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Abstract

Achieving optimal health for all requires
confronting the complex legacies

of colonialism and white supremacy
embedded in all institutions, including
health care institutions. As a result,
health care organizations committed

to health equity must build the
capacity of their staff to recognize the
contemporary manifestations of these
legacies within the organization and

to act to eliminate them. In a culture

of equity, all employees—individually
and collectively—identify and reflect

on the organizational dynamics that
reproduce health inequities and engage
in activities to transform them. The

authors describe 5 interconnected
change strategies that their medical
center uses to build a culture of equity.
First, the medical center deliberately
grounds diversity, equity, and inclusion
efforts (DEI) in critical theory, aiming

to illuminate social structures through
critical analysis of power relations.
Second, its training goes beyond cultural
competency and humility to include
critical consciousness, which includes the
ability to critically analyze conditions in
the organizational and broader societal
contexts that produce health inequities
and act to transform them. Third, it
works to strengthen relationships so

they can be change vehicles. Fourth,

it empowers an implementation

team that models a culture of equity.
Finally, it aligns equity-focused culture
transformation with equity-focused
operations transformation to support
transformative praxis. These 5 strategies
are not a panacea. However, emerging
processes and outcomes at the medical
center indicate that they may reduce
the likelihood of ahistorical and power-
blind approaches to equity initiatives
and provide employees with some of
the critical missing knowledge and skills
they need to address the root causes of
health inequity.

“For the master’s tools will never
dismantle the master’s house”
—Audre Lorde, 1984!

Despite more than 30 years of health
care system-based efforts to advance
equity,? health disparities persist and
have even worsened in some cases.’
Racial disparities in health care persist
and have been difficult to eradicate
because the interventions that health
care organizations have devised to
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address them too often ignore structural
dynamics, which are the historical,
economic, political, social, and cultural
forces that produce inequities.* In health
care, the legacies of colonialism and
white supremacy manifest as reluctance
to identify racism as a root cause of
racial health inequities,® an overreliance
on the cultural formulations of health
problems at the expense of structural
formulations,® and overemphasis on
individual biology and lifestyle rather
than historical, social, and political
determinants of health.” These legacies
are present in patient-provider
interactions, health care team dynamics,
operational processes, clinical education,
and community relations.

The staggering disproportionate burden
of COVID-19-related infections and
deaths among African Americans,
American Indians, and Latinos®’ has
exposed the consequences of ignoring
the structural conditions that shape
health. This disproportionate burden
provides an ongoing reminder that
achieving the “full potential for health
and well-being across the life span”!°
for all requires confronting the complex
legacies of colonialism and white
supremacy embedded in all institutions,
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including health care institutions.

These legacies not only include the
state-sponsored exclusion of people

of color from opportunities to be safe
from violence and to obtain quality
education or optimal health!'"'? but also
the widespread cultural acceptance

of hierarchy and individualism,

which influence health care delivery.
Workplaces often perpetuate the idea
that exercising power and control over
others, rather than collaboration and
mutually empowering relationships,

is the only way to achieve safety and
productivity.”> Moreover, the American
discourse of individualism produces a
deeply held belief that all peoples are able
to act independently and have the same
opportunities for success.'>* Within this
discourse, failing to obtain wealth and
health, for example, is implicitly seen as a
reflection of an individual’s character and
choices unrelated to centuries of policies
like slavery and redlining,'* which have
allowed White people to accumulate
wealth and health over generations.
Consequently, health care organizations
committed to health equity must build
the capacity of their staff to recognize the
contemporary manifestations of these
legacies within the organization and to
act to eliminate them.
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The University of Chicago
Medicine’s (UCM's) Culture of
Equity

Health equity refers to “everyone
[having] a fair and just opportunity to
be as healthy as possible. Achieving this
requires removing obstacles to health—
such as poverty and discrimination

and their consequences, which include
powerlessness and lack of access to good
jobs with fair pay; quality education,
housing, and health care; and safe
environments”'® At the UCM, we

see health care quality as one factor
contributing to health inequities that we
can modify.”” We aim to advance health
equity by transforming the UCM into a
more equitable, diverse, and culturally
and linguistically competent organization
that eliminates disparities in patient and
employee outcomes across populations,
as measured by stratified performance
metrics.'® Thus, we focus our efforts on
improving the health of marginalized
groups. '

We hypothesize that advancing health
equity requires fostering a culture

of equity" in which all employees—
individually and collectively—identify
and reflect on the organizational
dynamics that reproduce health inequities
and engage in activities to transform
them. Yet, health care organizations,

like the society in which they exist,
struggle to tell the truth about societal
and organizational histories even as the
United States witnesses the devastating
effects of the pandemic on communities
of color.>** Until health care and other
institutions do so, building a culture

of equity and repairing the harms of
colonialism and racism are Sisyphean
efforts. Moreover, while evidence suggests
that organizational culture is critical

for the success of equity interventions,

a recent scoping review of 14 inequity
reduction frameworks revealed that none
of them offer detailed steps for how to
build such a culture.”!

To build a culture of equity at the UCM,
we rely on a theory of change, which
includes 5 interconnected strategies: (1)
deliberately ground diversity, equity, and
inclusion (DEI) efforts in critical theory,
(2) ensure that training goes beyond
cultural competency and humility to
include critical consciousness, (3) work
to strengthen relationships so they can
be change vehicles, (4) empower an
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implementation team that models a
culture of equity, and (5) align equity-
focused culture transformation with
equity-focused operations transformation
to support transformative praxis

(Figure 1). These 5 interconnected change
strategies are not a panacea. However,
they may reduce the likelihood of
ahistorical and power-blind approaches
to equity initiatives, providing employees
with some of the critical missing
knowledge and skills they need to address
the root causes of health inequity, as
demonstrated by some of the UCM’s
emerging processes and outcomes (see
below and Table 3). Before we describe
the 5 strategies, we emphasize that
building a culture of equity within an
organization is only one component of
successful equity initiatives. Figure 2
depicts the Advancing Health Equity:
Leading Care, Payment, and Systems
Transformation’s Roadmap to Advance
Health Equity, which also informs

the UCM’s approach. The roadmap’s
components include, among others,
creating a culture of equity, diagnosing
root causes with an equity lens, designing
care delivery transformations to address
those root causes, and supporting them
with tailored payment mechanisms.?***

The UCM Context

The UCM, located on Chicago’s

South Side—the population of which

is predominantly Black (77%) and
experiences poverty (53%)*—hired its
first chief DEI officer in 2012. This action,
together with the development of an
enterprise-wide, multiprong, multiyear
DEI strategic plan and the allocation

of resources for its implementation,
represented a major turn from numerous
fragmented initiatives by individual
researchers and departments. The chief
DEI officer used the National Standards
for Culturally and Linguistically
Appropriate Services (CLAS) in Health
and Health Care," a blueprint with 15
action steps that health care organizations
need to take to advance health equity, to
integrate a new DEI department into the
existing UCM Urban Health Initiative.
This step reflected the understanding

that advancing health equity requires
coordinated actions in the UCM’s internal
and external environments. The Urban
Health Initiative administers the UCM’s
population health and community benefit
programs to address complex health

needs in South Side communities through
community-building initiatives such as
Chicago Anchors for a Strong Economy,
community health research such as South
Side Health & Vitality Studies, and free
and low-cost health care services and
community-based medical education.
Simultaneously, the DEI department
focuses on internal organizational change
through integrating an equity lens into

all aspects of organizational operations.
The DEI department team, which initially
(i.e., in 2013) included the chief DEI
officer, the DEI department director, and
2 consultants, has grown to 21 staff from
diverse disciplines (including nursing,
education, public administration,
psychology, medicine, residency, and
chaplaincy) who focus on education,
health literacy, quality, and operations as
of 2022.

Building the UCM Culture of
Equity: 5 Change Strategies

Below we describe the 5 interconnected
change strategies (which were also noted
above) that undergird the UCM’s efforts
to build a culture of equity, highlighting
our progress and challenges we have
encountered.

Strategy 1: Deliberately ground DEI
efforts in critical theory

Efforts to build organizational capacity

to address racism and other forms

of oppression through changing the
organizational culture can easily fail unless
they integrate critical theory, an umbrella
term for a number of theories including
critical race, feminist, and postcolonial
theories,**® into change frameworks.”
Critical theory, which questions the
dominant forms of thinking by challenging
normative and assumed power relations,*
has informed our understanding of health
inequities as avoidable systematic differences
in health and health care caused by unjust
structural conditions.'® Since health
disparities are a result of social injustice (e.g.,
a racialized or gendered phenomenon that
emerges in the context of social hierarchies
that grant access to economic, political,

and social power based on race or gender),
they cannot be solved with a power-neutral
approach. Critical theory directs us to
understand social problems like health
inequities by analyzing the systems of power
that produce and reproduce them, forcing
us to transcend individualist and ahistorical*
perspectives that hinder accurately
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Figure 1 Diversity, equity, and inclusion (DEI) theory of change. Racism and other forms of oppression operate at the intrapersonal/interpersonal,
organizational, and structural (i.e., the historical, economic, political, social, and cultural) levels. Changes at each level are critical to achieving health
equity. The figure depicts 5 strategies that can help health care organizations build a culture of equity that can begin to undermine legacies of racism,
colonialism, and other intersecting systems of oppression (structural level) embedded in the organization while creating conditions that support
change among individual employees (intrapersonal/interpersonal level). In doing so, the organization builds a foundation for effective implementation
of tools like the National Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health and Health Care'” and the Roadmap to
Advance Health Equity??* that can contribute to the elimination of health care disparities and ultimately to health equity. Simultaneously, historically
grounded intersecting systems of oppression hinder organizational and individual transformation, creating inherent tension in the system. Working
within this tension can stimulate the innovation necessary for system transformation. Therefore, it is vital to view organizational DEI efforts as complex
long-term initiatives requiring careful implementation and evaluation. Copyright © 2021 by the Department of Diversity, Equity, and Inclusion,
University of Chicago Medicine. Reprinted with permission.

diagnosing the root causes of health
disparities. In addition to illuminating
social problems through analyzing power
relations, critical theory seeks to eliminate
them through praxis—a process of reflection
and action based on critical analysis.?®
Relatedly, it posits that cultural, institutional
and organizational, and interpersonal
dynamics maintain unjust structures,
suggesting that shifting the interactions and
processes within an organization can begin
to alter the structure. Inherent in this idea is
the sense of possibility that employees can
become change agents and that their actions
can contribute to organizational and social
change.

We primarily use 3 critical theories—
intersectionality, relational-cultural theory,
and critical consciousness (Table 1)—to
inform and evaluate our culture and
operations change. Intersectionality posits

that historically grounded intersecting
systems of oppression (e.g., racism,
classism) structure people’s experiences
and health through simultaneous, rather
than additive, interactions (e.g., differences
in health care and birth outcomes for
White, Black, Latina, or Asian women
with different levels of education and
immigration histories).?** Relational-
cultural theory posits that relationships
may “both represent and reproduce the
culture in which they are embedded.”'*"?
The current social context normalizes
dominant-subordinate relationships
and overemphasizes individualism,
influencing how health care team
members treat each other, conceptualize
inequities, and interact with patients and
the community." For instance, in health
care teams, community health and social
workers, who typically have the most
connection with patients and use the
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social determinants of health framework
in practice, can significantly improve
quality of care and eliminate disparities®-*%
however, they typically have the least
amount of power within the health

care team. Finally, developing critical
consciousness, the ability to analyze social
conditions and engage in individual or
collective action to reduce inequities,
provides a mechanism for change.*
Together, intersectionality, relational-
cultural theory, and critical consciousness
inform the remaining 4 change strategies
that we use to build a culture of equity.

Strategy 2: Ensure that training
goes beyond cultural competency
and humility to include critical
consciousness

Since beginning our DEI efforts in 2012,
we have prioritized the development
of critical consciousness among
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Figure 2 The Advancing Health Equity: Leading Care, Payment, and Systems Transformation’s
Roadmap to Advance Health Equity.'?224 This roadmap informs the University of Chicago
Medicine’s approach to creating a culture of equity. The model is composed of multiple components
and stipulates that a culture of equity will support, inform, and sustain all equity-focused work of an
organization and increase the chances of success. Advancing Health Equity: Leading Care, Payment,
and Systems Transformation is a national program of the Robert Wood Johnson Foundation based

at the University of Chicago. Abbreviation: SWOT, strengths, weaknesses, opportunities, and threats.

Copyright © 2021 by Advancing Health Equity: Leading Care, Payment, and Systems Transformation
Program, University of Chicago, funded by the Robert Wood Johnson Foundation. Reprinted with

permission.

all employees, which includes: (1)
understanding patients and health care
team members in a social and historical
context, (2) recognizing societal
problems impacting health, and (3)
acting to remove barriers to health.*
We were concerned that traditional
approaches to cultural competence and
humility often overemphasize implicit
bias and exclude information about the
nature of the unjust power structures
that cause health disparities.®**** We
also wanted our training process to
disrupt the often unquestioned power
hierarchies embedded in clinical
education and practice.*® Therefore,
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we used critical pedagogy,® which
emphasizes education as a practice

of freedom* and rejects the idea that
students learn best by consuming ideas
presented by experts.*® As learning
shifts from a lecture-based approach
to discussion and analysis, participants
transform from objects (adapted to the
current unjust hierarchical structures)
to self-determining subjects (with the
capacity to make choices and change
their realities).

Initially, 24 vice presidents, directors,
and faculty in formal leadership
positions participated in a 3-day

residential workshop in 2013 facilitated
by the National Conference for
Community & Justice of Metropolitan
St. Louis. We selected these participants
because of the commitment they
demonstrated to DEI through their
actions and their having a significant
sphere of influence due to their position.
The aim was to foster their critical
consciousness and prepare them for

the collective action needed to facilitate
broad organizational change. The
participants explored how intersecting
systems of oppression shaped their
experiences using intergroup dialogue.*®
This methodology deepens participants’
relationships through carefully planned,
sequentially structured, and facilitated
activities that increase in difficulty,
intensity, and intimacy.*® Supplemental
Digital Appendix 1 (at http://links.Iww.
com/ACADMED/B250) describes the
training process used at the workshop.
Through this experience, participants
became more willing to be accountable
for their role in systems that produce
health inequities. One immediate
action they took was to support the
development and implementation of an
18-hour in-person cultural competence
course that is open to all UCM
employees and is consistent with critical
pedagogy principles.

The 18-hour course (Table 2) provides
an antioppressive framework and builds
skills and knowledge to advance DEI

in health care settings. Since the course
was implemented in 2014, 538/9,435
(5.7%) employees have completed

it. Participants include clinical and
nonclinical staff, faculty, and trainees.
The 6 sessions of the course build the
participants’ capacity to listen deeply,

be honest, and disagree, while engaging
in critical analysis of oppressive power
relations.* Because this work is often
discomforting, we discuss psychologically
brave spaces, which emphasize courage
and risk taking in conversations about
injustice over the illusion of safety.* We
use mutually agreed-on process norms
and normalize discomfort as necessary
for developing critical consciousness.*
Most importantly, participants begin to
experience that a shift in organizational
culture from a “power over” to a “power
with” model is possible and beneficial
for their sense of agency, which
motivates them to build that culture with
colleagues, patients, and the community.
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Table 1

Definitions of 3 Critical Theories—Critical Consciousness, Relational-Cultural Theory,
and Intersectionality—and Recommended Readings or Materials on Each?

Critical e The 2 key dimensions of critical consciousness are: (1) sociopolitical analysis, also called critical reflection, critical analysis, or
consciousness social analysis, and (2) critical action, also called civic engagement or social action.?*¢3

Recommended readings or materials:

AN =

Acad Med. 2009;84:782-787.

Adams M, Bell LA, Goodman DJ, Joshi KY, eds. Teaching for Diversity and Social Justice. 3rd ed. New York, NY: Routledge; 2016.
Hooks B. Teaching to Transgress: Education as the Practice of Freedom. New York, NY: Routledge; 1994.

Freire P. Pedagogy of the Oppressed: 50th Anniversary Edition. New York, NY: Bloomsbury Academic; 2018.

Kumagai AK, Lypson ML. Beyond cultural competence: Critical consciousness, social justice, and multicultural education.

Relational-cultural e Relational-cultural theory, originally formulated by Jean Baker Miller, MD, posits that people grow through and toward

theory connection over their life span, challenging the notion of separation and independence.® According to Miller, growth-
fostering relationships are relationships in which active participation by all involved results in mutual development.

e Developments in neuroscience support the main relational-cultural theory assumptions, demonstrating that the human

brain is physically wired to develop through relationships, that we are “born to form attachments,” and that relational

disconnection creates real pain.'®

e Relational-cultural theory also recognizes the significant effect of the cultural context, including systems of oppression,
on human development and daily life. Relationships may “both represent and reproduce the culture in which they are

embedded.” 1°

e According to relational-cultural theory, judgment, prejudice, bias, and abuse of power are central to systems of oppression,
as they force individuals to bring only certain parts of themselves into connections, resulting in inauthentic relationships,
marginalization, guilt, and shame. When society and organizations are built on connecting in this limited way, people fail
each other empathetically, do not understand each other, or let each other down in a myriad of ways.'® Ultimately, this leads

to a culture of chronic disconnection and inequity.

e Uncovering and facing layers of relational disconnect often lead to conflict. Consequently, in this theoretical framework,
constructive conflict is vital for growth. Rather than viewing conflict as a threat to relationships, relational-cultural theory
views it as a transformation pathway that can lead to compassion and the recognition of common goals in the struggle for

social justice.™®

Recommended readings or materials:

1. Gunderson C, Graff D, Craddock K. Transforming Community: Stories of Connection Through the Lens of Relational-

Cultural Theory. Duluth, MN: Whole Person Associates; 2017.

2. Jordan JV. The Power of Connection: Recent Developments in Relational-Cultural Theory. London, UK: Routledge; 2013.

Intersectionality e Crenshaw® coined the term intersectionality in the 1990s to address the marginalization of Black women by both feminist
and antiracist movements. However, the roots of intersectionality date back to the writings of African American scholars

such as Anna Julia Cooper and W.E.B. Du Bois.®®

e Currently, the term intersectionality includes additional social group memberships—including class, sexual orientation,
nationality, disability, and others.3® The intersectional framework encompasses several significant assumptions:°=°
° Social group memberships structure people’s experiences through simultaneous, rather than additive, interactions.
° Examining how social group memberships are interconnected results in more complex understandings of differences
within each social group, as other social group memberships configure it (e.g., differences in birth outcomes for White,
Black, Latina, or Asian women with various levels of education and immigration histories).
e Intersectional analysis is historically grounded, illuminating how intersecting social group identities influence access to social

power in different sociopolitical circumstances.?°646>

e Intersectional analysis differs from the diversity and multiculturalism frameworks because it shifts from recognizing and
celebrating differences to focusing on structural systems of power and inequality based on those differences.?®
e Intersectional analysis challenges the notion of multiculturalism because it problematizes the idea that race, class, and

gender are important only at the cultural level.?*

Recommended readings or materials:

1. Intersectionality Matters! African American Policy Forum’s Podcast. https://podcasts.apple.com/us/podcast/intersectionality-

matters/id1441348908. Accessed February 23, 2022.

2. Crenshaw K. The urgency of intersectionality. TED Talk Channel on YouTube. https:/Avww.youtube.com/watch?v=akOe5-

UsQ2o0. Accessed February 23, 2022.

3. Crenshaw K, Gotana N, Peller G, Thomas K. Critical Race Theory: The Key Writings That Formed the Movement. New York,

NY: The New Press; 1996.

4. Collins PH, Bilge S. Intersectionality. 2nd ed. Newark, NJ: Polity Press; 2020.

?Engaging in intentional and ongoing discussions about the application of these theories to daily practices in
health care is an important step for establishing a strong foundation for the broader effort of building a culture
of equity. Because most of the recommended readings or materials do not explicitly address health care,
structuring team discussions to promote their application to health care is key. The authors recommend using
the ORID®® (Objective, Reflective, Interpretational, and Decisional) method to guide discussions, which is based
on experiential learning. ORID provides a semistructured, systematic learning and decision-making process that
enables the application of critical theory tenets to health inequities and subsequent action.

Participation in our trainings, including to the 18-hour course, we delivered nearly
the 18-hour course, is typically voluntary, 20,000 hours of equity training tailored
which minimizes resistance. In addition to diverse department and unit needs
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with frontline staff, middle management,
and leadership by working with those
who were willing. This approach to
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training, combined with the other 4
change strategies, advances critical
consciousness at the organizational

level. We have reached thousands of
employees who have subsequently led
change within their spheres of influence
by bringing training to their teams or
initiating other projects. For example,
supporting critical consciousness among
administrative leaders led to the eventual
integration of equity in the UCM Vision
2025 strategic plan, board reports, and
executive incentives. At different levels of
the organization, employee-led resource
groups developed a more equitable
parental leave policy for all hospital
employees and the first sponsor-protégé
model to address the underrepresentation
of Black women in leadership positions.
Table 3 provides other examples of
change efforts and associated processes
or outcomes, including several that were
initiated by employees who completed
the 18-hour cultural competence course.
When resistance to training arises, we
listen to, build relationships with, and
engage with the concerned parties to
cocreate solutions (see strategy 3 below).
For example, we learned from physicians
early on that another top-down mandated
training would generate resistance and
undermine our equity goals. Instead, we
engage physicians to cocreate trainings.
We are currently codeveloping training
on collecting sexual orientation and
gender identity data with physicians,

and those physicians are leading efforts
to ensure that their peers receive this
training.

Strategy 3: Work to strengthen
relationships so they can be change
vehicles

According to relational-cultural

theory, healthy development over a
personss life span occurs in the context

of quality relationships that support
mutual development. Growth-fostering
relationships are evidenced by (1) feelings
of zest or energy, (2) increased sense of
worth, (3) increased awareness of the

self and others, (4) the ability to take
action both in relationships and outside
of them, and (5) the desire for more
connection.’ These types of relationships
challenge socially constructed notions

of separation and independence, which
hinder employees” agency to confront
interpersonal and organizational
dynamics that foster inequity.”* Therefore,
one of our main equity strategies is to
build and strengthen growth-fostering
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relationships. For example, our 18-hour
cultural competence course intentionally
draws participants from all organizational
levels, departments, and units, creating
cohorts who not only occupy different
social identity intersections (e.g.,
ethnicity, sexual orientation) but also
hold different levels of organizational
power (e.g., transport workers, nurses,
physicians, vice presidents). We introduce
nonviolent communication skills, which
attend to connection even during conflict
by deemphasizing winning (power over)
and emphasizing deep understanding
(power with; see Table 3). Through
dialogue, participants begin to agree

on what needs to be done even if they
interpret events differently.*’ Still, the
mixed cohorts require careful attention

to power dynamics to ensure that the
learning space is simultaneously radically
inclusive and psychologically brave. The
facilitators, who have extensive experience
with critical pedagogy, use intergroup
dialogue methodology (see Supplemental
Digital Appendix 1 at http://links.Iww.
com/ACADMED/B250) as an evidence-
informed approach?® to sequence the
course content and engage participants in
developing shared process norms.

Regular opportunities for others in the
organization to cocreate with our DEI
department are foundational as we build
equity leaders and synergy across the
organization. We identify influencers
whose jobs do not formally include

DEI efforts but who explicitly value

DEI. We then provide opportunities

for them to develop relationships and a
shared understanding of health equity
through trainings, retreats, meetings,
and initiatives. Our DEI department also
engages in strategic initiatives across

the organization. All DEI department
team members have completed Lean,
patient experience, and human resources
leadership trainings and take part in
other departments’ projects. Through
these actions, the DEI department team
deliberately brings critical analysis into
processes across the organization and
amplifies the work of other departments
whose efforts contribute to a culture of
equity, further disrupting individualism
and strict hierarchical dynamics.

Strategy 4: Empower an
implementation team that models a
culture of equity

One of the most important aspects of
our work has been the idea that our

DEI department team must embody the
culture we want the UCM to develop. To
that end, the DEI department team needs
to believe that “what we practice at a small
scale can reverberate to the large scale”*
To ensure this, the chief DEI officer
carefully selected DEI department team
members who articulated approaches to
health equity that were consitent with the
critical tradition, but who occupy different
social positions based on their intersecting
social identities, including professional
backgrounds. The DEI department team
had protected time during the first 2 years
of the initiative (2013-2015) to engage

in full-day bimonthly retreats with an
external facilitator. During the retreats,
the team deepened their critical analysis
by discussing readings and materials (see
Table 1), engaging each other’s diverse
perspectives, learning how to have a
productive conflict, and strengthening
relationships. The DEI department team
members are organizers who seek to
“transform the system, transform the
consciousness of the people working for
the organization, and, in the process,
transform their own consciousness.”*
Listening deeply to peers, marginalized
voices, and criticisms and seeing “the
beauty of [the] people with whom [they]
work, without romanticizing or idealizing
them”** are key. The DEI department team
models how to transform relationships
and the hierarchical structure through
trainings and meetings facilitation. The
team members exemplify a growing
capacity to analyze the world using

a critical theoretical lens, act, take
accountability, and work across and
within the groups they occupy.*’ Simply
put, the DEI department team embodies
the culture the organization is aiming to
achieve.

Strategy 5: Align equity-focused culture
transformation with equity-focused
operations transformation to support
transformative praxis

Health care equity efforts require
complex fundamental changes in the
structure, culture, and operations of

an organization.*** Five years after
beginning (i.e., in 2017), we evaluated
our organization-wide equity initiative to
understand the uptake of equity-focused
practices, as well as implementation
facilitators and barriers.*** Using
implementation theory and a convergent
mixed methods design, we conducted
semistructured key informant interviews
(n = 40), surveys of diversity and equity
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Table 2

Voluntary 18-Hour In-Person Cultural Competence Course Open to All University
of Chicago Medicine Employees?

The business Explore the need to focus on diversity, equity, and inclusion in health care through the lenses of quality of care, organizational

case for diversity, mission and values, regulatory environment, and ethics.
equity, and o Explore a dynamic definition of culture, which integrates the role of intersecting systems of oppression and structures in
inclusion shaping shared experiences.

Learn the importance of conducting an analysis at the structural, organizational, and intrapersonal/interpersonal levels
through a case study presenting a sentinel event (e.g., a patient dying from the complex interaction of social dynamics among

the 3 levels).
e Learn the ORID (Objective, Reflective, Interpretational, and Decisional)®® method for group facilitation and case debrief.
Dimensions of e Explore multiple memberships in social groups (e.g., gender, race, ethnicity, age, ability, sexual orientation) and how the
diversity, power, intersections of these identities may influence access to resources and social power.
privilege, and o Explore definitions of privilege and marginalization.
self-awareness e Gain critical thinking and self-awareness skills necessary to understand how one’s position in the interlocking systems of

oppression?®2 impacts providers’ and patients’ experiences in health care. For example, participants partake in a guided
imagery activity in which they visualize 7 individuals. The facilitators introduce each individual in steps (e.g., an African
American woman [step 1] who is a single mother [step 2], who is wealthy [step 3], and who is a chief of cardiology at an
academic medical center [step 4]), which allows the participants to observe the process of stereotyping they engage in by
noting how their mental image of the individual changes with each added descriptor. They debrief in guided small- and large-
group discussions that focus on structural and cultural sources of these stereotypes.

Watch a portion of the video Place Matters, a part of the documentary series Unnatural Causes: Is Inequality Making Us
Sick?,%” which portrays how forces associated with political economy contribute to neighborhood deterioration, producing
unhealthy conditions that disproportionately impact people of color and immigrants. The discussion that follows focuses on
understanding privilege as unearned and often unconscious access to resources granted because of social group identity.

Worldview and e Learn about the cycle of socialization,*® through which systems of oppression become normalized and integrated into one’s
transcultural worldview.

communication Explore how a lifetime of socialization in families, communities, and institutions based on race, ethnicity, gender, and
socioeconomic status, as well as other individual and social characteristics, contributes to diverse worldviews.3®

Examine participants’ worldviews from theoretical and practical standpoints.

Learn to identify potential areas of conflict and simultaneously apply structural and cultural formulation'#2°343¢ of a problem
to build trusting relationships.

Explore the impact of worldview differences through a case study focused on the experience of a patient who is a member of
the LGBTQ+ community.

e Learn to use the CLARA tool (see Table 3) to communicate across differences and solve conflict

| analysis and examine power to understand structural barriers that exasperate

Addressing

lenges associated with

limited health patients’ limited health literacy and English proficiency.
literacy and e Expand communication skills and learn to reduce the power differential between patients and providers by using teach-back
communication techniques and effectively using interpreters.

via interpreters Explore health literacy, communication, and power dynamics in health care settings through an experiential activity that
exposes the many tasks that are involved in reading a nutritional label, which are often taken for granted by health care
providers (e.g., figuring out the calories for the serving size, comparing the serving size with the amount they usually eat,
then doing multiplications or divisions to determine the actual calories consumed).

Analyze Alicia Mercado’s story from the video Worlds Apart: A Four-Part Series on Cross-Cultural Healthcare,® which

focuses on dynamics between a Spanish-speaking patient from Puerto Rico and her provider who communicate through an
interpreter about unmanaged diabetes. The discussion that follows focuses on power dynamics, social determinants of health,
the complexity of structural and cultural factors'#2%3438 that contribute to nonadherence, the patient perspective on chronic
illness, and the culture of biomedicine.

Ethical o Explore ethical dimensions of care through case studies and small-group discussions.
dimensions e Apply the multidimensional analysis developed throughout the course, which includes analysis of the structural, organizational,
of care and intrapersonal/interpersonal levels, to determine “what ought to be done in a situation, all things considered.”®

Search for “the least bruising”® resolutions to conflicts of values and interests in 2 case studies from Worlds Apart: A Four-

Part Series on Cross-Cultural Healthcare:®®

° Use Mohammed Kochi’s story to explore the culture of biomedicine, spirituality, communication barriers, immigration, and
religious oppression.

° Use Robert Phillips’ story to explore disease, illness, stereotyping, and mistrust in the context of structural racism.

Health e Uncover the relationship between health inequities and the intersecting systems of oppression that operate at the structural,
disparities organizational, and intrapersonal/interpersonal levels.

and change e Examine health and health care disparities data in the United States and Chicago. Participants also learn about University
agency of Chicago Medicine initiatives to reduce health inequities—for example, the Urban Health Initiative and the South Side

Healthcare Collaborative.
Explore participants’ spheres of influence and role as change agents.

Abbreviation: LGBTQ+, lesbian, gay, bisexual, transgender, queer or questioning, and others.

#The overall course objectives are to (1) gain knowledge and insight about diversity and social identities from the
perspective of those who experience structural oppression and inequity; (2) gain increased awareness of participants’
own identities, biases, and experiences, as well as how they impact their interactions with patients and colleagues; (3)
build strong relationships with other participants who represent diverse identity groups; and (4) develop cross-cultural
communication skills and motivation to take action as allies for justice and equity in health care. While some of the
content is didactic, the majority of the course relies on experiential activities and facilitated group discussions.
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Table 3

Examples of DEI Change Efforts and Associated Processes or Outcomes at UCM

Individual
employees

In addition to the 5.7% of all UCM employees (538/9,435) who completed the 18-hour cultural competence course
(see strategy 2 section in the main text and Table 2), UCM employees completed nearly 20,000 hours of other equity
trainings tailored to diverse department and unit needs. Those who completed the 18-hour course often initiated or
advocated for training in their departments or units.

Employees who took equity trainings use the tool CLARA (see below), a nonviolent communication tool

attributed to Love Makes a Family and Nonviolent Peaceforce,”® and advocated for its use in all organizational

interactions.

° The CLARA tool encompasses several assumptions:

° Conversations among people with different (sometimes oppressive) viewpoints are important and difficult.

° Authentic listening and showing respect for other people’s humanity, regardless of their views, can make such
conversations less challenging.

CLARA stands for:

° Calm yourself down. Take a deep breath. Check your pulse. Center yourself.

° Listen to the coworker’s, patient’s, or family’s perspective.

° Affirm by expressing connection with something that the person shared: a feeling, perspective, or principle.

° Respond to what the person said, answer the question, or express disagreement.

° Add by sharing additional information for the coworker, patient, or family to consider. In this step, you can
educate. Never use “but” or “however.”

o

Departments or
teams

984

The UCM’s data science and analytics team collaborated with the DEI department team and quality committee to
cocreate an interactive equity and opportunity dashboard that stratifies quality metrics by key patient demographic
variables.

The dashboard is now available to all employees. The data science and analytics team also provides training and
consultation on how to use the metrics.'®

Today, the UCM stratifies 82 quality measures by race, ethnicity, zip code, gender, language, and payer status via the
dashboard.® Quality chiefs responsible for attaining improvement goals for priority quality measures now examine
their measure(s) using an equity lens and report on steps being taken to reduce or eliminate disparities in quality
committee meetings.

The UCM’s child life specialists, composed primarily of White female providers, recogni hat their standard training
lacked focus on critical consciousness, which they needed to ensure quality care for their patients.

The child life specialists team requested assistance from the DEI department team to develop and implement an
equity-centered training module to support providers’ critical analysis and skills needed to build trusting relationships
with their patients and families who are predominantly people of color.

The diversity and equity committee® is a multidisciplinary team, which includes individuals across organizational
departments and hierarchies.

Five years after its implementation (in 2017), the committee evaluated progress, generated ideas for next steps, and
organized them into 5 equity-focused work streams (e.g., health literacy, equity training).

All committee members provide technical assistance for the work streams, as needed. For example, the diversity
and equity committee supported the UCM primary care quality improvement team in diagnosing disparities in
hypertension control between their White and Black patients. They facilitated an equity-focused root cause analysis
to explore factors that contribute to the disparity (e.g., provider bias, segregation, unemployment) and obtained
the perspectives of Black patients with uncontrolled hypertension in the analysis process. The primary care quality
improvement team is in the process of designing an intervention, which aims to simultaneously reduce the disparity
while improving quality.

One of the UCM quality performance improvement team members who graduated from the 18-hour cultural
competence course spoke to data scientists about the work they were doing to integrate machine learning into
medical records. They recommended that the data scientists contact the DEI department to ensure that any
modifications did not create or exasperate health inequities.

The collaboration resulted in recommendations for how to incorporate fairness into the design, deployment, and
evaluation of machine learning models.”!

UCM created a workgroup, which includes the DEI, operational excellence (UCM’s version of the Lean management
system), patient experience and engagement, quality performance improvement, strategic planning, marketing and
communications, and human resources department teams.

The workgroup’s goal is to advance the integration process for equity-focused culture and operations change and
advise executive leaders on the best approaches to integration.

As the first process outcome, the workgroup integrated equity as a foundational element of the UCM'’s approach
to operations change and revised the UCM’s E3 Leadership (Engage, Evolve, and Excel) management system to
incorporate equity via E* Leadership iconography and messaging (see Supplemental Digital Appendix 2 at http:/
links.lww.com/ACADMED/B251). E* Leadership represents the new approach to all operations change.

(Table continues)
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Table 3

(Continued)

Community or
external
stakeholders

The UCM CAC is composed of a representative group of volunteer members who live and/or work in the UCM’s
service area.

The CAC serves as an advisor to the university on issues of interest to the broader community.

The CAC is an essential partner in achieving equity goals related to broader community interests, community benefit
programs, access to care, and effective community engagement. A recent example of how the CAC accomplishes this
is its commitment to host COVID-19 vaccine educational sessions in the community.

The UHI improves population health and community benefit programs by collaborating with community organizations
and partners to implement innovative health equity strategies. The UHI fosters strong, lasting relationships with civic
leaders, community organizations, health care providers, and residents to strategically improve health and access

to quality care. One example is the South Side Pediatric Asthma Center, which is a multi-institution partnership
aiming to reduce the burden of asthma and improve health outcomes for children and families in the South Side

of Chicago. Twenty percent of children in UCM'’s service area suffer from asthma compared with 10% in lllinois

and 12% nationally.”? In response, the UCM collaborated with local hospitals and federally qualified health centers

to establish the South Side Pediatric Asthma Center. Programming includes an annual Asthma Education Summit,
community asthma testing and education, asthma training in educational settings (public schools and daycare
centers), a community health worker program, an asthma resource line, and social media outreach and education.
Among the 282 individuals who participated in the community health worker program, those who completed at least
6 months of programming experienced statistically significant reductions in asthma morbidity, health care utilization,
and work absenteeism.”? In addition, the number of days that participants needed to use rescue medication over a
2-week period decreased from 3.34 days at baseline to 0.96 days at 6-month follow-up. There was also a reduction
in asthma-related emergency department visits (55%), hospitalizations (56%), missed school days (47 %), and missed
workdays (52 %) from baseline to 6-month follow-up.

Based at the University of Chicago, the Robert Wood Johnson Foundation’s AHE program works with teams
composed of state Medicaid agencies, Medicaid managed care organization health plans, and health care delivery
organizations to develop and implement integrated payment and health care delivery reforms to reduce health
disparities. The program also addresses social determinants of health and generates best practice and policy
recommendations for national dissemination.

e The AHE program and its Roadmap to Advance Health Equity (see Figure 2) inform the UCM's DEI efforts.
¢ To advance implementation of the AHE program and its roadmap, one of the AHE codirectors is also a member of the

DEI department team and provides operational and strategic support.

Abbreviations: DEI, diversity, equity, and inclusion; UCM, University of Chicago Medicine; CAC, Community

Advisory Council; UHI, Urban Health Initiative; AHE, Advancing Health Equity: Leading Care, Payment,

and Systems Transformation.

aThe diversity and equity committee includes employees who are not part of the DEI department.

The DEI department coordinates this committee.

committee members from across the
organization (n = 40), and a survey of mid-
management (n = 105). We assessed the
social network, the organizational culture
type, and the extent to which employees
felt that they had the support, skills,
incentives, commitment, and intention to
focus on equity in their everyday practices.
The preliminary evaluation (companion
paper in preparation) revealed that critical
pedagogy raised organizational critical
consciousness. Employees recognized
inequities and were motivated to create
solutions. However, the evaluation also
illuminated barriers to advancing health
equity: (1) professional silos, (2) leaders
who were not involved with the initial
efforts struggling to translate equity
awareness and desire into actions, and (3)
a predominantly top-down hierarchical
culture. These findings confirmed that, in
complex organizational settings, supporting
employees’ praxis to achieve health equity
must include a focus on concrete actions to
integrate equity into daily work.

As a result of the evaluation, the chief
DEI officer and the vice president of
operational excellence made integration
of equity-focused culture and operations
change a shared annual goal. They
flattened the organizational hierarchy and
began eliminating professional and team
silos by tasking a 7-department workgroup
with advancing the integration process
for equity-focused culture and operations
change and advising the executive leaders
on the actions they needed to take to
advance integration. The workgroup
included their teams and the patient
experience and engagement, quality
performance improvement, strategic
planning, marketing and communications,
and human resources teams. Principles of
relational-cultural theory, such as sharing
ownership of the integration goal between
2 executive leaders and a 7-department
workgroup, building growth-fostering
relationships in meetings, and formally
embracing conflict as vital for growth via
their operating agreement, allowed these
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departments to find common ground and
begin developing a shared equity-focused
culture and operations change framework.
Table 3 describes the group’s first shared
outcome, which includes iconography
and messaging (see Supplemental Digital
Appendix 2 at http://links.Iww.com/
ACADMED/B251) for the new leadership
management system that includes equity
as a foundational element of all operations
change.

Evidence of Progress

As of 2022, we have been using the

DEI theory of change (Figure 1) for

10 years, have accomplished multiple
process outcomes, and are beginning to
see outcomes consistent with our DEI
strategic goals (see Table 3). Our annual
operating plan integrates DEI goals into
our people, patients, and quality and
safety pillars (e.g., “Build, attract, and
retain a diverse and inclusive workforce
that is representative of [our] patients
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and the community”).*® We also use
human resource metrics to gain insight
into culture change. For example,

we added several subscales from the
Diversity Engagement Survey® to our
annual employee engagement survey;,
which we collectively use as a diagnostic
and benchmarking tool to assess our
progress. Our employee engagement and
inclusion scores increased from 2013 to
2019. Furthermore, we now stratify 82
quality measures by race, ethnicity, zip
code, gender, language, and payer status
and make that information available to
the entire organization via an interactive
equity and opportunity dashboard.' In
2018, the UCM also reopened a level

1 adult trauma center, an outcome of a
synergy between sustained community
activism and new responsive leadership.
Chicago’s South Side, previously
described as a trauma desert, has a high
burden of firearm injury.*® A recent study
demonstrates that the trauma center
reopening has been associated with
transport time reductions along racial,
ethnic, and socioeconomic lines.*

Measuring the impact of DEI efforts on
patient outcomes is critical. However,
ameliorating and eliminating root

causes of health inequities is a complex
endeavor. Organizations should carefully
consider the applicability of the measures
they choose to evaluate the progress

of equity-focused initiatives. Many
measures (e.g., return on investment,
reduced costs) associated with the
contemporary economic zeitgeist

and traditional biomedical health
perspectives'>! ignore the potential
impact of culture change and the lengthy
timelines needed to align equity-focused
initiatives across policy sectors. Such
measures may create barriers for the
long-term visionary, courageous, and
experimental efforts needed to achieve
health equity. Health care institutions
must commit to building infrastructure
and overcoming structural barriers
associated with providing quality

care to patients experiencing social
disadvantage. Thus, it is critical that
evaluation criteria do not result in
prematurely dismissing initiatives that
have the potential for long-term impact.

Concluding Reflections

Colleagues often ask about organizational
resistance, especially given the theoretical
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approach to our work that may appear
abstract, impractical, and costly.
Persistent health care inequities have
been difficult to eradicate because the
interventions to address them often use
the same cultural and organizational
processes that create and sustain them.
Health care organizations may begin their
equity work with operational changes
that the National CLAS Standards'”

or the Roadmap to Advance Health
Equity?*? recommend (see the right-
hand side of Figure 1). For example,
ensuring easy access to interpreters;
providing plain language materials; or
stratifying patient data by race, ethnicity,
and other social group identities may

be good starting points for many
organizations. Yet, they must also realize
that even these actions ultimately aim

to address problems rooted in unequal
power distribution at the intrapersonal/
interpersonal, organizational, and
structural levels. Organizations must
invest in critical pedagogy and growth-
fostering relationships based on mutual
empathy and accountability. Doing

so helps employees dialogue about

how unjust structures shape their and
their patients’ lives, enabling them to
develop a shared understanding of how
to reshape these structures. Employees
also require implementation training

to translate their critical insights into
concrete organizational actions. However,
processes to change organizational
culture and operations must rely on
frameworks that place social justice at the
center. Otherwise, these processes will
uphold the structural dynamics that are at
the root of the problem they are seeking
to solve.

We expect to meet resistance and work
with it when it does emerge as we use the
5 strategies to build a culture of equity,
knowing that productive conflict is
necessary for growth. Uprooting injustice
that is deeply embedded in societal and
organizational dynamics is a challenging
and long-term process.** Thus, assessing
readiness for organizational change is
essential. Leaders committed to critical
theory can ensure that adequate resources
and time are allotted for this approach.
However, there is an inherent tension

in applying critical theory to practice

in institutional settings, which can lead
to institutions coopting emancipatory
ideas in such a way that they end

up maintaining the status quo.>® For

instance, while medical education
increasingly includes content on the
social determinants of health, it often
positions the content as something to
know about rather than as something

to try to change.> Similarly, institutions
adopting a depoliticized approach to
trauma-informed care invest significant
efforts to promote employee behaviors
that support recovery, which matters,

but rarely acknowledge that trauma is
racialized and gendered and thus requires
structural interventions to eliminate.” We
encourage DEI department teams to work
within this tension and address it directly
when it arises. Engaging in reflexivity,
making the critical theoretical foundation
of the organizational change work explicit,
and inviting critique from those working
within the critical theoretical tradition
outside of the institution, especially
community members and activists, can
potentially reduce the risk of cooptation.
Working within the tension also catalyzes
the innovation necessary for developing
new tools that can “dismantle the master’s
house” %>

Comprehensive organizational efforts

like ours are costly. At the same time,

that cost is necessary to eliminate the
overwhelming moral and economic

costs associated with structural racism,
including preventable medical expenses,
illnesses, and premature deaths that
disproportionately affect communities

of color.*®** The 5 change strategies

we describe here are an investment in
building an inclusive and just academic
health system that can attract and retain
diverse talent capable of delivering quality
health care.® In addition to fulfilling our
regulatory and legal obligations, evidence
suggests that diverse groups with relevant
knowledge in an inclusive environment
outperform homogeneous groups.®>
Compared with homogeneous groups,
diverse groups are better at solving
complex problems, making predictions,
innovating, and succeeding financially.®
In other words, there are direct benefits to
the organization’s operations and overall
performance in addition to advancing
health equity. The resources required to
implement the 5 strategies are a necessary
investment to fulfill our mission, which

is “to provide superior health care in a
compassionate manner, ever mindful of
each patient’s dignity and individuality; *
and realize our vision to become “an
eminent academic health system at the
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forefront of discovery, advanced education,
clinical innovation, and transformative
health care” without variation in patients’
experience and outcomes.
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