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Health equity, like safety, is everybody’s work.



H E A LT H  E Q U I T Y

Health equity, like safety, is everybody’s work.







1. Universal Question(s)

2. Health Equity/DEI Checklist

+

Standardize Questions, not Solutions



Health Equity Integration Project

1. Could specific groups of patients, families, and employees be affected 
differently by _____________?

2. If so, how?

3. What are the right questions for us to ask when working on 
__________  to find and describe such differences?

4. How do we act on what we learn?



Health Equity Integration Project
Clinical Safety

Evidence Based Practice

Patient and Family Experience

Quality Improvement

Performance Improvement

Education



Clinical Safety Activity
Safety event interviews – universal HE question

“We have learned in our work that there are many things that can come into play when 
something unexpected happens, including characteristics of the people involved. For example, 
a person’s background, beliefs, experiences, culture, and other characteristics can affect their 
behavior, and might play a role in an event. This can be true for patients, family members or 
staff.

Because of this, we have begun asking everyone involved whether they think any of the 
following things might have played a role in some way-language, culture, race or ethnicity, 
age, gender, sexual orientation, religion, or any other characteristic of anyone involved. How 
do you think characteristics such as these played a role in this event, if at all?”



• 20 safety events over 30 months

• 101/129 interviews (78%) 
included the HE question

• 58% 1st year, 90% after

Clinical Safety Activity



Studies that inform Clinical Practice Guidelines

Abstraction of data on race/ethnicity

Evidence Based Practice Activity



Evidence Based Practice Activity



NRC Surveys of Families (after every visit)

Free text comments related to HE collected into database

Sent to Office of Equity and Diversity

Patient & Family Engagement Activity



Improvement Academy – Problem Solving Courses

DEI Checklist added to Framework for Problem Solving

Quality Improvement Activity

Framework for Problem Solving:  Asking the right questions 

Focus: Owner: Date: Approved: 
Clarify the Problem:  Critical to understand the problem in order to solve it 

x What is the actual problem? 
x What is the desired state or target condition? 
x What is the current state or condition? 

Describe the gap between the current performance and what you hope to achieve by 
understanding the perspective of all involved in the problem.  Identify one or more key 
measures in order to quantify the gap. 
Tools:  Complete set of Measures, Data Collection, Best Practice, Voice of the Customer 

Develop and Implement Countermeasures:  To focus change efforts on the things 
most likely to yield improvement 

x What changes can we make that will result in improvement? 
x How can we prioritize the ideas? 
x Will the countermeasure address the root cause(s)? 
x Can / should we test it on a small scale? 
x How will we implement? 
x What actions are needed? (what, when, who?) 

Brainstorm system-level ideas and rank by feasibility and reliability.  Recognize the 
alignment between the countermeasure and the performance mode it will address.  Test 
the countermeasures in iterative PDSA cycles.  Consider short term and long term 
countermeasures. Visually display the drivers and countermeasures in a diagram. 
Tools:  Brainstorming, Affinity Diagram, Driver Diagram, PDSA 

Break Down the Problem:  To focus efforts on largest contributor of the problem 
x What factors contribute to the identified gap? 
x What barriers are encountered? 
x Which factors or barriers contribute more than others? 
x What characteristics of the population might relate? 
x What subpopulations are impacted? 
x Which steps in the process are creating waste? 
x Who?  What?  When?  Where?  How much? 

Narrow the problem by identifying and quantifying each factor that contributes.  Focus on 
the problem from a systems perspective.  Go and observe the process, people, and place. 
Tools:  Process Flow Map, Fault Tree, Pareto Diagram 

Check Results and Process:  To determine if the countermeasures were 
implemented as intended and produced the expected results 

x Did the countermeasure lead to improvement? 
x How do we know if it’s normal variation or improvement? 
x How do we confirm that the process is still working? 
x Has the root of the problem been resolved? 
x Are there any new problems/unintended consequences to address? 

Confirm the countermeasure resulted in improvement.  Display data in time series.  
Understand the difference between common cause and special cause variation.   
Tools:  Run Chart, Control Chart, Confirmation Checklist, Rounding to Influence 

Set a Target:  Critical to help the team focus on a reasonable and attainable goal 
x What are we trying to accomplish?  How much?  By when? 
x What drivers are associated with a successful outcome/target? 

Create an aim statement that is specific, measurable, actionable, relevant, and time bound.  
Incorporate the perspective of the patient or customer.  Consider realistic and inspirational 
targets.  Understand the rationale for the target. 
 

Standardize and Follow Up:  To ensure that an improvement has been embedded 
into practice and that any abnormalities are made visible when they occur 

x Why do we need to standardize? 
x Is the Target the new standard? 
x Is it clear when things are normal versus abnormal? 
x How do we ensure sustainable improvement? 
x How can we impact other areas by sharing what we learned? 

Utilize the daily management system to confirm sustainability of the improvement.  
Replicate or spread to other areas.  Share what you learned.  
Tools:  Standard Work, Confirmation Checklist, Confirmation Rounds, Rounding to 
Influence, Leader Standard Work, Huddle Boards, Methods 

Identify Root Cause:  To identify, understand, and prioritize the underlying factor(s) 
that are contributing or causing the gap 

x What happened? 
x Why did it happen? 
x Can the causes be drilled down by asking why 5 times? 
x What factors contribute to the problem more than others? 
x What can be done so it doesn’t happen again? 

Graphically display the factors contributing to the problem.  Look for proximate and root 
causes.  Identify correlations and possible causation. Eliminate unlikely causes.  Observe. 
Tools:  Fishbone Diagram, 5 Whys, Pareto Diagram 
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Requests for Improvement Institute Support

Investigation includes new HE question

Process Improvement Activity



When we look at issues within our work that we hope to 
address, we have begun regularly thinking about how 
diversity and inclusion, disparities, and social 
determinants of health might relate to the issues. Have 
any of those come up in your conversations so far?

Possible responses:

[If “no”] – “No problem – if this project gets assigned to one of our teams, we will be exploring these 
ideas with you as part of our standard work.

[if “yes”] – “What has come up?” (Record answer) “Great. If this project gets assigned to one of our 
teams, we will continue to develop these ideas with you as part of our standard work.”



Gap analysis of nursing education sessions

Form includes new HE question

Education Activity









Enterprise Strategic Planning – 19 strategy teams

Equity, Diversity, and Inclusion (EDI) Checklist for Strategy Teams

Strategic Planning Processes

+







DEI Takeaways presented from each team, including how tactics 
were affected

Strategic Planning Processes

+



Lessons Learned
Advantages to integrated vs add-on HE efforts:

Flexible and adaptable to each team’s work

Processes become standard work

“Owned” by each team/individual

Broader and deeper engagement among staff

Team culture change



Primary Tools… standard questions that we always ask

1. DEI Checklist

2. Universal Question

3. Others can be borrowed or created
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Integrating Health Equity into All We Do

”_________”

HE



Integrating Health Equity into All We Do

Clinical Care

HE



Integrating Health Equity into All We Do

Research

HE



Integrating Health Equity into All We Do

Education

HE



Integrating Health Equity into All We Do

Your Work…

HE



Integrating Health Equity into All We Do

Everyone’s Work

HE



John (JC) Cowden, MD, MPH
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