Higher education can lead to improved health and well-being. Healthy People 2020–Education.


	Health and Health Care

	Access to Care
	Access to care relates to factors such as lack of insurance or ability to pay; availability of providers; and fragmented services and difficulty navigating services. This can be particularly difficult in rural areas.
	Poor access to care leads to poor physical and mental health outcomes, increased morbidity, and early death. Healthy People 2020–Access to Care.

	Neighborhood and Built Environment

	Neighborhood Deprivation
	Neighborhood deprivation refers to a lack of local resources, which can include access to health care, schools, work, and high-quality food. It can also include the built environment. That includes the amount of green space, parks, and walkable areas, as well as the design of the community, which can create overcrowding, noise, and poor lighting.
	Residents of impoverished neighborhoods or communities are at increased risk for mental illness, chronic disease, higher mortality, and lower life expectancy.
Healthy People 2020–Environmental Conditions.

	Environmental Contamination
	Exposure to pollution, toxins, pests, contaminated water, or physical hazards can impact population health.
	Exposure to environmental contamination is associated with higher rates of cardiovascular disease, hypertension, asthma, cancer, and waterborne illnesses, as well as hindered fetal and child development.
Healthy People 2020–Environmental Conditions.

	Transportation
	Transportation refers to the ability of individuals and families to travel to places needed to obtain resources, including healthy food, quality education, employment, health care services, utilities, etc. This is particularly problematic for people in locations that lack public transportation (rural and many urban areas) and for those who do not have a reliable mode personal transportation.
	The impact of lack of transportation means diminished access to resources. In the health care setting, this can result in missed appointments, lack of preventive care follow-up care (e.g., perinatal care or well-child visits).

	Crime and Violence
	Exposure to violence could be direct or indirect by being a witness or hearing about crime in their communities.
	Repeated exposure may link with increased negative health outcomes. For example, people who feel less safe because of fear of crime and violence are less likely to engage in physical activity, which can lead to obesity.
Healthy People 2020–Crime and Violence

	Social and Community Context

	Discrimination and Racism
	Discrimination can occur in many forms, including reactions to race/color/ethnicity, age, gender, sexual orientation, or gender identity. Thirty-one %of U.S. adults experience one major discriminator event in their lifetime, whereas 63% of U.S. adults report discrimination every day. 

	Experiencing discrimination can result in a physiologic response that increases allostatic load. Increased allostatic load is measured by increased blood pressure and presence of stress hormones in the bloodstream. The latter can lead to cardiovascular disease, diabetes, obesity, chronic illness, reproductive issues, substance misuse and mental health problems. (Robert Wood Johnson Foundation, 2017, Compton and Shim, 2015.)

	Historical Trauma
	This term refers to a collective experience of violence and psychological distress caused by things like genocide and forced separation of families as well as loss of culture, language, and land. Examples of peoples who may experience historical trauma are Native Americans, African Americans, Jews, and Mexicans. (This is by no means an exhaustive list.)
	Like discrimination and racism, historical trauma relates to increased psychological disorders such as depression, PTSD, increased substance use, and increased suicide rates. It is also associated with higher rates of cardiovascular disease, diabetes, and obesity. (Brockie, Heinzelmann, and Gill, 2013.)

	Incarceration
	The United States has the highest incarceration rate in the world. Higher rates of incarceration occur among racial and ethnic minorities, poor people, and those with less education.
	People who have been incarcerated often lose access to state and federal programs such as housing, food stamps, and education assistance. It is also harder for felons to find employment. These effects can make it hard to access resources, and recidivism is common.
Children of incarcerated parents are more likely to have learning disabilities and developmental delays and are more likely to become incarcerated.
Healthy People 2020-Incarceration.

	Language and Literacy
	Lack of English proficiency and literacy can be barriers to accessing health services and understanding health information. Health care facilities that have inadequate interpretation services, undertrained interpreters, or that underuse interpretation services exacerbate the problem. Healthy People 2020– Language and Literacy.
	Individuals with limited English proficiency report worse health and increased sadness. Studies have shown a positive relationship between limited literacy and poor health outcomes such as diabetes and cancer. Healthy People 2020–Language and Literacy.

	Social Isolation
	Some 28% of older adults live alone, and one-third over the age of 45 report feeling lonely (equating to about 42 million people; Holt-Lundstad, Smith, and Layton, 2017). And 55% of respondents who reported being in poor health were lonely.
	Loneliness is a strong predictor of poor health (Wilson and Moulton, 2010). Isolated individuals experienced higher rates of morbidity, mortality, infection, depression, and cognitive decline (Holt-Lundstad, Smith, Layton, 2010). 


· Social Needs Versus Social Determinants: Using the stream metaphor—where social determinants are upstream factors that impact downstream outcomes—social needs interventions create a middle stream. Tactics that address social needs may include a social worker or health care professional using screening questions on social conditions (e.g., housing and food security) to provide referrals to public assistance or community supports. These interventions are upstream from medical interventions, but not upstream enough to address the root cause of the problem. (Health Affairs)
· Health Equity: Braveman, Arkin, Orleans, Proctor, and Plough (2017) stated, “Health equity means that everyone has a fair and just opportunity to be healthier. This requires removing obstacles to health such as poverty, discrimination, and their consequences, including powerlessness and lack of access to good jobs with fair pay, quality education and housing, safe environments, and health care”. Phillips and Malone (2014) emphasized that pursuing health equity means striving for the highest possible standard of health for all people and giving special attention to the needs of those at greatest risk of poor health, based on social conditions. 
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Figure 2. Visualizing Health Equity: One Size Does Not Fit All Infographic
· Culture of Health: The Robert Wood Johnson Foundation (RWJF) describes a Culture of Health as one in which well-being is placed at the center of every aspect of our lives. In a Culture of Health, Americans understand that we’re all in this together—no one is excluded. Everyone has access to the care they need and all families have the opportunity to make healthier choices. In a Culture of Health, communities flourish and individuals thrive. To help health care providers understand the principles of a Culture of Health, RWJF created a framework, which is structured around the concept of equity.
Section 2. Assessing your Knowledge and Preparedness
Consistent with the five steps of the nursing process, we recommend Action Coalitions conduct a self-assessment to determine their readiness and needs for addressing SDOH. This process includes acknowledging and reflecting on existing work, efforts, and achievements through appreciative inquiry.
Assessment (SDOH and Health Equity): The Social Determinants of Health Assessment Survey has been adapted with permission from Janice Phillips, PhD, RN, FAAN, and Angelique Richard, RN, PhD, both of the Rush University Medical Center Department of Nursing Administration, to fit the needs of nurses and health care providers. The survey, below, is used to assess nurses’ knowledge, attitudes, and behaviors toward addressing SDOH; includes 10 questions; and takes less than 10 minutes to complete. Results may help determine action steps to begin or support health equity work.
Health Equity Survey

Survey Purpose and Background 

As a first step, we recommend that coalition members complete this survey. Identifying knowledge gaps can help coalitions address the education and informational needs of its members. CCNA has a library of resources, including webinars, blog posts, and references that provide in-depth information on the basic principles of the social determinants of health and examples of efforts to address these at a community level.
Please respond to the following questions and feel free to add any additional information that can improve our efforts.

Questions About You and Your Practice (Demographics)

1. Practice setting (select one): 

a. Academic

b. Private practice

c. Ambulatory care/clinic

d. Hospital

e. Community health
f. Other (specify): ___________________________

2. What is your current level of practice?

a. Nurse practitioner
i. PhD or DNP

ii. Master’s prepared

iii. Other (specify): ___________________________

b. RN

i. PhD or DNP 
ii. Master’s prepared

iii. BSN

iv. ADN

v. Diploma

c. LPN/LVN

d. CNA
e. Other health professional

f. Community partner

3. How long have you been in your current role?

a. Less than 2 years

b. 2-4 years

c. 5-10 years

d. 11-15 years

e. 16-20 years

f. Greater than 20 years

4. Have you received any specialized training to address social determinants of health?
a. Yes

b. No
If yes, who was the specialized training in social determinants of health provided by?

i. Employer

ii. School

iii. Informal, on the job training
iv. Conference/workshop

v. Other (specify): ______________________

5. Do you see patients in a clinical setting? 

a. Yes

b. No (skip to question 7)

6. If yes to question 5, in what setting? 
a. Rural

b. Academic 

c. Community

d. Urban

e. Other (specify): __________________________

Questions About Social Determinants of Health
7. How knowledgeable are you about the following social determinants of health (social needs)?

	Social determinants of health
	Not at all
	Slightly
	Moderate
	Very 
	Extremely

	Access to affordable, nutritious food
	
	
	
	
	

	Access to care
	
	
	
	
	

	Access to primary care provider
	
	
	
	
	

	Civic participation (examples include: voting, community service, contacting elected officials, etc.)
	
	
	
	
	

	Crime and violence
	
	
	
	
	

	Discrimination
	
	
	
	
	

	Employment status
	
	
	
	
	

	Environmental conditions
	
	
	
	
	

	Health literacy
	
	
	
	
	

	Housing situation
	
	
	
	
	

	Income
	
	
	
	
	

	Interpersonal violence
	
	
	
	
	

	Level of education
	
	
	
	
	

	Social support networks
	
	
	
	
	

	Transportation needs
	
	
	
	
	

	Utilities
	
	
	
	
	


8. How confident are you in your ability to discuss the following social determinants of health (social needs) with patients/community?
	Social determinants of health
	Not at all
	Slightly
	Moderate
	Very 
	Extremely

	Access to affordable nutritious food
	
	
	
	
	

	Access to care
	
	
	
	
	

	Access to primary care provider
	
	
	
	
	

	Civic participation (examples include: voting, community service, contacting elected officials, etc.)
	
	
	
	
	

	Crime and violence
	
	
	
	
	

	Discrimination
	
	
	
	
	

	Employment status
	
	
	
	
	

	Environmental conditions
	
	
	
	
	

	Health literacy
	
	
	
	
	

	Housing Situation
	
	
	
	
	

	Income
	
	
	
	
	

	Interpersonal violence
	
	
	
	
	

	Level of education
	
	
	
	
	

	Social support networks
	
	
	
	
	

	Transportation needs
	
	
	
	
	

	Utilities
	
	
	
	
	


9. How likely are you to discuss the following social determinants of health (social needs) with patients/community?

	Social determinants of health
	Not at all
	Slightly
	Moderate
	Very 
	Extremely

	Access to affordable nutritious food
	
	
	
	
	

	Access to care
	
	
	
	
	

	Access to primary care provider
	
	
	
	
	

	Civic participation (examples include: voting, community service, contacting elected officials, etc.)
	
	
	
	
	

	Crime and violence
	
	
	
	
	

	Discrimination
	
	
	
	
	

	Employment status
	
	
	
	
	

	Environmental conditions
	
	
	
	
	

	Health literacy
	
	
	
	
	

	Housing situation
	
	
	
	
	

	Income
	
	
	
	
	

	Interpersonal violence
	
	
	
	
	

	Level of education
	
	
	
	
	

	Social support networks
	
	
	
	
	

	Transportation needs
	
	
	
	
	

	Utilities
	
	
	
	
	


10. What are the major barriers that prevent you from addressing social determinants of health with your patients or community?

a. Time

b. Resources

c. Lack of knowledge

d. Lack of referrals/community connections

e. Other___________________

Background: The article “Activating Nursing to Address Unmet Needs in the 21st Century” provides important background on the historical forces that shaped nursing; current developments that are repositioning nurses, including examples of nurse-involved models that have evidence of success; and nursing’s role in addressing the needs of the 21st century in partnership with their community. (See section 5 below to learn more about planning for engaging potential partners.) 
Section 3. Community Assessment
This phase includes gathering information about the community’s challenges and resources. Ideally, participants who identify priorities are community residents, health professionals, and other local leaders. Nurses are in a unique position to conduct a community assessment, since they often have first-hand knowledge of the most critical health needs that their patients/communities experience.
A community assessment will also help show the assets or strengths/resources within a community that residents can build on for community improvement. Some communities or coalitions might already have an assessment for another purpose or project. The CDC Community Health Assessment and Group Evaluation (CHANGE) Tool can guide members through the assessment and prioritization process. 

Obtain input from as many sectors in the community in identifying a community’s assets and strengths. Begin an inventory or list of all community assets. These may include organizations, people, place, associations, coalitions, and institutions. Other sources of information are internet, community websites, the chamber of commerce, local newspapers, and county health departments.
These assets can then be mapped. See Community Toolbox for Mapping Community Assets.
Environmental Scan
You can use the following tools to collect objective data related to community strengths and resources.
· Centers for Disease Control (CDC) Social Vulnerability Index (SVI) uses U.S. Census data to determine the social vulnerability of every census tract and can help public health officials, including nurses, better prepare for and respond to emergency events (e.g., human suffering and financial loss in a disaster). These factors are known as social vulnerability and include poverty, lack of access to transportation, and crowded housing.
· Introduction to CDC's SVI (Video)
· Methods for CDC's SVI (Video)
· County Health Rankings interactive website provides a snapshot of how health is influenced by where we live, work, and play.
· City Health Dashboard
· The AARP Livability Index includes a web-based tool (using address, ZIP code, or community) to measure community livability by categories related to housing, neighborhood, transportation, environment, health, engagement, and opportunity. Users also can customize the Index to place higher or lower emphasis on the livability features of most importance to them.
· Pennsylvania Action Coalition - Stakeholder survey 
Section 4. Social Diagnosis/Deciding Priority Social Determinants of Health to Take Action On

In primary care/clinical settings, there are growing efforts to link SDOH to the International Statistical Classification of Diseases and Related Health Problems, Tenth Revision (ICD-10) diagnoses. This coding guideline allows the clinical care team, including care managers, community health workers, medical assistants, nurses, discharge planners, behavioral health clinicians and dental staff to document a “social diagnosis” in the electronic health record in the form of “Z-codes” (examples: Z59.9 is “Problem related to housing and economic circumstances, unspecified”; Z60.4 is “Social isolation, exclusion and rejection”). 
In a community setting, once you conduct an assessment, Action Coalitions (or any coalition using the tool) can work with partners and stakeholders to define and prioritize the SDOHs to address. One simple recommendation made by the Community Toolbox (see the Resource Hub) is to list all of the SDOH your community is facing and form criteria that can help decide action. For example, here are some questions that may help with decision-making:
· Is the SDOH of importance to the Action Coalition, including partners and stakeholders?
· Define the most important SDOH that must be addressed now, in the short-term, based on collective decision-making.
· Define the important SDOH that can be addressed long-term. 
· Given the current capacity of the Action Coalition, is it feasible to address the SDOH?
· Decide if the good you can do will be worth the effort it takes. Are you the best people to solve the problem? Is someone else better suited to the task?
· Negative impacts. If you do succeed in bringing about the solution you are working on, what are the possible consequences? 
· Even if there are some unwanted results, you may well decide that the benefits outweigh the negatives. 
Section 5. Planning
Identify and Engage Potential Partners 
What is community engagement? 
Community problems are often too complex for any one agency to address, making community engagement an essential step for developing community-based solutions and advancing health equity. Community engagement is a process that engages community members, organizations, institutions, and other relevant stakeholders to pursue solutions or interventions that address the issue at hand. Central to this process is recognizing community residents are the most important resource in the community. Relationship-building with community members takes time and involves certain strategies. See the CDC’s A Practitioner’s Guide for Advancing Health Equity for strategies on community engagement. 
How to build your coalition or community team:
a. Identify and engage potential partners
i. Maintain individuals and groups that are essential to include. 
ii. Professional nursing organizations representing diversity in the workforce are well-prepared to work in partnership with others to advance health equity in their community. The members of CCNA’s Equity, Diversity, and Inclusion Steering Committee highlight health equity as central to their mission and encourage outreach to their local/state chapters. Each includes contact/outreach information on their websites:

· American Association for Men in Nursing
· Asian American/Pacific Islander Nurses Association, Inc. 

· National Alaska Native American Indian Nurses Association
· National Association of Hispanic Nurses
· National Black Nurses Association, Inc.
· National Coalition of Ethnic Minority Nurse Associations
· Philippine Nurses Association of America, Inc.
iii. Essential partners to include are community members most affected by the issue or concern and community organizations whose duties relate to the issue. Begin thinking about key individuals and organizations who have a vested interest in your efforts. Representation should be diverse and broad.  
iv. Other partners may include state, tribal, county, and local governments, educational institutions, and health care institutions.
b. Resources to help in the planning of your mobilization efforts: 
i. Healthy People 2020: Brainstorm potential partners https://www.healthypeople.gov/sites/default/files/BrainstormPotenial.pdf 
ii. Healthy People 2020: Questions to consider when organizing a coalition https://www.healthypeople.gov/sites/default/files/QuestionsToConsider.pdf 
Healthy People 2010: https://www.healthypeople.gov/2020/tools-and-resources/program-planning/Mobilize
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Figure 3: Examples of potential coalition membership (adapted from Community Wellness Planning Kit). (This is not intended to be an exhaustive list.)
c. How to reach potential coalition participants
i. Assemble a core team who has the responsibility in playing a key role in the coalition’s efforts.
ii. Create a communication plan: A communication plan will aid in mapping out your communication efforts and help to develop a clear message and identify your target audience. To develop your communication plan, answer the following questions:
1. Why do you want to communicate your information? (Purpose)
2. Who is your target audience? 
3. What do you want to communicate to your audience? 
4. How do you want to communicate your information?
5. What resources are available to help communicate your message? 
Table 2: Example of a Communication Action Plan
	Audience
	Content
	Communication
Format/Media
	Resources
	Timing of Communication

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 

	 
	 
	 
	 
	 


     Source: (2019). The Pell Institute. 


d. Sample communication pieces, guidance
i. Louisiana Action Coalition Infographic, “The Diversity of Louisiana’s Registered Nurses Workforce”
ii. Wisconsin Action Coalition Infographic, “Diversity in Nursing: A Solution for Wisconsin”
iii. The National Association of Hispanic Nurses example of “Communicating with the Media: NAHN Educating Multicultural Communities on Health Insurance Literacy (A. Perez)”
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NATIONALLY, WE ARE
FARTICIPATING IN A GRANT,
FUNDED BY HHS/OMH, TO
EDUCATE MULTICULTURAL
COMMUNITIES ON HEALTH
INSURANCE LITERACY TO
MAKE INFORMED
DECISIONS FOR THE
HEALTH OF THEMSELVES &
THEIR FAMILIES

UMBRELLA STATEMENT

FIAHM 1S COMMITTED TO ADVANCING THE HEALTH IN HISPANI
COMMURNITIES AND TO LEAD, PROMOTE AND ADVOCATE THE
EDUCATIONAL, PROFESSIONAL, AND LEADERSHIP OPPORTUNITIES

FOR HISPANIC NURSES.

MESSAGE 2

AS NURSES, WE ARE
USING THIS PLATFORM
TO PROMOTE THE FREE
PREVENTIVE HEALTH
CARE BENEFITS AND
HEALTHY LIFESTYLES
EMPHASIZING PHYSICAL
ACTIVITY AND
NUTRITION ACROSS
GEMERATIONS

MESSAGE 3

HISPANICS NURSES
HAVE UNIQUE
STRENGTHS IN
REACHING OUTTO
THESE FAMILIES &
COMMUNITIES, BECAUSE
WE ARE BILINGUAL, BI-
CULTURAL, WE
UNDERSTAND BOTH THE
CHALLENGES &
STRENGTHS OF OUR
COMMUNITY

EVIDENCE, PROOF POINTS

1. LATINOSHISPANICS HAVE HIGHER UNINSURED RATES COMPARED TO OTHER ETHNIC MINORITY GROUFS
2. LATINOSHISPANICS EXPERIENCE SIGMIFICANT HEALTH DISPARITIES, OFTEM DUE TO LACK OF ACCESS TO HEALTH CARE
3. RECENT STUDIES SHOW THAT INDMIDUALS & FAMILIES ARE INTERESTED IN OSTAINING HEALTH INSURANCE COVERAGE





iv. Blank Template for Crafting your Communication with Media (D. Mason)
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I. Establishing a strategic plan 
i. List SMART (specific, measurable, actionable, relevant, time limited) goals that will support the coalition’s efforts.
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Table 3: Smart Goals
	Goal 1
 
	 

	Goal 2
 
	 

	Goal 3
 
	 


II. Templates for Outreach

a. Partners
i. Now that you have identified your community needs and established a clear objective or initiative it is time to identify the team who will be the primary champions for seeing the goals of the coalition’s efforts through to completion.
Table 4: Team Members and Contact Information
	Team Member Name
	Contact Information

	
	

	
	

	
	


b. Stakeholders/Supporters
i. List the people and/or organizations who could be partners in actualizing the goals. In this area think broadly about potential partners.
ii. For each stakeholder, write a sentence or two about why they should be interested in investing time and resources into this issue. (These sentences can serve as the opener for the initial conversation).
iii. List the steps you will take to gain visibility and interest from stakeholders and the broader community? 
Table 5: Stakeholder List
	
	Name
	Contact Information
	Who will contact them
	Date by which the stakeholder will be contacted

	Stakeholder
	
	
	
	

	Write a statement about how the coalition’s goals and efforts will align with or benefit the stakeholder.

	What are stakeholder priorities?


	How can the coalition support them?


	How can nurses add value to the stakeholder priorities?

	Is there a mechanism to recognize or reward stakeholders who have provided support?


c. Fundraising
i. Fundraising to support diversity work
ii. Fundraising Toolkit Materials
1. Core Pillars of Successful Fundraising: This overview presents descriptions of the four areas that comprise a best-practice fundraising program—donor engagement, leadership, case for support and internal operations. The overview also includes key questions for Action Coalitions to consider as they build or strengthen their work in each of these areas.
2. Fundraising Principles: This overview includes descriptions of three fundamental fundraising concepts that lead to efficient, effective, donor-centered fundraising operations—the donor pyramid, relationship management and return on investment in fundraising.
3. Case for Support Materials: This workbook describes the case development process, from initial conversations through to the creation of donor-ready collateral materials. It includes a series of worksheets and exercises the advance Action Coalitions through the process.
4. Special Event Planning Guide: This workbook includes a planning tool for developing and preparing for a fundraising event, with a series of questions and exercises for Action Coalitions. It also includes pre- and post-event evaluation tools and benchmarks.
5. Prospect Research Source Guide: This resource guide includes details on the goals of prospect research and a comprehensive list of resources for conducting research online. It also includes research profile templates.
6. Sample Donor Funder Messages and Sample Case Presentation: These two pieces build off of the case workbook provided in the previous set of materials, providing a suggested framework for talking about your Action Coalition with a potential donor or funder. The documents include suggestions on how to tailor the text based on your work and goals as well as based on your audience.
7. Building Widespread Support and Engagement : This document considers different structures that various Action Coalitions have used to build engagement and interest in their states, including models for membership as well as suggestions on types of fundraising appeals.
8. Volunteer Engagement Toolkit: This toolkit provides a set of resources for engaging volunteers in supporting fundraising efforts and includes opportunities for different levels of involvement based on individuals’ comfort level and interest in helping with fundraising.
9. Relationship Management Toolkit and Relationship Mapping Worksheet: This toolkit gives an overview of the typical cycle that a potential donor or funder goes through before and after making a gift. It includes resources for each step in that cycle. The supplemental Relationship Mapping Worksheet is a template you can use with volunteers to ask them to help identify connections they might have to potential funders or donors. An additional Prospect Tracking Spreadsheet is in development and will be added to the resource center when finalized.
10. Fundraising Operating Plan Template: This template lays out the key elements that make up a strong annual fundraising plan, including overarching goals, a budget, calendar and key implementation steps. Many of the other materials that have been developed through the fundraising program can “feed into” the fundraising operating plan.
Section 6. Action/Implementation
I. Examples from nurses in the field
a. Humana’s Bold Goals: Bold Goal Communities
This website highlights community-specific efforts from across the country designed to improve health. They address issues like integrative care, obesity, diabetes, disaster preparedness and more. There are written materials and brief videos that provide examples of the kinds of efforts communities are implementing to uplift health. For example, in San Antonio, Texas, providers, the mayor’s fitness council, and local community partners focused on strategies to decrease diabetes rates. One of the outcomes is a successful “walking community” where people come together and walk in the mission area of the city. In Jacksonville, the community acknowledged that it had some of the poorest health outcomes in the country, and has begun a program to become 20% healthier by 2020. 

b. Future of Nursing: Campaign for Action’s Innovations Fund
Sixteen states have been awarded the Innovations Fund to lead groundbreaking work to build a Culture of Health, which includes engaging a diversity of stakeholders. These resources can help identify new partners to bring into your work, build on promising practices ,and spark ideas among your network. 
c. Now Pow Platform: https://www.nowpow.com/

d. Pennsylvania Action Coalition: at the Core of Care podcast series highlights the consumer experience of patients, families, and communities and the creative efforts of nurses and other partners to better meet their health and health care needs through diversity, leadership, and practice innovation.
e. Nurses Change Lives–Johnson and Johnson video.
f. Role of Nurse Practitioners in rural West Virginia video.
Section 7. Evaluating Impact
Recognition: What has changed in the issues of the community you hoped to address?
I. What policy suggestions could you make as a result of your effort?
a. Professional/clinical guideline change (e.g., insurance coverage determination for SDOH)
b. Organizational (e.g., hospital system change, worksite policy)
c. Local/state (e.g., complete streets/zoning change, state regulation change, Food assistance, state legislation, state level funding)
d. National/federal (e.g., health insurance coverage, Medicaid/Medicare, regulatory or administrative action, executive order)
II. What health outcome/s or health behaviors have changed as a result of your work?

a. Increase in physical activity rates in the community
b. Increase in vaccination rates
c. Increase in SNAP assistance, enrollment, renewal 
Replication: Could your strategy be replicated by another community? If so, how?
What are state/local adaptations that can be made that you have discovered as a result of your work? (e.g., has this work been adapted by others?)
Additional references for guidance on evaluation. 
“Evaluating Strategies For Reducing Health Disparities By Addressing The Social Determinants Of Health,” a 2016 article in Health Affairs, reviews evidence from “promising interventions” that focus on SDOH targeting education and early childhood; urban planning and community development; housing; and economic stability. These examples may help guide an evaluation on health outcomes, cost-effectiveness, and long-term sustainability for implementation at local, state, and national levels.
Section 8. Resource Hub
Explore guides, links, and tools to inform your action plan.
I. Action to reduce food insecurity
a. Feeding America: Working together to end hunger
b. Feeding America: Taking Action to help hardworking families 
c. Food Research & Action Center—a national nonprofit organization working to eliminate poverty-related hunger and undernutrition in the U.S. 
II. Communication/messaging
a. Health Equity in Public Policy: Messaging Guide for Policy Advocates
b. Crucial Conversations: Tools for Talking When Stakes Are High by Kerry Patterson, Joseph Grenny, Ron McMillan, and Al Switzler
III. Health equity training modules/resources

a. Prevention Institute: Health Equity Training Series
b. Addressing Health Equity: A Public Health Essential (course with continuing education credits)
IV. Health equity action guides and tools for addressing social determinants of health and health disparities
a. National Partnership for Action to End Health Disparities: Toolkit for Community Action
b.  Humana’s Bold Goal Communities
c.  Community Health Training Institute’s Health Equity Toolkit
d. Rural Health Information Hub: Social Determinants of Health for Rural people
e. The CDC Community Health Assessment and Group Evaluation (CHANGE) Data-collection Tool and Planning Resource
f. The Guide to Community Preventive Services (The Community Guide) is a collection of evidence-based findings of the Community Preventive Services Task Force (CPSTF)
V. Indicators for health, SDOH, and health equity
a.  RWJF County Health Rankings
This website is a comprehensive resource for those who want to know about health issues in their communities and/or for those who seek information about how to move from conversations about improving health to action. The “Explore Health Rankings” section is a tool for assessing health factors, health outcomes and health rankings for counties across the United States. All you need to do to get started is enter the State or County of interest. The “Take Action to Improve Health” section provides examples of evidence-informed policies and programs, step-by-step guidance and actionable tools, and provides information about potential partners and how to engage them. The “Learn From Others” section includes webinars and features written stories of communities in action to improve health in their communities. 
b. CDC’s Social Vulnerability Index (SVI)
c. Introduction to CDC's SVI (Video)
d. Methods for CDC's SVI (Video)
e. City Health Dashboard
f.  AARP Livability Index
VI. Leadership Training and/or Fellowships

a. Atlantic Fellows Programs
b. Health and Aging Policy Fellows Program
c. RWJF Culture of Health Leaders
d. Fellowship in Health Policy and Media
e. Betty Irene Moore Fellowships for Nurse Leaders and Innovators
VII. Policy resources
a. Policy resources to support SDOH
b. The Community Guide: Develop Evidence-Based Policies
VIII. Professional Nursing Organizations
a. American Academy of Nursing
b. American Association for Men in Nursing
c. American Association of Critical-Care Nurses
d. Asian American/Pacific Islander Nurses Association, Inc. 
e. American Nurses Association
f. National Alaska Native American Indian Nurses Association
g. National Association of Hispanic Nurses
h. National Black Nurses Association, Inc.
i. National Coalition of Ethnic Minority Nurse Associations
j. National League for Nursing
k. Philippine Nurses Association of America, Inc.
IX. Resources for older/aging population
a. National Indian Council on Aging resource links for elders/older population
X. Resources for Native Americans
a. Healthy People 2020 
b. National Congress of American Indians
c. Tribal Equity Toolkit
XI. Tools for Place/Built Environment
a. AARP Walk Audit Tool Kit
A step-by-step service guide for assessing a community’s walkability
XII. Tools to reduce obesity
a. CDC Health Equity Resource Toolkit for State Practitioners Addressing Obesity Disparities
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The Mission


The Future of Nursing: Campaign for Action’s Equity, Diversity, and Inclusion Steering Committee’s work is inspired by the belief that everyone, regardless of race, religion, creed, ethnicity, age, gender, sexual orientation, or any aspect of their identity, including where they come from and where they live and work, deserves to live the healthiest life possible. The Equity, Diversity, and Inclusion Steering Committee works closely with communities and thought leaders from across the country to identify barriers to health. Moreover, the committee engages communities by building bridges that leverage policy systems that promote, drive, and sustain a Culture of Health and health equity. 
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