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Do we need disparities data to
Improve quality?

Source: BRFSS, 2005



‘(e Quality and Disparities Data can be
used together to target interventions.
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How are we doing?
Data capture by subgroup is spotty.
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How are we doing?

outcomes are not narrowing.

Disparities in most processes and
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Making disparities data meaningful
How could they be used for QI?

B Target problem: Disparities data 1 efficiency.
— What process defect?
— What geographic area?
— What subgroup?

B Guide intervention: Disparities data |
effectiveness.

— What media?
— What language?
— Cultural sensitivity

B Track progress : Disparities data | efficiency.




What geographic area?
Disparities vary across States.

Colorectal cancer screening, Hispanic-NHW gap
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What geographic area?
Disparities vary across cities.

Diabetic elders with no eye exam
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9 Annc What subgroup?

Advancing

il Care varies across Hispanic groups.

Figure 4.21. People under age 65 uninsured all year, by ethnicity and Hispanic subgroup, California only, 2001, 2003, and 2005
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What subgroup?

Care varies across Asian groups.

Figure 4.7. Women age 40 and over who reported they had a mammaogram in the past 2 years, by race, Asian subgroup, and
insurance status, California only, 2005
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Recommendation 3-2: Any entity
collecting data from individuals for
purposes related to health and health
care should collect granular ethnicity
data in addition to data in the
OMB race and Hispanic ethnicity
categories and should select the
granular ethnicity categories to be
used from a national standard set.
When respondents do not self-
identify as one of the OMB race
categories or do not respond to
the Hispanic ethnicity question, a
national scheme should be used to
roll up the granular ethnicity
categories to the applicable broad
OMB race and Hispanic ethnicity
categories to the extent feasible.

Madagascar
has mara

thain oné

il jor

ragial and
athnia

group

(Black Africans
#nd Asisn

indisns]

Haot all

Bauth
Amaricans
ars Hispania
#% thare

ans five
non-Spanish
spanking
tarriorries
{Brazil, Guyana,
Buringma,
Franch Guiana,
tnd Baliza)

Andszlusian
Asturizn
Catslonizn
Castilian

Aalan

Aslan Indian
Bangladeshi
Brutanaszs
Burmesze
Cambodian

Chinsas
Madagsacar
Tahwansse
Filipino
Hmaong
Indonaaian
Horean

OMB Race and

Hispanic Ethnicity

Categories

Hispanic or

Epaniard

South American
Belsaric |glzndsr
Gallego
Walancian
Spanish Basgus
Mesxican
Mexicen American
Mexicano
Chicano
L= RA=zz
Maxican
Criolio
Latin Amarican
Puerto Rican

American Indian or
Alaska Nativa

Ower 800 defined tribal groupings

WMalzysian
Other Pacific Islandar
Ohkinawan
Fakistznl Polynasian Canolinian
8r Lankan Mative Hawalizn Kosrasan
~ Thal Szmosn Fohnpsizn
Vietnamese Talhitizn Salpanese
o Jiman Tongan Kiribati
Waidivian Tokelsuan Chuukese
Mepaless Microneaian Yapsss
Singaporean G uzmanizn Melzneaian
Japarnsss Chamormo Fijizn
Mariznz |slandar Papau New Guinezn
lzranzliess Solomon |siandar
Falausn Mew Hebridss
Cuban
E'Jsu FI-':.,: n White
Gustemszizn
Honduran
Micaraguan European Asgyran
Panamanian Armanizn Egyptizn
Satvadoran English Iranian
Central American Indian French Irzg
Canal Fone Garman Lebansss
Argentinean Irigh Paleatinian
Bolivian talian Afghanistani
Codombizn Polish lzraali
Ecuadorzn Scottish ATED
Parsguayan Syrian Middie Ezatern
Paruvian or Morth African
Uruguayan
Bouth Amarican African Amarican
Indian
Black Bahamizn
African Amerncan Barbadian
Afrcan Dominican
Botzwanan Diominica |slandar
Ethioplan Haitian
Libarian Jamaican
Namibian Tobagoan
Nigarian Trinkdadiamn
Zzirezn West Indizn

Tha UE.
Cansus

group s
Afghanistani
with its
geographicaly-
basad

AsiAn
satagary

Many
Daminicans
considar
thamsal/as
Hispanis,
nat Black

FIGURE 3-3 CDC ethnicities rolled up 1o the OMB minimum categories for rzce and Hispanic ethnicity with subcommines

annotations,



What language?
Care varies by English proficiency.

Adults under age 65 uninsured all year, by race and ethnicity, stratified by
language spoken at home, 2005
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g Challenge: Lots of Languages

Recommendation 4-1: To assess patient/consumer language and communication
needs, all entities collecting data from individuals for purposes related to health and

health care should:

« At aminimum, collect data on an individual’s assessment of his/her level of English
proficiency and on the preferred spoken language needed for effective communication with
health care providers. For health care purposes, a rating of spoken English-language
proficiency of less than very well is considered limited English proficiency.

 Where possible and applicable, additionally collect data on the language spoken by the
individual at home and the language in which he/she prefers to receive written materials.

FIGURE 4-4 Number of languages spoken in 2ach state,



Conclusions

It Is appropriate to define meaningfulness of
measures In terms of quality improvement.

So far, much disparities measurement has
been spotty and has not led to faster
Improvement among disadvantaged groups.

Disparities data should help to target, guide,
and track interventions by focusing efforts on
SpPecIfic geographic areas and ethnic and
liInguistic groups.

The large numbers of granular ethnicities
and languages in the US'Is a challenge.



Recommendations

B Support collection of disparities data c/w IOM

Collect OMB race/ethnicity
Begin collection of English proficiency

ldentify meaningful ethnicities and languages for national
tracking

Develop methods to help States and private organizations
identify their meaningful ethnicities and languages

B Collect enough data to support guality Imprevement

B Promote use of disparities measures to reduce
disparities (mayhe even improeve guality)

B Assess disparities data measurement activities to
Ensure they suppert guality imprevement
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