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Introduction
Our Reader tells the story of a divided city, a
metropolis whose unequal distribution of
power and resources limits the capacity of its
residents to live long and healthy lives.
We present a rich collection of documents
and research studies, taking an historical and
interdisciplinary perspective. At their best,
these documents challenge the status quo –
identifying
inequalities
(which
were
previously hidden), highlighting historical
patterns (often neglected), and exerting all of
us to think critically about the fundamental
causes of health inequities in Chicago.
We believe that the documents in
the Reader are a testament to a powerful
idea: deliberate action based on data can
change seemingly intractable problems. We
hope
that
this Teaching
Guide helps

educators to bring out key questions from the
book.
For each of the major sections of the book, we
identify a set of discussion questions (which
may be used to prompt seminar discussions or
even provide the basis of essay assignments),
as well as keywords and supplementary
materials (drawing on interviews we have
conducted with Chicago-area researchers,
physicians, and community activists). These
materials, along with a selection of videos, are
available at our Center for Community Health
Equity website, www.healthequitychicago.org
We welcome suggestions - if you are using the
book in your classroom and develop your own
materials, we would like to include links to
those materials on our website. The book
editors are also available to come to speak
with your class.

Part 1: A Divided City
Reflection Questions
1. Consider the community you grew up in. How would you define it? Describe an unwritten division in the community that
people who live in the community know about but a visitor would not.
2. Take a walk in your community from one end to the other end on a main street. How would you describe how the
neighborhood changes?
3. Imagine taking a walk in your community in the year you were born compared to now. How would you describe the
neighborhood? What has changed? What has stayed the same?

Discussion Questions
1. How could neighborhood conditions from decades ago influence the health of residents today? Does history really
matter?
2. Harris (1927) quotes a Chicago Whip editorial which stated: “If it is not the duty of the city to make all parts of the city a
healthy place in which to live, it is certainly the duty of a community to see that it gets all that the city has to give for the
protection of health”. Consider the first part of sentence, “If it is not the duty of the city…”. Should this be the duty of the
city?
3. Contrast figures 1.5 and 1.6 (detailing Black and White mortality rates from tuberculosis over time) with figures 10.1 later
in the book (detailing Black and White mortality rates for breast cancer). How are these patterns similar, how are
different?
4. Harris (1927) doesn’t use the term “social determinants of health” (which came into our lexicon only recently). Yet clearly
he is describing social factors that adversely affect the health of Black people in Chicago. What are the factors that he
describes? Are they fundamentally different than the factors you might associate with poor health today?
5. Faris and Dunham’s chapter builds on an important model from the “Chicago School” of sociology - the concentric zone
theory of the city (see figure 2.1). Does this model reflect the city as you know it today?
6. Faris and Dunham grapple with the question of causality - describing the “drift hypothesis”. What does this hypothesis
imply? Is it relevant to our understanding of health inequities today?
7. Drake and Cayton add the first substantial piece of qualitative data to our story. What do their interview excerpts reveal?
Why might qualitative data be particularly useful in health equity advocacy?
8. Abraham’s Mama Might Be Better Off Dead focuses on the plight of one family, living in poverty amidst the scientific
marvels of the Illinois Medical District. What does the experience of the Banes family teach us?
9. Does this section of the book reflect your experiences of Chicago? If you follow Sampson’s footsteps along Michigan
Avenue, do you observe similar things, or do you come to different conclusions about the city’s divisions? Or do you have
a different perspective?

Solution Finding
Imagine that you were the Health Commissioner of the City of Chicago in 1925 and you just read Harris’ article
calling out health inequities. How would you have found a solution? Would you follow Harris’ suggestions or
would you do something different?

Part 2: The Health Gap
Reflection Questions
1. Think about your community. Do you think that people of a different race/ethnicity, socioeconomic status, gender, sexual
identity, or religious belief have the same health outcomes as you? If you think you have similar outcomes, what in the
community seems to prevent a gap from existing? Or if you think a health inequity exists, what in the community seems
to create the gap?
2. Look up some vital statistics and health outcomes for your community. What are the top causes of death and disability?
Describe any differences in outcomes by race/ethnicity, gender, socioeconomic status, and/or any other variable.
3. Construct your family tree for at least three generations. Look at health conditions and age of death. What factors may
have caused differences in health outcomes over generations?
Discussion Questions
1. Phillips and Lacey are clear in their assessment: “The excess black cancer mortality rates are directly linked to the multiple
problems of the socioeconomically disadvantaged, who are unable to purchase or gain access to state-of-art medical
services.” This assessment echoes in many, if not all, of the selections in this book. What has changed since their work,
which was originally published in 1987? Have programs and policies been developed to address the problems they
described?
2. Phillips and Lacey identified Woodlawn as the Chicago community with the highest cancer mortality rate for Black people,
followed by Greater Grand Crossing, a community contiguous to Woodlawn, and then Kenwood. What has happened to
these communities since Phillips and Lacey’s article? Explore the Chicago Health Atlas to find out about the current
epidemiological profile of these communities.
3. David and Collins’ article on birth weight patterns for US-born Blacks, African-Born Blacks, and US-born Whites is often
cited as a landmark study, one that changed how people thought about the effects of racism rather than race as a
determinant of health. What is it about their methodological design that enabled them to make such an impact on the
field?
4. As we prepared this book, Richard David sat down with us for an interview about his work, and discussed some of the
background to his paper, and how he came to understand racism as the root cause of inequities in low birth weight. (See
https://www.healthequitychicago.org/voices-of-health-equity). What lessons does his experience hold for you?
5. Shah, Whitman, and Silva make the case for local data by examining health conditions in six of Chicago’s community areas.
In particular, they noted key differences between North Lawndale and South Lawndale -- they are adjacent to one another,
“yet they have very different health profiles”. Explore the Chicago Health Atlas (see https://www.chicagohealthatlas.org/)
to find out about the current epidemiological profile of these communities.
6. What do Woldemichael et al reveal about racial/ethnic patterns and survival with AIDS? With the roll out of HAART, what
happened to racial/ethnic differences in mortality? Consider their findings in relation to the findings on breast cancer
mortality in the next chapter and on tuberculosis described by Harris earlier in this book. Is there a generalizable pattern?
7. Figure 10.1c is arguably one of the most important graphs in the Chicago health equity research literature. What is the
message of the graph? How does it relate to the graph presented by David and Collins? (see figure 7.1)
8. Kaiser et al studied Black women’s awareness of breast cancer disparity and found that over half of the sample was
unaware of existing inequities. The respondents who did express knowledge of inequities in cancer mortality
“overwhelmingly” placed responsibility for it on individual behaviors and “community culture”. Were the respondents
correct?
9. What do Hicken et al mean by “racism-related vigilance”? Are you satisfied with their measurement of the concept?

Solution Finding
Read the Healthy Chicago 2.0 community needs assessment. Pick one of the objectives where a significant
disparity exists by race/ethnicity, gender, sexual identity, or socioeconomic status and discuss how you would
approach achieving the reduction in the gap.

Part 3: Separate and Unequal Health Care
Reflection Questions
1. Think about how you access health care. What are barriers and facilitators for your care? Think about someone with
different characteristics that yourself who was attempting to access health care. How would the barriers and facilitators
be the same or different?
2. Consider going to a health center or hospital near you. Sit down in a lobby if you can. Watch different people come in
and see how the journey goes for them. How would the experience be different for some rather than others?
3. Imagine having to seek care in a different country where English is not the main language. How confident would you feel
navigating the health system?

Discussion Questions
1. “What Color are Your Germs?” is a call-to-action. Consider the tone of the writing: is it optimistic or pessimistic? Consider
the things that have changed (or have not changed) since 1954, what can we say about Chicago’s progress in terms of
racial segregation?
2. Dr. Young’s letter is poignant in its conclusion: “Our nation has broken a compact to achieve human equality. The Law has
failed our disinherited.” Do you see his assessment relevant today, does it resonate with contemporary political discourse?
3. Edwin Black’s “Racism in red blood cells” is one of the very important pieces of our Reader that was not originally published
in an academic journal. Why is it that academic journals rarely publish articles like this? Are there new journals that you
have seen in the literature that cover more activist and politically engaged articles?
4. The Uptown People’s Health Center was based on the principles of social medicine. Consider the Health Center’s
philosophy as described by Walter “Slim” Coleman - what is unique about this approach? Consider how the experience of
the Uptown People’s Health Center relates to the new (global) Social Medicine Consortium, particularly its “Consensus
Statement.” (see http://www.socialmedicineconsortium.org/)
5. “Transfers to a public hospital” quantities the health effects of “patient dumping”, echoing the concerns of “What Color
Are Your Germs?”, which was published 30 years before the article by Schiff et al. How did the process of patient dumping
work? Consider Schiff et al’s study in conjunction with “I Call It Murder” and David Ansell’s 2015 HDSJ keynote address
(videos available on our website). There was success in changing policy to make patient dumping illegal - yet it still occurs
and is arguably a taken-for-granted feature of the US healthcare system. What facilitates patient dumping today?
6. Marie Crandall talked about her “trauma deserts” article in our Voices of Health Equity interview. She observed: “When I
was doing my surgical training, while we pulled off some pretty spectacular saves, it felt like we were doing our patients
a disservice because we'd save somebody but we wouldn't send them out with the skills to prevent it from happening
again. ...If we were doing that in any other field of medicine, it would be malpractice.” Consider her article in light of her
comments in interview - what changes would we need in the health care system to address her concerns?

Solution Finding
Imagine that you were Otto J. Kerner, Chairman of the President’s Advisory Commission on Civil Disorders in 1967, and
you received the letter from Dr. Quentin D. Young calling out the differences in practices of hospitals regarding obstetrical
services provided to pregnant Black women compared to white women. Compose a letter back to address the issues that
Dr. Young raises. What would you write?

Part 4: Communities Matter
Reflection Questions
1. Think about the community you live in. What are physical and social factors in the community that create health
inequities?
2. In thinking about your community, what has been a process for the community changing something (a rule or regulation)
in an attempt to improve community health and well-being? In what ways has the process been equitable or inequitable?
3. What would you consider are the key features that define a “healthy” community?

Discussion Questions
1. Lacey et al conducted a qualitative study, finding that “for women in our groups, smoking was associated with relief from
the heavy burden of stress in their lives”. What lessons can we draw from their work that could inform health promotion
programs today?
2. Wilson and Daly did something very interesting with life expectancy in their analysis, something different from most
studies in this field. What did they do differently, what line of analysis did they open up as a result?
3. The work of Sampson et al highlights the importance of “concentrated disadvantage” as a critical variable for social
epidemiology. What do they mean by this term?
4. Collins and David observed that “the effect of violence on small-for-gestational age rates outweighs the benefits of early
initiation of prenatal care”. How does their conceptualization of this relationship compare to other chapters in this book,
for example, Warren-Findlow’s analysis of “weathering”?
5. “Reverse causality” is discussed by Lochner et al as an important limitation of their work: “we cannot exclude reverse
causality, that is the possibility that higher death rates led to erosion of trust and other indicators of social capital”. This
is an important issue in many cross-sectional studies. Compare the concern over “reverse causality” with Faris and
Dunham’s “drift hypothesis”.
6. Gupta et al used the “community vitality index” as a predictor of area-level asthma burden, exploring the importance of
positive community factors. Why might this be a particularly valuable way of modeling health inequities?

Solution Finding
Imagine that you are a community leader reading this section of the book. What concepts resonate with you? How would
you use these findings to make real change?

Part 5: Taking Action
Reflection Questions
1. Describe a situation where you recognized an injustice. What did you do? What do you wish you had done?
2. Activists around gun violence just staged a march blocking a major traffic street in your neighborhood and caused a traffic
jam in which you are now stuck. How would you react? Why?
3. Name one injustice in the world that you are passionate about. How would you approach finding a solution to the
injustice? Why?

Discussion Questions
1. McKnight observed: “The language of medicine is focused upon disease - yet the problems we identified have very little
to do with disease. … hospitals were dealing with many problems which were not ‘diseases’. It was an important step in
conscientization to recognize that modern medical systems are usually dealing with maladies - social problems - rather
than disease. Maladies and social problems are the domains of citizens and their community organizations.” Does this
observation resonate with how you see the health care system today?
2. What are the key characteristics of the “violence interrupters” in the CeaseFire program?
3. Ansell et al’s description of the community effort to reduce the black/white breast cancer mortality gap in Chicago
features three very powerful images: a line graph, a bar chart, and a map. Consider how each of these images contributes
to the article, and how they each tell a different part of the story of racism as a driver of health inequities.
4. Bushey and Schorsch, in “The Rumble and the Reversal”, detail the fight for an adult trauma center at the University of
Chicago. It is a fascinating and inspiring account, which brings together the voices of community and researchers to
achieve social change. As you consider the experiences detailed in the chapter, do you feel optimism that change can
occur? Or pessimism - perhaps out of dismay that things haven’t changed enough?
5. Healthy Chicago 2.0 set out an ambitious set of equity-focused targets. And it brought important issues into the fold,
issues that traditionally have not been part of city public health department planning, such as “discrimination from
criminal justice system”. Consider the targets and their associated metrics - as a whole, is this what the city should be
aiming for? If we could achieve these targets, would Chicago be a better place?

Solution Finding
You are a community organizer concerned about a particular health inequity. What kind of data/research or narratives
would you need to support your call for addressing the health inequity? Where would you get this evidence?
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