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Introduction (<10 minutes)

Walking a Mils in
Someone Else's Shoss

This is a small group learning discussion that will explore many of the factors that can impact health.
This module uses obesity as an example, but you could use the systematic process presented
here to develop a variety of population-based approaches for improving other health outcomes.

Together we will discuss:

« The need for data, and especially the impact of local data

« Definitions and descriptions of social determinants of health

« How you can play a role in improving health by addressing social determinants with a
population-based approach

Take turns reading this guide. Don’t forget to include the headings and subheadings, as they help
chart the path we're following. When you see a red dot (®), this indicates a stop - to talk, discuss
or complete an activity. Feel free to skip questions if your group has already addressed them
during your discussions.

Take a moment to make a round of introductions, and share anything about yourself that is
relevant to your interest in today’s learning experience. @

Before we begin, let’s take a look at the visual. Have everyone stand up to observe the visual. Go
around the table and have everyone describe what they see. ®

Discuss things that affect health that you can't see in this picture (e.g., mental health, health literacy). @




Definitions (<10 minutes)

1. Let’s begin by discussing different ways to describe and define social determinants of health.
Have five people choose one each of the Definitions and Descriptions of Social Determinants
of Health cards from the card deck. Each person should read the card aloud. ®

—

Definitions and Descriptions of
Social Determinants of Health Definitions and Descriptions of
Social Determinants of Health
Social Determinants of Health
Definition 2:

Definition 1: The social determinants of health are
conditions in the environments in wh Description 1:
are born, live, learn, work, play, worship
[that] affect a wide range of health, fu
and quality-of-life outcomes and risks

The social determinants of health are
circumstances in which people are bg
up, live, work and age, as well as the s|
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Definitions and Descriptions of
Social Determinants of Health
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Description 2:

Health starts — long before illness - in our
homes, schools and jobs.

Robert Wood Johnson Foundation

Definitions and Descriptions of
Social Determinants of Health

All Americans should have the opportunity

to make the choices that allow them to live a Description 3:

long, healthy life, regardless of their income, The opportunity for health begins in our
education or ethnic background. families, neighborhoods, schools and jobs.
Robert Wood Johnson Foundation Robert Wood Johnson Foundation

2. Which definition or description resonated the most with you? Why? @
3. Did the same definition or description resonate for everyone? Why or why not? @

4. Can you think of an example of a personal, social, economic or environmental factor that has
impacted a patient/client or family member of yours recently? Go around the table and have
everyone share an example. @



5. Look at the scenario below (and continued on following page). Choose three people to read
the roles of the narrator, Dr. Sylvia Peterson and her patient, Carmen Sanchez. Keep this story
in mind, as we’'ll reference it throughout the experience today as an example of a health
outcome impacted by social determinants.

Obesity Story: Neighborhood in Peril

NARRATOR: Sylvia Peterson is a young health care provider with Bennington-Chatsworth Family

SYLVIA:

CARMEN:

SYLVIA:

CARMEN:

SYLVIA:

CARMEN:

SYLVIA:

CARMEN:

Medicine. She recently began working two days a week at its Women and Children’s
Program, housed in a newly reopened clinic downtown. The clinic service area includes
neighborhoods of high crime and unemployment. And it seems to Sylvia as though
every other patient has diabetes or prediabetes, and most have overweight or obesity,
especially the children.

The day Sylvia first met Carmen Sanchez began like any other. Picture the scene: the
waiting room is filled to capacity. Some women are reading, some are watching the
closed circuit TV, some are tending to babies and toddlers, often placating them with
candy, chips and juice drinks from the clinic’s vending machine.

As she did each time she worked a shift at the clinic, Sylvia thought: “How can a place
designed to help people get healthy have a vending machine in the waiting room with
all those candy bars and chips?!”

Carmen was the last patient of what had been an exhausting and frustrating day. As she
entered the exam room, Sylvia saw that Carmen was reading to her young son, José. He
was dripping purple juice drink on the book’s pages from his sippy cup.

Hola, Senora Sanchez, I'm Dr. Peterson. Cémo estd? What brings you in today?

Hola, doctor. | want to talk to you about some pills to help me lose weight. | heard about them
from my friend, Maria. | just can’t seem to lose all this weight | gained from being pregnant.

Well, Senora Sanchez, you know eating healthier and moving more are better ways to
lose weight than pills, right?

(not really listening) Maria has diabetes and so do I. She got those pills from her doctor.
And you don'’t have to call me Senora ... I'm not married anymore. Call me Carmen.

Oh, okay. You know, Carmen, healthy eating and active living are even more important if
you have diabetes. Are you taking care of yourself by doing that?

There is just too much to do, | have no time for all that! | have three children to take care
of and two jobs ...

How long have you had diabetes?

The doctor told me about it when | was pregnant. He said | had a little sugar in my urine. |
wasn’t surprised because my mother and grandmother and two of my uncles have diabetes.
But it’s been three years and | feel okay. | don’t have to give myself shots or take medicine.



SYLVIA: [a bit alarmed] Carmen, I'd like to test your blood. It’s possible that you had “gestational
diabetes,” which can happen when you’re pregnant. It doesn’t mean you would have
diabetes now, but you might. I'd also like to do a check-up on José ... how much did he
weigh when he was born?

CARMEN: He was a whopper, doctor! Such a big, strong boy at almost 10 pounds!
SYLVIA: Well, let’s look at his weight now ... you say he’s three years old?

NARRATOR: Sylvia then looks at Jose’s chart and discovers that he weighs 42 pounds, is 39 inches
tall, with a BMI of 19.4 (>95th percentile for age and sex), which puts him in the obese
category for his age. Sylvia showed Carmen the BMI-for-age growth chart and tried to
explain that her son was at an unhealthy weight.

CARMEN:  Well, surely he'll grow out of it, won't he? Aren’t a lot kids round like this until they grow? My
older kids are also pretty stocky ... | figured they would thin out when they hit a growth spurt.

NARRATOR: Sylvia explained that the children would be at greater risk for health complications if
they continued to have overweight or obesity ... conditions like asthma, high blood
pressure and joint problems, in addition to depression and possible behavioral issues.
For the rest of Carmen’s visit, they talked about what she fed her children and ways they
were physically active. Carmen said that she got free juice “from the government” and
assumed this was the healthiest thing to serve as a beverage, but added that her oldest
daughter liked to drink soda. And, although she knew she could use her food stamps to
buy healthy foods, the most convenient place for her to shop was Pop’s Market, and the
only “healthy” food they have there are bruised apples and over-ripe bananas for twice
as much as a pack of cookies.

CARMEN: No worries, though! My second job is with a caterer. There’s always food left over and
they let me bring it home. This is such a life-saver! There’s just never enough time to
cook meals like mi madre and mi abuela did when | was young. And, don’t even get me
started about exercise! Maybe you haven’t been around the block, but it’s not safe for the
kids to be outside! Sometimes, when | have a day off, we take the bus uptown and go to
a park there, but around here, the parks are a mess.

NARRATOR: Sylvia asked Carmen for more details and learned that the local park had broken swings
and rusted slides, and often empty liquor bottles and used drug needles littered the
ground. Sylvia was surprised at first, then angry.

CARMEN: Ah, doctor, | can see you're one of those that really care ... you’ve got your work cut out
for you around here! This whole neighborhood'’s in the same boat as me!

NARRATOR: Yes, thought Sylvia, the same boat at the bottom of a waterfall, being deluged with more
than they can handle. She decided right then and there to go upstream and do something
—even one small thing — to help tackle the problem of obesity in this community.



Visualizing the Social Determinants of Health (15-20 minutes)

6. Let’s take a look at some interesting maps showing data about obesity. Your facilitator will
hand out the Power of Maps cards. Each person should read the card aloud and explain the

accompanying visuals. @
Power of Maps ‘
YOU CAN LIVE IN A DESERT,
‘ BUT STILLDROWN IN A SWAMP.

TES, 2000

Power of Maps ‘

UNDERLYING CAUSES OF DEATH IN THE UNITED STATES, 2000
Pravantable Daath Rates by State, Ages 010 74, 2010 Obesity by County

435

Obesity & Smoking
Inactivity

Power of Maps ‘
Power of Maps ‘

THE COMMUNITY DEVELOPMENT* SECTOR AND THE HEALTH
SECTOR ARE TRYING TO HELP THE SAME PEOPLE, BUT OFTEN

WITHOU:I' COORDINATION OR EYEN COMMUNICATION. AS OF 2014, MORE THAN 1 IN EVERY 3 AMERICAN
- - ADULTS HAD OBESITY (BMI GREATER THAN OR EQUAL
- ’ ’ TO 30). BUT THE PREVALENCE OF OBESITY DIFFERS BY

- J 5 OTHER FACTORS, INCLUDING RACE AND ETHNICITY.

Hispanics

Non-Hispanic Blacks

WHAT DO YOU NOTICE ABOUT THESE MAPS OF KING
COUNTY, WASHINGTON?

Pecple of Color Low Income Lew Educational Attainment

FOR BABIES BORN
WITHIN FIVE MILES
OF DOWNTOWN
RICHMOND, VIRGINIA,
OPPORTUNITIES TO
LEAD A LONG AND
HEALTHY LIFE CAN
VARY DRAMATICALLY.

Why the gap? Good health
outcomes are related to such
things as access to nutritious
food, safe and walkable streets,
active playgrounds and public
spaces, good jobs, educational
opportunities and stable housing.

7. Does any of this information surprise you? Why or why not? @

8. Why is it important to be aware of this information? @




Step 1: Seeing the Bigger Picture (5-10 minutes)

Begin to see the interrelationships
among parts of a whole ...

Change Process

o.

10.

11.
12.

We'll begin our journey through the change
process by following the six steps represented on
the visual. It's important to consider your role in
leading a change effort as we learn about each
step. All of us need to be able to take a leadership
role to drive change if we want to make an impact.

Locate Carmen on the visual, getting off the bus with her son in front of the community
garden. As a group, discuss examples of issues that Carmen and her family might experience
on a day-to-day basis. Think again about the information presented on The Power of Maps
cards and the visual, and consider:

« Personal factors

« Social factors

« Economic factors

« Environmental factors @

Why do these factors impact the whole community? @

Are the outcomes of these factors preventable? Why or why not? @



Step 2: Focusing on What’s Important (5-10 minutes)

Determine and communicate the magnitude
of the problem ...

13.

14,

15.

16.

17.

18.
19.

Think again about the Obesity Story with Carmen and her
children. How would most doctors respond to Carmen’s
request for weight loss drugs and her desire to lose weight? @

Do you think the typical medical approach will be
successful? Why or why not? @

Now get the Know What Affects Health card from your facilitator. Have someone in your
group read the categories of modifiable* risk factors listed on the right. Then guess the impact
of each of these categories on health by matching them with a given percentage (10%, 20%,
30% or 40%). You'll see the correct answers on the reverse of the card. @

Know What Affects Health

Match these factors
to their impact level:
« Physical environment
+ Clinical care

- Socioeconomic factors
+ Health behaviors

How do each of the modifiable* factors that affect health impact your ability to improve the
health of your patients? @

You, like Dr. Peterson, have decided that you would like to DO something about the larger
problem of obesity. In this phase of your path toward change, you need to describe the
problem in your community. Think again about the types of data provided on The Power of
Maps cards. What are some important pieces of information/data you should consider? @

Where might you find this information/data? @

Now that you've got the data, you're ready to motivate others to help you. As a group, discuss
why it's important to have a community/region-wide agreement that the issue needs to be
addressed and changes made. @

Recall that risk factors are conditions that increase your risk of developing a disease. They are either modifiable, meaning measures can
be taken to change them (e.g., diet, job, home), or non-modifiable, meaning they cannot be changed (e.g., genetics).




Step 3: Finding Others Who Care (5-10 minutes)

Harness the power of champions and recognize impacted groups,
organizations and settings ...

20. As you consider the data/information you identified
in Step 2, discuss who else would be invested enough
to make a difference that would benefit a larger
population. Brainstorm a list of possible stakeholders.

21. Now have someone choose the Collaborate with
Others card from the card deck and describe it
to the group. @ Are there any stakeholders listed
here that you didn’t consider in your brainstorm?
Might they be relevant to this situation? @

Collaborate with Others e

EROCER COMMUNITY
OMERCRIA DEVELOPERS
.1
HEALTH i
INSURANCE BUSINESSES

COLLECTIVE
PUBLIC 1510
HEALTH 0 v N EDUCATION
HEALTH CARE e eW\I‘ERNMENT
PROVIDERS @
urce: www.cdc.gov/chinav

FAITH-BASED PHILANTHROPISTS
ORGANIZATIONS & INVESTORS

22. Is it possible that there will be some reluctant participants? If so, why? @

23. How might you use the data you identified in Step 2 to transition them from reluctant to
supportive or willing participants? @

Brainstorm Stakeholders List




Step 4: Walking a Mile in Someone Else’s Shoes (20-30 min)

Empower a coalition of the willing ...

24. When we left the Obesity Story, Dr. Peterson’s conversation
with Carmen Sanchez had prompted her to go beyond the
walls of her clinic to find some upstream solutions to the
community’s problem with obesity. Since then, she has:

- Identified local data and information about the issue

+ Learned a lot about which interventions might work and which ones
probably wouldn't, for a variety of reasons

« Forged relationships with a variety of community stakeholders

Stakeholder Analysis: Your facilitator will give each person an individual Character Sketch and
share the Others Who Care Summary chart. Take some time to read your own sketch. Together,
review the profiles, hopes, obstacles and resources of this stakeholder group using the summary
chart. Each person should feel free to share extra details from their own character sketch. @

Others Who Care -
Others Who Care Summary CLINIC RECEPTIONIST

OBESITY
NAME:
AGENDA/HOPETO ACHIEVE Tiffany Duncan

+ Attaina heskhy weight orthe it time i her e YOUR STORY:

Tiffany is a full-time employee at the clinic where Dr. Peterson
works two days a week. She is a 30-year-old black woman who lives

- in the community with her husband and two children. Tiffany has
o struggled with her weight all her life. As a teenager, her stepfather
R was verbally abusive about her appearance, which only made
et things wor: she w: imary caregiver for

er
brothers an as oft d to make sure they had
food to eat - not an easy task with a very limited family budget.

One day a few months ago, Dr. Peterson announced that she was
starting a Walk with a Doc program during the lunch hour, and
welcomed staff to join along with clinic patients. Tiffany thought
this was a great idea because she felt safer walking around the
neighborhood during the daytime and with a group of people. Also,
the timing was perfect because her kids were in school and she
wasn't busy with chores, as she is on the weekends. She was the first
person to sign up and became the clinic’s champion for the Walk
with a Doc program, recruiting over 50 people to become regular
kers. Tiffany is helping Dr. Peterson draft a letter to the county
re sidewalks to aid the group's
tchwork of sidewalks, and new

. Inktsts newscuturaly sppeogeistefiness programs nthacy
+ Provent the pending saleofaland tractas commercia rea

Next, consider and then discuss the following questions:

1. What are the strengths of each stakeholder, including Dr. Peterson and Carmen, and what can they offer
to a collaborative effort? @

2. What points of agreement might this stakeholder group have if they decided to work together? (Make

sure you can answer this before moving to Step 5). @

Components of successful team
and external partner alignment

What sources of conflict might they have? @

4. What obstacles might they need to overcome before they could work
together on a solution to the community’s problem with obesity? @

25. Now get the The 3 C’s card from the card deck and have C C C
someone read it aloud. As a group, discuss why the 3 C's will Contact  Communication  Connection
be critical for the alignment of the stakeholders represented -

essential. partners by opening

in the stakeholder analysis. ® et




Step 5: Acting on What’s Important (<15 minutes)

Develop and document a future vision that’s
desired and then implement your plan ...

26. Given the points of agreement among the stakeholders from Step 4,
choose an action this group would like to pursue together. @
If you need ideas, get the CDC’s Summary of Recommended
Community Strategies cards from your facilitator.

b

STRATEGIES TO ENCOURAGE
PHYSICAL ACTIVITY

ATEGIES TO CREATE SAFE COMMUNITIES THAT SUPPORT PHYSICAL ACTIVITY.

M | strategy 13 C

Suggested

Suggested

Strategy 15

Suggested

Strategy 5

¢ The total annual number o farmer-days

Local government has a policy that enc
leasurement in the local jurisdiction.

27. Get the Model for Improvement card from your facilitator and have .
someone describe it. Discuss as a group the answers to the three

questions on the card as you think about your vision and plan. @

What are we trying
to accomplish?

How will we know
eis an

28. Now reference the Plan, Do, Study, Act graphic at the bottom of the
Model for Improvement card. The Plan, Do, Study, Act (or PDSA) Cycle is
shorthand for testing a change in the real world setting — by planning it, )—l\
trying it, observing the results and acting on what is learned. @

29. Let’s consider an example: Assume the stakeholders
from Step 4 decided to form a community coalition. They

want to focus on promoting the availability of affordable
healthy food. Have someone select the PDSA Cycle °

Example card from the card deck and read it aloud. @ e LT
free clinic.

30. Now come up with your own PDSA cycle based on Tag Bt s e i s
your stakeholder analysis. Or, if your group prefers anedotesfom hewaren They oty women eper
and/or you are short on time, choose instead to come e e v contdrt ot s cook i vegetbls.
up with the third iteration of the PDSA cycle about the el A s e N e e

. ope PLAN some cooking classes to be held at the clinic.
availability of healthy food. @ L .

*SNAP = Supplemental Nutrition Assistance Program (formerly the food stamp program) )

(&




Step 6: Communicating Your Vision and Mission (<10 min)

Sell it, sell it, sell it ...

31. Now we have a sense for how to create a sustainable plan and
continuously improve upon the process. To ensure the success of
the initiative, we'll need to win people over and get the word out
about the vision in multiple ways. Get the next four Tactics for
Communicating cards from the card deck and read them aloud. ®

h

The elevator speech: cl

+ A compelling vision that

the amount of time you Be memorable
elevator ride
. Use when meeting peop Multiple channels of commul « Create metaphors, ﬁgurgs of speech
events, and even when y X slogans - and find creative ways to ¢ Walk the talk
' « Use the newest communication . a eta
p « Write a theme song or a memorable|
grocery store or when you but don't forget the tangibles: ¢ 9

- If you're talking it up, be sure to back it up
with actions and behaviors. If people see one
thing and hear another, your credibility is shot
and your vision is dead.

T-shirts, posters in storefront wil
the message in circulation.

—

32. Considering the needs of your particular audience, choose one of the ideas listed on the
Tactics for Communicating cards and apply it to the vision and mission related to the obesity
example we've been discussing. @

33. Why is it important to tailor your communication style, data and information for the particular
person or group you're addressing? @

34. Now get the Barriers card from the card deck and read it aloud. Discuss how effectively
communicating your vision and mission could help you overcome barriers and set your group
on course for sustainable change. @

Barriers G

TEAM BARRIERS

Consider team dynamics, communication,
personalities and accountability.

BARRIERS RELATED TO EXTERNAL FORCES

Consider barriers like lack of funding, relevant policies
and community opposition.

Also consider the role of local/state laws and how they
can be leveraged.




Coming Together (10-15 minutes)

35. As we come to the end of our change process path,
reference the group of people at the top right of the visual
and read aloud the statement found there. Reflect on its
meaning as it relates to the obesity effort on which we've
been focused. @

36. Are your thoughts about “sustainable change” related
to obesity any different as a result of today’s group
discussion? If so, how? @

37. Reflect on the six steps listed along the path of the visual.
Take turns talking about the key take-aways that you've
learned as a result of this experience. @

38. Now that we've provided a process for exploring population-based approaches for improving
health outcomes, get the My Commitment card from your facilitator. Capture the changes you
can make in your work that will demonstrate your commitment to your community’s health. @
Post this in your work area for daily reference.

39. Is anyone willing to share with the group what they wrote on their commitment card?



Notes




“Health and Well-Being for All” originated with materials created for The CDC Experience Applied
Epidemiology Fellowship for medical students, funded by Pfizer External Medical Affairs, Inc.
through a grant to the CDC Foundation. The Meeting-in-a-Box was developed by ContXt Corp.
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