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Implement a Health in All Policies Approach 
with Health Equity as the Goal



Adult Smoking Prevalence
U.S. and MN, 1999 - 2014

Source: Minnesota Adult Tobacco Survey (MATS), 2014
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Percent of 11th grade students using conventional 
tobacco in past 30 days by subgroup, 2016
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Why collect this data?

Reduce 
health 

disparities 

Support 
community-

driven efforts

Build mutual 
capacity

Build 
relationships



Methods

Group 
Discussions 
(17 groups) 

Interviews 
(12)

Online 
Survey    

(88)



Finding

• Communities have 
enormous strengths 
with distinct leaders, 
assets, and culturally 
specific strategies for 
building health.

Opportunities

• Use asset-based 
approaches to 
leverage community 
strengths and 
leadership through 
sustained funding 
and training.

• Support and 
integrate advocacy 
and capacity 
building; allow 
flexibility with grant 
activities and 
outcomes.



Finding

• Community 
members wish to 
use services that 
are provided by 
members of their 
own communities, 
which are not 
necessarily 
available.

Opportunities

• Expand and 
integrate cessation 
and tobacco 
education into 
existing services 
and networks. 

• Work directly with 
community 
members to 
identify needed 
resources.



Challenges

Limited internal staff capacity

Varying survey methods

Challenging partnership model
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African Americans are a target 
market

Published in Ebony magazine, June 1977, Vol  32, No. 8 From the collection of Stanford Research Into the 
Impact of Tobacco Advertising 
(tobacco.stanford.edu)

https://www.flickr.com/photos/29069717@N02/10915126643
https://www.flickr.com/photos/29069717@N02/10915126643


MN has wide menthol use 
disparities
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Menthol Cigarette Intervention 
Grant

•Purpose: to engage the African American 
community in fighting menthol tobacco use in 
this community



Methods

Pre-
assessment

Key 
informant 
interviews

Education and 
awareness 
campaign

Post-
assessment

Key 
informant 
interviews



Key findings from pre-
assessment

•Among smokers:
o 84% use menthol

o 60% said they would quit if menthol was not available

o 51% tried to quit in past year

•Key informants believed African Americans 
were generally aware of menthol harm 
o Also cited a lack of culturally relevant cessation resources
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Pre-/post-policy surveys

• Recruited public housing properties that 
were planning to go smoke-free

• Door-to-door resident surveys
o 1 month pre-implementation
o 6 months post-implementation



Methods

• 8 properties

• 168 participants

• Surveys assessed:
o Secondhand smoke exposure

o Changes in cigarette consumption



Indoor Secondhand Smoke 
Exposure
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Cigarette Consumption

Post-policy: How has the amount you smoke changed in the past 

6 months?

Number of smokers Percent

I’m smoking about the 

same

4 18%

I’m smoking less 17 77%

I quit smoking in the 

past 6 months

1 5%

TOTAL 22 100%



Conclusions

• Smoke-free public housing policies may help reduce SHS 
exposure among low income residents
o However, compliance and enforcement issues require 

attention

• Reducing cigarette consumption was common post policy
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Using Data to Identify Health Inequities
www.health.state.mn.us/divs/chs/healthequity/guide/index.htm

http://www.health.state.mn.us/divs/chs/healthequity/guide/index.htm


What is a Health Equity Data Analysis? 
[HEDA]

• A HEDA involves identifying differences in health 
outcomes by population groups, and then 
considering not only individual factors but also 
the high level factors (e.g. policies and systems) 
that create those differences. 

• This process requires more in-depth analyses 
than a “conventional data approach” and the  use 
of quantitative and qualitative data and analysis 
methods.



Key HEDA Questions
Conventional Questions: 

What is the obesity rate?

What groups have higher rates of 
obesity?

STOP THERE

Health Equity Direction: 
Why do these groups have higher rates?

What are the conditions that create the difference in 
obesity between populations?

How can we target underlying conditions & reorganize 
policies to ensure healthy environments?



Connection

PopulationDifferences

HEDA 
Steps

COMMUNITY 
ENGAGEMENT

Conditions
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Expanded
Understanding

Any
order

After the 
connection, 
differences and 
population 
steps,   the 
conditions and 
causes steps are 
sequential.



• 10 Grantees

• 6 Month Pilot

• Community of 
Practice

• Series of 
Webinars

• Inter-Session 
Calls

• In-Person 
Meeting

HEDA Pilot 



HEDA Pilot Community Approaches

• Low Income/ 
High Income

• Working 
Poor/ Non 
Poor

• Hispanic/      
Non Hispanic

Populations

• Chronic 
Disease

• Diabetes

• Tobacco

• Cardiovascular 
Disease

Topic Focus

• Survey data

• Qualitative 
data

• Key Informant 
Interviews

• Root Causes 
Analysis 
Mapping

• Others

Methods



HEDA: Tobacco Use & Income

• 2 pilot grantees

• Target populations
o Working poor (less than $35,000 and employed)

o Poor (less than $20,000)

• Conducted key informant interviews/focus 
groups
o WIC and food shelf clients and staff

• Preliminary Findings – Causes higher rates of 
smoking:
o Stressful life and working conditions

o Community norms



HEDA Evaluation Findings

Necessary Resources & Supports 

• Data: Technical assistance for qualitative and 
quantitative data 

• Team approach: Drawing on many skill sets 

• Time: Relationship building, planning, and 
analysis 



HEDA Evaluation Findings

Challenges

• Strong community engagement is a 
precursor – Relationships are central  

• Individual narratives about health are strong 
– It’s challenging to move upstream

• Collaboration from broad base of partners is 
necessary to move to action 
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