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Abstract

Hospital data on race, ethnicity, birthplace, and socioeconomic status (SES) are important for 

identifying health disparities; however, little is known about the consistency across and within 

hospitals in the collection of these data. This study examined hospital practices and policies for the 

collection of these data and the variability across hospital staff and hospital characteristics. 

Surveys were mailed to selected hospital staff in all 59 hospitals in the San Francisco Bay Area, 

and completed questionnaires were received from 141 (of 367) staff from 41 hospitals. While most 

hospitals collect race/ethnicity (83% always collect) and birthplace (60% always or sometimes 

collect), few hospitals collect patient information on education (75% never collect) and income 

(55% never collect). There is vast variability in reported practices and policies across staff within 

hospitals, and variability across hospitals with regards to certain hospital characteristics. 

Nationally standardized policies, including standards for where, what, and when these data should 

be collected, are necessary for accurate and uniform data collection, and for effectively addressing 

health disparities.
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Introduction

In the United States, hospital medical records data on patient sociodemographic 

characteristics serve as the foundation for identifying disparities in medical care and disease 
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outcomes within and across medical systems. Medical records data are also the primary 

source of patient information for other data systems, including cancer registries, which are 

the basis for identifying disparities in cancer occurrence and survival.1,2 Several studies, 

however, have shown that medical record data on race, ethnicity, and birthplace are subject 

to misclassification.3–6 Furthermore, questions remain as to the consistency in collection of 

these data within and across hospitals.3–6

The aim of this study was to evaluate variation in practices among hospital staff and across 

hospitals for collecting information on patients’ race, ethnicity, birthplace, and 

socioeconomic status (SES).

Methods

From October 2002 to October 2003, 59 hospitals within the San Francisco Bay Area were 

contacted to identify staff members who were thought to be knowledgeable regarding data 

collection procedures and/or policies. Staff included: 1) hospital administrators, 2) directors 

of admissions, 3) directors of medical records, 4) directors of outpatient services, 5) nurses, 

6) admission clerks, and 7) chiefs of staff. Each identified staff member was mailed a 

questionnaire that included questions regarding whether information on race, Hispanic 

ethnicity, birthplace, education, and income/financial status (as markers of patient SES) were 

collected at the hospital, by whom, from whom, with what frequency, on which form(s), and 

with what level of specificity. We also asked about perceived barriers or concerns to 

collecting this information, suggestions for improvement of the completeness and quality of 

information, and hospital policies for collecting these data.

The distribution of reported practices and policies across hospitals were computed. Data 

were analyzed at the hospital level (N=41), which required consolidation of staff level 

information (N=141). This was done for hospitals with more than one staff responding, as 

follows: 1) if all responses agreed, that response was selected; 2) if disagreement, the most 

commonly reported response was selected; 3) if tie in responses, staff positions were 

prioritized based on who would have the most knowledge about actual practices: admissions 

clerk (highest priority), director of admission, director of medical records, hospital 

administrator, director of outpatient services, nurse, chief of staff, and other staff (lowest 

priority); and, 4) if responses differed across the same position, a response was randomly 

selected.

We also computed the percentage of disagreement for each questioned practice and policy 

among staff within the 33 hospitals with more than one response. The effects of staff 

position on selected practices, taking into account within-hospital clustering using 

generalized estimating equations with an exchangeable covariance matrix, were also 

computed. We also examined the one-response-per-hospital distributions by hospital 

characteristics, based on hospital utilization data collected by the California office of 

Statewide Health Planning and Development (OSHPD),7 as well as data based on the cancer 

registry patient population. Hospital-level data on patient characteristics are often 

incomplete in OSHPD data.
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Results

Response Rates

Forty-six of the 59 (78%) hospitals provided names of one or more hospital personnel, for a 

total of 367 hospital staff; all were mailed a questionnaire. A total of 141 staff (38.4% of 

367) from 41 hospitals (69.5% of 59) returned completed questionnaires. The highest 

response rates were from directors of medical records (58.8%) and outpatient services 

(44.4%); the lowest were from hospital administrators (20.0%) and chiefs of staff or other 

physicians (28.6%) (data not shown).

Characteristics of the 41 “responding” hospitals were compared to the 18 “non-responding” 

hospitals (data not shown). Fifty-six percent of responding hospitals were large (>250 beds) 

compared to 33% of the non-responding hospitals (p-value=0.11). Seventy and 17% of the 

responding hospitals were publicly owned and HMOs, respectively, compared to 33 and 

44% of the non-responding hospitals (p-value=0.01). There were no differences between 

responding and non-responding hospitals by teaching status (p=0.59), racial/ethnic (p=0.54 

for % White, non-Hispamc), or birthplace (p=0.65 for % US-born) characteristics of their 

cancer patients.

Reported Practices and Policies

Race/Ethnicity—Based on one response selected for each hospital, information on race 

and ethnicity were always collected at 83% of hospitals, and nearly all reported that race and 

ethnicity was likely to be collected by an admissions clerk (Table 1). Ninety-four percent of 

hospitals collected Spanish origin as a separate ethnicity code, 62% record specific Asian/

Pacific Islander subgroups, 36% record specific Spanish/Latino origin, and only 22% 

reported having procedures for recording more than one race (data not shown).

Birthplace—Forty percent of hospitals reported never collecting information on patient 

birthplace (Table 1). Of those that did, 93% reported that admissions clerks were most likely 

to collect this information, and 63% recorded the specific country of birth.

Socioeconomic Status (SES): Only 25% of hospitals reported collecting education while 

45% “always” or “sometimes” collected patients’ income or other financial information 

(Table 1). Education information was most often found in physical exam and nurses’ and 

doctors’ notes, while income/financial information was most often found in insurance forms 

(data not shown).

Policies: Staff from 95% of hospitals indicated that it was required to collect data on race 

and ethnicity, and 92% reported that there was a standardized form, which was reportedly 

widely used by personnel (Table 1). Forty-five percent of hospitals reported that they were 

required to collect birthplace; 40% had a form for birthplace entry; and 80% reported that 

staff used the form. Considerably fewer staff reported the existence of policies for collection 

of SES data.
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Variability Across Hospital Staff

However, there was generally vast disagreement among staff within those hospitals with 

more than one response (N=33) (Table 2). The least amount of disagreement was 19% on 

who is most likely to collect information on race/ethnicity and birthplace. The highest 

disagreement was on whether the hospital had a standard form for collecting income/

financial information (83% disagreement) and whether personnel use the form (82% 

disagreement), whether the hospital records specific API information (84% disagreement), 

and whether the hospital has procedures for recording more than one race (85% 

disagreement). Additionally, about 55% of hospitals disagreed on whether Spanish origin is 

asked as a separate ethnicity code, 78% disagreed on the recording of specific Spanish/

Latino origin, and 77% disagreed on the recording of specific country of birth (data not 

shown).

Hospital administrators and chiefs of staff or other physicians were four times less likely 

than hospital directors to report collecting data on race and ethnicity (Table 3). Admission 

clerks were two times, albeit not statistically significant, more likely than directors to report 

collecting multiple races. The other personnel group was three times more likely than 

directors to report collecting data on birthplace.

Variability Across Hospital Characteristics

Table 4 shows the one-per-hospital responses to selected questions according to hospital 

characteristics. Larger hospitals (ie, those with more than 250 beds) were less likely than 

smaller hospitals to collect multiple race data, but were more likely to collect specific 

country of birth. Hospitals with more than 50% of its cancer patients being non-Hispanic 

white were less likely to record specific API information. Hospitals with more cancer 

registry unknown race were more likely to collect multiple race data, and those with more 

foreign-born patients were more likely to collect birthplace as well as specific country of 

birth. Hospitals with more registry unknown birthplace were less likely to collect birthplace.

Discussion

Our study, set in a region of great racial/ethnic and socioeconomic diversity, adds to a 

growing body of literature on hospital practices and policies in the collection of patient 

sociodemographic information.5,8,9 To our knowledge, these are the first findings to 

document the extent of hospital practices in the collection of patient data on education and 

income/financial information, which are two variables typically used to assess SES. Our 

study also contributes new information about the extent of variability in practices and 

policies across staff within hospitals, and variability across hospitals with regard to certain 

hospital characteristics. Most of the variability by hospital characteristics was consistent, 

such as hospitals with fewer foreign-born patients and those with greater percentage of 

registry data on unknown birthplace being less likely to record birthplace. However, some of 

results on the variability, specifically smaller hospitals being more likely to record multiple 

race, but less likely to record specific country of birth, may directly be used to target these 

hospitals in the region with efforts to improve collection of these data items.
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The large degree of discordance in reported practices and policies among staff may reflect 

differences in actual practices or perceptions of practices. Hospital staff in management 

positions, such as administrators and directors, may be more aware of policies or may have 

different perceptions about actual practices compared to staff who collect these data directly 

from patients, such as admissions clerks.

This study is limited by its small sample, which is not unusual for surveys of hospital 

staff.8,10 The response rates did not yield enough responses in each hospital position, which 

limited a thorough assessment of variations in practices and policies across staff positions. In 

addition, the prevalence measures are not based on report by the same type of staff at all 

hospitals, limiting comparisons to prevalence measures reported in other studies. There is a 

possibility that respondents may be more aware of their hospital’s practices and policies; if 

this were the case, our results may overestimate the degree of reporting, and underestimate 

the degree of internal disagreement.

Collectively, despite the recognized importance of these patient sociodemographic data, our 

findings reflect the clear lack of standardization and awareness of how these data are 

collected within and across hospitals. These findings point to the need to educate hospital 

personnel to the importance of collecting these data and suggest the types of hospitals that 

could be targeted to determine barriers in collecting information and how to address them. 

Moreover, our results point to a critical need for a concerted national effort to systematize 

data collection across all hospitals. While these survey data were collected up to 7 years ago, 

only very recently have some facilities and health organizations began to systematize 

collection of patient sociodemographic data. For example, several health systems in the area 

recently began implementing a policy asking patients at admission to complete a one-page 

sheet of questions on race, ethnicity, birthplace, SES, and language and interpreter needs. 

Some information, such as language, income, and education may change over time, and thus 

would be useful to collect on multiple admissions. More facilities need to implement such 

policies, and furthermore, all facilities need to ensure that these data will be available 

electronically to maximize the probability that they will be used. A report from the 

Commonwealth Fund8 offers useful recommendations for systematizing the collection of 

patient demographic data across hospitals, and such strategies will be most effective if 

mandated and implemented at a national level. As such data are critical for monitoring 

disparities in medical care and disease outcomes, and to the extent that these hospital data 

feed into surveillance systems such as cancer registry data, systematized collection of patient 

demographic data is needed for effectively addressing health disparities.
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Table 1

Relative Distributions of Reported Practices and Policies Regarding Collection of Patient Data on Rice, 

Ethnicity, Birthplace, and Socioeconomic Status among Hospitals (N=41) in the San Francisco Bay Area, 

2002–2003

Question (N reporting) Race and Ethnicity Birthplace Socioeconomic Status 
– Education

Socioeconomic Status 
– Income/Financial 

Situation

Practices: % distribution1 % distribution1 % distribution1 % distribution1

Does hospital collect: (N) 41 40 40 38

 % Always 82.9 30.0 2.5 15.8

 % Sometimes 14.6 30.0 22.5 29.0

 % Never 2.4 40.0 75.0 55.3

Who is most likely to collect?2 (N) 40 29

–3 – % Registration/adm clerk 97.5 93.1

 % Other 2.5 6.9

Most likely source? (N) 39 25

– – % Patient’s own verbal or written report 97.4 92.0

 % Another source 2.6 8.0

Policies:

Is hospital required to collect? (N) 39 38 38 37

 % Yes 94.9 44.7 5.3 35.1

Does hospital have standardized form for 
collecting data? (N) 38 38 37 38

 % Yes 92.1 39.5 8.1 31.6

Do personnel use form? (N) 34 20 21 22

 % Yes 94.1 80.0 23.8 54.6

1
% distribution excludes missing and “don t know” responses

2
Question allowed one response

3
Question not asked
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Table 2

Percent Disagreement among Hospital Staff on Reported Practices and Policies Regarding Collection of 

Patient Data on Race, Ethnicity, Birthplace, and Socioeconomic Status among Hospitals (N=33) in the San 

Francisco Bay Area, 2002–2003

Question (N reporting) Race and Ethnicity Birthplace Socioeconomic Status – 
Education

Socioeconomic Status – 
Income/Financial 

Situation

Practices: Hospitals disagreeing (%)1 Hospitals disagreeing (%)1 Hospitals disagreeing (%)1 Hospitals disagreeing (%)1

Does hospital collect? 
(N)

33 33 33 33

45.5 33.3 75.8 72.7

Who is most likely to 
collect? (N)
(% Registration/admin. 
clerk vs. % Other)

32 16

–2 –
18.8 18.8

Most likely source? (N)
(% Patient’s own verbal 
or written report vs. % 
Another source)

32 16

– –
34.4 62.5

Policies:

Is hospital required to 
collect? (N)

30 30 30 29

40.0 70.0 63.3 75.9

Does hospital have 
standardized form for 
collecting data? (N)

29 29 29 29

65.5 79.3 69.0 82.8

Do personnel use form? 
(N)

21 15 15 17

42.9 73.3 73.3 82.4

1
Among hospital staff, for hospitals with more than one staff member reporting; includes unknown but does not include missing responses

2
Question not asked
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Table 3

Odds Ratios (OR) and 95% Confidence Intervals (CI) of Staff Position on Selected Hospital Practices in the 

Collection of Data on Race/Ethnicity, Birthplace, and Socioeconomic Status in the San Francisco Bay Area, 

2002–2003

Staff Position1 Response = Yes (n) Response = No (n) OR2 95% CI2

Hospital “always” collects race/ethnicity?3

 Directors4 34 5 1.00 –

 Hospital admin. + chief of staff or other physician 10 6 0.24 0.07–0.89

 Nurse 27 5 0.77 0.22–2.70

 Admissions clerk 38 4 1.20 0.38–3.79

 Other personnel5 8 3 0.34 0.08–1.53

Procedures exist for recording multiple race?6

 Directors4 6 27 1.00 –

 Hospital admin. + chief of staff or other physician + other staff 1 14 0.69 0.07–6.57

 Nurse 1 8 0.55 0.05–5.81

 Admissions clerk 12 24 2.56 0.87–7.52

Hospital “always/sometimes” collects birthplace?

 Directors4 20 15 1.00 –

 Hospital admin. + chief of staff or other physician 8 5 1.13 0.35–3.61

 Nurse 17 11 1.45 0.77–2.74

 Admissions clerk 20 17 1.32 0.70–2.48

 Other personnel5 8 2 3.33 1.05–10.53

1
Referent category = hospital administrator + chief of staff or other physician

2
OR for positive response, adjusted for clustering effect within hospitals using exchangeable covariance matrix in generalized estimation equations 

(GEE)

3
Yes = “Always”, No = “Sometimes”/”Never”

4
Includes director of registrations/admissions, director of medical records, and director of outpatient services

5
Other personnel = other personnel, not specified; medical affairs; privacy official; regulatory compliance; certified tumor registrar

6
Yes = “Always”/”Sometimes”, No = “Never”
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