Final Recommendations, Strategies and Action Steps 

Healthy Kansans 2010
Reducing/Eliminating Health and Disease Disparities Work Group

Action steps that were recognized by the work group as the top 10 priorities because they are cross cutting and are anticipated to have the most impact on the 10 Leading Health Indicators.
Workgroup Guiding Principles

The Healthy Kansas 2010 Workgroup on Eliminating Health Disparities has adopted a comprehensive view of health disparities, with the intention of elevating the priority status of health disparities that affect racial and ethnic minorities, as well as health disparities influenced by other factors, including disability, age (particularly senior adults), gender, geography, and socioeconomic status. Throughout this document, the phrase, “underrepresented groups” impacted by health disparities includes all of these.

Despite prevention, early detection, and treatment of diseases that have allowed us to reduce premature morbidity and mortality, members of racial/ethnic minority and other underrepresented groups have benefited less than the US population as a whole from these interventions.  Lower socioeconomic and education levels, inadequate and unsafe housing, racism, lack of access to care, quality of care, and living in close proximity to environmental hazards disproportionately affect these populations and contribute to poorer health outcomes. The workgroup believes that meaningful changes in the public health system are based on better understanding of the root causes of disparities while trying to develop interventions to eliminate them.   Disparities will only be eliminated when economic, educational, housing, criminal justice, and environmental policymakers come together to address the issues that impact health and contribute to poorer health outcomes (IOM report, Unequal Treatment).  Understanding the history and root causes of racism, other discrimination, and oppression and acknowledging their effects across generations is key to building healthy relationships between agencies and the communities they serve.

The workgroup believes that, in order to effect change, all programs must build on self-identified community assets and be community driven.  Continually develop new community leadership to sustain the effort over time.  Agencies providing services should evaluate whether they are working “for, with, or to” communities.

The workgroup recommends adoption of a planning framework statewide that includes organizational (leadership development among underrepresented groups, recruitment), structural (ensuring culturally and linguistically appropriate education materials, implementing disparities-related data collection), and clinical (cross-cultural education of providers, communication techniques) cultural competence interventions that can address disparities in health and healthcare (Betancourt, J, Green, Alexander, Carrillo, J. and Owens, A, 2003).  The workgroup recommends utilization of the Kansas Health Institute, “Minority Health Disparities in Kansas:  Data and Chartbook” as the framework for statewide efforts, including extending some of lessons-learned to other under-represented groups.  

The workgroup’s discussion focused on

systems-level changes to three inter-related

issues: engaging communities and

community leaders, improving data

collection and utilization, and promoting

of inter-dimensional cultural competency

through training and education.

Coordinated data efforts and engaged

communities serve as catalysts to cultural

competency improvements.

Little will be done to address disparities

among groups - racial, ethnic,

underrepresented, historically

marginalized - in fact all groups who

experience disproportional poor health, if

social issues, social systems and social

change are not squarely addressed.  While these transformational events won't "spring" from better data, they can not happen, perhaps as quickly, perhaps at all, without it.  Relevant, clear information derived from (better) data surely will help local communities identify ways to work to improve the health of their citizens as it will also surely help us as a society support leaders who want to improve civic engagement and lead social change.  For these reasons, data and communities are of paramount focus.  Like-minded, health focused individuals and institutions cannot alone work to dismantle the social forces that shape and perpetuate disparities.  Each and every recommendation must be approached with partnerships among all sectors of society.  

By implementing actions that reduce health disparities, significant improvements will be achieved in all ten leading health indicators targeted through the Healthy Kansans 2010 initiative.  The challenges of adequately addressing health disparities are many and complex; they will likely require consistent, coordinated public-private efforts over many years.  

Selected Vignettes
Workgroup members submitted several real-life vignettes of disparities in Kansas.  Selected vignettes are given below to illustrate the struggles of underrepresented groups that we can begin to alleviate through the implementation of this workgroup’s recommended action plan.  Most of the illustrations include individuals dealing with multiple disparate issues (e.g., aging and disabilities; ethnic minority and socioeconomic, etc.)

Ethnic Minorities/New Immigrants

· Maria is a 39-year-old housewife.  Her husband has been a farmworker in Kansas since 1998.  In a recent home visits with Maria, the case manger noticed how dark she kept her house.  When asked about this, she stated that she was sleeping a lot.  In further discussion of her health, she began to reveal how she sleeps all day and was suffering with a toothache, her hair was falling out, and she was generally not feeling well. Maria has a history of physical complaints and missed doctor appointments.

Maria does not have a driver’s license and must rely on others for transportation, which causes her to miss a lot of her appointments.  She is isolated from most of her family, who lives in Mexico, and she does not get out much.  Her family’s economic status is a major concern for Maria and she feels helpless as she is not able to work.  

The case manager helped Maria get to a doctor’s appointment where Maria was diagnosed with depression. Though Maria’s economic and other family issues continue to be stressful, she is now on medication, sleeping less and coping better. 

· Helen is 24 and pregnant with her fourth child.  She is a member of a religious group that believes in an agriculturally-based life and discourages formal education.  She does not speak English and is not able to read or write in any language.  She has not had much experience with preventive health services.  



A bilingual (English/Plautdietsch) health promoter, whose family originates from the same group, helps Helen find low-cost prenatal care and helps her to understand the importance of spacing children and planning her family, within the context of Helen’s religious and cultural beliefs.  The Health Promoter also gives her an audio CD that has several other health education topics in her own language; developed for her specific cultural/linguistic group.

Senior Adults

· At age 79, Betty has diabetes and arthritis.  While still fairly mobile, when she goes to her medical appointments, she needs to use a walker.  She often has to go from her doctor’s office to the lab x-ray and back to her doctor’s office.   While most of the offices are accessible, the distances involved are overwhelming and she can't always get a wheelchair or someone to take her to her appointments.  
· Esther is 85 years old and has osteoporosis, arthritis and congestive heart failure.  Her doctor has prescribed several medications, but she doesn't take them regularly due to the cost.  She often has to choose between buying her medicine, buying food or paying her gas bill.  Cost-related medication under use is up to 8 times as frequent in patients with multiple chronic conditions unless they are covered by extensive prescription drug plans. 
Rural/Urban

· When Don, a 50-year-old farmer, was admitted to the hospital with emphysema, it was discovered that he had not received an influenza vaccination in the past 10 years. Among urban residents, the percent of high-risk people ages 18 to 64 who had influenza vaccination in the past year is similar across income groups. Among rural residents, higher income people are significantly more likely to have had the vaccination than lower income people.
· Emma, a 70-year-old Garden City resident diabetes, must be driven by a friend 8 hours round trip to Wichita and back for regular maintenance of her access ports.  With the lack of normal circulation in her extremities and with her open wounds, the long trips contribute to deteriorating conditions and complications.
Socioeconomic 

· Vickie, a 23-year-old waitress at the Burger Hut, failed to show up and did not cancel her last two dental appointments.  On one occasion, Vicki, who has no car of her own, was unable to get to the Post Office where she has her mail delivered due to having it stolen at mobile home park where she lives. She did not pick up her appointment-reminder card until two days after the actual appointment.   Another time, a friend who had promised her a ride to the appointment did not show up. Her neighbors, whose phone she often used, were not at home.  Since the nearest pay phone was three blocks away and she was already late for work, she did not notify the office. When she called later to reschedule, she was informed by her dental office that she is being dismissed as a patient because she did not cancel her previous appointments 24 hours in advance.

Persons with Disabilities

· Jeannie is a woman with paraplegia who recently became pregnant. Friends recommended an obstetrician whom she immediately liked, and she looked forward to getting the prenatal care she needed. Unfortunately, the obstetrician did not have accessible scales, so Jeannie's weight gain during her pregnancy could not be tracked.

· Bill has been blind since birth. He was recently diagnosed with high cholesterol and a nurse gave him some printed information to read about diet and medication options. When he asked for the materials in Braille, he was told they were unavailable.

· Nancy is a state employee who uses a wheelchair. She is very health-conscious and wanted to take part in the health-risk assessment for employees. When she arrived at the test center, she found that it was housed in a semi-truck accessible only by stairs. 

· Nathan is a young man with cerebral palsy. He would like to learn more about sexuality issues, but his family doctor refuses to discuss birth control with him because he thinks Nathan won't understand and that Nathan won't physically be able to participate in sex.

· Phyllis is a woman with systemic lupus. She gets health insurance through her husband's employer. Lately, her husband has become abusive but Phyllis feels trapped in the marriage because of her pre-existing condition and the difficulty it would create in obtaining individual health coverage.
· Jonathon has spina bifida but wants to remain as physically active as possible. When he starting getting muscle contractures, he hoped that his health insurance would cover physical therapy to maintain flexibility in his legs. He found his policy only covers physical therapy when it restores function, something that is impossible for him.

Note: The numbers following the member’s name indicates the priority of the vote.  For example, “(2)” indicates the action step is the 2nd highest priority for the member.

	Recommendation I.  Invest in community capacity building, utilizing self-identified community assets to promote planning, implementation, and evaluation of community-based interventions, which address health disparities.  

	
	Strategy A. Promote community leadership development, focusing on underdeveloped, non-traditional assets identified by communities.

	8 votes


	Action Step 1.  Hold a series of problem-posing sessions among communities to understand perceptions of leadership from a cultural perspective, definitions of assets, and recommendations that will be incorporated in the workgroup plan to eliminate health disparities. 

a. One possibility – Reconvene focus groups/community groups who participated in minority health disparities project, with the addition of representatives from other underrepresented groups. 

b. Building on a (above), piggyback these problem-posing session efforts with other programs, current initiatives, and community groups already formed.  Evaluate and share community initiatives that have successfully reduced or begun to reduce disparities.

c. Have group of facilitators working from common framework, using a common list of questions.

d. Gather qualitative information.  What does community need for leadership?  What are the non-traditional leadership resources? (e.g., might be the school bus driver vs. the tribal chair) Who is truly empowered? What can be changed? What is not amenable to change where disparities are concerned? What resources are required to make identified changes?



	3 votes


	Action Step 2.  Provide community-level training regarding methods to obtain, interpret, and act on community health data. 

	1 vote


	Action Step 3.  Provide training in participatory evaluation to community agencies and individuals in order to strengthen the role of communities in program development and implementation. 

	2 votes


	Action Step 4.  Develop a data communication plan to promote community awareness of health data and its implications.

	5 votes
	Action Step 5.  Provide opportunities for community-level leaders to participate in leadership development programs, including Kansas Public Health Leadership Institute.

	6 votes


	Action Step 6.  Involve ethnic minorities and other underrepresented groups impacted by health disparities in state-level advisory boards. (Refer to II.B.1. Establish seats on state-level data governing entity…) 

	4 votes
	Action Step 7.  Provide training on a statewide basis focused on preparation of ethnic minorities and underrepresented groups for civic leadership—participation on non-profit boards, state-level advisory councils, etc.

a.  Follow-up with individuals involved in training to assess their level of success in serving on boards; provide further trainings in areas of interest that enhance skills as advocates and decision makers.

	4 votes


	Action Step 8.  Identify other state and local agencies that may be involved in strengthening community capacity for advocacy of public health initiatives through on-going training in community organizing and community development methods.  Partner with existing agencies in order to provide a statewide, year-round community organizing curriculum.  (e.g., Regional Prevention Centers, KU Community Toolbox on the road). 

a.  Follow-up with participants to track their success in advocating for issues—provide further trainings to enhance skills.

	
	Strategy B. Identify existing models for community leadership development, identify and promote best practices to communities and statewide.

	3 votes
	Action Step 1.  Promote utilization of community-based outreach workers, such as health promotoras.

	1 vote
	Action Step 2.  Identify best practice examples from programs such as Communities that Care and Coordinated School Health; promote best practice models statewide.

	2 votes
	Action Step 3.  Identify existing community toolkits, curricula for community organizing, and promote their availability to communities year-round. Specifically, promote use of relevant materials in the Community Toolbox.  Designate one organization to staff a resources workgroup or maintain a website of references. 

	
	Strategy C. Explore changes in traditional programmatic policy and funding paradigms, including providing funding opportunities for smaller, community-based organizations and placing fewer restrictions on expenditures of funding by communities.  Promote changes where Kansas agencies or organizations maintain all or partial control of funding resources, including state and local agencies, programs, and private foundations.

	3 votes
	Action Step 1. Convene a task force to study current funding resources and practices in the state, identify opportunities for change and influence, and make specific recommendations regarding RFP timelines and content.

	5 votes


	Action Step 2.  Provide opportunities for funding agencies to dialog with one another and with grantees and underrepresented groups impacted by health disparities to identify how to allocate resources, set funding policies and practices, and invest in communities for maximum impact.

	2 votes
	Action Step 3.  Institutionalize a community-centered, community-driven approach in all programs (within the influence of state agencies and organizations). 

	4 votes
	Action Step 4:  Provide multi-level training to statewide agencies and sovereign nations, reciprocal with community-level training, to assist professionals and agencies to work more effectively with communities.

a. Convene workgroup or task force to address training content, timeline, implementation, and evaluation. (Could be concurrent with Action Step 1.)

	2 votes


	Action Step 5.  Train program managers and communities in participatory evaluation and promote the use of a participatory model of evaluation. (Implementation ideas: Develop a list of trainers, offer through conferences, through KPHA, through Kansas TRAIN.) 

	Recommendation II.  Develop a coordinated, statewide strategy regarding collection, dissemination and utilization of health data and promote participatory evaluation practices. 

	
	Strategy A.  Inventory currently available health data and identify additional data needs. 

	6 votes


	Action Step 1.  Build on information gathered and lessons learned in minority health disparities project, specifically, identify data inventory, gaps, and opportunities for improved data services by the state’s data resources, particularly related to disparities and underrepresented groups.

	8 votes
	Action Step 2.  Promote use of technology to address data gaps and needs and opportunities to exchange data.

a. Specifically, explore use of technology to improve data collection and dissemination in inner city and rural/frontier areas.

b. Explore use of technology in collecting and exchanging data by state agencies and sovereign nations.

c. Ensure that data needs related to underrepresented groups, disparities issues, and sovereign nations are being included in the Kansas data warehouse project. Draw on lessons learned and successes from other states (e.g., MN, IL, UT, NY, MI) implementing data warehouse projects.  

d. Identify successful community-based data sharing projects and apply best practices and lessons learned to state-level data sharing.

	4 votes


	Action Step 3.  Identify data needs relevant and acceptable to underrepresented groups and implement a plan to collect and disseminate needed data.  

	
	Strategy B.  Encourage and ensure collaboration among public and private statewide organizations and agencies (i.e., KDHE, SRS, Governor’s Office of Health Policy and Planning, the Health Policy Authority, Department of Education, Department of Administration, Department on Aging, Kansas Hospital Association, Blue Cross/Blue Shield, etc.) to develop a coordinated focus on population health data integration, monitoring, and reporting with particular regard to health disparities. 

	2 votes


	Action Step 1.  Establish seats on state-level data governing entity(s) for consumers, including ethnic minorities and other underrepresented groups, and sovereign nations impacted by health disparities.

	3 votes


	Action Step 2.  Encourage regular consultation of leaders of underrepresented groups (e.g., new Office of Minority Health staff) with data providers and data resources, including the new state-level data governing entity.

	3 votes
	Action Step 3.  Improve and standardize collection and sharing of data within and between state agencies and sovereign nations to be accomplished in a manner consistent with state and federal laws (e.g., HIPAA).  Include key agencies that have expertise with data and the universities’ departments of public health, and practice based master’s projects to support the on-going need to evaluate data in the state.

	7 votes
	Action Step 4.  Promote routine data collection of at least race, ethnicity, primary language, place of birth, disability status, and income level on all data gathered among Kansas residents. 
a. Develop an operational definition for each standard data element to be adopted by the state-level data governing entity(s) and used on data gathered among Kansas residents. 

	Recommendation III.  Promote cultural sensitivity, specificity, and competency through adoption of policies and actions at multiple levels, including professional, organizational, and system.

	In developing this recommendation, the workgroup has adopted the following definition of cultural competency:  Having the capacity to function effectively as an individual and an organization within the context of cultural beliefs, behaviors and needs presented by consumers and their communities.  An ability to understand and relate to others in a trustworthy manner, with respect for individual cultural differences.  The workgroup recognizes that achieving cultural competency is a process rather than just an outcome, and that achieving cultural sensitivity and cultural specificity are incremental steps toward achieving cultural competency.   

	
	Strategy A.  Provide and promote professional and community education of health and other professionals (educators, first responders, community leaders) in cultural competency as it affects all underrepresented groups as previously identified.

	6 votes


	Action Step 1.  Develop and implement a plan for professional and community education in cultural competency, including a focus on the role of discrimination and racism in disparities. This may include workshops, on-line training such as TRAIN, consultation, how to use cultural competency assessment tools.  Make sure that the groups include people who are affected by the issues – not just getting input from these groups, but in leadership and decision-making roles.

	4 votes
	Action Step 2.  Promote culturally competent prevention and wellness programming and partnerships with businesses and community organizations.

	6 votes
	Action Step 3.  Identify and promote utilization of high quality, validated tools to assess and improve cultural competency within agencies, organization and industries.  Promote integration of cultural competency throughout the whole workplace environment (not just a 5-minute Human Resources diversity discussion on the first day of work). 

a. Use Ruby Payne’s A Framework for Understanding Poverty as a reference point for steps organizations need to put in place for environmental change.

b. Use resources such as Georgetown University’s self-assessment tools (National Center for Cultural Competence website: http://gucchd.georgetown.edu/nccc/) and Minnesota Department of Human Services Guidelines for Culturally Competent Organizations (http://www.dhs.state.mn.us/main/groups/agencywide/documents/pub/dhs_id_016415.hcsp) 

c. Include cultural competency as a dimension of agency strategy planning efforts; assess organizational barriers (e.g., inadequate minority representation in governance, administration, and clinical leadership) that cause disconnections between health care delivery systems and the underrepresented communities they serve; structural barriers (e.g., interpreters, intake processes, referrals to specialists); clinical barriers (cultural and linguistic barriers between providers and clients) 

d. Constantly check to see whose voices are dominating decision-making processes.

	2 votes


	Action Step 4.  In addition to discrimination and racism, address power relationships to ensure everyone has a voice in the workplace.

	5 votes


	Action Step 5:  Promote the availability of cultural competency resources (as stand alone resources and as resources integrated within other activities) through multiple vehicles, including agency websites, telehealth, public health certificate program, conferences and workshops, MPH programs, leadership institute, etc. 

	
	Strategy B.  Develop a coordinated strategy for recruitment and retention of ethnic minorities and underrepresented groups for the health care workforce.

	4 votes


	Action Step 1:  Encourage Kansas agencies and organizations to communicate their role in supporting a diverse health care workforce and a culturally sensitive workplace, which would, in turn, support recruitment and retention of underrepresented groups. 

	3 votes


	Action Step 2: Identify training programs in the state and evaluate how well or poorly underserved groups are represented among their students/trainees.

	11 votes


	Action Step 3:  Work with local universities, junior colleges, high schools, and middle schools to promote career opportunities in the health care field among underrepresented groups.

a. High school shadowing program

b. College programs targeting 1st-generation students

c. Disability mentoring day

d. Work with high schools and universities to promote awareness of public health careers
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Guidelines for the work to address disparities (adapted from Ruby Payne’s Framework for Understanding Poverty):


We can better educate all people, particularly people in poverty.


People are our most important resource, regardless of race, culture, age, socioeconomic status, disability status, gender, etc.


Relationships and education are essential for individuals to move out of poverty.


Individuals must be able to translate from the concrete to the abstract.


Research must have "ecological validity"; it must be true to its context and not just its methodology of study.


We can positively affect an individual's quality of life.


We can impact family structures so that children and families have more resources available to them.


We must "give back" to people in poverty through our efforts in lobbying, foundation development, and educational giving.








Engaged Communities and Leaders





Coordinated, Comprehensive, Fully-Implemented Data and Evaluation Strategy





Systems-Level Changes to Three Interrelated Issues





Improved Cultural Competency Across Multiple Sectors
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