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The health care quality chasm is better described as a gulf for certain
segments of the population, such as racial and ethnic minority groups,
given the gap between actual care received and ideal or best care quality.

The landmark Institute of Medicine report Crossing the Quality Chasm:

A New Health System for the 21st Century challenges all health care
organizations to pursue Six major aims of health care improvement: safety,
timeliness, effectiveness, efficiency, equity, and patient-centeredness.
“Equity” aims to ensure that quality care is available to all and that the
quality of care provided does not differ by race, ethnicity, or other personal
characteristics unrelated to a patient’s reason for seeking care. Baylor
Health Care System is in the unique position of being able to examine
the current state of equity in a typical health care delivery system and to
lead the way in health equity research. Its organizational vision, “culture
of quality,” and involved leadership bode well for achieving equitable best
care. However, inequities in access, use, and outcomes of health care
must be scrutinized; the moral, ethical, and economic issues they raise
and the critical injustice they create must be remedied if this goal is to
be achieved. Eliminating any observed inequities in health care must be
synergistically integrated with quality improvement. Quality performance
indicators currently collected and evaluated indicate that Baylor Health
Care System often performs better than the national average. However,
there are significant variations in care by age, gender, race/ethnicity,
and socioeconomic status that indicate the many remaining challenges
in achieving “best care” for all.

here is a significant gap between the quality of care the
US health care system is capable of achieving and the
quality of care it currently delivers. Rather than being
the consequence of individual providers actions or inad-
equacies, gaps in the quality of care are largely due to the failure
of health care organizations to incorporate known improvement
measures into the process of care. The 2001 Institute of Medi-
cine (IOM) report Crossing the Quality Chasm: A New Health
System for the 21st Century (1) asserts that the health care safety
and quality problems exist because of limited infrastructure and
outmoded care systems, which result in a cycle of suboptimal
care being repeated throughout the many levels of care.
Crossing the Quality Chasm also issued a challenge for health
care system improvement in recommending that all health care
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organizations, as well as professional groups and purchasers of
health care, pursue six major aims of health care:

o Safety: avoid injuries to patients from care that is intended
to help them.

o Timeliness: reduce waits and sometimes harmful delays for
both those who receive care and those who give care.

o Effectiveness: provide services based on scientific knowledge
to all who could benefit and refrain from providing services
to those not likely to benefit (avoid underuse and overuse,
respectively).

o Efficiency: avoid waste, including waste of equipment, sup-
plies, ideas, and energy.

o Equity: provide care that does not vary in quality because of
personal characteristics such as gender, ethnicity, geographic
location, and socioeconomic status (SES).

o latient-centeredness: provide care that is respectful of and re-
sponsive to individual patient preferences, needs, and values,
ensuring that patient values guide all clinical decisions (1).
Substantial improvements are achievable in all six dimen-

sions of health care quality. The aim of equity is to ensure quality
care benefits for all, based on individual need, and to ensure that
quality of care does not differ because of race, ethnicity, or other
personal characteristics unrelated to the patient’s condition or
reason for seeking care.

Baylor Health Care System (BHCS) has trademarked these
six aims with the acronym STEEEP as a means of communicat-
ing both the dimensions and the magnitude of the challenge in
the health care quality improvement journey (2). While achiev-
ing improvement in each of these six dimensions has not been
officially prioritized, it is evident from the literature that achiev-
ing equitable care typically receives less attention in the quality
arena. The reasons for this are likely manifold: providers may not
be aware of the health disparities that exist within their patient
populations, or may not have the data collection processes in
place to examine them, or may assume that by addressing the
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other five dimensions of quality, equitable care will naturally
follow. BHCS is in the unique position of being able to examine
the current state of equity in a typical health care delivery system
and to lead the way in health equity research.

BHCS is a not-for-profit integrated health care delivery
system in Dallas—Fort Worth, Texas, including 14 owned or
leased hospitals; >60 primary care, specialty care, and senior
health centers; >400 physicians employed in the HealthTexas
Provider Network (HTPN); and >3000 affiliated physicians.
HTPN has approximately 850,000 annual ambulatory visits,
and hospital admissions and emergency department visits to-
taled approximately 96,000 and 247,000, respectively, in 2004.
BHCS does not own or operate a health plan nor participate
in capitated care. It therefore represents a very different health
care environment from staff-model health plans like Kaiser
Permanente, private and public managed care organizations,
and health plans that have a longer history of formalized quality
improvement and health equity initiatives.

BHCS’S VISION OF “BEST CARE” EMBRACES EQUITY

BHCS has a long-standing commitment to quality in gen-
eral and equity in particular. The first hospital in the system was
founded in 1903 by Dr. George W. Truett, pastor of the First
Baptist Church of Dallas, as “a great humanitarian hospital,
one to which people of all creeds and those of none may come
with equal confidence.” Today, BHCS outlines its commitment
to quality in its five core values: quality, meeting the needs and
striving to exceed the expectations of those we serve through
continuous improvement; integrity, maintaining an ethical and
respectful manner; servanthood, serving with an attitude of
unselfish concern; innovation, consistently exploring, studying,
and researching new concepts and opportunities; and steward-
ship, managing resources in a responsible manner. Its com-
mitment to quality is also evident in its organizational vision,
“to be trusted as the best place to give and receive safe, quality,
compassionate health care,” and in its mission, “Founded as a
Christian ministry of healing, Baylor Health Care System exists
to serve all people through exemplary health care, education,
research, and community service.” BHCS’s business objectives
are to deliver safe, quality, patient-centered care, supported by
education and research; to be a leader in serving our commu-
nities; to be responsible financial stewards; and to be the best
place to work and care for patients.

In addition to the “culture of quality” evident in the values,
mission, and business objectives, BHCS has a formalized qual-
ity improvement system in place. The history of the develop-
ment of this system has been detailed previously (2). Central
to quality improvement at BHCS is the Best Care Committee.
Established in 2001, the committee is a dedicated entity focus-
ing on systemwide implementation of health care improvement
initiatives, responsible for developing project concepts, designs,
and budgets; coordinating the implementation of quality im-
provement projects throughout BHCS; and reporting results
to accountable leaders. The primary vehicle for measuring,
reporting, and tracking quality of care is the monthly Best
Care Report produced by the Best Care Committee. A total
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of 60 clinical indicators focused on measures of health care
underuse, overuse, and misuse are tracked through the Best
Care Report, under the six STEEEP dimensions. Safety mea-
sures are based on the adverse event reporting system housed
in MIDAS (a certified Joint Commission for the Accreditation
of Healthcare Organizations [JCAHO] core measures vendor)
and used in all BHCS hospitals. Timeliness measures look at the
delivery of time-sensitive therapies—such as surgical infection
prophylaxis and the first dose of antibiotics for pneumonia.
Effectiveness measures include the JCAHO core measure for
in-hospital quality (collected in MIDAS at all BHCS hospitals)
and delivery of 11 clinical preventive services for ambulatory
care practices (based on semiannual chart review). Efficiency
measures assess the median time to delivery of time-sensitive
therapies, and patient-centered measures are a subset of the
questions included on the patient satisfaction survey question-
naires given to BHCS inpatients, outpatients, and primary care
HTPN patients. Equity, rather than being examined through
dedicated indicators, is reported in the Best Care Report by
stratifying safety, timeliness, efficiency, effectiveness, and patient-
centeredness performance indicators by age (<65 vs 265 years),
gender, race (Black [used interchangeably with African Ameri-
can here], White, Hispanic, other), payer type (insured vs unin-
sured), and SES (based on the Claritas ZQ score (3) calculated
based on the patient’s ZIP code) for inpatient JCAHO core
measure indicators and by age, gender, and SES for HTPN

clinical preventive services indicators.

IMPLICATIONS OF EQUITY FOR BHCS OPERATIONS

Arguably, a health care system cannot claim to provide “best
care’—or hope to achieve it—if subgroups of the population are
receiving suboptimal care or care that does not meet the health
care system’s promulgated standards. For any organization to
pride itself on providing “best care,” inequities in access, use,
and outcomes of health care must be scrutinized and the criti-
cal injustice they create remedied. The cumulative evidence of
racial/ethnic differences nationally is overwhelming, and the
persistent disparities gap raises questions about equity and fair-
ness in health care delivery.

Inequities in health care raise moral, ethical, economic
and, perhaps, legal issues for health care system operations. In
a constantly changing health care environment, inequities in
health care pose moral and ethical issues for providers who are
sworn and obligated to provide the best care possible but who
also struggle with time constraints, coordination of care, and
a limited clinical support system, oftentimes resulting in care
outcomes that are less than personally desirable and satisfying.
Bias and discrimination claims and violations of civil rights
and patient protection regulations could have enormous legal
ramifications.

Persistent health care inequities also raise concerns regard-
ing the overall quality of health care and may have significant
implications for overall health care expenditures. Greater equity
and accountability of the health care system is important to
a growing constituency of payers, providers, and individual
consumers. Businesses, who sponsor and pay for employees’
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health insurance, are becoming increasingly concerned about
the quality of care their employees receive given the rising health
expenditures and the negative impact poor-quality care has on
workers’ productivity, attendance, and health care costs.

Although they have lower health care expenditures and re-
ceive fewer health care resources, particularly for high-end pro-
cedures such as catheterization, African Americans, Hispanics,
and Native Americans have a higher burden of chronic disease,
disease complications, and disabilities. Racial and ethnic minori-
ties, persons of low SES, and other vulnerable groups also enter
the health care system at more advanced stages of disease and
with higher uncontrolled rates of treatable chronic conditions,
such as hypertension (4) and diabetes (5). Furthermore, racial
and ethnic minorities have greater rates of rehospitalization for
very costly conditions, such as congestive heart failure (CHF)
(6, 7), and are more likely to be hospitalized for preventable
conditions (8). African Americans have nearly twice the rate
of premature births as Whites (9) and thus a greater need for
neonatal intensive care. All the above examples relate to health
care system resource allocations and suggest opportunities
for reducing unnecessary expenditures. Furthermore, better
glycemic control, prevention of CHF rehospitalization due to
uncontrolled hypertension, and higher rates of full-term births
lead to enormous medical cost savings.

In addition to affecting resource allocation, reducing un-
necessary expenditures, and potentially leading to medical care
cost savings, equity impacts patient satisfaction, which speaks to
the bottom line of health care. As in any business, satisfaction in
health care is a factor of perceived quality, competency of pro-
viders, and personal respect and treatment received during visits.
High patient satisfaction is related to return visits, compliance
with medical treatment, adherence to mutually agreed goals of
self-management, and, possibly, reduced hospital readmissions.
It is also intuitive that poor public perception of a health care
system is associated with poor community visibility and com-
munity relations, and it severely limits marketability of services
and the ability to expand to select community markets.

To the extent that inequities in the health care system—es-
pecially those relating to the underuse of recommended and
needed services—result in use of more costly services at a later
stage of illness, poorer outcomes, and lost productivity, there
are health and social costs beyond the individual or specific
population group. The greater societal “added” value in elimi-
nating health care inequities is consistent with BHCS’s vision
of compassionate and equitable best care. Perhaps equally im-
portant, proactive efforts to address inequities in health care
identify opportunities for appropriate interventions to improve
overall care quality.

THE GOALS OF HEALTH EQUITY

The many dimensions of inequities in health care include
race, ethnicity, age, gender, social class, culture, and ability to
pay. The persistent and unacceptable gap in health care access,
use, and outcomes by race and ethnicity raises many questions
about equity, fairness, and social justice given the history of
discrimination in this country and society’s struggle to rid itself
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of vestiges of legal and de facto segregation. The racial/ethnic
gap in care quality is also a challenge and an affront to our
abilities to achieve “best care.” BHCS has several goals related
to equity:
o To increase awareness of the importance of equity in clinical
operations, provider practices, and in achieving best care
e To create a cultural transformation in which equity is an
essential element of clinical transformation
e To integrate the concept of equity throughout health care
operations and all other STEEEP dimensions of quality
improvement and health care practices
e To eliminate health care inequities
BHCS’s current efforts and commitment to improve care
quality and achieve best practices bode well for the organization
to become a national leader in achieving equitable best care.

THE NEED FOR A COMPREHENSIVE STRATEGY
FOR EQUITABLE BEST CARE

Views vary considerably on specific strategies to eliminate
inequities in health care. However, a general consensus is emerg-
ing that a comprehensive, multidimensional strategy is needed to
address this problem. Furthermore, it is becoming evident that
local health care system problems need local health care system
solutions. BHCS has a distinctive history and differs from other
health care systems in its organizational structures, policies, and
operations. These characteristics present unique opportunities
to identify any inequities in health care, better understand the
complex nature and causes of inequities within BHCS, and
use appropriate BHCS data to design and implement activities
aimed at ensuring equitable delivery of health care services. Nev-
ertheless, the growing body of research and quality improvement
initiatives as well as the unique characteristics of BHCS and its
current efforts suggest a comprehensive strategy in advancing
the equity dimension of STEEEP (7able 1).

If efforts elsewhere are any indication, confronting racial
and ethnic inequities at BHCS may be politically challenging.
The contentious history of race relations, continuing significant
controversy over whether racial/ethnic inequities exist within
the system of care, and, to date, the lack of a clear, articulated
strategy for eliminating them present challenges. However,
these challenges are not insurmountable. With strong leader-
ship, willingness to engage key stakeholders, and the continued
involvement of clinical leaders and staff in the process of trans-
formation, health care equity can be improved.

The senior leaders at BHCS have demonstrated their com-
mitment to and direct participation in quality improvement
initiatives. For example, the HTPN quality initiative that im-
proved delivery of adult clinical preventive services to eligible
patients from 37% in 1999 to 92% in 2005 was largely driven
by Carl Couch, MD, MMM, chairman of the HTPN board,
and David Winter, MD, MSc, chairman of the HTPN Quality
Committee. Similarly, Bill Aston, chairman of the Baylor Uni-
versity Medical Center board, participated in a project to reduce
time to first antibiotics for patients admitted with community-
acquired pneumonia, and David Ballard, MD, PhD, senior vice
president and chief quality officer for BHCS, participated in

Improving quality and reducing inequities: a challenge in achieving best care 105



Table 1. A comprehensive strategy for equitable care in the
Baylor Health Care System

o Increase awareness among providers and decision makers of the
importance of equity in “achieving best care”

o Ensure equitable access to preventive and curative health care services

o Reduce uncertainty in clinical decisions through real-time patient medical
record and clinical laboratory information, evidence-based guidelines, and
recommended standards of best care

o Improve efficiency and coordination of all aspects of primary care,
ambulatory care, specialty care, and hospital care

o Eliminate variations in health care that may be due to unconscious and
conscious cost considerations, reimbursements, and patient insurance
coverage or perceived ability to pay

o Increase the knowledge base to better understand the nature and causes of
health care inequities and appropriate interventions to eliminate them

o (reate a culturally competent health care system capable of delivering the
highest-quality and safest care available to every patient regardless of race,
ethnicity, social class, culture, ability to pay, or language proficiency

o Ensure health system accountability in equitable care quality by tracking,
monitoring, and reporting equity quality measures

e Integrate the elimination of inequities with quality improvement

a project to reduce readmissions for heart failure as part of the
Intermountain Healthcare Mini—Advanced Training Program
in Health Care Delivery Improvement. BHCS modeled the
Accelerating Best Care at Baylor (ABC Baylor) program after
the Intermountain Healthcare program, educating physicians
and nursing and administrative leaders on the tools and tech-
niques of quality improvement. Senior leaders are involved in
the ABC Baylor program in many ways—including serving on
the steering committee and designing and teaching the classes.
Joel Allison, BHCS president and chief executive officer, not
only addresses each ABC Baylor class at the opening session but
was one of the first graduates of the program. Extending this
model of direct participation and involvement of senior leaders
to equity initiatives will be instrumental to their success. The
existence of the model is an aspect of BHCS that uniquely suits
it to tackling the challenge of achieving health care equity.

Increasing awareness

The general public has a marginal awareness of the nature of
racial/ethnic disparities and equity issues. Health care providers
likewise have misperceptions of the nature of racial and ethnic
inequities. In a recent national survey, two thirds (67%) of
Whites indicated they believe that African Americans get the
same quality of care as Whites, and over half (59%) of Whites
indicated they believe Hispanics get the same quality of care as
they do (10). In contrast, 64% of African Americans and 56%
of Hispanics in this survey believed they received lower quality
of care than Whites.

When physicians were asked about the unfair treatment of
patients, less than a third of physicians (29%) indicated they
believe the health care system “very often or somewhat often”
treats people unfairly based on their racial/ethnic background.
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Most often, physicians believed that insurance, education, and
patient preferences were the reason for health care inequities.
If misperceptions about the existence and nature of inequities
are common, it is not only difficult to change practice behavior
and institutional policies but also difficult to allocate resources
to address the problem.

Collecting race/ethnicity data to identify inequities
and plan interventions

Collecting accurate race/ethnicity data is a prerequisite for
a comprehensive strategy to address inequities in health care.
Not unlike BHCS, managed care plans, integrated health care
systems, and hospitals around the country are taking this first
step to identify inequities and are using race/ethnicity data as
the foundation for clinical interventions to improve the quality
of health care for racial and ethnic populations.

Managed care plans, particularly Medicare and Medicaid
plans, have taken the lead in addressing health care inequities,
often through federally funded collaborations. State Medicaid
programs are required by the Centers for Medicare and Med-
icaid Services to provide data on enrollees’ race/ethnicity and
primary language to managed care plans, allowing plans to iden-
tify inequities in care quality and develop programs in culturally
competent and linguistic services. Medicare managed care plans
are under similar requirements to conduct at least one quality
improvement project in the areas of culturally competent and
linguistic services or “disparities” (11). Commercial, Medicare,
and Medicaid managed care plans have conducted externally
funded demonstration projects to collect data on race/ethnicity
directly or use geocoding and surnames to prepare Health Plan
Employer Data and Information Set (HEDIS) reports stratified
by race/ethnicity.

Aectna, a major private insurer, is considered an industry
leader in its effort to reduce or eliminate racial/ethnic disparities.
Its chair and chief executive officer authorized the collection of
race and ethnicity data in 2001. Data collection started with its
health maintenance organization product in 13 states and the
District of Columbia; in 2 years, it had expanded to 47 states
and multiple product lines. Data collection is the cornerstone
of Aetna’s quality of care initiative and is being used to target
members who are likely to benefit from its special programs and
services (12). Aetna is also collecting data on race, ethnicity, and
languages spoken by network physicians.

Since 2004, several of the largest health insurance plans
and organizations (including Aetna, CIGNA, HealthPartners,
Kaiser Permanente, and UnitedHealth Group) have partnered
with the Agency for Healthcare Research and Quality (AHRQ)
in the National Health Plan Learning Collaborative to Reduce
Disparities and Improve Quality to test ways to improve the
collection and analysis of race and ethnicity data, to match these
data to HEDIS quality measures, and to develop replicable
quality improvement interventions to close gaps in care that are
identified in this process (13).

The Health Research and Educational Trust, an affiliate of
the American Hospital Association, has developed a toolkit for
collecting race, ethnicity, and primary language data in hospitals
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(14). Initially funded by the Commonwealth Fund, a consor-
tium of six leading hospitals and health systems (Henry Ford
Health Systems, Kaiser Permanente, Massachusetts General
Hospital, Northwestern Memorial Hospital, Parkland Memo-
rial Hospital, and the University of Pittsburgh Medical Center
Health System) participated in developing this toolkit. The
toolkit will guide quality improvement activities internally as
well as promote similar efforts by other hospitals and health
systems to assess quality and identify disparities in clinical
diagnosis, treatment, and outcomes.

Using race/ethnicity data to target interventions

Commercial and Medicaid managed care organizations have
been active in developing programs to reflect the cultural and
ethnic needs of members. The programs emphasize preventive
care, community and member health education, case manage-
ment and disease management tracking, and the use of sophis-
ticated technology to analyze and coordinate services.

Medicare, Medicaid, and commercial managed care plans
have been funded by the Health Resources and Services Ad-
ministration (HRSA) to analyze HEDIS and the Consumer
Assessment of Health Plans Survey data and subsequently con-
duct quality improvement demonstration projects to reduce
or eliminate inequities. Some progress toward these goals was
noted in a relatively short 1-year period (11).

Health Disparity Collaboratives, established by HRSA’s
Bureau of Primary Health Care among regional networks
of community health centers to improve quality of care for
traditionally underserved populations, are being evaluated to
determine their impact on chronic conditions such as diabetes,
hypertension, asthma, and depression. The critical components
of these collaboratives are support for patient self~-management,
support for collaborative decision making, clinical information
system upgrades, delivery system redesign, health care system
reorganization to include senior partnerships and clinical
champions on teams, and the development of community
partnerships. Quality improvement projects require that the
teams plan, implement, review, and then integrate change into
health care systems (i.e., the rapid-cycle change model of plan,
do, study, and act).

Integrating efforts to improve quality and reduce inequities
Reducing inequities in health care must be synergistically
integrated with quality improvement. General efforts at the
national, regional, or local level that bring attention to racial/
ethnic inequities in health care are not expected to eliminate
the inequity gap. As in the case of high-cost surgical procedures
among elderly Medicare beneficiaries, no evidence was found
that Black-White differences in the receipt of coronary artery
bypass grafting, carotid endarterectomy, hip and knee replace-
ments, and five other surgical procedures changed in the 10-year
period examined (15). On the other hand, the Black-White gap
narrowed significantly in seven of nine clinical performance
measures, and clinical performance improved in all measures,
for elderly Medicare beneficiaries in managed care plans in a
7-year period as a result of local plans collecting race/ethnicity
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data and having to publicly report quality-of-care measures for
breast cancer screening, diabetes care, and cardiovascular care
(16).

In a Medicare-funded quality improvement initiative on
the adequacy of hemodialysis, implemented by local dialysis
centers and clinicians, a twofold improvement for all patients
was observed and was accompanied by a significant reduction
in the Black-White gap (from a 10% difference in 1993 to
a 3% difference in 2000) and a significant reduction in the
male-female gap (23% to 9% in the same time period) (17).
The 8-year multimodal intervention included numerical report-
ing of quality, regular feedback of results to dialysis sites, and
workshops and direct supervision for poorly performing sites.
This is the first study to demonstrate concurrent longitudinal
improvement in quality and racial inequities (18).

Improving access to health care

Persons having a usual source of care are more likely to ob-
tain preventive, primary, and specialty care services. Certainly,
insurance coverage must be part of a comprehensive strategy
to reduce inequities in health care (10). Insurance is the single
largest contributor to Hispanic-White differences (23%-33%)
and African American—White differences (24%—-42%) in hav-
ing a usual source of care (19). Asian Americans, Hispanics,
Native Americans, and African Americans make up 52% of
the uninsured in the USA. Beyond insurance, other financial
constraints, limited availability of providers in some locales,
long waits for appointments, and limited culturally appropriate
services result in vulnerable groups in rural and urban settings
having a reduced level of care.

Public hospitals, community providers, and private and
public managed care organizations have taken on the challenges
of reducing barriers to care. Several hospitals are meeting their
goals of timely appointments for any outpatient (within 3 days
of initial call) and streamlining visits and waiting times such
that a patient can complete the visit in 45 minutes or less (20).
Reducing language barriers and hiring patient navigators to
assist patients within the health care system hold promise.

Developing alliances with local community and faith-based
organizations and local health departments is increasingly rec-
ognized as an essential element in improving access to care.
Partnerships between community organizations and local
health departments, for example, have led to the elimination
of significant disparities in breast cancer and cervical cancer
screening rates between Whites and African Americans and a
substantial reduction in disparities in breast cancer screening
rates between Whites and Hispanics. Health care organizations
often have informal and formal relationships with local com-
munity groups through participation in community screenings,
health fairs, health awareness campaigns, speakers bureaus, and
community forums. As health care facilities around the country
become actively engaged with the community, they develop into
pivotal resources—improving access to care, enhancing ongoing
community-based activities, and addressing other aspects of
health care inequities. Financial incentives or payment struc-
tures for providers to reduce barriers and increase access to care
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for minority patients is a practical element of a comprehensive
strategy for equitable care (21).

Developing broader approaches to reduce
or eliminate inequities

Private health care systems are also entering the arena
for reducing/eliminating health disparities. For example, the
Henry Ford Health System has established an Institute on Mul-
ticultural Health (formerly known as the Center for Medical
Treatment Effectiveness Programs in Diverse Populations) to
improve health-related treatment outcomes and quality of life
for racial and ethnic populations within the Henry Ford Health
System and the wider community. The institute undertakes
both research and practical initiatives, facilitating the delivery
of quality care, providing community-based services and techni-
cal assistance to increase health awareness, increasing providers’
understanding of culturally appropriate care, and identifying
strategies to further establish and implement culturally appro-
priate care to improve outcomes and patient satisfaction (22).
Current projects include the African American Initiative for
Male Health Improvement (AIMHI) Network Chronic Disease
Project, which includes health screening, education, referral and
follow-up, nutrition counseling, fitness assessments and train-
ing, and ongoing support groups for persons with diabetes and
cardiovascular diseases, and the Racial and Ethnic Approaches
to Community Health (REACH) Partnership, which is de-
signed to reduce disparities in diabetes and its complications
in the African American and Hispanic communities using four
interventions: community, the family, social support systems,
and the health care system (22). The AIMHI project is funded
by the Department of Health and Human Services, Office of
Minority Health, and the REACH partnership is funded by the
Centers for Disease Control and Prevention.

Adventist HealthCare, based in Rockville, Maryland, is in
the process of establishing a Center for Health Disparities as part
of the expanded vision for Washington Adventist Hospital. The
community-based center will focus on improving access to care
for underserved populations, combining clinical care, research,
and health careers training (23).

In the managed care arena, Kaiser Permanente is a leader
in the field of health equity initiatives. It has several active pro-
grams aimed at reducing health disparities:

e The Kaiser Permanente Community Health Fund, es-
tablished in 2004 at the Northwest Health Foundation,
which aims to improve access to health care for vulnerable
and uninsured populations, reduce health disparities, and
promote intercultural health in the Northwest (24).

e 'The Institute for Culturally Competent Care, which provides
training, develops tools, and supports large-scale initiatives
aimed at eliminating health care disparities and inequities.
The institute further supports Centers of Excellence that
develop innovative models of care for Kaiser Permanente’s
diverse membership. The first six such centers targeted
the African American population, Armenian population,
Hispanic population, members with disabilities, linguistic
services, and women’s health (25).
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o Health disparities research projects, including

— African Americans and breast cancer: what works?

— Cancer screening, managed care, and the underserved

— Cross-cultural communication in colorectal cancer screen-

ing

— Educational disparities in diabetes complications

— Ethnic disparities in childhood stroke

— Ethnic disparities in perinatal outcomes

— Patient-clinician factors influencing racial/ethnic variation

in the treatment of coronary disease: the REMOVE CHD
study

— Differences in alcohol and drug treatment outcomes for

various cultural groups (26)

As shown, health care organizations around the country are
in the early stages of addressing inequities in health care. The
larger effort to reduce or eliminate racial/ethnic inequities is led
by the federal government primarily through its Medicare and
Medicaid programs. These federal agency—led quality initiatives
and funded collaborations are beginning to demonstrate, in a
few examples from the national aggregate of data, a reduction
in racial/ethnic inequities in the provision of health care, as
indicated by selected quality performance measures.

However, health care is delivered locally, and system-level
initiatives for local health care systems are necessary to better un-
derstand the contextual nature of inequities and to implement
local solutions to suboptimal quality throughout the integrated
system of local practice settings. A focused, comprehensive,
and system-level quality improvement strategy at BHCS can
demonstrate that equitable best care is achievable.

EQUITY RESEARCH AT BHCS
The “problem”

The problems to be addressed by equity research at BHCS
are inherent in the “quality chasm.” We begin the research
inquiry with the premise that health care quality is less than
is achievable, desirable, expected, and, often, needed for all.
Nationally, adult Americans may receive only about 55% of
the recommended medical care for most major illness (27).
For BHCS, quality performance indicators currently collected
and evaluated indicate that the health care organization often
petforms better than the national average. For acute myocardial
infarction (AMI) care, for example, BHCS hospitals continue
to improve on benchmark measures, often exceeding the
national average in five key quality care indicators (2). How-
ever, there are significant opportunities at BHCS for quality
improvement.

The health care gap indicates that the quality chasm is far
more severe for certain segments of the patient population who
suffer from a relatively higher burden of disease, disease com-
plications, disabilities, and premature deaths. Equity research
recognizes that overall quality of care is less than optimal for all
and focuses on the gap in health care access, use, and outcomes
between racial/ethnic minorities and Whites. Regarding op-
portunities for improvement and racial/ethnic inequities, only
52% of African Americans and Whites and a relatively lower
proportion of Hispanics (44%) meet the benchmark measure of

Volume 19, Number 2



percutaneous transluminal coronary angioplasty (PTCA) within
90 minutes of hospital arrival following an AMI, an opportunity
for improvement for all and particularly for Hispanics (28).

A second premise that guides equity research is that system-
level quality improvement, ongoing at BHCS, can yield desirable
results and concurrently reduce racial/ethnic inequities in health
care. For example, as a result of quality improvement efforts
at BHCS, comparable rates for beta-blocker administration
within 24 hours of hospital admission for AMI are observed
for all racial/ethnic groups (94%-97%) (27). Smoking ces-
sation counseling following an AMI is 98% to 100% for all
racial/ethnic groups (28). For preventive services related to and
impacting high-burden conditions for racial/ethnic minorities
(hypertension-related conditions, cervical cancer incidence and
mortality, and breast cancer mortality), BHCS has exceeded
agreed-upon benchmarks.

A focus on racial/ethnic inequities does not exclude attention
to other personal characteristics that are known to determine ac-
cess, use, and outcomes of health care. Extensive research shows
that inequities related to race, ethnicity, and SES pervade the
health care system across all dimensions of quality, including
patient safety, effectiveness, timeliness, and patient-centeredness
(29). Within many subpopulations, including women, the el-
derly, inner-city residents, and residents of socially disadvantaged
areas of limited social, civic, and health resources, significant in-
equities are observed in all aspects of health care. Equity research
is intentionally interdisciplinary and seeks to better understand
the interrelatedness of determinants of inequities within its scope
of working to improve health care quality and equity.

The goal of equity research at BHCS is to facilitate equity in
best health care delivery and outcomes through evidence-based
research, translation of research into practice, policy assessment,
dissemination of findings, and advocacy. Specifically, equity
research will explore, monitor, understand, and explain racial/
ethnic and other inequities in health care; identify intervention
opportunities; and demonstrate, through research, appropriate
interventions to achieve equity in best health care delivery and
outcomes.

Equity research objectives
Specific objectives for equity research at BHCS are as fol-
lows:

e Plan and conduct interdisciplinary research that explores,
identifies, monitors, and explains inequities in health care
and identifies intervention opportunities and appropriate
interventions for improving equity in best health care access,
utilization, and outcomes

e Integrate equity research throughout all other dimensions
of best care research and quality improvement (Figure 1)

e Develop, implement, and evaluate the effectiveness of health
care interventions that eliminate inequities in health care
and demonstrate equity in best health care processes (i.e.,
access, utilization, and delivery) and outcomes

e Disseminate research findings to health care providers, policy
makers, and consumers to promote equitable best care
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Figure 1. Integrating equity research into “STEEEP” best care research and
practice.

Published research demonstrates that racial and ethnic
inequities in access, use, and outcomes of health care are ir-
refutably consistent in certain areas (e.g., invasive cardiac care),
require careful interpretation in other areas (e.g., cancer treat-
ment), and are muddled in some areas (e.g., mental health)
(30). Furthermore, racial/ethnic inequities are not limited to
low-income, uninsured, or governmentally insured groups but
are also observed among privately insured patients (30, 31). It
must also be noted that racial/ethnic inequities persist when
SES and other important determinants (e.g., age, gender, and
insurance status) are accounted for (30). These findings indi-
cate clearly that SES, insurance coverage, health status, disease
severity, and patient preferences do not adequately explain
racial/ethnic health care inequities. Some interpersonal factors
may offer a partial explanation (e.g., culture, cultural perception,
patient-provider communication, provider bias, and intentional
and unintentional racism). System-level characteristics (care co-
ordination, inefficiencies, lack of evidence-based clinical deci-
sions, and uncertainty in clinical decisions) may prove to offer
the best explanation and opportunities for achieving equity in
health care access, use, and outcomes.

The nature of observed inequities is complicated by the fact
that race and ethnicity are correlated with economic status,
insurance coverage, health-secking behavior, and preexisting
disease burden. Disentangling these correlations to examine
racial/ethnic inequities is more complex than is often recog-
nized. In some cases, e.g., cardiac care, putative factors such as
lack of insurance may widen the inequities gap (30, 32). Oras in
the case of emergency care, for example for long-bone fracture,
a combination of insurance coverage, personal characteristics,
and injury severity may exacerbate inequities in care quality
to a remarkable magnitude (33). Yet racial/ethnic inequities
in access to medical treatment may be reduced or even absent
under more universally accessible health care systems with more
apparent uniformity in care, such as the Department of Defense,
Veterans Health Administration (34-36), or private managed
care organizations.

The theoretical framework of equity research

Three dimensions of health care inequities will frame inter-
disciplinary research development (Figure 2). Research in the
individual/community environment dimension will examine
such factors as sociocultural norms and values, social network
and cohesion, and individual health promotion and care-seeking
behaviors. Community-based participatory research, an impor-
tant dimension of equity research, will appropriately engage
community-based partners and key stakeholders to ensure the
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Figure 2. Theoretical model: dimensions of health care inequities.

community/consumer/patient perspective and the origin of
ideas in identifying determinants of inequities in access, use,
and outcomes of health care.

The patient-provider dimension of equity research will focus
on the nature and content of the health care encounter, patient-
provider communication, and other interpersonal factors (such
as trust, respect, and patient participation in clinical decisions;
ability to navigate the health care system; and health literacy).
Aligned with ongoing care improvement initiatives at BHCS,
interventional research will address or evaluate the capacity of
BHCS to deliver equitable best care (i.e., care coordination,
inefficiencies, timeliness, accuracy of clinical data, and appro-
priateness of clinical decisions). These system-level interventions
will be developed and implemented in the context of known de-
terminants of health care access, utilization, and care outcomes
(e.g., personal characteristics and economic, social, behavioral,
cultural, interpersonal, and clinical factors). Several basic guid-
ing questions will be used: Are there inequities in patient safety,
timeliness of care, efficiency of care delivery, effectiveness of care
provided, and patient-centeredness, particularly patient satisfac-
tion with care received? What are the appropriate actions, based
on the evidence, to reduce or eliminate observed inequities?
Were actions taken effective in achieving equity?

BHCS QUALITY PERFORMANCE INDICATORS TO GUIDE
EQUITY RESEARCH

As an inidal effort to identify opportunities around equity
research within BHCS, exploratory analyses of the HTPN and
BHCS quality indicator data, as well as the BHCS claims-based
acute care mortality data, were conducted. The HTPN and
BHCS data contained visits and discharges from July 2003 to
June 2005. The acute care mortality data contained encounters
from calendar year 2004. The objectives of these analyses were to
estimate the effect of patient characteristics on both the odds of
receiving indicated services in the ambulatory care and inpatient
settings and the odds of dying during an acute care stay. The
quality measures and related eligibility criteria used in the equity
analyses are shown in Zzbles 2 and 3. Clinical preventive services
indicators and definitions were chosen by the HTPN Quality
Committee, based on the second edition of the US Preventive
Services Task Force’s Guide to Clinical Preventive Services (37).

110 Baylor University Medical Center Proceedings

Table 2. Definitions of and patient eligibility criteria
for clinical preventive services indicators tracked by
HealthTexas Provider Network

Clinical preventive service Eligibility

Blood pressure: measured on each visit 1

year retrospective to most recent visit Al patients

Cervical cancer screening: Pap smear 3 years

retrospective to most recent visit Women 18-65 years

Men 35-75 years
Women 45-75 years

Cholesterol screening: 5 years retrospective
to most recent visit

Colorectal cancer screening: barium enema
or flexible sigmoidoscopy 5 years retro-
spective to most recent visit, colonoscopy

10 years retrospective to most recent visit, >50 years
or fecal occult blood testing with 3 results
within 1 year of the most recent visit
Diphtheria-tetanus vaccine: 10 years retro- '
: L All patients
spective to most recent visit
Influenza vaccine: 1 year retrospective to 265 years

most recent visit

Breast cancer screening: mammogram 1 year

retrospective to most recent visit AT S0 e

Osteoporosis screening: ever, over the age of

55 years Women >65 years

Pneumococcus vaccine: ever >65 years

Tobacco use counseling Documented tobacco user

|
|
Table 3. Inpatient quality indicators tracked at Baylor Health Care

System acute care hospitals: the 13 core measures of the Joint
Commission for the Accreditation of Healthcare Organizations

Clinical area Indicator

Aspirin at admission
Aspirin at discharge
Beta-blockers at admission
Beta-blockers at discharge
ACE inhibitors for LVSD
Antibiotics within 4 hours
Oxygenation assessment
Pneumococcal vaccination

Acute myocardial infarction

Community-acquired pneumonia

Assessment of left ventricular function

ACE inhibitors for LVSD

Antibiotic received within 1 hour prior
to surgical incision

Antibiotic selection for surgical patients

Antibiotic discontinued within 24 hours
of surgery end time

Congestive heart failure

Surgical infection prevention

ACE indicates angiotensin-converting enzyme; LVSD, left ventricular systolic dysfunc-
tion.
|
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Inpatient quality measures are the 13 JCAHO core measures in
the clinical areas of AMI, CHE community-acquired pneumo-
nia, and surgical infection prevention. Although it’s not part
of the core measures set, an additional AMI measure—PTCA
within 90 minutes—was included in the analysis, as there was
previous evidence of racial disparity with this indicator. Acute
care mortality was calculated as the proportion of patients with
an acute care encounter who died during the stay. Measure-
specific multivariable models were developed for both the HTPN
clinical preventive services and BHCS in-hospital measurement
sets plus the acute care mortality measure. Descriptive statistics
and adjusted odds ratios were calculated for each measure across
the patient characteristics of interest.

Clinical preventive service indicator models contained a
dichotomized age variable, gender, and median income of the
patient’s ZIP code as a proxy for SES, as these are the only char-
acteristics currently available for these measures. To account for
within-physician clustering, generalized estimating equations
were used to derive adjusted odds ratios related to receiving
an indicated preventive service. Logistic regression was used to
model the BHCS in-hospital quality measures. In addition to
age, gender, and ZIP code median income, the inpatient core
measure logistic models included race/ethnicity and payer type.
To reduce collinearity with payer type—which included Medi-
care as a category—age was treated as continuous. Furthermore,
hospital, specified as a fixed effect, was included as a confounder.
Logistic regression was also used to analyze the BHCS acute
care mortality data. As with the in-hospital quality indicator
models, the mortality model included age (continuous), gender,
race/ethnicity, payer type, and ZIP code median income. Risk
of mortality and hospital were included as confounders. Risk
of mortality was calculated, using 2004 Texas administrative
data, as the state death rate in the patient’s all-patient-refined
diagnosis-related group (APR-DRG, 3M Corp, Minneapolis,
MN) risk of mortality subclass.

Table 4 indicates the variation in clinical preventive services
by age, gender, and SES for HTPN. Of the quality indicators
evaluated, significant variations by age were observed for five:
blood pressure, cholesterol, cervical cancer, breast cancer, and
colorectal cancer screening. Adults older than 65 years were con-
sistently more likely to have had the blood pressure, cholesterol,
and colorectal and breast cancer screenings than adults younger
than 65 years. Women over 50 years had comparable cervical
cancer screening rates to women between the ages of 40 and 50
years and were nearly twice as likely as women under 40 years
of age to be screened for cervical cancer as recommended. Ac-
counting for age and income, the results indicated that women
were less likely than men to have been screened as recommended
for high blood pressure (odds ratio [OR], 0.72; 95% confidence
interval [CI], 0.57—0.91) and colorectal cancer (OR, 0.90; 95%
CI, 0.85-0.95), less likely to have had a diphtheria-tetanus vac-
cine (OR, 0.76; 95% ClI, 0.73-0.80), and marginally less likely
to receive tobacco use counseling. Although not seen for the
other clinical preventive services, women in the lower-income
groups were significantly less likely to have had the recom-
mended breast cancer screening (OR, 0.81; 95% CI, 0.71-0.92)
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and osteoporosis screening (OR, 0.68; 95% CI, 0.58-0.81)
relative to women in the highest-income group.

Variation in JCAHO core measures for in-hospital qual-
ity of care by patient demographic characteristics is shown in
Tables 5 and 6. While the results indicate that the rate of aspi-
rin prescription at discharge for AMI patients was similar for
Blacks and Whites, Hispanics were significantly less likely to
receive aspirin at discharge as a preventive measure (OR, 0.34;
95% CI, 0.16-0.71). In contrast, Blacks were significantly less
likely to receive PTCA within 90 minutes of hospitalization for
AMI compared with Whites (OR, 0.29; 95% CI, 0.12-0.68).
Hispanics were significantly more likely to receive angiotensin-
converting enzyme inhibitors at hospital discharge for CHF
(OR, 10.31; 95% CI, 1.41-75.50). On the other hand, the
results suggested that Whites and Hispanics were less likely than
Blacks to have a left ventricular ejection fraction assessment
when hospitalized for CHE although adjusted odds were not
statistically significant. The results also indicated that Blacks
and Hispanics were less likely to have antibiotics discontinued
within 24 hours of surgery end time and that Hispanics were
less likely to receive appropriate antibiotics for surgical infection
prevention. When accounting for other personal characteristics
(age, race/ethnicity, payer, and income), the results indicated
that women were significantly less likely than men to receive
PTCA within 90 minutes of arrival for AMI (OR, 0.56; 95% ClI,
0.33-0.95). Regarding payer type, Medicare-insured patients
were less likely to receive aspirin and beta-blockers at arrival
for AMI, as were Medicaid patients to receive left ventricular
ejection fraction assessment for CHE No other variations in
hospital quality by payer type were observed. No consistent
variation in hospital care quality was observed for the census
track indicator of patients’ income.

Tables 7 and 8 show results of the acute care mortality analy-
ses. Mortality rates for Blacks and Hispanics were similar to the
rates for Whites. Inpatient mortality rates were significantly
lower for women compared with men. The likelihood of acute
care mortality increased with increasing age and was higher for
Medicare-insured patients and patients with “other” insurance
payers, compared with commercially insured patients. Patient
income was not observed to be related to acute care mortality.

WHERE DO WE GO FROM HERE?

Equity refers to differences that are unnecessary or reducible and
are unfair and unjust. The concept of fairness obviously involves
a moral judgment and is, therefore, intrinsically difficult. As in
the case with health outcomes, similarly the inequities in health
determinants are those that should not exist. Every person should,
in terms of equity, have the opportunity to access those sanitary
and social measures necessary to protect, promote and maintain

or recover health. —S1R GEORGE ALLEYNE (38)

BHCS has some distinctive attributes—its founding phi-
losophy, well-coordinated care, involved senior leadership, long-
term commitment to providing quality health care, system for
reporting quality performance to the board of directors and
senior leaders, programs training physicians as quality leaders,
and public reporting of quality performance data—that both
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Table 4. Delivery of adult clinical preventive services by patient age, sex, and socioeconomic status
by HealthTexas Provider Network physicians, July 2003 to June 2005

Age Sex Median incomet
Age No. eligible Odds ratio* No. eligible Odds ratio* No. eligible Odds ratio*
Indicator (yrs) (% received) (95% CI) Sex (% received) (95% CI) Income (% received) (95% CI)
High 26,495 (99 Ref
Boodpressure | <65 35,135(99)  Reference | M 1866299  Reference n/:g 13 E99; » O?Oe;e;cf .
measurement | >65  12,694(99) 1.41(1.10-1.81) | F 29,167 (99 0.72 (0.57-0.91 ! e
- ©9) ( ) ©9) ( D 4932(99) 1.1 (0.79-1.57)
Cervical <40 7,794 (73) Reference High 11,505 (81) Reference
cancer 4050 BOTOES 16179214 | o o0 Medium 5410 (78) 0.91(0.84-0.98)
screening S50 5665(84) 1.95(1.75-2.17) : Low 1538(80)  0.93 (0.82-1.05)
High 15,698 (89 Ref
Cholesterol | <65  21180(87) Reference 19675(88)  Reforence | o E87; 005 Toegzn_cf o
screenin 565 6863001 159(145-175 | F  14,368(88) 1.00(0.92-1.08 ! e
¢ - o1 ( ) 8) ( M o 2763(89) 1.00(0.88-1.12)
High 12,648 (65 Ref
g;r']‘)crgfta' <65 12535(58)  Reference 0979(64)  Reference M'S 797 E ; 0; - foegzncg "
. 565  12570(69) 1.53(143-164) | F  15126(63) 0.90 (0.85-0.95 ! 0O MO
screening > ©9) ( ) €3 ( ) Low 3341 (65 0.89 (0.81-0.97)
— High 26,336 (72 Referenc
Diphtera <65  34956(69 Reference 1857572 Reforence | L e E 67; 099 0 Vi y
. 565  12525(72) 1.05(098-113) | F  28,906(68) 0.76 (0.73-0.80 ! e
vaccine (72) ( ) €8) ( ' Low 4,883 (70) 0.9 (0.92-1.07)
High 5,489 (71 Ref
, 65-74  6217(68)  Reference 4603(70)  Reference n 489 (71) ererence
Flu vaccine 75 6360(74) 115(1.06-123) | F  7.974(72) 1.01(093-1.09 | |edum - 4.260(71)  1.05(096-1.14)
8 : 10 (1B : ATESTLE ow 2249 (74 1.0 (0.88-1.14)
High 5,851 (64 Ref
Breast cancer <65 7,131 (89) Reference 9 ) 64 eterence
screening 65  4133(66) 1.23(1.12-1.35) | F 11,264 (62) Medium 3447 (9 0.85(0.78-0.92
> ’ o1 : Low 1353(59) 081 (0.71-092)
High 2555 (70 Ref
Osteoporogis | 0574 380967)  ~ Reference | M e 2014 266; 0.86 Toe;zrlcg 99)
screenin >75 2,109 (66)  1.00 (0.90-1.11 F 5,918 (67 ' PO,
g > €6 ( ) ) Low 1,066 (58)  0.68 (0.58-0.81)
High 5,530 (84 Ref
Pneumococcal | 65-74 6,267 (81) Reference M 4,624 (84) Reference I\/:g dium 4280 ESS; 107 ?Oe;nc;a 18)
vaccine 575 6389(88) 1.33(1.22-145) | F  8032(85 1.02(0.94-1.12 ‘ Sl
> 88) ( ) (&) ( | Low 2262 (88) 1.1 (0.98-1.26)
High 26,463 (97 Ref
Tobaccouse | <65  35104(97)  Reference M 18645(96)  Reference M'g a7 E97; - 9?08;87“019 ”
counselin 565  12,682(96) 0.97 (0.82-1.16) | F  29.141(97) 0.89 (0.80-0.99 ! OO
g %6 ( ) on ( )| Low 4,930 (96) 1.10(0.91-1.33)

*0dds ratios were determined from multivariable models, adjusting for age, sex, and income.
fIncome grouping was based on the Texas state ZIP code and income data (low, <$35,324; medium, $35,325-$49,649; high, >$49,649). Patients for whom ZIP code data were

unavailable were excluded from the analysis.
Cl indicates confidence interval.

contribute to the lack of inequities seen above and provide a
unique opportunity to identify and target those areas where
equity is still to be achieved. Significant financial investment
in clinical transformation throughout BHCS, allowing new
technologies to bring real-time patient care data and decision
support to improve patient care, is also a major attribute. Such
tools should aid improvement in areas where inequities are
observed and/or areas where improvement impacts inequities:
coordinating care (i.c., real-time linkage of primary, specialty,
and hospital patient care data), providing evidence-based guide-
lines to facilitate clinical decisions, and reducing uncertainties
and thus variation.

However, the scope of quality measures and thus health care
equity assessment is limited and therefore reflects neither the
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quality of the comprehensive services BHCS offers nor some
critical areas in which inequities are likely to exist. Furthermore,
with the exception of acute care mortality, the quality indicators
are all process of care measures. Outcomes of care (i.e., post-
diagnosis or posthospitalization disease or health status, quality
of life, disabilities, or death) are not included in the assessment
of quality. Nevertheless, process of care quality indicators for
specific clinical areas are evidence-based, and in these areas
benchmark comparisons to BHCS standards and expectations
of health care as well as national standards are made and tracked.
Soon to be developed are BHCS-wide primary care quality
indicators for chronic disease care, which should enhance op-
portunities for identifying and eliminating inequities.
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Table 5. Delivery of Joint Commission for the Accreditation of Healthcare Organizations core measures for in-hospital quality of care
by race/ethnicity, sex, and age for Baylor Health Care System hospitals, July 2003 to June 2005

Race Sex Age (years)
No. eligible 0dds ratio* No. eligible 0dds ratio* Received  Not received Odds ratio*
Condition | Measure Race (% received) (95% ClI) Sex (% received) (95% CI) mean (SE)  mean (SE) (95% CI)
White 420 (93) Reference
ACEI at Black 59 (92) 0.78 (0.28-222) M 370 (93) Reference 64.8(05) 67.7(1.9) 1.00
discharge Hispanic 32 (94 116 (0.26-5.21)| F 185 (91)  0.89(0.45-1.73) o T (0.96-1.03)
Other 44 82) 0.31 (0.13-0.75)
White 1467 (98) Reference
Aspirin at Black 264 (98) 232 (0.71-758) | M 1241 (99) Reference 64.9(03) 709 2.2 1.04
arrival Hispanic 143 (99) 1.43 (0.32-6.34) | F 750 (97)  0.45(0.23-0.89) R R (1.01-1.07)
Other 117 (99) 2.29 (0.30-17.36)
White 1913 (98) Reference
Aspirin at Black 285 (96) 0.62 (0.30-1.31) | M 1612 (97) Reference 63.3(03) 64.1 (1.6) 1.01
discharge Hispanic 150 (93) 0.34 (0.16-0.71) | F 919 (97)  1.00 (0.59-1.70) R o (0.99-1.04)
Other 183 (98) 0.89 (0.31-2.55)
White 1213 (96) Reference
Beta-blockers | Black 218 (96) 1.00 (0.43-2.35 | M 1023 (96) Reference 64.2(03) 702(17) 0.99
at arrival Hispanic ~ 119 (92) 0.50 (0.23-1.07) | F 621 (95  1.12(0.68-1.86) B A 0.97-1.02)
Other 94 (97) 1.15 (0.35-3.84)
White 1783 (96) Reference
Beta-blockers | Black 262 (97) 139 (0.61-3.19) | M 1498 (96) Reference 631 (0.3) 64.3(13) 1.01
atdischarge | Hispanic 141 (94) 0.63 (0.30-1.31) | F 856 (95)  0.78(0.51-1.20) o T (0.99-1.03)
Other 168 (95) 0.67 (0.32-1.38)
White 291 (56) Reference
PTCA within Black 42 (38) 0.29 (0.12-0.68) | M 285 (60) Reference 58.1 (0.7) 60.9 0.9) 0.98
90 minutes Hispanic 25 (60) 0.87 (0.34-223) | F 101 (44)  0.56(0.33-0.95) Y o (0.96-1.01)
Other 28 (71)  2.01 (0.79-5.09)
White 2412 (78) Reference
Antibiotics Black 601 (75 1.04 (0.81-1.34) | M 1538 (78) Reference 67.6 (03 65.1 (0.6) 1.01
within 4 h Hispanic 175 (70) 0.74 (0.52-1.05) | F 1792 (76)  0.87 (0.74-1.03) o o (1.00-1.02)
Other 142 (74) 0.89 (0.60-1.32)
White 2758 (100)
Oxygenation Black 642 (100) M 1721 (100)
assessment Hispanic 205 (100) F 2051 (100) 66.0(03) 57.2(69)
Other 167 (100)
Pneumococcal | White 1658 (82) Reference
vaccine Black 214 (77)  0.81 (0.55-1.20) | M 890 (82) Reference 78.9(0.2) 78.9.0.4) 1.00
screening/ Hispanic 75 (87) 1.07 (0.53-2.16) | F 1143 (81) 0.92(0.73-1.16) o o (0.98-1.01)
administration | Other 86 (84) 1.03 (0.57-1.88)
White 1125 (88) Reference
ACEl at Black 556 (89) 117 (0.78-1.75) | M 1114 (89) Reference 65.9 (0.3) 67.7(1.0) 0.99
discharge Hispanic 79 (99) 10.31(1.41-7550) | F 722 (89) 1.13(0.82-1.56) R o (0.97-1.00)
Other 76 (89 1.09 (0.51-2.37)
White 2881 (94) Reference
LVEF Black 1126 (97) 1.39 (0.90-2.13) | M 2155 (95) Reference 69.0 (0.2 72.8(1.0) 0.99
assessment Hispanic 235 (93) 0.70 (0.41-1.20) | F 2295 (95)  1.19(0.90-1.56) R R (0.98-1.01)
Other 208 (96) 1.31 (0.63-2.73)
Antibiotics White 3384 (65) Reference
discontinued | Black 329 (61) 0.75 (0.58-0.97) | M 1970 (63) Reference 66.0 (0.2 64.6 (0.3 1.00
within 24 h of | Hispanic 156 (54)  0.70 (0.50-0.99) | F 2103 (65) 1.13(0.98-1.29) R R (0.99-1.01)
surgery end Other 204 (63) 0.93 (0.69-1.26)
Anibiotics | g Sggg gg 106Reigr§r;ci 48 M 2103 84  Ref 100
o ac . 71, eference i
‘é”l:trh'grm‘)f Hspanic 171 (81) 078 (052-116)| F 2211 (84) 099(083-1.17) 00202 65605 ;497149
gery Other 213 (81) 0.85 (0.59-1.22)
Appropriate White 3533 (90) Reference
antibiotic Bl_ackl 360 (86) 0.89 (0.63-1.27)| M 2093 (87) Reference 66.0 (0.2) 62.3 (0.6) 1.01
selection Hispanic ~ 170 (82) 0.56 (0.36-0.86) | F 2182 (91)  1.29(1.05-1.57) R o (1.00-1.02)
Other 212 (84)  0.73 (0.49-1.09)

*0dds ratios were determined from multivariable models, adjusting for age (continuous), race, sex, payer type, income, and BHCS facility at which care was provided.

T0dds ratios for age reflect changes in odds with every 10-year increase in age.

*SIP data were only available from July 2004 onward; hysterectomies were excluded from the analysis.

Cl indicates confidence interval; SE, standard error of the mean; AMI, acute myocardial infarction; ACEI, angiotensin-converting enzyme inhibitor; PTCA, percutaneous transluminal
coronary angioplasty; CAP, community-acquired pneumonia; CHF, congestive heart failure; LVEF, left ventricular ejection fraction; SIP, surgical infection prevention.
_________________________________________________________________________________________________________________________________________________________|
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Table 6. Delivery of Joint Commission for the Accreditation of Healthcare Organizations core measures for in-hospital quality of care
to eligible patients by median income and payer type for Baylor Health Care System hospitals, July 2003 to June 2005

Payer Median incomeT
No. eligible 0dds ratio* No. eligible Odds ratio*
Condition | Measure Payer (% received) (95% ClI) Income (% received) (95% ClI)
Commercial 163 (93) Reference .
) . High 155 (95) Reference
ACE at discharge I 298 Q) 091 0.37-222) |y 263 (90) 0.6 (0.27-1.61)
Medicaid 14 (93) 1.40 (0.15-12.81) Low 137 (93) 100 (0.35-2.80)
Other 85 (93) 0.89 (0.30-2.59) ' ' '
Commercial 726 (99) Reference .
X ~ High 742 (98) Reference
Aspirin at arrival Medicare 95 @7 013 (0.04-041) 1 o 849 (08 178 (0.79-398)
Medicaid 62 (98) 0.48 (0.05—-4.46) Low 400 (98) 147 (0563 69)
Other 258 (100) 2.10(0.24-18.36) ' ' '
Commercial 970 (98) Reference .
X ~ High 835 (98) Reference
Aspiin at discharge Szl 1136 Q7)) 063 0311.27) 1 yesim 1001 97)  1.01 (0.51-1.98)
Medicaid 64 (97) 0.96 (0.22-4.28) Low 605 (97) 073 (0.34-1.55)
Other 361 (98) 1.05 (0.47-2.35) ' ' '
Commercial 619 (98) Reference .
) . High 631 (96) Reference
Beta-blockers at arrival Med!care 759 (39 0.38 (0.18-0.81) Medium 698 (95) 1.19 (0.64-2.19)
Medicaid 52 (96) 0.57 (0.12-2.63) Low 315 (96) 146 (0.66-3.23)
Other 214 (97) 0.83 (0.31-2.24) ' ' '
Commercial 909 (96) Reference .
) L High 792 (95) Reference
Beta-blockers at discharge Mzl 1050 (99 064 (035119 | yesim 1019 ©5)  1.53 (0.94-2.51)
Medicaid 61 (95) 0.89 (0.26-3.05) Low 513 (1) 237 (1.20-4.68)
Other 334 (97) 1.21 (0.58-2.50) ' ' '
Commercial 187 (59) Reference .
) . High 153 (52) Reference
PTCA within 90 minutes Medicare 108 (@44 0.79 (0.37-169 |y 151 (62 116 (0.63-213)
Medicaid 11 (64) 1.47 (0.37-5.88) Low 82 (51) 107 (0.49-2.35)
Other 80 (63) 0.91 (0.50-1.65) ' ' '
Commercial 736 (76) Reference .
) " High 1155 (78) Reference
Antibiotics within 4 h gl 2138 (78 084 (066-1.08) | oy 1386 (77) 0.8 (0.70-1.10)
Medicaid 185 (69) 0.76 (0.52-1.10) Low 789 (74) 101 (0.78-131)
Other 271 (75) 1.08 (0.77-1.51) ' ' '
Commercial 886 (99) .
. Medicare 2362 (100) High 1395(100
Oxygenation assessment o Medium 1569 (100)
Medicaid 220 (100) Low 848 (100)
Other 304 (100)
Commercial 110 (83) Reference .
Pneumococcal vaccine screening/ Medicare 1906 (82) 0.90 (0.54-1.53) llzllllggium 2317 22(5); 112“%%??1 54)
administration Medicaid 5 (80) 0.82 (0.08-8.19) Low 405 (78) 0'93 (OI65—1 '33)
Other 12 (92) 2.01(0.23-17.32) ' ' '
Commercial 392 (88) Reference .
) . High 517 (89) Reference
ACE! at discharge Medicare 113289 130 (082209 | ey 700 89) 129 (0.86-199)
Medicaid 117 (89) 0.93 (0.47-1.85) Low 617 (89) 130 (0.83-2.05)
Other 195 (94) 1.92 (0.98-3.77) ' ' '
Commercial 798 (96) Reference .
) " High 1303 (94) Reference
LVEF assessment Sl 3061 (4 087 (056135 | \ojium 1797 (94  0.95 (0.66-1.35)
Medicaid 244 (93) 0.51 (0.27-0.96) Low 1350 (96) 0.86 (0.55-1.35)
Other 347 (98) 2.02 (0.88-4.65) ' ' '
Commercial 1704 (61) Reference .
Antibiotics discontinued within 24 h | Medicare 2181 (67)  1.05 (0.87-1.27) mggium ]g?? Egg; Ogief(‘z)r%”;ﬂ 19
of surgery end Medicaid 40 (60) 0.84 (0.43-1.62) Low 737 (66) 0'90 (0'73_1'10)
Other 148 (57) 0.74 (0.52-1.05) ' ' '
Commercial 1787 (84) Reference )
) . High 1753 (83) Reference
Antibiotics within 1 h of surgery Sl Ao gy e Medium 1767 (85) 1.21 (1.00-1.46)
Medicaid 50 (80) 0.72 (0.35-1.48) Low 794 (86) 133 (1.03-1.71)
Other 159 (82) 0.81 (0.53-1.24) : el
Commercial 1765 (87) Reference .
) . High 1731 (89) Reference
Appropriate antibiotic selection Medicare 2302 Q1) 113 (085149 1y 4751 1) 0.91 (0.72-1.16)
Medicaid 49 (80) 0.59 (0.28-1.25) Low 793 (85) 0.72 (054-0.95)
Other 159 (79) 0.70 (0.45-1.07) ) ' )

*0dds ratios were determined from multivariable models, adjusting for age (continuous), race, sex, payer type, income, and BHCS facility at which care was provided.

fIncome grouping was based on the Texas state ZIP code and income data: low, <$35,324; medium, $35,325-$49,649; high, >$49,649. Patients for whom ZIP code data were
unavailable were excluded.

1SIP data were only available from July 2004 onward; hysterectomies were excluded from the analysis.

Clindicates confidence interval; AMI, acute myocardial infarction; ACEI, angiotensin-converting enzyme inhibitor; PTCA, percutaneous transluminal coronary angioplasty; CAP, community-

acquired pneumonia; CHF, congestive heart failure; LVEF, left ventricular ejection fraction; SIP, surgical infection prevention.
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Table 7. Acute care inpatient mortality by race/ethnicity, sex, and age for Baylor Health Care System hospitals, July 2003 to June 2005

Race Sex Age (years)
Discharges 0dds ratio* Discharges Odds ratio* Died Survived 0dds ratio*t
Measure Race (% died) (95% CI) Sex (% died) (95% Cl) mean (SE)  mean (SE) (95% Cl)
White 43,820 (3) Reference
Acute care Black 9,943 (3) 0.86 (0.72—-1.03) M 26,617 (3) Reference
mortality Hispanic 4,448 (3)  1.07 (0.84-1.37) F 34,647 (2)  0.85(0.76-0.96) 676(04)  S6.7(0.1)  1.03(1.03-1.09
Other 3,053(2) 0.67(0.49-0.92)

*0dds ratios were determined from multivariable models, adjusting for age (continuous), race, sex, payer type, income, diagnosis-related group, and BHCS facility at which care

was provided.
T0dds ratios for age reflect changes in odds with every 10-year increase in age.
Cl indicates confidence interval; SE, standard error of the mean.

Table 8. Acute care inpatient mortality by payer type and median income for Baylor Health Care System hospitals, July 2003 to June 2005

Payer Median income’
Measure Payer Discharges (% died) 0dds ratio* (95% CI) Income  Discharges (% died) 0Odds ratio* (95% Cl)
Commercial 26,674 (1.3) Reference .
) - High 24,190 (2.2) Reference
Acute care mortality  edicare 25,683 (4.1) 095(0.79-1.19) Medium 23,845 (2.7) 1,06 (0.91-1.23)
Medicaid 3,431 (3.2) 1.57 (1.20-2.06) Low 13,229 (3.4 1,03 (0.86-1.23)
Other 5,476 (2.1) 1.42 (1.09-1.84) ' ' ’ ' '

*0dds ratios were determined from multivariable models, adjusting for age (continuous), race, sex, payer type, income, diagnosis-related group, and BHCS facility at which care

was provided.

fIncome grouping was based on the Texas state ZIP code and income data: low, <$35,324; medium, $35,325-49,649; high, >$49,649. Patients for whom ZIP code data were

unavailable were excluded from the analysis.
Cl indicates confidence interval.

EQUITY DIMENSION OF STEEEP: REMAINING CHALLENGES

Many areas of health care in which inequities may exist have
not yet been assessed at BHCS. The 2005 National Healthcare
Disparities Report finds that disparities related to race, ethnic-
ity, and SES “pervade the American health care system” and are
observed in almost all aspects of health care (39). Disparities
are observed across all dimensions of quality (including patient
safety, effectiveness, timeliness, and patient-centeredness), in
access to care, across many levels and types of care (preventive
care, acute care, and chronic disease management), across many
clinical conditions (heart disease, cancer, diabetes, HIV disease,
mental health, and others), and across many settings (primary
care, emergency department, and hospitals). African Americans
and Native Americans receive poorer quality of care than Whites
for 56% (20/36) and 38% (8/21) of core measures, respectively;
Asians receive poorer quality care for 22% of core measures
(7/32); and Hispanics receive poorer quality of care for 53%
of core measures (20/38) compared with non-Hispanic Whites.
Low-income persons invariably receive poorer care quality than
high-income persons for 85% of core report measures (11/13)
(39). A glimmer of hope, as reported, is that some observed
disparities are diminishing.

Measures of quality improvement and equity

In the context of system-level quality improvement and the
thesis that improving quality concurrently reduces or eliminates
inequities, the same quality measures for quality improvement
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should be applied to monitoring initiatives to reduce inequities.
The AHRQ National Healthcare Quality Report and National
Healthcare Disparities Report use identical quality measures
(179 measures, balanced toward effectiveness) across 8 quality
dimensions of patient safety, 38 of timeliness, 122 of effective-
ness, and 8 of patient-centeredness. The use of identical measures
for improving quality and concurrently eliminating health care
inequities is based on previous guidance by the IOM (40, 41).
The disparities report has the additional quality dimension of
care access—appropriate to a comprehensive strategy for elimi-
nating inequities. Its access domains include getting into the
health care system, getting care within the health care system,
finding providers who meet individual patient needs, and udiliz-
ing health care (i.e., successful receipt of needed services).
BHCS needs a methodical approach to establish a balanced
set of measures for the equity component of STEEED, based
on importance (potential impact on health problems, policy
makers’ and consumers’ concerns, and the system’s capacity to
address the problem), scientific soundness (scientific evidence
for the measure, validity, reliability across population groups),
and feasibility (amount and timeliness of data collection, cost
of data collection, comparison across population groups) (42).
These measures should be linked to the various perspectives and
priorities articulated in the BHCS organizational goals. Focused
research on specific problems identified in the hospitals, emer-
gency departments, and ambulatory practice settings, and tar-
geted interventions to address these problems, must necessarily
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complement this approach of measuring and
reporting a core set of quality indicators.

Equity tracking and monitoring system

More detailed self-reported race and
ethnicity data, reflective of the Dallas—Fort
Worth population (7able 9), are needed. In-
dividual-level data for SES (education and
individual and family income) and, ideally,
primary language are also needed. Collection
of accurate, individual-level data is essential
to BHCS’s ability to track and monitor ineq-
uities in health care delivery of services and
outcomes of care.

An equity tracking and monitoring sys-
tem is recommended across the STEEEP
quality dimensions, with additional quality
indicators of access and outcomes of care
measures. Such a system, using an estab-
lished core set of measures, would provide the
means to track inequities and report changes.
Analyses and reports should be stratified by
age, gender, race/ethnicity, and SES to allow
identification of inequities among popula-
tion subgroups. Multivariate analyses could
identify the relative effects or importance of
age, gender, race/ethnicity, SES, residence,
or other personal characteristics on inequi-
ties. Multivariate analyses could also make
appropriate adjustments for these personal
characteristics within and across the other
dimensions of quality, such as when report-
ing estimates of patient safety, effectiveness
of AMI care, or measures of patient satisfac-
tion. Accounting for confounding of other
personal characteristics in multivariate analy-
ses, trends over time in observed racial/ethnic
inequities, and progress made in eliminating
them could be monitored and reported.

Table 9. Racial and ethnic composition of the Baylor Health Care System (BHCS)
patient population, the patient population reported by the Dallas—Fort Worth Hospital
Council (DFWHC) for area hospitals, and the Dallas—Fort Worth (DFW) metroplex*

BHCS patients
(N =292,085)

Race/ethnicity n (%)

DFWHC
(N = 660,129)
n (%)

DFW counties
(N =5,221,801)
n (%)

Race (non-Hispanic)

White alone
Black or African American alone
American Indian and Alaska Native
alone
American Indian alone
Alaska Native alone
Asian alone
Asian Indian alone
Bangladeshi alone
Cambodian alone
Chinese alone
Filipino alone
Hmong alone
Indonesian alone
Japanese alone
Korean alone
Laotian alone
Malaysian alone
Pakistani alone
Sri Lankan alone
Thai alone
Vietnamese alone
Other specified Asian alone
Native Hawaiian and Other Pacific
Islander alone
Polynesian alone
Native Hawaiian alone
Samoan alone
Tongan alone
Micronesian alone
Guamanian or Chamorro alone
Some other race alone
Two or more races

184,541 (63.2%)
46,913 (16.1%)

610 (0.2%)

4,856 (1.7%)

390 (0.1%)

14,619 (5.0%)

Hispanic/Latino (of any race)
Mexican

Puerto Rican

Cuban

QOther Hispanic or Latino

40,136 (13.7%)

398,991 (60.4%)
101,818 (15.4%)
538 (0.1%)

12,170 (1.8%)

23,364 (3.5%)

3,096,104 (59.3%)
711,704 (13.6%)

21,419 (0.4%)
21,170
220

193,742 (3.7%)
49,669
1,192
3,310
33,559
13,196
277
656
5,236
18,123
6,642
266
5,905
379
2,843
47,090
590

3,705 (0.1%)
2,661

823

645

1,032

983

691

5519 (0.1%)
69,258 (1.3%)

123,236 (18.7%) 1,120,350 (21.5%)

889,879 (17.0%)
16,191 (0.3%)
7,072 (0.1%)

207,208 (4.0%)

Towards a culturally competent
health care system

To meet its goal to provide “best care,”
BHCS must create a culturally competent
health care system capable of delivering the
highest quality and safest care available to
every patient regardless of race, ethnicity, so-
cial class, culture, ability to pay, or language
proficiency. Cultural competence is an important element of
health care quality. Competence implies that an organization has
the capacity to function effectively within the context of cultural
beliefs, behaviors, values, social norms and needs of the patients
and their communities of origin, affiliation, or residence (43).
An early stage of cultural competence, i.e. cultural sensitivity, is
the extent to which ethnic or cultural characteristics, experiences,
norms, values, behavioral patterns, and beliefs of subgroups, as
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*BHCS data are from inpatient administrative data for patients seen between July 1, 2005, and December 31, 2005,
at the following BHCS hospitals: Baylor University Medical Center at Dallas, Baylor Medical Center at Irving, Baylor
Medical Center at Garland, Baylor Regional Medical Center at Grapevine, Baylor Medical Center at Waxahachie,
Baylor Regional Medical Center at Plano, Baylor All Saints Medical Center at Fort Worth, and Baylor Medical Center at
Southwest Fort Worth. DFWHC data are for January 1 to December 31, 2004. DFW metroplex counties are defined
by the US Census Bureau as a Metropolitan Statistical Area (updated November 2004) and include the following
counties: Collin, Dallas, Delta, Denton, Ellis, Hunt, Kaufman, Rockwall, Johnson, Parker, Tarrant, and Wise.

fCombined with Asian.

___________________________________________________________________________________________________________________|

well as relevant historical, environmental, and social forces, are
incorporated in the design, delivery, and evaluation of health
care interventions (44). The patient-centeredness dimension of
quality, as recommended by the IOM and incorporated in the
BHCS STEEEP quality improvement initiative and challenge
for best care, embodies the concept of cultural competence.
There is a considerable interest in cultural competence
among health care providers, public health practitioners, com-
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munity program planners, policy makers, and academics. This
interest is stimulated, to a large extent, by the growing racial and
ethnic diversity of the US population and the desire of health
care professionals to address the health needs of African Ameri-
cans, Hispanics, Asian/Pacific Islanders, Native Americans, and
other ethnic Americans. Providing culturally competent services
also has the potential to improve health care outcomes, increase
patient satisfaction, and increase the efficiency and effectiveness
of clinical and support staff, simultaneously reducing health
care inequities (44, 45).

Despite widespread agreement on the need for culturally
competent care interventions, the lack of consensus on a defini-
tion of cultural competence and, consequently, the difficulties
associated with assessing and measuring its effectiveness have
slowed progress. Nevertheless, cultural competence is emerg-
ing as a strategy for not only eliminating inequities but also
improving health care quality and operations (46). Generally, it
is agreed that a culturally competent health care system would
have the following components:

o [nterpreter services: translation services to improve commu-
nication between people who speak different languages.

o Recruitment and retention efforts: the employment and re-
tention of a culturally diverse clinical staff that reflects the
communities being served.

o Training: the implementation of training programs that
help educate practitioners and other members of the staff
on effective communication methods and that increase
cultural awareness and produce changes in attitudes about
cross-cultural interactions.

o Use of community health workers: liaisons to the community
who provide ways to improve associated access to care and
communication between providers and patients and who
serve as mediators and endorsers of the health care sys-
tem.

o Culturally competent health promotion: incorporation of
culturally specific and sensitive messages into health pro-
motion efforts (i.e., screening tools and health literature)
to encourage healthy behaviors that decrease risk, increase
knowledge, and change attitudes.

o Administrative and organizational accommodations: the
change of physical environments and assessment procedures
to enhance sensitivity to the unique languages, cultures, and
environment of the population (e.g., signage, directions, or
procedures written in appropriate languages; reading materi-
als, artwork, or decor reflective of cultural diversity and the
culture of the patients being served) (45, 47).

A culturally competent health care system can improve
communication between providers and patients. Ineffective
communication creates barriers to health care access, reducing
the likelihood of appropriate follow-up, and may undermine the
trust in the quality of care received (43). A culturally competent
health care system recognizes that ethnicity and culture influ-
ence health beliefs, perception of health and disease, individual
symptom recognition, health care—secking behavior, and the
use of health care services. Inappropriate treatment and refer-
ral patterns and unconscious and conscious negative attitudes
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and stereotypes based on personal characteristics may be mini-
mized—along with their effect on clinical decisions—in a health
care organization that strives for cultural competence.

Beyond the bricks and mortar

In addition to tracking and reporting equity measures,
implementing specific initiatives aimed at reducing the ineq-
uities thus identified, and “building” a culturally competent
health care system, establishing a mutually beneficial relation-
ship between health care providers and the community is an
important aspect of eliminating health inequities. Important
components of building such a relationship include strengthen-
ing patient relationships with primary care providers who can
help navigate the health care system and thus improve access
to care and developing a relationship with the local community
leaders, organizations, and community lay health advisors and
advocates. The IOM report Unequal Treatment (21) advocates
the use of community health workers who serve multiple roles,
including improving access to care. They act as liaisons between
patients and providers and contribute to the continuity and
coordination of care: they help patients make and keep clinic
appointments and help them adhere to treatment and disease
management recommendations and prescribed medications.
Community health workers can also help increase the use of
preventive and primary care services and provide patient educa-
tion, as well as education for providers about community needs
and the culture. There is some evidence that implementing this
model can help improve the quality of care and reduce health
care costs (21).

BHCS needs to move beyond the “brick and mortar” to
enhance its presence and increase its visibility in the local
community—particularly in areas where health care needs are
greatest. To be trusted as the best place to receive safe, qual-
ity, and compassionate health care, BHCS must be seen as a
respectful and trusted partner to local communities whose own
expertise and capacity are equal to BHCS’s health care expertise
and resources. It is only in this delicate balance of “equals” that
sustainable health promotion, disease prevention, and quality
health care can achieve the goal of eliminating health care and
health inequities.
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