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Foreword/Introductory Message (1 page)

· A letter from the lead government official(s) introducing the document

Executive Summary 

The Executive Summary should follow the same outline as the rest of the report.  

Summary Table(s) 

Introduction

What are Disparities?

Historical Overview

What causes racial-ethnic disparities?

Why do a report card?

Methods used in the Report Card

The Social Determinants of racial-ethnic disparities

Is it who you are or where you live and where you seek care?

“Digging Deeper” into Major Health Disparities

Diabetes (example of chapter)

Overview

Summary of racial-ethnic disparities

Policy perspectives.

Graphics

Limitations

Policy Recommendations

Summary Tables 

The summary table(s) should provide a concise snapshot of key indicators of disparities, and their medical and social determinants.  They should be able to provide statistics for the targeted race-ethnicity groups, and an indication of whether disparities are getting better or worse.  

It is suggested to provide two sets of tables: 

Part I will provide an overview of disparities in Massachusetts, covering major categories including prevalence and incidence of major health status indicators, health utilization (including access and overall use of preventive services), and social determinants (individual and community).  

Part II (“Digging Deeper”) will provide a more detailed look at selected health conditions, with attention focused on measures and determinants specific to that condition.  Ideally, the report card will be located on the Mass HDC website (www.mass.gov/hdc) and will allow the user to “double-click” on a disease to find out more about it.  

For Discussion by the Council:  A number of important decisions will need to be made before settling on the format of the Summary Table, many of which are addressed in subsequent chapters of this Report Mock-up.  For example:

· What is the base rate?  There exist numerous options for the number of categories and how comparisons are made.  The summary table below uses the rate for White non-Hispanics as the base, or reference rate.  As an alternative, some disparities reports, such as one produced by New Mexico, uses the best rate for any group as the reference base.  Because the goal of this Council is to reduce and eventually eliminate racial and ethnic disparities, it seems that using the white non-Hispanic group as the base has the most relevance.  See also the definition of disparities in the Introduction.  

· How are disparities calculated?  Disparities can be measured absolutely (by subtraction) or relatively (by division).  They can also address successes (e.g., percent of people who receive a cholesterol screen) vs failures (the percent who fail to receive the screen).  Although it doesn’t make much difference at a given point in time, when calculating changes over time the result can differ depending on the method. 

A professional graphic artist should be enlisted since the graphical representation of so much information in an easily digestible format will be challenging.  Below is one possible layout.  
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Part I – Overview of Massachusetts racial-ethnic health disparities and social determinants (2-3 pages)
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Part II – Digging Deeper – Detailed Report Card on Selected Major Health Disparities (2-3 pages each)

Example: Diabetes
	2009

Diabetes Indicators
	Base Rate for Comp-arison
	Group Comparisons

< – Group has lower rate
> – Group has higher rate
? = Undetermined
	Progress

[image: image4.png]


 = Better

[image: image5.png]—




 = Worse

= = Same

[image: image6] = Mixed
? = Undetermined
	Notes:

	
	White Non-Hispanic
	Black
	Asian
	Hispanic/

Latino
	
	

	Number with Diabetes
	
	
	
	
	
	

	Number Undiagnosed
	
	
	
	
	
	

	Number of New Complications 
	
	
	
	
	
	

	Prevalence rate
	
	
	
	
	
	

	By income
	
	
	
	
	
	

	Low
	
	
	
	
	
	

	Middle
	
	
	
	
	
	

	High
	
	
	
	
	
	

	Mortality (rate)
	
	
	
	
	
	

	
	
	
	
	
	
	

	Contributing Factors (Modifiable Risks):
	
	
	
	
	
	

	Overweight
	
	
	
	
	
	

	Obese
	
	
	
	
	
	

	Smoking
	
	
	
	
	
	

	High cholesterol
	
	
	
	
	
	

	High Blood Pressure
	
	
	
	
	
	

	Physical activity
	
	
	
	
	
	

	Healthy diet
	
	
	
	
	
	

	
	
	
	
	
	
	

	Health Consequences
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	

	Hypertension
	
	
	
	
	
	

	Blindness
	
	
	
	
	
	

	Peripheral vascular disease
	
	
	
	
	
	

	Kidney disease & renal failure
	
	
	
	
	
	

	Nervous system disease
	
	
	
	
	
	

	Periodontal disease
	
	
	
	
	
	

	
	
	
	
	
	
	

	Health Care Utilization
	
	
	
	
	
	

	ER visits
	
	
	
	
	
	

	Total hospitalizations 
	
	
	
	
	
	

	Avoidable hospitalizations
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Quality of Care 
	
	
	
	
	
	

	HbA1c testing
	
	
	
	
	
	

	HbA1c levels
	
	
	
	
	
	

	Eye exams
	
	
	
	
	
	

	Foot exams
	
	
	
	
	
	

	LDL
	
	
	
	
	
	

	Kidney monitoring
	
	
	
	
	
	

	
	
	
	
	
	
	

	Community Attributes (High minority communities)
	
	
	
	
	
	

	Perceived neighborhood safety
	
	
	
	
	
	

	Pollution in neighborhoods
	
	
	
	
	
	

	availability of fresh groceries
	
	
	
	
	
	

	density of package stores
	
	
	
	
	
	

	built environment (including parks, “walkability”
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Introduction

What are Disparities?

The terms “health disparities” and “health inequalities” are familiar to many health policy-makers.  There is little consensus, however, about what these terms mean.  This section should contain a definition of disparities, and an explanation of targeted racial-ethnic groups.  
Here is a sample definition of disparities:  

“Disparities…are potentially avoidable differences in health (or in health risks that policy can influence) between groups of people who are more and less advantaged socially…”  (Braveman 2006)
Historical Overview

This section should present a summary of what is known in Massachusetts and nationally about minority health.  It should begin with a description of the socio-demographic characteristics of Massachusetts residents.  

For example:

Despite great improvements in health and longevity, racial and ethnic minorities and other disadvantaged populations have benefited less from these advances than other Americans; as a result, they suffer disproportionately from preventable and treatable conditions such as cardiovascular disease, diabetes, asthma, cancer, among others, leading to disparities in health. 

The IOM’s 2001 study, Crossing the Quality Chasm, identified equity as one of six critical domains of high-quality care.  In its subsequent report, Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare, the IOM detailed the evidence on disparities and provided a policy framework, part of which called for collection of race-ethnicity data and public reporting of disparities.  Not unrelated to these activities, the Agency for Healthcare Research and Quality (AHRQ) began publishing the National Healthcare Disparities Report, a comprehensive, national report on disparities in the use and quality of healthcare services.  The AHRQ report states that during the period from 2000 to 2005, disparities had not diminished and in fact in some areas had increased.  

What causes racial-ethnic disparities?

The text should address various explanations of why disparities exist.  The literature on disparities tends to suggest several possible hypotheses: 

1) Differences in clinical appropriateness, need, or patient preferences
 (see figure from IOM report below; also note that this may explain health “differences” but not health “disparities” under the IOM definition); 

2) Social determinants, including community characteristics; 

3) The “ecology”  of the health care system (Where people live or where they seek care); and 

4) Racial and ethnic discrimination at the point of service.   Although numbers 2 and 3 may have roots in discriminatory practices, they call for different policy approaches.   

[image: image7.emf]
Differences, Disparities, and Discrimination: Populations with Equal Access to Healthcare. SOURCE: Gomes and McGuire, 2001 as Printed in (Institute of Medicine 2002)
Why do a report card? 

According to an article by Trivedi, et al on creating State Minority Report Cards,  “…report cards provide transparent public information and a clear incentive for improved performance.” (Trivedi et al. 2005)  Therefore, in order to support the work of the Massachusetts Council for the Elimination of Racial and Ethnic Disparities, it has been recommended to develop a “Disparities Report Card for Massachusetts.”  

Methods used in the Report Card

This chapter should summarize, in simple terms, the data sources and the methods used to determine disparities (e.g., whether they are measured in relative or absolute terms), and if needed, a legend for graphs.  It should also contain simple language explaining certain statistical terms such as “inadequate sample size” and “significant differences”.  

Importantly, this chapter should describe the criteria used to select the indicators for inclusion.  Some of the criteria suggested include, for example: Presence of disparities; availability of data; clinical significance of the condition.  Some important indicators, especially community attributes, may not be available.  We will create a “parking lot” of variables that we hope to add in future editions. 
The Social Determinants of racial-ethnic disparities 

This chapter should introduce the concept and explain its relevance.  In particular, this chapter should address controversies over whether to adjust for social determinants, as that may mask disparities.  

Social determinants refer to non-medical factors, including personal characteristics such as income, education, occupation, or social position, as well as community factors including neighborhood safety, pollution, availability of fresh groceries, density of package stores, and the built environment (including parks, and characteristics that lend themselves to “walkability”).  

Disparities often exist in education and stable employment, which represent two primary routes out of poverty for all people.  Minority communities also tend to disproportionately share the burden of housing and food insecurity.  A recent report by Susan Eaton and Sara Abiola from the Charles Hamilton Houston Institute for Race and Justice at Harvard law School note further the effects of segregation:
“Unanswered questions remain about exactly why people in high poverty neighborhoods are more likely to get and stay sick. But a growing body of work in social determinants of health suggests that residential racial and ethnic segregation — in part the result of racial discrimination — sits at the beginning of a long, twisted chain of conditions and events leading to poor health among men, women, and children.”

(Eaton and Abiola 2009)
Is it who you are or where you seek care?

Hospitals in geographic areas with substantial low-income minority populations tend to be financially disadvantaged due to high numbers of uninsured and underinsured patients. Similarly, many primary care and specialty physicians have left low-income inner-city areas for suburban areas where they can treat patients with better insurance and where they see fewer minority patients.  In other words, profitability is related to geography.  

There is a growing body of research that address the pressing question of whether disparities in care are due to worse performance among providers caring for more minority patients or to differential treatment of minority patients within settings. (Bach 2005; Baicker et al. 2004; Chandra and Skinner 2003; Hasnain-Wynia et al. 2007)  Simply put, do minorities receive worse quality care because of who they are, or because of where they receive medical care?  The answer may determine whether resources are committed to efforts to reduce prejudicial treatment by providers or to improving the quality of care in organizations that serve many minorities. (Weissman et al. 2008)  

“Digging Deeper” into Major Health Disparities  

This section is intended to be a series of chapters, each focused on a single disease or condition.  The number of chapters will depend on resources available, and will be expanded in future years.  Currently, the thinking is to have at least three: one on diabetes, one on infant mortality, and one on obesity.  

The purpose of these chapters is to investigate in more depth the correlates, causes, social determinants, and consequences of some of the major health disparities.  For the first draft of the Report Card, we may choose to focus on 3-5 conditions.  For EACH condition, the chapter would contain the same sub-headings, as listed below.  Diabetes is used as an example: 

Diabetes (example of chapter)

Overview

The Overview should be a  narrative of the indicator that  could include a simple clinical description of the disease and its sequelae, the burden of the disease, risk factors, current status and overall trends 

Example: (from Bruce Cohen, DPH)

One in 14 Massachusetts residents has diabetes, and there are even more people who don’t know they have it.  Diabetes is on the rise.  In 2000, the diabetes rate was half what it is now. 

The fact that diabetes-related deaths for the state are declining may reflect the success that certain populations (white, Asian, well-educated) have in avoiding the disease, or controlling its progress.  Black and Hispanic Massachusetts residents have much higher diabetes rates than whites do, and men have higher rates than women.  Diabetes has become a silent epidemic.

Summary of racial-ethnic disparities

Example text:  “the % of deaths with diabetes as the underlying cause has increased by x% from n1% in 2000 to n1% in 2007, and this is a statistically significant increase.  The diabetes rate among Blacks is x% higher than the diabetes rate for whites, which is y% greater….

Summary of the effects of social determinants

The text could also include known risk factors and related community assets/deficits.  

Policy perspectives.  

In this section would be placed policy approaches and recommendations either specific to diabetes care, go here.  For example, from a recent report by DPH for the Healthy Mass Task Force on Wellness, they made a number of recommendations about how to improve prevention of and care for diabetes:

· Identify barriers and best strategies to implementing standards of care at the provider, systems and societal levels

· Promote models of care that adequately reimburse providers for service that can best meet the needs of patients with complex health conditions

Graphics

Graphs to include:

1. Trend in measure (if multiple measures (e.g., prevalence, hospitalizations and mortality) select the most important

2. Current status of indicator by race and ethnicity

3. If available, current status of indicator by SES or education

4. If possible, map of geographic distribution of indicator

Examples from DPH: 


[image: image8.emf]
Limitations of this report card

It is well known that some sub-ethnicities (e.g., Haitian blacks vs African-Americans, or Vietnamese vs Chinese) have different health problems and use the health care system in different ways.  We do not necessarily have information on sub-ethnicities for the summary table, although it may be possible to include more information into the “Digging Deeper” chapters.  
Policy Recommendations

This section should include recommendations for changes in public policy that would have short, medium, and long term implications for racial-ethnic disparities.  
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� The IOM found that while some studies suggest that patient preferences may lead to some patients being more likely to refuse treatments, these refusal rates are generally small and explain at most a small part of healthcare disparities.  See also �ADDIN RW.CITE{{7129 Ayanian,J.Z. 1999}}�(Ayanian et al. 1999)�
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Examples from DPH:

Adults with Diabetes

Massachusetts: 1990-2007

10 q

Percent

3%
41 3.8

P2010 Target
2] 2.5%

1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004 2005 2006 2007

* Statistically significant (p<0.05) APC= Annual Percent Change
Source: Massachusetts Department of Public Health, Bureau of Health Information, Statistics, Research, and Evaluation

Diabetes-Related Death Rates

Massachusetts: 1999-2007
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Diabetes-Related Mortality Rates
by Race and Ethnicity

Massachusetts: 2007
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Percentage of adults with Diabetes
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