Summary of group work on equity and diversity cases
12/3/14 Community Clinic Faculty Meeting
Four cases (in red below) were reviewed amongst 12 tables and one virtual table made up of Beaver Dam, Fort Atkinson and Portage videoconferencing participants.  Each table reviewed their case in the context of the Equity and Empowerment Lens toolkit developed by Multnomah County in Oregon. Please see the cases and each table’s group work below.  Participants had an opportunity to take a “gallery walk” and view other groups’ discussions.  Numbers next to each statement show the number of participants who flagged this statement as particularly important to them personally.
STRIVING TOWARD HEALTH EQUITY
Case 1: A hypertension QI intervention (using care team more effectively and application of technology) well-intentioned…but could it be better?
During the monthly departmental faculty meeting you learn that the DFM ranks 18th of 24 health systems in Wisconsin, on WCHQ’s hypertension report card.   You share this with your clinic microsystem/QI team.  To address this issue, the team proposes that all patients whose blood pressure is above the PCP’s goal range be offered a follow up visit with nursing in 2 weeks along with a computerized reminder letter.
· PEOPLE: Which patients are positively and negatively affected by this intervention?
· PLACE: How does this intervention account for patients’ emotional and physical safety and their need to be productive and feel valued?
· PROCESS: How are we meaningfully including and excluding patients?
· POWER: How could we better integrate voices and priorities of all stakeholders?
· 
Questions to consider:  Suggest 2-3 ideas, resources, benchmarks and/or metrics that would help you design an intervention to improve blood pressure control for your clinic patients.
Case 1: Group 1-Hypertension 
· People: Positive: Ability to return within office hours of clinic (2); Blacks and Hispanics suffer consequences of HTN- this gives them a resource for control.
Negative: Difficulty returning for follow-up within clinic hours; If cost is applied, may be unable to or difficult to afford. (1)
· Place: Transportation Issues (1); Schools; Go to them- don’t always expect patients to come to us. 
· Power: Diet issues and access to fresh food; Diversity in providers and managers; Dietary Dept. needs to be more diverse! (2) 
· Process: Treatment protocols are different; Research projects to focus on minority populations; Education with dietary issues make traditional foods better.
Case 1: Group 2- Hypertension 
· People: Barriers Language, transportation, computer access, insurance, education. (1)
· Place: Problem minimized with letter; Language frustrations; White coat HTN; Transportation costs, schedules or driving fears; Misunderstanding/unexpected letter. (1)
· Power: Ask patients about barriers (2); Home/ neighborhood visits (2); Letter vs. call (2); Involve patient resources.
· Process: Include patients that are already engaged. 
Case 1: Group 3- Hypertension
· People: Positive: Health literacy transportation (1).
Negative: Culturally/financially able; Childcare/work time-off. 
· Place: 
· Power: Ask the patient what would make it easier to follow up (3); Lack of cultural sensitivity (1). 
· Process: Connect to community/ bring to community leaders. 
· Ideas: Partner with community resources (1); Create a focus group (2).
Case 1: Group 4- Hypertension 
· People: Positive: Mychart identifies people as hypertensive (2).
Negative: Transportation, cost, not everyone has computers, Mychart, have to take off work (4).
· Place: Concern about delay in treatment and follow up; Patients will feel that their needs are being taken care of seriously (1); Improve compliance; Variability in BP check procedure (1). 
· Power: 
· Process: Need to follow up with patients HTN regardless of whether their BP is elevated at the visit (1); Caution with intervening with elderly patients who have different goals (1); Excludes patients who haven’t been in the clinic recently; Patients with different BPs at specialists office. 
· Ideas: Patients self-report BPs on Mychart (3); Outreach from RWB (1); Work with patients to develop a plan that will increase adherence (3). 
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STRIVING TOWARD HEALTH EQUITY
Case 2: An asthma QI (patient education) intervention well-intentioned…but could it be better?
Your clinic is trying to improve asthma care for its pediatric population and has just undergone training on the Asthma Action Plan that has been moved to the Problem List section of HealthLinks.  It has been decided that a goal for your clinic this quarter is to assure that all children have their Asthma Action Plan completed.
Before starting patient care today, your colleague hands you this article: 
Beck AF, Huang B, Chundur R, Kahn RS. Housing code violation density associated with emergency department and hospital use by children with asthma. Health Affairs November 2014;33(11) 1993-2002. 
Abstract: …We sought to assess whether the density of housing code violations in census tracts—the in-tract asthma-relevant violations (such as the presence of mold or cockroaches) divided by the number of housing units—was associated with population-level asthma morbidity and could be used to predict a hospitalized patient’s risk of subsequent morbidity. We found that increased density in housing code violations was associated with population-level morbidity independent of poverty, and that the density explained 22 percent of the variation in rates of asthma-related emergency department visits and hospitalizations. Children who had been hospitalized for asthma had 1.84 greater odds of a revisit to the emergency department or a rehospitalization within twelve months if they lived in the highest quartile of housing code violation tracts, compared to those living in the lowest quartile. Integrating housing and health data could highlight at-risk areas and patients for targeted interventions.
· PEOPLE: Which patients are most positively affected by the clinic’s intervention to assure an Asthma Action Plan is completed?
· PLACE: How does this intervention account for patients’ emotional and physical safety and their need to be productive and feel valued?
· PROCESS: How are we meaningfully including and excluding patients?
· POWER: How could we better integrate voices and priorities of all stakeholders?

Questions to consider:  Suggest 2-3 ideas, resources, benchmarks and/or metrics that would help you design an intervention to improve asthma control for your clinic patients.


Case 2: Group 1- Asthma
· People: Positively affected: People who make it to clinic; People with adequate health literacy to follow a plan (2). 
Negatively affected: Parents who are illiterate or have low health literacy and are intimidated by a plan and therefor avoid the clinic. 
· Place:  Could potentially try to identify and offer assistance to those having safety issues (1).  
· Power: Cost, access, distrust of health care industry; Burdens: $ to ER, time away from work, psychological stress (1); Benefits: higher identification of problemspotential solutions (1); Accountable: all parents, medical staff and hospital leadership. 
· Process: Excluded: Patients (without insurance or health literacy) that are not attending clinic (3). 
· Ideas: Identify highest risk patients- who has a frequent Rx/ ER visits/started asthma workbench (8).
Case 2: Group 2- Asthma
· People: Positive: Helps lowest socioeconomic status/higher asthma risk.
Negative: Lower clinic access; Higher cost for screenings. 
· Place: Improved control = Improved personal/family lifestyle (less time off work/school/etc.) (1).
· Power: Need to involve other departments (ER/UC) (3).  
· Process: 100% goal; Identify higher risk patients (housing density, smoking, ER/UC visits, etc.) (1).
· Ideas: Flag any ER/UC asthma visits for clinic follow up (phone call or handout); Target “Highest yield”/highest risk populations (by zip code, etc.); Have a RN asthma champion to follow up with patients, track refills, etc. (just like with diabetes) (1). 

Case 2: Group 3- Asthma
· People: Identify people most at risk (diagnosis/risk factors); ER/UC visits and follow up (1).
· Place: Controlling asthma when home (1); Making time for education so all understand; Addressing housing conditions (1).
· Power: Involve community centers/ public health schools/ school RNs (4).
· Process: Excluding- only seeing patients who come in. 
· Ideas: Zip code or Neighborhood stats/ apt dwellers; Building conditions (4); Insurance/uninsured barriers- use electronic records to sort (2). 
STRIVING TOWARD DIVERSITY

Case 3:  faculty recruitment 
You have an opening at your clinic for a 1.0 FTE family physician.  You are provided the following form (see next page) to evaluate your applicant after having a 45 minute interview with a candidate.
· PEOPLE: Which candidates are positively and negatively affected by this form?
· PLACE: How does this evaluation tool assure all candidates’ emotional and physical safety; sense of belonging; and need to feel valued?
· PROCESS: How does this form meaningfully include and exclude some applicants?
· POWER: Who is accountable? Who reviews these forms and mechanism for applicant screening and evaluation?

Questions to consider:
	Suggest 2-3 other categories to consider when evaluating applicants.
	Would you eliminate some categories?
	How could this form prompt us to consider a more diverse applicant pool?












UW – Madison, School of Medicine and Public Health, Department of Family Medicine
Interview Evaluation Form
Candidate:					Position: 
Interviewer:					Date:  
	Core Competency Question
	Score 1 – 5
(5 – Excellent match)
	Comments/Notes (REQUIRED)

	II. Communication 
	
	

	III. Caring and Compassion
	
	

	IV. Teamwork and Collaboration
	
	

	V. Leadership

	
	

	VI. Judgment Skill and Knowledge
	
	

	VII. Stress Management
	
	

	VIII. Teaching
	
	

	XI. Quality and Continuous Learning
	
	

	Total Score:
	
	Average Score:
	



	1
	2
	3
	4
	5

	No experience
	Limited experience
	Specific experience
	Strong experience
	In-depth experience and ability to teach others

	No cited examples
	Few cited examples
	Specific cited examples
	Strong cited examples
	Exemplary cited examples

	Skills not evident
	Limited skills
	Evident skills
	Solid skills
	In-depth skills


Additional comments (value candidate would bring to us): 
RECOMMEND: _____					DO NOT RECOMMEND: _____
Case 3: Group 1- Faculty Recruitment
· People: Positive: Bilingual, bicultural. 
Negative: ESL, FMG, strong accent.
We should elevate communication scores based on number of languages spoken (1). 
· Place: Creating a diverse clinic, starting point of non-diversity; Serving a population- thinking of minority groups; Not accessible by public transportation. 
· Power: Recruiting office needs to make diversity a priority; Applications should be read by a panel (not just HR) (5).  
· Process: Form does not account for experience in diversity (languages, international work, cultural background, minority work) (1). 
“How do you work with patients from other backgrounds/How do you adjust for cultural differences?” 
Case 3: Group 2- Faculty Recruitment
· People: Form favors a candidate with experience; Communication would favor English speaking candidates; Can’t evaluate judgment, skill or knowledge (3).
· Place: The form itself doesn’t speak to the physical/emotional safety of the interviewee, but the caring/compassion component attempts to evaluate how the interviewee would be in the department (promote emotional safety for patients/colleagues). 
· Power: 
· Process: 
Case 3: Group 3- Faculty Recruitment
· People: Negative: Perception as different/outlier communication styles, accent, etc. (1); There is an advantage to those perceived as a good fit = same.
· Place: Lack of awareness of impact of diverse origin on candidate (1); Homogenous system doesn’t recognize the impact on others from diverse background, which leads to culture shock isn’t emotionally safe (2); Sense of differentness creates barriers.
· Power: People in power lack awareness, may use derogatory terms and “get away with it”.  Need to increase awareness to increase accountability (1). 
· Process: Unfamiliarity with diverse background (different med school or residency) undervalue candidate; Medicine has a high bar which limits candidates given consideration (3).  


STRIVING TOWARD DIVERSITY
Case 4: A pipeline innovation from neighboring Minnesota
You hear about a program called “The Ladder” in Minneapolis, an innovative program developed by family physician, Dr. Renee Crichlow, that addresses pipeline issues in the health care workforce.
See a summary below or go to their website: http://theladdermn.org.  You would like to develop a similar program in Madison:
· PEOPLE: Which people are positively and negatively affected by this intervention?
· PLACE: How does this intervention account for young people’s emotional and physical safety and their need to be productive and feel valued?
· PROCESS: How would such a program meaningfully include and exclude participants?
· POWER: Who would be accountable? How could we develop such a program that integrates voices and priorities of all stakeholders?















THE LADDER
http://theladdermn.org

Framework (This is abridged from their website)
The Monthly Meetings are the Gatherings and the Foundation to Build Strong Bonds

Fourth grade, through Middle school, to High school, College, Medical school, Resident and Intern Physicians all the way to Attending Physicians…all members of The Ladder.

· Fun two hours gatherings every second Saturday of the month, 12 meetings each year.
· At least 20 in school presentations of health and wellness (Ready, Set, Fit and Tar Wars) by the post high school members of the Ladder, lead by the Community Health rotation Resident physicians.(Longitudinal, in addition to core meetings)
· Mentorship program connecting Resident physicians members with middle school age members. (Longitudinal, in addition to core meetings)
· CPR and BLS hands on training
· Age appropriate, First responder training, including AEDs
· How to take a Blood Pressure training and practice
· Ready, Set, Fit health and wellness training in the core meetings
· Longitudinal Vocabulary enrichment training in the core meeting
· One large annual Service learning project selected designed and executed by the members of the Ladder in the North Minneapolis Community
· Character and Leadership training integrated into the framework of medical career development, concentrated leadership training for high schoolers  (Longitudinal, in addition to core meetings)
· College Application preparation program, (Longitudinal, in addition to core meetings)

Concurrent Longitudinal Reinforcing Programs within the Ladder
Mentorship program Perhaps the most vulnerable time in the educational life of a school age child’s success is in the middle school years. The peak time for suspensions occur in the grades six through eight and 24% of all Black U.S. born students in North Minneapolis had been suspended from school at least once, in 2009. In addition to the cascading mentorship from one member to another integrated into the structure of the Ladder, The Ladder will facilitate linkages for individual mentorship for middle school aged members.
Mentorship has been shown to be one of the effective tools in encouraging career and academic success. The Ladder provides middle school students a longitudinal relationship with Resident Physician Mentors.  The Goal would be at least once a month time spent with mentor in addition to the Monthly Ladder meetings.

 “Lift as you Climb, Build as you Grow” 

Case 4: Group 1- Pipeline Program
· People: Positive: Kids, adults, communication, schools, providers/learners.
Negative: Time balance; Community buy-in (1). 
· Place: Safe, well known, easy transportation use data to identify a location.
· Power: Financial support; Time/personal balance; Program sustaining; Decisions made by all levels on the team (8 rotating 2 year commitment).  
· Process: Data driven leadership support, family interest, community need, economically reduced lunch, high risk children.
Case 4: Group 2- Pipeline Program
· People: Positive: All participants positively affected; Mentors should be diverse (2). 
Negative: Time for volunteers.
· Place: Location within the community where the children live (school, YMCA, community center, church) (1); Safety may need escort if in an unsafe neighborhood (3); Mentors providing contact info for emotional support (1); Transportation (bus, walk, carpool). 
· Power: Barrier/burden: Cost, security, transportation; “Voluntary” is a barrier (1). 
· Process: Diverse mentoring group involved in recruitment; Open to everyone  prizes for participation, food provided at events, reach out to parents (1).    
Case 4: Group 3- Pipeline Program
· People: Positive: All who can participate.
Negative: Equal access, equal experiences, time commitment, availability/organization of program, not available for people in outlying areas (1). 
· Place: Transportation/accessibility; Central location which is safe (school, clinic, etc.); Choose places that are not intimidating (2).
· Power: Committee- run, voluntary, community groups with support/involvement from local businesses, clinics, health care organizations good PR (4). 
· Process: Voluntary, with encouragement; Open process of inclusion (1). 
