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Executive Summary 
 

Across the nation there has been lively discussion and debate regarding health care issues.  Each 
major presidential candidate has made health care a priority in their campaign, including various 
proposals for universal and expanded access to health care.  Many believe providing universal 
health care will address the economic, poverty and class barriers that cause racial and ethnic 
health inequities.   

While improving and increasing access to quality care are vital to improving health, they alone 
will not completely address the structural and institutional causes of racial and ethnic inequities, 
including institutionalized and individual racism.  Focus on access also does not address the 
other social, individual and environmental factors that contribute to poor health.   National 
debate over health care, however, presents a unique opportunity for those seeking to eliminate 
racial and ethnic inequities to educate and inform, and increase public will to achieve health 
equity for all. 

Building public will to create social change requires a multidimensional approach to changing 
long-term attitudes and impacting behavior.  It is rooted in the belief that people make decisions 
based on their values and then use data to rationalize and support their choice.  Increasing public 
support to reduce racial and ethnic health inequities in Connecticut will require individuals and 
organizations to unite around shared values identified through building trust and collaborating.   

In developing strategies to address increasing public will, the Connecticut Health Foundation 
(CHF) is well-positioned to play an important role as catalyst, convener and connector of diverse 
stakeholders most affected by inequities.  As it continues its bold leadership role and supports 
multiracial efforts, CHF also must model the values necessary for successful multiracial alliances 
and collaboration.  As Mahatma Gandhi said, “Be the change you want to see in the world.”  

Based on interviews with individuals and multiracial coalitions in Connecticut and across the 
country, this report addresses and captures views from diverse leaders on racial and ethnic 
inequities and the state of public will.   Interview results also have identified individuals and 
organizations potentially able to play a role in increasing public will on this issue, help CHF 
define its supporting role, and introduce potential multiracial collaboration models to address and 
ameliorate racial and ethnic health disparities. 

Several strong themes emerged from the interviews.  Participants universally agreed there must 
be action and CHF must play an important role as convener, catalyst and educator.  They 
emphasized trust must be built within and across communities and, if possible, this must be done 
before or as part of convening.  They understand this is a long-term, multiyear issue that has 
evolved over generations with no short-term or quick fixes.  Therefore, CHF’s long-term 
commitment as a convener and supporter of alliance-buildings across racial, cultural and 
economic lines is critical. 

Virtually all participants desire to move from dialogue and data to solutions and action.  Themes 
that emerged included: the need for collaborations and partnerships; a universal desire to move 
toward action; a role for CHF as convener and catalyst; and a need for raising awareness, not just 
about just racial and ethnic health disparities, but about good health.  Many believed good health 
is defined differently in their communities because of more immediate issues (jobs, housing, 
violence, etc.) facing these communities. 
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Though several groups already are raising awareness among their constituents about health 
disparities, these isolated will not create and increase public support.  Only by building trust and 
coming together across functional, racial and ethnic lines to develop synergies and strategies will 
significant progress be made to effect systemic change. 

Building public will requires connecting with individuals and organizations on closely held 
values.  John Kotter believed that, “People change what they do less because they are given 
analysis that shifts their thinking than because they are shown a truth that influences their 
feeling,” Consistent with that belief, interviewees acknowledged that data and information are 
important in raising awareness and creating change. But they believe it is time for action and 
“putting a face” on the issue.  By incorporating and modeling the values necessary for effective 
multiracial partnerships and collaborations, CHF can successfully continue to help Connecticut 
become a national model in addressing racial and ethnic disparities. 

Key findings 

Based on the interviews, the report identifies several key findings that are summarized below: 

 
• CHF has a critical role as catalyst in creating social change. It must become a model of values 

for successful multiracial work. CHF also must lead in creating safe environments for dialogue 
that results in action and solutions. 

 

• Leaders expressed a desire for action, and the need to come together across racial, ethnic and 
cultural boundaries. Participants universally expressed desire to move from dialogue to action. 

 

• The most affected stakeholders, as well as communities of color must have a strong, equal 
voice in the work.   

 

• Racism, economics, class and access to health insurance all must be addressed to reduce racial 
and ethnic inequities.  Virtually all participants identified racism, economics, access and lack 
of education as causes of inequities.  

 

• More must be done to raise awareness about health disparities in communities and what can be 
done to increase public support.  Leaders must reach communities at their level. 

 

• Building public will requires connecting with individuals and organizations on human values 
and putting a face on the issue.  Despite a data deluge, there’s not enough discussion about 
solutions and taking action.  People connect with a face, which leads to action. 

 

• Leaders believe reducing inequities and creating public will is a long-term effort requiring new 
leadership voices and a long-term commitment from organizations and individuals. 
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• Individual and institutional racism must be acknowledged and addressed, but there are 
differences in whether health disparities should be framed as a race issue or one of opportunity, 
equity or justice. 

 

Key Considerations 

As CHF moves forward in its efforts to create public will, the report recommends that CHF take 
into consideration the following factors below: 
 
• As a catalyst, convener and connector, CHF must be aware of the perception this conveys to 

the public, particularly communities of color, and be a model for multiracial work and 
leadership.   It must be a helpful leader, but not become “prescriptive.” 

 
• To what extent is CHF willing to cede control of the process and what role will it play in that 

process?  CHF also must consider the extent to which the most affected stakeholders are given 
“ownership” of creating public-will strategies.   

 
• CHF should consider “creation of public will to address health equity and eliminate racial and 

ethnic health disparities” as its own programmatic objective and create a grant-making 
initiative to support it.   

 
• CHF should consider identifying strong, credible community partners to bring together and 

educate.  Communities will “consider the source” when information is disseminated and 
groups gather around the issue.  

 
• Raise awareness about health inequities, but include action strategies.  Understand that 

inequities result from years of institutional racism and injustice.  Much distrust exists beneath 
the surface. 

 
• Cross-cultural and functional relationships must be developed to build nontraditional alliances 

for creating public will.  As it convenes, CHF also must be aware of, and sensitive to, the 
agendas and self-interests of groups and individuals that become involved in building public 
will. Taking time to build trust across groups will be critical prior to and during formation of a 
coalition or similar vehicle. 

 

Recommendations 

Based on findings and considerations, and consistent with CHF’s role as catalyst, convener and 
modeler of multiracial work, the report recommends a three-stage process to include further 
interviews; gathering groups and individuals to buy in early; and a formal collaborative or 
consortium under CHF leadership or facilitation based on results of the first two stages.    

Stage 1 

a) Continue one-on-one interviews with already identified community leaders about health 
disparities and public will. 
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b) Use CHF social capital to establish additional one-on-one interviews with community leaders, 
including those from organizations identified in network mapping and CHF networks.  The 
next phase of interviews should include individuals from CHF networks, including grantees as 
well as participants from health and insurance sectors. 

 

c) Conduct a series of  focus groups (6-8 participants) with community leaders to identify values 
to build public will and test themes for target audiences.   

 

d) Continue network analysis work to probe deeper and identify organizations and individuals 
willing to be part of a broad-based effort and define their respective roles. 

 

Stage 2 

 

a) Host large gatherings of interview participants and focus groups to discuss interview results 
and themes of interviews to build relationships, develop cross-cultural and functional 
synergies and strategies for action. 

 

b) Identify and gather diverse individuals from affected stakeholder groups and leadership 
sectors to gain collective buy-in early in developing processes and values to foster trust, 
develop action strategies and recommend next steps to facilitate community engagement. 

 

c) Identify and compile compelling stories that put a face to the issue.  This can be done through 
CHF grantees, the Leadership Fellows Program and the Community Advisory Committee, 
among others. 

 

Stage 3  

 

a) Based on results from the initial two stages, establish a guiding team of leaders to form a 
formal collaborative or consortium that will develop strategies and relationships, and make 
recommendations to advance public will. 

 

b) Hold health disparities “action summits” across Connecticut, inviting community leaders, 
grantees, policy-makers and other stakeholders to educate and inform them about health equity 
and creating public will.  This will provide CHF and others the opportunity to build and 
enhance relationships, share stories and develop a common framework for moving forward. 

 

Additionally, it is recommended that: 
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a) CHF assign a senior staff member to this issue who is culturally competent and is a person of 
color.  A person of color must serve at the Foundation’s senior level.   It is more than 
symbolism and will be important long-term in establishing CHF credibility as convener and 
trust-builder across groups.  The foundation must present diverse faces to communities as a 
leader on this issue.  

 

b) CHF explicitly articulate its values and acknowledge that institutional racism exists and is a 
root cause of health inequities and adopt health equity, including racial equity, as a value.  
Acknowledging this, will enable CHF to focus on values and action strategies to reduce health 
inequities rather than broader discussions on race and racism that often result in frustration 
and inaction.   Numerous organizations address and educate groups on race issues.  This is not 
a CHF primary role, though establishing relationships with these organizations could benefit 
CHF and its constituency. 

 

c) CHF develop a grant initiative focusing on creating public will through innovative 
partnerships and collaborations  to address root causes of health inequities,  raise awareness 
among the general population and affected stakeholders, and create action strategies. 

 

Lessons Learned From Interviews 

Interviews were effective in obtaining a baseline perspective of racial and ethnic health 
inequities and public will from a variety of leaders.  Without question, this group believes health 
inequities is an important issue affecting their respective communities.  Interviewees also 
considered CHF a leader on this issue.  One-on-one interviews allowed ample time for 
interviewees to provide answers to probing and all interviewees appeared comfortable giving 
their views on health inequities.  (See Appendix I for methodology and interview responses.) 

Interviewees identified three primary causes of disparities: 1) Institutionalized racism; 2) 
economics and poverty, and 3) access to health insurance.   All respondents said each component 
contributed to health disparities.  Some desired to define race in a broader fashion to include 
cultural and language issues.  While most felt  institutional and individual racism were factors in 
creating health inequities, there were variances in whether that should frame for the issue.   Some 
felt that since institutionalized racism was a factor, it must be dealt with constructively and 
directly, with strong facilitation.  Others felt that using broader themes initially -- health justice, 
health equity or fairness -- would frame the issue to broaden the circle.  Racism issues could then 
be dealt with once individuals were at the table.  

 

Participants generally agreed that creating public will required people making the human 
connection.   Many referred to the views and perceptions of family members, especially older 
ones, about the medical/health care industry and their mistrust of doctors. They noted this 
mistrust is passed down to the next generation.    
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Interviewees mentioned several areas essential for CHF to address in creating public will.  First, 
CHF must continue to educate leaders on the root causes of health inequities, and the impact of 
structural and institutional racism.  While most interviewees acknowledged this as an important 
factor, they were more inclined to address “color-blind” issues, such as class, even when offered 
other possibilities.     

Because CHF is seen as a leader in setting and shaping the health equity agenda, it would be 
helpful in future efforts if CHF addressed values and communicated the importance of 
institutional racism in the causes of health inequities.  It appears the community is looking for a 
value set they can point to on this issue and what CHF fundamentally believes.  For example, 
CHF believes that “Health equity is a human right.”  All participants valued fairness and equity, 
whether that related to economics, gender or race.  

Second, the notion of public will and relationships are both important concepts where CHF could 
provide further information and educate.  The one-hour interviews gleaned what the interviewees 
thought about health inequities and public will.  Since public will requires connecting to values, 
it would be helpful if CHF had a value statement that indicated that health equity is a human 
right and needs to be addressed because it is consistent with its values as an organization 
committed to justice.  

Third, interviewees would rather be for something than against.   For example: “Creating public 
will for health equity for all, including elimination of racial and ethnic disparities” instead of 
“Creating public will to eliminate health disparities."  Individuals said they would rather be for 
something that connects with a value, such as equity, and that leading with race may shut down 
conversation.   

The majority of participants felt that awareness of health inequities as an issue in their 
communities was low and there was need for increased awareness about this and public will. 

Developing Multiracial Coalitions* 

 

*For this report, coalition is defined as a union of people and organizations working to influence 
results on achieving health equity.  It is used generically to represent a broad variety of 
organizational forms that might be adopted.  These range from informal groups or networks to 
more formal task forces or alliances that typically involve membership. 

 

Undoubtedly, groups and individuals must forge alliances and come together to address this 
issue.  No single organization or individual can create public will to eliminate racial and ethnic 
health inequities in Connecticut.  As CHF develops strategies to create public will, consideration 
also must be given to the types of alliances and partnerships that may be created.   

Coalition Approaches to Addressing Health Disparities 

Interviews with Families USA, a nationally focused advocacy organization based in Washington, 
D.C., along with representatives from other multiracial coalitions/alliances identified various 
coalition approaches. Some states have established policy and advocacy organizations, others 
have a loose network of interested organizations or individuals.  Most states have an Office of 
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Minority Health to coordinate state activity for eliminating disparities elimination, outreach to 
racial and ethnic minority communities, and providing funds to community-based groups.   

Often, these offices also will sponsor working groups or advisory committees on minority health. 
While these are often consist of individuals or organizations working directly with communities 
of color, there is little capacity or flexibility to engage in policy and advocacy because of their 
close connection to state government. 

Attached (Appendix 2) are examples of statewide coalitions addressing racial and health 
inequities.  Their structures and formation vary, but each is an example of a multiracial effort.  
Some began by legislation while others were a response to injustices in their communities.    

 

Common keys to successful efforts included the following: 

 

• Each coalition indicates that dedicated staffing resources were critical to sustaining coalitions 
long-term as membership changed.    

 

• Each coalition listed public policy and advocacy as key objectives and identified legislative 
champions as critical to success.   Other important success factors included quantifiable and 
specific measurable results. 

 

• Each remarked that strong, neutral, trusted facilitators help maintain focus and honor deadlines.   
This will be an important role for CHF in Connecticut.  Disparities Action Network (DAN) in 
Massachusetts believes it is important and extremely valuable to spend six-eight months 
convening, identifying and maintaining stakeholders.   

 

Regardless of the development stage or geographic area, coalitions face common challenges and 
concerns, such as: 

• Securing adequate funding for policy and advocacy. Most organizations serving communities 
of color are funded primarily for programmatic work on disease prevention, outreach and 
education, or chronic disease management. 

 

• Balancing the community with broader policy and advocacy goals. Most organizations directly 
serve their communities through activities, such as patient education and disease management. 
Time and resources spent on policy and advocacy must be balanced with these activities.  

 

• Building capacity for policy and advocacy work.  According to Families USA, most coalitions 
identify the need to develop internal capacity for policy analysis, effective media and 
communications, and building relationships with policy-makers. 
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• All the coalitions felt they successfully brought racially and ethnically diverse voices into their 
efforts, as well as involving a broad range of grass-roots advocacy organizations.  All 
identified the constituency most difficult to engage was the business community and making its 
case for eliminating health inequities.   Finally, each believed a significant challenge was 
building trust across groups and not becoming bogged down in discussing race issues without 
reaching the solutions phase for health inequities.   

 

Importance of Addressing Institutional Racism in Developing Multiracial Alliances 

Regardless of how the health disparities issue is framed (race, economic, equity, justice, etc.), 
creating public will and building a movement to address racial and ethnic health inequities 
requires a range of stakeholders to join across racial and ethnic lines.   Inevitably, issues of race 
and racism will arise and must be acknowledged constructively.   

 

Health inequities are perpetuated and exacerbated by institutional racism.  It can be assumed that 
structural racism causes and foments racial and ethnic tensions between groups.  In “Structural 
Racism and Multiracial Coalition Building” a 2003 report to the Annie E. Casey Foundation by 
Maya D. Wiley, Director of the Center for Social Inclusion, several factors were identified that 
affect formation of multiracial coalition and network efforts.  Among them: 

 

• Structural arrangements produce racial and ethnic tensions, but specific local and regional 
contexts impact the formation, structure and strategies of multiracial coalitions.  This is an 
especially important consideration in Connecticut because of its parochial nature. 

 

• Two critical factors at the outset of forming multiracial coalitions are 1) leader(s) with a vision 
for multiracial work and a strategic sense of how to foment it in light of the context within 
which the work is to occur; and 2) long-standing, respected institutions in communities of color 
with real constituencies. 

 

• Coalitions are not static in membership or participation level.  Nor are they static in form, 
purpose or goals.  Coalition strength is, to some degree, in their mutability. 

 

The report further recommended that foundations do the following when supporting or 
strengthening multiracial work: 

 

• Identify and support leaders with a vision for multiracial work and its importance, and who 
understand the context of the communities for which the coalition or alliance would work.  
These leaders must have credibility within their communities and viewed by their communities 
as leaders. 
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• Support institutions created by and for constituent communities and run by community leaders.  
Strong collaborations include racially and ethnically identifiable constituent-based 
organizations with track records in their communities who empower their constituencies, not 
become just gatekeepers and elite power-brokers.  These democratic institutions with a 
philosophy of community empowerment are critical for long-term and structural policy reform 
efforts between groups of color, and groups of color and white groups. 

 

• Foundations should provide opportunities for leaders of different communities to unite and 
develop relationships, without forcing them into a preconceived issue-advocacy coalition.  The 
goal of relationship- building is an important opportunity that is relatively unavailable to 
community organizations and leaders. 

 

• Foundations seeking to support multiracial collaborations must identify the structural racism 
producing tensions and the history of those structural relationships to locate opportunities for 
and barriers to multiracial collaboration. 

 

The process will have to be inclusive and give voice to the disenfranchised and most-affected 
stakeholders.  It will require intense listening and have them feel they have ownership of and 
equal voice in the process.  Multiracial networks require building alliances and trust with every 
step.  The one result needed is trust across groups - the foundation, institutional leaders, 
community leaders or others.  

 

The Washington, D.C.-based Summit Health Research Institute (SHIRE) report entitled, 
“Building Coalition Among Communities of Color: A Multicultural Approach,” says people of 
color are increasingly turning to each other as they focus on shared challenges and the need to 
mobilize for change.  The result is coalitions among communities of color (CACCs).  The 
coalitions are multicultural, multiracial and multiethnic.  

They are unique because people from diverse groups experiencing disparities provide leadership.  
They also are predominant among coalition participants.  Although representatives from 
nonracial and ethnic minority groups and individuals may be involved, it is clear that they are 
invited to participate in the CACC in a supportive, rather than a leadership role.   In this 
dynamic, foundations’ roles in fostering trust and facilitating strong relationships across and 
among diverse groups is critical and must be done carefully. 

The Annie E. Casey and SHIRE reports raise the question of how best to ensure that the most 
affected stakeholders and communities of color in Connecticut have equal voice and power in 
creating the alliances.  Based on individual interviews, a strong belief that communities of color 
solely lead the effort was missing and interviewees acknowledged that whites must be engaged, 
since they hold positions of power in the institutions that effect change, particularly at the policy 
level.  There is an understanding that any movement has to be multiracial, including grass-roots 
and opinion leaders, to ensure maximum credibility to a broad-based audience. 

Should a Coalition Be Formed? 
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Although it is imperative that groups work together to create systemic change to eliminate health 
disparities, it is not suggested that CHF mandate creation of a coalition or similar separate entity.  
Creating such a vehicle should result from the affected stakeholders and allies as part of their 
connecting, strategizing and analyzing the Connecticut landscape.  CHF can and ought to play 
the role of listener and facilitator in providing groups with the information and resources to 
decide what vehicles are necessary to move public will. 

CHF should help facilitate a process for deciding form a coalition or other vehicle.  Although 
coalitions differ in structure and purpose, interviews with other coalitions and literature review 
identified key steps and ingredients for building successful coalitions and collaborations in 
Connecticut and valuable roles for CHF to play in assessing and supporting such efforts.  Again, 
it should be noted the term “coalition” represents a broad variety of organizational forms that 
might be adopted, ranging from informal groups or networks to more formal task forces or 
alliances that typically involve membership.  Regardless of the organizational form, the creation 
process should be inclusive, deliberate and thoughtful.  

 

1. Create an ad hoc assessment task force, led by CHF and drawn from CHF stakeholders and 
affected stakeholders, to lead in determining how a coalition can be most effective.  This task 
force also would build a vision and values; develop preliminary coalition objectives and 
measurable criterion for success; identify necessary resources and inputs, including staffing 
and infrastructure; and research coalition structures, including whether CHF will act as the 
sole lead agency or with co-lead agencies and preliminary membership criteria.  

 

2. Based on step one results, recruit a core coalition planning team of individuals and member 
organizations.  This team should be diverse and include the business, health care, faith, and 
government sectors.   They must be prepared to share decision-making equally.  Initial 
members should be true stakeholders, well connected with their communities so they can 
provide reliable information about demographics, health statistics, organizational dynamics 
and other stakeholders who might be engaged.   Along with racial and ethnic diversity, given 
Connecticut’s parochial nature, it is vital that geographic diversity be considered when 
developing membership. 

 

3. Convene the coalition. The initial gathering can be done through a meeting, at a conference or 
workshop.  At this meeting, CHF, along with lead agencies and the planning team, should 
define the coalition’s purpose and members should indicate their expectations.  This also is a 
time for potential members to define the coalition’s purpose and goals, and recommend others 
that should be involved.   

 

4. Define elements of successful coalition structure. A proposal for the coalition’s structure, 
including mission and membership, should be presented at the initial meeting. Other matters to 
discuss should include coalition life expectancy, meeting location, frequency and length, 
decision-making methods, meeting structure and coalition committees. 
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Conclusion 

No individual or organization can create the public will necessary to eliminate racial and ethnic 
health inequities and single-handedly achieve health equity across all Connecticut groups. 
Inequities are caused by many structural factors, which have resulted in a workforce and 
population that cannot reach its potential.  Because the causes and solutions are so complex and 
rooted in historical societal injustices, it requires innovative thinking and solutions from a vast 
number of committed champions.    
 
Achieving health equity in Connecticut calls for bold leadership from a broad range of sectors 
and groups, including government, business, the insurance industry, faith and health care 
providers.  It is time that those committed to eliminating disparities articulate and communicate 
the values of health equity and identify partners across racial, cultural and economic divides. 
Only by rallying around shared values and identifying why this issue is important to various 
sectors will we be able to create public will.   
 
CHF must envision a team of diverse champions - from those most affected by disparities to 
those who are considered influential opinion leaders - working to raise awareness among their 
constituencies.  Business leaders must educate their communities and make the case for  
business; faith leaders must make the moral case; and so on.  The philanthropic community must 
provide resources to educate and inform the public and be the catalyst in bringing together a 
broad, deep group of individuals, leaders and organizations committed to eliminating disparities.   
 
Ultimately, success will be a broad-based movement with a common agenda, measurable results, 
and a change of hearts and minds, so  individuals will take action in their spheres of influence.  
CHF can help Connecticut see the issue not as racial or ethnic, but as a health equity issue that 
affects us all and must be addressed because it is right to do. 
 
The national discussion about quality health has created a window of opportunity to speak out 
and take action to eliminate health inequities that afflict our state.  Building public support to 
address racial and ethnic health disparities in Connecticut calls for CHF to play a leadership role 
in fostering alliances, partnerships and collaborations among groups and affected stakeholders 
through grant-making, convening, and informing.   
 
While interviewees expressed universal desire for action and convening across groups, the 
utmost care must be taken to include trust- building and honest dialogue about the sensitive race 
issues that underlie health disparities.  Public will is about taking action, but action comes in 
many forms.  Consistent with CHF's work to date and the initial phases of building public will, 
action now must focus on developing the guiding team while leveraging the social networks 
across the state in identifying values and frames to raise awareness among target audiences and 
create the personal conviction to act.   
 
CHF can be a catalyst that provokes significant change by convening affected stakeholders and 
allies.  CHF can do this by ensuring affected stakeholders are involved early and with equal 
voice as it develops long-term public-will strategies.  It should model effective multiracial 
collaboration in its actions to continue to be a credible convener and catalyst in confronting this 
complex issue.  
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CHF could easily be drawn into many useful and meaningful directions. It would best serve 
Connecticut’s citizenry, however, by focusing its efforts in two significant areas: supporting 
organizations that have the skills and history of addressing the broad societal challenges of 
racial, ethnic and economic injustice through appropriate dialogue and other venues; but 
focusing on addressing solutions to health care inequities through new models and approaches to 
health care that will directly impact Connecticut children and adults..   
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Appendix 1 - Interview Methodology and Results 

 

The purpose of the project was to identify 20 diverse community leaders (geographically, 
racially, culturally and ethnically, and life experience) and engage them in discussing increasing 
public will to reduce racial and ethnic health disparities in Connecticut. Forty-seven individuals 
were identified as leaders in their spheres of influence and invited to participate.  To date, 21 
(Appendix 1) have been interviewed over several weeks, from March-May 2008.  The objectives 
were to: 

 

• Begin building relationships and alliances to increase public will. 
• Identify new relationships and alliances to increase public will. 
• Identify current and potential leaders to be engaged in building public will. 
• Begin to frame public will and health disparities with leaders. 
• Identify critical success factors to creating public will. 
• Identify potential roles for the Connecticut Health Foundation. 

 

Interviews were held in Stamford, Hartford, Willimantic/Windham, New London, Middletown 
and New Haven.   Individuals represented organizations from the business, faith, academic, 
nonprofit and community sectors.   All but two interviewees were individuals of color. 

 

Interviews were conducted one-on-one, lasting about 45 minutes to one hour, with the same 
open-ended questions to solicit interviewee perspectives on creating public will to eliminate 
health disparities in Connecticut.  All interviewees all cooperated and appreciated the 
opportunity to engage in these discussions.   

 

Before each interview, participants were given a brief background paper regarding public will, 
health disparities and topics for discussion.  During the interviews, participants were asked: 

 

• How does each think about the benefit of public-will work to increase synergy for 
eliminating racial and ethnic health disparities. 

• Which part of the public should the foundation focus attention to effect change in 
eliminating racial and ethnic health disparities in Connecticut? 

• Which strategies or activities may move segments of the community to collective action 
for eliminating racial and ethnic health disparities in Connecticut? 

• What role is each willing to play in helping create public will to eliminate racial and ethnic 
health disparities? 

• How does each view racial and ethnic health disparities and how they were caused? 
• Would each interviewee or their respective organization be willing to play a role in 

addressing disparities? 
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• What role could other groups or individuals play in reducing disparities? 
• What does each think the role of the Connecticut Health Foundation should be in 

addressing Connecticut racial and ethnic health disparities?  
• How does each success in creating public will to address health disparities? 

 

Participants addressed a wide range of issues in the interviews -- race, economics, the need for 
more providers of color, the role of the media and how to involve the business community, 
among others.  Comments are captured in the following sections under four broad categories: 1) 
Public Will, 2) Who Must Be Involved? 3) The Role of CHF and 4) What Does “Success” Look 
Like?  The following comments have been taken from the interviews: 

Public Will 

• Time to take action, not simply generate more dialogue. 
 

• Capture personal stories to put a face on the issue.  Create an archive of short videos for use 
at events and programs that tell the human stories of disparities. 

 

• Create safe space to convey the personal stories.  There are no faces associated with this 
issue. Data is the power, but to be most effective, there must be a personal connection to 
the numbers. 

 

• Begin defining the shared ideology and have people come together. 
 

• Take action on public will, and move the sentiment of a “large or significant bloc into 
taking action in Hartford (i.e. public policy and legislation).”   

 

• Reach out from the outset to engage community leaders and the most affected stakeholders.  
Even if race does not surface as the issue, it is the subplot.  Institutional racism cannot be 
ignored; it must be addressed.   

 

• This is a human and civil rights issue. 
   

• Understand the issue at a very basic human level.  Few believe the issue affects them.  It is 
very abstract, and demands faces and voices to make it real.   

 

• Racial disparity in health is a human rights issue.  Until people understand the opportunity 
to obtain and maintain good health is a right, they will not mobilize around the issue. 

 

• Raise awareness on this issue and instill emotional value. This can be accomplished by 
exposing people to the real world. Policy papers sit on shelves; society abounds with good 
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legislative ideas; but unless people are compelled to act because of some personal 
connection, public will is difficult to create. 

 

• The outcomes can -- and must -- be rational, but cannot be achieved unless there is emotion 
accompanying it. 

 

• Get to policy leaders outside the period of a legislative session and take the time to educate 
them and build understanding.  They are too distracted during the legislative session.  They 
are very reactive during this time and not as reflective.   

 

• Establish a racial and ethnic disparities legislative agenda endorsed by many groups and 
individuals, especially those of affected communities. 

 

• Reach the community at a grass-roots level.  It is like listening to the customer.  We must 
listen to those who are most affected by the issue.  What do they need? What are the urgent 
issues facing them?  We also must make them a customer.  Many don’t even have access to 
the system.   

 

• Build bridges within and among stakeholders.  Too much infighting prevents creating 
public will because groups do not work toward a common agenda and goals. 

 

• Be creative in our partnerships.  Focusing simply on high-level forums, while informational 
and helpful, is not the best way to reach the community and create action. 

 

• The mindset around health must change.  African-Americans avoid doctors, regardless of 
income.  Awareness of this issue among African-Americans is zero. 

 

• Economics and cost drive this issue.  Cost of health care is prohibitive.    Imagine if people 
knew their health costs would go down if disparities didn’t exist. Address the availability 
and affordability of health insurance as part of the issue. 

 

• Health disparities is an access issue.  First tier of the issue is access - the next is race.  
Focusing solely on race can shut down conversation.  There are disparities along other 
lines, such as culture and gender.  The issue must be framed in a broader, more positive 
way. 

 

• Must get at this issue from both a race and culture perspective.  The issue must be seen 
from a community perspective. 

 



16 

• Race and racism must be addressed up front and we must have an honest discussion.  Race 
cannot be ignored and must be dealt with via the “straight-talk express.”  We also must 
consider cultural differences and look beyond the black/white paradigm.  

 

• Given the changing nature of race, we must develop leaders in the 35- 45-year-old age 
group.  Boomers look at race differently than the next generations.  This group is poised to 
take the leadership mantle and is an ideal generational bridge.  There is an establishment 
mentality in Connecticut that makes change difficult.  Many leaders in power a long time 
are reluctant to rock the boat.  Need to develop new and emerging leaders. 

 

• People do not see the issue as racial and ethnic health disparities, but look at the health of 
their community.  There are significant cultural as well as access issues.  Different 
communities define good health differently.  The frame cannot simply be race.  Health 
equity, equality, justice are themes that can broaden the tent.  Once people enter, race can 
be woven into the fabric and values of a movement. 

 

• Race is the issue, but that doesn’t mean we need to lead with it.  We still acknowledge 
institutionalized racism, but must broaden the tent to include more voices. 

 

• Engage the media. Without their involvement, traction will be difficult.  “The dental issue 
was abstract issue until it was on the news and I could attach a face to it.”  I was “appalled” 
at people in this, the richest state in the country, not having dental care.” 

 

• To create public will, we must look at families and how different groups define families.  
There is no doubt racism is part of this, but language and cultural differences also must be 
addressed. 

 

• Frame the issue as one of equity/fairness/quality as opposed to racial and ethnic disparities.   
 

• There is too much discussion of the disparity gaps and not enough focus on solutions.  This 
was the problem with the NAACP report.  There is nothing in there about what we are 
going to do. 

 

• To create public will, communities must be reached and faces put on the issue.  The issue is 
not just race; it is also economic and cultural. 

 

Who Must Be Involved?  

 

• Faith groups must be targeted.  They may appear disorganized, but they are a natural locus 
whose structural strengths are apparent, particularly in communities of color.  We must 
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reach spiritual leaders through their texts and spiritual commonalities.  The faith 
community can do more and can use the pulpit more.  We must dispel the notion that “God 
can do it alone.”  Faith leaders must convey the idea that you cannot best serve God “if you 
are sick.” 

 

• Partnerships must be developed with organizations and partners that people see every day, 
such as drugstores. 

 

• Develop partnerships with school districts, incorporating in health education the issues of 
disparity and its effect on individuals and society.  Parents care about their children, and 
can teach responsible, healthy behavior.  You can reach adults through their children. 

 

• Tap into existing networks rather than reinvent the wheel.  Unions are an untapped 
resource, particularly SEIU.  Unions must get involved because adequate access and 
insurance is the issue.  You can change the system, but until people have access to it and 
the means to get care, other factors, such as racism, will not matter.   

 

• We also must tap into parent organizations and college campuses.  Issues catch fire on 
college campuses because of technology. 

 

• Establish a minority health commission or blue-ribbon task force – one with stature, 
authority and financing.  Can we bring commissions together - African American Affairs 
Commission, Permanent Commission on the Status of Women, Commission on Children, 
Latino Puerto Rican Affairs Commission - to work on this issue?  Their networks and 
constituencies that can be mobilized. 

 

• Be a force to build vehicles outside of government, as well as within, thus working both 
inside and outside strategies.  

 

• Fraternities and sororities are effective ways to reach a broad group. Many skill sets in 
these groups can be helpful.  They hold events and have broad networks.  We would be 
open to hosting events and speakers. 

 

• There must be an effort to raise awareness among young people.  Partnerships with literacy 
programs can be used so they are learning to read while they are learning what it takes for 
good health and the issues related to it. 

 

• Raise awareness among affected communities not just about disparities but also what is 
good health.  Disparities awareness is very low in the African-American community.  
Networks that can be used include barber shops, beauticians and youth groups. 
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• Develop the middle leaders, those ages 35-48.  Younger leaders are those who will be 
around for the long haul - and this will be a long haul.  Middle leaders have credibility with 
both top leaders and grass-roots leaders.  Middle leaders can be a bridge and force.  
Connecticut needs as many voices as possible at the table and focus on results.  Education, 
business, faith and policy experts must become involved in the issue. 

 

• Connecticut must also identify champions.  A dream team of individuals and institutional 
champions would include Denise Nappier, Jonathan Harris, Eric Coleman and the Hispanic 
Health Council. 

 

• Create strategic partnerships to build awareness.  Spend time talking to young people and 
educating communities about the importance of early detection and prevention. As leaders, 
we must build cross-cultural networks that remove silos.  Hartford Hospital, Hispanic 
Health Council, Brownstone Clinic and Hartford Hospital should be involved. 

 

• To enlist corporate champions, advocates must make the business case as it relates to the 
company or through the company’s mission.  The changing workforce makes this an 
important issue for companies, but they will want to connect to the bottom line and 
mission. By putting a face on the issue, you may connect to certain corporate leaders and 
make them champions.  We should engage drug companies and other businesses because of 
the issue’s economic implications. 

 

• Bring in organizations that address social and environmental justice issues.  Involve youth- 
based organizations, such as Boys and Girls Clubs, Girls Scouts, etc. Other groups that 
must be at the table are Windham Hospital, Generations Health Centers, parent groups, 
substance abuse clinics and policy-makers 

 

• Include academics, scholars, and the politically ambitious. They may be the most effective 
champions and willing to take on the risks necessary to move this issue to the public’s 
consciousness. 

 

 The Role of the Connecticut Health Foundation 

• CHF must create and disseminate information that can raise awareness about the issue.  
Communities need information. 

 

• CHF must support the efforts of grass-roots and top leaders to raise awareness.  CHF 
should focus on all stakeholders and its approach must be fact-based. 

 

• CHF can play a crucial role in drawing other philanthropies to the issue.  There is  
skepticism about foundations.  While being careful to avoid prescribing solutions, it can 
play a valuable role bringing leaders together and facilitating a process by which these 
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leaders can see and feel the issue. Develop national partnerships with other foundations and 
a funding collaborative.  

 

• CHF must be a social catalyst and change agent, and connect with other foundations that 
have a pulse on the communities.  Give as much unrestricted funding as possible to address 
the issue. 

 

• CHF must play the role of convener, but with a bias toward action. Gatherings are 
important, but cannot be just venting sessions.  Trust must be built with and across 
communities. This must be done before convening.  This is a long process.  CHF has an 
important role to play as a catalyst in trust-building among and within stakeholders. 

 

• CHF should develop strategic requests for proposals that address not just programmatic 
needs, but also developing capacity for advocacy and educational groups. 

 

• CHF can help organizations identifying new partners, beyond those that usually come to 
mind.  CHF must play the role of proactive convener and facilitator and “committed 
funder.  Is the foundation committed to funding the effort over the next 10 years?” 

 

• CHF can fund public-awareness efforts and bring in national groups, such as the National 
Issues Forum, to host meetings and facilitate discussions. Strong facilitation is necessary.  
CHF must steer toward action.   This will be a significant challenge. 

 

• CHF must identify strategic partnerships with community organizations and facilitate ways 
organizations can come together. 
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What Does Success Look Like? 

 

• Over next three years, new voices and leaders will emerge.  Over the next 10 years, victory 
would consist of one or two legislative successes that are the by-product of effective 
public-will strategies. 

 

• Establish a way to quantify results and effects that lead to change.  Results could be based 
on information already measured, such as obesity, infant mortality or diabetes among 
minority communities.  Success over the next three years will be defining the legislative 
issues that must be addressed.  Over the next 10 years, significant progress will be made on 
chosen results related to diseases. 

 

• Success comes when measurable results reduce minority morbidity and mortality to at least 
norms close to other racial groups.  Specific measures must be created to define success. 

 

• Success over the next 10 years would be more people understanding the environmental 
causes of disparities and not just that there are differences among groups.   

 

• The issue will have the commitment of providers and doctors. 
 

• Success will be developing a broad-based movement led by the most affected stakeholders 
and disparities beginning to decrease.  We will not eliminate disparities in 10 years, but we 
can unite to create a common agenda and make progress.  
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INTERVIEW PARTICIPANTS 

 

 

Interviewee Willing to Play Role 

Margaret Steinegger-Keyser, Executive 
Director, Interfaith Coalition for Equity and 
Justice 

Yes. Would be willing play active role.  Well 
connected to faith community. 

Cleve Christopher, Business Council of 
Fairfield Board 

Yes. Recommended Business Council of 
Fairfield 

Valarie Schulz-Wilson, President, Urban 
League of Southwestern CT 

Yes. 

Glenn Cassis, Exec. Director, African 
American Affairs Commission 

Yes.   AAAC would be supportive and valuable 
on legislative level. 

Galo Rodriguez, President/CEO, Village for 
Families and Children 

Yes.  Believe he would be an outstanding, 
passionate champion.  Very committed. 

Rufus Jones, Past President, Alpha Phi Alpha Yes. Alpha Phi Alpha would have role to play.   

Chandler Howard, President/CEO, Liberty 
Bank 

Yes.  Role would be valuable in connecting 
business community.  Potential champion.  
Would lend credibility to any effort. 

James Willingham, President/CEO, Urban 
League of Greater Hartford 

Yes.  May have time issues.  Well connected. 

Bill Quinn, Director of Health, City of New 
Haven 

Yes. Mayor Destefano very supportive. 
 

Bishop Theodore Brooks, Beulah Heights First 
Pentecostal Church 

Yes.  Involved with medical and faith 
community. 

Vanessa Roberts, President, George Crawford 
Association 

Yes.  Connected to both George Crawford 
Association and sororities, and would be good 
liaison to those groups.  

Rafael Perez-Escamilla, Executive Director, 
Center for Health Disparities Among Latinos 

Yes.  Extremely knowledgeable on the issue as 
it relates to Latinos. 

Teresa Younger, Executive Director, PCSW Yes.  Strong willingness to play role.  Would 
be a very effective advocate on this issue. 

Chris Cloud, Lobbyist Yes.   Has been working with NAACP in its 
efforts. 

Joyleen Albarracin, Community Leader, 
Director of Even Start,Windham Public Schools 

Yes.  Very passionate community activist.  
Would be important to involve in Willimantic 
efforts. 



22 

Interviewee Willing to Play Role 

Bonnie Malley, Executive Vice President, The 
Phoenix Companies 

Needs to be connected to corporate mission.  
Need to make business case.  Not likely to play 
an active role. 
 

Dr. Elsa Nunez, President , Eastern Connecticut 
State University (ECSU) 

Yes.  Would be willing to have ECSU host 
gatherings, supply interns and play role in 
community. 

Arthur Brodeur, Board President, Windham 
Hospital 

Yes. 

Ulysses Hammond, Vice President, Connecticut 
College 

Yes.  Very thoughtful and well connected in 
community.  Would want him involved in 
efforts.   

Doris Dumas, President, Kappa Yes.  Knowledgeable on disparities issues; 
connected to several groups. 

Michelle Dunlap Yes. 

 

 

Names of additional individuals or groups recommended as important to being in the 
process 

 

Windham Hospital 

Marilda Gandara, Aetna Foundation 

Jonathan Harris, State Senator 

State Treasurer Denise Nappier 

Pfizer and other drug companies 

Boys and Girls Club 

United Way 

State Senator Edith Prague 

State Senator Eric Coleman 

Attorney General Blumenthal 

National Association for the Advancement of Colored People (NAACP) 

Hispanic Health Council 

Richard Brvenik, Windham Hospital 
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Connecticut Women’s Health Campaign 

Brownstone Clinic 

Service Employees International Union (SEICU) 

Association of Community Organizations for Reform Now (ACORN) 

Bridgeport School Superintendent 

Robert Woods Johnson Foundation 

Hartford Mayor Eddie Perez 

Regional Councils of Governments  

Young Women’s Christian Association (YWCA) 

Connecticut Business and Industry Association 

Fairfield County Business Council 

Workforce Development boards 
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INVITED PARTICIPANTS* 

 

 

LAST FIRST  ORGANIZATION/AFFILIATION 

Borges Francisco Managing Partner, Landmark Partners, Inc. 

Brooks Rev. Theodore Beulah Heights First Pentecostal Church 

Cassis Glen Executive Director, African American Affairs 
Commission 

Christophe Cleve TSG Capital Group, Inc. 

Davis Yvonne Davis Communications 

DeStefano John Mayor Mayor New Haven - Accepted Met with Bill Quinn 

Dumas Doris Theta Epsilon Omega 

Gandara Marilda Aetna Foundation 

Howard Chandler President/CEO, Liberty Bank 

Joni Young Rolan Berchem, Moses and Devlin 

King, Jr. Steven President, Alpha Phi Alpha 

Kuoch Theanvy Khmer Health Advocates 

Malley Bonnie Vice President, Phoenix Companies 

Malloy Dannel Mayor, Stamford 

Mantilla Evelyn Former Hartford state representative 

McClean Dollie Founding Executive Director, Artists Collective 

McKinney Fred Connecticut Minority Supplier Development Council 

Perez-Escamilla Rafael UCONN, CEHDL 

Roberts Vanessa President, George Crawford Black Bar Association 

Rodriguez Amarillys Mashantucket Pequot Tribal Nation 

Rodriguez Galo President/CEO, Village for Families and Children 

Shultz-Wilson Valarie President, Urban League of Southern Connecticut 
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Simpson Stan Columnist, Hartford Courant 

Steinegger-Keyser Margaet Interfaith Coalition for Equity and Justice 

Willingham James President/CEO, Urban League of Greater Hartford 

Younger Teresa Permanent Commission on Status of Women 

Finch Bill Mayor, Bridgeport 

Jarjura Michael Mayor, Waterbury 

Boughton Mark Mayor, Danbury 

Cloud Christoper Camilliere, Cloud and Kennedy 

Brodeur Arthur President, Windham Hospital Board 

De Smet Jean Windham First Selectman 

Murdoch Padre Pablo Community Leader 

Albarracin Joyleen Director of Windham Even Start 

Beadle Jeffrey Executive Director, Windham 

Perez  Juan Latino, Windham community activist 

Torres Enrique Physician, Generations Health Center, Willimantic 

Nunez Dr. Elsa President ,Eastern Connecticut State University 

Otero Dr. Jorge Community Leader 

Madraswalla Dr. Ayaz Community Leader 

Harris Kenn Ledgelight Health District, African American Health 
Council, Southeastern Connecticut 

Beyah-Taylor Clarissa Director, Global Communications, Pfizer 

Hammond Ulysses B. Vice President, Connecticut College 

Dunlap Michelle Professor, Connecticut College 

Owens Jacqueline President, Norwich NAACP 

Hyslop Pastor Wade Founder/President, Kente Cultural Center 

 

*Boldface indicates individual participated in interview 

**Bold italics indicates willingness to participate, pending date 
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APPENDIX 2 - SAMPLE TYPES OF COALITIONS 

 

 

Coalition Background 

California Pan Ethnic Health 
Network (CPEHN) 

Formed in the early 1990s by the four main advocacy groups 
representing communities of color in the state: California Black Health 
Network, Asian & Pacific Islander American Health Forum, the 
California Rural Indian Health Board, Inc. and the Latino Coalition for a 
Healthy California. The organizations joined to form a multiethnic health 
advocacy voice for California’s ethnic communities. The group is 
focused on Having Our Say (HOS) — a coalition of over 30 
organizations that works to ensure communities of color have a voice in 
the health care reform debate..It has developed principles for health care 
reform and a report on how various health care proposals will impact 
communities of color. 

 
People of color lead the movement.  Truly own it.  California foundations 
have been very supportive of this structure. It is focused primarily on 
advocacy regarding health disparities issues.  Recommends foundations 
fund core operating needs to organizations dedicated to the cause rather 
than programmatic work.  This is so organizations can be nimble and 
opportunistic.  CPHEN has focused on four core operating areas:  access, 
culture, data, and social and environmental factors.  While this is an 
access/economic issue, the issues of structural racism cannot be ignored.  
Has worked with Frameworks Institute with regard to framing the issue.  
Also worked with Alan Jenkins from Opportunity Agenda.  Framing as 
health equity and health justice 
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Coalition Background 

Colorado Multi Ethnic/Cultural 
Consortium (CMECC) 

This newly created project within the University of Denver’s Center for 
African American Policy grew out of the 2006 Mental Health Disparities 
Summit and Policy Brief. CMECC is engaged in research, education and 
cross-cultural community engagement in policy development. Its mission 
is to build multicultural, multiethnic and multilingual capability for 
mental health programs, practices and policy within a more 
comprehensive health, behavioral health and social context. There is no 
Colorado entity or association that: 

• provides a unified, cross-cultural community voice and agenda 
for addressing changes in culture, health, and mental health 
issues  

• connects mental health to health, behavioral health and social 
determinants  

• creates a bridge between community voice, mainstream 
providers, advocates, government and consumers to encourage 
cross-pollination, cross-cultural education, program and policy 
change  

 

The challenge is getting foundations to understand.  The consortium is 
making every effort to make this an organization and effort led by 
communities of color and then whites are brought in at the behest of 
whites.  Around 2005/2006, the Colorado Minority Health alliance 
developed out of the health department,  fell apart and left many 
frustrated.  A key champion was State Senator Groff, who helped lead 
development of a 20-member advisory committee.  This group developed 
a report finalized in 2007.   
 
About eight-ten of the original group stayed together as a board and 
entity funded by Colorado Trust and AstraZenca, which gave 
$80,000/year (combined) to help develop the consortium.  There is an 
interim executive director and the group has been initiating discussions. 
The group believes a proposal for $200K/year for three years will be 
finalized at $200/year for two years.  Over the next two years, they will 
develop a strategic plan  .  One problem was that the original group was 
out of the Department of Health, so it was not a strong enough advocacy 
vehicle.  Consortium was very interested in the CHF Fellows program. 
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Coalition Background 

Disparities Action Network  
(DAN) (Massachusetts) 

This group of over 60 organizations is working to reduce health 
disparities in Massachusetts through legislative advocacy. DAN first met 
in June 2006 with the goal of drafting omnibus disparities legislation for 
the 2007-2008 state legislative session. The legislation, entitled An Act 
Eliminating Racial and Ethnic Health Disparities in the Commonwealth 
(H. 2234), was introduced in the Massachusetts legislature on January 9, 
2007, by Representative Byron Rushing. The bill remains in committee, 
but DAN submitted a disparities budget request in 2008 and was recently 
notified of funding for an Office of Health Equity and grant to 
community-based organizations 

 
DAN has held 6-8 months of meetings.  Hard work, inviting and 
maintaining stakeholders.  Many things fell into place from a political 
perspective, but put pieces in place to be opportunistic.  Having a 
timeline was critical.  Focus is on policy and action.  Had lobby days. 
DAN began with 12 members, now has 66. A third are of color.  Steering 
committee meets monthly.  Has funding for another 18 months from 
Kellogg.  Had champions from legislature. Political timing was right.  
 
Convening committee had trust issues across groups.  Group worked 
hard to build trust. Focus was on action.  There was room to talk about 
race and racism, but it wasn’t necessarily the focus. 
 
Movement would have happened with white leaders, such as the mayor 
of Boston.  Group committed to diverse movement so as not to alienate 
whites.  Made every effort to ensure that there were voices of color at the 
table, and those voices were equal.  A feasibility study was not done. 
 
Health care for All is the convener, focused on policy.  Disparities Action 
Network.  Critical Mass is more of the community/grass- roots awareness 
engine.   
Camille handled logistics and outside neutral person facilitated  
meetings.  Agreed  we don’t have to be friends, but we need to unite on 
the issue and take action. 
 
Forty co-sponsors of legislation originally filed.   
 
Steering committee meets monthly and there are sub-working groups, 
such as event planning, media/communications 
 
Framing variability depending on the audience.  Sometimes framed as 
health civil rights issue and others as racial disparities.  Found that 
broader framing is more inclusive. 
 
African-American community not as actively involved. asIit is stretched 
with perceived “urgent” issues. 
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Coalition Background 

Multicultural Health Network 
(Utah) (MHN) 

Formed in 2003, MHN originated from a summit of health providers, 
state and local health departments, community advocates and policy-
makers to address health disparities in Utah. In 2006, Comunidades 
Unidas became MHN’s fiscal and facilitating agent. MHN has four 
working committees: steering, data/research, culturally and linguistically 
appropriate services (CLAS), and  policy and access. Priorities are to: 1) 
ensure health care is geographically and financially accessible to all 
racial and ethnic populations in the state; 2) ensure that health-agency 
materials are linguistically and culturally competent to all groups using 
their services; and 3) ensure that collected data is accurate. 

 

Minority Health Alliances 
(Missouri) 

The Minority Health Alliances is a voice of advocacy and advice for the 
community in identifying and improving minority health status. Its 
purpose is establishing and maintaining meaningful communication on 
minority health issues, and developing and submitting specific 
recommendations to the Department of Health and Senior Services that 
will have a positive impact on minority health and wellness disparities 
locally and statewide. It has six regions in Missouri with staff that 
receive small grants to conduct community outreach events, health fairs, 
conferences, press conferences, etc. Because it is run out of the state 
office of minority health, it has limited ability to engage in policy and 
advocacy. 
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Coalition Background 

South Carolina Network for the 
Elimination of Health Disparities 
(SCNEHD) 

SCNEHD consists of the South Carolina Department of Health and 
Environmental Control (DHEC), Clemson University, the Medical 
University of South Carolina, the University of South Carolina, and some 
of the state’s historically black colleges and universities, such as Claflin 
University, South Carolina State University and Voorhees College. The 
network is a catalyst for uniting educators, researchers, health care 
practitioners, students and communities in a dynamic learning 
environment. It is one of only three task forces that will serve in a health 
advisory role to the Commissioner of South Carolina and the DHEC. 

 

Being in the Bible belt, the role of the faith community has been very 
important. Along with several academic partnerships.  An advisory board 
emerged from legislation in 2001 with a proviso that essentially forced 
people to join and develop an advisory board.  It began with the 
definition of health disparities. It pulled together a statewide conference 
in 2005.  The Urban League very involved.   Office of Minority Health, 
the convener, has focused on specific issues, such as prostate cancer 
among African- Americans and infant mortality rates.  Health disparities 
that fall along racial and ethnic lines have become a major issue in the 
national discussion of good health and quality medical care. In South 
Carolina, the discussion is turning into action. 
 
In 2001, the South Carolina General Assembly directed the state’s 
Department of Health and Environmental Control (DHEC) to conduct a 
study on health disparities within the state and prepare a state health 
improvement plan. Objectives were similar to the national Healthy 
People 2010 goal of eliminating racial and ethnic health disparities. The 
study included seven recommendations, which formed the basis for a 
critical report, the State Health Improvement Plan for the Elimination of 
Health Disparities, which included creating an action plan and 
establishing a health disparities council.  This report launched creation of 
SCNEHD.  
It is one of only three task forces that will serve in a health advisory role 
to the Commissioner of South Carolina and the DHEC.  
 
Because SCHEHD membership is small. Ms. Gardenia Ruff, MSW, 
Director of the Office of Minority Health at the DHEC, commented, 
“There is a lot of work to do. We will need to be strategic in expanding 
the network.” Ruff sees the ultimate result of this collaboration as 
elimination of health disparities in South Carolina. The network focuses 
on the social determinants of racial and ethnic health disparities. It will 
not only identify conditions that cause health disparities, but also 
implement solutions to close the disproportionate gap of health status and 
care.  
 
Faith community is very active some shying away from race.  
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Coalition Background 

New Hampshire Minority Health 
Coalition 

The coalition is a community-based nonprofit organization committed to 
closing the gaps in health disparities among New Hampshire’s racial, 
ethnic and non-English speaking populations. It was founded in 1993 to: 
identify underserved populations in the state who lacked access to 
appropriate health care, advocate for adequate medical services; and 
educate and empower these populations to become active participants in 
their health care. In the past, the coalition has advocated for health care 
organizations to use only trained medical interpreter services and 
provided training for women in various immigrant and refugee 
communities , enabling them to better advocate for themselves in health 
care situations. The coalition plans to expand its public policy and 
advocacy work at the community and inter-agency levels.  

Indiana Minority Health Coalition 
(IMHC) 

The IMHC, created in 1992 by local coalitions, was the result of a grass-
roots movement that began in 1987 after release of Secretary Heckler’s 
report on minority health. The disparities noted in this report compelled 
the Indiana State Health Commissioner to hire staff to develop initiatives 
addressing the health disparities of ethnic and racial minority 
populations.  One staff initiative was developing local infrastructures to 
help the state reduce disparities.  Thus, local communities became a 
critical component for change in the health status of Indiana’s minority 
populations and catalyst for the Minority Health Initiative.  Throughout 
Indiana, local minority health coalitions were established, supported 
primarily through volunteers.  Funding was based on in-kind 
contributions. 

 

Greater Flint Health Coalition The Greater Flint Health Coalition is a nonprofit 501(c)3 organization 
whose mission is to improve the health status of Genesee County 
residents, and the quality and cost-effectiveness of the health care 
system. It is a community/institutional partnership and a multifaceted 
collaboration, with a board that is a broad reflection of the community's 
leadership - including government, hospitals, labor, business, insurers, 
physicians, education, consumers and the faith-based community. 

Its legitimacy is in bringing diverse groups and individuals to the table.   
It is dedicated to addressing and educating antiracism in its membership.  
It deals head-on with race issues, but has framed it as health and weaves 
disparities into all its efforts.  Requires that leadership and anyone 
connected to the coalition participate in in the People’s Institute 
antiracism training on issues such as white privilege and structural 
racism.  Coalition believes that foundations can play a role by requiring 
that its grantees and others participate in those types of training and can 
model the behavior.  At its core, it addresses the inherent and structural 
racist aspects of society.  McClendon hospital requires that all employees 
participate in a 2.5- day workshop. Over 1,500 have completed 
workshops., which is  mandatory to be part of the coalition. 
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APPENDIX 3 

 

Resources/References 

 

Wiley, Maya D., Structural Racism and Multiracial Coalition Building - A Report to the Annie 
E. Casey Foundation, November 2003. 

 

Summit Health Institute For Research and Education (SHIRE), Building Coalitions Among 
Communities of Color, July 2004. 

 

Summit Health Institute For Research and Education (SHIRE), From Awareness To Action: 
Stakeholder Strategies to Eliminate Racial and Ethnic Health Disparities, March 2007 

 

Metropolitan Group, Building Public Will: A Communication Approach to Creating Sustainable 
Behavior Change, February 2005. 

 

Salmon, Charles T., Post L.A., Christensen, Robin E.,  Mobilizing Public Will For Social 
Change, June 2003. 

 

The Diversity Advancement Project, Thinking Change: Race, Framing and the Public 
Conversation on diversity.  What Social Science tell Advocates About Winning Support for 
Racial Justice Policies, August 2005. 

 

Nelson, Barbara J., Kaboolian, Linda, Carver, Kathryn A., The Concord Handbook: How to 
Build Social Capital Across Communities, 2003 

 

 

 

 


