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By Monica E. Peek, Abigail E. Wilkes, Tonya S. Roberson, Anna P. Goddu, Robert S. Nocon, Hui Tang,
Michael T. Quinn, Kristine K. Bordenave, Elbert S. Huang, and Marshall H. Chin

Early Lessons From An Initiative
On Chicago’s South Side
To Reduce Disparities
In Diabetes Care And Outcomes

ABSTRACT Interventions to improve health outcomes among patients with
diabetes, especially racial or ethnic minorities, must address the multiple
factors that make this disease so pernicious. We describe an intervention
on the South Side of Chicago—a largely low-income, African American
community—that integrates the strengths of health systems, patients, and
communities to reduce disparities in diabetes care and outcomes. We
report preliminary findings, such as improved diabetes care and diabetes
control, and we discuss lessons learned to date. Our initiative neatly
aligns with, and can inform the implementation of, the accountable care
organization—a delivery system reform in which groups of providers take
responsibility for improving the health of a defined population.

R
acial and ethnic disparities in dia-
betes care and outcomes arise
from multiple causes. These in-
clude differential access to high-
quality health care, healthy food,

and opportunities for safe recreation; cultural
traditions regarding cooking; beliefs about dis-
ease and self-management; distrust of medical
care providers; and socioeconomic status. Con-
sequently, the solution must be multifactorial.
Improving patients’ knowledge and increasing
their motivation to make healthy lifestyle
changeswill haveminimal impact if their limited
access to healthy food and physical activity is not
simultaneously addressed.
To date, few interventions have taken a multi-

faceted approach to improving outcomes among
African Americans with diabetes.1 Traditionally,
health care interventions have not taken advan-
tage of community-based programs. Nor have
quality improvement efforts typically included
a focus on reducing health disparities,2 which
has probably diminished the benefits of prior
efforts to reduce health disparities among racial
or ethnic minorities.3

Fortunately, current trends in health policy

and practice are encouraging greater interaction
and collaboration among health care providers
and communities. One driver of this collabora-
tion is the creation of accountable care organi-
zations, as authorized under the Affordable Care
Act of 2010.4 Accountable care organizations are
likely to have financial incentives to take respon-
sibility for broad health care outcomes and costs
for a defined population. Thus, accountable care
organizations are potentially motivated to pri-
oritize evidence-based prevention strategies that
build on community resources and create a con-
tinuum of care from community settings to
health care systems.
Racial or ethnic minorities are disproportion-

ately represented among high-risk patients with
complex medical conditions. Thus, accountable
care organizations have the potential to improve
minority health and reduce health disparities.
Two recent reports from the Department of
Health and Human Services—A Nation Free of
Disparities in Health and Health Care5 and Na-
tional Strategy for Quality Improvement in Health
Care6—recommend that efforts to reduce dispar-
ities involve both health care systems and com-
munity-based organizations. Important regional
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strategies to improve health care quality, such as
theRobertWoodJohnsonFoundation’sAligning
Forces forQuality initiative7 and theDepartment
of Health and Human Services’ Chartered Value
Exchanges,8 also encouragehealth careandcom-
munity partnerships.
Policies and programs such as these hold great

promise.Yet, to date, there are limited real-world
examples of approaches that combine quality
improvement efforts, culturally tailored inter-
ventions, and community partnerships to reduce
disparities.

South Side Diabetes Initiative
We believe that such a multifactorial approach
offers the best chance to address the multiple
causes of disparities in diabetes care and out-
comes. Therefore, we focused our initiative on
the South Side of Chicago, a predominantly
working-class African American community
with sizable disparities in the prevalence of,
and attention to, diabetes. For example, the
prevalence of diabetes on the South Side is
19.3 percent, compared with a national preva-
lence of 10.7 percent and an average prevalence
in Chicago of approximately 7 percent.9 In Chi-
cago overall, neighborhoods that are primarily
African American have five times the rate of
diabetes-related leg amputations as primarily
white neighborhoods.10 There are also other ra-
cial or ethnic disparities in diabetes care, such as
the proportion of AfricanAmericans and Latinos
receiving eye examinations and influenza vacci-
nations, compared to non-Hispanic whites.11

Chicago’s South Side faces many challenges,
including a relative dearth of outlets selling a
broad range of healthy food, as well as crime
and safety issues. But it also has many commu-
nity strengths, such as community-based organ-
izations, whose capacities can be harnessed in
addressing diabetes outcomes.
In 2009we developed a collaborative, commu-

nity-based intervention that employed a multi-
faceted, integrated approach to address many of
the root causes of health disparities. Now in its
third year, the intervention consists of efforts
to achieve system-level quality improvement
within six health centers, four of which are fed-
erally qualified health centers and two of which
areacademic clinics affiliatedwith theUniversity
of Chicago; culturally tailored patient education;
provider communication training; and commu-
nity partnerships that support diabetes self-care
at home. To assess the impact of the interven-
tion, we are tracking key intermediate health
outcomes—for example, the control of glucose,
blood pressure, and cholesterol—that are asso-
ciated with diabetes complications such as leg

amputations, renal failure, and heart attacks.
In this article we describe our intervention in

detail, report preliminary findings (primarily
process measures), and discuss early lessons
learned. Our work may inform the planning
and development of accountable care organiza-
tions and other organizations that seek to inte-
grate health care and community approaches
with the goal of improving health and reducing
disparities.

The Intervention
Our intervention contains four overlapping core
components reflecting key elements of the
MacColl Institute’s Chronic Care Model.12 This
model identifies patients, practice teams, the
community, and health systems as four neces-
sary elements in the successful management of
chronic diseases such as diabetes (Exhibit 1).13

Six health centers are part of the intervention
(Exhibit 2). Researchers at the University of Chi-
cago received grant funding from the Merck
Company Foundation’s Alliance to Reduce Dis-
parities in Diabetes14 and the National Institutes
of Health to implement and evaluate the inter-
vention. The research and implementation team
includes faculty and staff members with exper-
tise in quality improvement, behavioral change,
community outreach, patient education, and re-
search methods.
Quality Improvement Collaborative The

first of the four intervention components is a
quality improvement collaborative (Exhibit 1).
Such collaborative undertakings typically bring
together staff members from different health
care sites to learn better care techniques and
share best practices. They have been shown to
improve diabetes care in safety-net clinics.15,16

Each of the six health centers formed a quality
improvement team of clinicians, clerical staff
members, and leaders. A project coach from
the research and implementation team provided
basic quality improvement training such as how
to map the process of diabetes care at each
center. Initial projects used the “plan, do, study,
act” methodology17—designed to support rapid
cycles of change—to implement small-scale proj-
ects with achievable outcomes identified by the
quality improvement teams. One such project
created wallet-size medication cards that listed
patients’ medications to increase patients’
knowledge about their prescriptionmedications
and reduce medication errors.
These early projects were followed by more

patient-focused interventions such as the Diabe-
tes All-Stars, a peer support group that encour-
aged patients to identify and use community
resources, including local walking programs.
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Experience with these efforts taught quality im-
provement team members how important team-
based care and care integration are.
So far,wehave convened tenhalf-daymeetings

at which the quality improvement teams come
together for collaborative learning and the shar-
ing of best practices. Quality improvement proj-
ects that are planned or under way are using
diabetes registries to identify high-risk diabetes
patients; assigning nurses to coordinate the care
of diabetes patients with complex conditions;
training community health workers to help pa-
tients navigate the health care system; and set-
ting up regular diabetes group visits at which
patients simultaneously receive medical care,
diabetes education, and peer support in a group
setting within a health center.
We modified for diabetes the Assessment of

Chronic Illness Care tool,18 a validated instru-
ment, to track the effectivenessof organizational
changes in diabetes care. Each quality improve-
ment team completes the Assessment of Chronic
Illness Care survey twice a year, and scores are
averaged across the groups and compared over
time. To date, the teams have reported steady
improvements in the organization of the health
care system, links to community resources, de-

livery-system design, clinical information sys-
tems, and integration of Chronic Care Model
elements (Exhibit 3).
Patient Activation The second of the four

intervention components is patient activation
(Exhibit 1). Few diabetes interventions are tail-
ored for low-income groups or minorities. In
addition, few address issues of patients’mistrust
of the health care systemorpatients’perceptions
of discrimination within the system. Further-
more, although shared decision making—in
which patients are equal partners with their
physicians in discussions and decisions about
care—is associated with positive diabetes out-
comes, African Americans are less likely to be
engaged in shared decision making than their
white counterparts.19 Therefore, we developed a
patient activation intervention combining cul-
turally tailored patient education with training
in shared decision-making skills.
First, we developed the diabetes education

portion of the patient intervention by adapting
the International Diabetes Center’s BASICS cur-
riculum,20 which covers diabetes basics (such as
treatment and complications), nutrition, physi-
cal activity, and diabetes self-management (such
as glucose monitoring and goal setting). We

Exhibit 1

Components Of The South Side Diabetes Intervention

Component Activities Goals

Quality improvement
collaborative

Quarterly collaborative
meetings

Health center teams using
rapid-cycle change model

Learning sessions and quality
improvement coaching

Improve health center operations,
service, and quality

Develop health center quality improvement
teams and skills

Patient activation 10-week series of classes
Culturally tailored diabetes
self-management education

Skills training in patient-provider
communication and shared
decision making

Improve shared decision making
Address historical mistrust of health
care system

Increase diabetes knowledge and
self-management skills

Empower patients to care for
themselves and interact with
clinics/providers

Provider training 4-workshop series for clinical
and front-office staff on
patient-centered communication,
cultural competency, behavioral
counseling, and shared decision
making

Build providers’ skills
Ensure providers’ readiness to
engage with empowered patients

Deepen providers’ engagement with
community

Community partnerships
and outreach

Recruiting patient advocate
outreach workers

Forming partnerships with organizations
and businesses

Radio/TV public education campaign

Connect individuals to medical homes
Support patients in managing diabetes in
community settings

Educate the public about diabetes
self-management and health
disparities

SOURCE Authors’ analysis.
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Exhibit 2

Characteristics Of The Six Health Centers Participating In The South Side Diabetes Initiative

Health center

Characteristic 1 2 3 4 5 6
Clinical staff (number of full-time equivalents)a

Physician 29.0 23.0 2.0 2.5 4.0 6.0
Nurse practitioner/physician assistant 0.0 0.8 1.0 1.0 3.0 0.0
Nurse (RN) 3.0 6.0 0.0 0.0 3.0 1.0
Nurse (LPN, MA) 4.0 8.0 6.0 8.0 20.0 1.0
Endocrinologist 29.0 0.0 0.0 0.2 0.0 0.0
Diabetes educator 3.0 0.0 0.6 0.5 0.0 1.0
Nutritionist 0.0 0.0 0.6 0.2 1.0 1.0

Annual patient volumeb

Total patients 6,817 19,052 3,440 2,468 9,786 6,310
Total encounters 15,575 62,690 11,133 7,095 31,393 20,444
Diabetes patientsc 2,107 3,549 364 218 293 690
Diabetes encountersc 5,479 9,601 825 541 570 1,795

Demographics of patientsb

Mean patient age (years) 55 56 39 37 34 42
Female (%) 71 67 76 73 88 72
African American (%) 37 52 89 91 89 34

Patient insurance status

Medicaid (%) 8 10 60 59 65 50
Medicare (%) 37 36 11 9 4 5
Private insurance (%) 55 54 12 12 12 8
Uninsured (%) < 1 < 1 16 20 13 37

Clinical characteristics of diabetes patientsd

Mean body mass index (kg=m2) 31.9 30.8 33.9 34.3 38.4 33.1
Percent with hemoglobin A1c <7% 35.8 57.1 44.9 33.3 39.5 41.7
Percent with blood pressure <130/80 mm Hg 39.6 36.1 31.4 23.5 31.3 41.2
Percent with low density lipoprotein <100 mg/dL 69.9 66.2 37.8 35.6 41.8 41.5

SOURCE Authors’ analysis. NOTES RN is registered nurse. LPN is licensed practical nurse. MA is medical assistant. aFull-time-equivalent staffing by role was reported by
health centers and reflects current (2011) staffing. bAnnual patient volume and demographics of patients were reported by health centers and reflect baseline (2008)
data. Where 2008 data were not available for a particular data point, health centers reported data from the closest available year. Where site-specific data were not
available, health centers extrapolated site-specific estimates from multisite data. cDiabetes patient was defined as any patient with at least one encounter in the
reporting year with a primary diagnosis of diabetes—that is, with an International Classification of Diseases, Ninth Revision (ICD-9), code in the 250.XX range.
dClinical characteristics were assessed via chart reviews of 100 charts per health center, randomly sampled from diabetes patients with encounters in the baseline
year (2008).

Exhibit 3

Changes In Six Health Centers’ Ability To Provide Chronic Illness Care

Mean score (lowest score, highest score)

Area of chronic illness care June 2010 December 2010 June 2011

June 2010–
June 2011
change,
mean (%)

Organization of health care system 5.5 (3.2, 7.0) 7.1 (5.0, 9.3) 7.6 (5.8, 8.5) +2.1 (38)
Links to community resources 3.8 (2.3, 5.3) 5.1 (2.7, 6.3) 5.8 (5.0, 8.3) +2.0 (53)

Diabetes self-management support 6.1 (4.0, 7.5) 6.8 (4.3, 10.0) 7.1 (5.8, 8.5) +1.0 (16)
Decision support 5.2 (3.3, 6.5) 6.2 (4.8, 10.0) 6.1 (4.5, 8.5) +0.9 (17)

Delivery-system design 4.9 (4.0, 6.7) 7.0 (6.0, 9.3) 7.2 (5.8, 8.8) +2.3 (47)
Clinical information systems 5.0 (1.4, 6.6) 5.8 (4.6, 7.8) 7.2 (6.0, 8.0) +2.2 (44)

Integration of chronic care model elements 4.3 (3.0, 6.2) 5.2 (4.0, 6.3) 6.1 (5.2, 7.7) +1.8 (42)
Average program score 5.0 (3.6, 5.7) 6.1 (4.9, 7.2) 6.7 (6.1, 7.6) +1.7 (34)

SOURCE The Assessment of Chronic Illness Care (ACIC) tool; Note 18 in text.
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made the curriculum’s sessions shorter and
more frequent, and we used audiovisual aids
to address potential literacy barriers. We also
tailored nutritional education to address shop-
ping and dietary patterns in the African Ameri-
can community. For example, we created amock
grocery store with food items from a local low-
cost grocer, to demonstrate how to locate and
choose healthy food alternatives.
We also developed the shared decision-making

portion of thepatient intervention (based onour
prior qualitative research21) that included prob-
lem-based learning, group discussions, role
playing, individual testimonies, and experiential
learning. And we created a culturally tailored
video and an interactive game about shared de-
cision making.
After three months, class participants transi-

tion to quarterly diabetes support groups to help
maintainwhat they have learned. The first thirty-
four participants achieved improvement in their
confidence in managing their diabetes, self-care
behavior such as glucose monitoring and foot
care (as measured by patient surveys), and glu-
cose control (asmeasured by hemoglobinA1c).22

Provider Training The third intervention
component is clinician training that comple-
ments ourpatient educationeffort.Wedeveloped
four ninety-minute workshops for the clinical
staff to build their skills in cultural competency,
communication (for example, reflective listen-
ing and open-ended inquiry), helping patients
change theirbehavior (forexample, throughmo-
tivational interviewing), and shared decision
making. The workshops incorporated role play-
ing, groupdiscussions, exercises, and reflection.
To date, more than ninety staff members have

taken the workshops. In surveys after training,
participants reported improved ability to use
techniques to improve communication and clini-
cal outcomes.

Community Partnerships And Outreach
The fourth component involves community part-
nerships and outreach activities that engage dia-
betes patients in community settings. These out-
reach activities have enabled us to identify more
than 4,000 people with diabetes who did not
have a regular source of medical care and to link
them to a medical home.
These efforts have occurred primarily through

our collaboration with the University of Chica-
go’s Urban Health Initiative, which seeks to in-
crease access to high-quality care on the South
Side of Chicago. Its patient advocates work with
frequent visitors to the emergencydepartment at
the University of Chicago Medical Center to es-
tablish ongoingprimary care for themwithin the
Urban Health Initiative’s South Side Healthcare
Collaborative, a network of twenty-five health

centers and local hospitals. All four community
health centers in our intervention are members
of the South Side Healthcare Collaborative.
We have also established partnerships with

community-basedorganizations andbusinesses.
We are working with a local farmers market, a
majornationalpharmacy chain, and the city food
bank to create a pilot program of “food prescrip-
tions” that would provide access to free or dis-
counted healthy food, such as fresh produce.We
collaboratewith a national grocery store chain to
provide educational tours around several of its
stores in Chicago. The chain donates healthy
food for our outreach efforts.
In another collaborative effort, we partner

with a high-use community center that has a
popularmonthly foodpantry.Weprovidehealthy
cooking demonstrations using donated food,
conduct diabetes and cardiovascular disease
screening, disseminate health information,
and make referrals to medical homes. This on-
going effort has reached more than 600 mem-
bers of the community thus far.
Finally, our research and implementation

team and our quality improvement teams edu-
cate the public about diabetes through local me-
dia and community venues. For example, team
members have been frequent guest speakers on
two prominent African American radio stations,
presented a thirteen-week educational series on
a cable TV network with an estimated viewing
audience of half a million households, and dis-
cussed diabetes in lectures tailored for commu-
nity members.

Integrating The Components
Our observations suggest that integrating the
four intervention components increases the
power of each component to improve diabetes
outcomes. For example, patients are more likely
to engage in shared decisionmaking if both they
and providers receive communication training.
Thus, the workshops for health care providers
include content about shared decision making
that echoes what patients learn in the diabetes
activation classes.
Patients who enroll in the activation classes

are encouraged to make use of community re-
sources. Many have visited the food pantry, par-
ticipated in grocery store tours, and joined pub-
lic fitness centers. These resources bolster their
ability to sustain the behavioral changes taught
in class.Oneof thenursepractitionerswhohelps
teach patient classes also provides care manage-
ment, which allows her to reinforce class teach-
ings in one-on-one clinical visits.
Integrating community resources with the

health care delivery system is a key goal of our
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intervention. Not only do community partner-
ships provide resources to diabetes patients al-
ready receiving care, but they also allowus to link
people without a provider to comprehensive
medical care.
We are exploring the use within our health

centers of community health workers and so-
called patient navigators—who can provide
health education, help patients make clinic ap-
pointments, identify barriers to self-care, con-
nect patients to community resources, and work
with the health care team to address patients’
diabetes needs. One potential approach identi-
fies such workers from the pool of patients who
have completed the diabetes activation classes.
This strategy could further integrate the inter-
vention components and reduce the need for
duplicative training in diabetes education.
Other measures to increase patient communi-

cation and outreach include communicating
with patients via text messaging throughmobile
phones.We piloted an interactive text message–
based intervention providing automated, pa-
tient-selected diabetes care reminders. Most pa-
tients reported that they were “highly satisfied”
(94 percent) with the program, and their self-
reported self-management confidence and skills
improved during the study period.23

We are piloting the use of such technology by a
nurse care manager who coordinates care with
providers at the two university-based clinics, act-
ing as an intermediary between providers and
patients and using the technology to send alerts
and reminders to patients. Such technology
could also beusedby communityhealthworkers.

Challenges And Lessons Learned
We describe here preliminary lessons learned
fromour early work. Formore details, see online
Appendix Exhibit 1.24

Start Small Initially, we envisioned the qual-
ity improvement teams as developing team-
based care that integrated health systems and
community resources. However, each health
center chose to start withmore narrowly focused
quality improvement projects, which proved to
be the best strategy. Starting with smaller proj-
ects allowed teams to build quality improvement
infrastructure and healthy team dynamics. In
addition, early successes enhanced the teams’
efficacy and sense of ownership of the projects.
By the second year, after working on smaller
tasks, each health center realized that larger sys-
tem changes—such as team-based care and care
coordination—were important goals.
Similarly, we began with small projects with

our community partners, and we expanded the
range and depth of activities over time.

Include Coaching We underestimated the
need for regular, personalized quality improve-
ment coaching and had to quickly increase sup-
port in this area. Each health center had an in-
terest in improving diabetes care and some prior
quality improvement experience. However, the
centers’ baseline capability and readiness to
change varied. All of them benefited from coach-
ing on fundamental issues such as forming a
working team, getting leadership buy-in, analyz-
ing fundamental problems, brainstormingabout
innovations, and dealing with team turnover.
Each health center had competing priorities

and pressures. For all of them, the basic instruc-
tion, encouragement, and settingdeadlineswere
critical for moving the project ahead.
Work With Staff Champions Identifying and

working with staff champions has been vital for
the project’s survival and progress. For example,
although we initially got the approval of each
health center’s chief executive officer or execu-
tive director, we quickly learned that it is critical
to involve champions at all levels, including
providers, nurses, and front office staff. Simi-
larly, identifying key champions within commu-
nity organizations and businesses has been
crucial.
Even with multiple champions, however, it is

important to remember that building relation-
ships takes time and commitment. This is par-
ticularly true when academic centers partner
with organizations in low-income, minority
communities where mistrust of academic insti-
tutions is strong. Key members of our research
team are African Americans with strong ties to
the South Side, and we drew on their social
capital and the community’s trust in them to
develop strategic partnerships. Relationships
were also critical in linking patients to commu-
nity resources. Patients who attended classes
were more likely to make use of a resource such
as a foodpantry if a patient championor research
teammember organized a visit to it for the class.
Understand Organizational Culture It is

important to understand the organizational and
political climate when working with clinical or-
ganizations, community groups, and local busi-
nesses. If their organizationalmissions were not
aligned with our project’s goals, health centers
were reluctant to implement quality improve-
ment projects, and community partners resisted
starting new programs.
To execute their projects more effectively, it

has been helpful for our quality improvement
teams to identify organizational barriers to
change—for instance, infrastructure or institu-
tional culture—and how organizations adjust to
external developments, such as economic pres-
sure. Within the community, our research and
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implementation team has found it helpful to
understand the local political landscape as we
worked to gain the support of local aldermen
and other elected officials.

Follow The Principles Of Community-
Based Research Principlesof community-based
research were relevant to our work with commu-
nity organizations and our quality improvement
work.25 These principles include mutual respect,
trust, equal partnerships, shared learning, dem-
onstration of the value of the intervention, and
commitment to a long-term partnership. We
found them to be fundamental to building a suc-
cessful relationship.

Keep The Grand Vision In View Complexity,
workload, and the need for buy-in from the qual-
ity improvement teams made it impossible to
implement all components of our intervention
simultaneously. Yet having a phased implemen-
tation reduced the potential impact of individual
components and often left the teams feeling that
the project was unfocused and had shifting pri-
orities.
It is important to present the grand vision at

the beginning of a project and to develop shared
expectations of the entire project as early as pos-
sible. It is also important to refer to the vision
regularly to keep it fresh in participants’ minds.

Provide Communication Training Despite
improved confidence in their ability to partici-
pate in shared decisionmaking, patients’ behav-
ior in this regard did not change substantially
after the activation classes. Qualitative inter-
views suggested that patients were concerned
that their providerswould discourage them from
taking a more active role in their own care.
We realized that we needed to implement the

provider workshops simultaneously with the ac-
tivation classes and to better integrate the com-
munication curricula of patients and providers.
In addition,wenowsendproviders anotification
letter when a patient enrolls in the class and ask
them to encourage the patient’s efforts to in-
crease self-management.

Identify Personnel Committed To Commu-
nity Engagement Clinical staff didnot generally
view community education as core to their mis-
sion or part of their job description. Conse-
quently, it was often challenging for the quality
improvement teams to use information about
community resources and to participate in com-
munity-based outreach. A survey revealed that
front-desk staff and medical assistants in the
health centers were more likely than nurses
and physicians to report that their practice used
community resources to help meet patients’
health care needs (p < 0:0001). This suggests
that the front desk staff and assistants—who
were alsomore likely thannurses and physicians

to be African American (p < 0:001)—may be
more familiar with community resources and
more comfortable engaging patients in commu-
nity settings than nurses and physicians. One
potential strategy is to create parallel community
engagement teams toworkwithquality improve-
ment teams and spearhead the community out-
reach activities of their health centers.
Align With Other Strategic InitiativesOur

project is part of the University of Chicago’s Ur-
ban Health Initiative, which has the support of
the university president and the dean of the Bio-
logical Sciences Division. As a result, our project
has received financial, infrastructural, and
political support from the university.
In addition, obesity, cardiovascular disease,

and diabetes are major health priorities of the
city’s government and are aligned with its eco-
nomic goals. Accordingly, we are initiating col-
laborationswith theChicagoDepartmentof Pub-
lic Health.
Be Persistent Each core intervention compo-

nent requires large investments of time and re-
sources. Treating them as stand-alone projects
ignores the complex context that gives rise to
health disparities. Yet integrating the four com-
ponents requires additional investments of time
and resources, such as relationship building be-
tween center staff and community partners.
Our experience has been that virtually every-

one on the clinical and community sides of our
partnerships recognizes the value of an inte-
gratedapproachand isdrivenby the samevision.
However, daily implementation challenges
make persistence a key factor in determining
success of the program.
Focus On Sustainability From The Start

Our project is currently supported through
two external grants, and its sustainability has
been a priority for the research and implemen-
tation team. We have sought to incorporate
changes into the existing infrastructure and pro-
tocols of the health centers so that changes be-
come “business as usual.” For example, the pa-
tient education classes will continue to be the
primary means of diabetes education at several
of the centers.
In addition, wehave sought to link community

organizations directly to health center staff so
that the collaborations and partnerships can be
sustainedover time.Wehave also invested agreat
deal of time in coaching thequality improvement
teams to ultimately become self-sufficient.
Health policy changes—such as increased re-
imbursement for diabetes education and
bundled payment systems—will give other
health centers additional incentives to initiate
and sustain efforts similar to our work on Chi-
cago’s South Side.
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Conclusion
The fact that racial and ethnic minorities in the
United States experience disparities in the
health care they receive and their health out-
comes compared with white Americans is an im-
portant problem with multiple causes. Only by
creating integrated systems that address those
multiple causes will we begin to see real progress
in reducing disparities. Our approach to reduc-
ing diabetes disparities among people living on
the South Side of Chicago combines the
strengths of health systems, communities, and
patients and shows evidence of effectiveness.
However, our findings are only preliminary.

Future analyses of data that compare diabetes
care and outcomes at our six intervention health
centers to six control clinics will better allow us
to assess the impact of our program.
Our initiative neatly aligns with the potential

of accountable care organizations, or integrated
health care teams serving particular popula-
tions. Our approach to reducing diabetes dispar-
ities and the lessons we have learned along the
way can inform the implementation of account-
able care organizations and other programs that
seek to improve health care quality and reduce
disparities with the assistance of community
partners. ▪
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Over the past decade, researchers have shifted their focus
from documenting health care disparities to identifying
solutions to close the gap in care. Finding Answers:
Disparities Research for Change, a national program of
the Robert Wood Johnson Foundation, is charged with
identifying promising interventions to reduce disparities.
Based on our work conducting systematic reviews of the
literature, evaluating promising practices, and providing
technical assistance to health care organizations, we
present a roadmap for reducing racial and ethnic
disparities in care. The roadmap outlines a dynamic
process in which individual interventions are just one
part. It highlights that organizations and providers need
to take responsibility for reducing disparities, establish a
general infrastructure and culture to improve quality,
and integrate targeted disparities interventions into
quality improvement efforts. Additionally, we summarize
the major lessons learned through the Finding Answers
program. We share best practices for implementing
disparities interventions and synthesize cross-cutting
themes from 12 systematic reviews of the literature.
Our research shows that promising interventions fre-
quently are culturally tailored to meet patients’ needs,
employ multidisciplinary teams of care providers, and
target multiple leverage points along a patient’s pathway
of care. Health education that uses interactive techni-
ques to deliver skills training appears to be more effective
than traditional didactic approaches. Furthermore, pa-
tient navigation and engaging family and community
members in the health care process may improve out-
comes for minority patients. We anticipate that the
roadmap and best practices will be useful for organiza-
tions, policymakers, and researchers striving to provide
high-quality equitable care.
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I n 2005, the Robert Wood Johnson Foundation (RWJF)
created Finding Answers: Disparities Research for

Change (www.solvingdisparities.org) as part of its portfolio
of initiatives to reduce racial and ethnic disparities in health
care.1 RWJF charged Finding Answers with three major
functions: administer grants to evaluate interventions to
reduce racial and ethnic disparities in care, perform system-
atic reviews of the literature to determine what works for
reducing disparities, and disseminate these findings national-
ly. Over the past seven years, Finding Answers has funded 33
research projects and performed 12 systematic literature
reviews, including the five papers in this symposium.2–6 We
are now beginning to leverage this research base to provide
technical assistance to organizations that are implementing
disparities reduction interventions, such as those participating
in RWJF’s Aligning Forces for Quality program.7

This paper summarizes the major lessons learned from the
systematic reviews and provides a disparities reduction
framework. Building on our prior work,8–10 we present a
roadmap for organizations seeking to reduce racial and ethnic
disparities in health care. This roadmap may be tailored for
use across diverse health care settings, such as private
practices, managed care organizations, academic medical
centers, public health departments, and federally qualified
health centers. Specifically, we outline the following steps:

1) Recognize disparities and commit to reducing them
2) Implement a basic quality improvement structure and

process
3) Make equity an integral component of quality improve-

ment efforts
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4) Design the intervention(s)
5) Implement, evaluate, and adjust the intervention(s)
6) Sustain the intervention(s)

FINDINGS FROM THE SYSTEMATIC REVIEWS

The five systematic reviews in the present symposium
examined interventions to improve minority health and
potentially reduce disparities in asthma, HIV, colorectal
cancer, prostate cancer, and cervical cancer.2–6 While
many valuable ideas to address racial and ethnic health
disparities are being pursued outside of the healthcare
system, Finding Answers focuses specifically on what can
be accomplished once regular access to healthcare services
is achieved. Thus, the reviews focused on interventions
that occur in or have a sustained linkage to a healthcare
delivery setting; programs that were strictly community-
based were outside the scope of the project. Additionally,
the reviews examined racial and ethnic disparities in care
and improvements in minority health, rather than geo-
graphic, socioeconomic, or other disparities. For a de-
scription of search strategies employed in these reviews,
see the technical web appendix which can be accessed
online (Electronic Supplementary Material).
Each review identified promising practices to improve

minority health within the healthcare setting. The asthma paper
found that educational interventions were most common, with
culturally tailored, skills-based education showing promise.5

Outpatient support, as well as education for inpatient and
emergency department patients, were effective. Similarly, the
HIV review noted that interactive, skills-based instruction was
more likely to be effective than didactic educational approaches
for changing sexual health behavior.3 The paper identified a
dearth of interventions that target minority men who have sex
with men. The colorectal cancer review found that patient
education and navigation were the most common interventions
and that those with intense patient contact (e.g., in person or by
telephone) were the most likely to increase screening rates.4

The colorectal cancer review identified no articles that
described interventions to reduce disparities in post-screening
follow-up, treatment, survivorship, or end-of-life care. Based on
low to moderate evidence, the cervical cancer review reported
that navigation combined with either education delivered by lay
health educators or telephone support can increase the rate of
screening for cervical cancer among minority populations.2

Telephone counseling might also increase the diagnosis and
treatment of premalignant lesions of the cervix for minority
women. The prostate cancer review focused on the importance
of informed decision making for addressing prostate cancer
among racial and ethnic minority men.6 Educational programs
were the most effective intervention for improving knowledge
among screening-eligible minority men. Cognitive behavioral
strategies improved quality of life for minority men treated for
localized prostate cancer. However, more research is needed

about interventions to improve informed decision making and
quality of life among minority men with prostate cancer.

CROSS-CUTTING THEMES

We looked across these reviews and Finding Answers’
previous research,11–17 and identified several cross-cutting
themes. Our findings showed that promising interventions
frequently were multi-factorial, targeting multiple leverage
points along a patient’s pathway of care. Culturally-tailored
interventions and those that employed a multi-disciplinary
team of care providers also tended to be effective. Addition-
ally, we found that education using interactive methods to
deliver skills training were more effective than traditional,
didactic approaches in which the patient was a passive learner.
Patient navigation and interventions that actively involved
family and community members in patient care showed
promise for improving minority health outcomes. Finally, the
majority of interventions targeted changing the knowledge
and behavior of patients, generally with some form of
education. Interventions directed at providers, microsystems,
organizations, communities, and policies were far less
common, thus representing an opportunity for future research.

ROADMAP FOR REDUCING DISPARITIES

Table 1 summarizes the major steps health care organizations
need to undertake to reduce disparities. Past efforts have
focused on Step 1 (e.g. collecting performance data stratified
by race, ethnicity, and language) or Step 4 (designing a
specific intervention). Our roadmap highlights that these are
crucial steps, but will have limited impact unless the other
steps are addressed. Effective implementation and long-term
sustainability require attention to all six steps.

1) Recognize disparities and commit to reducing them

When health care organizations and providers realize
there are disparities in their own practices,18 they become
motivated to reduce them.19 Therefore, the Patient Protec-
tion and Affordable Care Act of 2010 makes the collection
of performance data stratified by race, ethnicity, and
language (REL) a priority.20 Similarly RWJF’s Aligning
Forces for Quality Program initially focused its disparities
efforts on the collection of REL data in different commu-
nities. The Institute of Medicine (IOM) recently recom-
mended methods to collect REL data,21 and groups such as
the Health Research and Educational Trust (HRET) have
developed toolkits to guide organizations in this effort.22

Besides race-stratified performance data, training in
health disparity issues (e.g., through cultural competency
training) may help providers identify and act on disparities
in their own practices. However, while cultural competency
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training and stratified performance data may increase the
readiness of providers and organizations to change their
behavior,19 these interventions will need to be accompanied
by more intensive approaches to ameliorate disparities.
Sequist et al. found that cultural competency training and
performance reports of the quality of diabetes care stratified
by race and ethnicity increased providers’ awareness of
disparities, but did not improve clinical outcomes.23 There-
fore, our roadmap for reducing disparities highlights the
importance of combining REL data collection with inter-
ventions targeted towards specific populations and settings.

2) Implement a basic quality improvement structure and
process

Interventions to reduce disparities will not get very far unless
there is a basic quality improvement structure and process
upon which to build interventions.24,25 Basic elements include

a culture where quality is valued, creation of a quality
improvement team comprised of all levels of staff, a process
for quality improvement, goal setting and metrics, a local
team champion, and support from top administrative and
clinical leaders. If robust quality improvement structures and
processes do not exist, then they must be created and nurtured
while disparities interventions are developed.

3) Make equity an integral component of quality improve-
ment efforts

For too long, disparities reduction and quality improvement
have been two different worlds. People generally thought
about reducing disparities separately from efforts to improve
quality, and oftentimes different people in an organization
were responsible for implementing disparity and quality
initiatives. A major development over the past decade is the
increasing recognition that equity is a fundamental compo-
nent of quality of care. Efforts to reduce disparities need to
be mainstreamed into routine quality improvement efforts
rather than being marginalized.26 That is, we need to think
about the needs of the vulnerable patients we serve as we
design interventions to improve care in our organizations,
and address those needs as part of every quality improvement
initiative. The Institute of Medicine’s Crossing the Quality
Chasm report stated that equity was one of six components
of quality,27 and the IOM’s 2010 report Future Directions for
the National Healthcare Quality and Disparities Reports
highlighted equity further by elevating it to a cross-cutting
dimension that intersects with all components of quality
care.28 Major health care organizations have instituted
initiatives that promote the integration of equity into quality
efforts including the American Board of Internal Medicine
(Disparities module as part of the recertification process),
American College of Cardiology (Coalition to Reduce Racial
and Ethnic Disparities in Cardiovascular Disease Outcomes
[CREDO] initiative),29 American Medical Association (Com-
mission to End Health Care Disparities), American Hospital
Association (Race, ethnicity, and language data collection),22

Joint Commission (Advancing Effective Communication,
Cultural Competence, and Patient- and Family-Centered
Care: a Roadmap for Hospitals),30 and National Quality
Forum (Healthcare Disparities and Cultural Competency
Consensus Standards Development). For many health care
organizations and providers, this integration of equity and
quality represents a fundamental change from generic quality
improvement efforts that improve only the general system of
care, to interventions that improve the system of care and are
targeted to specific priority populations and settings.

4) Design the intervention(s)

While several themes have emerged regarding successful
interventions to reduce health care disparities based on our
systematic reviews and grantees, solutions must be individ-
ualized to specific contexts, patient populations, and

Table 1. Six Steps for Reducing Racial and Ethnic Disparities in Care

1) Recognize disparities and commit to reducing them
a. Stratify performance data by race, ethnicity, and language
b. Provide disparities training for providers and staff

2) Implement a basic quality improvement structure and process
a. Create a culture of quality
b. Designate a quality improvement team
c. Establish a quality improvement process
d. Set goals and metrics
e. Select a local champion
f. Obtain leadership support

3) Make equity an integral component of quality improvement efforts
a. Recognize equity as a cross-cutting dimension of quality
b. Ensure that disparities efforts are not marginalized

4) Design the intervention(s)
a. Determine root causes of disparities in specific context
b. Consider six levels of influence: patient, provider,

microsystem, organization, community, policy
c. Review existing literature

(1) Robert Wood Johnson Foundation - Interventions
database, systematic reviews
(www.solvingdisparities.org)

(2) Agency for Healthcare Research and Quality -
Health Care Innovations Exchange
(www.innovations.ahrq.gov/), forthcoming
Evidence-Based Practice Center Review

(3) Veterans Administration - forthcoming review
d. Learn from peer organizations
e. Use evidence-based strategies

(1) Multifactorial interventions that address key drivers
of disparities

(2) Culturally targeted interventions
(3) Team-based care
(4) Patient navigation
(5) Work with families and non-health care partners
(6) Interactive, skills-based training for patients rather

than passive, didactic education
f. Consider specific types of interventions (Table 3)

5) Implement, evaluate, and adjust the intervention(s)
a. Consider implementation models such as the Consolidated

Framework for Implementation Research
b. Consider best practices (Table 4)
c. Evaluate and adjust intervention

6) Sustain the intervention(s)
a. Institutionalize intervention
b. Create financial model

994 Chin et al.: A Roadmap to Reduce Racial Disparities JGIM

http://www.solvingdisparities.org
http://www.innovations.ahrq.gov


organizational settings.31 For example, solutions for reduc-
ing diabetes disparities for African-Americans in Chicago
may differ from the answers for African-Americans in the
Mississippi Delta. We recommend determining the root
causes of disparities in the health care organization or
provider’s patient population and designing interventions
based on a conceptual model that targets six levels of
influence: patient, provider, microsystem, organization,
community, and policy (Table 2).8,9 Each level represents
a different leverage point that can be addressed to reduce
disparities. The relative importance of these levels may vary
across diverse organizations and patient populations.
Specific intervention strategies can then be developed to

target different levels of influence. Table 3 offers an
overview of strategies identified through the review of
approximately 400 disparities intervention studies, including
the 33 Finding Answers projects and 12 systematic literature
reviews. Common intervention strategies include delivering
education and training, restructuring the care team, and
increasing patient access to testing and screening. About half
of the interventions targeted only one of the levels of
influence described above; most efforts were directed at
patients in the form of education or training. Research
evaluating pay-for-performance, on the other hand, was scant
and requires further attention, especially given current
interest in incentive-based programs. Going forward, Finding
Answers aims to categorize each of the approximately 400
studies by level of influence and strategy, and to identify
which combinations are promising for disparities reduction.
Organizations can find practical resources and promising

intervention strategies on the Finding Answers website
(www.solvingdisparities.org) or the Agency for Healthcare
Research and Quality (AHRQ) Health Care Innovations
Exchange (www.innovations.ahrq.gov). Systematic reviews
such as those by Finding Answers and forthcoming ones

from the AHRQ Evidence-Based Practice Center Program
and the Veterans Administration can inform what types of
interventions are most appropriate in different situations. In
addition, organizations can learn about successful projects
from peers through learning collaboratives,24 site visits,
case studies, and webinars.
While there is no silver bullet to reduce disparities,

successful interventions reveal important themes. As previ-
ously noted, we looked across 12 systematic reviews of the
literature and identified promising practices that can inform
the design of future disparities interventions.2–6,11–17 These
include culturally tailoring programs to meet patients’
needs, patient navigation, and engaging multidisciplinary
teams of care providers in intervention delivery. Effective
interventions frequently target multiple leverage points
along a patient’s pathway of care and actively involve
families and community members in the care process.
Additionally, successful health education programs often
incorporate interactive, skills-based training for minority
patients.

5) Implement, evaluate, and adjust the intervention(s)

The National Institutes of Health recently held its fifth
annual conference on the science of dissemination and
implementation to promote further research in this field,
create opportunities for peer-to-peer learning, and showcase
available models and tools. One such model is the
Consolidated Framework for Implementation Research
(CFIR), for which Damschroder et al. reviewed conceptual
models of relevant factors in implementing a quality
improvement intervention and synthesized existing frame-
works into a single overarching model.32 The CFIR covers
five domains: intervention characteristics (e.g. relative
advantage, adaptability, complexity, cost), outer setting
(e.g. patient needs and resources, external policy and

Table 2. Levels of Influence of an Intervention

Intervention Level Definition Examples

Patient Change the knowledge and/or behaviors of patients
to improve their health outcomes

Symptom monitoring
Incentives
Culturally targeted education and outreach
Self-management and goal setting
Patient narratives

Provider Change the knowledge and/or behavior of providers
to improve patient outcomes

Cultural competency training
Disparity report cards

Microsystem Add new members to or shift responsibilities among
the immediate care team, such as the primary care
provider, nurse, and staff

Integration of community health workers or other
staff into the care team
Nurse-led interventions

Organization Change organization operations; may require coordination
among management, providers,
information technology, and/or human resources

Redesigning the system of operations
Instituting new forms of technology
Improving the clinical encounter
Systematic literacy screening of patients

Community Work with people and organizations outside traditional
health settings such as churches, schools, and social
service agencies

Engaging local stakeholders to integrate community
and health care resources

Policy Influence laws, regulations, and/or resource allocation
on a regional or national basis

Medicare reimbursement regulations
Accreditation standards for providers and health care
organizations

Breast cancer screening laws
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incentives), inner setting (e.g. culture, implementation
climate, readiness for implementation), characteristics of
the individuals involved (e.g. knowledge and beliefs about
the intervention, self-efficacy, stage of change), and the
process of implementation (e.g. planning, engaging, exe-
cuting, evaluating). Too often organizations focus on the
content of an intervention without planning its implemen-
tation in sufficient detail. A model such as CFIR supplies a
checklist of factors to consider in implementing an
intervention to reduce disparities.
Through work with our 33 grantees, we have devel-

oped a series of best practices for implementing inter-

ventions to reduce disparities. These lessons were pulled
from detailed qualitative data gathered through the
Finding Answers program, and represent perspectives
from organization leadership, providers, administrators,
and front-line staff. We found common implementation
challenges and solutions across health care settings.
Table 4 summarizes best practices for disparities reduction
efforts, provides the rationale and expected outcomes, and
offers recommended strategies for delivering a high-quality
equity initiative.
Implementation is an iterative process and organiza-

tions are unlikely to get the perfect solution on their first

Table 3. Overview of Disparities Intervention Strategies

Intervention Strategy Definition Examples

Deliver education and training Providing information, tools, and/or teaching skills. Patient education in self-management
Provider training in cultural competency
Education via plays and skits
Communication skills training
Decision-making aid
Prescribed diet/exercise
Continuing Medical Education (CME)

Engage the community Involving organizations and/or individuals outside
the health care delivery setting.

Media education campaign
Church-based care delivery
School-based care delivery
Health/Learning collaborative
Coalition building/advocacy
Outreach to households

Provide psychological support Delivering therapy to promote healthy behavior
and psychological well-being of patients,
their partners, and/or their families.

Group therapy
Partner counseling
Family therapy
Coping skills development
Motivational interviewing
Telepsychiatry
Risk/harm reduction

Provide reminders and feedback Prompting adherence to recommended care
guidelines and sharing information about performance.

Patient reminder to schedule preventive care
Provider reminder of care protocol
Patient health maintenance card/health mini-record
Performance report cards stratified by race,
ethnicity, and language

Restructure the care team Shifting responsibilities among members of the care
team or adding members to the existing care team
to enhance care delivery.

Nurse-led interventions
Pharmacist consultation
Increased involvement of primary care provider
in specialty care

Peer coach/peer educator
Community/lay health workers
Patient navigator

Improve language and literacy
services

Improving communication among providers, specialists
and/or patients.

Health literacy screening
Enhanced interpreter services

Increase access to testing
and screening

Addressing financial and logistical barriers to testing
and screening.

Free screening
Integrated screening
Screen-and-Treat
Rapid test results
Risk assessment

Provide financial incentives Offering money or free/subsidized goods or services
to influence behavior.

Vouchers for care
Reduced out-of-pocket expenses
Free give-aways
Pay for performance

Cultural targeting Customizing the content, approach, or messaging
of an intervention based on characteristics
of the population receiving care.

Culturally targeted education materials
Patient-provider racial/ethnic concordance
Religious messaging

Use technology Using computerized or information technology-assisted
tools to improve care.

Home biomarker measurement transmitted to clinic
Peer storytelling on DVDs
Remote video language interpretation
Computerized reminders
Computer kiosks in clinic waiting room
Interactive computerized education/counseling

Other Intervention strategies that did not meet the criteria
defined above.

Home-based care
Clinic open door policy
Increased referrals/streamlined referral systems

996 Chin et al.: A Roadmap to Reduce Racial Disparities JGIM



attempt. Thus, evaluation of the intervention and adjust-
ments to the program based on performance data stratified
by race, ethnicity, and language are integral parts of the
implementation process. Setting realistic goals is essential
to accurately assess program effectiveness. Processes of
care (e.g. measurement of hemoglobin A1c in patients
with diabetes) generally improve more rapidly than patient
outcomes (e.g. actual hemoglobin A1c value), and may
therefore be better markers of short-term disparities
reduction success, while outcomes could be longer-term
targets.

6) Sustain the intervention(s)

Health care organizations, administrative leaders, and
providers need to proactively plan for the sustainability of
the intervention. Sustainability is dependent upon institu-
tionalizing the intervention and creating feasible financial
models. Too often interventions are dependent upon the
initial champion and first burst of enthusiasm. If that
champion leaves the organization or if staff tire after the
early stages of implementation, then the disparities initiative
is at risk for discontinuation. Institutionalization requires

Table 4. Best Practices for Implementing Interventions to Reduce Racial and Ethnic Disparities in Health Care

Practice Rationale Possible Strategies Outcome

Assess organizational
capacity

Interventions are more likely to succeed
if the organization as a whole is ready
for change.

Assess institutional resources (e.g. trained
staff, materials, technology platforms)
and match them with the needs of the
intervention.

Organizations are equipped
to implement and sustain
the intervention.

Ensure ongoing financial support.
Foster a culture of equity Success is more likely if staff recognize

that disparities exist within the
organization and view inequality as an
injustice that must be redressed.

Institute systems to offer feedback to
providers and incentivize disparities
reduction.

Staff shares a definition of
equitable care and places
high value on its delivery.

Explicitly define equitable health care as a
goal in mission statements.

Build a work force that reflects the
diversity of the patient population.

Appoint staff to disparities
reductions initiatives

A plan to improve equity requires
human resources.

Consider quality improvement specialists
and on-site equity champions to fill
these roles. Mainstream equity into all
quality improvement efforts.

Intervention is given
adequate time and effort.

Anticipate leadership and staff turn-over:
e.g. cross-train staff; incorporate
intervention training into staff
orientation; include program
responsibilities in job descriptions.

Staff is not overtaxed.

Identify and appeal to the
equity rationale that is
most important to your
audience

Staff members are motivated for a
variety of reasons:

Leverage staff motivation to support the
program:

Buy-in across the
organization is secured.

Leadership may respond well to
programs that guarantee a positive
return on investment and leverage
existing resources.

Present data that demonstrate potential for
positive financial impact.

Consistent and accurate
uptake of interventions is
encouraged.

Providers are often concerned with
maximizing efficiency during the
office visit.

Enhance the care team and promote care
management outside of the clinic.

Front-line staff may be wary of
impacting patient flow and room
availability.

Minimize burden and show respect for
staff time.

Everyone cares about patient outcomes. Inspire enthusiasm to help patients.
Incorporate disparities
interventions into existing
systems and anticipate
ripple effects

New programs may create redundant
efforts or conflicting goals with
existing quality improvement
initiatives.

Assess existing systems (e.g., electronic
medical records) and identify
opportunities for integration during the
planning phase.

Workload and schedules
are manageable.

Disruptions and
inconsistencies are
minimized.

Involve members of the
target population during
program planning

Programs that are not culturally
targeted risk rejection by patients.

Involve the target population in program
design in a manner that is meaningful
and inclusive.

Community engagement is
advanced.

Input by minority health workers is not
a proxy for patient involvement.

Engage patients, not just minority health
workers.

Programs are relevant and
effective.

Strike a balance between
adherence and adaptability

While adherence to protocol ensures
consistency, flexibility is key when
working with diverse patients.

Regularly collect process measures,
identify opportunities for improvement,
and adapt the intervention accordingly.

Programs are consistent,
yet flexible.

Use standardized checklists to monitor
adherence.

Be realistic about the time
necessary to move the dial
on disparities

Improvements in minority health take
time because of multiple challenges
inside and outside the clinic.

Plan long-term follow-up to demonstrate
statistically significant improvements in
health outcomes.

A realistic timeline
manages expectations
and maintains ongoing
support.
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promoting an organizational culture that values equity,
creating incentives to continue the effort, whether financial
and/or non-financial, and weaving the intervention into the
fabric of everyday operations so that it is part of routine
care as opposed to a new add-on (e.g. Step 3 in Table 1).
In the long-term, however, interventions must be finan-

cially viable. The business case for reducing disparities is
evolving and must be viewed from both societal and
individual organization/provider perspectives.33–35 From a
societal perspective, the business case for reducing dispar-
ities centers on direct medical costs, indirect costs, and the
creation of a healthy national workforce in an increasingly
competitive global economy. Laveist et al. estimate that
disparities for minorities cost the United States $229 billion
in direct medical expenditures and $1 trillion in indirect
costs between 2003 and 2006.36 America’s demographics
are becoming progressively more diverse. The United States
Census Bureau estimates that by 2050, the Hispanic
population will reach 30 %, the black population 13 %,
and the Asian population 8 %.37 Thus, from global and
national economic perspectives, disparities reduction will
become increasingly important if we are to have a healthy
workforce that can successfully compete in the international
marketplace and support the rapidly growing non-working
aging population on the Social Security and Medicare
entitlement programs.
From the perspective of the individual health care organiza-

tion or provider, the immediate incentives are more complex.
Integrated care delivery systems have an incentive to reduce
disparities to decrease costly emergency department visits and
hospitalizations. Large insurers are incentivized to provide
high quality care for everyone to be more competitive in
marketing their products to employers with increasingly
diverse workforces. However, outpatient clinics and providers
in the current, predominantly fee-for-service world, especially
those serving the uninsured and underinsured, frequently do
not have clear incentives to reduce disparities since the money
saved from the prevented emergency department visit or
hospitalization does not accrue to them.34

Currently, it is difficult to accurately predict the results of
health care reform and efforts to contain the Medicare and
Medicaid budgets, but several trends indicate that organ-
izations would be wise to integrate disparities reduction into
their ongoing quality improvement initiatives. Major na-
tional groups such as the Department of Health and Human
Services (HHS), Agency for Healthcare Research and
Quality, Centers for Disease Control (CDC), Centers for
Medicare and Medicaid Services, and Institute of Medicine
have consistently stressed the importance of reducing health
care disparities and using quality improvement as a major
tool to accomplish this goal.28,38–42 The Affordable Care
Act emphasizes collection of race, ethnicity, and language
data.20 Private demonstration projects, such as the Robert
Wood Johnson Foundation Aligning Forces for Quality

Program,7 aim for multistakeholder coalitions of providers,
payers, health care organizations, and consumers to im-
prove quality and reduce disparities on regional levels.
Intense policy attention has been devoted to accountable
care organizations,43 the patient-centered medical home,44

and bundled payments.45 These organizational structures
and financing mechanisms emphasize coordinated, popula-
tion based care that may reduce disparities.
Reducing racial and ethnic disparities in care is the right

thing to do for patients, and, from a business perspective,
health care organizations put themselves at risk if they do
not prepare for policy and reimbursement changes that
encourage reduction of disparities. We believe that health
care organizations and providers would be imprudent if they
did not plan for payment and coverage possibilities such as:

1) Incentives and reimbursements for team-based care.
Team-based care is one of the most consistently
successful types of disparities interventions,9 but current
payment mechanisms often do not create viable business
models for sustainability. We believe that it is likely that
future policies encouraging efficiency will increasingly
reimburse or incentivize team-based care management
activities; reimburse or incentivize use of non-physician
members of the team, such as community health work-
ers, peer educators and patient navigators; and ensure
that downstream savings from care teams, such as
averted hospitalizations and emergency department
visits, flow back to those that generated the savings.

2) Implementation of pay-for-performance programs for
reducing racial and ethnic disparities. Pay-for-performance
is likely to become part of efforts to move from paying for
volume to paying for quality. It will be important to
incorporate safeguards such as pay-for-improvement to
avoid cherry picking of easy patients, patient dropping,
and harming of poorly resourced organizations caring for
predominantly vulnerable populations.16

3) Incentives to create linkages between community and
health care system. The new CDC Health Disparities
and Inequalities Report and HHS National Strategy for
Quality Improvement in Health Care exemplify the rise
of combined public health—health care approaches to
reduce disparities.39,41,46 Integration of community
health workers and other peer-based programming into
the health care team shows potential,4,12 and there is
evidence that directly involving families, schools, and
community-based organizations in health care interven-
tions can improve health outcomes.17

CONCLUSION

As outlined in our roadmap, it is critical to create an
organizational culture and infrastructure for improving
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quality and equity. Organizations must design, implement,
and sustain interventions based on the specific causes of
disparities and their unique institutional environments and
patient needs. To be most effective, all of these elements
eventually need to be addressed; 24 however, we do not
want to encourage paralysis for those who might perceive a
daunting set of obstacles to overcome. Instead, our
experience has been that it useful for an organization to
start working on disparities by targeting whatever step or
action feels right to them and is thus a priority.46 Eventually
the other steps will need to be addressed, but reducing
disparities is often a dynamic process that evolves over
time. While more disparities intervention research is
needed, we have learned much over the past 10 years about
which approaches are likely to succeed. The time for action
is now.

Acknowledgements:
Contributors: We would like to thank Melissa R. Partin, PhD, who
served as the JGIM Deputy Editor for the six manuscripts in this
Special Symposium: Interventions to Reduce Racial and Ethnic
Disparities in Health Care. Dr. Partin provided valuable advice and
feedback throughout this project. Marshall H. Chin, MD, MPH, and
Amanda R. Clarke, MPH, served as the Robert Wood Johnson
Foundation Finding Answers: Disparities Research for Change
Systematic Review Leadership Team that oversaw the teams
writing the articles in this symposium.

Funding Source: Support for this publication was provided by the
Robert Wood Johnson Foundation Finding Answers: Disparities
Research for Change Program. The Robert Wood Johnson Founda-
tion had no role in the design and conduct of the study; collection,
management, analysis, and interpretation of the data; and prepa-
ration, review, approval, or decision to submit the manuscript for
publication.

Prior Presentations: Presented in part at the Society of General
Internal Medicine Midwest Regional Meeting, September 23, 2010,
Chicago, Illinois; the Society of General Internal Medicine Annual
Meeting, May 5, 2011, Phoenix, Arizona; the American Public Health
Association Annual Meeting, November 1, 2011, Washington, D.C.;
and the Institute for Healthcare Improvement Annual National
Forum, December 4, 2011, Orlando, Florida.

Conflict of Interest: The authors report no conflicts of interest with
this work. Dr. Chin was also supported by a National Institute of
Diabetes and Digestive and Kidney Diseases Midcareer Investigator
Award in Patient-Oriented Research (K24 DK071933), Diabetes
Research and Training Center (P60 DK20595), and Chicago Center
for Diabetes Translation Research (P30 DK092949).

Corresponding Author: Marshall H. Chin, MD, MPH; Section of
General Internal Medicine, Department of Medicine, University of
Chicago, 5841 South Maryland Avenue, MC 2007, Chicago, IL
60637, USA (e-mail: mchin@medicine.bsd.uchicago.edu).

REFERENCES
1. Schlotthauer AE, Badler A, Cook SC, Perez DJ, Chin MH. Evaluating

interventions to reduce health care disparities: an RWJF program.
Health Aff. 2008;27:568–73.

2. Glick SB, Clarke AR, Blanchard A, Whitaker AK. Cervical cancer
screening, diagnosis, and treatment interventions for racial and ethnic

minorities: a systematic review. J Gen Intern Med. doi:10.1007/s11606-
012-2052-2.

3. Hemmige V, McFadden R, Cook S, Tang H, Schneider J. HIV
prevention interventions to reduce racial disparities in the United States:
a systematic review. J Gen Intern Med. doi:10.1007/s11606-012-2036-2.

4. Naylor K, Ward J, Polite BN. Interventions to improve care related to
colorectal cancer among racial and ethnic minorities: a systematic
review. J Gen Intern Med. doi:10.1007/s11606-012-2044-2.

5. Press VG, Pappalardo AA, Conwell WD, Pincavage AT, Prochaska MH,
Arora VM. Interventions to improve outcomes for minority adults with
asthma: a systematic review. J Gen Intern Med. doi:10.1007/s11606-
012-2058-9.

6. Saleha S, Kotwal AA, Dale W. Interventions to improve decision
making and reduce racial and ethnic disparities in the management
of prostate cancer: a systematic review. J Gen Intern Med.
doi:10.1007/s11606-012-2086-5.

7. Painter MW, Lavizzo-Mourey R. Aligning Forces for Quality: a program
to improve health and health care in communities across the United
States. Health Aff (Millwood). 2008;27:1461–3.

8. Chin MH, Goldmann D. Meaningful disparities reduction through
research and translation programs. JAMA. 2011;305:404–5.

9. Chin MH, Walters AE, Cook SC, Huang ES. Interventions to reduce
racial and ethnic disparities in health care. Med Care Res Rev.
2007;64:7S–28S.

10. Chin MH. Improving care and outcomes of the uninsured with chronic
disease…Now. Ann Intern Med. 2008;149:206–8.

11. Davis AM, Vinci LM, Okwuosa TM, Chase AR, Huang ES. Cardiovas-
cular health disparities: a systematic review of health care interventions.
Med Care Res Rev. 2007;64:29S–100S.

12. Peek ME, Cargill A, Huang ES. Diabetes health disparities: a systematic
review of health care interventions. Med Care Res Rev. 2007;64:101S–
56S.

13. Van Voorhees BW, Walters AE, Prochaska M, Quinn MT. Reducing
health disparities in depressive disorders outcomes between non-
Hispanic whites and ethnic minorities: a call for pragmatic strategies
over the life course. Med Care Res Rev. 2007;64:157S–94S.

14. Masi CM, Blackman DJ, Peek ME. Interventions to enhance breast
cancer screening, diagnosis, and treatment among racial and ethnic
minority women. Med Care Res Rev. 2007;64:195S–242S.

15. Fisher T, Burnet DL, Huang ES, Chin MH, Cagney KA. Cultural
leverage: interventions using culture to reduce racial disparities in
health care. Med Care Res Rev. 2007;64:243S–82S.

16. Chien AT, Chin MH, Davis A, Casalino L. Pay-for-performance, public
reporting and racial disparities in health care: how are programs being
designed? Med Care Res Rev. 2007;64:283S–304S.

17. Chin MH, Alexander-Young M, Burnet D. Health care quality improve-
ment approaches to reducing child health disparities. Pediatrics.
2009;124(Suppl 3):S224–36.

18. Agency for Healthcare Research and Quality. 2010 National Healthcare
Disparities Report. AHRQ Publication No. 11–0005. Rockville, M.D.:
Agency for Healthcare Research and Quality, 2011. Available at: http://
www.ahrq.gov/qual/nhdr10/nhdr10.pdf. Accessed May 23, 2011.

19. Robert Wood Johnson Foundation. Expecting Success: Excellence in
Cardiac Care Results from Robert Wood Johnson Foundation Quality
Improvement Collaborative. Published November 19, 2008. Available at:
http://www.rwjf.org/files/research/expectingsuccessfinalreport.pdf.
Accessed June 27, 2011.

20. Patient Protection and Affordable Care Act and Health Care and
Education Reconciliation Act of 2010.

21. Institute of Medicine. Race, ethnicity, and language data: standard-
ization for health care quality improvement. Washington, D.C.: The
National Academies Press; 2009.

22. Hasnain-Wynia R, Pierce D, Haque A, Hedges Greising C, Prince V,
Reiter J. Health Research and Educational Trust Disparities Toolkit.
Available at: http://www.hretdisparities.org. Accessed January 21,
2011.

23. Sequist TD, Fitzmaurice GM, Marshall R, Shaykevich S, Marston A,
Safran DG, Ayanian JZ. Cultural competency training and performance
reports to improve diabetes care for black patients: a cluster randomized,
controlled trial. Ann Intern Med. 2010;152(1):40–6.

24. ChinMH.Quality improvement implementation and disparities: the case
of the Health Disparities Collaboratives. Med Care. 2010;48:688–75.

25. Integrating Chronic Care and Business Strategies in the Safety Net.
(Prepared by Group Health’s MacColl Institute for Healthcare Innovation,
in partnership with RAND and the California Health Care Safety Net

999Chin et al.: A Roadmap to Reduce Racial DisparitiesJGIM

http://dx.doi.org/10.1007/s11606-012-2052-2
http://dx.doi.org/10.1007/s11606-012-2052-2
http://dx.doi.org/10.1007/s11606-012-2036-2
http://dx.doi.org/10.1007/s11606-012-2044-2
http://dx.doi.org/10.1007/s11606-012-2058-9
http://dx.doi.org/10.1007/s11606-012-2058-9
http://dx.doi.org/10.1007/s11606-012-2086-5
http://www.ahrq.gov/qual/nhdr10/nhdr10.pdf
http://www.ahrq.gov/qual/nhdr10/nhdr10.pdf
http://www.rwjf.org/files/research/expectingsuccessfinalreport.pdf
http://www.hretdisparities.org


Institute, under Contract No./Assignment No: HHSA2902006000171).
AHRQ Publication No. 08-0104-EF. Rockville, MD: Agency for Healthcare
Research and Quality. September 2008.

26. Chin MH, Chien AT. Reducing racial and ethnic disparities in health
care: an integral part of quality improvement scholarship. Qual Saf
Health Care. 2006;15:79–80.

27. Committee on Quality Health Care in America. Crossing the Quality
Chasm: A New Healthcare System for the 21st Century. Washington,
D.C.: National Academies Press; 2001.

28. Ulmer C, Bruno M, Burke S, eds. Future Directions for the National
Healthcare Quality and Disparities Reports. Washington, D.C.: National
Academies Press; 2010.

29. Yancy CW, Wang TY, Ventura HO, Piña IL, Vijayaraghavan K,
Ferdinand KC, Hall LL. CREDO Advisory Group. The coalition to
reduce racial and ethnic disparities in cardiovascular disease out-
comes (credo): why credo matters to cardiologists. J Am Coll Cardiol.
2011;57:245–52.

30. The Joint Commission. Advancing Effective Communication, Cul-
tural Competence, and Patient- and Family-Centered Care: a Road-
map for Hospitals. Oak Brook Terrace, IL: The Joint Commission;
2010.

31. Davidoff F, Batalden P, Stevens D, Ogrinc G, Mooney S, for the
SQUIRE Development Group. Publication guidelines for improvement
studies in health care: evolution of the SQUIRE Project. Qual Saf Health
Care. 2008;17(Suppl 1):i3–9.

32. Damschroder LJ, Aron DC, Keith RE, Kirsh SR, Alexander JA,
Lowery JC. Fostering implementation of health services research
findings into practice: a consolidated framework for advancing imple-
mentation science. Implement Sci. 2009;4:50.

33. Huang ES, Zhang Q, Brown SES, Drum M, Meltzer DO, Chin MH. The
cost-effectiveness of improving diabetes care in U.S. federally-quali-
fied community health centers. Health Serv Res. 2007;42(6 Pt
1):2174–93.

34. Huang ES, Brown SES, Zhang JX, Kirchhoff AC, Schaefer CT,
Casalino LP, Chin MH. The cost consequences of improving diabetes
care: the community health center experience. Jt Comm J Qual Safety.
2008;34:138–146.

35. Beal A. High-quality health care: the essential route to eliminating
disparities and achieving health equity. Health Aff. 2011;30:1868–71.

36. Laveist TA, Gaskin DJ, Richard P. The economic burden of health
inequalities in the United States. Joint Center for Political and Economic

Studies. 2009. Available at: http://www.thomaslaveist.com/wp-content/
downloads/Burden_Of_Health_Disparities_Final__Report.pdf. Accessed
May 23, 2011.

37. United States Census Bureau, Population Division. Table 6. Percent of
the Projected Population by Race and Hispanic Origin for the United
States: 2010 to 2050 (NP2008-T6). Release Date: August 14, 2008.
Available at: http://www.census.gov/population/www/projections/
summarytables.html. Accessed May 25, 2011.

38. Department of Health and Human Services. A Nation Free of
Disparities in Health and Health Care: HHS Action Plan to Reduce
Racial and Ethnic Health Disparities. 2011. Available at: http://
minorityhealth.hhs.gov/npa/files/Plans/HHS/HHS_Plan_complete.pdf.
Accessed May 23, 2011.

39. Department of Health and Human Services. Report to Congress: National
Strategy for Quality Improvement in Health Care. 2011. Available at:
http://www.healthcare.gov/center/reports/quality03212011a.html.
Accessed June 17, 2011.

40. Agency for Healthcare Research and Quality. 2010 National Health-
care Quality Report. AHRQ Publication No. 11–0004. Rockville, M.D.:
Agency for Healthcare Research and Quality. 2011. Available at:
http://www.ahrq.gov/qual/nhqr10/nhqr10.pdf. Accessed May 23,
2011.

41. Centers for Disease Control and Prevention. CDC Health Disparities and
Inequalities Report – United States, 2011. Morbidity and Mortality
Weekly Report 2011; 60 Suppl:1–113.

42. Centers for Medicare and Medicaid Services. Discover the health
disparities program. Available at: http://www.cmspulse.org/cms.html.
Accessed June 17, 2011.

43. Fisher ES, McClellan MB, Safran DG. Building the path to accountable
care. N Engl J Med. 2011;365:2445–7.

44. Birnberg JM, Drum ML, Huang ES, Casalino LP, Lewis S, Vable AM,
Tang H, Quinn MT, Burnet DL, Summerfelt T, Chin MH. Development
of a Safety Net Medical Home Scale in Health Centers. J Gen Intern Med.
2011;26:1418–25.

45. Hackbarth G, Reischauer R, Mutti A. Collective accountability for
medical care–toward bundled Medicare payments. N Engl J Med.
2008;359:3–5.

46. Peek ME, Wilkes AE, Roberson T, Goddu A, Nocon R, Tang H, Quinn
M, Bordenave K, Huang ES, Chin MH. Early lessons from an initiative
on Chicago's South Side to reduce disparities in diabetes care and
outcomes. Health Aff. 2012;31:177–86.

1000 Chin et al.: A Roadmap to Reduce Racial Disparities JGIM

http://www.thomaslaveist.com/wp-content/downloads/Burden_Of_Health_Disparities_Final__Report.pdf
http://www.thomaslaveist.com/wp-content/downloads/Burden_Of_Health_Disparities_Final__Report.pdf
http://www.census.gov/population/www/projections/summarytables.html
http://www.census.gov/population/www/projections/summarytables.html
http://minorityhealth.hhs.gov/npa/files/Plans/HHS/HHS_Plan_complete.pdf
http://minorityhealth.hhs.gov/npa/files/Plans/HHS/HHS_Plan_complete.pdf
http://www.healthcare.�gov/center/reports/quality03212011a.html
http://www.ahrq.gov/qual/nhqr10/nhqr10.pdf
http://www.cmspulse.org/cms.html

	ChinPeek_South Side Diabetes_Health Affairs_2012 Published Article
	ChinRWJF Roadmap Intro Paper JGIM Final No Title Page 07 15 12
	A Roadmap and Best Practices for Organizations to Reduce Racial and Ethnic Disparities in Health Care
	Abstract
	FINDINGS FROM THE SYSTEMATIC REVIEWS
	CROSS-CUTTING THEMES
	ROADMAP FOR REDUCING DISPARITIES
	CONCLUSION

	REFERENCES





