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Community Campus Partnerships for Health Racial and Ethnic Health Disparities:

Schools and Graduate Programs of Public Health Respond as Engaged Institutions

Because community-based public heath principles and values are the cornerstones on which the COPH was founded, it has been important for the COPH to take advantage of every opportunity to build interest, knowledge, skills, and experience in the areas of community-based public health and community-based participatory research to address racial and ethnic health disparities in the state. The Community Campus Partnerships for Health (CCPH) Engaged Communities Initiative, funded by the WK Kellogg Foundation provided an excellent opportunity to accomplish this objective. The CCPH initiative supports sustained efforts by schools and graduate programs of public health to eliminate racial and ethnic health disparities in partnership with communities. In January 2006, the COPH was one of 12 schools chosen nationwide to participate in the initiative. Through the initiative, the COPH’s work has been focused on two related areas: 1) community-based public health/community-based participatory research (CBPH/CBPR), and 2) eliminating racial and ethnic health disparities. The initiative enabled the COPH to plan and implement two events spotlighting these areas.  The first retreat, held September 21-22, 2006, focused on community-based public health, utilizing the expertise of  Ella Greene-Moton and Larry Green, PhD, of the CCPH Consultancy Network. This report provides a detailed summary of the second consultancy and retreat held May 2-3, 2007.
The events held on May 2-3, 2007 focused on strategies and solutions for eliminating racial and ethnic health disparities. The COPH collaborated with the campus’s Racial and Ethnic Health Disparities Taskforce, and VickiYbarra, RN, MPH and Thomas LaVeist, PhD, members of the CCPH Consultancy Network, to develop an agenda that would build on CBPH/CBPR learning activities of the September 2006 retreat, facilitate discussions regarding the social and economic impact of health disparities in the state, and maximize campus efforts to develop and pursue community, education, diversity and policy strategies to address disparities. The second retreat/pre-retreat activities provided opportunities for the participation of leadership of each of the 6 colleges on the UAMS campus, leadership and staff of the Division of Health (DOH),  Arkansas Historically Black Colleges and Universities (HBCU) leadership, faculty, and students, and community leaders in addition to COPH faculty, staff, students and partnering community based organizations (CBOs). May 2nd pre-retreat activities included a community town hall meeting, COPH CBO partners workshop, meeting with legislators, faculty meeting, and a formal campus address. The May 3rd retreat, convened at the Ferndale 4H Center, included presentations by consultants Ybarra and LaVeist dealing with education, diversity, and policy related issues and strategies that have been utilized to address disparities. The consultants facilitated large and small group discussions with the more than 60 retreat participants including the COPH faculty and staff, the Deans of the COM, COP, CON, hospital administration, and Chancellor Dodd Wilson. 
The retreat provided a unique and historic opportunity for campus collaboration which produced COPH and campus strategies to address racial and ethnic health disparities. The Racial and Ethnic Health Disparities Taskforce will formally present these recommendations to the Chancellor in June 2007.
Day 1 - Tuesday, May 2, 2007

Concurrent Activities:
See Appendix #: Agenda Pre-Retreat Activities
9:30 AM – 12:00 PM 

Town Hall Meeting at Philander Smith College

Facilitated by: Thomas LaVeist, PhD
Participants: Philander Smith College, Arkansas Baptist College, University of Arkansas at Pine Bluff, University of Arkansas at Little Rock, UAMS (COM, COP, COPH), Division of Health, Racial and Cultural Diversity Commission, State Legislature, New Futures, local CBO’s and community Leaders.
Discussion focused on why disparities exist and what can be done to reduce them. Dr. LaVeist presented a brief overview of disparities, explaining the difference between health and health care disparities and presenting the evidence for each. When he opened up the discussion, participants expressed their views about the role of genetics, racism, culture, religion, the media, and broader social and economic determinants in creating disparities. Dr. LaVeist discussed why he thinks genetics do not provide a satisfactory explanation for the majority of the disparities that have been documented, and he emphasized that we need to deconstruct the idea of race as a biological construct and focus on acknowledging race as a social and political construct.

Participants brainstormed and arrived at the following action steps to increase awareness of health disparities: 

1. Develop a formal “Call to Action” for health professionals and institutions to set the standard for addressing health disparities
2. Address the health disparities in terms of a “crisis” in communications strategies regarding health disparities.
3. Increase community awareness of health disparities issues and engage in development of strategies to address issues:

· Hold more forums, similar to town hall, at various locations in communities around the state. 
· Make information accessible to the community via a blog, central registry, Arkansas Minority Health Commission, coalition building.

3. Increase the faith-based community’s awareness of their potential role in changing how African Americans perceive health. 

4. Work with faith communities and others across the state to increase awareness of health disparities, their determinants, and the critical need to address them.  

5. Provide incentives for theological schools to offer training to ministers on health disparities and how they can engage a community in the development of strategies to reduce disparities.
6. Work with frontline DOH staff to increase their awareness of health disparities and their impact.

See Appendix 1: 
Health Disparities Town Hall Meeting power point presentation by Thomas LaVeist, PhD 
See Appendix 2:
Town Hall Meeting Participant Roster
10:30 AM to 3:00 PM 

COPH Community Partner Workshop on Health Disparities
Facilitated by: Vickie Ybarra, RN, MPH
Participants: 
Boys Girls Adults Community Development Center (Marvell), La Casa (Little Rock)., Walnut Street Works/ Tri County Health Network (Helena), We Care of Pulaski County (Little Rock) 
Prior to the workshop COPH community liaisons met with each of the partners to determine health disparities workshop agenda. To take full advantage of Ms. Ybarra’s expertise during the workshop, CBO partners sought information on additional topics related to their work in local communities and, the further development community and academic institution partnership. Conference room internet connection facilitated Ms. Ybarra’s immediate access to information addressing CBO partner learning interests in addition to those specified on the agenda.
During the workshop, the following topics were discussed:

1. Arkansas Department of Health (ADH) Health Disparities Data: Ms. Ybarra shared Pulaski and Phillips county health disparities data available through the ADH. CBO partners expressed concern over the fact that BRFSS data is based on a telephone survey, and that the data that is collected on populations of color (both Black and Hispanic) is likely to exclude the lowest income of these groups. Ms. Ybarra encouraged partners to make their concerns known ADH.  She also sited a Washington State study to determine how representative a phone survey was.  That report can be found at: http://www.ofm.wa.gov/researchbriefs/brief001.pdf 
2. Measuring CBO Partnership with COPH:  Ms. Ybarra directed CBO partners to the Principles of Partnership published on the Community Campus Partnerships for Health (CCPH) website. She noted that many communities have tailored these principles to meet the needs of local partnerships between community and higher education institutions.  She also shared a brief questionnaire that her agency has used to evaluate on-going partnerships. While it is not designed to measure impact, it is used either every 6 months or every year to demonstrate to funders that they periodically evaluate partnership functioning. The evaluation process provides an opportunities to identify and implement short-term performance improvement measures.  
3. Funding Sources.  There was inquiry about how Community Health Centers are funded. Ms. Ybarra directed partners to the HRSA Bureau of Primary Healthcare Association (BPHA) website and where funding announcements could be found. She stated that while the President’s 5-year initiative to expand health centers is over, the remaining calls for proposals under that initiative will relate to the poorest counties in the country, including 3 counties in Arkansas. Ms. Ybarra identified the BPHA  Policy Information Notice (PIN) in response to CBO partner questions and concerns about the Bureau’s role in the handling of potentially competing service areas for community health centers, and the support of potential grantees.  The policy defines how it expects grantees to handle potentially competing service areas. Grants have been awarded to additional centers covering an overlapping service area when it can be demonstrated that there is remaining need to be served, and if attempts at collaboration can be demonstrated. Ms. Ybarra encouraged CBO partner to document each attempt at collaboration. Ms. Ybarra also offered to read and provide feedback on the CBO partner CHC grant application 
4. Evidence Based Practice: In response to CBO partner inquiry about the effectiveness of formalized youth development programs like the “Effective Black Parenting” and “Incredible Years” programs, Ms. Ybarra shared her experience on use of evidence-based programming. She showed CBO partners the federal Agency for Children and Families (ACF) website to investigate the models they described as “evidence-based.” ACF funds Head Start, has a division that funds Child Welfare to the states, and administers the block grants that are awarded to states for foster care and other child welfare services. ACF is a useful source of funds for parenting education. The ACF website identified “Effective Black Parenting” and “Incredible Years” in their evidence-based category.  Ms. Ybarra expressed that “Effective Parenting” and the “Los Ninos Educados,” a program that she utilized for number of years, were developed by CICC. Both models were sister programs of sorts. 
5. Community-Based Review of Research Projects: CBO partners shared that community based participatory research was the focus of the September 2006 pre-retreat workshop for partners. As a result, CBO partners had begun to investigate the establishment of a community-based IRB. Ms.Ybarra shared the model that her community agency uses. It is called the Research Review Committee (RRC). It is not a formal IRB. It functions as a HIPAA Privacy Board of their healthcare organization and also has purview over research that happens in the community apart from her agency. There was a rich discussion about the ethics of community-based research, and how the local communities in Arkansas might be able to form a RRC that did not require the resources that a formal IRB would require, but could still be a gatekeeper to academic institutions wanting to do research in the community.  There was also discussion about the involvement of local churches in the creation and support of a community-based RRC. CBO partners thought it would be a very powerful statement if communities established their own RRCs, with signators being all the churches and community based organizations in that local community. 

See Appendix 3: Health Disparities –Arkansas power point presentation by Vickie Ybarra, RN, MPH
12:30 -1:00PM

Media Interviews
Dr. LaVeist participated in interviews with KTHV TV station and KUAR Radio Station

1:00 – 2:00 PM

Legislators Meeting

Facilitated by: Thomas LaVeist, PhD
Participants:

Legislators: 

David Rainey (District 11), Representative Fred Allen (District 33),                                      Wilhelmina Lewellen (District 34),
 Governors Staff:      
Frank Scott (Policy Analyst, Governor Mike Beebe)
 Legislative Staff:      
Kim Baxter (Sr. Policy Analyst, Public Health, Welfare & Labor 

                                
Committee), Sabrina Lewellen, JD (Senate Legal Counsel)
 Others:                     
John Lewellen (former State Representative,
Vivian Flowers, 



Creshelle Nash, Otis Tyler, Willa Black Sanders

Dr. LaVeist addressed the importance of policy in improving the health of the minority population.  He noted:

1. The health status of the population has nothing to do with healthcare; health status is talking about social determinants. Healthcare examples are the use of procedures (prescribing diuretics, amputating a leg rather than treating, etc.).  

2. Our health is impacted by genetic make-up, behavior, exposures.  

3. We have quality of care problems regardless of race, and we have disparity problems.
Discussion with Dr. LaVeist included: 

1. Health issues introduced in the last Arkansas legislative session (homeless legislation, HIV/AIDS legislation, etc.) and possible strategies to get legislation passed that would directly impact the minority population. 

2. Inquiry about policy measures outside of agency creation or education outreach that specifically addressed racial/ethnic health disparities and if so, whether there are any data resources that compile policy measures and their impact/outcomes.  
3. Dr. LaVeist provided examples of health policy intiatives: California and Massachusetts have both attempted to tie cultural competency mandates for health professionals to continuing medical education credit. Also, some states are trying to tie health disparities to quality improvement. Dr. LaVeist is working on the development of a central health policy data source. Currently, there is no central source that compiles this information. 
4. Inquiry about past studies and related legislative committee action on health disparities issues. The 2004 Nash/Ochoa health disparities study and policy initiatives proposed in the study was discussed.

As a result of the discussion with LaVeist, the group agreed that:

1. The focus of those interested in eradicating health disparities needed to be on the economic impact via academic and state sponsored studies to identify such impact, and informing all groups, interests and populations about the relevance to them in order to generate the broader buy-in necessary to effect substantive change.
2. An Interim Study Proposal should be done, utilizing the resources at the disposal of the legislature, to collect existing data, hold public hearings, and generate language and support prior to the beginning of the next session.  

2:15 – 3:30

Faculty Curriculum and Research Meeting
Facilitated by: Thomas LaVeist, PhD
Participants: 
John Baker, Bill Golden, LeaVonne Pulley, Creshelle Nash, Marsha Eigenbrodt, Carol Cornell, Perla Vargas.
The group discussed integrating disparities into their teaching as well as ripe areas for research. Key points from this discussion were:
1. Areas for further research include: a) economic impact of health disparities; b) link between environmental justice and health disparities; c) impact of foreign trained health care providers; d) going beyond soft outcomes in looking at provider/patient race concordance;            e) impact of interventions to improve evidence based practice on disparities; and f) rural disparities.
2. Don’t include disparities in courses if you can’t give the subject sufficient time to cover its complexity and nuance– otherwise you may do more harm than good.
3. There’s not good evidence that cultural competency training affects outcomes, but most of the studies have been done on what he called “first generation” programs that basically teach the stereotypes. He is testing a Cultural Competency Organizational Assessment 360 tool to measure cultural competency of the health care system. His colleagues are more focused on assessing and training at the individual level. He admitted that he doesn’t have that expertise.

4. We need to look beyond dummy variables in studying race because it’s not a binary variable and is hard to interpret.
4:00 – 5:00 PM

Campus Keynote Address
“Health Disparities and the Coming Minority-Majority:” An overview of racial and ethnic health disparities, discussing the role of quality of care and social determinants

Presented by: Thomas LaVeist, PhD
See Appendix 4: Health Disparities and the Coming Minority-Majority
DAY 2 – May 3, 2007
Retreat:

Ferndale 4 H Center

See Appendix: Retreat Agenda

The retreat began with opening remarks by Chancellor Wilson and Kate Stewart followed by consultant and group introductions. Following introductions Dr. LaVeist and Ms. Ybarra gave a recap of the previous day’s activities. The focus of the retreat was on identifying solutions in the areas of professional education, student diversity, and policy change and developing recommendations for action. Dr. LaVeist presented on educational strategies to increasing awareness of disparities and led a discussion where the group arrived at recommendations we might pursue. Following this, Ms. Ybarra made a presentation on the role of diversity in efforts to decrease disparities. She then described the University of Washington’s experience with efforts to increase diversity of students in the health professions and identified specific strategies and approaches. Participants then broke into small discussion groups followed by a session where they reported back on recommendations. In the afternoon, Ms. Ybarra and Dr. LaVeist discussed policy approaches to addressing disparities and led a discussion where a list of policy recommendations was generated. At the end of the day, participants broke into groups based on their interest in one of the three topics (education, diversity, or policy). Each group discussed the long list of recommendations generated throughout the day and developed a short list of 3-5 action-oriented recommendations they prioritized for follow-up work. Volunteers for working groups were also identified to follow-up on further developing these recommendations for implementation. See the following appendices for Powerpoint presentation slides as well as the full lists of recommendations generated.
Appendix 5: Resolving Health Disparities:      The role of health science schools (LaVeist)
Appendix 6: Institutional Diversity (Ybarra)

Appendix 7: Washington Legislation (Ybarra)

Appendix 8: Recommendations of Small & Large Group Brainstorming (education, policy, diversity)

Following are the prioritized recommendations with brief statements of justification and a list of those who will be on each working group. 
Education: 
Follow-up Working Group:  Kate Stewart, Jan Richter, Ruth Eudy, Mike Anders, Dianne Heestand, Charles Fields, Alan Van Bervliet, Anna Huff
1) Awareness of the importance of cultural sensitivity in working with patients and communities, and in recruiting and training students is the first step to improved cross-cultural communication. 


Recommendation: Mandatory training for faculty and senior administrators on the impact of culture on communication and patient care.

2) Information is needed to avoid duplication of effort and to determine what is currently being taught on cultural competency, cross-cultural communication, and health disparities. 

Recommendation:  A cross-campus review of the curricula should be conducted.
3) A broader base of local expertise on health disparities, determinants, and solutions is needed to build a critical mass of individuals dedicated to change. Students need an incentive to gain more in-depth knowledge and expertise. 

Recommendation: A formal campus-wide certificate program in health disparities. 
4) Exposure to basic information on health disparities and cultural issues can raise awareness of providers and others in the community and could also be used to stimulate interest among pipeline students in the health professions. 

Recommendation: Explore the possibility of conducting a summer institute (3 days to 2 weeks) with courses on health disparities and cultural issues.
Policy: 
Follow-up Working Group: Creshelle Nash, Willa Sanders, Glen Mays, Ty Borders, John Wayne, Diane Mackey, Freeman McKindra, Donnie Smith
1) Many strategies to reducing disparities require and/or involve legislative action. In addition, continuity is necessary to carry out solutions, many of which are long-term. It is therefore necessary to educate legislators on these issues on an ongoing basis and maintain a place for disparities on the legislative agenda.


Recommendation: Encourage the legislature to introduce an interim study proposal to conduct a comprehensive study to review all data on disparities and develop a statewide strategic plan with recommended action steps prior to the next legislative session. 

2) Documentation of disparities is often necessary to stimulate efforts to address them. It is important that UAMS be a leader within the state in examining whether disparities exist within our own institution.

Recommendation: Collect and report quality of care indicators by race and ethnicity in the University Hospital, outpatient clinics, and AHECs.
3) Results from economic impact assessments are often used to influence policy decisions. Based on this experience, and given the complex array of social determinants of health, assessments of the potential impact on health disparities of proposed non-health related policies may be an important tool for change.

Recommendation: Seek pilot funding to conduct health impact assessments looking at the impact of specific proposed policy changes on health disparities.
Diversity: 
Follow-up Working Group: Eddie Ochoa, Billy Thomas, Rev. Cooney, Mary Olson, Alesia Ferguson, Vivian Flowers, Carmelita Smith, and Naomi Cottoms 
In order to increase patient satisfaction, improve the quality of patient care, educate the health care workforce, and respond to the changing demographics of our patient population, it is important to know and reflect the population being served.

Recommendation (1): Exhibit institutional commitment to diversity by creating a cabinet-level position focused on diversity in all facets of the enterprise (patient quality of care and satisfaction, admission of students, recruitment and retention of faculty, research, etc); thereby increasing the diversity of decision-making bodies such as the Chancellor’s Cabinet to be more reflective of the racial and ethnic make-up of the population served by the institution; making diversity an explicit part of the institutional mission statement; and doing a 360 degree organizational assessment of attitudes related to diversity.
Recommendation (2): Provide increased access for underrepresented minorities to scholarships, pipeline programs, and mentoring and support services. 

Recommendation (3): Examine existing admissions procedures, including selection criteria and assessment of representativeness of the admissions committee. Consider putting a lay community representative on the committee.

Recommendation (4): Think of diversity from an assets perspective, as a component of excellence, instead of as a discussion about barriers and deficits.   
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