Collecting Race, Ethnicity, and Language Data:

A Way to Improve Quality of Care
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Ohio has an increasingly diverse population. Physician practices are seeing more patients from diverse cultures either from the influx of new immigrants or changing demographics. Presently, minorities represent about 15 percent of Ohio’s population (10.3 percent of them with Medicare). Large clusters of minorities live in Ohio’s urban areas with African American as the predominant minority.  Hispanics and Asians account for most of the population growth both in Ohio and the nation. The U.S. Census Bureau 1996 report cites that by 2050, the non-Hispanic White population will decline to 53 percent. “Minorities” are becoming the majority. According to the Census 2000 results, Hispanics are now the nation’s largest minority group- about 12.5 percent of the total population. 
Evidence from the last 20 years shows that racial, ethnic, and language-based disparities persist in health care leaving the most vulnerable population at risk. The Institute of Medicine (IOM) 2002 report, Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care, documented such evidence and the need to improve quality of care to the underserved. The report defines disparities in health care as “differences in the quality of health care that are not due to access-related factors or clinical needs, preferences or appropriateness of intervention.”
We don’t know the answer to why and how disparities occur. We do know that disparities are consistently found across a wide range of disease areas and clinical settings including hospitals, ambulatory care settings, and physician offices, etc. Disparities in health care are associated with higher mortality among minorities (e.g. Back et al., 1999; Peterson et al., 1997; Bennett et al., 1995). 

Why collect data on race and ethnicity? The simple answer is that collecting data can be used as a quality improvement tool to measure delivery of health care services. Once data on patients’ race and ethnicity is collected, one can stratify quality measures by race and ethnicity to identify disparities. Collecting accurate data is the basic foundation needed to help eliminate disparities and improve quality of care. Valid and reliable data are fundamental building blocks for identifying differences in care and developing targeted interventions such as need for interpreter services, translated patient health care information, improving rates of preventive services, and cultural competency training for staff. The data also gives the physician practice an accurate snapshot and trending of patient population and the need for more care interventions. 

The IOM Report on Unequal Treatment in 2000 explains, Data on patient race, ethnicity, and primary language would allow for disentangling the factors that are associated with health care disparities, help plans to monitor performance, ensure accountability to enrolled members and payers, improve patient choice, allow for evaluation of intervention programs, and help identify discriminatory practices.

The barriers to data collection have to be addressed. Physician practices have to make sure their practice management system fields are set up to collect racial, ethnic and language data. Some practices are not using this collection tool because fields may be blocked to shorten the interview process and need to be redesigned to accept information. 

Is it legal? There is a concern that collecting race and ethnicity data is somehow profiling patients or practicing discrimination. Collection and reporting of race, ethnicity and language data are legal and authorized under Title VI of the Civil Rights Act of 1964. The data requirements and methods for collection and reporting vary across federal agencies and there is little uniformity in categories for collecting data. Physician practices are not mandated to collect this information, but they could benefit by getting information to better meet their patient needs and deliver the best care possible to them.

Staff may feel uncomfortable asking patients to provide this data. However, when staff is trained to give patients a “quality rationale” explaining that race or ethnic background is asked so that treatment can be reviewed to make sure that all patients receive the highest quality of care, most patients accept this explanation. Staff need training in how to appropriately ask for race and ethnicity information and made an earnest effort to collect it from patients.

Patient concerns need to be addressed. Patients or their caregivers are always the determinants of their race and ethnicity. This should never be done by observation alone. A registrant can’t “eye-ball” patients to guess ethnicity and race. Any patient concerns should be addressed upfront and clearly prior to obtaining information. If data is collected for specific purposes, such as expansion of interpreter services, then make sure those service expansions really occur.

Decide what racial and ethnic categories should be used. Although self-reported data is essential, a list of categories can standardize the collection method for race and ethnicity. A standard format makes it easy to link this information to clinical data. The Office of Management and Budget (OMB) standards recommend asking first about ethnicity, then about race. There are five categories of race: American Indian/Alaskan Native, Asian, Black/African American, Native Hawaiian/Other Pacific Islander, and White. Respondents are allowed to select one or more races when they self-identify. The OMB also set two minimum categories for ethnicity: Hispanic or Latino and not Hispanic or Latino; Hispanics and Latinos may be of any race. There is not a “multiracial” category. 

We can help to eliminate racial and ethnic disparities at the practice level by getting the cultural competency knowledge and skills needed to treat patients from diverse backgrounds. Good patient centered quality of care depends on good physician-patient communication, an opportunity to partner in the treatment plan. Quality of care can be hindered because of bias and prejudice, or can be diminished because of communication, language, or cultural barriers. To improve the quality of care among all patients, we need to collect data on race, ethnicity, and language to measure gaps in services and trends over a period of time.

Interested in learning more about Cultural and Linguistically Appropriate Services (CLAS) for primary care practices? Log-on to www.OhioKePRO.com and click Think Cultural Health. Physicians can earn up to 9 Category I CME hours and nurses up to 10.8 CEU credits for completing free web-based modules created by the Office of Minority Health. While completing the on-line modules, Ohio KePRO will offer complimentary assistance in creating an office environment friendly to patients from diverse cultures. Help is also available for designing workflow processes to accommodate the collection of race and ethnicity data. Call Ohio KePRO Physician Office Team at 1-800-383-5080 for more information.

