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Secretary’s Advisory Committee on Infant Mortality

Virtual SACIM Meeting




Objectives for this meeting

e Objective 1: By Fall 2019, members of the reestablished Secretary’s Advisory
Committee on Infant Mortality (SACIM) will have shared knowledge and
understanding, strong organizational foundation, and collective readiness to
execute effectively our charge.

e Objective 2: Seize immediate opportunities for action as an Advisory body to the
Secretary of Health and Human Services and in accordance with SACIM’s scope
and charge, to inform and influence national policies which may impact infant
mortality and related health outcomes form women, children and families.

e Objective 3: Achieve consensus and explicit commitment among SACIM members
to anchor the committee’s work around advancing equity.
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Introductions

e What are 1 or 2 things you have done since the first
meeting in December 2018 to make stakeholders and
constituents aware of the renewed work of SACIM?

e What have you learned from them about how SACIM has
been and can be helpful in their work?
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Break Out group discussions — April 8

GROUP:

1.What are the unique opportunities that SACIM has right now?

2.Who are the partners with whom we want/need to work?
3.How do we best build and leverage the “stature” of SACIM?
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Expand our understanding about what creates health:

Importance of Narrative

“Public sentiment is everything. With public
sentiment, nothing can fail; without it
nothing can succeed. Consequently he who
molds public sentiment, goes deeper than he
who enacts statutes or pronounces decisions.
He makes statutes and decisions possible or
impossible to be executed.”

-Abraham Lincoln



The United States Infant Mortality Rate

has not improved as rapidly as the rates in other OCED countries

1.7.2 Infant mortality rates, selected OECD countries, 1970-2009
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Despite our medical care and public health efforts

what we are doing to advance health equity is not working.

* Infant Mortality Rates, United States (1980-2017)

In 2017, the infant mortality rate for black infants
achieved the same rate as for white infants in 1980.

20

15 Thirty-seven years later.

10




Racial Disparities in Infant Mortality have increased in the U.S.

Mortality Rates by Race and Black/White Ratio US, 1935 — 2007
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Maternal Mortality is increasing in the U.S.

U.S. Ranked 49t in Maternal Mortality in 2008

Maternal Mortalit Ratio (MMR) by Developed Country

Maternal deaths per 100,000 live births

e s African-American women were 3.2 times more likely to die

20 due to pregnancy/childbirth than white women.
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Lack of health and equity improvements have not been

because of lack of financial resources

Since 1980, the gap has widened between U.S. health spending and that of other countries

Health consumption expenditures as percent of GDP, 1970 - 2017
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Total Investment in Health and Human Services

Expenditures as a % of GDP
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The Dominant Narrative about what creates health

People would be healthy if Health is the responsibility

they worked hard; made of individuals until they get
good choices about diet, sick, then it becomes the
physical activity, and responsibility of the

substance use; and had good healthcare system.
medical care.



We need to change the narrative about what creates health
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http://www.americashealthrankings.org/

To Advance Health Equity,

We Need to Change How We Do Our Work

“Public health is what we, as a society, do
collectively to assure the conditions in which
(all) people can be healthy.”

The Future of Public Health
Institute of Medicine, 1988



Living Conditions Impact Health

Distressed communities index

*People in distressed areas die
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= fijve years earlier than people in
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*Mortality rates from mental
health conditions 64% higher in

distressed areas.
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Disparities are significant in non-distressed states

Ratio of non-Hispanic black and non-Hispanic white infant mortality rates by state
United States, 2006—2008

“...overall improvements
In infant mortality rates
have not been equitably

- “" shared by all populations
within the country.”
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Living Conditions Impact Health

Health

Living
Conditions




Changing the Conditions that Affect Health

Requires the Capacity to Act

|
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Structure work to achieve our overall aim:

Create/Strengthen our “Capacity to Act”

Organize the:

Resources: |dentify/shift the way resources,
systems and processes are structured.

Resources



To Advance Health Equity and Optimal Health for All we

need to influence policies and change living conditions

: - Impl t a Health in All
Triple Aim Policies Approach With
Health Equity as the Goal
of Health
. . Expand Our
Understandi f
Equity What Creates Health

Strengthen the Capacity
of Communities to Create

Their Own Healthy Future

Implement
Health in All Policies

Social Cohesion
Social Justice




What led to the dominant public narrative about health?
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What led to the dominant public narrative about health?

Predominant Boot Straps Dominant Contemporary
- Individualism -
U. S. Worldview Virtue of Work Health Narrative
Health is an
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What led to the dominant public narrative about health?

Predominant Boot Straps Dominant Contemporary
- Individualism -
U. S. Worldview Virtue of Work Health Narrative
Health is an
individual

Healthis a Small responsibility Free Market Competition and

private matter Government _ _ Solutions consumer choice
e Decreased investment in

the “commons” and the
disadvantaged
* |ncreased competition &

] ] Education is for Healthcare should run
polarization

| know what’s best for Mistrust of

me and my family Science job training like a business
e Blaming individuals
e QOver investmentin
biomedical model
Medical care will Reliance on Structural Discrimination ~ Anyone can choose

cureme if I getsick  technology/specialization H is a thing of the Past to be healthy



Expand the understanding about what creates health.

Contrasting/Alternative Worldviews

Boot Straps
Individualism
Virtue of Work

Small Free Market
Government Solutions
Dominant
U. S. Worldview
Mistrust of Education is for

science job training

Reliance on Structural discrimination

technology/specialization Yo’ is a thing of the past

Interdependence
Social Cohesion

/ Virtue of Work \

Necessary Social responsibility
government Social Justice

Alternative Worldview

Education is for
enlightenment

Cooperation
Collective Action

Need for generalists Equity is the challenge
' o ' of the present.



Alternative Health Narrative

Health is a
collective/community
responsibility

Government protects

the public good (PSE) Health is a right
Health in Well-being is the goal
all policies (not economic success)

Balanced investment in Public Health Equity is the challenge of
Health & Medical Care H the present
Esp. Primary Care Historical trauma is important



WHO Framework for Advancing Health and Health Equity
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Break Out group discussions — April 9

* Who are our partners in addressing this issue?

e How should we engage, support, and strengthen those partnerships?

e \What will success look like?

e Short term and long term objectives/goals

 How should we organize our work?
e What needs to be done between now and our next meeting?
 Who will be accountable for the tasks?

 What help do we need?
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