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Introduction  
The Utah Multicultural Health Network (MHN) is pleased to present these Highlights  from 

its 7th Annual Conference held on August 13, 2009 at the Huntsman Cancer Insti tute in Salt 

Lake City, Utah.  Presentations and group discussions are summarized in ways that clearly 

identify next steps for the MHN committees.  The Highlights  are thus designed to support 

the ongoing efforts of the MHN: to eliminate disparities and improve health equity in Utah  

through public -private sector partnership s.  

Opening Remarks  

Sabrina Morales , Executive Director of Comunidades 

Unidas (host to Utah Multicultural Health Network) , 

welcomed everyone to the Bi-annual Retreat, the 7th 

annual gathering of the Utah Multicultural Health 

Network.  There is so much to celebrate from our work 

together over the last year, but also lots of important 

tasks in front of us.  Sabrina described how MHN fits 

into the structure of Comunidades Unidas.  

In closing, she presented former MHN Coordin ator 

Candance Gibson with a plaque in recognition of her 

outstanding leadership and dedication to MHN.    

 

Hajie Goll , MHN Steering Committee Chair, welcomed everyone to the conference, in 

particular the  out of town speakers and new faces.  Hajie j oined MHN 1.5 years ago and so 

was privil eged to work closely with Candace.  

Originally f rom Liberia,  Hajie  attended BYU Idaho and enjoyed an internship in Rhode 

Island where he worked on legislation addressing the needs of diverse communities . After 

arriving in Utah , Hajie got involved in United Africans, which had a minigrant to support its 

involvement  with the MHN.  

Please join me in thanking Dulce, Judi, Kevin, Terry, Eric, Nasrin, Edwin, out of town 

speakers more for help in planning conference. Also big thanks to Jesse Soriano and Sabrina 

for their amazing support.  

MHN: has not been easy road, and there are still lots of gaps. But the strength lies with 

diverse members that bring their  expertise and fresh ideas to address disparities from all 

levels.  MHN needs to function as a switchboard between the Utah Department of 

Health/Center for Multicultural Health (CMH)  and the communities impacted by 

disparities.    
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Keynote Speakers  

Teresa Garrett, Deputy Director, Utah Dept of Healt h 
Overview of Utah Disparities & How We Can Alleviate Them  

Teresa began her overview of Utah disparities with the commonalities across ethnic 
minority groups  by indicator: prenatal care, obesity, smoking, and certain infectious 
diseases. If we could make a dent in obesity, weôd make a dent on so many other chronic 
illnesses!  I am a nurse, a mom, wife, and active volunteer in our community, but my 
passion is for health care and my goal is to make sure people receive information they 
can understand so they can make good decisions about their health. This is actually a 
core purpose of public health. 

Utah Hispanics and American Indians have especially high rates of uninsurance , 

which is unfortunate because health insurance can be a door to medical care. Another 

area with huge disparities is prenatal care, which is critical link to lifelong health. Seven 

percent of all infants have low birthweight , with Asians and blacks showing 

disparities. Women >age 40 without mammograms  is lousy for all groups, but we see 

disparities here, too.  

I talk about STDs  incessantlyðwhy stop now?!  Chlamydia  looks very bad for several 

communitiesðfor 15-24 year olds in Utah it is just off the charts! This is an insult to early 

teenagers and their prospects for healthy, productive lives, as untreated chlamydia has 

horrible outcomes. Gonorrhea : also terrible, lots of work to do in this areaétogether. 

Incidentally, early treatment goes hand in hand with early prenatal care.  

Where TB  is an issue, it is generally an outcome of experience from the country of origin 

where immigrants had limited access to detection and treatment. Asian community cases 

almost always originate in Southeast Asia.  Of course, chronic conditions of old age allow 

TB to blossom in the body. 

Obesity , a symptom of so many other illnesses and ill health in our communities, 

impacts about 60% of us! For influenza , which we canôt stop talking about, the 

strongest indicator for death or bad outcome is actually obesity! EVERYONE SHOULD 

GET THE VACCINE THIS YEAR! We are shooting for universal coverage. In summary, 

common disparities across key ethnic groups include:  

¶ late prenatal care ; 

¶ obesity ðmake a dent in this area, and we will tackle so many other chronic 

illnesses! 

¶ Smoking : Weôve come a long way baby, but we canôt stop.   

¶ Certain infectious diseases . 
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Brian D. Smedley, Ph.D.  
Unfinished Business: Disparities in Health Reform  

According to conference keynote Brian D. Smedley, Congress won't achieve 
its goals of expanding coverage and containing costs without tackling racial, 
ethnic and socioeconomic inequalities in health. Equity is not as central to 
the reform conversation as it should be (for details visit  
www.jointcenter.org/hpi ). By 2020, 1 in 2 people will be a person of color. 
This means we actually canôt wait to address health equity.   
 
Causes & Consequences of Disparities  (slide 1) : it starts with knowing 
what causes inequi ties: health care is not the major predictor of population health! We donôt 
do enough to be healthy in the first place! Right now we spend 5¢ of every $1 on prevention.  
 
H ealth inequality  may be distinguish ed from health care inequality by exploding  2 myths: 
 

o Myth 1: it is a myth that disparities are  due to bad behavior, though behavior has a 

role to play. Behavior occurs in a context of community, which shapes behavior. So if 

you live in a community without access to fresh fruit s and vegetables, you canôt do it.  

o Myth  2: disparities are due to genetic differences. Race is a social construct: It means 

different things in dif ferent countries and is based on social notions of who belongs in 

what category.  

Even if you control for socio-economic status, race impacts health. Why are ñinequitiesò 

import ant? ñInequality ò is a better term th an ñdisparityò because it says the situation is  

unjust.  Inequity may be defined as the condition of inequitable health opportunities.  

How can we expand opportunities  to particip ate in the economy, political life, social life  

unless have same opportunity for good health?  Looking at age-adjusted death rates , 

educational  level is an import ant predictor of health. This is not just an issue of low 

education: At every step on the ladder, health improves and this relates to access to health-

enhancing resources as you climb higher.   

Health by income level : of course, we see better health status as income goes up. Note that 

if we disaggregate Pacific  Islanders from Asians we will see huge disparities  here. The 

Hispanic population  is also very heterogeneous, underscoring the need to drill down further  

into these data. For example, the undocumented are hard to survey, so they are generally not 

part of the data. A look at race & SES  (socio-economic status) shows a gradient in every 

category. But for African Americans, health is still not as good as populations at the same 

income levels. These differences are significant!  

Infant mor tality by race & educational level : as educational  level goes up birth 

outcomes get better. But for Af rican American women, mortality rates are still higher than 

lower educated white women.   

http://www.jointcenter.org/index.php/news_room/joint_center_scholars/brian_d_smedley
http://www.jointcenter.org/hpi
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This has nothing to do with health care and everything to do with inequality. Some have 

postulated a weathering hypothesis  (that the lived experience of being a woman of 

color in this society adds up).  

Racial health inequality : Many inequalities are due to differences in income and 

educational level, but differences persist even after adjusting for income and health. 

Troy Duster has argued that the impact of race on disease is not biological in origin but 

biological in effect. Oprahôs middle passage salt slavery hypothesis has been debunked 

by the medical community.  

With that background, what factors contribute most to dispariti es?  

¶ Socio-economic status (SES)  

¶ residential segregation & environmental living conditions  

¶ occupational risks 

¶ health risks and health seeking behaviors 

¶ differences in access to care 

¶ differences in health care quality  

éthe latter two actually contribute very little  to the gaps.  

Structural inequality is the thread that connects these issues, and this helps us see how 

race still matter s as a daily experience. We all know the story of testing who gets the 

job, the white person or the black under identical conditions.  Though the white person 

even had incarceration in his background, he still  got the job! These experiences shape 

socio-economic opportunity which has consequences for health. This is a much 

overlooked reality.  

Role of Segregation : according to David Williams, segregation fundamentally sets 

the stage for disparities. Racial segregation concentrates poverty, excluding and 

isolating  communities of color  from economic opportunity. Infrastructure conditions 

constrain economic opportunity and so health.  Health care is not the most important 

determinant of health; rather, t he way we structure social and economic opportunity 

has a much bigger impact on health status.  

Finally, what explains health care  disparities? 

#1 insurance!   All minority groups are disproportionate ly uninsured  because they are 

working in jobs not offering i nsurance or they are operating small businesses. People of 

color are more dependent on Medicaid, but a Medicaid card doesnôt get you very far 

because of low reimbursement rates.  So itôs far better to have private, job-based 

coverage. 

#2 minorities are more likely to live in medically underserved areas.   

Hospitals that closed were disproportionately located in communities of color.  

Please urge Congress to align health care resources with community needs  

(showed ambulatory care sensitive conditions on a map): this is, first and 

foremost, an economic issue.  
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#3 minorities are mor e likely to have cultural and  linguistic  barriers to care .  

More than 10 million  Americans do not speak English well. One in 5 patients not proficient in 

English did not seek care because of barriers. Many hospitals are still using untrained staff or 

family to do interpreting. Minorities receive lower Q & intensity of care than similarly insured 

whites. They get less high tech care, transplantation, less aspirin on discharge from hospital, 

less pain treatment. If we are using evidence-based standards, then all the bars should be at 

100%. Many patients are not getting approp riate careðbut African Americans (AAs) are off 

the charts.  Due to differences in diabetes rates and management of conditions , AAs are more 

likely to get amputation and  removal of testicles. Itôs 2009 and we still have separate and 

unequal care.  

#4 S ubtle bias and  stereotyping .  

Few are immune to the work of stereotypes and biases, and this is clear in perceptions of 

ability to pay . The Unequal Treatment report described what happens when providers 

assume persons of color are Medicaid patientséthis assumption snowballs and leads to a 

cascading of assumptions. Stereotypes have powerful effects on thinking and action, as shown 

in cognitive psychology. When presented with information  about a hypothetical person, 

providers are more likely to believe that old person is forgetful, whether thereôs evidence or 

not.  Stereotypes impact how info is filtered and processed.  See Alex Green study, which 

measured unconscious bias using implicit association test  (IAT). Take the test online: Google 

ñProject Implicit. ò You canôt fool the test which shows you words and images and asks you to 

make judgments: White face was associated with positive words and black face with  negative. 

When MDs took the test they showed a strong pro-white bias. Those who scored highest on 

the pro-white scale were less likely to recommend the right treatment for AA patients. 

Jann Jackson, Annie E. Casey Foundation  
Emerging Disparities Policies & Effect on Children & Families  

Jann Jackson  described how health is not only a policy issue but a 
very personal one. Jann described factors that contribute to the 
feeling of good health, from where we live, how we work, the control 
in our lives, to the food we eat. To attain good health all people need 
education about healthy living, encouragement to make good 
choices, and adequate access to health care. She described that 
although the US is the world leader in health spending, we still fall 
short in health outcomes such as infant mortality and health care 
for the poor and people of color. Jann then moved into a discussion 
about health and other disparities. She noted the interaction of 
factors such as income, education, or food quality to health 
outcomes. Many environmental conditions also overlap with the 
degree of control we have over our life situations. 

Individuals who lack control over these environmental conditions can experience high levels 
of stress, which leads to real physical changes such as increased cortisol levels and high blood 
pressure. These symptoms, in turn, contribute to a breakdown of body systems and can cause 
health problems and chronic diseases. The experience of inequality, therefore, can lead 
directly to poor health. Jann also described that even in a healthy state like Utah, these 
factors are present.  



 

Page 8  of 20  

 

To move toward solutions, we must investigate the story behind the numbers.  We must 
identify ñwhat causes the causes.ò Race and ethnicity do matter in this discussion, and 
should always be considered. The first focus for people seeking change is to accurately 
collect race and ethnicity data on all patients. Jann provided direct ion to the group for 
further research, such as investigating the Center for Health Care Strategies and the 
California Pan-Ethnic Health Network.  Jann asked ñIs good health within our reach?ò A 
recipe book for good health would include an intentional focus , data and monitoring, an 
evidence-based policy agenda, public education, clarity of roles for all players, and a 
sustained commitment.  Although we are far from the goal, there has been some movement 
toward solutions, such as the Children's Health Insuran ce Program Reauthorization Act 
(CHIPRA) and Federal health reform efforts such as House Bill 3200. If an effective bill is 
passed, Jann surmised that over 195,000 Utahns could gain health insurance coverage by 
2013. 

 
 

Pam Perlich, Bureau of Business & Econ omic Research, 
University of Utah  
Utahôs Demographic Transformation: A View into the Future  

Pamela Perlich, PhD  gave us an eye-opening overview of Utahôs rapidly changing 
demographics: ñthe face of Utah is really an 18 year old Latina,ò she said. We must prepare 
our educational institutions and health care delivery systems to serve our increasingly 
diverse population. Utah is forever changedðand thereôs no turning back.  ñIf youôre a 
decision maker, you should not make plans based on what you see in the rear view mirror. 
The future of Utah is sitting in our classrooms right now.ò  We must prepare for this, says 
Perlich, along with the economic burden of having more old people (baby boomers, that is) 
than young people.  

Utah is now part of the global economy, and this is why we are diversifyin g rapidly. This 
has huge implications for our education and health care systems. Utah has the lowest 
spending on education, which is nothing to b e proud of. Lilly Wong Fillmore of UC 
Berkeley has research showing how kids learn differently, though they may bring similar  
assets to the classroom. The challenge lies in developing curriculum to fit this reality, but 
this is not without cost.  Utah should be setting  an example in individualized education, but 
we wonôt get very far in our over-crowded classrooms! There must be a community effort to 
helps kids be successful, as we all have a huge stake in the success of our kids.  

Economic success  and heal th : The face of Utah is an 18-year old Latina. We need to be 
present for this generation to help them succeed. Lots of single old white women (like me!) 
are in our future,  which means lots more poverty and need. In fact, we will have as many 
old people per capita as young people.  Thanks to the baby boom, over time we will have 
more old people than young. Nationally this happened in 2008 -09. Utah is not far behind.  
By 2050 Utah will have 33.8 old folks for every 53 kids.  The ext generation is teed up to 
compete with the rest of the world. To give this generation that it needs, we need to raise 
my taxes! The older the person, the higher the tax.  Call it an ñintergenerational transfer.ò  

http://www.arch.utah.edu/?faculty_and_staff%3epam_perlich
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Panel Discussions  I: Policy Track   
Health Disparities Angles in Health  System Reform s 

Moderator : Jesse Soriano 

Panelists: Steve Alder (Division of Public Health, University of Utah); Judi Hilma n (Utah Health 

Policy Project);  Jann Jackson (Annie E. Casey Foundation); Dave Patton (Department of Health).  

 
Dave Patton  
 

The health departmentôs role in addressing disparities, in and beyond the context of reform, is 

somewhat unique. We generally approach this set of challenges in terms of the 4 Ps: 

¶ Prevent: especially around chronic diseases; 

¶ Public health services: we operate the Health Clinics of Utah,  which serve Primary Care 
Network ( PCN) enrollees and others in need; 

¶ Protect the public health: our regulatory functions come into play here;  

¶ Promote healthy lifestyles. Depending on the issues, this area can become 
controversial at times. Local health departments play a huge role at the community 
level.  

In all of our efforts we try to serve all populations, but especially the less privileged groups.  

Success on the policy front calls for goo d information,  which helps policymakers navigate 

difficult decisions.  Thus far this year the state has seen a 19% increase in Medicaid eligibility, 

making the work of policymakers that much harder.  

 

Jann Jackson  
 
To be heard by Utahôs congressional delegation, it is important to óshed light, not heatô on 
federal health reform s moving forward. The first step is to inform ourselves about what is 
proposed.   

To compare the different reform bills on issues impacting low -income children and families, 
visit  http://ccf.georgetown.edu . There you will find a handy tool for comparing the different 
reform proposals on issues you care about (Jann walked us through the tool).  Both bills will 
expand coverage to the uninsured; large employers will be required to contribute toward 
premiums; government will help offset premium costs for low to moderate -income workers. 
Both bills establish exchanges, a marketplace to shop for and compare health plan offerings. 
Medicaid will be expanded to cover all adults up to a new minimum standard income level of 
at least 133%. Today if you are childless, you donôt qualify for Medicaid at all and in states like 
Utah, parents are only eligible at very low income levels. 2013 is when most of the expansions 
begin (post hoc from UHPP: this  date has since been changed to 2014). Undocumented 
immigrants are exempt fr om all coverage mandates. There is a focus on prevention and 
wellness.  

 

http://ccf.georgetown.edu/
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Steve Alder  
 

Academics are often accused of living in an ivory tower.  Where I work we try to look at 

publ ic health in ways that address ommunity needs and improve the quality of 

experience in clinical settings. Health Disparities also call up issues of social justice, so 

merits attention beyond the traditional fields of public health. We just got a grant for 

our new Center for Clinical and Transitional Science, which is designed to apply 

findings of clinical science in community -based settings. In this type o f work we need to 

strengthen our capacity for empathy.  

 

 

Judi Hilman  
 

Utah has embarked on health reform, but on a slower track compared to Congress. 

State leaders want to capture savings first and then reinvest these savings in cost-

effective coverage. The starting point for national leaders is the only way to really bend 

the cost curve is through coverageðnot around it. To be sure, Utah has several 

promising initia tives efforts in its reform process, but really no state can undertake real 

reform without significant dollars. In meantime we should do everything in our power 

to support national reforms and to make sure Utah has at least one voice óon the side of 

history.ô  To the question before us, where is there opportunity to tackle disparities 

within health reforms, the answer is mixed.  If Utah wants to get serious about health 

reform, the first thing w e will do is strengthen our Medicaid program and invest in the 

stateôs threadbare primary care safety net.   

All this talk of reform doesnôt get us too far on addressing the ever important 

socio-economic determinants of health (SED).  In our work together,  we need to 

figure out how we can connect the dots between our health work and such issues 

as affordable housing, income and asset development, and community nutrition.  

States like Washington have started to work on these areas, so we do best to 

track their efforts. We must also get our arms around the proposed Healthy 

People 2020 framework, which finally puts the focus where it needs to be, on the 

SED. Pursuant to the issues before us, I recommend these next steps for MHN:  

¶ Engage mainstream provider groups in our efforts;  

¶ Get involved in mainstream quality initiatives like Utahôs Partnership for 

Value-Driven Healthcare. Within these efforts we should find plenty of 

óhooksô to tackle disparities within and beyond the context of reform.  

¶ Get our arms around Healthy People 2020 and make the framework relevant 

for Utah;  

¶ Urge our congressional delegation to support federal health reform!  
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Panel Discussion  I: Data Track  
Utahôs Partnership for Value -Driven Healthcare  and WellDog  

Christie North, HealthInsight 
 

HealthInsight has been in Utah for 30 years, first as a Quality Improvement 

Organization and now also the Department of Health and Human Services (HHS) 

designated Chartered Value Exchange. We began with the premise that everyone wants 

to be healthy, but th ey need help.  Consumers need: 

¶ Education to understand health  

¶ Encouragement to make wise choices 

¶ Opportunities to engage in healthy behavior 

¶ Motivation to be healthy  

¶ Access to care to help one stay healthy 
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HealthInsight s et about to develop a consumer focused website that would offer 

information that could help with and encourage wise decision making. Written in 

ñregularò language, the website is designed to be simple on the main pages, with more 

detail as you dig deeper.  

We tested many names and choose one that wasnôt always the favorite but one 

that people noticed: WellDog.org   Below is the website designerôs idea about the 

look for the website.  It is currently on line to receive input from consumers. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

When fully operational, we expect to be able to offer consumers the opportunity 

to review and compare information about providers, hospitals, and payers. 

Visitors can also see ratings and provide input about their own experience. 

The biggest challenge is to get people to notice and to use the website to gather 

information.  

�‡ How do we get consumers to care? 

�‡ We know this is a great thing, but right now  no one else does 

�‡ How are we different from everything else out there? 


