
DSRIP 2.0 
PERSPECTIVES PERSPECTIVES PERSPECTIVES PERSPECTIVES ON ON ON ON PREVENTIONPREVENTIONPREVENTIONPREVENTION,, 
AACCESSCCESS, CUL, CULTURAL TURAL COMPETENCECOMPETENCE 



Overview of Presentation
2 

 DefineDefine disparitydisparity, inequity and equity, inequity and equity 
Demonstrate integration of health equity and 
culturculturaal competencl competencyy 



 Highlight opportunities to address the social 
deterdetermminants ofinants of healthhealth 

 Ensure a culturally competent workforce 
Identify strIdentify straategies ftegies foor commr communityunity engengaaggeementment and and
transparency 





Definition of Health Disparities 
3 

Health Health and and mental mental health health disparities:disparities: 
Differences in health and mental health status 
amonggdistinct se ggments of the ppoppulation, includingg 
differences that occur by gender, age, race or 
ethnicity, sexual orientation, gender identity, 
edducattii on ori income, di disabilitbility orf functitionall 
impairment, or geographic location, or the 
combination combination ofofan any ofy ofthese factors these factors.. 

Notes: California Department of Public Health, Office of Health Equity, Health and Safety Code 131019.5 



Example of Health Disparities
4 



Examples  of Health Disparities
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Defining Health Inequity
6 

 Health and mental health inequities: Health and mental health inequities: meansmeans 
disparities in health or mental health, or the 
factors that shape health, that are systemic and 
avoidable and, therefore, considered unjust or 
unfair. 

Notes: California Department of Public Health, Office of Health Equity, Health and Safety Code 131019.5 



Example of Health Inequities
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 UninsurUninsuraance nce raratteess 
Lack of cultural/linguistic providers  h
LacLackk green  green spacespace
Lack of transportation 
SSegregatedd housiing 













Youth Access to Parks 
and Communities of Color 

H IGH %Communities of Color 
S. LOW Youth Access to Parks 

H IGH% Communit ies of Color 
& HIGH Youth Access to Parks 

LOW% Communit ies of Color 
S. LOW Youth Access to Pdrks 
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84% of California youth, aged 1-17, had a 
park or playground within walking 
distance of their home in 2009. 

Nevada County had the smallest 
percentage of youth with access to parks 
at 49%, while Santa Barbara County had 
the l argest percentage a t 95%. 

Yout h A ccess to 
Parks & Playgrounds 

(% with a park or 
playground walking 

distance from home) 

http:rnedl.1n


Social Determinants of Health
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 The The biological, biological, behaviorbehavioral, al, economic, economic, phphysical,ysical, 
environmental, and political factors that shape the 
health of individuals, communities, and 
jurisdictions. 
“Determinants of equity” means social, economic, 
geographihic, politi litical l, and d phhysiical l envii ronmenttal l
conditions that lead to the creation of a fair and 
just just societysociety..





Notes: 



Health in All Policies: A Guide For Local Governments. Available: http://www.phi.org/uploads/files/Health_in_All_Policies-
A_Guide_for_State_and_Local_Governments.pdf 

California Deppartment of Public Health,, Office of Health Eqquity,y, Health and Safetyy Code 131019.5 

http://www.phi.org/uploads/files/Health_in_All_Policies


Definition of Health Equity
10 

 Health equity: Health equity: means effmeans effoorrtts to ensure that alls to ensure that all 
people have full and equal access to 
opportunities that enable them to lead healthy 
lives. 

Notes: California Department of Public Health, Office of Health Equity, Health and Safety Code 131019.5 



FFrrameamewworork fk foor Health Er Health Eqqqquituityyyy  
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RReecommendationscommendations
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 IntegrIntegrate data collection ate data collection and analysis into alland analysis into all 
domains 
FFoocus cus effeffoorrts ts on on the the identification identification and and reduction reduction ofof 
health disparities 
Ensure health Ensure health systems are prsystems are providing oviding culturculturaally lly andand 
linguistically appropriate services 





 Better Better integrintegrate ate identification identification and and addressing addressing ofof 
social determinants of health 



IntegrIntegrating Data and Rating Data and R eeducingducing
DiDiDiDi sparsparitiitiitiitieses 

13 

11. Create Create and and supporsupport t systems systems to to identify identify healthhealth 
disparities 

22. Implement Implement health health disparities disparities reduction reduction initiativinitiativeses
a) PCMH 6A4: Performance data stratified for 

vulnerable populations 
b) PCMH 6D7: Set goals and address at least one 

identified disparities in care/service for identified 
vulnerable population 



 S

Ensure CulturEnsure Culturally and Linguisticallyally and Linguistically 
Appropriate Services

14 

11. Ensure prEnsure providers are providers are providing oviding culturculturaally lly andand
linguistically appropriate care

a)) Adhere to langguagge assistance standards
b) Hire and recruit volunteers from communities of color
c) Connect with communityy leaders
d) Engage community members in delivery system reform



 C
Example: Example: Medical Medical Home Home ffoor Bor Boys andys and 
Young Men Of Color

15

Commit to thinking about how to serve boys and young men of color and take 
a sttep t towardd  i  s improviing th th  ose serviices : 
 Get input from current young male patients of color: Focus groups, 

surveys, analyze data from health assessments, patient satisfaction surveys,
ask qquestions duringgvisits . 

 Get Input from the community: Form a Youth Advisory Board 
 Actively recruit young men of color to your facility: Use outreach

materials, social media, nearby schools, mobile clinics, technology 
 Hire men of color as providers, recruit volunteers from the community, or 

hold male-only clinic hours. 
 Address Trauma and violence: Know the signs of trauma and respond by

integrintegrating ating prprocedures ocedures to address to address impacts of impacts of trtrauma; auma; Educate Educate staffstaff. 
 Integrate other services into your program: legal, job training, father 

training and support, youth programs, etc. 



InteInteggggrraate Social Deterte Social Determminantsinants
16 

 IntegrIntegrate questions about the social deterate questions about the social determminantsinants 
of health in patient assessments 
 PCMH Element 4A4: A prA process focess foor r identifying identifying patientspatientsPCMH Element 4A4: 

based on social determinants of health. 

 Work with California’s Health in All Policies Task 
Force 

 Aliggn with Let’s Get Health California Task Force 
Indicators 



Coordinate Coordinate with with CommCommunitunityyyy
17 

 Establish coordination effoorrts ts to to link link patients patients toto Establish coordination eff
resources to improve health 

 Coordinate Coordinate with with local local health health depardepartments tments to to shareshare 
community level data 
 Ask a local health department or commAsk a local health department or communityunity 

organization to conduct a Healthy Community Report 
Card (next slide) 



Health Health CommCommunitunityyyyReRe pppporort Cardt Card
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Access Integration and Equity
19 

 StrStroong and competitivng and competitive safety net cre safety net crucial to theucial to the 
success of the ACA in California 
Over 80% in Medi-Cal Managged Care 
 High numbers of remaining uninsured 
 Buildinggon f oundational Bridgge to Reform 
 California’s Public Health Systems 
 Anchor the safety net
 Focus of DSRIP 2.0



EmbrEmbracinacinggg g Our Div Our Diversitersityyy y
20 

 CalifCalifororninia Contexta Context 
One of four majority person of color states

 Latinos outnumber Whites

One in three Californians are on Medi-Cal
Medi-Cal is approximately 80% people of color



DSRIP DSRIP 2.0 2.0 GOGOALSALS
21 

 Delivery yyS ystem Transformation 
 To achieve improvements in clinical quality & population health 

 Care Coordination for High Risk, High Utilizing Populations 
 Add Addressiing care across sectors 

 Prevention 
 To o reduce oeduce morbbiddity &y & omortaalityy

 Resource Utilization Efficiency 
 Choosing Wisely Campaign 

 Patient Safety 
 Culture and inappropriate surgeries 



DSRIP 2.0DSRIP 2.0 GOGOALSALS 
PPaa iiP tP ttitienent St SttS aaffff eetttty: y: W kW kffWWororkfkforceorcePPP erspecerspectitittiiveve S  P22 

 Worker safety strongly correlated with patient safety
and clinical outcomes (directly or indirectly) 
 Gap: Workers not referenced in Domain 5: Promoting a

Culture of Patient Safetyy 
 Solutions: 
 Make becoming High Reliability Organizations (HROs) a DSRIP 

goal 
 Incorporate worker health and safety into Domain 5

goals/objectives and core components 
 Include worker safety and satisfaction as indicators under project

metricsmetrics 
 Incorporate input from patients, families, and where appropriate,

communities 



DSRIP DSRIP 2.0 2.0 GOGOALSALS
23 

 DeliveryyS yystem Transformation 
 To achieve improvements in clinical quality & population health 

Care Coordination for High Risk, High Utilizing Populations 

 Add Addressiing care across sectors 

 Prevention 
 To o reduce oeduce morbbiddity &y & omortaalityy

 Resource Utilization Efficiency 
 Choosing Wisely Campaign 

 Patient Safety 
 Culture and inappropriate surgeries 



Role of Frontline Workers
24 

 Expanded Access to Carto Caree Expanded Access 
 Team-based care: Increase panel size by offloading 

appropriate tasks to workers, freeing up more time for 
provider visits/exams 

 Patient Navigation: Teach newly covered or assigned 
patients how to use heath care 

 Conduct home visits and provide frequent follow up 
and and supporsupportt 

 Accompaniment: attend clinical visits with the patient, 
ana dd un u ddeersts a dand a a dnd reeinforo ce cce caa ere pp lan. a .



Role of Frontline Workers
25 

 ImproImprovved Health ed Health EquityEquity 
 Hired from the communities served, e.g. promotoras, 

peer counselors, community health workers 
 Provide culturally competent health coaching 
 Inform development of the care plan to ensure it fits 

with the patients’ cultural perspective and community 



Role of Frontline Workers
26 

 Better CarBetter Care Intee Integrgraationtion 
 Build bridges from PCMHs to Health Homes 
 IntegrIntegrate ate and coordinate health services fvices foor r mentalmental and coordinate health ser

health and substance use disorders 
 Telemedicine: Monitor health indicators at home (e.g. 

IHSS workers), use/teach telemedicine tools such as 
smartphones and tablets 

 AAssiist wit i hh care transitii ions 
 Advocate for improved housing and other 

envirenviroonmental nmental conditions conditions that that affectaffect healthhealth



Role of FrontLine Workers
27 

 MorMoree Ef Efficient ficient CarCaree 
 Assigned to work with high cost complex care patients 

as part of a multidisciplinary care team in PCMH, 
Health Home, or specialty care team 
 Evidence of frontline workers’ effectiveness in preventing

andd conttrollilling chhroniic di di seases (IOM) (IOM)

 Prevent avoidable care such as unnecessary 
hospitalizations hospitalizations and and emergemergeencncy depary department visitstment visits 

 Improve patients’ self-management and engagement 

Source: National Center for Chronic Disease Prevention and Health Promotion 
Community Health Worker Policy Evidence Assessment Report 



RReecommendationscommendations
28 

 WhaWhatt is needed in DSRIP 2.0? is needed in DSRIP 2.0? 
 Clearer commitment to culturally and linguistically 

appropriate workforce grounded in communities served 
More consistent commitment to workforce training and 

engagement in planning 
 Support shift to team-based care delivery models 
 Expand the role of the IHSS worker through enhanced 

IHSS IHSS workkers as membbers off thhe care team 



Example:Example:
High Risk, High Utilizing PopulationsHi P 

29 

 CulturCulturaally & Linguistically lly & Linguistically AppropriaAppropriatte e SerServicesvices 
Essential 
 Behavioral Health Integgration 
 Foster children 
 Post incarceration 
 Advanced Illness Planning and Care 



ExamExampppple: le: Domain Domain 11
30 

 DOMAIN 1: DeliveryyS ystem Transformation y
 Requires more team-based care models: 
 PCMH 
 TTeam-bbasedd approaches tto speciialtlty care managementt  h

 Requires more patient engagement 
 DSRIP project planning 
 Individual care plans 

 Gaps: 
 FFrrontline ontline staff staff engengaaggement in ement in planning specialty planning specialty care care andand

addressing social determinants of health 
 Investment in staff training for incumbent or new staff 
 CrCrucial rucial role ofole of fr frontline ontline wwororkkersers



ConsideraationsConsider tions
31 

 Data, CommData, Communication and Tunication and Trrustust 

Need to test and develop new coordination models 

 Care manageement and coordination havCare manag ment and coordination havee man manyy
meanings

 CommCommunication unication with with other other entities entities (plans(plans, other, other 
providers, etc) to avoid unnecessary duplication of 
services 
Care coordination at the provider-level 



StrStrStrStraaaategies ftegies ftegies ftegies foooorrr r CommCommunity EngCommCommunity Engagagagagement and Tunity Engunity Eng ement and Trrrransparencement and Tement and T ansparencyyyyansparencansparenc

 Community Needs Assessments: 
 These should follow minimum standards in terms of what 

measuring (social determinants and stratification by 
demographics) 

 RReesults should be trsults should be transparent (+transparent (+translate as necessary)anslate as necessary)
to impacted communities and stakeholders 

 TTrransparencansparencyy via  via Dashboarding Dashboarding (this is w(this is weell testedll tested 
in certain counties & across the nation) 



CommCommunityunity Needs Assessment: Best f  DNeeds Assessment: Best  D
Practices for DSRIP Domains

11. Describe Describe population population to to be be serservveded
a) Meet all data specifications (standards defined by state)
b)b) Include Include nonnon-Medicaid Medicaid population population & & uninsureduninsured

2. Assess health status & clinical care needs & social
determinants indicators ANND

3. Assess health care and community-based resources
available to address those needs ((includinggSDH ))



CommCommunity unity--Based SerBased Services to Account foorrvices to Account f
as part of NEEDS ASSESSMENTS (Note Ties to SDHs)

 Housing services for homeless 
 Food banks, community gardens, farmers markets 

Clothing & furniture banks 
Specialty Specialty educeduc.pr progrograms ams ffoor special needsr special needs 
Transportation services 
Religious service orgs 
Non profit health & welfare agecnies 
Youth development programs 
NAMINAMI,peer s peer supporpports & self ts & self ad advocac ocacyreso resourcesrces
Alternatives to incarceration 
Libraries with computer labs 





















SearcSearchable hable Social Social DeterDetermminantsinants



Maximize Maximize RReeggggional ional Data Data SourcesSources
36 

 The County Health Rankings & Roadmaps project. County rankings include 
information on health outcomes and factors influencing health, and the 
roadmaps show how communities can become healthier. 
The The Scorecard Scorecard on Local Health System on Local Health System PePerrffoorrmmaanncce e (Commonw(Commonwealth Fund)ealth Fund) 
tracks 43 indicators across 4 categories (access, prevention and treatment, 
costs and potentially avoidable hospital use, and health outcomes) and 
identifies how improved performance on various measures could save lives, 
reduce reduce costscosts, and impr and improvove quality e quality ofof and access to care and access to care. 



 The Healthy City project, is the largest free, California-specific, interactive,
online resource that contains actionable information including data, maps, 
and service referrals. Users can access various demographic, economic,
health and safety, and housing data on the site and also contribute their 
own data that are then available to other users. 



DashBoardingDashBoarding Example: LosExample: Los AngAngeelesles 



ConclusionConclusion
38 

 Cornerstones of a strong safety net delivery system 
 Anchored in the communities served 
 Builds on our strengths
 DSRIP DSRIP 11.0 0 experiience 
 Invests in workforce training 

 Stretch 
 New care models 
 Big challenges 

 PPatient,ffamilly andd community-centeredd 
 Health Justice! 
 Transpparencyyand accountabilit yyto communities
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