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76X - Integrating Health Equity 
Into Quality Management

Disclosure of Relevant
Financial Relationships
• The following faculty of this continuing 

education activity have no relevant financial 
relationships with commercial interests to 
disclose:
– Richard G. Greenhill 

– Knitasha V. Washington
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Faculty

• Richard G. Greenhill, DHA, CPHQ FACHE
– Assistant Director | Assistant Professor

– Texas Tech University Health Sciences Center

• Knitasha V. Washington, DHA, FACHE
– President & CEO 

– ATWHealth Solutions

Learning Objectives
• Discuss the leadership imperative to support 

legislation and policy that address equity as a 
primary strategy of quality improvement and 
safety.

• Describe the steps to integrate health equity 
into the quality management systems of 
measurement and improvement.
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Agenda
• Review policy and operational trends in 

health equity

• Discuss alignment of health equity 
leveraging quality management

• Fireside chat on some key pointers for 
integrating sustainable health equity 
leveraging quality management

Health Equity Policy

6
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Addressing Health Inequities and Disparities: National 
Enlightenment

7

An awareness of social and systemic conditions 
that give rise to health disparities
An awareness of social and systemic conditions 
that give rise to health disparities

Series of Executive Orders, policies and legislation 
addressing disparities and promoting Equity
Series of Executive Orders, policies and legislation 
addressing disparities and promoting Equity

Addressing Health Inequities and Disparities: National 
Enlightenment

8

TitlePolicy

Advancing Racial Equity and Support for Underserved 
Communities Through the Federal Government

Executive Order 
13985

Advancing Equity, Justice and Opportunity for Asian 
Americans, Native Hawaiians and Pacific Islanders

Executive Order 
14031

Ensuring and Equitable Pandemic Response and 
Recovery

Executive Order 
13995

U.S. Department of Health and Human Services 
(HHS) Equity Plan

Strategic Plan

Centers for Medicare & Medicaid Services (CMS) 
Framework for Health Equity 2022- 2032

Strategic Plan
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Addressing Health Inequities and Disparities: National 
Enlightenment

9

Addressing Health Inequities and Disparities: National 
Enlightenment

Joint Commission: National Patient Safety Requirements to Reduce 
Health Care Disparities

Effective January 1, 2023, new 
and revised requirements to 
reduce health care disparities will 
apply to organizations in the Joint 
Commission’s ambulatory health 
care, behavioral health care and 
human services, critical access 
hospital, and hospital 
accreditation programs. 
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Leadership

Addressing Social Needs

Stratification of Quality and Safety Outcomes Data

Written Plan

Demonstrated Action

Medical Records Data

Dissemination and Sharing with Stakeholders

9

10



6

Health Inequities and Disparities: Application of 
Performance Improvement and High Reliability

Hospital 
B

Hospital 
AAverageRandom Sample Survey

83%59%76%
% of respondents either strongly agree or agree that diverse 
patient voices (e.g., race, ethnicity, age, gender identity, 
sexual orientation, disability) are included in patient 
engagement efforts

87%68%77%
% of respondents either strongly agree or agree that
including equity, diversity and inclusion in our improvement 
efforts positively impacts our organizational quality and 
safety

83%86%88%% of respondents either strongly agree or agree that equity or 
the elimination of disparities is considered in all 
organizational quality and safety improvement efforts

26%

31%

31%

36%

38%

40%

45%

48%

55%

60%

0% 20% 40% 60% 80% 100%

Roll up of all Equity questions in IPIA

U.S. Health Equity Status
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In states where data are available, Black people and AIAN people are more likely than 
white people to die early in life from conditions that are treatable with timely access to 
high-quality health care.

13

0

50

100

150

200
Black White AIAN

Notes: States arranged in rank order based on highest rate in each state. Missing dots for a particular group indicate that there are insufficient data for that state. Data for AANHPI and Latinx/Hispanic 
populations available in online exhibit and state profile documents. AIAN = American Indian/Alaska Native.

Data: CDC, 2018 and 2019 National Vital Statistics System (NVSS), All-County Micro Data, Restricted Use Files.

Mortality amenable to health care, deaths per 100,000 population, by state and race/ethnicity

14

Notes: Missing dots for a particular group indicate that there are insufficient data for that state. AANHPI = Asian American, Native Hawaiian, and Pacific Islander; 
AIAN = American Indian/Alaska Native.

Data: CDC, 2018 and 2019 National Vital Statistics System (NVSS).

Diabetes-related age-adjusted deaths per 100,000 population, by state and race/ethnicity Dots represent states

In nearly all the states where data are available, Black people and AIAN people are more likely 
than AANHPI, Latinx/Hispanic, and white people to die from complications of diabetes.
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Notes: States arranged in rank order based on highest rate in each state. Missing dots for a particular group indicates that there are insufficient data for that state. Data for AIAN, AANHPI and 
Latinx/Hispanic populations available in online exhibit and state profile documents.

Data: CDC, 2018 and 2019 National Vital Statistics System (NVSS).

Black women are more likely than white women to be diagnosed with breast cancer at 
later stages and to die, even though the disease is often considered treatable when 
detected early.

Breast cancer age-adjusted deaths per 100,000 female population, by state and race/ethnicity

16

Although the ACA’s coverage expansion improved inequities, state uninsured rates are 
generally higher and more variable for Black, Latinx/Hispanic, and AIAN adults compared 
to AANHPI and white adults.

Notes: Missing dots for a particular group indicate that there are insufficient data for that state. AANHPI = Asian American, Native Hawaiian, and Pacific Islander; 
AIAN = American Indian/Alaska Native. ACA = Affordable Care Act.

Data: American Community Survey Public Use Micro Sample (ACS-PUMS) 2019 1-year file.

Percent of adults ages 19–64 who are uninsured, by state and race/ethnicity Dots represent states
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17

White people are less likely than other population groups to face cost-related barriers 
in most states.

Notes: Missing dots for a particular group indicate that there are insufficient data for that state. AANHPI = Asian American, Native Hawaiian, and Pacific Islander; 
AIAN = American Indian/Alaska Native.

Data: Behavioral Risk Factor Surveillance System (BRFSS), 2019–20.

Percent of adults age 18 and older who went without care because of cost in the past 
year, by state and race/ethnicity

Dots represent states

Black Medicare beneficiaries are more likely than white beneficiaries to be admitted to a hospital or to 
seek care in an emergency department for conditions typically manageable through good primary care.

• Notes: Dots represent states. Missing dots for a particular group indicates that there are insufficient data for that state. Race data only available for Black and white populations—ethnicity is unknown.

• Data: Centers for Medicare and Medicaid Services, 2019 Limited Data Set (LDS) 5% sample. Analysis by Westat.

Admissions for ambulatory care–sensitive conditions, 
per 1,000 Medicare beneficiaries

Avoidable emergency department visits, 
per 1,000 Medicare beneficiaries
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Black, AIAN, and Latinx/Hispanic adults are less likely than AANHPI and white adults to receive an annual 
flu shot.

• Notes: Missing dots for a particular group indicate that there are insufficient data for that state. AANHPI = Asian American, Native Hawaiian, and Pacific Islander; 
AIAN = American Indian/Alaska Native.

• Data: Behavioral Risk Factor Surveillance System (BRFSS), 2019–20.

Percent of adults age 18 and older with a seasonal flu shot in the past year Dots represent states

Current Grade: Equity In US 
Healthcare Delivery
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U.S. Health Quality Status

21

22

Triple Aim Quadruple Aim Quintuple Aim

Evolution of Quality and Equity

2007 2014 2021
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Premium costs are the main reason people give for not buying marketplace 
or individual market coverage or for dropping their coverage.

7%

7%

8%

11%

46%

You were not satisfied with your plan

You didn't think you needed it any longer

Your plan was no longer being offered

You missed the deadline to reenroll

You couldn't afford what you had to pay

Data: Commonwealth Fund Biennial Health Insurance Survey (2022).

BASE: Percentage of adults ages 19–64 who were uninsured at the time of the survey or who 
were insured but had a gap in coverage in the past 12 months, and previously had marketplace 
coverage 

What was the MAIN reason you lost or dropped 
coverage?

7%

7%

7%

9%

63%

You found the enrollment process difficult

You gained coverage through another source

The deductibles and/or copayments were…

You found out you were not eligible to buy a…

The plan was too expensive

BASE: Percentage of adults ages 19–64 who tried to buy a plan in the individual market or 
marketplaces in the past three years but never bought a plan

What was the MAIN reason you did not buy a 
plan?

More than two of five working-age adults are inadequately insured.

Notes: “Insured all year, but underinsured” refers to adults who were insured all year but experienced one of the following: out-of-pocket costs, excluding premiums, equaled 10% or more of household income; out-of-pocket costs, excluding premiums, equaled 5% or more of 
household income if low-income (<200% of poverty); or deductibles equaled 5% or more of household income. “Insured now, with coverage gap” refers to adults who were insured at the time of the survey but were uninsured at any point in the 12 months prior to the survey field 
date. “Uninsured now” refers to adults who reported being uninsured at the time of the survey.

Data: Commonwealth Fund Biennial Health Insurance Survey (2022).

Percentage of adults ages 19–64, by insurance coverage status within the past 12 months

Insured all year, but 
underinsured

23%

Insured now, with 
coverage gap

11%

Uninsured now
9%

Insured all year,
not underinsured

57%
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Up to one-quarter of people with chronic health problems said they had 
not filled a prescription in the past year for their health condition because 
of the cost.

27% 26% 25%
23%

20%
18%

Asthma,
emphysema, or

lung disease

Diabetes Heart failure
or heart attack

Depression,
anxiety, or other

mental health
condition

Hypertension High cholesterol

•  ̂Base: Adults ages 19–64 with a chronic health condition.

• Data: Commonwealth Fund Biennial Health Insurance Survey (2022).

• Percentage of adults ages 19–64 with a chronic health condition who skipped or didn’t fill a prescription in the past year because of the cost^

26

Quality/Processes of Care
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Patient Safety

27

Our Providers

28

27
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Equity

29

Medical Mistrust

Where People Live

Bias in Training of Provider

Bias in Care Delivery

Community Bias/Stigma

Operationalizing Equity via QM

30
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Macro Functions of QMS

31

Quality
Value
Safety 

Patient 
Safety
Patient 
Safety

Risk 
Management

Risk 
Management

AccreditationAccreditation

Performance 
Improvement
Performance 
Improvement

Standards

Ability to Bill

Credibility
No Added Harm

Patient Protection

Change Cycles

Fix & Spread

Risk Response

Just Culture 

Detect

Monitor

Assess

Mitigate

Prevent

Core Constructs & Critical Elements

Adapted from The ASQ QMD/HCD Hospital-Based Healthcare QMS Model 2021

CRITICAL ELEMENTS

31
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Our Framework – Quintuple Aim
Reducing cost 

per capita

Get needed care

Happiness & 
Safety 

Just culture, 
Reduced friction

Care distribution

Operationalize Health Equity 

1. Strategic Priority

2. Choose a Framework/Path

3. Engage Stakeholders

4. Assess & Validate Gaps

5. Implement New Programs & 

Processes

6. Sustain & Continuously Evolve

34
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1. Equity as Strategic Priority

Board and Organizational Commitment

• Integration into core system functions

• Integration into balanced score card

Business 
Processes

Customers Finances
Growth & 
Learning

ORGANIZATIONAL & COMMUNITY OUTCOMES

HEALTH EQUITY

2. Health Equity Frameworks

36

CMS Framework

IHI Framework

Thrive Rural Framework

Communities in Action

AMA Health Equity Guide

Racial Equity & Policy 
Framework

Analysis of racial equity implications of health policy

5 priorities to reduce disparities

Roadmap with 5 components to improve health equity

Asset-based approach to clarify and address factors 
that cause inequity

Delineates the causes of and the solutions to health 
inequities

Focuses on language, narratives, and key terms 
in health equity

35
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3. Voice of the Customer (VOC)

37

• Community and stakeholders as the key drivers of equity discussion & 
processes

• VOC is the process that captures customer insights and information

• Focus Groups

• Surveys

• Town Halls

• Web Data

• Complaint logs

• Process should be proactive and continuous
• Quantified using the Critical to Quality (CTQ) process

• Example VOC - Complaint about time it takes to get an appointment

• Related CTQ – Timeliness (quantifiable and can be manipulated)

4. Equity-based Gap Assessment 

• Levels – What is the current state or level of 

performance?

• Trends – What are the multi-month/year trends?

• Comparisons - Internal & External

 Internal: Self –Intradepartmental, System-level

 External: Benchmarks, Industry Leaders

• Integration – Degree to which results inform 

decisions; Stakeholder needs & expectations 

alignment

38

Socioeconomic status
Trust 
Access
Representation

Quantitative & Qualitative Data

37
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Socio-economic status

• SES is associated with poor 
health across life cycle.
– Material capital

– Human capital

– Social capital

• Fundamental causal factor 
in health

39

Assessment areas: exposure to toxins, cigarette smoke, food access, 
alcohol stores, violent crime

Trust

• Mistrust perpetuates poor 
outcomes
– Breeds misinformation

– Complicates relationships 
between communities & care 
providers

40

Assessment areas: historical experiences [program involvement, health-
related traumas], perceptions and opinions on solutions

39
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Access
• Insured vs noninsured

– Affordable 
– See who they want when they 

want

• Afford items precipitated 
from care delivery
– Pharmacy
– Medical devices
– Advanced treatments etc.

41

Assessment areas: insurance coverage, appointment availability, medication 
affordability, medical devices/equipment 

Representation

• Does health system look 
like the community?
– Cultural competency

– Proper assumptions

– Linked to trust

42

Assessment areas: perception of being understood, perception of being 
valued, perception of community interest being considered in care delivery

41
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4a. Validate Gaps w/ Community

43

Trust

Access Representation

Socioeconomic

Status

5. Implementation & Innovation

44

o Focus on People
o Involves cycles that must

• Be flexible to continuous 
improvement

• Incorporate needs continuously 
changing stakeholder feedback

• Not be seen as permanent with 
project conclusion

• Bridge finite project processes and 
continuous learning

• Gather and absorb lessons learned 
in a dangerous environment

43
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Pilots to Build Trust
Best For – New or controversial 
programs/processes

Strengths
– Helpful with change process and involving 
staff and clinicians 
- Safe experimentation and measure creation

Weaknesses/Considerations – Requires 
changes in behavior that may not be 
permanent; careful planning

Leadership Considerations – Start and stops 
must be clear with results well communicated

6. Ready to Sustain? Checklist…

• The changes have been tested in 
different conditions with different staff, 
each providing feedback on 
performance.

• The necessary infrastructure 
(personnel, supplies, equipment) 
exists to support the project long-term.

• The project has achieved a high level 
of performance for several 
weeks/months, as indicated on run 
charts.

• Measures have been identified to 
monitor performance over time, along 
with responsibility assigned for 
performance measurement and 
reporting.

46
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QI Sustainability Lessons
o Importance of PAUSING post event
o Listen to staff & clinicians on

- How the change impacts their 
workflows

- How the change impacts them 
personally

- How the change impacts their 
interprofessional relationships

- What they would do to make the 
change better

- What it would take for them to stick 
with the change

47

Fireside Chat
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Richard G. Greenhill, DHA, CPHQ FACHE

Richard G. Greenhill, DHA, CPHQ, FACHE, 
is internationally recognized for his work and 
expertise in healthcare quality. His ongoing 
research involves health equity, AI uses in 
healthcare delivery, and ethical use of AI. 
Greenhill is an honorably retired U.S. Navy 
veteran with deep experience in strategy 
and international health.
He holds several industry and board 
certifications that highlight his commitment 
to excellence and lifelong learning. Greenhill 
is an International Society for Quality in 
Healthcare Expert and World Health 
Organization subject matter expert for 
hospital resilience.
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Knitasha V. Washington, DHA, FACHE
Knitasha Washington is a prominent figure in healthcare 
transformation serving in the capacity of thought leader, advocate, 
researcher and performance improvement expert working with 
healthcare systems, U.S. government agencies and numerous 
policymaker groups to ensure that patient-centered and equitable 
approaches are at the heart of healthcare redesign and quality 
improvement efforts. Dr. Washington founded and serves as 
president/CEO of ATW Health Solutions, a management advisory and 
research firm based in Chicago. She also serves as board member for 
the National Quality Forum in Washington, D.C. With more than 20 
years’ experience in healthcare serving primarily as a consultant, Dr. 
Washington brings a multidimensional talent focused primarily in the 
areas of systems performance improvement, operations efficiency, 
hospital turnaround, patient safety, patient and family engagement, 
quality improvement and health equity. Today, she serves in multiple 
roles driving change and innovation nationally and locally. She is 
credited for being a key thought leader in the alignment of equity with 
her work on the Partnership for Patients Campaign and as a contributor 
to Safety Across the Board and development of the Integrated PFE 
Index. Dr. Washington has worked as a lead contributor to the work of 
the CMS Hospital Improvement and Innovations Network and 
Transforming Clinical Practice Initiative.
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Evaluate This Session
• Download the ACHE 

365 mobile app

• Select Congress

• Go to My Schedule

• Find your session and 
click arrow at right

• Click Evaluate 
Session icon
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