Summary of Strategies and Potential Action Steps from Meeting #3

Healthy Kansans 2010 Workgroup

System Interventions to Address Social Determinants of Health

From WHO paper, “Action on the Social Determinants of Health: Learning from Previous Experiences”, there are four key points where policies can intervene related to social determinants of health: 

· Decrease social stratification.
· Decrease specific exposure to health-damaging factors suffered by people in disadvantaged positions.
· Seek to lessen the vulnerability of disadvantaged people to the health-damaging conditions they face.
· Intervene through healthcare to reduce the unequal consequences of ill-health and prevent further socioeconomic degradation among disadvantaged people who become ill.

We would expect strategies to fit into one of the above four intervention points.

I. Access to Care

A) Insurance Industry Policy Changes. Address ability of state to create incentives for insurance industries serving the private sector to provide coverage to previously uninsured individuals.
(1) Encourage longer-term contracts oriented around prevention.  Identify and eliminate barriers to longer-term contracts.
(2) Implement longer bid periods for state plans, Medicaid, and state dental plans with focus on prevention and wellness.

(3) Promote greater use of HEDIS data, including full incorporation of prevention elements and better collaboration between public and private groups.

(4) Promote integrated use of HEDIS indicators and other data to compare health outcomes by uninsured/underinsured/insured and by income stratifications.
(5) Explore ways to re-orient Medicaid managed care system so long-term strategies have time to work and prove up-front investment in preventive care will result in long-term cost savings.  (Now, beneficiaries move in and out of system frequently and long-term prevention strategies do not have time to work.)
(6) Identify system barriers for increasing insurance to under/uninsured. 
(a) Example: Promote strategies that encourage healthy individuals, 20-something age group, to purchase insurance, resulting in greater capacity/resources for low income/disadvantaged.

(b) Re-evaluate working poor, promote incentives to offer insurance plans to working poor.

(c) Promote plans affordable for small businesses.

(7) Investigate strategies to improve participation of small businesses in providing health care coverage to employees.
(8) Encourage policies promoting case management.
B) Schools/School Districts as Locus of Health/Wellness. Assess potential and engage schools/school districts to serve as a vehicle for change in the health of disadvantaged/advantaged persons within the school district, resulting in improved health of the broader community.
(1) Use Health Advisory Councils as a vehicle for change of health of disadvantaged/advantaged persons within the school district.
(2) Promote schools as center of responsibility for community health; promote school involvement in improving health and reducing health costs in state. (Reducing costs is benefit to schools and educational system.)

(3) Engage school nurses to help families access health and social resources.

(4) Develop school-district equivalent of parish nursing.

(5) Expand reach of coordinated school health program in the state, with special attention to disadvantaged populations.

(6) Encourage schools to apply for federally-funded school-based health centers. Provide technical assistance in the application process.

(7) Identify school districts that are promoting health, changes for socially disadvantaged populations.  Use these schools as models and apply what works to other districts.

(8) Through schools, recruit students from disadvantaged populations into health professional careers.

(9) Engage schools, school districts, or neighborhoods defined by school district boundaries in health promotion and wellness.

(10) Encourage collaboration with businesses/employers, churches, and other community groups.
C) Care Coordination/Case Management. Encourage broader implementation of successful care coordination and case management models, particularly among disadvantaged populations. 

(1) Explore ways to increase social supports through care coordination/case management, resulting in more appropriate access to care (e.g., fewer inappropriate ER visits).

(2) Expand use of case management/care coordination model used with uninsured population in Wichita (Project Access).  In particular, implement 5-year pilot care coordination model developed by Project Access (Wichita) to help Medicaid patients better navigate the system. Evaluate effectiveness and expand to other areas.

(3) Identify and expand use of health promotoras at neighborhood level.
D) Data/Information.  Quantify the impact of social determinants of health on health outcomes and promote social marketing of this information, engaging decision makers and the general media and promoting intelligent use of social determinants data.  

(1) Regularly published Health Chartbook emphasizing gradient in health by socioeconomic factors.

(2) Promote improved collection of income, poverty ratio, and educational attainment data.

(3) Monitor needs of disadvantaged.

(4) Monitor ER use by social determinants indicators

(5) Use social marketing of social determinants data.

(6) Provide information on correlations between health status, social determinants, and state expenses.

(7) Engage health press corps to incorporate use of social determinants information.

(8) Meta-analysis of effective public health, health promotion, and community intervention approaches improving the health of socially/economically-disadvantaged populations.. Determine common themes

(9) Use “green mapping” as a tool to chart the natural and cultural environment, cultivating citizen participation and community sustainability.
(10) Promote collaboration/involvement with Health Action Zones.
II. Cardiovascular Risk Factors

A) Food/Nutrition.  Promote community and industry structural supports for and remove barriers to an environment that supports culturally-appropriate and adequate food and healthy nutrition, particularly within low socio-economic groups.
(1) Build economic partnerships between local agricultural marketing groups and low income consumers for fruits and vegetables.

(2) Promote affordable and healthier food choices offered by restaurants, grocery stores, and convenience stores, especially in low socio-economic areas by involving food businesses.

(a) Engage restaurant associations

(3) Provide real nutritional choices for adequate and culturally-appropriate food

(a) Environment that supports population being able to cook their own food their own way

(b) Food stamps accepted at ethnic grocers

(c) Large food retailers (grocery stores) to have/maintain presence in low socio-economic areas

(d) Community gardens

B) Targeted Health Promotion. Assess, develop, and implement targeted health promotion programs, including those promoting healthy weight, physical activity, and tobacco and other substance use prevention and control within sub-populations, including seniors, females, school children, individuals with weight problems, those attending after school programs, individuals involved in community centers, etc. 
(1) Develop weight-reduction programs for specific population sub-groups (seniors, females, individuals with weight problems, individuals utilizing community centers, etc.)

(2) Market health benefits of improved physical activity versus negative impacts of overweight/obesity
(3) Convene faith-based communities to increase awareness of health, healthy lifestyles, and health outcomes.

(a) Convene on annual/biannual basis

(b) Collaborate within an individual church

(c) Collaborate between churches

(d) Collaborate to create “buying power” when lobbying ideas, for change

(e) Initiate programs (e.g., vans to health promotion activities)

(f) Initiate health promotion policies

III. Prevention/Wellness

A) Community Development/Organizing and Community Engagement.  Develop Health Action Zones (HAZ) in communities through community development/organization and community engagement as a means to break through barriers, improve health inequities, and increase social supports.
(1) Encourage diverse group of participants (low-income individuals, employers, representatives from health care system, neighborhood leaders, etc.)

(a) How to promote diverse group?

(i) Tie basic requirements of group composition and/or process to funding.
(ii) Rather than focus on process, tie funding to desired outcomes.
(iii) Provide a vision that draws diverse group of individuals to the table than prescriptive requirements.

(2) Gather data (through Healthy Policy Authority, Kansas Department of Insurance, Insurance companies) to tract data by zip codes or areas describing HAZs.

(3) Use HAZ as means to increase utilization of individual programs (already in place) at the community level.

(4) Goal of HAZ: Engage communities to reduce locally-identified disparities through community-led policy efforts. Should become part of socio-political infrastructure while involving private sector.
(5) Zone: No specific geographic expectation. Geographic area that has enough cohesion to respond.

(6) Sector: May be tied to church, school, neighborhood, or encompass multiple sectors of a community/neighborhood.

(7) Tap into personal stories and experiences to motivate community and bring community members to the table.

(8) Encourage collaboration among community coalitions.

B) Insurance Plan Changes.  Promote incentives to fully incorporate prevention/wellness activities into insurance plans.  

(1) Promote healthy plan quality requirements related to awareness of social stratifications and correlation with health. 

Note: A number of related issues were discussed, including the following. It is unclear where these could fit within the final strategies. (Possibly related to I.A.?)
(a) Offset medical elitism; increase awareness within medical community and among medical students of Medicaid, low-income, uninsured/under-insured issues.  
(b) Recruit individuals from lower social strata into health professional careers.
(2) Explore ways to implement “hard” requirements and/or requirements in some sectors that may trickle-down to pushing entire medical community to action.  For example, immunization rates at school entry (requirement) are much better than immunization rates at age 2 (recommendation).  

(3) Optimize systems/policies in place to promote maximum prevention/wellness benefits (e.g., populations enrolled but not fully utilizing Kan Be Healthy program).
(4) Expand case management approaches.
C) Built Environment.  Engage municipalities and industry (workplaces, developers) in creating a built environment that promotes health and wellness while enhancing economic development opportunities.
(1) Increase funding/reduce trend to cut supportive services including transportation, transportation expenses.
(2) Insure safe policies in urban areas, including policing, streets without curbs.

(3) Improved connectedness of community activities (schools, churches, parks, shopping, health care, etc.) to promote non-automobile transportation and social connectedness

(a) Reduce cul-de-sacs

(b) Increase number of grid streets

(c) Bike trails

(d) Walking trails

(e) Sidewalks

(f) Easements

(4) Link with Healthy Communities Plan (KDHE)

(5) Develop model health impact provisions for communities to consider including in their comprehensive plan.

(6) Provide training for public officials and planning board on how their decisions impact health.

(7) Provide training for community members/Health Action Zones on how to become involved in the local planning process.

(8) Educate employers regarding what can be done to change built environment of workplace at little/no cost (e.g., encouraging stairway use versus elevators).

(9) Provide information on economic benefit of a health- and safety- friendly built environment.

(10) Engage developers in traditional health campaigns; allow commercial entities to have a stake in the community.

(11) Promote built environment as economic benefit for community (e.g., walking trails).













