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Session Objectives

After attending this session, fellows will be able to:

□Apply an equity lens to quality improvement work 

□Utilize a framework to discuss bias or structural inequities 

that contribute to adverse events

□Identify three key action items to apply within an institution 

to promote health equity goals

3



What is Health Equity?4



What is Health Equity?

“Health equity means that everyone has a fair and just 

opportunity to be as healthy as possible. This requires 

removing obstacles to health such as poverty, 

discrimination, and their consequences, including 

powerlessness and lack of access to good jobs with fair 

pay, quality education and housing, safe environments, and 

health care”.

Robert Wood Johnson Foundation
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Definitions6



The Cliff Analogy7



Why Health Equity?

Petersen EE, Davis NL, Goodman D, et al. Racial/Ethnic Disparities in Pregnancy-Related 

Deaths — United States, 2007–2016. MMWR Morb Mortal Wkly Rep 2019;68:762–765. 

DOI: http://dx.doi.org/10.15585/mmwr.mm6835a3external icon
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Why Health Equity?9



Why Quality & Safety?

Institute of Medicine 6 Dimensions 

of Healthcare Quality (STEEP)

□Safe

□Timely

□Effective

□Efficient 

□Equitable

□Patient Centered
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*IHI Framework for Effective Board Governance of Health System Quality white paper



Why Quality & Safety?11



Board and Leadership Buy-In

Board chair, Dr. Jose Pagan, and board 

members putting emphasis on Social and 

Racial Equity:

□Strategic Pyramid – explicitly calling out 

equity

□System Dashboard – equity metrics 

section

□MWBE for procurement – 30% goal

□Board Equity, Diversity & Inclusion (EDI) 

Committee 

□Formation of the Equity & Access Council
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Alignment with Mission & Vision

NYC Health + Hospitals Strategic 

Pyramid

□Added equitable to the Vision 

Statement

□Added Social and Racial Equity as 

the Foundation

□ Included Social and Racial Equity 

metrics in System Dashboard 
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Engraining Equity into Quality & Safety

□Started with allowing staff to speak 

their truth, share, support, and heal 

through series of Helping Healers 

Heal (H3) debriefs

□Book club starting with How to Be 

An Antiracist by Ibram X. Kendi

□Hired a Director of Equity, Quality, 

and Safety

□Challenged everyone in Quality & 

Safety to engrain equity into 

everything we do
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Where Do You Start?

□What small change can you test 

tomorrow? 

□Existing patient safety and risk 

management structure for adverse 

event reporting, investigation, RCA, 

corrective actions, report to 

Governing Body

□Lessons learned with Helping 

Healers Heal (H3) implementation
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Setting an Expectation

Added standing prompt to all QAPI 

board case discussions: 

Discuss any bias or structural 

inequities that contributed to this 

case.
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How Do You Define Bias?17



Bias Training – Speaking the Same 

Language

Must take a proactive approach to 

continuously investigate, catalogue and 

monitor for bias as a contributing factor at:

□ the interpersonal level (i.e. explicit bias)

□ the human behavioral level (i.e. implicit bias)

□ the institutional level (i.e. policies and practices)

□ the structural level (i.e. social and political 

determinants of health)
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Leverage Incident Reporting System

Allow frontline staff to identify need 

for investigation of potential bias 

and structural inequities that 

contribute to adverse events, near 

misses/good catches, patient safety 

risks.
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Care Experience

□Leverage same equity prompt in 

investigations and discussions 

on patient complaints and 

grievances

□Unearth and address bias and 

structural inequities leading to 

poor care experience
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Exercise 1

□Discuss bias and structural inequities that contributed to 

example RCA case (groups of 6)

□Each group report out
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Quality Assurance

□Ability to apply equity filters to all existing and new dashboards 

and reports with quality metrics

□Opportunity to review QAPI and other key dashboards and 

reports to ensure there are equity metrics
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Data and Analytics

□High fidelity self-reported REAL SOGI data

□REAL data now required (hard stop) in 

MyChart for the patients to complete in 

“Prepare for your Visit”

□E&A Council collaborating with Epic, EITS, 

informatics to expand ethnicities from 20 to 

200 categories

□New performance improvement projects 

with AIM statements to improve REAL 

SOGI data collection at facility level

23



Population Health Dashboards24



Population Health Dashboards25



Population Health Dashboards26



Engraining Equity in Performance 

Improvement
27



Types of Equity Lens28
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Project Title: Improving the Discharge Process in Med/Surg

Project Leader:  Verden Browne, DON 

Project Sponsors: Dr. Angela Edwards, CNO; Dr. Jonna Mercado, Chief of Medicine 

Team Members: J. Uguru, N. Peters, A. Huggins, M. Guzman, R. Brown, S. Cox, K. Simon, M. Cain, R. Villareal, N. Madou, C. Klass

PDSA / ACTION  PLANS DATE PERSON 

RESPONSIBLE

1 Daily collaboration with discharge planner to identify barriers to discharge process 

(social, transportation, etc.)

3/6/23 Allison Huggins, A.D.N.

Nursing, Medical, SW 

teams

2 Resume scripted nursing admission and discharge rounds to expedite discharge 

process- person-centered care process

6/15/23 Verden Browne DON

Nicola Madou, A.D.N

3 a) Staff meeting with nursing staff to reinforce process of “discharge starts at 

admission”; b) Random chart reviews to ensure quality patient education 

(discharge education related to diagnosis, in preferred language, teachback) 

7/1/23 Verden Browne DON

Nicola Madou, A.D.N

4 Patient and family discharge as part of the Care Partner project planning (6100) 8/1/23 Verden Browne DON

Nicola Madou, A.D.N
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Outcome Measure – % Overall Discharge Information Rate (Press Ganey D/C Information Score)

Process Measure – % Quality Patient Education based on D/C diagnosis (Random chart review; n=20 per month)

Equity Lens –% Press Ganey D/C Info Rate by Preferred Language

Balancing Measure – % Discharge by Noon Rate (Quality Management Report)
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Long-Term Sustainability Plan
1. Continue with random chart audits of quality patient education.

2. Share results of audits with nursing team.

3. Continue collaboration with interdisciplinary team for discharge process.
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AIM Primary Drivers Secondary Drivers

To improve 

Discharge 

Information 

(education) 

by Dec ’23 

by 8% (avg 

score 75.2% 

to top box 

score of 

82.8%)

Increased 

readmission 

rates

Enhance patient/ 

family discharge 

education

TOC team to identify reasons for 

readmission

Involve family/care partner in 

discharge planning

Collaborate with TOC 

nurses to follow-up 

with patients post-

discharge (call-backs, 

symptom 

management, PCP 

appt reminders

Change Ideas

Review medications and treatment 

plan before discharge

Initiate patient 

education at beginning 

of admission and 

assess learning via 

teach-back

Timely 

interdisciplinary 

discharge rounds with 

all team members

-Selected because of 
challenges related to 
discharge instructions and 
planning
-English n= 138, Avg = 75%; 
Spanish n=119, Avg = 
72.3%; Other n=3, Avg= 
100%
-Plan: Focus on preferred 
language for D/C teaching

AIM STATEMENT
To improve the discharge process in Med/Surg by December 2023 by improving Discharge Information rates (education) by 8% from average score of 75.2% to top box 

score of 82.8%

Communication 

gaps between 

team members

Attach and review clinical 

information to printed AVS at 

discharge

Ensure discharged patients have a 

f/u appt with PCP

Collaboration b/w nsg, SW, and 

providers to anticipate pt needs for 

D/C (keys, home care, etc.)
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Project Title:  Early Mobility: Reducing Average Length of Stay (ALOS) and Sustaining or Improving BMAT Scores for Patients on Tower 6 West

Project Leaders:  Marie S. Saint Victor, HN; Wendy Zhao, RN; Anthony Ling, PT; Anna Barkov, PT

Executive Sponsors: Manjinder Kaur, CNO; Theresa Madaline, CQO; Wilfredo Yap, Deputy CNO

Team Members: S.A. Holder, C. Jean Charles, M. Regisire, N. Strother, T. Isac, M. Gosine, J. Hosten, M. Khizanishvili, I. Levit, A. Merest, C. Ong, R. Pierre, S. Viciere, D. Friedman, G. Gulyamova, M. Ogaldez, S. Rameau, V. Sviridenko, L. Bores, K. Parginos, D. Calandro, G. Patikoglou, J. Childs

Process Measure Chart: % of Eligible Patients on T6W Out of Bed Weekly

Global Outcome Measure Chart: Avg. Length of Stay (ALOS) for Patients Discharged on T6W

Equity Lens: % Eligible with BMAT Stable or Improved on 

Discharge by BMI

GLOBAL AIM STATEMENT Decrease the average length of stay on T6W by 1 day from 7.7 days to 6.7 days from March 2023 to September 2023

Balancing Measure: Readmission Within 30 Days for 

Patients Discharged from T6W

Long-Term Sustainability Plan

• Continue checklists and protocol implementation on precautions and contraindications to be followed to maintain patient/staff safety 

when performing mobility tasks.

• Standardize documentation relevant to recording all mobility occurring during a work shift. Consult system councils on BMAT 

standardization.

• Develop and implement annual in-services/competency checks for nursing staff to ensure safe patient handling. Provide periodic 

surveys to staff to assess the need for educational requirements. Provide training to new staff during onboarding process. 

• Reinforce education to Residents/Attending Doctors on appropriate consults for Physical Therapy and importance of mobility in an 

acute hospital setting.

• Ongoing data analysis and GEMBA walks to assess the current situation on the unit and the need to adjust interventions.

AIM Primary Drivers Secondary Drivers

Global Aim:

Decrease the 

average length of 

stay on T6W by 1 

day from 7.7 days 

to 6.7 days from 

March 2023 to 

September 2023

Aim:

Improve or 

sustain the BMAT 

score from 

admission to 

discharge for 

≥70% of eligible 

patients from 

March 2023 to 

September 2023

Patient/Staff

Safety

Equipment/

DME

Activity 

Orders/

Consults

• Refusal of 

Treatment

• Pain Level

• Patient Safety 

Concerns

• Lack of Equipment

• Knowledge of 

Equipment Use

• BMAT Level Record

• Location of 

Documentation on 

Flowsheets

Have medical teams encourage patients 

to sit in a chair

• Appropriateness of 

Consults

• Have an adequate amount of mobility 

devices in unit

• Have chair alarms and recliners in 

place

Safe patient handling in-services on 

mobility with providers and nursing staff

Educate on appropriate Physical 

Therapy consult utilization

Implement new mobility auditing tool to 

monitor mobilization compliance

Change Concepts

AIM STATEMENT Improve or sustain the BMAT score from admission to discharge for ≥70% of the eligible patients on T6W from March 2023 to September 2023

Documentatio

n

Outcome Measure Chart: % of Eligible Patients with BMAT Stable or Improved from Admission to T6W to Discharge

Balancing Measure: Number of HAPI on T6W by Quarter; 

Number of Falls on T6W by Month
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PDSA / ACTION  PLANS PERSON

1 Brought additional equipment such as, recliner chairs and walkers, on to the unit. March 10th, 2023 S.D. L.M.

2 Creation and implementation of protocol March 12th, 2023 M.S.V., W.Z., A.L.

3 Creation and implementation of interdisciplinary and role algorithms March 12th, 2023 M.S.V., W.Z., A.L.

4 Creation of badge backer images March 12th, 2023 M.S.V., W.Z.

5 Initiation of Tower 6 West early mobility project and checklist March 13th, 2023 M.S.V., W.Z., A.L., A.B.

6 Initiation of pre-education assessment survey March 13th, 2023 M.S.V., W.Z., A.L., A.B.

7 Initiation of safe patient handling and assistive device in-services March 20th, 2023 M.S.V., W.Z., A.L., A.B.

8 Implementation of latest Tower 6 West Mobility Checklist Ver. 5 April 9th, 2023 M.S.V., W.Z., A.L.
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Project Title: Improving the Discharge Process in Med/Surg

Project Leader:  Verden Browne, DON 

Project Sponsors: Dr. Angela Edwards, CNO; Dr. Jonna Mercado, Chief of Medicine 

Team Members: J. Uguru, N. Peters, A. Huggins, M. Guzman, R. Brown, S. Cox, K. Simon, M. Cain, R. Villareal, N. Madou, C. Klass

PDSA / ACTION  PLANS DATE PERSON 

RESPONSIBLE

1 Daily collaboration with discharge planner to identify barriers to discharge process 

(social, transportation, etc.)

3/6/23 Allison Huggins, A.D.N.

Nursing, Medical, SW 

teams

2 Resume scripted nursing admission and discharge rounds to expedite discharge 

process- person-centered care process

6/15/23 Verden Browne DON

Nicola Madou, A.D.N

3 a) Staff meeting with nursing staff to reinforce process of “discharge starts at 

admission”; b) Random chart reviews to ensure quality patient education 

(discharge education related to diagnosis, in preferred language, teachback) 

7/1/23 Verden Browne DON

Nicola Madou, A.D.N

4 Patient and family discharge as part of the Care Partner project planning (6100) 8/1/23 Verden Browne DON

Nicola Madou, A.D.N

5

Outcome Measure – % Overall Discharge Information Rate (Press Ganey D/C Information Score)

Process Measure – % Quality Patient Education based on D/C diagnosis (Random chart review; n=20 per month)

Equity Lens –% Press Ganey D/C Info Rate by Preferred Language

Balancing Measure – % Discharge by Noon Rate (Quality Management Report)
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Long-Term Sustainability Plan
1. Continue with random chart audits of quality patient education.

2. Share results of audits with nursing team.

3. Continue collaboration with interdisciplinary team for discharge process.
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-Selected because of 
challenges related to 
discharge instructions and 
planning
-English n= 138, Avg = 
75%; Spanish n=119, Avg 
= 72.3%; Other n=3, Avg= 
100%
-Plan: Focus on preferred 
language for D/C teaching

AIM STATEMENT
To improve the discharge process in Med/Surg by December 2023 by improving Discharge Information rates (education) by 8% from average score of 75.2% to top box 

score of 82.8%

Communication 
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team members

Attach and review clinical 
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discharge
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f/u appt with PCP
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Climb the PDSA Hill

□Equity lens applied to process 

and outcome measures

□Design PDSA cycles addressing 

disparities as they are identified

□New PI projects where AIM 

directed at closing health 

disparities
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System-wide Learning

□PI projects with equity lens 

presented at: 

□ Departmental QAPI 

□ Facility QAPI 

□ System Board QAPI 

□All balanced-scorecard PI 

projects included in quarterly 

QAPI reports to Governing Body

□Uploaded into System PI 

Searchable Database 
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Exercise 2

□Brainstorming potential equity lens to apply to supplied PI 

project prompts (small group exercise)

□Each group report out
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Addressing Equity as a System: 

Medical Eracism
35



Removing eGFR36



VBAC Counseling37



CERCA38



Call to Action

□Apply the bias and equity prompt to the next adverse 

event in your area/hospital/system

□Apply the prompt to the next patient complaint/grievance

□Incorporate an equity lens into your CQFP capstone QI 

project

□Are you able to apply equity filter to quality metrics in your 

area/hospital/system?

□Do you have reliable REAL SOGI data for your patients? 
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