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Abstract

The emergency department (ED) serves as a vital source of healthcare for residents in the 

United States, including as a safety net. However, patients from minoritized racial and ethnic 

groups have historically experienced disproportionate barriers to accessing healthcare services and 

lower quality of services compared to White patients. Quality measures and their application to 

quality improvement initiatives represent a critical opportunity to incentivize healthcare systems to 

advance health equity and reduce health disparities. Currently, there are no nationally recognized 

quality measures that track the quality of emergency care delivery by race and ethnicity and 

no published frameworks to guide the development and prioritization of quality measures 

to reduce health disparities in emergency care. To address these gaps, American College of 

Emergency Physicians (ACEP) convened a working group of experts in quality measurement, 

health disparities, and health equity to develop guidance on the establishment of quality measures 

to address racial and ethnic disparities in the provision of emergency care. Based on iterative 

discussion over three working group meetings, we present a summary of existing emergency 

medicine quality measures that should be adapted to track racial and ethnic disparities as well as 

a framework for developing new measures that focus on disparities in access to emergency care, 

care delivery, and transitions of care.

Background

Patients from minoritized racial and ethnic groups have less access to healthcare services 

and receive lower quality of care compared to White patients.1,2 These differences in care 

provision contribute to relatively worse health outcomes among minoritized racial and ethnic 

groups, such as threefold higher maternal mortality amongst Black women compared to 

White women and twofold higher rates of diabetes-related complications amongst Hispanic 

patients compared to non-Hispanic White patients.3–5 The Institute of Medicine’s (IOM) 

seminal publication Unequal Treatment: Confronting Racial and Ethnic Disparities in Health 
Care defined these differential health outcomes as healthcare disparities or ‘racial or ethnic 

differences in the quality and provision of healthcare that are not necessarily due to access 

or clinical needs, preferences, and appropriateness of intervention’.6 The IOM identified 

disparities as such an important reflection of quality that it named equity as one of 

the six key pillars of the IOM framework of healthcare quality in 2001.7 Despite this, 

compared to the other IOM domains of safety, effectiveness, efficiency, timeliness, and 

patient-centeredness, where significant improvements have been made, less progress has 

been made in improving healthcare equity.7

The emergency department (ED) serves as a vital source of healthcare for residents in the 

United States. As a common resource for communities, the ED provides a safety net to 

all patients, serving a critical public health role. Patients from racial and ethnic minority 

groups disproportionately use the ED and are more likely to rely on emergency care for both 

time-sensitive and non-urgent care needs.8 This reality leaves patients from racial and ethnic 

minority groups vulnerable to existing systemic barriers in access, delivery, and transitions 

of emergency care. As a result, care decisions in the ED, such as those regarding the 

initiation of diagnostic and therapeutic services and admission for inpatient monitoring or 
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referral for outpatient care, have significant downstream implications, including limitations 

in access to inpatient hospitalization, specialist care, and urgent procedural intervention.

Despite the ED’s important role in providing access to healthcare for racial and ethnic 

minority groups, disparities in emergency care, as in other areas of medicine, are well 

documented.9–14 Moreover, although there is no paucity of data documenting disparities 

in emergency care and increasing calls for action to advance equity and espouse antiracist 

principles within the practice of emergency medicine,15 there has been little guidance 

on strategies that health systems and clinicians can employ to address disparities in the 

emergency care setting.

Quality measures and their application to quality improvement initiatives and value-based 

payment strategies represent a critical opportunity to incentivize healthcare clinicians and 

systems to advance health equity. Measuring specific elements of care that are thought to 

reflect quality can be used to more standardly benchmark progress made through quality 

improvement initiatives.16 Over the past two decades, adoption of quality measurement has 

resulted in greater integration of evidenced-based practices, better standardization of care for 

patients presenting with similar clinical conditions, reduced inefficient resource utilization, 

and improved health outcomes.17,18

The specialty of emergency medicine has promoted initiatives to develop and implement 

quality measures nationally for the purpose of quality improvement and value-based 

payment. For example, in 2021 the Clinical Emergency Data Registry (CEDR) was 

established as the first emergency medicine qualified clinical data registry to measure acute 

care quality.19,20 Additionally, programs like the Michigan ED Improvement Collaborative 

(MEDIC) and the Emergency Quality Network (E-QUAL) were created to collaboratively 

improve ED care quality.21,22 These and other efforts have led to meaningful improvements 

in patient outcomes for conditions such as stroke and myocardial infarction23,24 and 

reductions in unnecessary imaging for minor head trauma and syncope.25

However, the impact of quality measurement and quality improvement on health equity is 

mixed. In some cases, value-based programs have widened disparities,26,27 in part because 

the resource-intensive demands of reporting and carrying out quality improvement strategies 

may divert resources from high-need patients. Therefore, there is increasing recognition that 

equity and disparities must be explicitly measured and reported. The Centers for Medicare 

and Medicaid Services (CMS) has announced new measures that will hold clinicians 

accountable for racial disparities in hospital readmissions and will now require all new 

models to collect demographic data on healthcare beneficiaries to track whether quality 

improvement strategies are reducing or exacerbating disparities.28,29 Current ED quality 

measures, however, do not report performance or outcomes by race or ethnicity, which may 

mask disparities and limits quality improvement within the domain of equity. In addition, 

there are no published frameworks to guide the development and prioritization of quality 

measures to reduce health disparities in emergency care.

To address these gaps, ACEP convened a workgroup of experts in quality measurement and 

health disparities to develop guidance on the establishment of quality measures to address 
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racial and ethnic disparities in emergency care. Specifically, the objectives of the workgroup 

were to: (1) identify key principles for applying quality measurement to health disparities 

(2) evaluate how to adapt existing emergency medicine quality measures to track racial and 

ethnic disparities in emergency care and (3) develop a framework to guide development of 

novel measures to address health disparities where substantial gaps exist. We present expert 

consensus findings related to these objectives.

Workgroup Membership and Process

The ACEP Quality Measurement Development Workgroup was comprised of thirteen 

practicing emergency physicians who were invited to participate based on their expertise 

in emergency medicine health disparities; social emergency medicine; emergency medicine 

quality measurement and/or quality improvement. Workgroup members were past or current 

leaders of several committees and sections within ACEP, including the Diversity Inclusion 

& Health Equity Section, Social Emergency Medicine Section, Quality and Patient Safety 

Committee, and the CEDR Committee.

The workgroup convened over two virtual one-hour sessions and one final in-person two-

hour session that occurred in the fall of 2021. Prior to the first meeting, workgroup leaders 

conducted and reviewed literature searches on existing approaches to disparities quality 

measurement. During the first meeting, the workgroup reviewed summarized findings 

on existing approaches and key principles to disparities quality measurement (Objective 

1). The workgroup agreed on a strategy to score existing emergency medicine quality 

measures for their potential to track racial and ethnic disparities (Objective 2) and discussed 

a preliminary framework for establishing quality measures to reduce health disparities 

based on theoretical models identified in the literature. During the second meeting, the 

workgroup refined the proposed framework for developing novel measures to address health 

disparities in emergency medicine (Objective 3). During the final meeting, members had the 

opportunity to vote on the prioritization of existing emergency medicine quality measures 

which demonstrated potential to track racial and ethnic disparities. The workgroup also 

made final revisions to the framework and collaboratively developed new measure concepts 

related to key elements of the framework. All disagreements were resolved through group 

discussion.

Objective 1: Identifying key principles for applying quality measurement to 

health disparities

We reviewed the landscape of evidence and existing approaches to measuring health 

disparities across medicine broadly. Overall, we found few existing guidelines30–33 and 

established demonstrations28,34,35 incorporating quality measures related to healthcare 

disparities, with little mention of emergency medicine. Nonetheless, we presented a 

summary of ten existing demonstrations outside the field emergency medicine from prior 

published reports34,36,37 as examples of how health care organizations have approached 

disparities quality measurement to inform initial workgroup discussions.
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Disparities Quality Measures Should Focus on the Emergency Clinician Practice Level

A critical consideration of quality measure development is measure attribution, or the 

process of selecting a patient population for which a group or entity will be held accountable 

for providing appropriate health services and achieving adequate health outcomes.38 The 

population may be defined as the patients who receive care within a particular geographic 

area, health system, or clinician group. Most existing health disparities quality measurement 

approaches measure health disparities at the broader geographic level (i.e. state-level 

outcomes) or on the level of the health plan.34 The reported measure outcomes are thus a 

reflection of how the entire entity (state, health system) is performing rather than a reflection 

of the performance of individual clinicians.

Attributing accountability for disparities in care suggests that the group whose performance 

is being measured has the agency to achieve measurable improvements in those disparities. 

For health disparities measures related to emergency care, our workgroup focused on quality 

measurement at the emergency clinician group level, in alignment with existing quality 

measure sets for emergency care that ACEP supports.19,39 By focusing initially on this level, 

interventions can be developed, applied, and then measured for change and improvement 

among this group over time. Group-level measures also mitigate low sample sizes that 

may not translate into meaningful differences in quality of care at the individual clinician 

level. However, we acknowledge that measurement of process changes and feedback can be 

applied more precisely when targeting at a narrower level, such as the individual clinician 

level. At the same time, we also recognize that health disparities are driven at a broader 

level, by attributed entities much farther upstream to emergency care, including public health 

and social service systems.

Disparities Quality Measurement Should Start with Process Measures

Measuring health disparities at the clinician group level has implications for the types of 

measures that are feasible and valid to implement to improve equity. Quality measures 

may be designed as structure, process or outcome measures.40 Structural measures assess 

the capacity to provide quality healthcare. Process measures assess the care delivery 

activities and resources used to care for patients, and ideally reflect evidenced-based care 

that is known to be associated with good outcomes. Outcome measures directly measure 

improvements in health (i.e. mortality, functional status, pain) that result from health care 

delivery.

In identifying concepts for new measure development, processes of care are actionable 

targets that are particularly vulnerable to mechanisms of health inequity such as institutional 

and personally-mediated racism.41,42 At the clinician level, personally mediated racism can 

operate through implicit and explicit biases that are held by the clinician and influence 

the quality of patient-clinician communication43 as well as the clinician’s medical decision-

making.44 Care delivery in the ED is characterized by high-acuity, time-sensitive conditions, 

high patient volumes, competing demands and rapid decision-making with incomplete 

diagnostic information and no pre-existing patient-provider relationship. These features of 

ED practice yield cognitive stressors that can exacerbate clinician’s use of heuristics such 

as implicit and explicit biases that can affect processes of care including diagnostic and 
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treatment decisions. Thus, special attention should be paid to processes of care, such as 

diagnostic, treatment, and disposition decisions, where known disparities can widen.

While, ideally, quality improvement efforts would hold clinicians accountable for 

improvements in outcomes, valid outcomes measures are often difficult to develop and 

implement.45,46 This is especially challenging for measures that attempt to capture racial 

and ethnic disparities in health outcomes as they are influenced by numerous social 

determinants of health and health system failures outside of the control of the ED clinician. 

For example, stroke mortality may be a useful measure to assess the quality of care provided 

by an institution or health plan but would not necessarily be representative of emergency 

clinician group quality as it reflects not only the care delivered in the ED but also upstream 

elements related to medications and preventative services like carotid endarterectomy as 

well as downstream care within the inpatient or post-acute care settings.47 However, a 

process measure related to the equitable use of computed tomography and provision of 

tissue plasminogen activator therapy across patient racial and ethnic groups may more 

specifically target disparities in emergency care quality at the clinician group level.

Disparities measurement should be integrated into existing quality measurement 
practices.

Efforts should be made to integrate health disparities quality measurement within the 

existing universe of quality measures. Within the field of emergency medicine, specifically, 

quality measurement has been applied to multiple quality domains, specifically to improve 

the timeliness of sepsis, myocardial infarction, and stroke care; the efficiency of imaging 

use for uncomplicated low back pain; the safety of foley catheter utilization; the effective 
use of antibiotics for bacterial sinusitis; and to deliver more patient-centered care through 

faster patient throughput in the ED.19 Isolating disparities measures from other commonly 

used measures would undermine the goal of integrating equity as an equally important 

pillar of quality. One strategy to integrate disparities quality measurement within quality 

improvement initiatives is to stratify existing measures, reporting separate outcomes for each 

racial and ethnic group. Comparisons of outcomes for patients of minoritized racial and 

ethnic groups to those of White patients could then be used to assess if gaps in measure 

outcomes exist. These gaps in outcomes could then be tracked and linked to performance 

incentives.

Existing measures should be appraised for their potential to detect racial and ethnic 

disparities and track changes in these disparities over time. In 2012, the NQF published 

the Disparities Sensitive Measurement Assessment scoring algorithm, which was applied 

to existing quality measures within ambulatory care.32 The aim of the scoring algorithm 

is to identify whether an existing quality measure is disparities-sensitive, meaning that it 

demonstrates potential to detect differences in quality across racial and ethnic groups.

The NQF Disparities Sensitive Measurement scoring consists of three primary criteria: 

(1) the prevalence of the condition targeted by the measure based on published priority 

conditions known to disproportionately impact racial and ethnic minority groups; (2) 

the health impact of the measurement domain or disease on racial and ethnic minority 

populations, including mortality, quality of life, disability; and (3) the magnitude of the 
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gap in quality between the racial and ethnic minority strata and historically advantaged 

population. Secondary criteria include consideration of whether the measure domain 

could be impacted by clinician-patient communication practices. At the time of expert 

consensus meetings, the NQF Disparities Sensitive Measurement Assessment was the most 

established strategy for appraising existing quality measures for their potential to track 

health disparities.

Objective 2: Adapting existing emergency medicine quality measures to 

track racial and ethnic disparities in emergency care

We applied the NQF Disparities Sensitive Measurement Assessment to 39 existing 

emergency medicine quality measures supported by CEDR, in addition to non-emergency 

medicine Quality Payment Program(QPP) measures commonly reported by emergency 

physicians.19,39 Our aim was to prioritize existing measures to begin stratifying by race 

and ethnicity and examine disparities in care within and between clinician groups.

There were notable limitations to the NQF Disparities-Sensitive Scoring protocol. Firstly, 

assessments of impact and quality gap on racial and ethnic minority populations as 

described above relied on availability of published literature. In some cases, evidenced-

based appraisements of prevalence and impact could not be made due to lack of available 

literature. In addition, some existing emergency medicine quality measures targeted disease 

conditions such as sepsis—that are particularly significant to the scope of emergency 

medicine and for which there is literature supporting high prevalence in racial and ethnic 

minority groups—were not included in the list of priority conditions specified by the 

algorithm.32 These measures would have scored low for ‘prevalence’ based on NQF 

guidelines.

After initial review, we identified 13 existing quality measures that were highly disparities-

sensitive based on NQF scoring criteria. We also identified 18 measures for which there was 

limited literature to facilitate accurate scoring. Choosing among the 13 highly disparities-

sensitive measures, the workgroup was then asked to select those which should be the 

highest priority for tracking racial and ethnic disparities. Each workgroup member who 

attended the final meeting was asked to cast five votes among the measures to identify those 

with the highest potential to detect racial and ethnic quality gaps. The number of votes for 

each measure were tallied, and, at the conclusion of workgroup discussions, the 13 highly 

disparities-sensitive quality measures were ranked by priority based on highest to lowest 

number of votes (Table 1).

Overall, examining existing emergency quality measures revealed important insights. Most 

measures were process measures, few were outcome measures. The predominance of 

process measures was expected based on lessons from published demonstrations that 

illustrated processes of care as particularly useful targets for health disparities measurement. 

Processes of care are subject to greater clinician discretion which can be impacted by 

heuristics engendered within the ED setting.43 In addition, processes of care are generally 

within the ED’s jurisdiction, creating actionable opportunities for quality improvement and 

ensuring appropriate measure attribution.
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We observed that measures related to the IOM quality pillar of efficiency were less likely 

to be disparities-sensitive. These efficiency measures typically aimed to increase value by 

targeting overuse of healthcare resources (e.g., ACEP 58: Measure of antibiotic prescribing 

for adults diagnosed with an upper respiratory infection).19 Notably, in some cases, the 

quality gap between the racial and ethnic minority groups and the historically advantaged 

group (White patients) was inverse (historically advantaged group had lower quality of care 

compared to racial and ethnic minority groups). This likely reflects patterns that demonstrate 

that racial and ethnic minority patients are less likely to receive pharmacologic treatments 

relative to historically advantaged minority groups. This suggests that closer appraisements 

of the quality gap should be conducted when considering the utility of efficiency measures 

for disparities quality measurement. Studies should examine whether overuse measures 

that try to improve value for historically advantaged groups could potentially result in 

significantly reduced access for racial and ethnic minority groups.

Lastly, though some existing measures will capture incidence of racially disparate care, 

stratifying existing measures by race is not sufficient to make substantial progress in 

reducing gaps in healthcare quality. Existing measures did not cover the spectrum of clinical 

conditions or care processes that house health care disparities. Thus, we sought to identify 

new measures that specifically targeted domains of emergency care that are vulnerable to 

mechanisms of institutional and personally-mediated racism and where racial and ethnic 

disparities are likely to arise.

Objective 3: Developing a framework to guide development of novel 

measures to address health disparities in emergency department care

To inform our understanding of strengths and weakness of current measures, as well as 

future measure development, our workgroup developed a conceptual framework drawing 

on existing literature.32,34,48 A recently published four-tier model,48 for example, provides 

broad guidance on developing measures for the advancement of equity for both patients 

and members of healthcare organizations. This framework importantly both categorizes and 

prioritizes the development of measures for the advancement of equity into four categories: 

access, transitions, quality of care, and socioeconomic/environmental impact. However, such 

models are limited in their application to the specific nuances of emergency medicine, 

underscoring the need for a revised framework.

Here we build upon this existing model for application specifically within emergency 

medicine. Initial literature review, thematic categorization, and framework drafting was 

completed by two study group members (HK, RS) with input from the workgroup chair 

(MPL) prior to the first workgroup meeting. The drafted framework was presented for 

discussion and feedback iteratively over the course of workgroup meetings. After each 

meeting, the model was revised and re-presented for further feedback.

The final framework, completed after the third stage of feedback and revisions during the 

in-person meeting, is presented in Figure 1. Interactions and themes are framed around the 

patient experience, beginning at the time of the recognition of need to seek emergency care. 

The final framework can be broadly categorized into: Access to care – including barriers or 
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facilitators that lead one to present to the ED; Care delivery – the provision of care following 

presentation to the ED; and Transitions – the follow up care and support services that are 

initiated at the end of an ED visit. Throughout the care continuum, structural racism and 
bias are identified to highlight the ways in which they mediate and moderate each of the 

categories. The framework also acknowledges pervasive social determinants of health that 

influence one’s likelihood of seeking ED care and influence health outcomes during and 

after the acute care encounter.

Of the 13 measures identified as disparities sensitive through application of the NQF scoring 

protocol, five were categorized as transitions, eight were categorized as care delivery, while 

none of the measures were categorized as access to care (Table 1). Utilizing the same 

process of drafting and revision based on expert feedback, topics for potential new measures 

were also compiled (Table 2). Similar to the existing measures, we found that most feasibly 

measurable benchmarks fell into process and outcomes categories. Further, potential access 

measures were limited by the ability to confer attribution to the clinician group level.

Challenges in Implementing Disparities Measurement in the ED

Race and Ethnicity Data Collection

Universal race and ethnicity data collection is a fundamental prerequisite for measuring 

health disparities. Currently, patient data on race and ethnicity is incomplete and not 

standardized across most clinical and administrative datasets. Hospital electronic health 

systems often record patient race as observed or perceived by hospital staff who perform 

patient intake documentation. Clinician groups should develop a system to universally 

collect race and ethnicity data using the current gold standard: self-report. In accordance 

with the IOM, at minimum health systems should include the following racial categories 

in standardized surveys and questionnaires: Black or African American, White, Asian, 

American Indian or Alaska Native, and Native Hawaiian or Other Pacific Islander.29 In 

addition, more granular ethnicity data should also be collected and current data collection 

standards also recommend capturing English language proficiency. Collection of race, 

ethnicity, and English language proficiency should incorporate adequate training to ensure 

data collection is culturally competent and respectful.49,50

Potential for Harm

Well-resourced health systems may have higher capacity to efficiently measure disparities 

and implement quality improvement. Institutions with limited resources that serve a large 

volume of historically marginalized patients may benefit from more staffing resources and 

improved health information technology to facilitate adequate data collection and quality 

improvement. Caution is necessary to ensure that disparities measurement does not lead to 

other unintended or adverse consequences such as clinician selection or avoidance of certain 

patient populations.

Feasibility

Specific measurement challenges may limit the assessment of health disparities. For 

example, the target of existing disparities-sensitive QPP measure “Preventive Care and 
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Screening: Screening for High Blood Pressure and Follow-Up Documented” is to incentivize 

clinicians to refer patients who are hypertensive during their ED visit for follow-up 

evaluation.19 However, to demonstrate compliance, clinicians need only document that they 

recommended a follow-up plan and not that follow-up care actually occurred. Thus, the 

measure is more likely a reflection of documentation practices than actual patient outcomes.

With respect to sample size, many hospitals and clinician groups only treat a small 

number of patients from minoritized racial and ethnic groups. This introduces significant 

challenges to fair and accurate comparisons of year-to-year performance or measure 

performance across practice groups. The application of accepted statistical processes in 

quality measure reporting, such as risk-adjustment for other factors that may influence the 

measurement outcome such as socioeconomic status, must also be done carefully. Risk 

adjustment for socioeconomic status may improve attribution by controlling for factors 

that are beyond the control of clinicians. Risk adjustment can also safeguard against 

penalizing safety net clinicians who see a case-mix of patients that are vulnerable to 

multiple intersecting healthcare disparities. However, risk adjustment has the potential to 

mask nuanced interrelated disparities and hinder incentives to reduce disparities among 

those of lower socioeconomic status.

Future Areas for Consideration

Numerous populations are affected by healthcare disparities, including but not limited to 

women, immigrants, the elderly, people with cognitive or physical disabilities, people who 

live in rural areas, children, and LGBTQ populations. We hope that our framework and 

initial groundwork on existing measures based on racial and ethnic disparities will serve as 

a model for developing new measures for other important populations affected by healthcare 

disparities.

Conclusions

The ED serves a critical role in healthcare access and the provision of acute care to 

patients from minoritized racial and ethnic groups. Quality measures offer an opportunity to 

measure and reduce disparities in care quality. Through an iterative process, we prioritized 

existing disparities-sensitive emergency care quality measures for stratification by race and 

ethnicity. We also created a framework for the development of new measures focusing on 

disparities in emergency care access, care delivery, transitions of care from the ED, and 

structural/environmental considerations. Implementing these concepts for an ED focused 

quality measurement framework may help decrease racial and ethnic disparities in care 

delivery in the emergency medicine setting.
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Figure 1. Framework to guide development of novel measures to address racial and ethnic 
disparities in access to emergency department care.*
PT=Physical Therapy; OT=Occupational Therapy; SNF=Skilled Nursing Facility; 

LTCF=Long-term Care Facility

* This framework centers around patients experience receiving emergency care, starting with 

Access to care – including barriers or facilitators that lead one to present to the ED, as well 

as prehospital transport; Care delivery – the provision of care following presentation to the 

ED; and Transitions – the follow up care and support services that are initiated at the end 

of an ED visit. Structural racism and bias are acknowledged to influence patients experience 

across the care continuum. Patients also experience structural and environmental factors 

such as social needs and public health infrastructure that underlie their need and access to 

ED care
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Table 1.

Existing Disparities-Sensitive Emergency Medicine Quality Measures

Measure ID
a Measure Title Emergency 

Medicine Health 
Disparities 
Framework 

Domain

Measure 

Type
b

Priority 
Rank* NQF

c 

Score**

ACEP 56 Follow-Up Care Coordination Documented in 
Discharge Summary

Transitions Process 1 5

ECPR 52 Percentage of Adult Patients with Psychosis or 
Agitation Who Were Ordered an Oral Antipsychotic 
Medication in the ED

Care Delivery Process 2 9

ACEP 48 Sepsis Management: Septic Shock: Lactate Level 
Measurement, Antibiotics Ordered, and Fluid 
Resuscitation

Care Delivery Process 3 9

MIPS 87 Stroke & Stroke Rehabilitation: Thrombolytic Therapy 
for Ischemic CVA

Care Delivery Process 4 11

ECPR 51 Percentage of Opioid Poisoning or Overdose Patients 
Presenting to An Acute Care Facility Who Were 
Prescribed Naloxone at Discharge

Transitions Process 5 10

ECPR 66 Opioid Withdrawal: Initiation of Medication-Assisted 
Treatment (MAT) and Referral to Outpatient Opioid 
Treatment

Transitions Process 6 10

ACEP 19 Percentage of ED visits for patients aged 18 years and 
older who presented with a minor blunt head trauma 
who had a head CT for trauma ordered by an emergency 
care clinician who have an indication for a head CT

Care Delivery Process 7 10

MIPS 317 Preventive Care and Screening: Screening for High 
Blood Pressure and Follow-Up Documented

Transitions Process 8 9

ACEP 22 Appropriate ED Utilization of CT for Pulmonary 
Embolism

Care Delivery Process 9 10

ECPR 40 Initiation of Initial Sepsis Bundle Care Delivery Process 10 9

ACEP 30 Sepsis Management: Septic Shock: Lactate Clearance 
Rate ≥ 10%

Care Delivery Outcome 11 9

ACEP 25 Tobacco Use: Screening and Cessation Intervention for 
Patients with Asthma and COPD

Transitions Process 12 9

ACEP 55 Emergency Medicine: ED Utilization of CT for Minor 
Blunt Head Trauma for Patients Aged 2 Through 17 
Years

Care Delivery Process 13 9

ACEP=American College of Emergency Physicians; MIPS= Merit-based Incentive Payment System; ECPR= Emergency-Clinical Performance 
Registry; NQF= National Quality Forum

*
In descending order of priority for testing and implementation; based on consensus of the ACEP Quality Measurement Development Workgroup

**
NQF score range is 2–14. A score of 9 points or higher met threshold for disparities-sensitivity. Additionally, measures could be deemed 

disparities-sensitive based on the magnitude of the quality gap between the historically disadvantaged group and the group with the highest quality 
for that measure.

a
American College of Emergency Physicians. Clinical Emergency Data Registry. 2022. https://www.acep.org/cedr/

b
Donabedian A. The Quality of Care: How Can It Be Assessed? JAMA. 1988;260(12):1743. doi:10.1001/jama.1988.03410120089033

c
National Quality Forum. Healthcare Disparities and Cultural Competency Consensus Standards: Disparities-sensitive Measure Assessment. 

2012. Accessed October 2021: https://www.qualityforum.org/Publications/2012/11/Healthcare Disparities and Cultural Competency Consensus 
Standards__Disparities-Sensitive_Measure_Assessment.aspx
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Table 2.

Potential New Measure Concepts for Health Disparities in Emergency Care

Emergency 
Medicine Health 
Disparities 
Framework 
Domain

Structure Measures Process Measures Outcome Measures

Access 24/7 interpreter services
Availability of on-call specialists at 
safety-net facilities

Rate of interpreter use for non-English 
speaking patients
Racial differences in hallway use, vertical 
space, waiting room care and other 
alternate sites of care

Racial differences in left without 
being seen rate
Racial differences in risk-adjusted 
transfer rate

Care Delivery Universal collection of self-reported 
race and ethnicity data in EHR
Implementation of clinical protocols 
for the care of disparities sensitive 
conditions (ex. substance use 
disorder, sickle cell pain crisis)

Completeness of self-reported race and 
ethnicity data
Use of stigmatizing language in medical 
record
Adherence to clinical guidelines for 
patients with acute sickle cell pain crisis

Racial differences in use of 
sedation and physical restraints for 
acute agitation
Patient experience of justice-
involved individuals
Racial differences in left against 
medical advice

Transitions Access to social work services in 
ED, including after hours

Quality and completeness of handoff to 
higher level of care
Completion of medically necessary 
follow-up care for acute illness or injury 
(ex. fracture)

Risk-adjusted return ED visit
Risk-adjusted inpatient and ICU 
admission rates

Structural and 
Environmental

Implicit bias training for clinicians
Availability of social risk screening

Referral to community resources for 
identified social needs

Concordance between ED patient 
population and local community 
race, ethnicity, and payer mix
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