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COVID-19 and police brutality have simultaneously heightened public awareness of 

disparities in health outcomes by race/ethnicity, gender, and socioeconomic status, and 

the underlying structural drivers of systemic racism and social privilege in the USA.12 

Increasingly major professional associations such as the American Medical Association, 

American Hospital Association, and Association of American Medical Colleges are 

decrying racism and inequities, and many individual healthcare organisations are committing 

to addressing health disparities. Hospitals, clinics and health plans are looking inwards 

to identify organisational biases and discrimination, and developing outward interventions 

to advance health equity for their patients. Looking in the mirror honestly takes courage; 

frequently the discoveries and self-insights are troubling.3 At their best, discussions about 

racism and inequities are challenging.4 Within the quality of care field, disparities in patient 

safety are relatively understudied.56 Thus, Schulson et al’s study in this issue of BMJ 
Quality and Safety, finding that voluntary incident reporting systems may underdetect 

safety issues in marginalised populations, is an important sentinel event.7 Implicit bias in 

providers and structural bias in safety reporting systems might explain this underdetection of 

problems.

In this editorial, I summarise the practical lessons for advancing health equity sustainably, 

with the hope of accelerating equity in patient safety. I present a framework for advancing 

health equity, describe common pitfalls and apply the framework to patient safety to inform 

research and policy recommendations. The wider health disparities field has been criticised 

for spending too many years describing the phenomenon of inequities before emphasising 

interventions and solutions. The patient safety field should move faster, incorporating major 

advances that have occurred regarding how to reduce health disparities.89 While equity 

issues in patient safety have been understudied, the principles for successfully advancing 

health equity align well with the culture and toolkit of the safety field.10 Thus, achieving 

equitable patient safety is a realistic and important opportunity.

My lessons are from the ‘school of hard knocks’: over 25 years of performing multilevel 

health disparities research and interventions locally,11 nationally91213 and internationally.14 

I have been fortunate to work with many passionate, inspirational staff and leaders from 
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healthcare and the community who have demonstrated that advancing health equity is not a 

mirage—it can be done.

A FRAMEWORK FOR ADVANCING HEALTH EQUITY

The WHO defines health equity as ‘the absence of unfair and avoidable or 

remediable differences in health among population groups defined socially, economically, 

demographically or geographically’.15 To achieve health equity, people should receive the 

care they need, not necessarily the exact same care.16

I summarise a framework for advancing health equity (figure 1). In brief, individuals and 

organisations must commit to the mission of maximising the health of diverse individuals 

and populations. Their actions, policies and procedures must intentionally advance health 

equity. This intentional design to advance health equity consists of two simultaneous tracks: 

(1) Create a culture of equity in which the whole organisation—senior leadership, mid-level 

management, front-line staff and clinicians—truly values and buys in to the mission of 

advancing health equity.17 Developing a culture of equity requires an inward personal 

look for biases as well as examination for systematic structures within the organisation 

that bias against and oppress marginalised groups. (2) Implement the Road Map to 

Reduce Disparities.918 Road map principles are the tenets of good quality improvement, 

emphasising an equity lens that tailors care to meet the needs of diverse patients rather 

than a one-size-fits-all approach. Key steps of the road map are to: identify disparities with 

stratified clinical performance data and input of clinicians, staff and patients; do a root cause 

analysis of the drivers of the disparities; and design and implement care interventions that 

address the root causes in collaboration with the affected patients and populations. These 

actions will ultimately improve individual and population health and improve health and 

healthcare equity.

Creating a culture of equity and implementing the concrete actions of the road map are 

equally important for change. Management consultant Peter Drucker’s famous aphorism that 

‘Culture eats strategy for breakfast’ applies to equity work. Technically sound disparity 

interventions and strategies will not be implemented or sustained unless equity is an 

organisational priority among all workers. Similarly, well-meaning intentions will not take 

an organisation far unless accompanied by concrete actions. The key bridge between a 

culture of equity and road map principles is that every worker in the organisation, from 

the chief executive officer to front-line staff, must know how to practically operationalise 

advancing health equity in their daily jobs. Successful application of these lessons is in 

part interacting effectively with diverse persons, as classically taught in cultural humility 

classes.19 However, operationalisation goes beyond interpersonal relations to each worker 

knowing how they should perform their daily jobs with an equity lens and reform the 
structures in which they work, regardless of whether they are working in clinical care, 

data analytics, quality improvement, strategic operations, finances, patient experience, 

environmental services, health information technology or human resources. Leadership 

needs to provide front-line staff with the training and support necessary for success. 

The wider environment requires payment reform that supports and incentivises care 

transformation that advances health equity.20–22 Partnerships across health and social sectors 
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need to align goals and efforts to address the medical and social drivers of health, both 

drivers for individual persons as well as the underlying systematic structural drivers.23

COMMON PITFALLS

(1) Not being intentional about advancing health equity.

Relying on magical thinking.—When I ask healthcare leaders what they are doing to 

advance health equity, I frequently hear well-meaning statements such as: ‘We’re already 

doing quality improvement.’ ‘We’re a safety-net organization that cares for the most 

vulnerable persons. It’s who we are.’ ‘The shift from fee-for-service payment to value-based 

payment and alternative payment models will fix things.’ Such statements are variants of 

the ‘rising tide lifts all boats’ philosophy and the belief that the ‘invisible hand’, whether 

it be general free market principles, a general system of quality improvement and patient 

safety, or general commitment to serving marginalised populations, will suffice in reducing 

health disparities. Yet, disparities stubbornly persist in quality of care and outcomes by race, 

ethnicity and socioeconomic status.24

Culturally tailored care interventions that address the underlying causes of disparities 

often work better than default one-size-fits-all approaches.25 However, the ‘invisible 

hand’ incentives in general quality improvement and pay-for-performance approaches are 

frequently too weak to drive organisations to tailor approaches to advance health equity,13 

and can even be counterproductive. Rather than implement individualised, tailored care 

that can improve outcomes for diverse minority populations, some organisations perceive 

that it is easier to improve their aggregate patient outcomes or clinical performance per 

dollars spent by investing resources in the general system of care, or by intentionally 

or unintentionally erecting barriers that make it harder for marginalised populations to 

access their system of care. For example, persons living in zip code areas that have 

higher percentages of African Americans or persons living in poverty have less access 

to physicians practising in accountable care organisations.2627 Moreover, inadequately 

designed incentive systems can penalise safety-net hospitals that care for marginalised 

populations, leading to a downward spiral in quality of care and outcomes. The initial 

iteration of Medicare’s Hospital Readmissions Reduction Program (HRRP) reduced 

Medicare payments to safety-net hospitals by 1%–3% and increased readmission rates for 

black patients in these hospitals.28 Directed by legislation passed by Congress, the Medicare 

programme intentionally addressed this equity problem in the HRRP in 2019 by stratifying 

hospitals by proportion of patients dually enrolled in Medicare and Medicaid, so that a given 

hospital’s clinical performance would be compared with that of hospitals with a similar 

prevalence of poverty when calculating financial rewards and penalties.29

(2) Focusing exclusively on cultural humility or implicit bias training and avoiding 
looking for systemic, structural drivers of inequities.

Many organisations institute cultural humility or implicit bias training as their equity 

intervention.19 While an important and essential component of creating a culture of equity, 

such training must be accompanied by hard examination for structural processes that 

lead to inequities. For example, in a project designed to decrease hospital length of stay, 

Chin Page 3

BMJ Qual Saf. Author manuscript; available in PMC 2022 June 29.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



the University of Chicago Medicine data analytics group discovered that the process the 

organisation had proposed for developing and using machine learning predictive algorithms 

to identify patients for intervention would have systematically shifted resources away from 

African Americans to more affluent white patients.3031 This inequitable process was caught 

before implementation, and now the data analytics group is proactively building analytical 

processes to advance health equity.

(3) Insufficiently engaging patients and community.

Too often perfunctory or no efforts are made to meaningfully engage patients and 

community in quality improvement and patient safety efforts. Patients and families 

frequently feel they have not been heard and that their experiences and preferences are not 

adequately valued.3233 A common mistake is using proxies for the community rather than 

the actual community. One organisation we worked with sought advice from Latinx (gender­

neutral, non-binary term to indicate of Latin American descent) healthcare workers to design 

an intervention to reduce disparities in the outcomes of their Latinx patients with depression, 

rather than speaking with actual patients. The organisation designed a telephone intervention 

that failed, partly because their patients frequently had pay-by-the-minute cellphone plans 

rather than unlimited minute cellphone plans that were probably more commonly used by 

the Latinx employees. Few patients agreed to enrol in the intervention because of cost.

(4) Marginalising equity efforts rather than involving the whole organisation.

Frequently healthcare organisations will do an isolated care demonstration project to 

reduce disparities or appoint a siloed chief equity officer rather than mobilising the whole 

organisation to advance health equity. It helps having health equity leaders with dedicated 

resources to catalyse reform, but meaningful sustainable change only occurs when everyone 

makes it their job to improve health equity. Most organisations do not engage in substantive 

discussions with payers regarding how to support and incentivise disparities reduction, 

nor consider how cross-sector partnerships can be organised in effective and financially 

sustainable ways.

(5) Requiring a linear, stepwise process for reducing disparities and allowing the ‘perfect 
to be the enemy of the good’.

For example, some organisations get stuck collecting race/ethnicity/language data so they 

can stratify their clinical performance measures by these factors. Such stratified data are 

valuable but it can be time consuming to establish the initial data collection systems. While 

those efforts are ongoing, other projects could occur. These additional projects could include 

creating a culture of equity, and identifying disparity problems based on clinician, staff and 

patient input, and then designing and implementing interventions to mitigate them.34

RECOMMENDATIONS FOR THE PATIENT SAFETY FIELD TO ADVANCE 

HEALTH EQUITY

I offer several recommendations to inform research, policy and practical action.
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(1) Broaden collaborators to include experts on racism, intersectionality and systems of 
oppression.3435

A great strength of the patient safety field is its interdisciplinary team approach. However, 

it is difficult for even the most well-meaning people to understand what they have not 

experienced. A recent powerful formative experience for me was living in Aotearoa/New 

Zealand for several months and writing a paper with diverse international colleagues 

comparing what Aotearoa/New Zealand and the USA were doing to advance health 

equity.14 After dozens of frank conversations with my Maori coauthors, I began to 

understand in depth the devastating nature of colonialism, and the overt and insidious ways 

power structures can oppress marginalised populations. Increasing the diversity of lived 

experiences and expertise on patient safety teams is critical, and requires a hard look for 

systemic biases in hiring practices and procedures.

(2) Examine safety criteria and systems for bias. Design and implement equitable 
systems for identifying, measuring and eliminating safety problems.

Patient safety is an inherently complex field that will require explicit and implicit criteria to 

capture and monitor problems.3637 Schulson et al’s paper highlights how voluntary reporting 

systems can introduce bias.7 In practice, automatic and voluntary reporting systems have 

different strengths and weaknesses that will require careful integration to maximise the 

chance that equitable safety outcomes will be attained. Automated measures are explicit 

review measures that are objective but can be relatively crude and limited for capturing 

safety issues. In general, voluntary measures are implicit review measures that are subject 

to a variety of personal and judgement biases but which are more comprehensive and 

potentially richer. Given that individual discretion is used in voluntary reporting, reports 

could be grouped into different categories based on degree of legitimate discretion. Such 

categorisation could help identify whether variation across different patient groups in rates 

of reported safety defects occurs primarily among criteria with legitimate discretion versus 

ones where variation likely reflects implicit bias. Diverse workers and patients should be 

empowered to help create and implement the safety systems and report potential safety 

problems.33

(3) View failures in treatment plans due to social determinants of health as safety issues.

A treatment plan that is likely to fail because of social challenges is a safety problem. 

Discharging a patient from the hospital when they are medically stable but likely to have 

poor outcomes because of homelessness is a safety problem. If the purpose of healthcare is 

to maximise health, then healthcare organisations must collaborate with community partners 

to address medical and social issues.38

(4) Develop validated patient safety equity performance measures.

What is measured and rewarded influences what is done.3940 Safety equity measures could 

include general safety measures stratified by social factors such as race/ethnicity, population 

health metrics incorporating the impact of medical and social interventions,41 and structural 

and process measures such as procedures that incorporate marginalised populations in the 
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safety review process or use safety checklists with explicit consideration of equity at key 

junctures.3042

(5) Use a full implementation science framework to maximise the chance of effective 
scale-up and spread of patient safety interventions that advance health equity.

Patient safety work has the strength of being an integral valued part of healthcare 

organisations’ operations. Thus, patient safety leaders, researchers and implementers 

frequently have a seat at the table when strategic planning is occurring regarding 

institutional priorities, system reform, financing and relations with external stakeholders 

such as payers. A strength of the patient safety field has been its ability to understand and 

shape culture, and its awareness of how inner and outer contexts affect systems change.43 

These perspectives need to be intentionally viewed through an equity lens to reduce 

disparities.4445 For example, American organisations need to honestly ask themselves to 

what extent they will advocate for payment policies that incentivise maximising population 

health and equitable patient safety rather than current payment systems that support too 

much low value care.3846

(6) Ride and nurture the moral wave for equity in patient safety.

Intrinsic motivation is the most powerful driver of behaviour.47 People want to do the right 

thing, and they will do so if supported and provided the training and tools for success.48 

Seize the opportunity presented by the heightened public readiness for addressing racism 

and inequities. Keep the momentum going. Now is the time for us to make strong, bold 

choices.49 We can make a difference and advance health equity, providing hope and the 

opportunity for a healthy life to all.50
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Figure 1. 
Framework for Advancing Health Equity.918
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	RECOMMENDATIONS FOR THE PATIENT SAFETY FIELD TO ADVANCE HEALTH EQUITY
	Broaden collaborators to include experts on racism, intersectionality and systems of oppression.3435
	Examine safety criteria and systems for bias. Design and implement equitable systems for identifying, measuring and eliminating safety problems.
	View failures in treatment plans due to social determinants of health as safety issues.
	Develop validated patient safety equity performance measures.
	Use a full implementation science framework to maximise the chance of effective scale-up and spread of patient safety interventions that advance health equity.
	Ride and nurture the moral wave for equity in patient safety.
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