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Case Study

B Juana is a 54 year old woman with a history of
back surgery who presents to the ED with
severe low back pain. She has a limited
history and physical exam. She is given a shot
of IV Valium and discharged with the diagnosis
of “chronic low back pain” with follow-up in one-
week to her PCP.
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Case Study

B Follow-up: Juana comes to clinic the next
morning screaming and crying in pain. She is
carried in a chair by her sons to get upstairs to
our clinic. Her physical exam reveals a L5
sensory deficit. She has urinary incontinence.
She is sent in an ambulance with her children
to local hospital. She required emergency back
surgery for a herniated disc.
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Lower Extremity Amputations
Due to Diabetes

Per 1,000 persons with diabetes

H 1990 1996
Year 2000 Target

White (21 F-Ted ¢

NOTE: Because of incomplete and inaccurate reporting of race, only white, black and =
“other” races are reported by the National Hospital discharge Survey. — HRQ
SOURCE: CCD NCHS, National Health Inteview Survey and National Hospital survey. ~

Coronary Heart Disease
Death Rates

Per 100,000 population

W 1992 1997

Year 2000 Target

e

White Black A/PI Al/AN Hispanic

NOTE: Death rates are age adjusted to 1940 standard million age distribution. =
A/Pl is Asian or Pacific Islander, AlI/AN is American Indian or Alaska Native. — HRQ
SOURCE: CCD NCHS, National Vital Statistics system -~




Causes of Excess Deaths Among
African Americans

Cardiovascular Diabetes Cardiovascular
38% 39, / 25%

Diabetes

80
% Cancer

Infant
60
% Trauma/
Trauma/HIV/Drugs HIV/Drugs
12% 29%

FEMALE MALE

Source: Himmelstein & Woolhandler — Analysis of data from NCHS _QHRR

Non-clinical Determinants of
Health Outcomes

Patient characteristics
Practitioner characteristics
Hospital or setting characteristics
Patient preferences
Reimbursement




Vaccine Preventable Pneumonia
Variation by Zip Code Income

Hospital Admissions/10,000 Persons Age 65 and Older

Pneumonia
Age-adjusted

Income and Arthritis

E Arthritis
O Mod/Severe Pain

Age-adjusted

Middle Upper High

<$10K $10-20K $20-30K  Middle >$50K .gHRQ

$30-50K




Reperfusion Therapy in Medicare
Beneficiaries with Acute MI

% Eligible

Grou . . .
P receiving reperfusion

White men 59%
White women 56%

Black men 50%

Black women 44%

Canto JG; Allison JJ; Kiefe Cl; Fincher C; Farmer R, Sekar P; Person S; Weissman NW.
Relation of rave and sex to the use of reperfusion therapy in Medicare beneficiaries with
acute myocardial infarction. N Engl J Med 2000 Apr 13;342(15):1094-100.
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Voltage Drops to Quality

Population

1. Insurance Available
2. Enrolled in Insurance
3. Providers and Services Covered
4. Informed Choice Available

5. Consistent Source/Primary Care
6. Referral Services
7.High-Quality Care Delivered
Quality Care
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Population 4 offered insurance

Quality Care
AHRQ

Race/Ethnicity and
Health Insurance

m Ethnic minorities are much more likely to be
uninsured than non-Latino whites

— 1/3 Latinos
— 1/4 African Americans (AA)
— 1/4 Asian Americans and Pacific Islanders (AAPI)
W Citizen status: 58% of Latino non-citizens are
uninsured, 27% of Latino citizens
W | ower rates of job-based insurance
— 73% whites, 43% lLatinos, 53% of AA .gHRQ\




Working Uninsured: 1987 and 1996 (Under
65)

1987 1996

Households WITH a working
adult 76.9% 86.9%

NO working adult 23.1% 13.1%

AHRQ

Uninsured Trends by Race/Ethnicity, 1993-98
Women Ages 18-64

Percent of women who are uninsured

60% 1993 1998

12% 13%

Total White African American Hispanic

The Commonwealth Fund 1993 and 1998 Surveys of Women’s Health g
: AHRQ
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Populatlon 1. Offered insurance

2. Enrolled in insurance

Quality Care
AHRQ

Estimates of Uninsured Children
Eligible for CHIP

Number of
Eligibility criterion uninsured children

Federal maximum CHIP.
income thresholds 3.1 million

Income thresholds at 300%
- ofpovertylevel 52 milli

Thresholds in state plans
as of August 1998 2.6 million

Source: T.M. Selden et al., 1999; Health Affairs 18:126-133
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POPUIatlon 1. Offered Insurance

2 . Enrolled in insurance

3. Services covered

Quality Care
AHRQ

Access to Health Care by Insurance Status,1998
Women Ages 18-64

M Insured All Year O Insured Now, but Spent Time Uninsured M Uninsured

50%
50% 46% i

Had at Least One of Three Access Has Difficulty Obtaining Care™*
Problems in Past Year*

* Reported a time they did not get needed care or specialty care or did not fill a prescription
because of cost.
** Reported getting care when needed is “extremely,” “very,” or “somewhat” difficult.

Th Ith Fi 1 f Wi ’s Health g
e Commonwealth Fund 1998 Survey of Women’s Healt y HRQ
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Population

1. Offered insurance
2. Enrolled in insurance
3. Services covered

4. Usual care
urce

Quality_Care
AHRQ

Regular Source of Care

Regular source of care --> higher use
of preventive services

Women with no source die younger

Multiple sources ---> higher use of
preventive services, but increased
opportunities for gaps and lack of
coordination

\Women with a female source more

likely to receive Pap smears, =
mammograms .QHRQ
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Usual Source of Care for Adults,
1987 and 1992

4°A) 30/010/0 5°A) 50/0
1%

| al
< ¢

Il None Il Hvo I Hospital ER

B Doctor’s office I Hospital OPD I Other place
Source: Moy E et al., J. Health Care for the Poor and Undeserved 1998; 9:126 gHRR
-~

Figure 1. Percent of American Children with No

Usual Source of Care by Race/Ethnicity, 1996

Percent with No Usual Source of Care

All Hispanic 2] F:Ted ¢ Asian White and

Children Other gHRQ
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Percent of Hispanics With No Usual Source
of Care, 1977-1996

O Uninsured
M Insured

1987

Source: S.H. Zuvekas and R.M. Weinick, 1999;
Health Services Research 34 (part I1):271-279

POPUIatlon 1. Offered insurance

2. Enrolled in insurance

3. Services covered

4. Usual care source

5. Referral services

Quality Care

AHRQ
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Predictors of Referral for
Cardiac Catheterization

Variable Odds ratio
Male 1.0
Female 0.6

White 1.0
Black 0.6

White male 1.0
Black female 0.4

Source: K.A. Schulman et al., New: Eng J Med 340:618, 1999 .QHRR
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Population _
1. Offered insurance

2. Enrolled in insurance
3. Services covered
4. Usual care source

5. Referral services

6. Choice of
Quality Care

AHRQ

Patients’ Choices and
Health Care Delivery

Which plan

Who to see

When to seek care

How to respond

Where to get information
What to believe

How to live with the illness(es)

17



Race and Treatment
n=1832 Women Rx in 1994

Blacks* Whites
Stage 1 48% 56%
2a 37 34
2b 16 10
BCS+RT 40) 25
BCS 12 10
MST 69 65
Area % 65+ < Poverty 15 12
Area % HS 64 68
Mean Age 74 yrs 75 yrs

* All Race Differences p <.05 .QHRR

Underuse of Appropriate Services:
Nursing Home Residents

Percent with characteristic (unadjusted)

African- Asian
White American American Hispanic

No visual aids 29 59 60 59

No communication
devices 71 94 90 91

Untreated pain 39 39 41

Source: Zierler S., “Racial Disparities in the Quality of Nursing Home
Care,” final report, grant no. R03 HS09552
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Racial and Ethnic Minority Views on Patient Safety

Blacks Hispanics Whites
(n=219) (n=208) (n=1492)
“Very concerned” about errors
or mistakes happening when
receiving health care in 1% 45% 43%
general
receiving care at a 62 57 44
hospital

Say the government should be 69 60
involved in promoting,

monitoring, or providing

information about quality of care

Reporting of medical errors
should be done on a voluntary
basis to ensure the privacy of
patients and staff involved

Source: Kaiser Family Foundation / Agency for Healthcare Research and Quality National Survey on Americans as Health Care Consumers: ﬂUp ate on Ine Role \

Quality Information, December 2000 (Conducted July 31-Oct. 13, 2000)

Contribution to Disparities

m Even if income and health insurance coverage
were equalized, differences in access to and
use of health services would not be eliminate

B One-half to three quarters of these disparities
are not explained by these factors

m Difficult to identify a single factor that would
resolve racial/ethnic disparities

Weinick and Zuvekas, Med Care Research and Review, 2000 g HRQ




Contribution to Disparities

B Job-related and nonfinancial barriers to access

B |ack of cultural and linguistic competency
among providers

B Geographic distribution of providers
B Discrimination with health care system
B Perceptions of discrimination

Weinick and Zuvekas, Med Care Research and Review, 2000 g H RR

Overview

B Disparities in health: the big picture

m \oltage drops in achieving quality of care

B Implications and future directions
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Four Levels of Interventions to Eliminate
Inequalities in Health

B Improve the physical environment
B Address social and economic factors

B Improve access to appropriate and effective
health and social services

B Reduce barriers to adopting healthy lifestyles
changing behavioral risk factors

Benzaval et al, Tackling Inequalities in Health: an agenda for
action. London: King’s Fund, 1995

Access, Quality, and Outcomes

Primary Access Secondary Access Tertiary Access

Access to system: Structural Barriers within Ability of Provider to Address
System: Patient Needs:
« Trouble getting care Difficulty getting: * Provider aware of conditions

- Delay care because of « Appointment And functional limitations
cost « Advice after hours * Provider has requisite clinical

« Transportation - Appointment with specialist knowledge and skills

* Provider culturally competent

Health Outcomes

Bierman et al. JACM 1998
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Inequality in Quality

m Growing emphasis on public reporting on
clinical performance (process measures)

B Concern about perverse incentives

B |ncreased enrollment of publicly funded
beneficiaries in managed care arrangements

B Disparities not widely perceived to be an
essential component of poor quality

AHRQ

Inequality in Quality: Principles

m Disparities associated with socioeconomic
position, race and ethnicity represent a critical

B Need for relevant and reliable data

B Performance measures should be stratified

B Population-wide measures should be adjusted
m Account for SEP and race / ethnicity

AHRQ
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NCQA'’s State of
Managed Care Quality

1996 Nat'. Avg. 3 Yr. (Public Reporters)

H Advice to Quit Smoking Beta Blocker Treatment H Breast Cancer Screening
Cervical Cancer Screening Eye Exams for People with Diabetes

Source: NCQA, Washington, DC

Implementation Challenges

B | eadership (multifocal)
B Absence of data

B Privacy and data collection concerns and
strategies

- W Misuse of data

B Health care organization resistance and inertia

AHRQ
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Public Reporting

W s it possible?
m |s it meaningful?

m Is it fair? (is it fair NOT to stratify by race,
ethnicity and socioeconomic position?)

B s it feasible?

AHRQ

Public Reporting

W |s it possible?
m [s it meaningful?
- W [sitfair?

m |s it feasible? (Efficient strategies for
requisite data collection needed; “business
case”’; perceptions of fairness)

AHRQ
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Stakeholders’ Interests

B Employers concerned about employees’ quality
of care (WBGH)

B Payors: want quality care -- at the lowest cost
possible

B Providers (Aetna has recently joined public and
private research organizations)

m Clinicians want to provide the best quality of
care possible

W Patients / consumers AHRQ

Patient Experiences with the
Health Care System

Percent who say that they have felt that a doctor judged them
unfairly or treated them with disrespect because of ....

B Whites
O African American
H Latinos

Ability to pay Race/ethnicity Speak English

Kaiser Family Foundation Survey of Race, Ethnicity, and Medical Care g N
October 1999 AHRQ
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Persistent Controversies

m \What proportion of observed disparities are
attributable to health care?

B Boundaries of accountability
W |s less more?

B Do we know enough to intervene?

AHRQ

Conclusions

W Disparities in health care = a critical quality
improvement opportunity

B NOT considering disparities associated with
race, ethnicity and SES may:
O undermine quality measurement efforts
O deprive us of scientific knowledge

O result in mis-allocation of resources for
improvement

AHRQ
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