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Abstract 

This research study was conducted by Creative Academic Networks (CAN) to provide recommendations for local 

improvement in health and human services delivery based on respondents’ input about available resources, service 

delivery gaps and the outlined goals and objectives of the Kent County Community Healthcare Hub. A total of 55 

interviews with high level administrators and consultants were conducted and each lasted between 45 minutes and 

1.5 hours.  This study outlines how Asset Based Community Development (ABCD) and Matrix Management can be 

jointly utilized as primary mechanisms to increase health equity. The findings indicate that there is currently not a 

large community-wide effort to address health inequity with ongoing targeted micro and macro-level interventions 

designed to improve specific inequities within Social Determinant of Health (SDH) indicators and data sets. The 

findings further indicate that diversity, inclusion, cultural competency and CLAS Standards have not been 

continuously integrated into ongoing community-wide interventions in a measurable manner, which has compromised 

the business case for these types of initiatives.  The recommendations in this report propose that using Matrix 

Management as the operational system for ongoing ABCD, indicator development, process improvement strategies 

and outcomes measurements for collaborations’ that embrace diversity, inclusion, cultural competency and  SDH will 

further inform best practices and the business cases for related efforts.  The recommendations were derived from 

participant input, a “Network Map” and research related to some promising tools currently available that are not being 

jointly used in Kent County to address health equity issues. It should be understood that the intention of this report is 

not to place blame on any one agency as the landscape is constantly changing in the age of information.  The tools 

outlined in the recommendations for use by a facilitating agency in Kent County include: Matrix Management; Asset 

Based Community Development (ABCD); Cause and Effect Matrices; Matrix Coding Software for integrating 

community input; Six Sigma and/or Kaizen for process improvement; The Center for Disease Control and Prevention 

(CDC) Data Sets for Social Determinants of Health on a Local Level, Regression Analyses and the Urban Health 

Equity Assessment and Response Tool (HEART).  Using each of these tools in an ongoing fashion has the capacity 

to more effectively structure and continuously improve a large county-wide population health payment and service 

delivery model facilitated and promoted by the Hub and/or partner agencies. This research indicates the Hub could 

serve a needed and important function within the county as it is designed to be a new first point of contact for 

consumers to be connected to a wide range of resources with appropriate follow up case management.   

(List of Respondents: See Appendix A) 

 

 



Introduction 

The Center For Disease Control and Prevention (CDC) states in its definition that “health equity” is achieved when 
every person has the opportunity to “attain his or her full health potential” and no one is “disadvantaged from 
achieving this potential because of social position or other socially determined circumstances.” Health inequities are 
reflected in differences in length of life; quality of life; rates of disease, disability, and death; severity of disease; and 
access to treatment (CDC, 2013).  

In Kent County, According to the Michigan Behavioral Risk Factor Surveillance System (BRFSS): 

 13.6% of adults reported no healthcare access during the past 12 months and the proportion increased for 
adults with less than a high school education (45.3%) and those lacking health insurance (54.9%).  

 In Kent County, a woman is more likely to receive inadequate prenatal care if she is African American, 
Hispanic/Latino, or Arab American. 

 Approximately 30% of adults are obese and another 35% are overweight. Adult males in Kent County are 
more likely than adult females to be overweight, and African American adults in Kent County are more likely 
than any other racial or ethnic group to be obese.  

 
The above statistics are in no way a full explanation of the many health inequities in Kent County. The disparate 
outcomes show the need for new strategies to be used in communities in targeted geographic areas.  There is a 
strong need in Kent County for collaborations that integrate resident input as well as mutual beneficial relationships 
with grass-roots organizations. Furthermore, there exists a gap between practitioners in diversity, inclusion, and 
cultural competency with other service providers in the health and human services professions. Kent County needs a 
mechanism for ongoing meaningful collaboration in order to fill this gap.  The concept for the Kent County Community 
Healthcare Hub is a centralized, neutral, community-based public/private partnership that will serve as a “bridge” 
between key community organizations “on the ground” – those trusted entities that know their communities from the 
inside, and whose participation and endorsement are vital to the community’s embrace of the project - as well as to 
traditional health care providers such as hospitals, physician organizations, primary care medical homes, and payers. 
Strategies will include targeted community-based outreach, enrollment and engagement of current and newly eligible 
Medicaid recipients, removing barriers to improved health outcomes by addressing the Social Determinants of Health 
(SDH), establishing a substantive connection to a patient-centered medical home, and connecting patients to 

appropriate case management, behavioral health services, and other community resources.   

Aim of Study 

The aim of this study is not to outline all of the wonderful resources and activities related to health equity in Kent 

County. The aim of this report is to outline what can and still needs to be accomplished collaboratively within a 

county-wide logic model that actualizes a theory of change based on addressing gaps using existing community 

resources. The goal is to outline how a centralized Hub can facilitate more collaboration to address health inequities 

via promoting and supporting initiatives in diversity, inclusion, cultural competency, CLAS Standards and Social 

Determinants of Health (SDH).  Creative Academic Networks (CAN) elicited information from practitioners in the faith, 

political, education, health and human services professions as it should be understood that a transparent cross-

sector approach must be employed to address SDH in an ongoing sustainable way.  

 

 

 



Methodology 1 

Respondents were identified and solicited based on their titles and job descriptions as well as their willingness to 

participate in a semi-structured interviewing process. Respondents’ input was gathered using Asset Based 

Community Development (ABCD) strategies. ABCD is a tool that analyzes communities’ capabilities based on 

existing resources, skills, tools and partnership arrangements.  Since health inequity is a bi-product of many other 

inequities, our questioning for this study focused around the interplay, and lack thereof, between the following 

inputs/activities currently taking place in Kent County as they relate to health and SDH outcomes and impacts being 

sought after:   

• “Diversity and Inclusion” in the workplace and the actual trainings, policies and tools available and utilized 

(within schools, businesses, churches, other non-profit health and human service entities and government). 

•  “Cultural Competency” and the many different types of trainings, policies and tools available and being 

utilized within each sector (Including Institutes for Healing Racism and Health Literacy).  

• “Social Determinants of Health” and the extent to which health and human service agencies, businesses, 

churches, and governmental departments are working together to address specific SDH issues in a 

sustainable and measurable manner with data sets. 

• “CLAS Standards” and the extent in which respective standards are used and/or promoted by health and 

human service organizations and/or government. 

Methodology 2 

For the sake of this synopsis/assessment and recommendations, we decided that it is not very helpful to inform 

forward movement in Kent County by listing what all of the respective organizations already do around the above 4 

focus items; therefore, an additional method was used to identify gaps and inform the recommendations. After notes 

were compiled about what each organization already is doing we created what we call a “Network Map”: 

1. Organizations/Coalitions/Departments of the respondents were written onto slips of paper and “taped” onto 

a big white board 

2. Organizations/Coalitions/Departments were then classified with colored stickers based on respective 

“functions” as being focused on a) direct services to disadvantaged clients  b) services to organizations or c) 

resource connection for individuals or organizations (some were labeled both a, b and c) or d) other 

3. Organizations were then labeled with a blue or red color based on whether or not they use 

tools/assessments/policies related to diversity, cultural competency and/or SDH  

4. Lines were drawn from the name of each Organization/Coalition/Department to some of the known partners 

and those lines were labeled as an “asset-based relationship” under 1 of the following: a) Referral 

relationship b) Training or information sharing relationship or c) A combination of  a and b 

5. Arrows were drawn to indicate which partner is typically on the receiving end of the relationship.  

Findings 

Find below recommendations informed by the Network Map as well as each respective synopsis and the gap service 

delivery recommendations. 



Network Map 

The Network Map provided us with a snapshot view of where additional resources could be allocated in Kent County 

and collaborative relationships could be created and expanded.  We simply looked at where lines and colored 

stickers could exist that do not. The focus of this report is not to name organizations and list what each can do better 

respectively; rather we sought after information about what can be done better collaboratively and structurally.  The 

specific gaps among organizations and departments were generalized in order to inform a better structure for 

collaborative interventions.  For example, we did not want to add to this report that “Organization A does not make 

referrals or use trainings from Organization B.”  Many of these gap findings were also summarized by respondents 

during the interviews and are captured in those findings.  One clear generalization formulated is that In order to truly 

maximize collective impact, smaller community and faith-based organizations must be empowered to play an integral 

role as resource connectors in the community who are aware of what is happening on many different levels with the 

Kent County Community Healthcare Hub potentially playing a facilitative role.  The service delivery gaps found within 

the areas of diversity, inclusion, cultural competency, Social Determinants of Health (SDH) and CLAS standards 

should serve as catalysts for forward movement within the model’s development if the Hub is to be successful in 

diverse markets working within a population health payment and service delivery model. The gaps and 

recommendations below identify a means for partners to clarify roles within such a model.  

 
Findings on Service Delivery Gaps 
 

Find below the interview question focus areas, expressed gaps and indications from the Network Map. The bullet 

points below are ideas that surfaced and in no way should indicate a specific respondent’s idea or the organization 

represented. Because of the semi-structured process, many respondents offered valuable insight from multiple 

perspectives, previous employment, and personal experiences. The gaps expressed serve as thinking points for 

further action and are not a reflection of full agreement amongst the respondents (for this and other reasons the 

organizations’ names are rarely listed in the body of this report). 

1. “Diversity and Inclusion” in the workplace and actual trainings, policies and tools available and utilized 

(within schools, businesses, churches, and other non-profit health and human service entities and 

government).  

 

After conducting the interviews it became clear that all of the organizations embrace diversity and inclusion 

and see it as useful under many circumstances. The organizations of the respondents each have either 

written or understood policies and statements related to diversity and inclusion, although they do not all 

have a mechanism to enforce these principles.  Respondents indicated that diversity and inclusion in the 

workplace directly correlates with racial, educational and economic equity, which then surfaces to correlate 

with health equity for minority workers as well as the minority beneficiaries seeking health and human 

services from those organizations. Respondents indicated that gaps in this focus area are as follows: 

 

 We need more systems thinking to take place around diversity and inclusion 

  We need more options for people who want to get involved in this work within an integrated 

structure for partnerships  



 We need for all community collaborators to adopt the same definition for what diversity and 

inclusion means as well as how, when and if it should be enforced 

 We need more measurable outcomes for diversity and inclusion and the connection to cultural 

competency and reducing specific disparities 

 We need more education and research about the business case for diversity and inclusion in the 

health and human services professions as well as for-profit entities 

 We need more initiatives related to diversity in the health professions and a pipeline for students 

and other related  professions using multiple committed partners with more enriching opportunities 

and high-level job shadowing  

 We need more funding for follow-up and action plans to be implemented with professional support 

after diversity and inclusion trainings (at schools, churches, in the workplace or elsewhere) 

 We need to ensure diversity courses are doing more good than harm as cognitive dissonance can 

have negative effects, these should be further explored 

 We need even more decision makers to come to the table to discuss some of these issues 

 We need more collaborations around supplier diversity and board level engagement in the health 

and human services professions 

 There needs to be more grass roots efforts supported and equipped to support ongoing efforts in 

this area 

 There should be a place or website people can go to find out about all of the resources available 

related to diversity and inclusion in Kent County 

 

2. “Cultural Competency” and the many different types of trainings, policies and tools available and being 

utilized within each sector (Including Institutes for Healing Racism and Health Literacy).  

 

Respondents agreed that cultural competency directly correlates with racial, educational and economic 

equity, which then surfaces to correlate with health equity amongst the beneficiaries seeking health and 

human services from those organizations who are more likely to have culturally competent staff. Many of the 

respondents believe cultural competence is an important professional and personal tool and the majority of 

organizations they represent have annual trainings and/or seminars and institutes for healing racism.  

Respondents indicated gaps in this focus area as follows: 

 We need to ensure collaborations targeting a specific population use the same language for this 

term and agree on it even if the agreed on definition is only used for each respective initiative. 

Included in the definition could be a series of commitments from partners 

 We need more research/case studies conducted on cultural competency trainings and the impact 

on reducing specific health disparities for targeted populations in Kent County 

 We need more follow-up and measurement strategies related to outcomes from cultural 

competency trainings for professional practitioners in the health and human services  

 We need to work harder to make the business case for cultural competency in specific professions 

and for specified areas of service delivery based on case studies and as part of initiatives targeting 

specific populations 

 There should be a place any organization can go to find a menu of options related to 

trainings/resources available related to cultural competency in Kent County 

 There needs to be more information sharing in this area among practitioners 



 We need agreed upon tools and/or standards to be used in this area 

 We need to figure out a way to work around this concept without it becoming a situation where 

organizations are just “checking boxes” 

 There should be an effort to address more specific issues practitioners deal with in this area rather 

than broad-based strategies for dealing with clients/patients 

 There should be more transparency related to which organizations are engaged with cultural 

competency and the available trainings, seminars and strategies being used if we are to all get on 

the same page 

3. “Social Determinants of Health” and the extent to which health and human services agencies, 
businesses, churches, and governmental departments are working together to address specific issues in a 
sustainable way.  

The World Health Organization (WHO) defines SDH as "complex, integrated, and overlapping social structures 
and economic systems that include the social environment, physical environment, and health services; structural 
and societal factors that are responsible for most health inequities. SDH are shaped by the distribution of money, 
power and resources at global, national, and local levels, which are themselves influenced by policy choices."  
Respondents agreed that SDH have a profound effect on healthy equity as a majority of health issues are 
generated from SDH.  Respondents indicated gaps in this focus area as follows: 

 We need a bigger county wide cross-sector effort for addressing large groups of data sets for SDH 

 There should be a larger transparent platform for willing and engaged community members to 

participate in collective efforts within the county and to have access to knowledge about higher 

level operations 

 We need to develop a platform for politically inclined organizations and collaborating partners to 

swiftly respond to policy issues that arise during the course of exposed social justice issues such 

as criminal system redress 

 We need to develop a cell phone application that assists people with SDH issues and resource 

connection 

 We need more discussions and trainings around the interplay between holistic health and SDH 

 We need better Search Engine Optimization (SEO) for the initiatives in this area  

 All organizations working in this area should be connected somehow with partnership agreements 

 There needs to be an initiative to conduct regression analyses related to SDH and cost reductions 

in healthcare 

 A virtual platform or integrated website could help clarify who is doing what in this area and how it 

ties into other initiatives targeting those specific populations 

 We need a means for people in the community to do a quick assessment related to SDH and be 

informed of the available resources for them in  the community  

 There should be a way to inform physicians of new PPACA related billable codes for primary care 

physicians working with community members in SDH areas 

 We need to make the business case in this area 

4. “CLAS Standards” and the extent in which respective standards are used and/or promoted by health and 

human service organizations and/or government.  The CLAS Standards provide guidelines and mandatory 

policies for health organizations.  The following gaps are related to standards in cultural competency; 



whereas the cultural competency gaps listed above reflect more generalized and overarching gaps.  

Respondents indicated gaps in this focus area as follows: 

 There should be more broad-based measurement strategies used to facilitate processes based on 

CLAS or other agreed upon standards with more related educational support for initiatives targeting 

specific populations 

 Human service agencies and others should become more familiarized and educated about the 

specifics of the CLAS Standards and adhere to them where appropriate within joint efforts 

 We need more collaboration in this area amongst grass roots organizations that are provided with 

the support they need to be successful based on the standards so that people seeking help are still 

appropriately supported without having to go to a larger more affluent organization 

 There should be more transparency among organizations related to what standards they are using 

and how those standards coincide with the work others are doing  

 We need an initiative to explore what partner organizations are willing to commit to in this area and  

if they are even willing to do so 

Recommendations 

These recommendations are related to the role Kent County and/or the Kent County Community Healthcare Hub and 

partners can potentially play to address the plethora of concerns discussed in this report.  The findings indicate that 

an ongoing effort has not been deployed in Kent County to address many SDH issues simultaneously; therefore 

coalitions and networks actually become silos. The recommendations inform a system’s structure to more effectively 

target interventions in order to see reduced disparities within agreed upon SDH data sets.  In order to do this, new 

tools and strategies must be used. Kent County lacks a system and ongoing management structure designed to 

simultaneously: 

1. Manage a theory of change logic model from a neutralized standpoint (agreement of management’s role 

aside of each individual practitioner and/or partner duties) with multiple interventions simultaneously 

occurring for individual consumers in specified geographic areas, with CLAS standards as a focal point. 

2. Elicit information from consumers who interface with the system related to SDH issues on a micro/individual 

level and assigning a risk-score or other classification for them with opportunities for services to be rendered 

by partners and monitored for appropriate services standards by the neutralized management structure. 

(Interventions for individuals should inform how the partners structure their relationships to service the 

individual based on management guidelines) 

3. Continuously integrate consumer and partner organization/practitioner input into targeted individual and 

structural level interventions  

4. Continuously improve indicator performances via use of continuous process improvement strategies that 

target micro and macro-level interventions to become more efficient and productive working in congruence 

5. Make the business case for diversity, inclusion, SDH and cultural competency by using correlations or 

cause and effect relationships that lead to agreed on cost reductions or savings for government or health 

and human service providers 

6. Constantly update new opportunities for involvement with initiatives related to diversity and inclusion, 

cultural competency and SDH with the opportunity for practitioners in this area to get longer term contractual 



duties for larger initiatives that target specified demographics. (this allows for more follow up and support 

after the trainings are conducted) 

7. Provide a framework and roadmap for grass-roots, faith-based and smaller organizations and businesses to 

play a role within a new network of paid and unpaid service providers targeting specified demographics 

The listed shortfalls in Kent County are not due to any one specific entity failing to perform, which is why the concept 

of the Hub is important in order to help bridge and integrate services and standards for partners in the formal 

healthcare delivery system as well as those trusted community partners “on the ground.”    

Recommendation 1:  

Matrix Management 

CAN recommends that Matrix Management be used to facilitate solutions to all of the gaps mentioned in this report.   

Currently Matrix Management is not being used in Kent County to address a variety of SDH indicators.  According to 

the International Matrix Management Institute, Matrix Management is necessary for operating complex collaborative 

systems.   Matrix Management has the potential to facilitate and manage the rest of the recommendations in this 

report as the matrix operating system is designed to eliminate silos, empower partners, promote cross-functional 

collaboration and align appropriate resources (International Matrix Management Institute, 2013).  Based on the 

outlined conceptual design of the Hub, Matrix Management would have to be used to some extent because the Hub 

interventions are all based on system navigation, referrals to network partners and monitoring HEDIS measures and 

outcomes for consumers seeking health and human services support.  The measures taken by the Hub are designed 

to reduce costs through decreasing patient risk levels and increasing patient/provider satisfaction.  Matrix 

Management is a more robust form of management that moves beyond concepts of the rigid vertically managed 

organization into a more free flowing horizontal structure ready to adapt to change by using new processes and tools 

that become available.   

Recommendation 2: 

Streamlined Assessments for Interventions using ABCD and Logic Models 

CAN recommends that the Kent County Community Healthcare Hub partners all agree to utilize streamlined 

assessments and interventions for assisting community members in search of available resources.  The assessment 

should include questions related to potential SDH issues each person/family may have and the associated disparities 

they may face.  CAN recommends this data eventually become available and exportable to Electronic Medical 

Records (EMR) using an API as appropriate and HIPAA policies permit.  The data from the individual assessments 

should inform the prioritized interventions.   

The Kent County Community Healthcare Hub could facilitate a detailed asset mapping strategy with United Ways 2-

1-1 system. ABCD (see Appendix B) should be used by the managing agency to determine the existing community 

resources available for use by the interventions. Each case becomes an opportunity for the manager to use ABCD to 

determine potential new partners and the most appropriate to provide a service. One of the largest gaps found as a 

result of this report is that Kent County is missing a more sustainable and inclusive means to engage additional 

community stakeholders from human service, faith- based and grass-roots organizations in work around a variety of 

Social Determinants of Health (SDH) indicators and the related interventions.  Methods and practices for 

interventions and gap service delivery should be informed by logic models that include resources, activities, outputs, 



outcomes and impact (see Appendix C). ABCD helps define what is available for a targeted intervention within each 

of the 5 components of a logic model.   

 
Recommendation 3:  

WHO Urban Heart, Healthy Kent 2020, CDC and MDCH Data Sets 

The Kent County Community Healthcare Hub should begin to work with a skilled researcher or epidemiologist and 

strategic consultants at developing and defining a community-wide plan to address health equity based on similar 

methods recommended by the World Health Organization (WHO) Urban Health Equity Assessment and Response 

Tool (HEART) for addressing health equity. Additional recommendations provided below will add to the strength of 

this strategy during the process.  Matrix Management would then be used to manage the community’s responses and 

interventions after the WHO Urban HEART defines priorities and interventions.  As mentioned in the 

recommendations to come, Matrix Coding for community input and/or Cause and Effect Matrices to determine 

indicators and interventions can be used to carry out the Urban HEART strategy more efficiently.  The basics of the 

strategy defined by the WHO Urban HEART include: 

1. Building an inclusive team 

2. Defining the local indicator set and benchmarks    

3. Assembling relevant and valid data  

4. Generating evidence 

5. Assessing and prioritizing additional health equity gaps and gradients 

6. Identifying the best response 

Each of the SDH indicators listed (See Appendix D) are recommended for community use by WHO and were 

rigorously tested by researchers from around the world and include the numerator, denominator, calculation method 

and potential data sources. Local organizations can take the lead on which data to collect and even update it onto a 

dashboard for partners to see.  Indicators provide a good framework for forward movement in defined areas. Healthy 

Kent 2020 as well as the Grand Rapids African American Health Institute (GRAAHI) could likely assist with this effort 

and include use of the indicators available through MDCH and HHS.  The indicators can be disaggregated by local 

geographic areas or socioeconomic and ethnic groups to reveal inequities (WHO Urban HEART user manual, 2010).  

The Hub could play a facilitative role in targeting specific geographic areas as it is designed to empower existing 

placed-based models being used for resource connection by partners such as Linc and Seeds of Promise. 

In addition to the data sets recommended by the WHO Urban HEART, Creative Academic Networks (CAN) also 

recommends that the Center for Disease Control and Prevention (CDC) data sets for addressing Social Determinants 

of Health (SDH) (See Appendix E) are used to begin informing targeted measurable SMART interventions.  Healthy 

Kent 2020 has done some work with a set of indicators within the framework of the Kent County CHIP but could 

assist in expanding the list of data sets and targeted interventions also informed by county data from the Michigan 

Behavioral Risk Factor Surveillance System (BRFSS).  The CDC recommends that communities concerned with 

health equity use the SDH data sets and offer suggestions for where this data can be found locally.  (Center for 

Disease Control and Prevention, Data Set Directory for the Social Determinants of Health at the Local Level).   

 

 



Recommendation 4:  

Reporting Matrix  

After the data sets are defined, CAN recommends a Reporting Matrix be used and updated as frequently as possible.  

Again, Matrix Management could be used to facilitate this reporting process as some entity must be responsible for 

this that is aware of the data sets/sources and can also provide additional information to community members about 

strategies being used to improve indicator performances in certain geographic areas; much of this will depend on the 

indicators that are chosen to target. The aforementioned is currently not taking place in an ongoing fashion.  

According to WHO, after the indicators are developed and refined with data sets to visualize, a reporting matrix 

should be designed in order to measure across different districts or other defined geographic areas and populations. 

United Ways 2-1-1 system could also assist in this effort with access to the zip codes of people seeking and receiving 

services.   According to WHO, a basic matrix is simply a color coded chart that helps see inequities across more than 

1 indicator, although the matrix does not track these indicators per se, it can be used to weigh against benchmarks 

and targets (Urban HEART User Manual, 2010).  The Kent County CHNA adopted a similar method for designing the 

Community Health Improvement Plan (CHIP) goals, objectives and action plans; however the CHNA employed a 

main focus on participation from public health organizations specifically.   

Recommendation 5: 

Weighted Cause and Effect Matrix for Prioritizing Interventions 

Depending on what the target benchmarks are within the Urban HEART Reporting Matrix and the community’s 

strategies to reach those goals, CAN recommends that in conjunction with the Urban HEART reporting matrix, a 

weighted Cause and Effect Matrix be used in order to prioritize which intervention strategies should be used based 

on “weights” (how strong the correlation is perceived to be by practitioners).   Matrix Management’s function would 

then be to integrate the input into interventions.  Find below what a weighted Cause and Effect Matrix may look like 

between inputs and outputs/outcomes.  

Administrators are encouraged to assign a weight to 

how strong specific inputs and activities respond to the 

sought after output/outcome benchmarks.  The higher 

level weights should determine strategic priorities. This 

strategy is another tool to help inform Matrix 

Management based on input from practitioners in their 

respective fields.  Again Matrix Management would be 

used as the operational and management system 

behind this strategy.  This strategy will likely open the 

door for use of Six Sigma or Kaizen which are process 

improvement frameworks with feedback loops that 

focus on quality.  These tools are becoming employed 

more often within the healthcare field as of late due to 

technological advancements.  We conducted a one hour phone conference with a Matrix Management institute and 

experts in the field, who are currently working with Harvard University clinicians, and it was indicated that using 

Matrix Management as the operating system could be the best option for which Six Sigma initiatives could be 

included as a component for continuously improving Social Determinant of Health (SDH) interventions and priorities.  



We believe this recommended method also holds the potential to build the business case for addressing SDH in 

certain areas as it may also open the doors for Regression Analyses to look at correlations between interventions 

and outcomes and the related cost reductions.  Regression analysis is a statistical tool for looking at the relationships 

between variables and the significance of those relationships (Introduction to Regression Analysis, Sykes.A, 2010).  

A skilled researcher would have to undertake this project portion.   

Recommendation 6: 

In order to develop a logic model with the CLAS Standards built into its structure, community members and willing 

partners need to adopt clearly defined and agreed upon definitions of cultural competency, diversity and inclusion, 

Social Determinants of Health (SDH) and ultimately health equity. Interventions should all include components of 

these items in order to be effective in diverse markets.  These terms are often used interchangeably since they are 

so closely related to each other; however, this can often be to the detriment of beneficiaries because in order for 

collective impact to be effective there must be a shared vision and shared language among partners to open the door 

for clear measurements. Matrix Management would assist in gaining community input in this area through Matrix 

Coding and then presenting the software’s recommendations and creating guidelines for partner agencies to follow 

related to the standards.  CAN recommends that the definition below be adopted by the Hub for Cultural Competence 

while adherence to the CLAS Standards is monitored and adjusted amongst partners. Cultural Competence requires 

that organizations: 

 Have a defined set of values and principles, and demonstrate behaviors, attitudes, policies and structures 
that enable them to work effectively cross-culturally. 

 Have the capacity to (1) value diversity, (2) conduct self-assessment, (3) manage the dynamics of 
difference, (4) acquire and institutionalize cultural knowledge and (5) adapt to diversity and the cultural 
contexts of the communities they serve. 

 Incorporate the above in all aspects of policy making, administration, practice, service delivery and involve 
systematically consumers, key stakeholders and communities. 

Cultural competence is a developmental process that evolves over an extended period. Both individuals and 
organizations are at various levels of awareness, knowledge and skills along the cultural competence continuum. 
(adapted from Cross et al., 1989). The Hub should take a lead in this area through promoting the use of the CLAS 
Standards (See Appendix F) by all partner referral agencies that are targeting Hub clients. Best practices relating to 
addressing health disparities in general indicate that the National Standards for Culturally and Linguistically 
Appropriate Services (CLAS) should be utilized in order to ensure cultural competency in delivery and to minimize 
any discrimination and bias. The standards were proposed as a means to correct inequities that currently exist in the 
provision of health services and to make these services more responsive to the individual needs of all patients and 
consumers (The Community Guide Branch, 2011). 

Recommendation 7: 

Community Based Participatory Research and Matrix Coding 

CAN recommends that more formal methods of Community Based Participatory Research (CBPR) be conducted in 

Kent County.  According to research conducted on sustaining CBPR, best practices employed included those that 

develop adherence to collaborative principles, offer a combination of structure and flexibility in rules governing 

partnerships, employ long term commitment from bright people, utilize champions effectively and offer a clear 

personal and community benefit (Challenges and Facilitating Factors, 2006). CAN believes qualitative research 

http://gucchd.georgetown.edu/72808.html


matrix coding software should be used to gain community member/leader input on the different proposed priorities, 

strategies and targeted interventions.  Community input can be placed in the “nodes of a matrix” and provide insight 

in specified areas of service delivery.  More information can be gained than if this work is done manually and it also 

provides a larger and more efficient platform for expedient input from concerned citizens and consumers to be 

integrated into the service delivery models.  Coding is used for large amounts of audio and written data to be 

deciphered in order to provide recommendations for management. Matrix Coding can gather large amounts of data, 

make sense of the data based on “coded word queries” and its use is fitting for a management structure based on the 

matrix concept.   

Conclusion 

All in all, a wealth of positive work is being done in Kent County to reduce disparities and ultimately increase health 

equity; however, despite many efforts, more work needs to be done collaboratively around diversity, inclusion, 

cultural competency, CLAS Standards and Social determinant of Health (SDH) indicators.  Individual level 

interventions should be the starting point for consumers to be effectively connected to the wide variety of resources 

available to them through partner agencies.   In order to be effective and not duplicate efforts, these partner agencies 

should be managed according to standards set by the intake organization based on the client’s risk or classification 

after an initial assessment.  The systems level intervention will refine itself in time as new ideas and processes are 

integrated into the management structure and the macro-level interventions are based on making individual 

interventions stronger in order to see improvement within specified community wide SDH indicators.  Eventually a 

universal database of clients will emerge and “population health” as a model will have more legitimacy as target 

populations in specific geographic areas are shown to become healthier due to the collaborative interventions and 

measurements to prove successful delivery.  

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix A  

Respondents included: 

1. Lemarke Payne: Director of Equity Spectrum Health 

2. Guy Gauthier: Associate Vice President of State Programs Priority Health 

3. Wayman Britt: Assistant Kent County Administrator 

4. Adam London: Health Officer Kent County Health Department  

5. Matthew Vanzetten: Kent County Management Analyst 

6. Karyn Pelon: Kent County Health Department Health Education Coordinator 

7. David Schroeder: Director Kent County Essential Needs Task Force 

8. Miles Wilson: Director Grand Valley State University Johnson Center for Philanthropy 

9. Jean Arnold: Vice Provost Equity Grand Valley State University 

10. Megan Murphy: Project Manager Grand Valley State University Community Research Institute 

11. Jerry Johnson: Director Grand Valley State University Community Research Institute 

12. Elizabeth Delaney: Research Manager Grand Valley State University Community Research Institute 

13. Carol Payne McGovern: Director Kent Schools Services Network (KSSN) 

14. Shanon Cohen: Director Kent County Prevention Coalition  

       15. Barbara Hawkins Palmer: Director Healthy Kent 2020 

       16. Shanon Wilson: Director Grand Rapids African American Health Institute 

       17. Denise Evans: Project Coordinator Strong Beginnings 

       18. Dr. Jean Nagelkirk Vice Provost for Health Grand Valley State University 

       19. Sara Herbst: Corporate Social Responsibility Global Manager Perrigo Pharmaceuticals 

       20. Patricia  Caudill: City of Grand Rapids Diversity and Inclusion Manager 

       21. Stephanie Painter: Director Spectrum Health/GRPS School Health Advocacy Program 

       22. Senita Lenear: City of Grand Rapids 3rd Ward City Commissioner 

       23. Elias Lumpkins: City of Grand Rapids 3rd Ward City Commissioner 

       24. Raynard Ross: Board of Trustees Grand Rapids Public Schools 

       25. Bruce Schlanderer: Director Access of West Michigan 

       26. Ken Steensma: Director Help Build Community/ Seeds of Promise Operations Manager 

       27. Artie Lindsey: Pastor Tabernacle Community Church 

       28. Hazel Lewis: President NAACP, Grand Rapids Chapter 

       29. Kelly Hagmeyer: Grants Manager David D. Hunting YMCA of Greater Grand Rapids 

       30. Steven Lankfer: Regional Promoter Visalus 

       31. Tanya Henry: Principal The Management Analyst 

       32. Jason Luong: Manager the Foundation for Education 

       33. Tamber Bustance: Diversity Development Services Manager GRCC Woodrick Institute 

       34. Birthale Archie: President Kent Muskegon Michigan Black Nurses Association 

       35. Justin Beene: Manager Bethany Christian Youth Services 

       36. Talib El Amin: Founder GR Area Black Chamber of Commerce 

       37. Eric Foster: Principal, Progressions, LLC 

       38. Rudy Treece: President Michigan Black Expo 

       39. Venessa Remo: Director Residential Services, Linc Community Revitalization 

       40. Eugene Blount: Minister Word of Faith Church 



       41. Don Williams: Director Emeritus Mercantile Bank/President Concerned Citizens Council 

       42. Lisa Mitchell: Director Partners for a Racism Free Community 

       43. Anne Marie Hertl: Community Activism Manager West Michigan Environmental Action Council 

       44.  Sonyah Hughes: Vice President Diversity and Inclusion GR Area Chamber of Commerce 

       45. Andy Johnston: Vice President Governmental Affairs GR Area Chamber of Commerce 

       46. Randy Osmun: Director of The Source/ Facilitator Greater Grand Rapids Area Racial Equity Network 

       47. Eric Williams: Director of Equity Grand Rapids Community College 

       48. Mona Guyton: Coordinator Michigan Youth Opportunities Initiative 

       49. Andre Daly: Re-Imagine Diversity, LLC 

       50. Ana Doona: Senior Director Neighborhood Services, Linc Community Revitalization 

       51. Erin Inman: Director Spectrum Health Healthier Communities 

       52. Maureen Kirkwood: Director Health Access Heart of West Michigan United Way 

       53. Tasha Thomas: Clinical Director Cherry Street Health Services  

       54. Tom Rich: Director of Comprehensive Cancer Control American Cancer Society Great Lakes 

       55. Rich Libertore: Vice President Organizational Excellence Heart of West Michigan United Way 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix B 

Asset Based Community Development (ABCD) includes: 

● Appreciative inquiry which identifies and analyzes partner past successes. This strengthens their confidence 
in their own capacities and inspires them to take action 

● The recognition of social capital and its importance as an asset. This is why ABCD focuses on the power of 
associations and informal linkages within the community, and the relationships built over time between 
community associations and external institutions 

● Participatory approaches to development, which are based on principles of empowerment and ownership of 
the development process by community members and leaders.   

● Community economic development models that place priority on collaborative efforts for economic 
development that makes best use of its own resource base.   

● Efforts to strengthen civil society. These efforts have focused on how to engage people/organizations as 
citizens (rather than clients) in development, and how to make governance more effective and responsive.   
(Kretzmann, 2005) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix C 

Logic Model Development: 

1. Resources:  Human, financial, organizational, and community resources available to direct toward doing the 
collaborative work around health equity and service delivery gaps and accompanying interventions for individuals. 
Sometimes this component is referred to as Inputs. 

 
2. Program Activities and what each organization does with the available resources. Activities are the processes, 

tools, events, technology, and actions that are an intentional part of a program and/or individual intervention 
implementation. These interventions are used to bring about the intended program/behavioral results.  

 
3. Outputs are the direct products of the collaborative activities and may include types, levels and targets of services 

to be delivered by each program and/or the entire operation. 
 
4. Outcomes are the specific changes in program participants’ behavior, knowledge, skills, status and level of 

functioning. Short-term outcomes should be attainable within 1 to 3 years, while longer-term outcomes should be 
achievable within a 4 to 6 year timeframe. The logical progression from short-term to long-term outcomes should 
be reflected in impact occurring within about 7 to 10 years. (organizational outcomes as well). 

 
5. Impact is the fundamental intended or unintended change occurring in organizations, communities or systems as a 

result of program activities within 7 to 10 years. In the current model of W.K. Kellogg Foundation grantmaking and 
evaluation, impact often occurs after the conclusion of project funding.  
(W.K. Kellogg Foundation, Logic Model Development Guide) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix D 

1. Infant Mortality (probability of child dying before 1 year of age) 

2. Diabetes prevalence and/or Diabetes Mortality 

3. Completion of primary education 

4. Prevalence of tobacco smoking 

5. Proportion of population unemployed 

6. Public expenditure on health as percentage of total government spending 

7. Under-five mortality rates 

8. Life expectancy at birth 

9. Cause specific morbidity and cause specific mortality 

10. Proportion of population that is literate 

11. Proportion of adult and child population that are obese 

12. Percentage of population who have income less than the threshold set by the national government 

13. Participation of women in the workforce 

14. Prevalence of insufficient physical activity 

15. Proportion of population with health insurance 

16. Prevalence of domestic violence and other crimes 

17. Proportion of low birth-weights 

18. Proportion of working population with informal employment 

19. Public expenditure on education 

(World Health Organization Urban Health Equity Assessment and Response Tool User Manual)  

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix E 

Economy Data Sets 

1. Earned income, Disposable income, Income distribution 

2. Geographic concentration of income, Economic segregation 

3. Debt levels, Savings rates 

4. Deprivation associated with poverty-level income 

5. Productivity 

6. Business lending indicators, Availability of credit 

7. Availability of banking and check cashing services 

8. Local cost of living indices 

9. Income to spending ratios 

10. Local tax rates, Taxpayers eligible for Earned Income Tax Credits 

11. Buying power index 

12. Standardized fiscal health 

13. Ratio of wages to corporate profits 

14. Travel time index 

Employment Data Sets 

15. Employment volatility 

16. Labor force participation rate 

17. Percent distribution of employed persons by sex and race 

18. Commercial office space available 

19. Job quality and characteristics 

20. Distance traveled to work 

21. Occupational safety and health plans 

22. Skills needed by employers 

Education Data sets 

23. Graduation and drop-out rates  

24. Literacy rates and reading assessment results 

25. Test scores 

26. Teacher salaries 

27. Teacher trainings and support 

28. Fiscal capacity of school district 

29. Teacher turnover 

30. Parental involvement 

31. School segregation 

32. Curriculum quality 

33. Nutrition education 

Political Data Sets 

34. Voting and registration rates 



35. Census response rates 

36. Gender, racial/ethnic representation in office 

37. Number and size of organizations and grantmaking activities 

Environmental Data Sets 

38. Peak air concentration of carbon monoxide 

39. Percent of households reporting neighborhood odor to be a problem 

40. Number of violations per year of federally regulated drinking water being contaminated 

41. Total pound of chemical waste released by industries 

42. Percent of household reporting major street repair needed in the area 

43. Pounds of waste managed 

Housing Data Sets 

44. Median age of housing units 

45. Percent of housing units lacking complete kitchen and plumbing facilities 

46. Percent of home loans made to high-income buyers in low-income areas of the central city 

47. Percent of housing units owner occupied 

48. Estimated homeless population 

49. Vacancy rates 

50. Expenditures for housing and community development 

Medical Data Sets 

51. Number of providers and provider  trainings and certifications 

52. Medicaid/Medicare reimbursement levels 

53. Emergency and home healthcare services available 

54. Mental health and emergency social work services available 

55. Available oral healthcare and long-term care 

56. Access/utilization and cost of care  

57. Consumer expenditures on health care 

58. Rates of ambulatory case sensitive hospitalizations 

Public Health Data Sets 

59. Available programs for screening, nutrition, family planning, disease control, home visits and outreach  

60. Regulation and enforcement of sanitation and health inspections 

61. Health violations  

Psychosocial Data Sets 

62. Crime rates 

63. Incarceration rates 

64. Percent of households reporting poor police regulation in the neighborhood 

Behavioral Data Sets 



65. Smoking and cessation rates 

66. Physical activity levels 

67. Public and private recreational facilities 

68. Food intake history 

69. Percent of household reporting unsatisfactory shopping in their area 

70. Regulation of subcontracting to food vendors in schools 

(Center for Disease Control and Prevention Data Set for Social Determinants of Health at the Local Level) 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix F 

Cultural and Linguistic Appropriate Services (CLAS) Standards: 

Standard 1: 
Health care organizations should ensure that patients/consumers receive from all staff member's effective, 
understandable, and respectful care that is provided in a manner compatible with their cultural health beliefs and 
practices and preferred language.  

Standard 2: 
Health care organizations should implement strategies to recruit, retain, and promote at all levels of the organization 
a diverse staff and leadership that are representative of the demographic characteristics of the service area.  

Standard 3: 
Health care organizations should ensure that staff at all levels and across all disciplines receive ongoing education 
and training in culturally and linguistically appropriate service delivery.  

Standard 4: 
Health care organizations must offer and provide language assistance services, including bilingual staff and 
interpreter services, at no cost to each patient/consumer with limited English proficiency at all points of contact, in a 
timely manner during all hours of operation.  

Standard 5: 
Health care organizations must provide to patients/consumers in their preferred language both verbal offers and 
written notices informing them of their right to receive language assistance services.  

Standard 6: 
Health care organizations must assure the competence of language assistance provided to limited English proficient 
patients/consumers by interpreters and bilingual staff. Family and friends should not be used to provide interpretation 
services (except on request by the patient/consumer).  

Standard 7:  
Health care organizations must make available easily understood patient-related materials and post signage in the 
languages of the commonly encountered groups and/or groups represented in the service area.  

Standard 8: 
Health care organizations should develop, implement, and promote a written strategic plan that outlines clear goals, 
policies, operational plans, and management accountability/oversight mechanisms to provide culturally and 
linguistically appropriate services.  

Standard 9: 
Health care organizations should conduct initial and ongoing organizational self-assessments of CLAS-related 
activities and are encouraged to integrate cultural and linguistic competence-related measures into their internal 
audits, performance improvement programs, patient satisfaction assessments, and outcomes-based evaluations.  

Standard 10: 
Health care organizations should ensure that data on the individual patient's/consumer's race, ethnicity, and spoken 
and written language are collected in health records, integrated into the organization's management information 
systems, and periodically updated.  



Standard 11: 
Health care organizations should maintain a current demographic, cultural, and epidemiological profile of the 
community as well as a needs assessment to accurately plan for and implement services that respond to the cultural 
and linguistic characteristics of the service area.  

Standard 12: 
Health care organizations should develop participatory, collaborative partnerships with communities and utilize a 
variety of formal and informal mechanisms to facilitate community and patient/consumer involvement in designing 
and implementing CLAS-related activities.  

Standard 13: 
Health care organizations should ensure that conflict and grievance resolution processes are culturally and 
linguistically sensitive and capable of identifying, preventing, and resolving cross-cultural conflicts or complaints by 
patients/consumers.  

Standard 14: 
Health care organizations are encouraged to regularly make available to the public information about their progress 
and successful innovations in implementing the CLAS standards and to provide public notice in their communities 
about the availability of this information.  

Source: (Office of Minority Health, 2012) 

 

 

 

 

 

 

 

 

 

 

 

 

 



Appendix G 

Limitations: 

Limitations of this qualitative study are extensive when it comes to truly addressing health disparities and providing a 

road map for decreasing them in many diverse communities; however, this does not mean that the information 

gathered cannot be utilized in an effective manner.  Due to the wide breadth of information on healthcare programs 

and research on disparities, it was difficult to strategically benchmark all of the appropriate existing research and 

frameworks, although several of them were very helpful.  According to The Qualitative Researchers Companion, 

despite the many limitations, qualitative research provides for the revelation of interrelated complexities and personal 

perceptions that can be compiled to offer genuine and holistic solutions based on subjective answers from 

respondents. Researcher induced bias is always a limitation as well as the validity and reliability of any findings from 

such a subjective process (Huberman, 2002). For this study, 55 respondents are not truly enough to clearly identify 

the general consensus of an entire community, although the respondents seemed to have great understanding of the 

issues and pulse of their constituencies. The respondents were not chosen randomly and were not given incentives 

for participation. This study was limited by the “time” available to interview leaders, and as a result, the data may lack 

vital input that would have otherwise been gained from the respondents.  Initial reluctance from respondents to 

commit to involvement based on the “moving target” the initiative is designed to address; general distrust of 

respondents toward any research conducted; and the feasibility of the use of the results is unknown because it will be 

based on the cooperation of all interested parties.  The analysis of the findings and recommendations were based on 

the assumption that community partners will collaborate around the findings in this study and will do so in a way that 

uses unifying themes, but uses the themes in a way that address the prevalent issues with solutions.  This analysis 

was also based on the assumption that there are currently enough resources available in the community to be 

leveraged in a way that would make the recommendations feasible in the near or present future.  

(Bibliography Available upon Request) 
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