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A public health emergency is unfolding. Your response plan calls for an alert, a clinic, and instructions for the public. But the alert does not reach people without reliable internet access. The clinic cannot accommodate someone who needs help getting there. The instructions do not work for someone who needs them in another language. The plan is being followed, yet some people are still being left out.

The question at the heart of today’s presentation: Who can use the response we planned? 

We’ll explore how the curb-cut effect can help us find barriers in emergency plans and build responses that work for more people. We’ll look at universal design, whole community inclusion, the limits of population data, and the partnerships that help us see what the data misses. We’ll also share what we’ve learned in Wayne County.

First, let us introduce ourselves.
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My name is Tim Mautz, and I’m the Chief of Public Health Preparedness and Response for Wayne County Public Health.

I’ve spent nearly 40 years in emergency services, and one lesson has stayed with me: a plan only works if people can use it when they need it.

I’m a graduate of the National Emergency Management Advanced Academy, and my capstone research paper explored the curb-cut effect--the idea that removing a barrier for one group often makes things work better for many others. That’s why Jenny and I are talking about equity and inclusion today.

When we identify a barrier during planning and address it, we make the response work better for the people who would otherwise face that barrier. We often make it work better for everyone else, too.

Jenny brings a perspective that challenges us to look closely at who helps shape those plans. Jenny?

-------
JENNY
My name is Jenny, I use they/she pronouns.

And I have both cognitive disabilities and mobility disabilities that are not always immediately apparent. 

I say this intentionally because a lot of what we talk about in preparedness assumes that people will fit neatly into categories that we then make plans for.

And that connects to a core principle you’ve probably heard before: "Nothing about us without us," a phrase coming from the disability community, but universally applicable. 

So when we talk about Equity, Inclusion, and planning today, I want you to think not just about populations, but about who is actually at the table shaping decisions and who these plans are for. Keep that in  the back of your mind.
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Who here knows what a curb cut is?

*give time and appropriate response defining the curb cut to room*��When we design for people who experience the greatest barriers, the result can improve access and usability for the broader community. The curb cut effect is the idea that an accommodation designed to address a barrier for one group can benefit many others. Curb cuts were designed to improve sidewalk access for people with mobility disabilities after World War II. Veterans coming home from that war came home with many mobility issues, many missing lower limbs. Curb cuts were put in to help these veterans get onto and use side walks. Fun Fact: Some of the earliest known curb cuts in the United States were installed in Battle Creek and Kalamazoo, Michigan, in 1945. Curb cuts wouldn’t actually be federally mandated until 1973. Michigan was *ahead of the “curb”*. 

Curb cuts eventually proved useful for many people. People with strollers, carts, older people, etc. This accommodation meant for one group but benefiting everyone else gave us the phrase “curb cut effect”
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Universal Design aims to create environments, products, and systems that are usable by all people without the need for adaptation or specialized design. The goal is to make spaces and products inclusive from creation for widest range of users. This design philosophy emphasizes accessibility, flexibility, and simplicity, recognizing that diverse users have different needs and preferences. Essentially it is the technical term for design that creates the curb cut effect. This moves us away from a reactive accommodation mindset to a proactive mindset because we had already accounted for the widest range of people.

Now this does not always mean “one design fits all” this could mean designing multi-tools or allowing for different modes of use. For example, setting up an elevator, escalator, and set of stairs next to each other instead of making elevator users cross an entire building to use the elevator could be considered universal design. 
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1.Equitable Use
2.Flexibility in Use
3.Simple and Intuitive Use

Use of the design is easy (o
understand, regardless of the
user's experience. knowledge,
languoge skills, or current
concentration level.

4.Perceptible Information

Universal Design
The Seven Principles

5.Tolerance for Error X)
6.Low Physical Effort S
7.Size and Space for Approach and Use

or unintended octions.

Image: Principles for Universal Design © NIUA.org used under Section 107 of the U.S. Copyright Law
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Equitable Use: Design services and resources so people with different abilities can access and use them in comparable ways. For example, providing information in formats that are accessible to people with and without disabilities or in a variety of languages. 

Flexibility in Use: Allow people to use a service or resource in different ways based on their need. This also means we must be flexible.

Simple and Intuitive Use: Make programs and services easy to understand, regardless of a person's experience, literacy level, or language background. Use clear and plain language.

Perceptible Information: Communicate important information in ways that people can recognize and understand, even if they have sensory or communication disabilities. This includes captions, visual instructions, translated materials, and accessible alerts. This also means working to make health information something our audiences trust. Without trust the information will be skipped right over.

Tolerance for Error: Design systems that reduce the impact of mistakes and allow people to correct them. There should not be a step in any response plan that does not have some room for error. Things go wrong during incidences, stress makes comprehension harder, there needs to be some tolerance for error. 

Low Physical Effort: Make services and environments usable without requiring unnecessary physical effort. Examples include accessible entrances, seating, and options for completing forms without prolonged standing. 

Size and Space for Approach and Use: Provide enough space for people to approach, reach, and use facilities or equipment, regardless of mobility device, body size, or physical ability. For example, ensuring that vaccination areas have adequate space for wheelchairs and other mobility devices. Here I would also like to bring up that, culture may play an aspect in Size and Space for Approach and Use. Some services may need to separated to accommodate for modesty needs such as having Muslim women receive treatment somewhere separate from men if they would need to remove articles of clothing.
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To fully respond to public health incidents, we must respond in a way that is accessible for the whole community. We must plan to include every population. Public health incidents do not happen in a bubble where only one demographic is affected, incidents affect the whole public, the whole community. We must also acknowledge that the plans that do not account for vulnerable demographics are a failure to plan because public health incidents often have more severe outcomes for vulnerable populations. It is very hard to imagine all the barriers that each population could face. It is, however, very easy to imagine and plan for all the barriers we face ourselves. 

So to design a response plan for the widest range of people possible, it is best to plan with the widest range of people possible. 



Why WCI Matters

* Emergencies impact populations unevenly
* Barriers drive unequal outcomes
 WCI ensures equitable access to preparedness, response, and recovery

* Cannot build trust during an emergency

e Consider:
o Historical trauma and institutionalized harm must be

accepted as truth in a WCI approach.
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JENNY�We do not serve a single, uniform population. Our communities have different experiences, different barriers, and different levels of access to resources. �Even when we genuinely believe in Whole Community Inclusion, our own biases—and sometimes our bias against acknowledging bias—can get in the way. Sometimes we become so focused on being unbiased that we convince ourselves the fairest approach is to treat everyone exactly the same. We might say, “We treat everyone the same,” “We're neutral,” or take a “colorblind” approach because we want to be fair. But treating everyone the same does not necessarily produce equitable access when people are starting from very different circumstances. That approach can cause us to overlook differences in access and need, avoid conversations about inequity, and design systems around the assumption that everyone is operating on a level playing field when they are not.

We have to recognize that historical trauma and institutional harm are real, and they can influence how communities interact with public health and other government systems. If we don't account for that history, we can misinterpret a community's behavior as “non-compliance” when what we are actually seeing may be mistrust based on past experiences. Whole Community Inclusion asks us to look beyond “Why aren't they participating?” and instead ask, “What barriers, experiences, or concerns might be influencing participation, and have we involved the community in designing a better approach?” A shift from designing for communities to designing with communities. 

This includes people that “did their own research”. 

This looks like building connections instead of corrections. A lot of those people are genuinely disenfranchised and trying to find a way to have agency in their own life. 


Core Principles of Whole Community Approach

 Government response alone is not sufficient

* Engages community partners and residents

* Inclusive planning strengthens buy-in/builds trust
* Diversity in planning makes plans more equitable
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The Whole Community Approach recognizes that government cannot prepare for and respond to emergencies on its own. Effective preparedness requires the involvement of the people, organizations, businesses, and community groups that are part of the community every day. These partners often have knowledge, relationships, resources, and access that government agencies may not have. Engaging residents and community partners also helps us better understand what people actually need before, during, and after an emergency.
�If we are designing programs, policies, emergency plans, or communication for a community, the people affected by those decisions should have a meaningful role in shaping them. We rely heavily on community partners to help us do this. They provide trust, access, cultural competence, and often basic reach into communities. These relationships should not begin when an emergency happens. We cannot build trust during an emergency. If that foundation does not exist before an incident, it is much harder to establish it when people are being asked to respond quickly or change their behavior.

Inclusive planning strengthens buy-in and trust. When people have a meaningful opportunity to participate in planning, they are more likely to see themselves reflected in the plan and understand their role in a response. Bringing different perspectives into the planning process can also help us identify barriers that we might otherwise miss and make our plans more equitable and accessible. 

Instead of designing a program for an assumed “average” person and then adding accommodations later, we ask: Who might be left out of this design, and what can we do differently from the start?
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We know what these are as it pertains to equity in planning. I’m not going to do a deep dive on all of these.

But I want to talk about operating in a "Data Driven" world and how it can be a double edge sword. 

Being data driven is a good way to make an approach neutral. People become numbers. And except for the fact most people seem to hate math, we don't harbor real bias against numbers. Numbers become great places to begin the argument for equality. 

However, data is a tool, not the full picture. It is:
-Incomplete
-Reflects existing bias
-has frequently changing collection methods/standards - meaning we can't really compare data sets to each other. 

A big thing is people choose what information we collect. And the best way to ensure a population remains invisible in a data driven world is to not collect data on them. 

We move toward equity when we are mindful and listen to needs when we choose what data we need to collect and track and disaggregate. 


Underserved Socioeconomic Status

Veterans
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Individuals with Disabilities
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Children

Older Adults

Limited English Proficiency (LEP)
Undocumented Individuals

Incarcerated Persons
Pets & Service Animals

Other Access & Functional Needs
(AFNSs)
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TIM�So who do we need to make sure we don't leave off the planning list? This is a list of people who traditionally have worse outcomes in an emergency. 

To highlight a few:
- during COVID our world was reorganized to account for social distancing. For people who are blind, that left them with very little point of reference to move about a society that was wary of a stranger approaching for help. This led to some pretty devastating outcomes for the blind community.

- for those with LEP, who can say they completely trust their translated documents. And imagine being in a position to receive translated materials where you have to hope the translation was correct in order to stay healthy. You have to truly trust the translation. Hard to do in a world of AI translation errors. 

- People with pets and service animals are left out of plans and in extreme circumstances, if evacuation is needed, they won't evacuate without their pets. 
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Aggregated

VS * Aggregated: Fast, high-level

scalable, but hides disparities

Disaggregated . |
Data * Disaggregated: Detailed,

targeted, equity-driven, but
more complex

Both aggregated and disaggregated data are useful and important. But how and when we
choose to aggregate or not has to be meaningful, useful, and reflective of real circumstances.


Presenter Notes
Presentation Notes
JENNY
With population data, we’re constantly balancing:

Aggregated data:
-Fast
-Good for situational awareness during a response

Disaggregated data:
-More detailed
-Better for targeted interventions and mitigation efforts

Both are necessary.
-But the issue is not which one we use. It’s how and when we use them.


Population Data

|dentify Disparities:Who experiences different health outcomes or

risks?
* Income Disparities > Worse Health Outcomes
Understand Needs: Who faces greater risks or barriers?
* Disability Data
Guide Resources: Where are services and support most needed?
* Michigan Substance Use Vulnerability Index - Naloxone
Tailor Interventions: How can programs and communication

better meet population needs?
* Low English Proficiency Prevalence - Translation needs
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give you ideas as to where you might want to focus.
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In preparedness, data gives us a starting point of where we may find gaps.

Data helps us move beyond assumptions and identify specific populations and needs. The first step is to identify disparities by asking, Who is experiencing different health outcomes or risks? For example, income disparities are often associated with differences in health outcomes. We can then understand population needs by looking at factors such as disability data to identify populations that may face additional barriers to accessing health services.

Data can also help us guide resources to the areas and populations where they are most needed. For example, the Michigan Substance Use Vulnerability Index can help identify communities with greater vulnerability to substance use-related harms and inform decisions about resources such as naloxone distribution. Finally, we can use data to tailor interventions and communication. If we know that a community has a high prevalence of limited English proficiency, that can inform decisions about translation, interpretation, and how we deliver public health messages. The goal is not simply to collect data; it is to use what the data tells us where we need to take a closer looker at what is happening in these communities.

Also, MORE data does not mean “better” data. You want useful data. 



Where Can | Find the Data | Want?

censusreporter.org/topics/table-codes/

There are thousands of surveys captured on the
Census Tables. Knowing the survey codes can
really help you find what you are looking for.
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*Talk about data sets per what feels right in the moment*
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When analyzing data we do not look for data proving what we think we already know.
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When analyzing data, we do not look for data that proves what we think we already know. Instead, we should approach the data with an open mind and allow the findings to challenge our assumptions. It is easy to start with an idea about what a community needs and then focus only on information that supports that idea. But when we do that, we risk overlooking important information, including populations,  barriers, or needs that we did not anticipate. this is especially important because our assumptions may not reflect the experiences of the people we serve. We should ask, “What is the data telling us?” rather than “How can we use the data to support our plan?” 

Sometimes the data will confirm what we expected, but sometimes it will tell us something completely different. Both outcomes are valuable


Communication Independence Transportation

EEEEE

Maintaining Support &
Health Safety

Geography
Matters

* Vulnerability is not evenly
distributed

* Location shapes access to
services

* Some communities face
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When we are talking about this we need to note that geography matters. When combining data with geography we see that vulnerability is not evenly distributed. And that distribution is not random.

We’re seeing the impacts of:
-Historical redlining
-Disinvestment
-Infrastructure gaps
-And rural isolation

These factors directly shape CMIST needs:
-Communication barriers cluster geographically
-Medical needs may be concentrated in certain areas, often due to zoning.
-Independence and transportation vary significantly
-And transportation barriers are often geographically defined

It may be that part of your plan to account for everyone is to have differentiation based on area. 



Where Data Can Fail Us: Invisible Populations

* |f notinthe data - notin the plan

* [fnotinthe plan - not served

* Missing data = hidden risk

* |f populations are not visible in data sets, they are often
unintentionally excluded from planning and response.
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Over-reliance on data can create blind spots.

First, data is always incomplete.
-Some populations are undercounted
-Some are not captured at all
-Some choose not to be captured. 

Second, data is often outdated.
-Community conditions change faster than datasets

Third, data simplifies people.
-It forces individuals into categories that might not make sense together
-It can separate identities that are actually overlapping

And fourth, data reflects systems that already have bias.
- If a population has historically been excluded, they are often still underrepresented in the data

You can't close a gap you haven’t identified.


e Collect more detailed data when

Data Strategy: precision is needed

* Prioritize when disparities or risks are

When & How high

* Pair data collection with community

Who is missing from engagement

? : : ”
your plans: o “Nothing about us without us.
Would your data show it?

How will you fill that gap?
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We need some strategy for when to invest in more nuanced data?

We should prioritize data it when:

Decisions require precision
Disparities are known
Risk of harm is high

But equally important:
That data has to be paired with community engagement.

Data alone cannot tell the full story. So what so we do?
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Filling in Data Gaps

[dentify who  Identify whois Do outreach Build a

is missing advocating mindfully partnership
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We get to know our community.

The best way to know who is missing is to go into your community, see what kind of programming community centers have. Is programing targeted to specific populations?

Look to see what kind of special interest and advocacy groups are in your jurisdiction. Look to see if there are legal aids specific to a demographic. Find out who leads these groups.

And when you do find this information, you do outreach in a way that conveys you want to understand that community, not have them just teach you and do work for you. Often when we reach out to vulnerable communities, that’s how we come across. We act like they are something to study and get answers from and never talk to again. You should be asking what you can do for them before ever asking what they can do for you.


Building Partnerships

Develop
Share solutions
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Identify
knowledge saenuly

2aps ®

“llllllll'“”'!b
LD, Iith, Human &
" % |Health,
g =
g ':'.‘PE .
-1
: ans Services
& |Veter
7 L NS
m,:}:@ 43 COP-:‘:‘!:“\\‘
g iy



Presenter Notes
Presentation Notes
TIM
Building community partnerships means recognizing that we serve the community, and the community should have a meaningful voice in how we serve them. Our role is not simply to ask community organizations to help us develop better plans. We need to build relationships where we listen, learn, and work alongside the people and organizations who are directly affected by our programs and emergency response efforts.

There are three important parts to this. First, we share local knowledge. Community partners and residents can tell us what is happening on the ground, including barriers, concerns, strengths, and needs that may not show up in our data. 

Second, we work together to identify resource gaps. Data may show us that a gap exists, but community knowledge can help us understand what that gap actually looks like and who is being affected. 

Finally, we develop solutions together. Instead of creating a plan and then asking the community to help implement it, we involve them in deciding what solutions are practical, accessible, and appropriate.


What have we done

with this?

WCI Planning
Guidance

WCl Planning Guidang
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Vulnerable Populations

Vulnerable populations are groups of people who are at a higher risk of experiencing adverse health and
wellness outcomes due to factors such as social, economic, environmental, or health-related conditions
that make certain individuals or communities more susceptible to the impacts of a public health
incident, Vulnerable populations may face challenges in accessing healthcare, following preventive
measures, and recovering after a crisis.

This document brings up considerations for many vulnerable populations in umbrella terms. This
docurnent is not exhaustive in identifying which populations are vulnerable. For example, this guidance
will address:

*  LGBTQI+ populations, not individual sexual identities.

* Racial, ethnic, and cultural minaorities, not specific minority groups.

» Individuals with accessibility needs.

The purpose of using umbrella terms is not to imply that populations are monolithic, however, planning
guidance must be useful. If this document were to address every possible vulnerable population, it
would be prohibitively too long for use and in the time to write such a thorough document the
understanding of what makes a group vulnerable would have evolved and this document would have to
be re-written, For these reasons this document uses populations most frequently highlighted as
wulnerable in the field of public health.

Biases

Bias in emergency preparedness planning refers to the presence of systemic and unfair preferences,
prejudices, or discrimination that may influence the development, implementation, or outcomes of
plan rtirlg*. Bias can take many forms and impact different groups within a community
disproportionately. It is important to note that these biases may be held subconsciously due to
pervasive stereotyping in a society or be an unintended outcome of infrastructure or policy designed
before eauity was a eoal of all oublic servants.

Demographic
Narratives

Wayne County Public Health

Belleville

Belleville has a population of approximately 4,000. Belleville is also the only municipality where sex
assigned at birth is not evenly split. 55.6% people were assigned female at birth while 44.4% were
assigned male. The population is 72.3% White, 15.8% Black or African American, and 6.2% Hispanic. Less
than 1% of the population speak Spanish with no other languages having enough data to be measured.
Less than 1% has LEP. Only 53.3% of homes are owned compared to out-Wayne with 74.8% owned.
Disability statistics are higher as noted below:

Belleville Out-Wayne
With a disability, under 65 15.8% 9.6%
Hearing Difficulty 4.2% 3.8%
Vision Difficulty 2.9% 2.8%
Cognitive Difficulty 8.1% 6.7%
Ambulatory Difficulty 9% 7.5%
Self-Care Difficulty 1.8% 2.9%
Independent Living Difficulty 12.3% 6.8%

Belleville’s SVI is .6234, ranking 13 out of 42 for the county’s ranked SVI scores.

Brownstown Township

Brownstown Township has a population of approximately 32,600. The city is predominantly White
(76.8%). Brownstown Township has tone of the more diverse populations. The population is 8.4% Black
or African American, 6.2% Asian, and 53.1% Hispanic. Spanish and Panjabi are the most common
languages other than English; 3.3% of the population has LEP. Most data pieces are close to the out-
Wayne data, however Brownstown’s median household income is higher (591,803, 563,864)

Brownstown Township's SVI1 is .4238, ranking 22 out of 42 for the county’s ranked SVI scores.
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Cultural
Consideration
Annexes

Annex: Religious-Cultural Considerations for Mass Casualty Events

Purpose

The purpose of this annex is to ensure that emergency response efforts during mass casualty events are
inclusive, respectful, and effective by incorporating religious and cultural considerations into planning,
response, and recovery operations. Diverse religious and cultural groups often have distinct beliefs,
practices, and sensitivities related to diet, dress, physical contact, death customs, and medical treatment
that may significantly affect their interaction with emergency personnel and services. By being aware of
other's beliefs, response workers can improve communication and reduce barriers to care or shelter.

Religious Landscape Study - Michigan

The Religious Landscape Study is a survey conducted by the Pew Research Center that provides a
portrait of religious affiliation, beliefs, and practices across the United States. As the Center's largest
single survey, it offers valuable insights into the religious composition and trends within Michigan.

In the event of a mass casualty incident, recognizing the general religious and cultural background of
individuals or communities can be essential to providing compassionate, and appropriate care. Culturally
informed responses support community recovery and acknowledge that spiritual well-being is a vital
aspect of overall health. Wayne County, which represents approximately 10% of Michigan's population,
is home to a rich mix of faith traditions. The following data summarizes the major religious groups in the
state. It is important to note that even faiths representing just one percent (1%) of the population are
significant. One percent (1%) of Wayne County is equal to more than 11,000 individuals.
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Discuss as natural
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