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Forward  

 
t has long been recognized that the health status of minority po pulations is 

poorer than th at of whites. But knowing what to do ñwhere to start  and 
what actions to take  to improve health equity ñis a significant  challenge . 

Rather than repeat  or summarize  research related to health  disparities, t his 

toolkit presents promi sing approaches and suggested tools to help medical 
groups, hospitals and other health care providers address disparities .  
 

The case s summarized in this document  explore the challenge s encountered by 
health care organizations and the lessons  theyõve learn ed in delivering  

culturally appropriate  care in Washington state. Local medical clinics, 
hospitals and community organizations voluntarily contributed these case 
studies in the hope that others will learn from their experiences and apply the 

lessons in the ir own practice s. This document will expand as we add more case 
studies.  
 

I 
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Overview  

 
tarting a program o r initiative to address health disparities does not 
necessarily require tremendous resources or time. Here are some 

suggestions to get you started and encourage action in your organization:  
 
1.  Be aware of the racial, ethnic and 

language diversity in your pa tient 
mix. Collect information from 

patients  or enrollees  if you donõt 
already do that. Be sure to 
provide an explanation of why 

you are collecting the 
information. Refer to  the Health 
Research & Educational Trust 

resource called òHow to Ask the 
Questions ó at  

www.hretdisparities.org/Howt -
4176.php . This  material will help 
you pose the questions and 

communicate why you r 
organization  is asking patients  or 

enrollees for information about 
their race, e thnicity or primary 
language . 

 
2.  Based on the top two or three 

languages spoken by your 

patient population, provide 
translated (written/ printed ) 

materials and translation 
(spoken assistance).  Materials 
may include information on a 

particular disease or condi tion, 
information to help a patient 

communicate with a provider, or 
ideas on how to find more 
information and direct patients 

to the next step.  
 
 

 

3.  The cases profiled in this toolkit  

give examples of materials to 
consider. Go to  

www.WACommunityCheckup.org  
under òToolsó to find an array of 
useful materials chronic 

conditions , already translated 
into several languages . 

 

4.  Engage leaders from your 
organization  and community in 

this  work. If you are a health 
care provider, keep your 
organizationõs management 

posted on the results of your new 
program or innovation. Seeing 

documentation of tangible results 
will help leadership see why it is 
important to invest time and 

resources into improving health 
equity . Build re lationships with 
local community groups  who 

connect with patients. For 
example, local stores, advocacy 

organizations , churches and 
salons and barbershops . You can 
reach out through informal 

conversations, newsletters or 
events.  Refer the Health 

Research & Educational Trust 
resource called òInforming and 
Engaging the Communityó at 

www.hretdisparities.org/Info -
4195.php .  

 

 

 

S 

http://www.hretdisparities.org/Howt-4176.php
http://www.hretdisparities.org/Howt-4176.php
http://www.wacommunitycheckup.org/
http://www.hretdisparities.org/Info-4195.php
http://www.hretdisparities.org/Info-4195.php
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What are Health D isparities?  

 
ealth disparities refer to gaps 
in the quality of health and 

health care across racial, 
ethnic, sexual orientation and 
socioeconomic groups. The topic is 

complex and the cause of the 
disparities  for particular  health  

conditions  is hard to pin down . 
Factors such as unequal access to 
health care,  poverty  and even 

genetics each play a role. The strong  
inter -relationship  between  
economic s, education, immigration 

status,  physical  health  and other 
variables make it difficult to know 

the degree to which each 
contributes  to health inequities.   
 

In the U nited States, health 
disparities are well documented in 

minority populations. When 
compared to whites, African 
Americans, American Indians , Asian 

Americans, and Latinos  generally  
have higher incidence of chronic 
diseases, mortality  rates , and poorer 

health  outcomes. According to the 
U.S. Department of Health & 

Human Services Office of Minority 
Health : African Americans were 50% 
more  likely as non -Hispanic whites 

to have high blood pressure ; African 
American men were 30%  more likely 

to die from heart disease , as 

compared to non -Hispanic white 
men; and Hispanics were 60%  more 

likely as non -Hispanic whites to die 
from diabetes. 1  
 

National statistics such as these 
parallel those  in Washington state 

and across the  culturally  diverse 
Puget Sound  region . 
Costs as sociated with health 

disparities are significant . One 
estimate is that  racial health 
disparities cost the United States 

$229 bi llion between 2003 and 
2006. 2 Employers incur costs in 

health care benefits and productivity 
losses if employees are ill or cari ng 
for a sick family member. Perhaps 

harder to capture in financial terms, 
it is important to recognize health 

care disparities exist at the human 
level. Poorly managed care or 
missed diagnoses result in 

expensive and avoidable 
complication s for the patien t. The 
cost of disparities to the individual s 

can lead to lower quality of life, 
di sability and shorter life spans .  
                                                 
1
 Statistics from 2005 provided by the U.S. 

Department of Health & Human Services Office of 

Minority Health. More data/ statistics can be found 

on: 

http://www.omhrc.gov/templates/browse.aspx?lvl=1

&lvlID=2   
2
 Johns Hopkins and University of Maryland 2009 

H 

http://www.omhrc.gov/templates/browse.aspx?lvl=1&lvlID=2
http://www.omhrc.gov/templates/browse.aspx?lvl=1&lvlID=2
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Context for Washington State  

 
ashington state enjoys the 
diversity associated with 

being on an international 
border and  the Pacific Ri m, with 
close proximity to Asia . In 2000, 

about 10 % of the stateõs population  
was comprised of  people who were 

born outside  the USA .3 This impact s 
health care organizations across the 
region, which must be prepared to  

respond to patientsõ perspectives, 
values, and behaviors about health 
and well -being . Failing to 

understand and manage cultural  
and linguistic  differences may have 

significant health consequences for 
minority groups in particular.  
 

In  Washington state:  
 

¶ African Americans, American 
Indians and  Native Alaskans are 

significantly more likely to die 
from chronic diseases than white 
residents.  

¶ In Washington  state, racial, 
ethnic, and socioeconomic 

disparities exist for most chronic 
diseases including heart disease 

and diabetes.  

¶ After controlling fo r income, 

education, age and gender, 
African Americans , American 
Indians and Native Alaskans  had 

significantly high er prevalence of 
diabetes than w hites. 4 

                                                 
3 U.S. Census Bureau http://quickfacts.census.gov  
4Washington State Department of Health (2007). The 

Health of Washington State 2007. Available from 

http://www.doh.wa.gov/HWS/HWS2004supp.htm 

The Puget Sound region is one of the 
most diverse in the country . For  

example , more than  60 different  
languages and dialects  are spoken  
among residents of the Rainier 

Beach and Othello neighborhoods in 
southeast Seattle . Given this range 

of languages, i t can be challenging 
for providers to communicate 
effectively with all patients  and 

difficult to anticip ate and  always  
provide the appropriate 
interpretation and translation 

services .  
 

Everyone has a role in improving 
health equity in the region. Those 
who provide health services in the 

region, including community groups 
and public health agencies , can 

addr ess this challenge  through the 
use of early intervention, and 
evidence -based or best practices 

management of disease.   Employers 
can  enhance the quality of care and 
health of their workforce  and can  

implement  programs to address the 
unique needs of their employees . 

Health plans can improve the health 
care of patients and mitigate health 
care disparities that exist among 

their members. The health care 
system is complex and no single 

doctor, clinic, patient, health plan, 
employer or union can fix the 
problems  alone.    

W 

http://quickfacts.census.gov/
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Key Principles to Address Health Disparities  in Health Care 

Settings   

 

esearch suggests some well -
documented m ethods for 
reducing health disparitie s in 

health care settings . While there a re 
many approaches,  four will be 
reviewed in this sect ion based on 

practice s and advice from  
organizations  in the  local  health 

care community.  
 

1.  Collect and Analyze Data  

 

Collecting data by race, ethnicity 

and language  is necessary to 
identify disparities in care and 

essential to developing  targeted 
strateg ies to address  the  issue . 
Health care providers have not 

reached consensus locally regarding  
the most appropriate way to collect 
this data as well as the correct  

categories  to use to define 
populations so that the resulting 

data is òactionable.ó  
 
National ly, m ost hospitals (82 

percent) collect data on their 
patients' race and ethnicity, and 67 

percent collect information on 
patients' primary language. 5 Sharing 
data among health care providers is 

challenging when data collecti on 
methods are not standardized , even  
between departm ents within the 

same hospital.  Effective collection 
and sharing of data  is necessary to 

ensure sufficient l anguage 
assistance services, develop 
                                                 
5
 Health Research & Education Trust Disparities 

Toolkit www.hretdisparities.org  

appropriate pat ient education 
materials, and  track quality 
indicators and health outcomes for 

specific groups .  
 
Asking patients to òself-reportó their 

ethnicity, race or primary language 
is preferable to a provider or staff 

member making a subjective (and 
potentially inaccurate) guess based 
on indicators such as surname or 

physical appearance.  Patients may 
be wary of responding due to 

concerns  about how the data will be 
used. An i ndividual may want to 
know  why he  or she is asked to 

provid e this i nformation.  According 
to a Robert Wood Johnson 
Foundation poll, when patients were 

told that th is in formation would be 
used to improve the quality of their 

health care, respondents were 
significantly more likely to support 
this  type of data collection. 6 Local 

organizations have begun to 
overcome these challenges through 

staff training  and  use of appropri ate 
messaging with patients .  
 

These challenges are real, but not 
insurmountable as progress is being 
made. For example, r ecently, the 

Institute of Medicine suggested that 
in order to better analyze the data, 

develop targeted interventions and 
ultimately e liminate disparities, 
health care organizations need to 
                                                 
6
 R. Lavizzo-Mourey and M. Jung, ñImproving the 

Quality of Health Care for All Americans,ò 

Grantmakers in Health (GIH), May 16, 2005, 

www.gih.org/usr_doc/views5-16-05.pdf 

R 

http://www.hretdisparities.org/
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collect standard and more detailed 
information about patientsõ race, 

ethnicity and English -language 
proficiency. The Institute of 

Medicine recommended that the 
U.S. Department of Health and 
Human Serv ices develop nationally 

standardized lists for granular 
ethnicity categories and spoken and 
written languages.  

 

2. Provide Interpreter Services  

 
In a region like the Pacific Northwest 

where many different languages are 
spoken , interpreter services are 
essential to providing effective care 

for many patients. Technically, 
interpretation refers to listening to 

something spoken (a speech or 
phone conversation) and 
interpreting it orally into the target 

language. Translation , on the other 
hand,  involves taking a  written text 
(such as a pamphlet or a form) and 

translating it in writing into the 
target language. In this section , 

interpretation refers to services in 
the broadest  sense to both oral 
interpretation and written 

translation . 
 

National standards o n cultur ally 
and linguistically appropriate 
services  are primarily directed at 

health care organizations; ho wever, 
individual providers can also  use 
the standards to make their 

practices more culturally and 
linguistically accessible. 7 It is 
                                                 
7
 U.S. Department of Health and Human Services, 

Office of Minority Health: National Standards for 

Culturally and Linguistically Appropriate Services in 

Health Care Final Report, March 2001 

recommended  culturally  and 
linguistically appropriate services be 

integrated throughout an 
organization and conducted in 

partnership with the communities 
being served.  
 

Language -based  services can 
improve the delivery and quality of 
health care to  patients who are  

limi ted -En glish -proficient. Although 
providers are obligated to offer these 

services , often there is no 
reimbursement for  interpretation or  
related services , creating a major 

obstacle for providers . Only a few 
states pay for interpretation  for 

Medicaid  clients. Medica re does not 
pay for interpretation  services . Both 
programs provide coverage for a 

large numbers of limited -English -
proficient  beneficiaries.  
 

The lack of payment  results in  
inconsistent services,  creating  

language barriers that can lead to 
inefficient car e. Physicians  working 
with a patient who doesnõt speak 

English  may  not be able to 
accurately diagno se a problem  or 
may need to use more diagnostic 

resources or invasive procedures  for 
treatment . Relying on family 

members to interpret is 
unadvisable , as thi s raises 
questions about confidentiality of 

patient information, and  can  lead to 
inaccurate explanation of the 

patientõs symptoms or the providerõs 
diagnoses . The lack of adequate 
interpreter services is an important 

patient safety issue.   
                                                                         
http://www.omhrc.gov/assets/pdf/checked/finalreport

.pdf  

http://www.omhrc.gov/assets/pdf/checked/finalreport.pdf
http://www.omhrc.gov/assets/pdf/checked/finalreport.pdf
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Bilingual provid ers or t rained 
professional interpreters , with 

knowledge of medical language  can 
improve the quality care .  Limited -

English -proficient  patient s who are 
provided with interpreter services 
are found to make more outpatient 

visits, receive and fill more 
presc riptions , have  high satisfaction 
with care and generally have  better  

outcomes - equivalent to those of 
English -proficient patients.   

 
Translated materials in  multiple 
languages can also be an effective 

first step in  provid ing culturally 
appropriate informa tion  to patients . 

In addition, the use of images or 
pictures depicting  common health 
care needs and issues ( such as a 

way to indicate  a patientõs need for 
food, water, and medication ) can 
help  limited -English -proficient 

patients when an interpreter is not 
available, or patients are not literate  

in their primary languages . Free 
materials in many languages are 
available from several organizations. 

Go to 
www.WACommunityCheckup.org  
under òToolsó to find an array of 

useful materials . 
 

3. Deliver Culturally Competent 

Communication  

 

The importance of patient -provider 

communication as part of high -
quality health care is well accepted. 
Clear p atient -provider 

communication is associated with 
better patient satisfactio n, better 

adherence to treatment 
recommendations, and improved 

health outcomes .8 There is growing 
recognition that health care 

providers need to consider a  
patientõs culture when 

communicating.  
 
Health care organizations that are 

òculturally competentó take into 
account cross -cultural relations that 
result from a variety of differences  

between  the cultural perspective of 
the patient and of the provider . Note 

that òcultureó is not simply  race or 
ethnicity, but rather takes into 
account a broader system of s hared 

values, belief s and behaviors. It 
doesnõt mean one must understand 

the nuances of every culture or 
speak every language; rather , 
culturally competent 

communication includes an ability 
to interact effectively with people as 
individuals . Sometimes this  can be 

achieved simply by asking if  patient 
has a preferred way of 

communicating  and be willing and 
able to adapt according to the 
patient preference .  

 
The idea of cultural competency in 
health care has gained national 

attention by health policy makers, 
managed care administrators, 

academics , providers, and 
consumers . There  is evidence to 
suggest that  achieving cultural 

competency may lead to the 
elimination of racial  and ethnic 

disparities in health and health 
                                                 
8
 S. Taylor and N. Luri ñThe Role of Culturally 

Competent Communication in Reducing Ethnic and 

Racial Healthcare Disparities,ò The American 

Journal of Managed Care. Vol. 10, Special Issue 

2004 

http://www.wacommunitycheckup.org/
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care. There are many approaches to 
cultural competency .  

One way to achieve this  is to use the 
correct  messenger in 

communicating key information 
about health care . For example, 
health care organizations  can  build 

relationships with local community 
groups and community leaders that 
are important in the  local  area. 

Building such  connections can 
support  active patient engagement 

in personal health issues.  
 
Health care workers can be trained 

on culturally competent care, and 
then  given the opportunity  to see 

the results of improved cultural 
competency on the health and 
experience of their  patients. Many 

public health agencies provide free 
training and continuing education 
for health care providers to increase 

cultural competency. For example, 
the federal Health Resources and 

Services Administration at t he U.S.  
Department of Health and Human 
Services has created a free online 

training titled, Unified Health 
Communication 101: Addressing 
Health Literacy, Cultural 

Competency, and Limited English 
Proficiency.  

 
The training is designed to help 
health care pr oviders improve their 

patient communication skills; 
increase their awareness and 

knowledge of health literacy, 
cultural competency, and limited -
English proficiency; and implement 

patient -centered communication 
practices that demonstrate cultural 
competency  and appropriately 

address patients with limited health 

literacy and limited -English 
proficiency.  

The training is available at: 
www.hrsa.gov/healthliteracy/trainin

g.htm . You can also g o to 
www.WACommunityCheckup.org  
under òToolsó to find an array of 

useful materials.  
 

4. Engage Leaders  in Addressing 

Health Disparities  

 

Creating a way to  regularly update 
leaders about  health equity in your 

organization  or the results of a new 
program or intervention to address 

health equity is important to secure 
long term support and success.  This 
section describes considerations for 

engaging internal leaders, such as 
those in management roles in 

medical group s, hospitals  or health 
plans  as well as community leaders, 
external to the health care system.  

 
Engaging l eaders  in internal to a 
health care organization forms the 

basis for securing support  for staff 
members charged with  

implement ing  equity  initiatives  as 
well as demonstrat ing  the programõs 
importance to patients  and to each 

organizationõs business objectives. 
When you can, build the òbusiness 
caseó to support your program by 

providing quantitative results such 
as improvements in patient safety, 

receipt o f recommended care or cost 
reductions . Seeing program results 
helps managemen t understand how 

the organization benefits  from 
dedicating additional resources to 

addressing health equity.   
 
 

http://www.hrsa.gov/healthliteracy/training.htm
http://www.hrsa.gov/healthliteracy/training.htm
http://www.wacommunitycheckup.org/
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Engaging community leaders in 
facets of the program to address 

heal th disparities  is important to 
building support within your patient 

population . Local community groups 
often have the  òpulseó on the needs 
of the particular segment of the 

community , and know what issues 
are important to its members , 
particularly where  personal health 

and well -being are concerned .  
 

Identify areas where community 
leaders can actively participate in 
the design of the initiative. The 

earlier and more substantively you 
involve the community leaders and 

advocates, the better results  will be. 
Community leaders and advocates 
will have an infinitely easier time 

elevating the importance of an 
initiative to their constituents if they 
have the opportunity to shape the 

initiative themselves. For example, 
patients may initially be skeptical 

about answer ing questions 
regarding their race, ethnicity and 
language. Community organizations 

that are well -informed about 
initiatives to collect this data can 
work with you to educate their 

constituents (patients) about the 
importance of answering these 

questions. Additionally, community 
groups typically have a variety of 

vehicles for communicating with 
patients and constituents; they may 

have useful suggestions for how to 
engage patients outside of the 

clinical environment.  
 
It can be difficult to know where and 

how to start  engaging community 
members  or even if your 
organization is ready to begin a 

close working relationship with 
others.  While there is no formula for 

successful collaboration, it is helpful 
to have clear and common goals. A 
good place to start might  be the 

local public health department, 
school, local university, community 

clinic, or ethnic constituency group 
focused on health.  
 

You can engage community groups 
that are not part of the formal 
health care system. These groups 

are great partners in also  helping to 
address socioeconomic or 

environmental factors - often at the 
root of disparities. 9

                                                 
9
 Iton A. (2006). Tackling the root causes of 

health disparities through community capacity 
building (Chapter 7) in Richard Hofreichter ed. 
Tackling health inequities through public health 
practice: a handbook for action . Washington, DC: 
The National Association of County and City 

Health Officials.  
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Case Studies  

 

The following case studies explore the challenges encountered and the lessons 
learned in improving health equity by innovative organizations in  Washington 

state . Let  these experiences inspire as well as support your  organization  in 
addressing racial, ethnic and language disparities in health  and health care.  

 
While no single  organization can  solve the complex issue  of health disparities 
alone, t his toolkit provides examples of interventions that  can be an  important 

part of the strategy. By  sharing these  efforts, we hope to support dialogue and 
collaboration in  health care organizations and across the community regarding 
how to provide high value  health care for all.  
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CASE STUDY  

 

American Heart Association ð Pacific / Mountain Affiliate  

Power to Live Smart Program  

 

Background   

 

Founded in 1924, the American 
Heart Association (AHA) is the 
nationõs oldest and largest voluntary 

health organizatio n dedicated to 
building healthier lives, free of heart 

disease and stroke. To help prevent, 
treat and defeat 
these diseases ñ 

Americaõs No. 1 
and No. 3 killers 

ñ the American 
Heart Association 
funds cutting -edge 

research, 
conducts 
lifesaving public 

and pro fessional 
educational 

programs, and advocates to protect 
public health.  
 

There are eight affiliates of the AHA 
operating in the United States, 
covering each state in the nation 

and Puerto Rico. The AHA also 
operates an affiliated organization, 

the America n Stroke Association, 
which focuses on care, research and 
prevention of strokes.  

 

Affiliates of the AHA have the ability 
to introduce programs focused on 
the needs of local residents with 

special attention to addressing 
health disparities such as heart 

health in African Americans. African 
Americans as a group are 
at increased risk for 

cardiovascular diseases. 
They have the highest rate 

of uncontrolled 
hypertension in the United 
States. And, according to 

the Department of Health, 
African -Americans have 
high er rates of death from 

heart disease and stroke 
than most other racial 

groups. African -Americans in 
Washington also have high rates of 
hypertension ð a leading cause of 

heart attack and stroke. Thus, 
efforts to address health disparities 
focus on increasin g awareness of 

heart disease and stroke as well as 
more accurate and frequent testing 

of blood pressure, a common 
indicator of risks for heart disease 
and stroke.  
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Approach  

 
The Washington State Department 

of Health has worked in 
collaboration with the P ower to Live 

Smart Program, a program of the 
AHA since 2007.  With the help of 
volunteer nurses, the program 

works to raise awareness of the 
importance of preventing heart 
disease and stroke through 

controlling high blood pressure.   
The program is focused i n 

barbershops and salons of African -
American communities in Pierce and 
King counties.  Stylists and barbers 

were trained and encouraged by a 

team of nurses to take blood 

pressure readings of their clients 
and begin a discussion about the 

importance of contr olling high blood 
pressure.  Stylists distributed  
educational materials, and each 

salon was given an easy to use 
digital blood pressure machine. The 
stylists and barbers were also 

trained on healthy eating, physical 
activity and the overall relation to 

impr oving heart health and the high 
incidence of hypertension within 
this community.  

 

Results  

 
After a yearlong  pilot period, a 
survey of the program was 

conducted with ten participating 
salons. The overwhelming majority 
of salon participants indicated that  

people in their communities thought  
the program was valuable and 

important .   
 

¶ Eighty percent of barbers and 

stylists indicated that high blood 
pressure is a òvery importantó 

issue  in relation to other health 
issues in their community.  

¶ One stylist commen ted: People 
walk around with diabetes and 
high blood pressure and not even 
know it.   Sent one gentleman to 
the emergency room because his 
blood pressure was so high.  

¶ The majority of stylists and 

barbers responded that clients 
are comfortable discussing 

health issues  with them.    

¶ One stylist commented: If you do 
somebodyõs hair that is personal, 
so they are used to hearing about 
personal things from their stylist.  

 
Although it is hard to quantify the 

results, the program helped create a 
shared community ethi c. That is, 
health issues of barbershop clients 

were brought to the surface and 
stylists were seen as an additional 
credible resource for blood pressure 

and heart health. Data from similar 
programs around the country 

suggest that programs like these, 
where  health care issues are 
address in barbershops or other 

non -health related venues, has 
increased access to needed 

screening and treatment in a 
population that faces significant 
barriers to obtaining these services.  
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Key Lessons  

 

¶ In this case, stylists w ere seen as 

the most credible communicator 
to deliver key messages about 

health and health care  

¶ Mobilizing local community 

members (in this case, the 
stylists) help community 

members feel ownership over the 
project and can encourage its 
long term success.  

¶ Messages and activities need to 

be easy to accomplish  within the 
busy schedule of the stylist or 

barber  

¶ Community partnerships need to 

be formalized and referrals  need 
to be incorporated into programs 

to ensure sustainability.  
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CASE STUDY  

 

Seattle Childr enõs Hospital 

Improving hospital practices in race, ethnicity and language data collection  

 

Background   

 

Seattle Childrenõs Hospital is a 
specialty medical center serving 
Washington, Alaska, Montana and 

Idaho. Seattle Childrenõs has 250 
inpatient beds and  provides about 

170,000 ambulatory visits per year. 
Over the course of Seattle Childrenõs 
100 -year history, the hospital has 

provided specialty healthcare, 
regardless of race, sex, creed, 

ethnicity, disability, or ability to pay 
for care. Seattle Childrenõs hospital 
patients come from diverse 

backgrounds with more than 15% of 
patientsõ families with limited 
English proficiency.  

 
To best serve their diverse patients 

and their families, 
Seattle Children 
developed a set of 

goals for themselves:  

¶ ensure that a ll 

patients receive the 
highest quality of 

care possible  

¶ understand the 

patients the 
hospital serves and 
be prepared to care 

for them  

¶ improve quality to 

eliminate disparities  
 
A study published in 

2005, found Spanish -
speaking patients at Seattle 

Childrenõs were at a two -fold 
increased risk for serious medical 
events compared to patients who did 

not need an interpreter. This led 
Seattle Childrenõs to improve 

documentation of language need 
and provision of interpreter services.  
 

In addition, by looking at a  series of 
surveys that compared satisfaction 

rankings for white and non -white 
patients, Seattle Childrenõs 
recognized that disparities existed.  

 
Families of Spanish -speaking 
patients did not feel involved and 

didnõt ask important questions they 
had about their childõs care.  
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As a first step toward 
addressing some of 

these issues, Seattle 
Childrenõs Hospital 

focused on making 
improvements in 
tracking and 

documenting race, 
ethnicity and language 
data in order to:  

¶ improve program 
planning,  

¶ understand heal th 
needs of specific 

populations, and  

¶ assure 

interpretation for 
Limited English Proficient 

families.  
 
Collecting data by race, ethnicity 

and language is a critical first step 
in identifying disparities in health 

and health care and for developing 
targeted strategies to address 
inequalities in care 10 . Successful 

efforts to eliminate disparities 
depend on the collection and 
availability of reliable and accurate 

data. But it is challenging for 
hospitals to collect reliable data. 

Before the fall of 2005, Seattle  
Childrenõs registration staff either 
failed to ask about race and 

ethnicity, or guessed the patient 
race and ethnicity.  
                                                 
10

 N. Lurie et al. ñDisparities and Quality 

Improvement: Federal policy Levers.ò Health Affairs. 

24:2 (March/April 2005): 354-364 

 
But they are not alone. In a 2004 
survey of 272 U.S. hospitals:  

Å 78% of hospitals report collecting 
race and ethnicity  

Å Only 56% of the se hospitals do 

so in more than one unit or clinic  
Å Clerks record their visual 

perception  of patient race and/or 
ethnicity in more than half  of the 

hospitals that reported collecting 
race and ethnicity  

Å Only 39% of hospitals reported 

collecting primary langu age of 
patients 11  

 

                                                 
11

 Hasnain-Wynia, R., M. Pittman, and De. Pierce, 

Who, When and How: The Current State of Race, 

Ethnicity, and Primary Language Data Collection in 

Hospitals. The Commonwealth Fund, 2004  
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Approach  

 
In 2005 Seattle Childrenõs 

established a data collection system 
to accurately capture patient race 

and ethnicity based on the Office of 
Management and Budget standards.  
All registration staff are trained to 

ask families th eir race and ethnicity. 
Hospital staff receive re -training 
twice per year and receive regular 

updates on how the data is used to 
influence outcomes for patients.  

 
Seattle Childrenõs used the Health 
Research and Educational Trust 

Disparities Toolkit (2005) which 
provides a simple -to-implement 

method for training registration staff 
in consistent data collection.  
 

In 2006, as part of the Robert Wood 

Johnson Foundationõs Speaking 
Together  collaborative, Seattle 

Childrenõs made improvements to 
interpreter servi ces by more 

accurately identifying language 
needs and measuring provision of 
interpreted care. In 2008, the 

hospital enacted a policy that 
interpretation be provided at least 
twice daily for limited English 

proficient patients and their 
families. The hospi tal tracks the use 

of these services and regularly 
reports back to staff on progress.  
 

 

Results  

 
Seattle Childrenõs was able to 
increase the completeness of race 

data collection from 90% complete 
in 2006 to over 98% complete in 

2009. An audit of the acc uracy of 
race and ethnicity data found 97% 
accuracy of the information in 2008. 

Language needs are accurately 
identified 90% of the time at 

inpatient registration, 92% at the 
Emergency Department registration, 
and 99% for outpatient 

appointments. On averag e, Seattle 
Childrenõs is providing 
interpretation once per day for 

inpatient f amilies who are Limited 
English Proficient, and for 95% of 

outpatient appointments for Limited 
English Proficient families.  
 

 
 

Patient satisfaction surveys from 
2006 to 2009 fou nd statistically 

significant differences in scores 
between white and non -white racial 

and ethnic groups. In ambulatory 
settings, non -white families are less 
likely than white families to ask 

important questions about their 
childõs care. For inpatient care, non -

white families feel less involved in 
decision making than whites. 
Identifying these differences led to 

the adoption of hospital -wide goals 
to reduce disparities. Each unit and 
clinic can review their own data for 

disparities in satisfaction. Seattle 
Childrenõs recognizes that 

decreasing the gap in hospital 
satisfaction surveys between white 
and non -white racial and ethnic 

groups is a long term goal.  
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Collecting data and recognizing that 
these disparities exist are an 

important first step towards 
imple menting effective programming 

to achieve long term goals.  
 

Now that there is more confidence in 
the accuracy of the REL data, 

program planning and 
implementation can more precisely 

address health disparities found at 
Seattle Childrenõs Hospital.

Key Lesson s  

 

¶ Seattle Childrenõs leadership 
supported efforts to measure 

equity from the outset. Keeping 
leadership well -informed is 
essential to an organizationõs 

success.  

¶ IT support was and is essential 

for the accurate collection and 
documentation of data.  

¶ It is  important to communicate 
compelling reasons to collect REL 

data to front line staff who 
communicate directly with 

patients and their families. This 
helps staff become more 
comfortable with communicating 

the data collection methods and 
helps them explain t he need for 

data collection to patients.  

¶ Tools and models for accurate 

and standardized data collection 
exist. Seattle Childrenõs used the 
HRET toolkit 

www.hretdisparities.org .  

 

http://www.hretdisparities.org/
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CASE STUDY  

 

Harborview Me dical Center  

Expanding and improving access to interpretation for limited English 

proficient patients with a remote call center  

 

Background  

 

Harborview Medical Center is a 
comprehensive health care facility 
dedicated to the control of illness 

and the prom otion and restoration 
of health.  Its primary mission is to 
provide and teach exemplary patient 

care and to provide health care for 
those patients King County is 

obligated to serve. The medical 
center is owned by King County and 
operated by the University of 

Washington. Harborview has 413 
licensed beds and provides 

approximately 225,000 ambulatory 
visits yearly.  
 

Harborview has a long history of 
caring for patients who have a 
variety of language and 

communication needs. It is part of 
the medical centerõs mission. 

Limited -English proficient 
individuals make up 18% of 

Haborviewõs patient population. The 
Interpreter Services department 
enables the medical center to meet 

its commitment of providing 
equitable access to medical services 
to patients 24 hours a day,  seven 

days a week, regardless of language 
or culture.  

 
Along with other providers of health 
care in Washington state, 

Harborview has experienced 
increased demand for interpretation 

services over the last decade. From 
81,000 interpreter requests in 2000, 
the need grew to more than 94,000 

requests in 2007 which equals a 
16% increase over the time period. 
Harborview needed to find a way to 

meet the increasing need for 
interpretation services in an efficient 

way that still provided excellent 
customer service.  

 

Approach  

 
Harborviewõs previous model of on-

site, in -person interpreting lacked 
the flexibility to accommodate the 
ever increasing need. In -person 

interpreters are limited in the 
number of locations they can be 
dispatched to in a given time period 

and a round the large medical center 
campus. With 48 staff interpreters 

speaking 27 languages, the medical 

center still had to use contract 

agencies for more than 35,000 
requests in 2007. Other options had 
to be explored to optimize staff 

efficiency.   
 
In July 2008, Harborview 

implemented an employee -staffed 
remote interpreting call center for 

Spanish and Somali interpreter 
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requests. The call center provides 
interpreter services for two of the 

most common languages by 
telephone and videoconferencing.  

Interprete rs in Somali and Spanish 
rotate staffing three positions (two 
Spanish and one Somali) in the call 

center from 
8:30 a.m. to 
4:30 p.m. 

daily. These 
three staff 

also 
interpret for 
patients in 

person, 
depending 

on patient 
needs and 
requests. It 

is not uncommo n for the 
interpreters to work with the same 
patient in -person, over the phone 

and by video conference.  
Using video conferencing allows the 

patient to connect to an interpreter 
in a matter of minutes and 
minimizes staff travel time. 

Interpreters can see p atient hand 
gestures (pointing to areas of the 
body that are in pain) and in effect 

more easily transmit information 
than by phone. Patient monitors are 

available on mobile carts that can 
be wheeled to a patientõs bedside 
within a department allowing for 

portability and privacy.  

In addition, the Interpreter Services 
department made the following 

changes in operations with the aim 
of making the system easier to use 

by both patients and medical center 
staff:  

¶ All interpreting requests whether 

on site or by tel ephone 
are routed through 

one central number;  

¶ Both Spanish and 

Somali can be 
accessed on video 
conferencing screens  

with one click of a 
remote;  

¶ A simple phone tree 
routes users to the 

appropriate place:  
1.  Press ô1õ to 

speak with a scheduler 

about an on site  interpreter  
2.  Press ô2õ for a Spanish 

telephonic interpreter  
3.  Press ô3õ for a Somali 

telephonic interpreter  

4.  Press ô9õ for a telephonic 
interpreter in any other 
language  

¶ Call routing first hunts for a staff 
interpreter.  If there is not an 

interpreter availab le, an 
interpretation services agency 

backs up the lines.  

¶ Options for interpretation are 

available 24/7.  
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Results  

 
Within a year of the programõs 

implementation, the remote call 
center has grown to account for 

8% of overall interpreting 
performed at H arborview.  One 
way that the medical center can 

track the progress of this program 
is by calculating the number of 
interpreter sessions provided to 

patients per day. Daily interpreter 
productivity in the call center 

averages 14 sessions per Full Time 
Emplo yee (but can be as high as 
24 sessions per FTE) whereas the 

average for on -site interpreting is 
8 sessions/FTE , as shown by the 

graph at the right .  
 
From July 2008 to June 2009, on -

site staff interpreters performed 
58,096 interpreting encounters 
utilizin g 43 FTEs.  Remote staff 

interpreters served in 9,166 
encounters utilizing 3 FTEs. The 

second graph shows the volume of 
interpreting encounters during this 
one year time period.  

 
Comments from providers and 

patients collected for evaluation of 
the system s howed that patients 
and providers needed about 3 -5 

repeated uses of the system in order 
to feel comfortable with the 
technology. Interpreters also began 

conducting òpre-sessionsó with pa 

tients to introduce them to the 

video-conferencing system and to 
allay patientsõ fears with new 
technolog  y and privacy.  

 

In one example, a Somali man was 
admitted to the hospital with chest 
pains. An on -site interpreter was not 

available immediately, but the 
hospital staff w ere able to reach a 

Harborview interpreter by ph one. 
The patient had interacted with this 
particular interpreter before,  both  

in -person and through 
videoconferencing . He was 
comforted by the sound of her 

familiar voice which lead to an 
improved patient  experience  and 

outcome . 
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Key Lessons  

 

¶ Transition ing from on -site 

interpreting to remote 
interpreting is challenging for 

providers as well as patients. In 
addition, some patients may have 

needs that are better suited to 
having an in -person interpreter 
(nervous patients, young 

patients, difficult conversa tions).  

¶ Having continued and reliable 

access to on -site interpreting 
should be considered the ògold 
standard,ó and is essential for 

providers to trial remote options.  

¶ Staffing a call center with staff 

who also interpret on -site , mean s 
that patients get to know 

interpreters faces, names and 
voices. Familiar voices and faces 
make excellent ambassadors for 

remote interpreting and help ease 
patients nerves.  

¶ Providing òpre-sessions ó puts 

users of the system at ease. 
Patients and providers new to the 

system under stand how the 
process works.   

¶ Using good quality 
speakerphones enhances the 

quality of telephonic interpreting 
and facilitates adoption by users.  

¶ Eliminating the need for access 

codes, multiple numbers to 
remember or cumbersome 

instructions is crucial.  
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CASE STUDY  

 

International Community Health Services  

Community Needs Assessment  

 

Background   

 

The clinics known today as 
International Community Health 
Services (ICHS) were created in 

1973 by volunteer providers 
dedicated to overcoming the health 

disparities and barriers to accessing 
care experienced by Seattleõs elderly 
Chinese and Filipino communities. 

While ICHS has 
grown in 

response to the 
broader Asian 
Pacific Islander 

communitiesõ 
needs, the 
mission has 

remained to 
provide culturally 

and lingu istically 
appropriate and 
affordable health 

care to the diversity of Asian Pacific 
Islander communities and others in 
Seattle and King County, 

Washington.  
 

In 1995, International Community 
Health Services (ICHS) conducted its 
first comprehensive needs 

assessment. In response to the 
findings from the needs assessment, 

ICHS expanded its services, 
including building a new clinic and 
adding dental services.  

 
Both national and local data on 
Asian Pacific Islanders show that as 

a group this population has better  
health status on most indicators 
than other ethnic minorities. 

However, there are diverse groups 
within the broad category of òAsian 

Pacific Islanders;ó and when viewed 
separately distinct differences 
emerge among various Asian Pacific 

Islander groups, 
between foreign -born 

and U.S. born and 
between refugees 
and other 

immigrants. In 
addition, 
economically 

disadvantaged 
people in all 

populations 
experience greater 
incidence of a 

number of diseases due to poor 
nutrition, lack of information, and 
lack of acces s to services. In trying 

to understand the Puget Sound 
regionõs high population of diverse 

Asian Pacific Islander communities, 
the ICHS Board of Directors 
determined that the available 

demographic data on òAsianó or 
òAsian Pacific Islandó populations 

was insufficient . 
 
ICHS funded a second 

comprehensive community needs 
assessment in 2006 in an effort to 
understand the current state of 
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affairs for ICHS patient populations 
and the local Asian Pacific Islander 

populations. The objective of the 
needs assessment  was to provide 

quality data and information with 
which to guide ICHSõ future plans. 
 

The main purpose of the community 
needs assessment was threefold;  

¶ Identify factors impacting the 

growth and location of ICHSõ 
constituency in Seattle, King 

County, south Snohomish 
County and north Pierce County;  

¶ Identify the current constituent 
base and service utilization of 

ICHSõ International District and 
Holly Park clinics;  

 

¶ Conduct a gap analysis of 

services relative to constituentsõ 
current needs and emerging 
medical , dental and mental 

health issues.  
 

Approach  

 

ICHS staff and consultants worked 
collaboratively to collect data on 

patient populations using a variety 
of information sources. 
Demographic data sources included: 

US Census, 2004 Population 
Estimates, and A Community of 
Contrasts: Asian Americans and 
Pacific Islanders in the United States . 

 
Comparison data from King County 
was obtained from the Health of 

King County 2006 report prepared 
by Public Health of Seattle and King 
County.  

 
Data sources for ICHS patie nt 

populations included: Uniform Data 
System (UDS) reports filed by ICHS 
with the Bureau of Primary Care 

and ICHS internal reports; Current 
Procedure Terminology (CPT) codes; 
International Classification of  

 

Diseases, 9th Revision, Clinical 
Modification ( ICD -9) codes for 

medical procedures and diagnoses; 
American Dental Association (ADA) 
codes for dental procedures; and 

supplemental databases for several 
clinical and health education 

programs.  
 
To complement the report, focus 

groups were conducted in seven  
ethnic/language groups (Cantonese, 
Filipino/Tagalog, Laotian, Khmer, 

Korean, Samoan/Pacific Islander, 
and Vietnamese). ICHS providers 

were surveyed with a web -based 
tool. Additional key informant 
interviews of Asian Pacific Islander 

leaders in King and Pi erce Counties 
were conducted to augment gaps in 

information.  
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Results  

 
ICHS found that the Asian Pacific 

Islander population as a whole was 
increasing in King, Pierce and 

Snohomish counties. All three 
counties rank Filipinos first or 
second among Asian  Pacific Islander 

groups; Vietnamese ranks third or 
fourth; and both Japanese and 
Koreans number in the top five 

populations. The Cambodian 
population ranks fifth in Pierce 

county and seventh in King and 
Snohomish counties. Asian Indians 
are one of the 10 largest Asian 

Pacific Islander populations in each 
of the counties ranking sixth in two 

(King and Snohomish). Native 
Hawaiians rank eighth in Pierce and 
Snohomish and tenth in the King. 

The largest variation was in the 
Chinese population. Chinese ranks 
fir st in King County, fourth in 

Snohomish County, and sixth in 
Pierce County; however, represents 

the largest patient base at ICHS. 
While all of these groups might be 
categorized as òAsianó under certain 

classifications, health needs and 
disparities differ fo r each.  

 
ICHS draws patients from a wide 
geographic area; however 48% 

(6,939) of ICHSõ patients live in the 
zip codes around the International 
District and Holly Park area 

(Downtown Seattle, Southeast 
Seattle and Beacon Hill).  

 
 
 

In order to determine he alth 

priorities and planning needs for the 
clinics, the needs assessment 

analyzed the top medical diagnoses 
by ICHS providers, looked at local 
and national trends, and conducted 

focus groups complemented by 
ICHS provider feedback. For 
example, Hypertension , diabetes, 

high blood cholesterol, and upper 
respiratory diseases are some of the 

leading diagnoses of the ICHS 
medical patient population. ICHS 
patients have a higher rate of 

hypertension (14.9%) than the Asian 
Pacific Islander rate for Washington 

state (12.5%).  
 
Given this detailed race and 

ethnicity data combined with key 
health concerns for their population, 
ICHS was able to chart a matrix that 

helped determine key priorities for 
future health programs.  

 
The matrix helped ICHS validate top 
priorities for the next year: diabetes, 

cancer screenings, heart disease, 
hypertension, high blood 

cholesterol, and dental. Given the 
role of physical activity in managing 
diabetes, hypertension and high 

blood cholesterol, there was renewed 
interest in addressing thi s health 
behavior among ICHS patient 

populations and the Asian Pacific 
Islander communities it serves. 

Cancer was a high concern in many 
of the focus groups, and the need 
for screenings was thus emphasized 

in program planning.  
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Key Lessons  

 

¶ ICHS play s a unique role in the 

region as a primary health care 
provider that focuses almost 

exclusively on Asian 
Pacific Islander 

populations. 
Findings indicated 
that ICHS is serving 

an important need 
in the Asian Pacific 
Islander 

community ñand 
the larger 

immigran t community ñin 
providing a model for serving 
people who have different 

cultural traditions around health 
and health 

care.  

¶ The focus 

groups provided 
anecdotal data 
which showed 

that ICHS 
needs to 
improve its 

visibility in the 
community.  

¶ It is important 
that  Asian Pacific Islander 

community leaders continue to 
learn more about ICHSõ 
accomplishments, such as their 

ability to tailor programs to the 
patient population. Community 

leaders can support ICHS in the 
community, and a greater 
knowledge about ICHS in the  

community will continue to help 

grow the patient base.  

¶ Given the lack of available data 

and the potential 
for significant 

health outcome 
difference among 
the diverse Asian 

and Pacific 
Islander 
populations, 

disaggregating 
data is crucial for 

meaningful ana lysis. ICHS must 
continue collecting and tracking 
data on the health status and 

needs of Asian Pacific Islanders 
and on 

emerging 
approaches and 
practices that 

address these 
needs 
effectively. It is 

particularly 
important to 

improve data 
collection on 
ICHS patients to 

know how to staff the clinics and 
to plan future services.  
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CASE STUDY  

 

MultiCare Health System  

Enhancing Ability to Meet the Needs of Limited English Proficient Patients 

and Families  

 

Background  

 
MultiCare Health System is a 
leading -edge, integrated health 

organization made up of four 
hospitals, numerous primary care 
and urgent care clinics, multi -

specialty centers, Hospice and Home 
Health services. A not -for -profit 

organization based in Tacoma, 
Washington since 1882, MultiCare 
has gr own over the years in 

response to community needs. 
MultiCare is currently the South 

Soundõs largest provider of health 
care services, serving patients at 93 
locations in Pierce, South King, 

Kitsap and Thurston counties.  
 
In 2008, MultiCare began an 

organiz ation -wide customer service 
initiative, The MultiCare Difference.  

Part of this effort included forming 
employee -driven work groups to 
address issues throughout the 

system.  One such group was the 
Cultural Awareness Committee, 

composed of employees from a 

diverse cross -section of the 
organization interested in serving 

our patients and families in a 
culturally sensitive and competent 
manner.  

 
Dovetailing with the work of 

MultiCareõs Interpreter Services 
department, the group launched 
three initiatives in 200 9 to provide 

better care to LEP patients and 
families:  

 

¶ Communication Assist Tool (CAT) 

cards  

¶ Telephone òYó connectors 

¶ Internet -based face to face video 
interpretation  

 
These new tools allow MultiCare 
staff to positively affect patient 

safety, as well as t he speed, ef -
ficiency and service with which we 

care for our patients and families.  

 



 
Puget Sound Health Alliance  |  www.pugetsoundhealthalliance.org 

 
30 

Approach  

 

Communication Assist Tool (CAT) 

Cards  

The Communication Assist Tool 
(CAT), produced by 

Polyglot Systems, Inc., 
is a small card 
MultiCare staff can 

provide t o LEP patients 
to use while they are at 
one of our facilities.  

The CAT cards, 
introduced in mid 2009, 
empower LEP patients 

to initiate 
communication with 
staff, especially in 

inpatient areas. The 
disposable, laminated 

cards allow patients 
with limited Engl ish to alert hospital 
staff if theyõre hungry or thirsty or if 

they need to use the bathroom. 
Patients can keep the cards and 

person alize them with their name 
and language spoken. These cards 
minimize the helpless feeling that 

many LEP patients encounter when 
trying to communicate basic needs 
during a visit when an interpreter is 

not immediately available.  

The cards display icons that 
represent the following needs:  

¶ Medicine  

¶ Food  

¶ Drink  

¶ Toilet  

¶ Nurse  

¶ Family  

¶ Phone  

¶ Interpreter  

 

Over 1,200 CAT cards have  been 

distributed to patients since the 
programõs inception. 
 

 

Telephone òYó Connectors 

Telephone òYó connectors allow two 
hand sets to be plugged into one phone, 
thus enabling both patient and staff to 
simultaneously be on the phone with 
an inter preter.  The òYó connectors 
provide telephone interpretation access 
to over 200 languages for our LEP 
patients and families.  
 
Telephone òYó connectors o ffer the 
following additional benefits:  
 

¶ Provides privacy during the check -
in/registration process  

¶ Allows appo intments to occur even if 
no in -person interpreter is available  

¶ Eliminates the need to use a 
speakerphone for interpretation 
between patient, provider, and 
interpreter  

¶ Minimizes infection transmission 
that can result from sharing 
handsets during an phone 
interpretation encounter  


