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BACKGROUND: Different conceptual frameworks guide
how an organization can change its policies and practices
to make care and outcomes more equitable for patients,
and how the organization itself can become more equita-
ble. Nonetheless, healthcare organizations often struggle
with implementing these frameworks.

OBJECTIVE: To assess what guidance frameworks for
health equity provide for organizations implementing
interventions to make care and outcomes more equitable.
STUDY DESIGN: Fourteen inequity frameworks from
scoping literature review 2000-2017 that provided mod-
els for improving disparities in quality of care or outcomes
were assessed. We analyzed how frameworks addressed
key implementation factors: (1) outer and inner organiza-
tional contexts; (2) process of translating and implement-
ing equity interventions throughout organizations; (3) or-
ganizational and patient outcomes; and (4) sustainability
of change over time.

PARTICIPANTS: We conducted member check interviews
with framework authors to verify our assessments.

KEY RESULTS: Frameworks stressed assessing the
organization’s outer context, such as population served,
for tailoring change strategies. Inner context, such as
existing organizational culture or readiness for change,
was often not addressed. Most frameworks did not pro-
vide guidance on translation of equity across multiple
organizational departments and levels. Recommended
evaluation metrics focused mainly on patient outcomes,
leaving organizational measures unassessed. Sustain-
ability was not addressed by most frameworks.
CONCLUSIONS: Existing equity intervention frameworks
often lack specific guidance for implementing organiza-
tional change. Future frameworks should assess inner
organizational context to guide translation of programs
across different organizational departments and levels
and provide specific guidelines on institutionalization
and sustainability of interventions.
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BACKGROUND

Healthcare organizations have aimed to reduce inequities in
access and quality of care for over 30 years." While some
efforts have shown success in minimizing disparities,” *
others have documented stagnation or even exacerbation.*
Analogous to the Waze driving navigation software, different
conceptual frameworks guide how an organization can change
its policies and practices to make care and outcomes more
equitable for patients, and how the organization itself can
become more equitable. Nonetheless, healthcare organizations
often struggle with implementing these frameworks.®

Change is complex due to the multifaceted nature of health-
care organizations, and because equity-focused frameworks
call on healthcare organizations to simultaneously address the
needs of both patients and employees. Comprehensive equity
efforts require healthcare providers to tailor access and pro-
cesses of care to different population groups, while also chang-
ing internal processes to promote diversity and inclusion with-
in the organization, such as through employee hiring and
retention. Interventions require changing policies, processes,
and practices throughout multiple levels of the organization.'®"
"' Few healthcare organizations engage in comprehensive,
multifaceted efforts to improve equity.'>

Organizational change in general is difficult;'* '* literature
indicates that over 70% of organizations do not achieve their
aspired change goals.'> Major obstacles include the difficulty
of changing the organizational culture and environment, carv-
ing out a new course when the organization seems to be
functioning well, and planning and executing implementa-
tion.'® Barriers arise from institutionalization, in which the
existing cognitive activities and regulative elements in the
organization and its environment are resilient.'® People’s
intentions, actions, and rationality are conditioned by the
institution they wish to change.'” Incorporating change within
healthcare organizations is especially difficult because of the
highly professionalized setting and embedded policy legacies,
constituencies, and structured processes.'® '® Implementing
equity frameworks requires transformational change. All or-
ganizational levels and professional backgrounds, such as
administrative and clinical staff as well as patients, must
participate to adapt to the shifting environment.'* 2°

This paper reviews and assesses what guidance frameworks
for health equity provide for organizations implementing
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interventions to make care and outcomes more equitable. The
objectives are twofold: (a) Identify existing frameworks that
aim to assist organizations in reducing inequities in patient
care and outcomes, and (b) assess to what extent the frame-
works address key organizational change elements.*'* **

METHODS

We conducted a scoping review of the literature. Scoping
reviews map key concepts, evidence, and gaps in research
by systematically searching, selecting, and synthesizing exist-
ing knowledge.”> ** This method can address broader and
more heterogeneous questions than systematic reviews. Scop-
ing reviews can include studies of many different methodo-
logical designs, not necessarily assessing their quality.”> %’

Search Strategy

We searched the following health and social science databases
for the years 2000-2017: Medline, CINAHL, PsycInfo, So-
ciological Abstracts, and Cochrane. We also manually
searched relevant websites. References from relevant articles
were scanned to identify other sources Table 1.

Analysis

We assessed the frameworks utilizing Armenakis and
Bedeian (1999) and Pettigrew and colleagues’ (2001) ana-
lytical underpinnings for reviewing organizational change
literature (Fig. 1).2" *® Our conceptual model addresses the
four major multilevel and multifaceted constructs of organi-
zational change processual analysis: context, process, out-
comes, and time (Fig. 1).29

Context. Collective and individual agency drive change
processes, yet these actions cannot be understood without
understanding the pre-existing outer and inner organizational
contexts that affect information, insight, and influence. Outer
organizational context includes the economic, social, political,
competitive, and sectoral environments in which the organi-
zation is located. It includes, for example, the economic status

Table 1 Search Strategy

A. Electronic Databases —databases were searched using the following
search terms and search string:
1. framework OR roadmap OR model OR “action model” [title,
abstract and keywords]
2. disparities* OR *equity [title, abstract and keywords]
3. “healthcare organizations” OR “healthcare services” OR
“healthcare provider” [title, abstract and keywords]
4.1 AND 2 AND 3
B. Websites manually searched:
American Hospital Association, Centers for Medicare and Medicaid
Services, Joint Commission, National Quality Forum, Agency for
Healthcare Research and Quality (AHRQ); International Health
Promoting Hospitals (HPH) Network, VicHealth — Victorian Health
Promotion Foundation, Close the Gap — Department of Health
Australia, NHS Equality and Health Inequalities Hub

of surrounding neighborhoods, the demographics of the pa-
tient population, and place of residence. Additionally, the
outer context also reflects powerful national policies and pay-
ment structures, such as fee for service reimbursement, value-
based payment, and national health insurance coverage.*’
Inner organizational context relates to the interplay between
the organizational structure and culture, including employees’
readiness for change, differential needs and structures of organi-
zational department or units, and existing knowledge and skills
of employees. Organizational culture impacts employees’ per-
ceptions of the need for organizational change, innovation, di-
versity and equity, and their ability to carry out change. For
example, a hierarchical organization culture will require top—
down change directed by executive leadership, making it difficult
for bottom—up change efforts by frontline employees to succeed.
The interaction between outer and inner contexts shapes the
implementation process, enabling or constraining change.>!

Process. Organizational change processes, conceived and
initiated at the macro top management organizational level, are
implemented in and across local units.*' Process analysis
attempts to understand how the initiative is translated and
diffused across multiple departments as well as throughout the
different levels from management to frontline staff. Levels of
process analysis include the organization (macro), the department
or unit (meso), and individual (micro) levels.”® This analysis
focuses on the way in which people understand, modify, add,
or deflect organizational change throughout its diffusion across
and within units of the organization, assessing the relationship
between what exists and what is created.> An example of such a
translation process is organizational “sensemaking,” a process of
social construction in which individuals attempt to interpret and
explain a set of cues, such as change initiatives, to create a plan of
action for dealing with uncertainty or ambiguity.*> **

Outcomes and Time. Ultimately, organizational change is
assessed through outcome performance measures.
Continuous monitoring of outcomes enables understanding
change not as a snapshot process, but rather as a continuous
cycle over time.!

We assessed inequity reduction frameworks for their con-
sideration of context, process, outcomes, and time. Specifical-
ly, we examined and rated on a three-point scale (do not
address, partially address, and address), the extent that these
frameworks considered the following: (1) Embeddedness of
change in multiple contexts, focusing on the outer organiza-
tional context of the surrounding environment, and the inner
organizational context of structure and culture;'* > (2) pro-
cess of implementing change across multiple organizational
settings, and guidance on translation and organizational “sense
making” of the equity intervention;*® (3) impact of change
processes on performance measures, including clinical and
organizational outcomes, such as change in organizational
culture and hiring practices; (4) sustainability of change over
time.”” Authors rated the different frameworks according to
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Figure 1. Conceptual organizational change model guiding assessment of reviewed frameworks addressing equity.

the assessment criteria and discussed differences in ranking to
reach consensus.

Member Check with Authors of Frameworks/
Models

After we identified and assessed the inequity reduction frame-
works, we emailed and/or telephoned the authors and/or
organizations who created them, requesting a short phone
interview to conduct a member check of the findings to
improve the accuracy and validity of our review.*® Prior to
interview, authors were sent a draft of the manuscript and
assessment table. During the interview, authors were asked
to explain their framework. The assessment table was then
reviewed together so that authors may have the opportunity to
express their agreement or disagreement with our assessment
as well as add additional insight. The study was exempt from
institutional review board at both Bar-Ilan University and the
University of Chicago.

RESULTS

As shown in the Preferred Reporting Items for Systematic
Reviews and Meta-Analysis (PRISMA) diagram in Figure 2,
a total of 2439 records were identified. Duplicate records were
removed. The remaining 2065 records were screened by one of
the authors (SS) for inclusion including focus on disparities or
inequities and provision of a practical model, roadmap, or
framework for improving access and/or quality of care.
Records were excluded if the study documented or evaluated
only a specific intervention and not an organization-wide ini-
tiative, or only the state of disparities. Of the records screened,
155 full texts were retrieved and assessed for eligibility.

\ Time

Outcomes

Sustainability,

r institutionalization
and evolution of
organizational
change efforts

Patients’
performance
measures

Inner-
Organizational
outcomes

(eg changes in
organizational
culture; employee
satisfaction)

21, 28

We initially found 13 different models and frameworks
addressing inequity reduction. We conducted 9 interviews
verifying with authors our understanding of their frameworks
according to the organizational change constructs.”” ***” Four
authors/organizations did not reply. During the member check
process, one author noted an updated model that we included in
this review, leading to a final set of 14 models to analyze.

Ten of the 14 models were from the United States (US).
Additional frameworks were from the European Union (EU)
(1), United Kingdom (UK) (1), and Australia (2). Models were
developed by government (United States Department of
Health and Human Services Office of Minority Health, Agen-
cy for Healthcare Research and Quality, National Health Ser-
vice (NHS), Department of Health Victoria, Australia),*® 4870
healthcare associations (Health Promoting Hospitals Network,
American Hospital Association),*** * not-for-profit organiza-
tions (National Quality Forum, Institute for Healthcare Im-
provement, Kaiela Institute),42’ 46,31, 52 and academia.>® 40- 41
4 Most frameworks addressed equity efforts through a strat-
egy focused mainly on implementation and improvement of
organizational cultural competence.

Tables 2 depicts our evaluation of frameworks according to
organizational change constructs, assessing how they relate to
context, process, outcomes, and time.

Context

Most frameworks primarily focused on the organization’s outer
context, stressing the importance of conducting a needs assess-
ment for tailoring strategies for change. The main strategy for
identifying existing disparities and population needs is analyz-
ing demographic and performance data across patients’ race and
ethnicity (e.g., whether patients are predominantly African-
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Figure 2. PRISMA flow diagram.

American or Latina, what is the percentage of non-English
speakers who may require language assistance, clinical perfor-
mance data stratified by patients’ race and ethnicity). Additional
strategies include discussions with local community representa-
tives about their perspectives and needs, assessment of service
gaps and wider social determinants of health, and appraisal of
existing community resources and agencies providing care. The
Equity Standards framework presents a unique approach, as it
focuses not on the population but on the individual patient
through the “lifeworld” approach. This framework stresses that
care needs should not be assessed generally through standard-
ized quality improvement indicators, but rather through a
person-centered approach understanding individual patients’
needs.** Most frameworks do not address the effect of payment
structures on healthcare organizations’ outer context, how pay-
ment may affect equity, and the extent to which payment reform
may be needed. The Achieving Health Equity framework
encourages organizations to review payment models and

suggests that a bundled payment model would account for the
healthcare needs of marginalized populations.*®

The inner organizational context of structure and culture
was often not addressed. A few models suggested broadly that
organizations assess existing resources to understand advan-
tages and limitations, or create baseline measures of organiza-
tional performance % ** 3°. The National Culturally and
Linguistically Appropriate Services Standards (CLAS) Stand-
ards framework and the Disparities Leadership Program rec-
ognize the importance of existing culture.*" *® In addition,
CLAS suggests conducting an audit to assess the degree of
cultural competence of employees prior to implementation.*®
Few frameworks explicitly assess and discuss structural and
institutional racism as part of implementation.*®

Process

Most of the frameworks address the implementation process at
the macro level of the whole organization. Common strategies



JGIM

Spitzer-Shohat and Chin: The “Waze” of Inequity Reduction Frameworks

608

(ebod xou uo panuuod)
— — — |\+ — + —_ —
(
S10 sonuedsip3urajos
MMM
o WD 10A0 Wy} Jut
-Ure)sns pue SUONUIA
1oy Sunuowejdu
pue ‘Surugisap
“Kymba sopnyour jeyy
a3ueyd armonnys judwdAold
Surpuaduur -unr Ayifenb jo uon
Y yojewsIw 10 -epuowopdur ‘donpax
[9Jew SO9IN0SAI 0} JUSUIIWIWIOd Pue
J|qe[reae sonuedsip jo uoneo
s[opout Sururen pue IOIABYSQ JJEIS [BNPIAIPUL MOy puejsIopun -IJIJUSPI sopnjoul jey
[eroueuyy 1odod pue saInseaw SunoFre) y3noIy) [9AJ] OIONW Ay} JO ‘SWIL) dIed FULINJONISAT 0} Ayoedeo uononpar Ajuredsip uo
UONeZI[euonNIT)SUL JuswoAoxdur Aymba jo amymo SuLIOpISU0D UOYM [9AJ] Osow Jusuuiedap ay) 03 ‘@Imno [euoneziuegio suoneziuedio Jurpmg
ysnouiy Arenb & SULID)SOJ SB [[oMm [euoneziuegio dy) JuISueYD SB YoNns 0IoewW Ay} woly Surguel Jo juowissasse  sonuedsip Sunsixo [opowr doys-xis y
Aynqeurejsns 103 ueyd paurudjopard se uoneziuesio Yy S[oA9] [euonjeziuedio ojdnnw se [[om se ‘1opiaoid pue juoned 10§ S[[ed pue spaau juaned (SN) ssenuredsiq
aAanoeoid e 9ea1) 0} SuIp1000y  Uo joedwir [eroueul,]  SB YONS QOUIN[JUI JO S[OA] XIS SULIOPISUOD S/UOTJUIAIIUT USISO(] dewpeor oy, JO JUSWISSASS 2onpay] 0} dewpeoy
+ + + + + + —/+ + ‘SIoMsuy Surpul]
oy AUIqEIIN0DDE
pue juowdAoxdwr
snonuruod
quowogesus pue
‘ooue)sIsse a3en3ue|
puE UONEIIUNUIIOd
{90I0JIOM
pue diysiopesy
Q0UBUIOAOST SO
urewr 901y} ojul
samseauwt padnoi3d 2q ued jerp
PARRI-SYTD SpIepuels G| dIe dIe)
oen[eAd pue IedH pue yjeoH ut
JI9[[09 PUB SI0)JB] s201A12G ojerrdorddy
SU [e100s Aq e1ep uoneziuesio A[reonsmaury
soaw Ajjenb QIMud 9y} JO JudwW pue A[reinmn)
Ajnens 0} podu s1oye[suen Jo -ssosse pue ‘Sururen KJOAT[OP 901AIOS 10J spIepuejs
suonjeziuesiQ saroudedwod Sur ‘JeIs 9SIDAIP JO JudW sookojdwrd  wojur pue usIsAp [euoneN 2y,
2A2IYOE ‘SpIepuelg -Insse woyy apise -moal “‘diysiopes| Jo ooudradwos 0} SPoJU pue  (SAJIAIS UBWINY pue
0} MOY UO sauIfoping Yy 0) panquyye ‘saroudjoduiod pa ‘Korod 0} ojefor pue [eImyno oYy sjesse Ajunuiuod  ypedy Jo judwedoq
ON 'SIOP[OUQYe)s [[B SQINSEou W00 -pasu pue suonoe [9A9] TeUOnRZIUBSIO Suissosse jipne JO juowIssasse SN ‘pesy
0} POIROIUNIIIOD oG [earur]d oyroads [OAS]-[ENPIAIPUL -0IoBW UO A[oSIB]  UB JONPUOd pnoys  ue uuopad pinoys AJLIOUIIA JO 90130)
pnoys Aujiqeureisng ou aIe dIY ], 0} Uone[dI ON. SNo0J SpIepue)s oy suoneziuesiQ suoneziuesIiQ (Sn)
-+ -+ - —/+ - + —/+ + Spiepuel§ SVI0
S3UNSBIW S9.INSBIW
JuIp JI9A0 UONN[OAD ueuwrioyd duewiojrd [PAJ]
pue Aiqeure)sng Juned [euonezIuE3IO [9AJ] [enpIAlpu] juaunaedaq [9A9] uoneziuesiQ JX9)U0d Jduu] JXd)U0d 1IN

SUOnIPU0d <uondrsap
up, sawodnQ) uoneyuUR[dw pue uone[suLL], :$53001g [euoneZIuESI0 SUNSIXd-AIJ )X)U0D) 110YS IOMIWERI]

dguey) euopeziuediQ jo ssuruuidipun eInA[euy 9Y) 0) SUIPI0dIY SyIomdwes] Amby jo uoneneay Y], 7 dqeL


http://www.solvingdisparities.org
http://www.solvingdisparities.org

609

The “Waze” of Inequity Reduction Frameworks

Spitzer-Shohat and Chin

JGIM

(ebnd 1xau uo panuyuod)

samseaw soueuLopRd

Jeorur[o se [[om se (2Im[no [euoneziuesio

Jo juowssasse 10j 9oudjeduwod

[eI[NO Sk Yons) [euonezIuesIo

U0 [JJ0q SOSNO0J 2I0JAIAY) pue

UQALIP JUSWISINSEOW ST STOMOWEI) Y],

- + +

SsaInsedw
juswoAoxdur
Kyenb
pauru)apard
0} SuIpI0dOY
+

SSOUQTEME 9JBAIO
pue Jjeis ourjjuoy
pue judwoeuLw
“prwr woxy

91doad o3e3ud pue
OAJOAUT 0} PaoU
oY seFpajmousdy
+/—

ISJUNOJUS [BOTUTD
oy oFeuew 1oy0q
0} Jje1s Jo Sururer],

KYISIOAIP DOIOJSIOM
‘Gururen ygnoxy
Aymba 1oddns

Jey) SaInjonys
[euoneziuesio
Suizieuonmysur
pue Amba jo aimmo
€ SuneaId U0 SNO0,
+

Aymba Sunuowepdu
10] AouoSIn Jo osuos
B QJBAIO puE uI-Anq
diysiopes] a1noog

+

S[eLIYBW
pardepe Ajjeimno
pue ‘S9dIAIS
uone[suel) ‘ANSIOAIP
J0IOP[IOM pUB
diysiopes] asearou]

doueuiojrad
surjaseq [e
-UoNeZIuE3IO SSIS
-Se 0} SQINSLAW
uodn-paaige

sasn nq ‘spasul
[euoneziuegio
-enur

JO Judwssasse
JO91Ip OU SI AT,
+-

Judwssasse-axd
ou Jnq AIMNO
[euoneziuesio
Jo oouepoduur
SoZpaymowOy
"ejep pagnens
y3noxyy smyejs
JUOLIND SSASSY

+/—

sdryszomred
mmny 1o

oIBd S[EnpIAIpUL
sousnpjur

Jje) seruage
Toylo Ajnuopy
soIn

-seowr doueuIojId
UOALIP-OWIOdINO
Ut paynuopt

sde3 y3noxyp
Arunuuods ay) Jo
Spaou oZIuZ009Y
+

SpPaoU AJUNUIIOd
ssaIppe

Aprordxa jou seop
I ‘Juowadeuewn
93ueyo U0 pasndoy
st werdoid oy sy

uo SuLIRIUD
“uowRINSBIW
ysnoiyy

uononpar Ajredsip uo
sosnooy dewpeor oy,
(wmniog Ayeng) euon
-eN) (SN) »Anbg
WPedH 10§ S.] In0J
ay ], Juowdooreg
sonuredsiq
Suneurug

pue Ayinbg

esH Sunowoig

Joy dewpeoy v

1y Senmbaur uo pasno
-0 109lo1d & Sunuow
-o[dun pue Suwofe)
‘ur-Anq diysiopes|
Sunmoas ‘sded jo uon
-eOYNUOPI sapnjoul
Jet]) JuSWRSEUR
o3ueyd 10J [opow
101103 dojs-g oy

uo J[Ing SI [Opow Y],
(Sn)

sureidoiq diysiopea
sanuedsiq

v.mmmooa
_mcoumﬁcmwmo [TeIoA0
oy Je 3urjoo ueyy
Joyjel SUONUIAIONUL
10J seare

do1) sesodoid [opowr
SIY) ‘SSIoMOUUIRIY
IOYI0 WO JUSILI
‘Koudjaduioo

[eIm[no [eoruI|d

pue ‘[eimonns
‘[euonezIue3Io
:uonoe 10y

SBOIR QOIU) SISSAIPpE
Slomawey oy
(SN «sontredsiq
20npay 0}
douvjedwo)) [ermn)
JO Spomaurel]
[eonoeld v

[949] [enplAIpuU]

[9A9] uonezIuE3IQ

JX3)U0) Juuf

1X9JU0d 1IN

saanseaw SaInseaw

JuIn JIA0 UONN[OAD ddueurioyRd ddueurioyd
pue Liqeure)sng judned [euonezIULSIQ)
Ly, SwIoNNQ

uoneyuIUR[dw pue UONB[SURL], :$SI0IJ

SUORIPU0d

[euonezIues.I0 SuNSIXa-d1d :)XNUo))

suondrsap
310YS :I0MIUIRI]

(Panuyuo2) g 8|qoL



JGIM

Spitzer-Shohat and Chin: The “Waze” of Inequity Reduction Frameworks

610

(ebod 3xau uo panmuuod)

doudradxo
pue $sa00e

[[oMm se s1o3euewr
Jes surjjuoyy pue
S[ppI Jo os[e nq

drysiopes] Joruoes

JO je1p A[UO J0U

‘Aynbo y1oddns o3
uonoe s drysiopes|
se [[om se poddns

JjeIs deAnow
pue yoddns
0] SIoSeuewr
oulf pue

Jers Sururen
90103 10M A}
Jo peay Sururejurewn

SIOp[OYaYe)s [890]
WO 90UL)SISSE

) Sunesuwr 9[IyM
‘saokordwo SHN
10} ‘UONBUIWLIOSIP

JO 931) ‘SHUSUWIUOIIAUD

Suppiom

I10p0q oprroxd se [jom

SE SoNIUNUIWOoD [90]
1oy opraoid Koy
SOOIAIRS A} dA0xduul
0} suoneziuegio
JSISSE 0} WIR)SAS Y
(sda1

sjuaned se [jom se pue ‘Sururen S[ppIW JO 901 K)ISIOAIP YIM S)SaIul -AIdS YI[EeSH [euon
SO0 ey KYISIOAIP JJeIS oY) 0} saje[oy Jgers Sursearouy [e90] Ajnuop] -eN) :(3IN) weIsAs
— + + — + + + A1arpg Ambg
(1oded ayyp
HD | m.mmEmE:tma
Arunuiuod Jo juswt
-dojoasp pue ‘wsioel
[euonMNSUI ISBAID
-op ‘(HAS) WIESH JO
SIUBUIULIONO(] [BIO0S
SSQIppe 0} SAI3Aens
'snje)s sdiysuonefar Juazoyip Surkojdop
JTWOUO0ID-010S juaned—apraoid QIMoNIs 9OUBUISA0T
pue ‘1opud ‘doer pue ‘suejd oouemsul € JO JUOWSI[qeISd
Se [ons sanquye ‘aoeds TeorsAyd ‘Koud o139)ens
yuaned JuIJIp ul Soserq [ernonns e se ymba :opnjour
Sunedoi3de Surssarppe Ambo uo SUTeWop JAL Y],
yoeoxdde S[OAQ] [[& e Fururen ‘uononpal Ajredsip
dn—wopoq pers Spom Knba SONIUNUILIOD Suradmyoe 10j BoIR
pue uonedynens Jers )[eaYy pIemIo] 0} Surpunoxms SnooJ s uonezIuesIo
Surpnout yoddns jo saSem Q0PIUII0D FULIAA)S uo HAS aredy[eay Sururpno
soyoeoidde SoINSedW  PIseaIdul y3noIyy & JuIysIjqe:so Jo joedwur JopIm  SJUSWIS[O 9ATJ JO JAS
JUSWIAINSEAW [euoneziuegio sonrunizoddo se [[om se diysiopes] Y} OS[e INq SPaU :(quowooxduy
JUQIOHIP s)se3Sns J[qssod 03 JIWIOU0I9 JO JuounIUIWod yeay oyy A[uo dIedY[BSY 10} ANy
SHOMAWEL) QU] UOPE[AI OU SI I  J19J39q JO UOISIAOI] Surmoos uo Sursnoo,g jou Surpuejsiopuny  -psu) (Sn) xAnbg
- + - -+ - + + el SuIAdIRY
¢p HOTIONPOT Sur
-AQIUO® 10} SUOTUOA
-19yur JuowAoduur
Ayrenb Suikojdwo
pue ‘saInsedwt
doueuIojiad
uodn-paaide ysnoxy
sde3 jo uoneoynuapt

$9.INSBIW S9.INSBIW

W) JI9A0 UONN[OAD dqueurioyRd dueurioyd [9Ad]
pue Aijiqeure)sng juned [euoneziuesiQ [9A3] [enpIAlpu] juunaedaq [9A3] uoneziuesiQ JXd)u0d JINQ

SuonIpuod suondrsap
iy, sawodNQO uoneyuUR[dwI pue UONE[SULI], :$SII01J [euUoneZIUE3.I0 SUNSIX-AI] :)XNU0D) 310YS DIOMIW LI ]

(PaNnuYUOD) g 8jqPL



611

The “Waze” of Inequity Reduction Frameworks

Spitzer-Shohat and Chin

JGIM

(ebod 1xau uo panunuod)

Aoueyoadxa

911 Suraoxduur

ur oAlenIul

«dep o asop),,
a1 Jo [eo3 A

0) [e1oUd3 Ul 9ye[dx
op Inq ‘UdAIS a1
SOINSEOW AWI09INO
ofgroads oN

sookordurd

[Te 1oy Sururen
9ou3adwod [eIMNd
pue ‘pgess [euwiSuoqy
Jo Suuy ‘diysiopes|
Sumuren pue
SuneuJisop sopnjour
jerp uerd aouojodwod
[eImno [euwISLoqy
ue Surdojoadq

- - +

SOJIAIOS UOIS
-1a01d o3en3ue| pue
Q0I0JS[IOM Sururen) SB
yons sa13eyens [9A9]
-010BW FUISSAIPpE

sdryszouyred
Aunuuwods pue
JUIUSSISSL-J[OS

y3noIy) sIownsuod
[euISoqy

0} SOJIAIAS

papraoxd jo 13

A} JO JUSWISSISSY

- +

juswdo[oAap 10j pamnbar
sooInosa1 pue sypoddns [euoneziuedio

*SUOIJEOTUNUILOD
pue oFeun orqnd
pue ‘uowdo[odp

9010 }10M

‘s901A10s 9oud)dwoo

e no ‘sdrysiomred
pue juowaFeIuo
‘SSQUIATIOJJ
[euoneziuesio

'SedIe Snooj

QATJ Sy JI0MIWEI}
Y} “2ApenIul
JjuowuIoAos  den
34} 801D, 94 JO Med
(ymsuy ererey))
(V) Jomawer]
doudjeduwio))

[eIyn)) [eUISoqy
«c(OIA EoH)
'ssad01d Suruuerd
puE UOLBUIPIOOI
o1391e1S ®B

y3no1y) suoneziuesio
yoddns pue oping

0} wre sprepuejs ayJ,

"Kyayes pue Aenb jo

sanssI ur ddueuLojrad

suoneziuesio
dredy[edy

oaoxduir 0} saInseauwr
Aoy pue spiepuejs
peoIq XIS sdje[nonIe
SHomawey YL
(BLIOIJIA SIDIAIRS

SOLIOW SWO)NO pakordwe Jjers uonejuswdur Sururuexo ‘sIOpjoYdNe)s JUBAJ[AI [[& UBWN pue sy
[eourpo ou pue pauren jjeys opmm-uoneziuedio  jo uonejudsaidar yym Juruueld e 10y [0 Jo yuaunredoq o)
nq passaIppe si JO Ioquinu opnjour U0 SOSNO0J SO0 Yi[edH Jo juounreda( oY) ‘SpIepuels (V) Jromower]
uonOBISHES JUSneJ sonseow o1j10adg SHoMaWRL) Ay, oY) uI APOSIIP PISSAIPPE J0U YA ssouaAIsuodsoy
— - + — - + —/+ — MQHEEU
Sad—-
mE@ 'sdnoi3
paSejueApesIp
Suissaippe
0102 10V Aienbg
o Jo syuowaInbar

Saanseaw Saanseaw

Juwir) JIA0 UONN[0Ad dduewrio)1d duewrioy1d [PA9]
pue A)jiqeure)sng juaneq [euoneziue3iQ [9AJ] [enpIAIpuy ywunaeda(q [9A9] uoneziue3iQ JX9)U0d Juu] JX9)u0d IYNQ

SUONIPU0d suondisap
uuy, souwodnQ uopejuUR[dwI pue UOPB[SUBL], :SSII0IJ [euoneZIUESI0 SUNSIXI-AIJ :)XI)U0)) 1I0YS I0OMIUWICI]

(PenuKUOD) °Z 8|qP]



JGIM

Spitzer-Shohat and Chin: The “Waze” of Inequity Reduction Frameworks

612

(ebod pxau uo panuuod)

pue ‘[enuasss e
own) I9A0 UOLBN[BAD
pue Jurioyuowr 0} FuIp10208
snonupuo)  SAWONNO [BdIUI]D)

+ +

soInsedw
paurgopaid

pue
JUOWIOAJOAUT JO
S[QAQ] [ENURIAYIP
0} SSOUIEMY/

+

[oA9]
douaredwos Jeimno
s.Jjeis Suneneaq

wosAs © Ul A)ATIOR JO [9AJ] AU} UO Paseq

93ned doudjedwiod [eIM[NO oY) SUISN JUSWISSISSE 0) JTOMIWET]
O} UI 90UQIOJAI ST 0107} JOX "USAIS dIe soImnseaw Jofdxe oN

"saInseawt
ouwooINo

[eorur]o 03
Q0UDIQJAT JBI[O ON

SI9IUNOJUL juaned
[enprarpur ysnoxy
uIes] Jeis ey
Joyjer inq Sururen
[e10ud3 ou 2q
PINOYS 2197} Jey)
Saje)s [opou Ay

soj01 Ay AJnuapr
0) sweidoxd

10 [[e0 S20p
SHoMOWR) Oy,
—/+

10J QONIUIIOD
Surooys e Sunurodde
‘{Korod pue

UOISSTW JO UOT)BAID)
+

SIOIAISS

deudoidde 0] AoeooApe pue SoJIAIOS

Jo uorstaoxd ur ANIQIxyJ ‘uoneziuedio
oy JO AIMND A} SNSIOA SIUI[O

Jo a1xmnd 9y} Jo Surpueisiopun Ay se
ons S[[D[S Pue ‘SSOUAIBME ‘OFPI[MOUY St
[[oM Se ‘Je)S 9SIOAIP JO UOLULIOI opn[oul
3soy [, ‘Amud judjedwiod Aj[euoneziuesio
Ue JO SONSLIvOBIRYD AU} e

Jeym IOYjel Jnq ‘popasu dJe SUOLOL Jeym
10 MOU 9qLIOSIP JOU S0P SHoMOUIR) T,

SOATIRIIUL [B)I100S
108re] ur uonedronied
pue ‘diysiopes] jo
J[0I dY) ‘IS ISIDAIP
Jo juswkordurd

se yons Aorjod
FurssaIppe [9A9]
[euonezIuegio oroewl
9y} UO SI SNO0J dY L,
+

doudjaduwiod
[eamyno Jo
JUOWISSOSSE- J[OS spoau  syuoned
[euoneziueSiQ JO JUOWISSasSy
—/+ +
SOJIAIOS spaou

Jo uorsiaoxd yeay orqnd
JI0J S90INOSAI JO Juowssosse
Jo Anpiqereay Joud oN

+ —

soAneyuasardar
Aunuwod
ysnoiyp
suondumsse
[e1ouos Sunyew
uey Joyper juaned
[ENPIAIPUL 9} JB
Fun{oo[ SPHOMJT]
soned uo
uIsnooy xa3u0d
[euonjeziue3io
I0JNO SSAIppe

spIepue)s oy,
+

((SN) ssuoneziuesio
QIedY)[BAY Ul
doudjedwo) ermn)
10J ylomdwel] v

o SOO1

-A10s Sunoedur juowr
-UOIIAUD N0 9}

0} SI9JOI YOoIyMm W)
-SAS JXJu0d dY) pue
‘wdsAs-qns 1apraoid
[enpIAIpUl pue
‘QOIAIDS ‘UONBZIUBTIO
o) sopnjour Yorym
wo)sAs 1apraoid

o “WoISAS JUDI[O AP
:901AI9S JO uoisiaoxd
1oedwr pue sojox
JARY JRy) SANHUD
Jofew oy} sassaIppe
SpHomawey Ay |,
(SN +Sumoes yeoH
Jqng Ul SAOIAIOS
weedwo) Ajermn)
Jo uoisiaoig

Y} 10] YI0MIWEL]
remdaouo)
(srendsoy Sunowoi
esH) (, "uonowolg
pue ‘uonedonieg
‘re) Jo Aupend)
‘§5000Y ‘Ao1[0d

uo SuIsnooj spIepuejs
proIq G JO SISISU0d
SpomidN [endsoy
Sunowoid Yeoy
oy ur pojuowojduur
pue padojaaeg
(srendsoq
Sunowoid yieay)
(na)

«+Sprepuels Ambg
(oymynsuy

e[aIey]) . 'SI0JedIpul
[T pue Spiepue)s §
JO 195 ® ySnoxy
pajuowdrdun A3y ],

saanseaw SaInseIw
W) JIA0 UOPN[OAd Jdueurioyd Jdueurioyd [9A9]

pue iiqeure)sng judned [euoneziuediQ [9AJ] [enpIAIpU juounaedaq [9A9] uoneziuesIO IX9)U0d Juuy 1X9)U0d IINQO

SuOnIPU0d

ui, sauwodnQ uopeyudMR[dwWI pue UOHE[SURL], SSII0IJ [euopeziuedao SunsIxa-dig :)X)uo)

LuondrLsap
310YS DIOMIWEL ]

(panuyuoo) g 8|qo]



613

The “Waze” of Inequity Reduction Frameworks

Spitzer-Shohat and Chin

JGIM

(ebod pxou uo panunuod)

uonoejsnes

yuaned Surpnyour
soaw Ayrend)

- +

Suruonouny
pasearour se yons
SOINSLAW [BIOUSD)

- +

a1eo juajeduoo
A[rexmno Jurpraoxd
10§ Sururen pue
uoneInpa panunuod
Aq pajuowd[dwod
9q pnoys

KJISIOATP 0IOJSHOM
JO JUSWISSasSSy
—/+

o3ueyo

Se [ons S[[o[S pue

o8pajmouy| papasu
Surpnjour 10910 seaIe
ANISIOAI(T JoTyD JO uonejdepe SNO0J 931 Y} 0)

g101 oy Ayoygroads
ul SSaIppy
—+

reyusuntedop uo
[1e1op y1o1jdxo oN

Surproooe sassaoo1d
o3ueyo oroewr o316
+

uonowoid yyeay

Juajedwos Ajpermno

se yons saonoeld jo

uonejuowddur pue

Sururen Aousyodwod

[eIM[NO ‘9dUBPIOIUOD

juoned—gjers

oroxduwir 0} ANSIOAIP

Jye1s Suisearou|

- - +

Sururen

pue ‘uonuojar jjejs
‘0dD jo yuounurodde
Surpnjour JuSWSSIsSL
pue ‘uonejuswoduwr
‘Suruuerd

ookordurd s1o8euewr
[enprAIpuI oY} juounredsp jo
0} uoneziuedIo Ay} soniiqisuodsar

JO UONEIIUNUIIOD pue

uonoejsnes
Siuoned se

[[om Se e1ep TV

0} Surpiodoe

spaau Juaned

JO JuUowWISSassy

- +

SIo[eaY JeuonIpern
Surkmuopy
- I+

Q211 Y, "dATRHIUL
uononpar Ajredsip
yuowoadwr 0 spend
-soy 10J [00} [eonoeld
© Se pausdIsop pom
-owely doys-oaryy v
(uoneroossy [endsoy
uedLRWY) :(SM)
41D Jo Ambg

g SOUIOMNNO [IOY
voow UM UONBIOOSSE
dy) pue IOIABYDQ
juoned pue [esturd
Surdueyd uo 109§
TI9Y) PUB “0}0 ‘SIOPBI|
[euonipen yim
UOIRUIPIOOD ‘Fururen
pue uonuI
JUSUDINIOAT JJBIS
901A10S J0jaxdIoyuT

se yons sanbruyod)
Kouajodwod

[eINND JUSIPIP 6
SOSSAIppE [9pow Ay,
(sP91A10S UBWINY pue
Ieoy Jo juouniedoq
SN “Aneng

pue [o183sY 218D
)[eaH 10J Aouady)
(SN

+Jopow [emydoouoo
pue MoIAI

v ¢sonuedsip pesy
JIUYIO pUB [BIORI
donpai1 Aoudjedwod
[eIm[no ue)

pp UOLEN[EAD

pue uerd or3ajens

© ‘UOISSIW pue

UOISIA ‘QOURUIOAOS JO
uoneaId ayy ysnoiyy
SI91) [RUONRZIULTIO
ITe ojur oouoyadwod
[eInno jo uonerdour
uo suoneziuesgio
opmn3 o3 syHomowe
© SOpIAOI]

saanseaw
duewrio)d
juned

Il JIA0 UOHN[OAD
pue Aiiqeure)sng

SaAnseaw
Jduewrio)rd
[euopezIiuediQ

PAJ]

[9A9] [enpIAIpuU] juounaeda(q [9A9] uonezIuEL3IQ

IX9)U0) Jduu| JX9)U0d 1YNQ

oun,

sawodNQ

uoneyudUR[dWI pue UOPE[SULL], :SSII0IJ

SUONIPU0D
[euonezIUESI0 FUNSIXI-AIJ )XPUOD)

<uondrsap
3I0YS IOMIW LI

(PanuyuO2) °Z 8|qpL



614 Spitzer-Shohat and Chin: The “Waze” of Inequity Reduction Frameworks JGIM

ncluded organization-wide training on cultural competence,
leadership buy-in, and increasing workforce diversity. How-
ever, these guidelines do not specifically guide the tasks and
skills required for successfully implementing the initiative
throughout the differential intra-organizational departments.
For example, the CLAS standard 9 states that an organization
needs to: “Establish culturally and linguistically appropriate
goals, policies and management accountability, and infuse
them throughout the organization’s planning and operations.”
However, it is not clear what are the specific processes and
skills required for “infusing” equity, leaving the healthcare
organization to interpret and devise the strategy on its own.

The Roadmap to Reduce Disparities model differs in its
approach by creating a menu of intervention options based on
analysis of six levels of influence, including provider, micro-
system, and organization. This model offers change directives,
not only on the macro but also on the meso and micro levels
through initiatives such as team restructuring or tailored indi-
vidual training. The menu of possibilities, rather than neces-
sarily a whole-system approach, allows organizations to
choose the extent of change they would like to implement,
i.e., whether it be in a specific area of care or the organization
at large. However, the translation process for implementing
equity throughout the organization both across and within
different departments is not addressed in detail.

Some reviewed models address the implementation process
within specific micro-level employee groups. For example, the
CLAS Standards refer specifically to the training of translators,
the Equity Standards call for tailored clinical staff training around
patient encounters, and the Achieving Health Equity framework
calls for increased wages of support staff residing in surrounding
disadvantaged communities. None of the frameworks or models
address implementation at the meso department level. However,
the Equality Delivery System model of the UK National Health
Service, as well as the Disparities Leadership Program in the US,
address the role of middle managers in supporting and motivat-
ing staff who are implementing equity-focused efforts.

Sustainability and
evolution over time

Time

Patient
performance
measures

Outcomes
Organizational
performance
measures

management and

Individual level
innovation

Department

Table 2. (continued)
level

Process: Translation and implementation

Organization level

Outcomes

Frameworks addressed clinical and patient experience perfor-
mance measures but not measures of organizational culture or
structure. Most models reference quality improvement equity-
focused score cards, letting the organization decide which
quality measures to evaluate. The Achieving Health Equity
framework suggests measuring performance for individual
sociodemographic attributes (e.g., black, female, low-in-
come), combining the individual measurements into a sum-
mary index, and then comparing the index to the best health
level among all groups as the reference.*®

Inner context

Context: Pre-existing organizational

conditions
Outer context

Time

Only three of the models address sustainability. The CLAS
standards iterate the importance of continuously communicating
achievements to relevant stakeholders as a broad and general

*Frameworks reviewed with authors; ranking: —, no action point; +/—, partial address; +, addresses the issue

Framework: short
phases include col-
lection of Racial,
Ethnic and Language
preference (REAL)
data, cultural compe-
tence training, and
increasing diversity
in leadership_and
govemamce.47 (WWw.
equityofcare.org)

description*


http://www.equityofcare.org
http://www.equityofcare.org
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guideline on sustainability. The Roadmap to Reduce Disparities
calls for a proactive plan to ensure sustainability. The Frame-
work for Cultural Competence in Health Care Organizations
states the importance of continued monitoring, evaluation, and
training of staff.

DISCUSSION

Overall, we found that current equity intervention frameworks
do not fully address key issues relevant to successful imple-
mentation of organizational change. Existing models focus on
assessing the outer organizational context mainly through
analyzing racial and ethnic data and interacting with commu-
nity representatives, implementing macro-level change pro-
cesses such as cultural competence training of staff and in-
creasing workforce diversity, and assessing patient outcomes.

Organizational theories stress the need for elasticity in the
shape and pace of change.>* Assessment of the inner organiza-
tional context is needed to recognize possible barriers for im-
plementation. Evaluation needs to include readiness for change
of the organization, work group, and individuals,'? *° as resis-
tance of employees can be a critical driver of failure.” In their
systematic review of cultural competence and improved patient
outcomes, Truong and colleagues (2014) noted not only the
sparse success of isolated cultural competence—based initiatives
in impacting patient outcomes, but also the effect of organiza-
tional inner context on hindering implementation of these pro-
grams.”® Cultural competency training generally needs to be
integrated with structural organizational change interventions to
improve clinical performance measures. Additionally, to be
most effective, organizations should engage in difficult discus-
sions about how structural and institutional racism impacts their
daily processes.”’ Structural racism, such as residential segre-
gation or care systems designed to preferentially attract affluent
patients, systematically shapes healthcare access, utilization,
and quality for racial and ethnic minority patients.”®

The focus of existing frameworks on macro-level organiza-
tional implementation processes poses another challenge and
area for improvement. Current guidelines are general and
overarching, leaving the process of intra-organizational trans-
lation, adaptation, and implementation across different depart-
ment and staff levels a black box for organizations to decipher.
Middle managers entrusted with driving change and imple-
mentation often lack the knowledge and skills to effectively
translate change processes.>® °° Parand and colleagues (2010)
compared the perceptions of frontline and managerial staff on
the factors important for successful implementation of a qual-
ity improvement initiative focused on quality and safety. They
found that managers viewed learning sessions and training
events to be the most important factors of the program, while
frontline staff considered clinical and administrative systems
and management support to be central to success.”” These
findings highlight the complementary needs of managers and
frontline staff. Managers seek training that would expand their

knowledge and equip them with tangible skills for translating
equity-focused organizational change to everyday work pro-
cesses. Staff require a clear understanding of tasks required
and organizational support systems to implement the initiative.

Studies detailing the implementation and evaluation of the
CLAS framework, for example, have noted that most organ-
izations implement the Standards partially.® " %> Weech-
Maldonado and colleagues (2012) found that hospitals that
adopted the CLAS Standards focused mainly on retaining
translators and adapting culturally and language-appropriate
materials.®® The standards pertaining to communication and
language assistance are clear with specific change tasks, while
other CLAS Standards are ambiguous. Ogbolu and Fitzpatrick
(2015) argue that the sluggish adoption of the Standards stems
from the difficulties of translating the Standards into policies
and clinical practice across different healthcare settings.”

Finally, most existing equity frameworks do not adequately
address sustainability and institutionalization of equity-
focused change efforts. Sustainability will not occur without
a conscious effort, addressing factors such as what values the
organization truly prioritizes and how to create the business
case for equity.’” ® Intervention practices and procedures are
frequently abandoned due to “initiative decay” as organiza-
tional resources are diverted to other areas.”’ Guidelines on
institutionalization of equity-focused change initiatives need
to include specific strategies for rollout, diffusion, and
sustainability.®’

LIMITATIONS

Our review did not include every patient term for social risk
(e.g., migrant, refugee, and underserved) to the search filter for
systematic reviews, and thus some equity frameworks may
have been excluded. However, it is unlikely that the overall
findings would be significantly different as this paper reviews
models from multiple healthcare systems, countries, and con-
texts. Additionally, we may have misinterpreted or misclassi-
fied the frameworks and models. However, we were able to
confirm the interpretations with authors of most of the models.

CONCLUSIONS

Existing inequity reduction frameworks and models lack im-
portant guidance to organizations for the practical implemen-
tation of change efforts, tending to focus on broad 30,000-foot
statements. Several clear recommendations for improving fu-
ture frameworks can be posited. First, frameworks should
include guidelines on assessment of inner organizational con-
text parameters, such as readiness for change and institutional
racism, prior to implementation of change initiatives. Second,
organizations require specific guidance on how to implement
equity within and across all organizational levels. To effec-
tively crack the black box of implementation, the trickle-down
and translation of macro-level policies into the day-to-day
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action of frontline staff must be clear. Management personnel
should receive training in “Translational Management,” where
they learn how to contextualize and implement equity in their
specific departments. Finally, guidelines and strategies focus-
ing on institutionalization and sustainability are crucial, con-
sidering competing organizational interests and changing
environments. Providing organizations clear, effective, and
concrete guidance on how to implement equity interventions
has great potential for improving health equity.
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