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Objective. To describe an organization-wide disparity reduction strategy and to assess
its success in quality improvement and reduction of gaps in health and health care.
Study Setting. Clalit Health Services, Israel’s largest non-for-profit insurer and
provider serving 3.8 million persons.
Study Design. Before and after design: quality assessment before and 12-month post-
initiation of the strategic plan. A composite weighted score of seven quality indicators,
measuring attainment of diabetes, blood pressure, and lipid control, lack of anemia
in infants, and performance of mammography, occult blood tests, and influenza
vaccinations.
Data Extraction Methods. Quality indicator scores, derived from Clalit’s central
data warehouse, based on data from electronic medical records.
Principal Findings. Low-performing clinics, of low-socioeconomic and minority
populations, were targeted for intervention. Twelve months after the initiation of the
project continuous improvement was observed coupled with a reduction of 40 percent
of the gap between disadvantaged clinics, serving �10 percent of enrollees, and all
other medium-large clinics.
Conclusion. The comprehensive strategy, following a quality improvement frame-
work, with a top-down top-management incentives and monitoring, and a bottom-up
locally tailored interventions, approach, is showing promising results of overall quality
improvement coupled with disparity reduction in key health and health care indicators.
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The role of health care organizations in reducing inequalities in health has
recently drawn considerable interest from researchers and policy makers
(McKee 2002; Smedley, Stith, and Nelson 2003). It is clearly acknowledged
that disparities in health are a result of interrelated factors external to the
health care realm, such as socioeconomic status (SES), ethnicity, geography,
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and education (Chin et al. 2007; Starfield and Birn 2007; Benyamini et al.
2008; Riva et al. 2009), yet health care organizations have an important role in
reducing health disparities caused by these social factors, as well as by unequal
access to quality medical care (Aaron and Clancy 2003). To address this need,
the National Health Plan Collaborative was formed in 2004, aimed at reduc-
ing racial and ethnic disparities and improving the overall quality of care in the
U.S. health care system. Early reports indicate that the plans have made sig-
nificant headway in achieving coordination of disparities activities across the
organization (Lurie et al. 2008). Yet data on programs’ structures and the
processes put in place, as well as achievements in disparity reduction, have not
been reported to date. The means by which health care organizations can
effectively achieve disparity reductions are yet to be unveiled (Fiscella 2007).

Israeli society has a diverse demographic profile in terms of its ethnic,
religious, immigrant, and socioeconomic makeup. Recent reports show wid-
ening inequalities in economic status, as attested by the higher Gini coefficient
(a marker of income variance) in Israel than in all OECD countries (Shmueli
and Gross 2001). Recent studies report considerable differences in the health
status of the Israeli population (Epstein and Horev 2007): differences in life
expectancy according to geographical areas, minority status (mainly between
the largest minority of Arab Muslims and the general Israeli Jewish popula-
tion), and level of education (Shuval 1990; Chernichovsky and Anson 2005;
Israeli Bureau of Statistics 2009); large differences in infant mortality rates
according to geographical area and minority status (Tarabeia et al. 2004); and
disparities in the prevalence of chronic diseases according to minority status
and education level in a variety of conditions, including osteoporosis (Nitzan-
Kaluski et al. 2003), obesity (Keinan-Boker et al. 2005), and coronary artery
disease (Salameh et al. 2008).
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In Israel, all citizens, by law, are members of one of four health funds that
serve as insurers and health care providers. Clalit Health Services is the largest
health fund with over 3.8 million enrollees (53 percent market share), witho4
percent annual shifts between health funds, mainly of younger more affluent
urban populations. Clalit has a significant overrepresentation of the under-
privileged: low-socioeconomic groups, minorities, new immigrant (mainly
overrepresentation of persons who immigrated from Ethiopia), residents of
rural areas, the elderly, and people with disabilities (Horev and Kop 2008).
Over the years, Clalit has gained experience in many sporadic efforts directed
at improving the health status of these disadvantaged populations, including
improving access to care, health education, health promotion, and cultural
competency initiatives (Nirel, Pilpel, and Rosen 2000; Maislos, Weisman, and
Sherf 2002).

In recent years, Clalit has developed advanced quality measurement
and quality improvement initiatives for better quality of care for its patient
population (Goldfracht and Porath 2000; Peleg et al. 2008). To further address
the needs of diverse population groups, Clalit, with a network of over 1,500
primary and secondary care clinics, and 14 hospitals, unfolded in 2008 its first
organization-wide strategic plan to reduce inequalities in health and health
care. Jones, Trivedi, and Ayanian (2010) recently report on organizational
factors that contribute to success in disparity reduction: organizational com-
mitment, population health focus, use of data to inform solutions, and a com-
prehensive approach to quality improvement. These factors are in fact an
integral part of the Clalit initiative, with strong leadership support (by the
director general and all top management staff), and an integrative approach,
which comprises many of the medical home attributes (Carrier, Gourevitch, and
Shah 2009), including a unique data warehouse that contains detailed ‘‘cradle
to crib’’ data (demographic, health indicators, and health care services utili-
zation data); a large primary care——public-health-oriented workforce in the
local communities; and an extensive set of quality measurement tools, based
on data from a universal system of electronic medical records. Additionally,
this new disparity-reduction strategy builds on Clalit’s primary care orienta-
tion as a major force for driving disparity reduction (Shi et al. 2002).

The two main components of the strategy are (1) a top-down approach
of disparity-reduction goal setting, continuous monitoring, and provision of
incentives; and (2) use of tailored interventions to reduce disparities by a
bottom-up approach in which each district and locality is empowered to plan
interventions, policy changes, and shifts in workforce. Findings on the initial
implementation efforts and their results are presented.
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METHODS

The Disparity Reduction Strategy——Overview

Clalit’s existing quality improvement processes were, to the point of the ini-
tiation of the disparity-reduction strategy, generic. The new strategy, aimed at
closing quality gaps and not merely achieving improvement, began with the
development of a set of targeted indicators to serve as the foci of the plan. The
strategy involves the following main steps: selecting quality indicators, rating
the primary care clinics, selecting target clinics for intervention, setting goals,
providing feedback and support to district steering committees for suggested
interventions, continuous monitoring, and incentives. Following is a detailed
description of this process.

Selecting Quality Indicators

A panel of physicians, nurses, and senior public-health professionals examined
the 70 health care quality indicators currently used at Clalit as part of ongoing
quality measurement and improvement processes, to determine their inclusion
as disparity indicators. Data on percent attainment of each indicator were based
on annual percent attainment recorded at the second quarter of 2008. In the first
phase of the selection process, the 70 indicators were ranked by level of disparity
between high- and low-socioeconomic populations within Clalit. Disparity level
was assessed by the ratio of high-to-low SES populations in the indicator score
(percent attainment). SES levels were defined by means of geocoding tech-
niques (Fremont et al. 2005), by linking the address of the primary care clinic
serving the individual with the Census area-level SES data, based on the ratings
of Israel’s Central Bureau of Statistics (Israeli Bureau of Statistics 2009).

In the first stage, indicators for which the high-to-low SES ratio was
above 1.1 (410 percent difference) were included. In the second stage, the
selected set of measures was further limited by several inclusion criteria: (1)
reflect evidence-based high-impact medical care, (2) pertain to large segments
of the population in various age groups, (3) focus on prevention (primary and
secondary), and (4) are representative of processes and outcomes of care. The
third stage involved the examination of other types of disparities in health
care, namely differences according to minority status and overall differences
in performance between high- and low-performing clinics.

Scoring of Primary Care Clinics

Each indicator selected was assigned a weight, through a consensus reached
by the steering committee, to reflect its relative importance with respect to the
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organization’s overall goals in quality improvement. For example, diabetes
control was assigned the highest weight (25 percent) to reflect the over 10-year
ongoing organizational focus on diabetes control (Goldfracht and Porath
2000). A composite weighted performance score, termed the Quality Indica-
tor Disparity Scale (QUIDS), was constructed to reflect attainment of all
selected indicators. Scale score was transformed to a 0–100 scale, with a higher
score representing higher quality care. All 436 medium-large clinics, serving
about 2.2 million persons, were rated on the QUIDS. The unit of analysis is the
clinic as scores indicate average clinics’ quality indicator attainment in the
QUIDS measures.

Selection of Target Clinics for Intervention

We limited the selection and measurement process to include clinics with at
least 25 persons for each of the QUIDS indicators. This resulted in selection of
medium and large primary clinics, which each serve at least 1,500 enrollees——
a total of 381 clinics that provide care to 60 percent of Clalit’s enrollees. Each
of the primary care clinics was assigned a QUIDS score.

The lowest performing clinics in each of Clalit’s eight districts (10 per-
cent lowest QUIDS score or 10 percent lowest scores in at least three in-
dividual measures) were designated as target clinics for intervention. After
the selection process was set, a district steering committee at each of Clalit’s
eight districts reviewed the lists and ascertained that the selection of clinics
was indeed representative of the main foci of quality care disparities in the
district.

Setting Goals and Incentives

For each district, target QUIDS scores were set for the low-performing
clinics as follows. Based on the preceding 2 years average QUIDS scores of
the district’s clinics, linear trend lines were calculated to predict the average
future district QUIDS score for 2 years into the project, for each district.
The ambitious goal of the low-performing clinics was set at this predicted
district performance level, to be reached by the low-performing clinics 2
years hence (targeted at closing the quality gap in relation to all other
clinics). Mid-term targets to be met within 12 months were also set. Finan-
cial incentives for reaching these annual goals were set at approximately 1
percent of the total district budget, to be divided by the districts according
to the relative percentage of the goal achieved. An additional bonus was
also affirmed for improvement over and above the set goals at the end of
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year 1 and year 2. It should be noted that unlike pay-for-performance
schemes the incentives are provided at the district level and are not directly
allotted to the clinics, nor are they designated for direct remuneration of
the staff.

Intervention Programs Planning and Audit

The means by which low-performing clinics could achieve the preset quality
improvement targets were determined by a bottom-up approach. The plan-
ning process was initiated at a conference for all district and subdistrict man-
agement-level administrators held in September 2008, at which the program
was introduced. Each district, serving between 300,000 and 700,000 enrollees,
received a report of their QUIDS scores, their 2-year goals, guidance on
evidence-based approaches to disparity reduction, and peer presentations of
successful implementation of such interventions to that date.

Following the conference, each district initiated an internal planning
process, working with the subdistrict managers and clinic managers, each
serving 5,000–14,000 persons, to construct a tailored set of interventions rel-
evant to each targeted clinic. A managerial headquarters-level steering com-
mittee was nominated to review the plans and allow peer learning between
the districts. Implementation of interventions began during November–
December of 2008. Each district was asked to complete a detailed report on
the types of interventions that were implemented. The reports were reviewed
by two of the authors separately (R. B. and E. S.) and key types of interventions
were extracted. Disagreements on classifications of types of interventions were
discussed and resolved.

Continuous Monitoring and Analysis

Quality improvement and disparity reduction in each district are periodically
assessed. The outcomes of the program, as measured by the changes in
QUIDS scores between the preintervention stage (December 2008) to the
12-month follow-up (November 2009), and specific quality indicators at
the district level and in each of the low-performing clinics, are periodically
communicated to the districts. Trend line analysis of change in QUIDS scores
between pre- and postintervention initiation periods is performed to assess
statistically significant differences. This allows continuous monitoring and
improvement according to feedback (a management-by-objectives approach)
(Rodgers and Hunter 1991).
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RESULTS

Selecting Quality Indicators

The indicator selection process resulted in the selection of seven quality in-
dicators out of the 70 available measures. Table 1 shows the high-to-low SES
ratio, demonstrating that large disparities existed between high- and low-SES
populations in six of the seven indicators. The seventh measure, fecal occult
blood tests, was selected due to wide variations among clinics in its perfor-
mance, as well as a high mark in the other selection criteria. These results
present that larger than 10 percent differences were observed between lower
and higher SES populations, meeting the first criteria of the indicator selection
process described above. The lipid control was determined as LDLo100 mg/dl
for all patients in accordance with organizational medical guidelines at the
time of the project. Anemia in infants was determined by the highest hemo-
globin level if multiple measures were available. Target populations for in-
fluenza vaccination include all persons age 65 and older and younger persons
with at least one of 34 chronic conditions, as indicated in Clalit’s chronic

Table 1: Performance of Seven Selected Quality Indicators

Performance Ratio in
High- versus Low-SES

Populationsn
Assigned

Weights (%)

Diabetes control: Percentage of all known diabetes
patients with HbA1co9%

1.43 25

Blood pressure control: Percentage of all known
hypertensive patients with blood pressure at or
below 160/100 mmHg

1.26 10

Lipids control: Percentage of all known hyperlipidemia
patients with LDLo100 mg/dl

1.13 10

Anemia prevalence in infants: Percentage of infants age
9–18 months with hemoglobin above 105 g/l

1.34 15

Influenza immunization rate: In target populations
(465 years of age or chronically ill)

1.47 15

Mammography tests rates: Once every 2 years, for women
aged 50–75

1.19 15

Occult blood tests: Once every year for persons
aged 50–75

2.37w 10

nPerformance in clinics with high- versus low-SES populations, adjusted for patients’ age.
wPerformance ratio in clinics with 90% highest performance versus lowest 10% performance.

SES, socioeconomic status.
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disease registry. Assigned weights for each indicator ranged from 25 percent
assigned to diabetes control to 10 percent assigned to performance of occult
blood tests (Table 1).

Selection and Scoring of Primary Care Clinics

Fifty-five low-performing clinics, which serve 10 percent of Clalit’s total pop-
ulation (� 390,000 enrollees), were selected for the project. Average district
QUIDS scores were, on a scale of 0–100, 56 points (standard deviation [SD]: 4)
and 63 QUIDS points (SD: 4) for target clinics and all other clinics, respec-
tively. The characteristics of the 55 target clinics versus all other medium-large
clinics are presented in Table 2. As expected by the selection process, target
clinics were significantly more likely to serve patients of low SES and to be
clinics serving minority populations. Some clinics serving underprivileged
populations, however, were high performers——in QUIDS score and in most
other quality measures.

Intervention Programs Review

District steering committees were presented with data on performance of
each indicator in the target clinics as compared with all other clinics in their
district. Each committee formulated a plan for quality improvement and
disparity reduction. From the detailed reports provided by each district’s
medical manager three key types of interventions emerged: enhancement

Table 2: Sociodemographic Characteristics and Quality Indicator Score of
Target Clinics Compared with All Other Medium-Large Clinics

Target Clinics All Other Clinics p-Valuew

N 55 326
Clinics serving low-SES populationsn 45 (82%) 156 (48%) o.001
Clinics serving minority populationsz 41 (74%) 108 (33%) o.001
Average QUIDS score (SD) 56 (4) 63 (4) o.05

nSES determined by linking the address of the primary care clinic serving the individual with the
Census area-level SES data, based on the ratings of Israel’s Central Bureau of Statistics.
wp-Values derived from T-tests for continuous variables and w2-test for categorical variables.
zMinority status determined by Clalit clinic database characterizing the main catchment area
of the clinic according to defined groups of populations residing in that area (particularly two
types of minority groups are identified: clinics serving Arab or ultraorthodox Jewish minority
populations).

QUIDS, Quality Indicator Disparity Scale; SD, standard deviation; SES, socioeconomic status.
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of teamwork and local leadership, improving access to services, and de-
velopment of cultural competency programs. Teamwork and local lead-
ership interventions include enhancement of managerial and leadership
skills and designation of key personal to lead improvement in each (or
several) of the target indicators. For example, clinic managerial teams par-
ticipated in leadership skill building workshops, regular multidisciplinary
team meetings were initiated in clinics where they were not an integral part
of the clinics’ routine, and clinic staff members were designated as cham-
pions of key health issues (e.g., promoting adherence to occult blood testing
by the head nurse). Improved accessibility initiatives include increasing
access to preventive services (e.g., mobile mammography units) and out-
reach initiatives to identify and summon patients for recommended pre-
ventive and follow-up services. Specifically, clinics scheduled 2–3-hour
periods each week for proactive preventive and chronic care management
visits, and some clinics prolonged opening times to allow for before and
after hour services for working adults. Cultural competency interventions,
including translation and cultural mediators’ services and involvement of
religious leaders in tailoring culturally appropriate health promotion mes-
sages. For example, some clinics serving minority Muslim populations
created partnerships with local religious leaders who subsequently incor-
porated health promotion messages in their sermons, including direct calls
for people to go get their influenza vaccination or on the importance of
early cancer screening.

To enhance organizational peer-learning capabilities, high-performing
clinics responsible for underprivileged populations were identified, and
their key success stories and effective practices were communicated to low-
performing clinics. Main challenges for implementation reported by regional
and local managements on steering committee meetings were staff constraints
(e.g., when a staff member is on leave there is no replacement and clinics need
to adjust to periods of understaffing); lack of additional funding (districts had to
initiate interventions within the limits of their current budgets); and burden of
requirements for meeting all targets (additionally to the seven indicators on
focus for the disparity reduction project clinics are still measured on their
success in meeting the usual 70 quality indicators each of Clalit clinics is
accounted for).

A comprehensive evaluation process to collect detailed data on the in-
terventions used by each target clinic was initiated. Districts’ steering com-
mittees and target clinics were asked to complete case-study reports on the
features of each intervention. This detailed evaluation is currently ongoing.
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Continuous Monitoring

For each district a target QUIDS score was set according to the above method.
Targets for low-performing clinics were set at 3–6 percentage points im-
provement in QUIDS scores 24-month postprogram initiation in each district.
Accordingly, 12-month mid-term targets for low-performing clinics were cal-
culated for each district, and disparity reduction target scores were ascer-
tained. These targets were set to reflect a trend toward closure of the quality
gap, with the aim of closing the gap entirely within 2 years.

Figure 1 depicts the process of setting target scores. The average QUIDS
scores during the 12-month period (fourth quarter 2007–fourth quarter 2008)
in District I is presented by annual quarter. Point A reflects the time at which
the indicator selection process, rating of clinics, and selection of target clinics
for intervention occurred. Point B indicates the official organization-wide
project initiation. Points C and D represent the average mid-term target scores
for the target clinics and the predicted score for all other clinics in District I,
respectively.

The figure shows that in this district, before the initiation of the project,
a trend toward improvement in quality was observed for target clinics and
for all other clinics. A trend of overall quality improvement with no sig-
nificant narrowing of the gap was evident in five of Clalit’s eight districts. In
one of the remaining three districts, while overall quality scores improved
for target and for all other clinics, a trend toward widening of the gap was
observed. For the remaining two districts, before the initiation of the project,
a modest decrease in the gap was observed, coupled with overall improve-
ment in quality.

Initial Results

Figure 2 shows the average change in QUIDS score for July 2008–November
2009. Overall quality score improved in all nontarget clinics, from an average
of 62.9 in July 2008 to 64.9 in November 2009. Target clinics improved at a
faster rate——from a low of 56.3 in July 2008 to 60.8 in November 2009. The
figure depicts change between two periods: before the interventions took
effect and 12 months after the initiation of interventions. We allowed for a 3-
month planning and implementation stage (between September 2008, project
kickoff and December 2008 when clinics had begun full implementation of
organizational changes and interventions). As evident from the figure, the
average difference in QUIDS score between the target clinics and all other
clinics remained constant between June 2008 and December 2008, at a 6.5–6.7
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point difference. During the first 12 months of the intervention the average
difference in QUIDS score narrowed to 4.07 QUIDS points; that is, at 12
months attainment of about 40 percent of the preset 24-month zero gap target.
As depicted in Figure 2, average change (as indicated by trend line slope) for
all nontarget clinics remained similar for the pre- and postproject initiation
periods and ranged between 0.093 and 0.128. Conversely, target clinics
improved at a 3.25 times faster rate in the post- versus preintervention periods
(slope 0.348 and 0.107, respectively, po.05).

It should be noted that gaps were measured as the actual difference in
score between the lowest performing clinics and all other clinics, rather than
the difference between the lowest performing clinics and the target score (i.e.,
the predicted average future district QUIDS score for 2 years into the project,
as described in ‘‘Methods’’). Although all districts continued to improve in
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Figure 1: Target Setting for the Quality Indicator Disparity Scale (QUIDS)
Score——District I

A, measurement selection——selection of indicators and targeted clinics for intervention;
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overall QUIDs score, for some districts, the trend line used to determine
expected increase in overall performance in nontargeted clinics proved
inaccurate, and these target scores were thus deemed by the steering com-
mittee as too ambitious of a goal (as these districts were the highest performers,
they have reached a bend in the improvement curve).

For each of the individual quality indicators, greater improvement was
observed in the target clinics than in all other clinics. The greatest im-
provement in individual quality indicators was observed for the perfor-
mance indicators, in the target clinics and in all other clinics, respectively:
performance of occult blood tests: 28.4 percent (SD: 10.2) and 13.3 percent
(SD: 3.3); influenza immunization: 23.2 percent (SD: 28.3) and 1.3 percent
(SD: 1.7); and performance of mammography tests: 9.8 percent (SD: 8.9)
and 3.3 percent (SD: 5.1). Improvement in outcomes was more modest:
diabetes control 4.0 percent (SD: 2.3) and 1.5 percent (SD: 1.1); blood
pressure control: 3.4 percent (SD: 1.6) and 1.5 percent (SD: 0.8); and anemia
in infants: 1.1 percent (SD: 1.4) and 0.0 percent (SD: 0.9) in target clinics and
in all other clinics, respectively. Lipid control improved by 3.8 percent (SD:
11.3) in the target clinics and, on average, changed for the worse in all other
clinics (� 6.7 percent, SD: 4.4).
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DISCUSSION

This study is unique in that it presents a large-scale organization-wide
systematic process of disparity reduction based on quality improvement
methodologies (General Accounting Office 2003; Fiscella 2007). Previous
studies have shown the benefits of organization-wide quality improvement
strategies (Ornstein et al. 2008), yet universally applied quality improvement
efforts do not necessarily reduce disparities (Trivedi et al. 2005; Sequist et al.
2006) because strong populations tend to absorb the interventions earlier and
to a larger extent, potentially increasing the care quality gap. The strategy
presented here aimed to overcome this barrier by implementing a dual ap-
proach of focusing organizational efforts at the most challenged clinics. The
initial 12 months of the intervention show that quality improvement coupled
with disparity reduction is attainable.

Experience of other countries and health care systems shows that re-
ducing disparities is much more than just a matter of access, and that even when
universal access is available differences in processes and outcomes are found
(Shih, Zhao, and Elting 2006; Schnittker and Bhatt 2008; Smedley 2008). Data
presented here for the period before the initiation of the project support the
above claim and show that despite overall improvement of quality scores in all
clinics (including target clinics), at the preintervention period gaps in quality
remained constant. The initial results of Clalit’s disparity reduction strategy
show that reduction of disparities can be achieved by using an organization-
wide plan. The principles of Clalit’s strategy are in line with the framework
depicted by Jones, Trivedi, and Ayanian (2010), who characterized the main
organizational attributes of effective disparity reduction programs:

� Organizational commitment: The strategic plan was declared one of the
key strategies used by the organization, with progress reports pro-
vided to the director general and financial incentives provided to
districts for meeting target goals.

� Population health focus: To reach disadvantaged populations
several approaches were implemented, including identifying and
responding to health problems at a community level, and partnering
with local religious and community leaders. Additionally, a focus on
population health included using chronic disease registries to reach
out to people and initiate preventive or care management visits.

� Use of data to inform solutions: Measurable targets for disparity reduc-
tion were set, constituting a comprehensive, yet manageable set of
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measures that are aligned with organizational priorities and pertain
to large segments of the population.

� Comprehensive approach to quality: In line with lessons from other
initiatives for reducing disparities (Chin et al. 2007), Clalit’s
districts and localities implemented multicomponent interventions,
including culturally tailored quality improvement and local
solutions for local challenges in improving access to and utilization
of services. Additionally, ongoing assessment and learning
took place; an organization-wide learning process was initiated,
including cross-organizational learning through presentation of
successful interventions at joint meetings as well as an ongoing
comprehensive evaluation.

Moreover, the Clalit strategy builds on the organization’s strong primary
care orientation and on the premise that health services can contribute to
reductions in inequity in health care (Mackenbach 2003), particularly when
primary care services are explicitly considered (Starfield, Shi, and Macinko
2005). The strategy focuses on key primary care enhancement interventions,
including support for primary care clinics’ initiatives, endorsement of primary
care-level leadership building capacities and outreach programs.

The strategy developed and carried out by Clalit follows many of the
principles suggested by researchers from the United States and other coun-
tries, as described above. Thus, we believe it is applicable to other health care
organizations. As health care organization assume the roles of medical homes
(Carrier, Gourevitch, and Shah 2009), many of the structures and processes
put in place as part of the Clalit strategy are applicable to such settings and
can be implemented as part of the organizations’ overall quality improve-
ment schemes. It should be noted that while different organization may
chose to focus on different quality measures, the indicator selection process
described here follows two important principles: First, the indicators were
selected so as to reflect actual disparities between population groups. We
selected health aspects for which there was a documented difference
between clinics serving low- and high-socioeconomic populations. In that
sense the project’s core is reducing disparities and not merely improving the
quality of care in low-performing clinics. Second, to address a wide array of
health states, the project does not focus only on one disease (such as
diabetes); rather it addresses several key conditions and preventable health
states.
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Limitations

There are several limitations to the disparity-reduction strategy reported here.
First, although financial and organizational barriers reduce access to health
care services and may significantly contribute to health care inequalities
(Lasser, Himmelstein, and Woolhandler 2006), the strategy does not focus on
major reallocation of health care resources. Nonetheless, targeted interven-
tions for improving access to care are used at the local level (e.g., improved
access to mammography testing units). Additionally, the measures at the foci
of this strategy relate to services for which there are no copayments at the point
of care (primary care services, immunizations, and screening tests that are
included in the selected measures), yet significant disparities in their attain-
ment by SES have been observed, indicating the importance of reasons other
than direct financial access for the observed inequalities.

Our strategy combined both process and outcome measures, yet most of
the observed improvements in the QUIDS scores are due to change in process
indicators. Only modest improvement was observed in this early period fol-
lowing the intervention for diabetes, blood pressure, lipid control, or anemia
in infants. It should be noted, however, that contrary to findings by others
(Sequist et al. 2006) our results indicate greater change in target versus all other
clinics in process as well as in outcome measures.

Another limitation is that this study did not examine the direct
mechanisms by which disparity reductions are achieved. As cultural
competency, as well as other types of interventions, vary greatly between
groups and localities (Betancourt et al. 2005), the mechanism by which each
intervention type is directly linked to improvement in outcomes is yet to be
explored. To achieve this aim, a comprehensive program evaluation is cur-
rently ongoing, combining a mixed qualitative and quantitative approach to
elicit case reports and to evaluate the underlying mechanisms for sustainable
improvement.

Our report does not allow for direct statistical examination of the factors
affecting the observed change in the targeted clinics. Also, we cannot preclude
the effect of regression to the mean, which might have contributed to greater
improvements among lowest performing clinics. Nonetheless, the study
reports on all the target population (i.e., target clinics), which were low-
performing clinics on the selected measures for an extended period of time
(over a year before the inanition of the project), and for which a major change
in quality improvement rate was observed only after the interventions were
initiated. Additionally, the difference in rate of change between the pre- and
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postintervention initiation periods was observed for the target clinics but not
for all other medium and large clinics in the organization.

Most important, assessment of the full impact of the strategy is not pos-
sible at this early point, as we can only show early trends toward disparity
reduction. Still, as part of the continued organizational commitment to dis-
parity reduction, ongoing improvement in all Clalit’s districts will continue to
be monitored and supported.

Summary

This paper describes a successful process of planning and execution of an
organizational strategy for disparity reduction based on the framework of
health care quality improvement. The strategy builds on available evidence of
best practices for reducing disparities in health and health care, and on key
organizational leverage points. Our early results indicate that the strategy can
bring to closure of gaps in health and health care. Future studies will continue
to assess long-term sustainability of the strategy as well as determine which
specific interventions and pathways are deemed most effective.
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