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Abstract: Disparities in the quality of cardiovascular care pro-
vided to minorities have been well documented, but less is known
about the use of quality improvement methods to eliminate these
disparities. Measurement is also often impeded by a lack of reli-
able patient demographic data. The objective of this study was to
assess the ability of hospitals with large minority populations to
measure and improve the care rendered to Black and Hispanic pa-
tients. The Expecting Success: Excellence in Cardiac Care project
utilized the standardized collection of self-reported patient race,
ethnicity, and language data to generate stratified performance
measures for cardiac care coupled with evidence-based practice
tools in a national competitively selected sample of 10 hospitals
with high cardiac volumes and largely minority patient popula-
tions. Main outcomes included changes in nationally recognized
measures of acute myocardial infarction and heart failure quality
of care and 2 composite measures, stratified by patient demo-
graphic characteristics. Quality improved significantly at 7 of the
10 hospitals as gauged by composite measures (p < .05), and im-
provements exceeded those observed nationally for all hospitals.
Three of 10 hospitals found racial or ethnic disparities which were
eliminated in the course of the project. Clinicians and institutions
were able to join the standardized collection of self-reported pa-
tient demographic data to evidence-based measures and quality
improvement tools to improve the care of minorities and elimi-
nate disparities in care. This framework may be replicable to en-
sure equity in other clinical areas.
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Introduction
While the quality of cardiovascular care has
slowly improved in U.S. hospitals (Bradley et al.,
2006; Jencks, Huff, & Cuerdon, 2003; Williams
et al., 2005), it is still far from optimal. And
despite improvement, large disparities in the
cardiovascular care of racial and ethnic mi-
norities persist (Geiger, 2001; Lillie-Blanton,
Evadne Rushing, & Ruiz, 2002; U.S. Depart-
ment of Health and Human Services, Agency
for Healthcare Research and Quality, 2005;
2006; 2007). Even after adjusting for possible
confounding factors, including differences in
access to care and disease severity, racial and
ethnic disparities in many forms of cardiovas-

cular care remain and are often associated with
worse health outcomes (Jha et al., 2005; Lillie-
Blanton, Evadne Rushing & Ruiz, 2002; Mead
et al., 2008; Smedley, Stith, & Nelson, 2002).
As a result, Black, Hispanic, and other minority
patients are often at risk of receiving less effec-
tive medical and surgical cardiovascular care
(Bradley et al., 2004; Jha et al., 2005; Thomas
et al., 2007; U.S. Department of Health and Hu-
man Services, Agency for Healthcare Research
and Quality, 2006).

The dynamics underlying these disparities
appear to be complex and rooted in several
mechanisms. Some disparities may arise from
differences in care rendered to different groups
by a single provider (Schulman et al., 1999). In
these instances, the presence of provider bias
and stereotyping is often invoked as a causative
factor. Differences in the quality of care ren-
dered to different populations may also be a
function of lower quality care delivered in set-
tings or even geographic regions with dispro-
portionately high percentages of minority pa-
tients (Bach et al., 2004; Baicker et al., 2004;
Chandra & Skinner, 2003). Given these multi-
ple etiologies, addressing and eliminating dis-
parities in care may require strategies that elim-
inate any gaps in a provider’s practice while
raising quality overall in settings that treat large
numbers of minority patients.

In recent years, researchers have demon-
strated the ability of evidence-based guidelines
and associated quality improvement tools to im-
prove care (Eagle et al., 2002; LaBresh et al.,
2004; Mehta et al., 2002; Schwamm et al., 2008).
Other work has shown that the use of these ap-
proaches may also eliminate racial or ethnic
disparities while improving care for all (Sehgal,
2003). However, progress has been hampered
by the lack of high-quality data on individual
patient race, ethnicity, and language. Most U.S.
hospitals collect this information, but there is
little evidence that they do so in a systematic
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way (Hasnain-Wynia & Baker, 2006; Hasnain-
Wynia, Pierce, & Pittman, 2004; Regenstein &
Sickler, 2006). Without these data, it is difficult
for health systems and professionals to under-
stand unwarranted variations in care between
population groups, identify root causes of dis-
parities, and implement strategies to improve
care. Thus, there remain large opportunities to
better identify and care for those patients less
likely to receive evidence-based therapy.

In this article, we describe the results of the
Expecting Success: Excellence in Cardiac Care na-
tional collaborative of the Robert Wood John-
son Foundation (RWJF). This project sought
to determine whether the joining of a quality
improvement framework with the standardized
collection of self-reported patient race, ethnic-
ity, and language data could improve care and
reduce disparities in hospitals treating large
numbers of Black and Hispanic patients. It fo-
cused on the rigorous collection and analysis of
stratified quality data as part of an overall strat-
egy to increase adherence to evidence-based
therapies for all patients.

Methods
Project Design
The Robert Wood Johnson Foundation worked
with experts in quality improvement, perfor-
mance measurement, patient race and ethnic-
ity data collection, and organizational change
to design the hospital collaborative framework.
This team defined the project’s clinical areas,
target population, quality measures, and hos-
pital recruitment strategy. The George Wash-
ington University School of Public Health and
Health Services (GW) served as the organiza-
tional home for the project’s management.

The study population comprised patients dis-
charged with a primary diagnosis of acute my-
ocardial infarction (AMI) or heart failure (HF),
due to the prevalence of these conditions and
the presence of widely accepted relevant na-
tional quality measures for hospital reporting.
Black and Hispanic populations were chosen
as the focus for improvement given their size
as America’s largest minority groups and the
strength of the evidence for their receipt of
lower quality care (Mead et al., 2008; U.S.
Department of Health and Human Services,
Agency for Healthcare Research and Quality,
2005). Performance was evaluated based upon a
set of 14 AMI and HF quality measures reported

to the Centers for Medicare and Medicaid Ser-
vices (CMS) as part of the Hospital Quality
Initiative. In addition, seven other measures,
including test measures, measures of quality im-
provement tool use, and “all-or-none” compos-
ite Measures of Ideal Care (MIC) for AMI and
HF, respectively, were collected (Table 1). The
MICs offer a more patient-centered approach
by determining whether or not a patient re-
ceived all critical aspects of care that he or she
should receive given the best available clinical
evidence. It also allows for a single measure-
ment of quality for a given condition instead of
multiple measures which individually may de-
pict deceptively favorable performance (Insti-
tute of Medicine, 2006).

All general U.S. acute care hospitals were el-
igible to apply to be part of the collaborative. A
solicitation was sent to a subset of 380 hospitals
identified using Medicare and Medicaid data;
the solicitation-targeted hospitals with large car-
diac volumes and high minority or publicly
insured populations. One hundred twenty-two
hospitals completed an initial letter of intent.
Thirty were invited to complete a full applica-
tion, 16 were visited by the project team for a
1-day site visit, and 10 were selected for partici-
pation.

Study Hospitals
The 10 participating hospitals were selected on
the basis of their diverse patient population,
commitment to the project, and past record of
implementing major change initiatives. Each
hospital received $200,000 in funding to par-
tially defray project costs. Key characteristics
of selected hospitals are provided in Table 2.
Seven of these hospitals were teaching hospi-
tals and the remaining three were community
hospitals.

Each hospital formed an interdisciplinary
team to oversee its participation in the project.
In general, they included a senior administra-
tive leader, senior clinical leadership, directors
of quality improvement, information technol-
ogy staff, directors overseeing patient registra-
tion, and nurse managers overseeing cardiac
units. Each team had a designated project direc-
tor and members committed to clinical quality
improvement as well as the need to change pa-
tient registration and information systems to ac-
commodate the accurate collection of patient
race, ethnicity, and language data. In the first
6 months of the project, each team created a
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Table 1. Inpatient Measures Collected in the Expecting Success Collaborative
Type of measure Measures

Acute myocardial infarction CMS measures
(AMI)/Heart attack • AMI-1: Aspirin at arrival

• AMI-2: Aspirin at discharge
• AMI-3: Angiotensin converting enzyme (ACE) inhibitor or angiotensin

receptor blocker (ARB) for left ventricular systolic dysfunction
• AMI-4: Adult smoking cessation advice/counseling
• AMI-5: Beta blocker prescribed at discharge
• AMI-6: Beta blocker on arrival
• AMI-7a: Thrombolytic agent received within 30 minutes of hospital

arrival
• AMI-8a: Percutaneous coronary intervention (PCI) received within 90

minutes of hospital arrival∗

• AMI-T1b: Cholesterol testing within 24 hr after hospital arrival
• AMI-T2: Lipid lowering therapy at discharge

Project test measures
• Dietary counseling during hospital stay
• Standardized AMI/ACS orders present in record
• Discharge document for AMI/ACS present and signed in record
• MIC measure: received all measures AMI-1:AMI-8a

Heart failure (HF) CMS measures
• HF-1: Discharge instructions
• HF-2: Evaluation of left ventricular systolic (LVS) function
• HF-3: ACE inhibitor or ARB for left ventricular systolic dysfunction
• HF-4: Adult smoking cessation advice/counseling

Project test measures
• Standardized HF orders present in the record
• Discharge document for HF present and signed in the record
• MIC measure: received all measures HF-1:HF-4

∗PCI received within 120 min prior to July 1, 2006.

work plan with specific goals for improvement
and associated strategies. The initial “change
package” provided to all participants included
tools, such as standard order sets, evidenced-
based clinical practice guidelines, and diet
and medication guidelines, developed by the
American College of Cardiology (ACC) and
the American Heart Association (AHA) for
use with patients with AMI or HF. The newly
created Physician/Patient Agreement for Care
and Treatment (PACT) was made available by
the ACC. Other resources included abstrac-
tion guidelines and definitions for the relevant
project measures, project fact sheets, and a cus-
tomizable slide presentation for use by each
hospital in internal and external communica-
tions. All hospital teams received training on
rapid-cycle quality improvement techniques.

Patient registration staff and other key per-
sonnel at each hospital were trained by the
Health Research & Educational Trust on the
standardized collection of patient race, ethnic-

ity, and language data, allowing the hospitals
to report the quality measures on a monthly
basis stratified by patient demographics
(Hasnain-Wynia et al., 2007). An essential
project component was that hospitals adopt a
uniform approach that relied on patient self-
reporting of race and ethnicity separately, con-
sistent with the U.S. Office of Management
and Budget guidelines (Office of Management
and Budget, 1997). All hospitals attended work-
shops on this during an initial project meeting.
Subsequently, their current practices in collect-
ing these data were assessed using a brief survey
instrument and telephone interviews with key
hospital staff; followed by on-site training at the
hospital.

Throughout the collaborative, the partic-
ipating hospitals’ efforts were closely sup-
ported and managed by the GW project office.
Hospitals each attended seven collaborative
meetings during the 32-month project; several
included participation by the hospital CEOs.
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Table 2. Characteristics of Expecting Success Collaborative Hospitals
Percent of AMI/HF Percent of AMI/HF

Hospital Discharges∗ patients race = patients ethnicity =
Institution Location ownership 2005 Black 2006† Hispanic 2006‡

Del Sol Medical Center El Paso, TX Investor owned 14,493 1 85
Delta Regional Medical Center Greenville, MS Public 8,729 68 <1
Duke University Hospital Durham, NC Not-for-profit 37,738 35 <1
Memorial Regional Hospital Hollywood, FL Public 32,180 24 16
Montefiore Medical Center Bronx, NY Not-for-profit 57,587 24 34
Mount Sinai Hospital Medical Center Chicago, IL Not-for-profit 19,877 83 11
Sinai-Grace Hospital Detroit, MI Not-for-profit 21,151 87 <1
University Health System San Antonio, TX Public 21,869 9 65
University of Mississippi Health Care Jackson, MS Public 27,332 71 1
Washington Hospital Center Washington, DC Not-for-profit 44,841 62 1

∗Source. CMS HCRIS file, FY2005 Medicare cost report data, from 1st quarter 2009 release.
†,‡Source. Data reported by the Expecting Success hospitals to the GW project office based on those patients eligible for AMI and HF project measures in 2006.

Initially, the meetings had a strong training fo-
cus and through time transitioned to a highly
transparent hospital sharing and collabora-
tive learning experience. Hospitals also partici-
pated in monthly conference calls and received
six site visits from the GW project office dur-
ing this time period. Additionally, each hospital
had access to the project’s password-protected
Web site displaying each hospital’s data (with
hospital identifiers), ensuring a high degree of
transparency among institutions. The George
Washington University, Committee on Human
Research, Institutional Review Board (IRB) ex-
ercised oversight over this work. The IRB re-
ceived a full study application and deemed it
exempt from review and approval as the activ-
ities involved fell outside the scope of human
subjects’ research as defined by federal regula-
tions.

Data Reporting and Analysis
Monthly hospital reporting of aggregate qual-
ity data stratified by patient race, ethnicity, and
language began 4 months after the initial col-
laborative meeting and were submitted via the
project Web site. In all cases, the data for the
quality measures represented the same set of
patients that were included in the hospitals’
submission of performance measures to CMS.
Some hospitals included all eligible patients
while others included a sample of the eligi-
ble patients per CMS guidelines (Centers for
Medicare & Medicaid Services and The Joint
Commission, 2006). One hospital was unable
to provide data for the first quarter of the col-

laborative (October–December 2005). The GW
project office downloaded the quality data and
reconciled the counts across the race, ethnic-
ity, and language variables to ensure accuracy.
In cases where inconsistencies were discovered,
hospitals were asked to resubmit the data. At
the end of year one and for each subsequent
quarter, GW provided the hospitals with indi-
vidual reports that included summary charts
and statistical comparisons of the performance
for White versus Black, Hispanic versus non-
Hispanic, and English versus Spanish-speaking
patients. At the conclusion of the collaborative,
hospitals were provided with an expanded re-
port that included additional analyses and a
CD-ROM that contained their own data in a
Microsoft Access database with a built-in menu
of reports.

The first quarter performance (Q4 2005) was
compared to the last quarter performance (Q4
2007) for each individual measure and the “all-
or-none” MICs. The MICs were selected as the
primary outcome variable since they reflect the
optimum care for patients. The chi-square test
was used to compare hospital performance in
the initial quarter of the collaborative to the
final quarter. For the comparisons of MIC per-
formance by patient race, ethnicity, and lan-
guage, the data were aggregated into 6-month
intervals rather than quarters in order to ob-
tain a sufficient sample size in the subgroups
for analysis. The chi-square test was also used
to compare White versus Black, Hispanic ver-
sus non-Hispanic, and English versus Spanish-
speaking patients in the first and last 6-month
intervals. All analyses were conducted using SAS
version 9.1.
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The average performance across all hospitals
was calculated for each core measure in the first
and last quarter of the collaborative and the
change over time was obtained. These num-
bers were compared to the national averages
and changes calculated by the Joint Commis-
sion. No statistics were computed because the
raw data including sample sizes for the Joint
Commission averages were not available and
because the 10 project hospitals were not inde-
pendent of the Joint Commission data; they are
included in the national numbers. However, in
the absence of a formal control group they do
give us some idea of the relative improvement
of ES hospitals compared to the nation.

Results
Changes in Overall Quality
Since the hospitals were already collecting qual-
ity measures for AMI and HF, the first quarter
and last quarter were compared to examine im-
provements in the MICs. Seven of the 10 hos-
pitals showed a statistically significant improve-
ment in both the AMI and HF MICs (Figures 1
and 2). Two of the remaining hospitals also

showed modest but nonstatistically significant
gains in both MICs.

The change in individual measures in the
project hospitals was compared to changes in
nationally publicly reported quality data for the
same time period (Table 3). The average per-
formance of project hospitals improved at least
as much as the national average on all measures
and was markedly better on half of them (AMI-
3, 4, 5 and HF-1, 4). The collaborative average
was below the national average on 9 of the 10
measures in Q4 2005 but was at or above the
national average on seven of the nine measures
in Q4 2007. One measure is not compared
in Q4 2007 due to its discontinuation in na-
tional public reporting (AMI-6). Another mea-
sure (AMI-7a) was not included due to insuffi-
cient data from the project hospitals. Lastly, a
third measure (AMI-8a) was not included in the
comparison because the measure definition was
altered by CMS during the project timeframe.

Trends in Disparities
All 10 project hospitals were able to fully im-
plement the standardized collection of race,
ethnicity, and language data. As a result, all

Figure 1. Percent of Patients Receiving All Recommended AMI† Care (Measure
of Ideal Care—MIC) by Hospital First Quarter (Q4 2005) and Final
Quarter (Q4 2007)‡.
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Figure 2. Percent of Patients Receiving All Recommended Heart Failure Care
(Measure of Ideal Care–MIC) by Hospital First Quarter (Q4 2005) and
Final Quarter (Q4 2007)†.

Table 3. Change in Hospital Performance on AMI and Heart Failure Core
Measures

Expecting success hospitals average∗ National average†

Measure Q4 2005 Q4 2007 Increase in percentage Q4 2005 Q4 2007 Increase in percentage

AMI-1 95 98 3 96 98 2
AMI-2 94 97 3 96 97 1
AMI-3 74 94 20 85 93 8
AMI-4 84 96 12 95 98 3
AMI-5 93 98 5 96 98 2
AMI-6 88 94 6 93 – –
HF-1 54 82 28 64 80 16
HF-2 94 98 4 92 96 4
HF-3 82 91 9 84 92 8
HF-4 76 98 22 88 97 9

∗Data for 2005 Q4 were not available for one hospital and values for Q1 2006 were substituted for that hospital. †Joint Commission 2009.
Downloaded from www.qualitycheck.org on May 26, 2009.

were able to stratify quality data by these patient
demographic characteristics. Individual hospi-
tal data were analyzed to detect the presence of
healthcare disparities within each institution.
In order to examine hospital performance by
race, ethnicity, and language, the first quarter
of 2006 was considered the initial period which
gave the hospitals time to standardize the data

collection process using the project-specified
race, ethnicity, and language categories. Due
to the relatively small sample sizes in the racial
and ethnic subgroups, comparisons were made
during the initial 6-month period (January–
June 2006) and the final 6-month period (July–
December 2007). Seven of the 10 hospitals had
no statistically significant disparities by race or
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ethnicity or language in the initial 6-month
interval. Of the three remaining hospitals, one
had a statistically significant disparity in the AMI
MIC by race, one had a significant disparity in
the HF MIC by ethnicity, and one in both mea-
sures by race in the initial 6-month period. In
all cases, the disparity observed in the initial
6-month period had disappeared by the end of
the collaborative; care on these measures sig-
nificantly improved for all patients in the first
two hospitals.

Discussion
The results of this collaborative project demon-
strate the promise of improving care for under-
served minority populations and reducing and
even eliminating disparities. It may also serve
as a model for initiatives designed to address
disparities in other clinical conditions. Quality
measures improved substantially over a short
period of time for thousands of patients across
different care settings, some of which under-
performed initially relative to national bench-
marks. This project demonstrated that hospitals
treating heavily minority populations have the
ability to achieve dramatic improvements in the
quality of care they deliver.

While there have been many multi-hospital
quality improvement efforts, we are not aware
of any that have focused specifically on the
area of equity, identified as one of the In-
stitute of Medicine’s domains of quality (In-
stitute of Medicine, 2001). The standardized
collection of self-reported patient race, eth-
nicity, and language data across the project
hospitals was a critical adjunct to these ef-
forts and differentiates this project from
other hospital collaboratives. Many hospitals
anticipated resistance from staff as well as
patients, believing that both groups would be
uncomfortable with the request of patient de-
mographic data. A planned communications
campaign, including printed literature and
training sessions for hospital personnel appears
to have allowed standardized collection of self-
reported patient race, ethnicity, and language
data to go forward with greater ease than ex-
pected. Asking patients about their race, eth-
nicity, and language in the healthcare setting
today has proved feasible.

The standardized collection of self-reported
patient demographic data allowed the identifi-
cation of significant racial or ethnic disparities
in care at three hospitals. One institution used

this information as the basis of a root-cause anal-
ysis eventually pointing to a disparity in quality
based on the existence of a subset of commu-
nity physicians with large panels of minority
patients; these physicians’ adherence to clini-
cal care guidelines was suboptimal. At another
organization, the collection of these data dra-
matically changed perceptions of the hospitals’
demographic composition and the institution
became aware of a large previously unrec-
ognized cohort of Spanish-speaking patients.
While the data did not reveal disparities in
cardiac care at another institution, the hospi-
tal was able to stratify clinical data in multiple
conditions and found large racial and ethnic
disparities in readmission rates. Hence, the im-
plementation of the standardized collection of
self-reported patient demographic data had im-
plications far beyond the identification of dis-
parities in cardiac care on isolated inpatient
clinical measures. We expect that the impor-
tance of linking better demographic data to
evidence-based strategies designed to eliminate
disparities will be brought into even sharper
relief by health system reform. Recently, The
American Recovery and Reinvestment Act of
2009 (Recovery Act known commonly as the
stimulus bill; ARRA, 2009) created clear expec-
tations that federally supported clinical health
information systems would be able to collect
patient race, ethnicity, and language data to
use for quality improvement purposes. Equity
and disparities thus may become routine areas
of inquiry and accountability for clinicians and
hospitals.

All project hospitals improved their overall
quality of care using the collaborative frame-
work. This improvement was greatest for HF pa-
tients as compared to AMI patients. This may
not be surprising, as performance on the HF
measures started out much lower, while many
hospitals had already achieved relatively high
performance on the AMI measures. While the
improvement in individual measures was more
marked, the MIC is perhaps a better gauge of
overall quality at these organizations because it
reflects whether or not a patient received all
the care he or she should have. The fact that all
the hospitals in the collaborative were able to
adopt the composite measures may bode well
for national efforts to move away from multi-
ple discrete quality indicators to fewer summary
measures.

The larger improvement seen in these hos-
pitals relative to all hospitals nationally may
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reflect several dynamics. First, on many mea-
sures the project hospitals on average began the
collaborative with quality scores that lagged be-
hind the national average. The range was large,
and some hospitals exceeded national norms
on some measures. Nevertheless, the opportu-
nities for improvement at these hospitals serv-
ing large numbers of minority patients were
considerable. The fact that the project insti-
tutions achieved greater improvement as com-
pared with the national averages during the
same time period has critical implications for
disparities and quality of care. If one accepts
that much of the inequity in U.S. healthcare is
rooted in minority patients receiving their care
in settings that underperforms others, then this
finding of large improvement in high-minority
settings shows that this scenario is amenable
to significant change. Concentrating national
focus on raising quality in these organizations
could be an effective way to reduce disparities
in healthcare. We have no reason to believe
that these results are unique to cardiovascular
care; this model could be used to address qual-
ity and eliminate disparities in other clinical
areas.

These findings also have implications for
quality improvement in general. An intense,
highly collaborative initiative can improve qual-
ity if it incorporates clearly defined goals with
rigorous measurement standards but allow hos-
pitals tactical flexibility in how they achieve the
goals. While project sponsors and experts made
clear recommendations to hospitals on the
value of certain tools linked to evidence-based
guidelines, no specific improvement method-
ology was mandated. Hospitals had flexibility
in precisely what actions they took as long
as overarching project goals were addressed.
However, measurement was tightly prescribed
allowing trend analyses, tests of significance,
and comparability between institutions. This
combination allowed the hospitals and spon-
sors to have objective information on how each
organization was doing, while allowing maxi-
mum leeway for local characteristics as well as
institution-specific innovation. In some project
hospitals, energies were primarily directed to-
ward the use of evidence-based tools such as
standard admission order sets or revamped
patient discharge instructions. Others also fo-
cused on analyzing and redesigning processes
such as the response for patients requiring PCI
or on improved care management and transi-
tion processes. One participant linked hospi-

talist compensation to performance on project
measures.

This initiative in actuality built on existing
improvement activities in all its hospitals. Exist-
ing strategies were reevaluated, often in light
of the experiences of other participating hospi-
tals. Care tools, such as standard orders and dis-
charge documents, were adopted and revised
using more explicit methods of rapid-cycle im-
provement. Champions for change were iden-
tified, and interdisciplinary teams were formed
with explicit goals and work plans. Quality data
were available for review on at least a quarterly
basis. This environment almost certainly ben-
efited from the presence of national, publicly
reported measures of AMI and HF quality. But
the results of these hospitals when compared
to those of the nation as a whole indicate that
a structured collaborative approach to quality
may independently improve performance be-
yond what should otherwise be expected. Nev-
ertheless, the notable feature of this undertak-
ing is the combination of these more generic
quality improvement methods to the collection
of race, ethnicity, and language data with an
explicit focus on the domain of equity. Most ac-
tivities did not focus on adopting innovations
or processes designed to impact select racial or
ethnic groups.

Several major limitations should be noted.
These hospitals were not randomly selected;
this is a shortcoming common in quality im-
provement projects which require a specific or-
ganizational commitment on behalf of a hospi-
tal or other institution. Each hospital received a
$200,000 grant to participate in the project. Re-
sults may not be representative of what might
be expected in an organization not receiving
such funds. However, this was probably a mod-
est amount given the size of these organiza-
tions with budgets running in the hundreds of
millions of dollars and the extensive scope of
the project. Criticism of the reproducibility of
these results may rest more on the unique at-
mosphere created in an intense collaborative
with the imprimatur of a highly visible national
philanthropy.

Other limitations are based on the nature
of data collection from the hospitals. The col-
laborative depended on hospital-reported ag-
gregate data sorted by patient demographics.
The data were examined by GW staff for in-
ternal inconsistencies. The data were also com-
pared and found to be consistent with the data
reported by these hospitals under the CMS
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Hospital Compare program which conducts
hospital audits. However, the collaborative
sponsors did not abstract this data from the
patient record and did not conduct a separate
independent audit. Finally, the comparisons be-
tween the project hospitals and the rest of the
nation must be viewed with caution. Comparing
means of a 10-hospital group to those of thou-
sands of hospitals may raise important issues
of skew, with the smaller group means being
affected by the performance of a few outliers.
We did not compare the collaborative hospitals
to a set of matched controls; conceivably such
an analysis might paint a different picture and
should be strongly considered in the future.

Conclusions
The collection of self-reported patient race, eth-
nicity, and language data can be used to create
stratified reports of quality measures. This can
be coupled to evidence-based tools and qual-
ity improvement techniques to improve care
in hospitals treating large numbers of minor-
ity patients and eliminate disparities. The com-
bination of these techniques may hold great
promise for improving quality in an increas-
ingly diverse nation.

Acknowledgments
The authors have no conflicts of interest, in-
cluding specific financial interests, relation-
ships, or affiliations, to disclose. The first author
had full access to all of the data in the project
and takes responsibility for the integrity of the
data and the accuracy of the data analysis. Ad-
ditionally, the authors recognize the contribu-
tions of Mariza Hardin and Katherine Bryant
in preparing this paper. The Expecting Success:
Excellence in Cardiac Care initiative was funded
through a grant from the Robert Wood John-
son Foundation.

References
Bach, P. B., Pham, H. H., Schrag, D., Tate, R. C., & Har-

graves, J. L. (2004). Primary care physicians who treat
blacks and whites. New England Journal of Medicine, 351,
575–584.

Baicker, K., Chandra, A., Skinner, J. S., & Wennberg, J. E.
(2004). Who you are and where you live: How race and
geography affect the treatment of Medicare beneficia-
ries. Health Affairs, 23, var33–var44.

Bradley, E. H., Curry, L. A., Webster, T. R., Mattera, J. A.,
Roumanis, S. A., Radford, M. J., et al. (2006). Achieving
rapid door-to-balloon times. How top hospitals improve
complex clinical systems. Circulation, 113, 1079–1085.

Bradley, E. H., Herrin, J., Wang, Y., McNamara, R. L., Web-
ster, T. R., Magid, D. J., (2004). Racial and ethnic dif-
ferences in time to acute reperfusion therapy for pa-
tients hospitalized with myocardial infarction. Journal of
the American Medical Association, 292, 1563–1572.

Centers for Medicare & Medicaid Services and The Joint
Commission. (2006). Specifications manual for National
Hospital Inpatient Quality Measures, versions 1.03–2.3b.

Chandra, A., & Skinner, J. S. (2003). Geography and racial
health disparities. National Bureau of Economic Research.
Retrieved from http://www.nber.org/papers/w9513.

Eagle, K. A., Gallogly, M., Mehta, R. H., Baker, P. L., Blount,
A., Freundl, M., et al. (2002). Taking the national guide-
line for care of acute myocardial infarction to the bed-
side: Developing the guideline applied in practice (GAP)
initiative in southeast Michigan. Joint Commission Journal
of Quality Improvement, 28, 5–19.

Geiger, H. J. (2001). Racial and ethnic disparities in di-
agnosis and treatment: A review of the evidence and
consideration of causes. Committee on Understanding
and Eliminating Racial and Ethnic Disparities in Health
Care. Washington, DC: Institute of Medicine, The Na-
tional Academy Press.

Hasnain-Wynia, R., & Baker, D. (2006). Obtaining data on
patient race, ethnicity, and primary language in health
care organizations: Current challenges and proposed so-
lutions. Health Services Research, 41, 1501–1518.

Hasnain-Wynia, R., Pierce, D., Haque, A., Hedges Greis-
ing, C., Prince, V., & Reiter, J. (2007). Health re-
search and educational trust disparities toolkit. Re-
trieved from http://www.hretdisparities.org. Accessed
January 22, 2009.

Institute of Medicine. (2001). Crossing the quality chasm.
Committee on Quality of Health Care in America. Wash-
ington, DC: National Academies Press.

Institute of Medicine. (2006). Payment and performance im-
provement programs, performance improvement, accelerating
improvement. Committee on Redesigning Health Insur-
ance Performance Measures. Washington, DC: National
Academies Press.

Hasnain-Wynia, R., Pierce, D., & Pittman, M. A. (2004).
Who, when and how: The current state of race, ethnicity, and
primary language data collection in hospitals. New York: The
Commonwealth Fund.

Jencks, S. F., Huff, E. D., & Cuerdon, T. (2003). Change in
the quality of care delivered to Medicare beneficiaries,
1998–1999 to 2000–2001. Journal of the American Medical
Association, 289, 305–312.

Jha, A. K., Fisher, E. S., Li, Z., Orav, E. J., & Epstein, A.
M. (2005). Racial trends in the use of major procedures
among the elderly. New England Journal of Medicine, 353,
683–691.

LaBresh, K., Ellrodt, A. G., Gliklich, R., Liljestrand, J., &
Peto, R. (2004). Get with the guidelines for cardiovascu-
lar secondary prevention: Pilot results. Archives of Internal
Medicine, 164, 203–209.

Lillie-Blanton, M., Evadne Rushing, O., & Ruiz, S. (2002).
Racial/ethnic differences in cardiac care: The weight
of the evidence. Menlo Park, CA: The Henry J. Kaiser
Family Foundation.

Mead, H., Cartwright-Smith, L., Jones, K., Ramos, C.,
Woods, K., & Siegel, B. (2008). Racial and ethnic disparities
in U.S. Health Care: A chartbook. New York: The Common-
wealth Fund.

Mehta, R. H., Montoye, C. K., Gallogly M., Baker, P., Blount,
A., Faul, J., et al. (2002). Improving quality of care for
acute myocardial infarction: The guidelines applied in
practice (GAP) initiative. Journal of the American Medical
Association, 287, 1269–1276.

Office of Management and Budget. (1997). Revisions to
the standards for the classification of federal data on
race and ethnicity. Washington, DC: Federal Register
Notice.



Vol. 34 No. 2 March/April 2012 41

Regenstein, M., & Sickler, D. (2006). Race, ethnicity and lan-
guage of patients: Hospital practices regarding collection of in-
formation to address disparities in health care. Washington,
DC: National Public Health and Hospital Institute.

Schulman, K., Berlin, J. A., Harless, W., Kerner, J. F.,
Sistrunk, S., Gersh, B. J., et al. (1999). The effect of
race and sex on physicians’ recommendations for car-
diac catheterization. New England Journal of Medicine,
340, 618–626.

Schwamm, L. H., Fonarow, G. C., Reeves, M. J., Pan, W.,
Frankel, M. R., Smith, E. E., et al. (2008). Get with the
guidelines–stroke is associated with sustained improve-
ment in care for patients hospitalized with acute stroke
or transient ischemic attack. Circulation, 119, 107–115.

Sehgal, A. R. (2003). Impact of quality improvement efforts
on race and sex disparities in hemodialysis. Journal of the
American Medical Association, 289, 996–1000.

Smedley, B. D., Stith, A. Y., & Nelson, A. R. (eds.). (2002).
Unequal treatment: Confronting racial and ethnic disparities
in health care. Washington, DC: Institute of Medicine.

The American Recovery and Reinvestment Act of 2009
(ARRA). (2009). Public Law 111–5, 111th Cong., 1st
sess. Retrieved from http://frwebgate.access.gpo.gov/
cgi-bin/getdoc.cgi/dbname/111_cong_bills&docid/f:
h1enr.txt.pdf. Accessed July 7, 2009.

Thomas, K. L., Al-Khatib, S. M., Kelsey, R. C., Jr., Bush,
H., Brosius, L., Velazquez, E. J., et al. (2007). Racial
disparity in the utilization of implantable-cardioverter
defibrillators among patients with prior myocardial in-
farction and an ejection fraction of ≤35%. American Jour-
nal of Cardiology, 100, 924–929.

U.S. Department of Health and Human Services, Agency
for Healthcare Research and Quality. (2005). Na-
tional healthcare disparities report [Internet]. U.S. De-
partment of Health and Human Services. Retrieved
from http://www.ahrq.gov/qual/Nhdr05/nhdr05.pdf.
Accessed December 27, 2008.

U.S. Department of Health and Human Services, Agency
for Healthcare Research and Quality. (2006). Na-
tional healthcare disparities report [Internet]. U.S. De-
partment of Health and Human Services. Retrieved
from http://www.ahrq.gov/qual/Nhdr05/nhdr05.pdf.
Accessed December 27, 2008.

U.S. Department of Health and Human Services, Agency
for Healthcare Research and Quality. (2007). Na-
tional healthcare disparities report [Internet]. U.S. De-
partment of Health and Human Services. Retrieved
from http://www.ahrq.gov/qual/Nhdr05/nhdr05.pdf.
Accessed December 27, 2008.

Williams, S. C., Schmaltz, S. P., Morton, D. J., Koss, R. G.,
& Loeb, J. M. (2005). Quality of care in U.S. hospitals
as reflected by standardized measures, 2002–2004. New
England Journal of Medicine, 353, 255–264.

Authors’ Biographies
Bruce Siegel, MD, MPH, is the President and the CEO of
the National Association of Public Hospitals and Health
Systems. During the course of the work, he directed the
Center for Health Care Quality at the George Washington
University.

Vickie Sears, MS, RN, CPHQ, is a Senior Research Scien-
tist at the George Washington University School of Public
Health and Health Services in the Department of Health
Policy Center for Health Care Quality. She served as the QI
Leader for Expecting Success: Excellence in Cardiac Care,
a Robert Wood Johnson Foundation National Program to
improve the quality of healthcare provided to minority pop-
ulations in the United States.

Ms. Jennifer K. Bretsch has provided technical assistance
to hundreds of healthcare professionals and care facilities
locally and nationally to address healthcare disparities,
quality improvement, program planning, and evaluation
of public health, healthcare services, and provided educa-
tion and training initiatives.

Marcia Wilson, PhD, MBA, is a Lead Research Scientist at
the George Washington University School of Public Health
and Health Services in the Department of Health Policy
Center for Health Care Quality. She currently serves as As-
sistant Director for Aligning Forces for Quality, a program
funded by the Robert Wood Johnson Foundation.

Ms. Karen C. Jones is a Senior Data Analyst in the Center
for Workforce Studies at the Association of American Med-
ical Colleges. She is responsible for statistical analysis and
database management for a variety of studies related to the
physician workforce, particularly focusing on supply and
demand.

Dr. Mead, PhD, is an Assistant Professor in the Depart-
ment of Health Policy at the George Washington University
School of Public Health. She has conducted a number of
studies examining disparities in the quality of care for mi-
nority and low-income patients. Her current research inter-
ests focus on how implementation of innovative healthcare
delivery system models can reduce disparities for disadvan-
taged patients with chronic illness, especially those with car-
diovascular disease.

Dr. Romana Hasnain-Wynia is the Director of the Center
for Healthcare Equity at Northwestern University’s Fein-
berg School of Medicine. Her research focuses on improving
quality of care for underserved populations.

Dr. Rochelle Knowles Ayala, MD, FACP, is Chief Med-
ical Officer, South Broward Community Health Services,
oversees the delivery of quality, cost-effective, equitable, and
patient-centered healthcare to uninsured patients of south
Broward County through a multiclinic primary care sys-
tem. She promotes quality improvement through the creation
of coordinated and integrated programs for patients with
acute and chronic conditions across the continuum of care.

Dr. Rohit Bhalla, MD, MPH, is the Chief Quality Offi-
cer at Montefiore Medical Center and Assistant Professor
of Medicine at the Albert Einstein College of Medicine. He
has implemented and evaluated quality improvement ini-
tiatives across primary and tertiary healthcare settings. His
current professional and research interests include comput-
erized decision support applications, healthcare disparities,
pay for performance, quality measurement methods, and
health policy.

Christopher M. Cornue, MSHSA, FACHE, has been
leading healthcare change for more than 15 years by
leveraging his expertise in leadership, operations, strategy,
physician relationships, and clinical performance both do-
mestically and globally. He has served in leadership roles
at academic medical centers and teaching hospitals, and
recently served as Chief Executive Officer of a community
hospital in Colorado before focusing on his current efforts
consulting, speaking, and identifying healthcare solutions
both nationally and internationally.

Christina Marie Emrich, RN, MS, is the Director of Physi-
cian Excellence at Washington Hospital Center in Wash-
ington, DC. She works with clinical and administrative



42 Journal for Healthcare Quality

leadership to provide programs designed to improve clinical
quality and patient safety. She is responsible for planning
and managing the support activities for the organized med-
ical staff including physician performance, quality man-
agement, peer review, credentialing, and governance activ-
ities.

Paru Patel, PharmD, graduated from the University of
Michigan College of Pharmacy, ASHP Residency–-Harper
Hospital/Detroit Medical Center. Currently, Paru Patel is
the Associate Vice President, Clinical Effectiveness at Sinai-
Grace Hospital.

Dr. Jean R. Setzer, PhD, MPH, MA, former Vice President,
serves as a Member of the senior leadership team, focused
on strategic planning and research in health disparities at
the University Health System, San Antonio, Texas, for over
a decade. Recently, she retired from the Health System, she
continues her research and community health consulting in
the areas of improving access to healthcare and health out-
comes for vulnerable populations in Northern California.

Jennifer Suitonu, RN, served as Administrator of Car-
diovascular Services at Del Sol Medical Center, El Paso,
Texas.

Dr. Eric J. Velazquez, MD, is an Associate Professor of
Medicine in the Division of Cardiology at the Duke Uni-
versity School of Medicine and Director of the Cardiovascu-
lar Diagnostic Unit for Duke University Health System. At
the Duke Clinical Research Institute, he is leading several
large multinational cardiovascular investigations working
closely with industry, foundation sponsors, and the Na-
tional Institutes of Health. His clinical and research inter-
ests lie at the intersection of coronary artery disease, heart
failure and cardiovascular imaging, and implementing
challenging comparative effectiveness research programs in
diverse settings globally.

Kim Allan Eagle is the Director of the University of Michi-
gan Cardiovascular Center, Albion Walter Professor of In-
ternal Medicine, and founder of the Michigan Cardiovas-
cular Outcomes Research and reporting Program.

Dr. Michael D. Winniford, Professor of Medicine, completed
his medical and cardiology training at Southwestern Med-
ical School in Dallas and joined the University of Missis-
sippi Medical Center faculty in 2002 where he currently
serves as Director of Cardiology. His clinical and research
interests include interventional cardiology and healthcare
disparities.

Mr. Cornue was affiliated with the Mount Sinai Hospital
Medical Center, Chicago, IL, throughout the project.

For more information on this article, contact Bruce Siegel
at bsiegel@naph.org.

Journal for Healthcare Quality is pleased to offer
the opportunity to earn continuing education
(CE) credit to those who read this article
and take the online posttest at http://www.
nahq.org/education/content/jhq-ce.html.
This continuing education offering, JHQ 234,

will provide 1 contact hour to those who
complete it appropriately.

Core CPHQ Examination Content Area
III. Performance Measurement & Improve-
ment

Objectives
1. Summarize the linkage between healthcare dis-

parities and quality improvement.

2. Design a hospital-based race, ethnicity, and lan-
guage data collection initiative.

3. Understand major causes of healthcare dispari-
ties for minorities.

Questions
1. Racial and ethnic disparities in cardiovascular

care are (pick one)

a. Solely due to insurance status
b. Virtually nonexistent
c. Not easily measured
d. Persistent and related to a number of factors

including access as well as provider bias

2. The hospital collection of patient racial and eth-
nic demographic data is (pick one)

a. Common but often inaccurate
b. Common and generally accurate
c. Very rarely done
d. Illegal

3. One finding of this study was that (pick one)

a. Hospitals are able to standardize their collec-
tion of patient racial and ethnic data

b. Disparities cannot be reduced
c. Significant disparities were found on most

study measures
d. Overall improvement on quality was not pos-

sible

4. The collection of patient demographic data was
(pick one)

a. Often opposed by hospital staff
b. A source of some staff anxiety that was re-

duced through training
c. Generally rejected by patients
d. Only possible for language data

5. The findings of this study demonstrate that (pick
one)

a. It is very hard to improve quality in hospitals
with many minority patients

b. Improving quality requires race-blind strate-
gies

c. Disparities are only due to bias
d. Improving quality in high-minority hospitals

could reduce national disparities
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6. Disparity reduction efforts in healthcare settings
should (pick one)

a. Be focused solely on cardiac disease as there
is not evidence of other disparities

b. Not be expected to impact quality
c. Build upon, and incorporate, existing im-

provement efforts
d. Only use strategies tailored to certain ethnic

groups

7. The lack of random selection and the use of
grant dollars to support study hospitals

a. Is a limitation on the validity of the findings
b. Has no bearing on the study’s implications

for the hospital industry
c. Shows that provider stereotyping was in play
d. Invalidates the entire study

8. The collection of patient race, ethnicity, and lan-
guage data is (pick one)

a. A violation of patient confidentiality
b. Increasingly expected under federal law

c. Very expensive
d. Illegal in most states

9. A best practice for gathering and recording pa-
tient demographic data is (pick one)

a. Patient self-reporting of race and ethnicity
separately, consistent with the U.S. Office of
Management and Budget guidelines

b. Having registration clerks determine patient
race and ethnicity based on their observation

c. Keeping such data collection secret from staff
d. Only having doctors collect this data in med-

ical record

10. All-or-none composite measures of quality are
(pick all that apply)

a. Generally to be avoided
b. Sometimes a good way to measure the entire

patient experience of care
c. Sometimes simpler to use than many individ-

ual measures
d. Unusable for disparities measurement


