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WHAT IS THE FOUNDATION?

The Foundation for Healthy Communities is a non-profit corporation that exists to improve health and health care.  In 1996, it started with a new mission--to be an incubator that has the potential to affect people's health beyond the hospital and into New Hampshire communities.  Today, the Foundation is a partnership involving New Hampshire hospitals, health plans, clinicians, home care agencies and many other organizations concerned with the well-being and health of people in our state.  

The Foundation's primary objectives are:

a. To collect, analyze, and evaluate data about health and about the delivery, quality, management and organization of health services; 
b. To promote, sponsor and conduct applied research and scientific investigation relative to quality, health delivery process improvement and health policy; and 
c. To communicate information, sponsor education and training, and facilitate innovation and access for the improvement of health and the creation of healthy communities.
WHAT IS THE MEDICAL INTERPRETATION ADVISORY BOARD (MIAB)?
The Medical Interpretation Advisory Board (MIAB) is a coalition of health care providers, social service agencies, and advocacy organizations whose vision is to increase access to, and the quality of healthcare services for limited English proficient and the deaf and hard of hearing populations in New Hampshire.  The MIAB began in 2001 and now has over 100 members representing more than 40 organizations.  The coalition is funded by the Endowment for Health.  Four subcommittees work to address:  

· improving data collection efforts to identify the need for services, 

· developing the interpreter workforce and the ability of health care providers to work with interpreters,

· raising awareness and conducting education regarding medical interpretation, and

· ensuring the sustainability of medical interpretation by establishing and improving funding for services.
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EXECUTIVE SUMMARY

Healthcare organizations in New Hampshire were invited to participate in a statewide voluntary web-based survey to document what patient data healthcare providers are currently collecting, and the barriers faced to collect this information.  The information gathered in the report is based on 86 responses compiled in April 2006 to provide baseline data on patient race, ethnicity, language, and need for an interpreter data collection efforts.  Also, it was compiled to identify what information and assistance would be most helpful for healthcare providers to improve collection of these specific data points.  Key findings are noted below:
· Most respondents reported that their facilities do collect information about patients’ race and ethnic background, primary language, and interpreter needs.
· Nearly all reported that the information is collected from the patients themselves, either by direct questions (51%) or by asking the patient to complete a form (42%).

· More than two thirds of health provider organizations collect data on the patient’s primary language and whether the patient is deaf or hard of hearing.

· The need for an interpreter is slightly less likely to be collected.

· One quarter of the 16 responding hospitals allow patients to provide more than one answer for race and ethnicity questions.  In contrast, 56.25% of the 16 responding community health centers allow for more than one answer to race/ethnicity questions.

· Confusion about racial/ethnic categories was identified as a barrier to data collection by 2 out of 5 health providers.  Other barriers were a reluctance of patients to answer and staff to inquire about race/ethnicity or language issues.

· Only 11% of respondents use the data collected about patient race, ethnicity and interpretation needs in quality assessment or improvement activities.

These findings suggest a need for identifying a standard set of data points to collect, education on successful methods to collect this data, and developing reports utilizing the data to improve access to, and quality of care.  
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PROJECT OBJECTIVE

The purpose of this survey is to understand what patient data New Hampshire healthcare providers are currently collecting, the barriers faced in trying to collect this information, and how the information is utilized.  Through understanding this issue, efforts can be made to support providers to collect and use these data points.  Increased collection and utilization of patient race, ethnicity, and need for an interpreter can clarify the needs of the growing minority populations in New Hampshire.  Once the need is understood, provisions for culturally and linguistically appropriate services can more easily be made and health disparities can be addressed.
METHODOLOGY

The Medical Interpretation Advisory Board (MIAB) Data Subcommittee, facilitated by the Foundation for Healthy Communities, created a 10 question survey utilizing the web-based survey engine, SurveyMonkey.com.   The survey instrument contained both unique questions and questions adapted from a national study published by the Robert Wood Johnson Foundation and the National Public Health and Hospital Institute
 in order to compare New Hampshire healthcare organizations to similar organizations around the country.  The survey instrument was designed to take less than 5 minutes to complete.  Appendix A contains the survey instrument used.  

An e-mail letter of invitation to participate in the project with a link to the web survey imbedded was sent from SurveyMonkey on April 18, 2006.  The distribution list of 167 addresses for this letter was generated using the mailing lists of several groups including:

· Medical Interpretation Advisory Board

· Cultural Awareness Healthcare Workgroup

· State DHHS Contract Programs

· Hospitals and Community Health Centers in NH not listed in above lists
Two e-mail follow-up requests for participation followed the initial request.  These letters are in Appendix A.  

The goal of the study was to get a sampling from all types of health care organizations in NH, including hospitals, community health centers, community mental health centers, health plans, alcohol and other drug treatment facilities, homecare organizations, and other community based organizations.   The survey was closed on May 10, 2006, with 86 respondents.  Response rate varied based on type of facility.  For example, staff from 17 of the 26 hospitals in New Hampshire answered the survey, yielding a response rate of 65%.  By contrast, just 3 of the 10 community mental health centers responded to the survey.  

Analysis of the convenience sample data survey was conducted by the Research and Evaluation group of the NH Minority Health Coalition using SPSS Statistical Software.  For ease of interpretation, scales were created of the more salient questions about the collection of patient race, ethnicity, primary language, and interpreter needs.  These key dependent variables were then cross-tabulated by responses to other survey questions regarding type of facility, source of the information (patient self-report versus staff observation), barriers to collecting such patient information and how it is used (if collected).

FINDINGS

General Characteristics

A total of 86 surveys were completed.  Most of the respondents report that their organization does collect information about patients' background, primary language, and interpreter needs.  Figure 1 below displays the key results from the survey.
	Figure 1.  Collecting patient race and ethnicity.



	Questions on Language, Barriers & Utility of Data
	
	By Whether Race and Ethnicity are collected
	

	
	Total Sample
	Neither
	Race Only 
(not ethnicity)
	Both Race & Ethnicity

	Total Sample
	N=86
	15%

(n=13)
	15%

(n=13)
	70%

(n=60)

	Collects Patient's Primary Language 
	78% (n=65)
	36%

(n=4)
	77%

(n=10)
	86%

(n=51)

	Collects if Patient is Deaf or Hard of Hearing
	74%

(n=61)
	12%

(n=7)
	16%

(n=10)
	72%

(n=44)

	Collects if Patient Needs an  Interpreter
	70%

(n=56)
	64%

(n=7)
	75%

(n=9)
	70%

(n=40)

	Staff Reluctance is a Barrier to Data Collection  
	19% (n=16)
	8%

(n=1)
	54%

(n=7)
	13%

(n=8)**

	Patient Reluctance is a Barrier to Data Collection  
	28%

(n=24)
	8%

(n=1)
	62%

(n=8)
	25%

(n=15) **

	Confusion about Race/Ethnicity Categories is a Barrier
	40%

(n=34)
	0
	62%

(n=8)
	43%

(n=26) **

	Uses data to assess health care utilization patterns 

	23%

(n=20)
	8%

(n=1)
	15%

(n=2)
	28%

(n=17)

	Uses data to assess patient satisfaction
	19%

(n=16)
	0
	0
	27%

(n=16)

	Uses data to assess quality of health care
	11%

(n=9)
	0
	0
	15%

(n=9)

	Uses data to assess health outcomes
	16%

(n=14)
	0
	23%

(n=3)
	18%

(n=11)


How is Patient Race, Ethnicity, and Language Information Collected
Nearly all organizations report that the information is collected from the patients themselves, either by direct questions (51%) or by asking the patient to complete a form (42%). 

One quarter of responding hospitals, and 56.25% of responding community health centers allow for patients to identify themselves as more than one race or ethnicity.  
Rationale is provided to patients/clients for why information on their race, ethnicity, primary language, and need for interpreter is being collected by 58.5% of responding organizations.  (Data is not shown.)  Rationales varied greatly from indicating collecting this information is a requirement of program funders, to explaining that the information would be used for improving the quality of services only.  
What Data Points are Collected
The first row of Figure 1 shows the proportion of the total sample who collect race and/or ethnicity data from patients.  The majority of providers collect both (70%), but 15% collect race only, and another 15% collect neither kind of background information.  The second row shows the proportion that collect primary language by whether patient race or ethnicity are also collected.  As highlighted in gray, 78% of the total sample report they do ask the patient's primary language.  Four of those who do not collect race or ethnicity (36%) do ask about language.  This is compared to 77% of those collecting race only and 86% of those collecting both race and ethnicity.  However, less than half report all types of data are collected at their facility (data not shown), and nine out of 86 respondents (10%) report collecting none of them.  

Barriers to Collecting this Patient Information 
The middle rows of Table 1 report the barriers to collecting this information from patients.  Among the total sample, 19% report staff reluctance to ask for the information, and 28% report patient reluctance as barriers.  The most common barrier reported was confusion about racial and ethnic categories.  The 13 respondents whose organizations collect race but not ethnicity data were significantly more likely to report these barriers than the few who collect neither or the majority who collect both.  For example, 62% of those collecting race but not ethnicity report confusion about racial and ethnic categories, compared to 43% of those who collect both types of data.  

Utility of this Patient Information 
The final four rows of the table reveal that less than a quarter of those surveyed report that their organization uses these kinds of information to assess health care utilization, quality, or outcomes.  Just over half of the respondents said the information is used primarily to meet state or federal reporting requirements (data not shown).  Of the 44 who report they use demographic data in state or federal reports, about 20% also report using this information to assess health care quality at their institutions.  About a quarter of the state or federal reporters also use the data to assess health outcomes.  A third of them use the data to analyze patterns of health care utilization and patient satisfaction.  

DISCUSSION

Implications for Training & Education
This study suggests a shared need for information regarding the collection of patient race, ethnicity, and language data.  
The primary barrier to collecting race and ethnicity data is confusion over the terms race and ethnicity.  Further training on demographic diversity could address this issue.  Race and ethnicity are modern day social (not scientific) constructs with their value coming from the ability to compare data over time.
  How a person self-identifies in the terms offered allows for that historical comparison.  Collecting race and ethnicity data can facilitate patient/client centered care, improve capacity to target interventions locally or statewide, improve capacity to monitor demographic and ethnographic change, and increase precision of health status monitoring.
  The Health Research Education Trust (HRET) soon to be revised Disparities Toolkit
, (January 2007,) will suggest sets of questions, or models, to gather the key race and ethnicity data points.  The models will reflect the US OMB categories or have the ability to “roll up” into the OMB recommended categories required by many reporting agencies. 
The HRET Disparities Toolkit also provides tools to overcome staff reluctance to ask and patient reluctance to answer questions related to race and ethnicity.  Scripts and scenarios are provided to train staff to ask respectfully and efficiently for the information.  A rationale that has been proven to put patients/clients most at ease responding to the request for information is provided – the rationale informs a patient that the data will be used to monitor quality of care for all patients.  Patient concerns also decline when assurances are provided that the data will be kept confidential and that a limited number of people will have access to this data.

This study also suggests that healthcare providers need support in developing reports and other instruments to utilize the gathered data effectively.  Systems need to be developed so that when an appointment is set for a deaf or limited English proficient patient/client, the data field identifying the need for an interpreter immediately prompts the acquiring of interpretation services.  Some additional suggestions for uses of the data include:  to assess and compare quality of care, utilization of health services, health outcomes, and satisfaction with services among different patients/clients.

Limitations

There are limitations in the process employed in conducting this survey that must be considered in reviewing the resulting data.  The self-selected health provider organizations that responded to the data request may represent those health care organizations in New Hampshire who are more concerned about minority populations as a result of either the population diversity of their patient/client base, or funding requirements for their program.  This could bias the overall study to show more favorable results.  In addition, no response only means that the organization did not respond, not that they do not collect the patient/client data.

CONCLUSION

This represents the first effort to collect statewide information from health providers about the issue of collecting patient race, ethnicity, and language data.  The project has identified much variation among health care organizations.   The data suggests avenues for education and further study, such as how are health care organizations implementing the system changes needed to accomplish this data collection in New Hampshire?  The Medical Interpretation Advisory Board Data sub-committee with the assistance of the Foundation for Healthy Communities will continue to work to achieve these ends. 
This work is part of the greater effort of the Medical Interpretation Advisory Board and the Foundation for Healthy Communities Cultural Competency project to increase access to, and the quality of healthcare services for the limited English proficient and the deaf and hard of hearing populations in New Hampshire.  The ability to make improvements in the delivery of care depends upon identifying the patient population and understanding their needs.  The great level of participation in this project indicates a strong desire to provide for New Hampshire’s growing minority populations.  
APPENDIX A 
SURVEY INSTRUMENT

10 Question Survey Regarding Collection and Utilization of Patient Data

1. Ten Question Survey

1. Type of Facility:

a. Community Health Center

b. Community Mental Health Center

c. Homecare Agency

d. Hospital

e. Private Group Practice

f. Substance Abuse TX program

g. Public Health Dept.

h. Other

2. How does your facility collect the following demographic information: (check all that apply)



Paper

Computer
Not at All

a. Race

b. Ethnicity

c. Country of Origin

d. Primary Language

e. Deaf or Hard of Hearing

f. Type of Interpreter Needed[image: image2.wmf]

5


3. If you do collect any of the above demographic information, what is the source of the information:

a. Patient/client self-report

b. Patient/client response to staff administered questions

c. Staff report based on observation

4. Are patients/clients allowed to choose more than one answer for race/ethnicity questions?

a. Yes

b. No

5. Whether you collect this data on paper or in your computer, does your agency ever summarize or tally this data for reporting for any of the following purposes?  (Check all that Apply)

a. Assess and compare quality of care among different patients/clients

b. Assess and compare utilization of health services among different patients/clients

c. Assess and compare health outcomes across different patients/clients

d. Assess and compare satisfaction with services among different patients/clients

e. Ryan White Reports

f. State Reports

g. Other (please specify)

6. What barriers does your facility face in collection race, ethnicity, and primary language data?:  (Check all that apply)

a. No demonstrated need to collect this data

b. Reluctance of staff to ask this type of information

c. Limitations of health information technology systems to capture this type of data

d. Reluctance of patients/clients to provide this type of information

e. Confusion about race/ethnicity categories

f. Lack of staff time to collect this data

g. Concerns that collection of this data may expose the facility to legal liability

h. Lack of funding to support the collection of this data

i. Prohibitions on collecting this data for a particular reason (agency regulations, other regulations)

j. Other (please specify)

7. What kind of computer system/program does your facility use for patient information?

a. Logician

b. Epic

c. CIS

d. MISYS

e. Self-developed database program

f. Other (please specify)

8. Do you provide a rationale or reason to patients/clients for why this information is being collected

a. No

b. Yes (please share the rationale you provide.)

9. Your name:

10. e-mail address:

Bottom of Form

APPENDIX B
REQUEST TO COMPLETE SURVEY LETTERS
REQUEST LETTER SENT TO MEDICAL INTERPRETATION ADVISORY BOARD MEMBERS

SUBJECT:  Quick 10 Question Survey from the MIAB Data Committee
Dear [FirstName],

The Data Committee of the Medical Interpretation Advisory Board (MIAB) is interested in learning what New Hampshire Healthcare Providers are doing regarding collection of patient's Race, Ethnicity, and Primary Language data.  As a MIAB participant, you are well aware that provisions for culturally and linguistically appropriate services are hard to make until the need is understood.  The MIAB Data committee would like to assist NH Healthcare providers to identify this need.  By understanding what data providers are currently collecting, and the barriers faced in trying to collect this information, the committee will be better able to support providers in their efforts.   Please take a moment to fill out this quick 10 question survey regarding your healthcare facility's data collection efforts.  If you feel there is a more appropriate person within your organization to complete this survey, please forward this link on and follow-up to see that it was completed.

Here is a link to the survey:

[SurveyLink]

Your response will be greatly appreciated,

The MIAB Data Committee

For more information, please contact

Rebecca Sky, Project Director, Foundation for Healthy Communities, 225 - 0900, rsky@healthynh.com

Survey Monkey does require that you be given the option to opt out if you so choose.  To do so, please click the following link:  [RemoveLink]

REQUEST LETTER SENT TO CULTURAL AWARENESS HEALTHCARE WORKGROUP MEMBERS
The Data Committee of the Medical Interpretation Advisory Board (MIAB) is interested in learning what New Hampshire Healthcare Providers are doing regarding collection of patient's Race, Ethnicity, and Primary Language data.  MIAB's vision is for the limited English proficient and Deaf and hard of hearing populations in NH to have access to high quality health care services.  As a Cultural Awareness Healthcare Workgroup participant, you are aware that culturally and linguistically appropriate services are a means to this end.  And that provisions for culturally and linguistically appropriate services are hard to make until the need is understood.  The MIAB Data committee would like to assist NH Healthcare providers to identify this need.  By understanding what data providers are currently collecting, and the barriers faced in trying to collect this information, the committee will be better able to support providers in their efforts.   Please take a moment to fill out this quick 10 question survey regarding your healthcare facility's data collection efforts.  If you feel there is a more appropriate person within your organization to complete this survey, please forward this link on to them, and follow-up to see that it was completed.

Here is a link to the survey:

[SurveyLink]

For more information, please contact Rebecca Sky, Project Director, Foundation for Healthy Communities, 225 - 0900, rsky@healthynh.com .   

Thanks for your participation,

The MIAB Data Committee

Please note: If you do not wish to receive further emails regarding this survey, please click the link below, and you will be automatically removed from the survey mailing list.

[RemoveLink]

REQEUST LETTER SENT TO STATE CONTRACTED HEALTH PROVIDER
Dear [FirstName],

The Data Committee of the Medical Interpretation Advisory Board (MIAB) is interested in learning what New Hampshire Healthcare Providers are doing regarding collection of patient's Race, Ethnicity, and Primary Language data.  MIAB is supported by the Endowment for Health and staffed by the Foundation for Healthy Communities.  MIAB's vision is for the limited English proficient and Deaf and hard of hearing populations in NH to have access to high quality health care services.  Culturally and linguistically appropriate services are a means to this end.  Provisions for culturally and linguistically appropriate services are hard to make until the need is understood.  The MIAB Data committee would like to assist NH Healthcare providers to identify this need.  By understanding what data providers are currently collecting, and the barriers faced in trying to collect this information, the committee will be better able to support providers in their efforts.   

As a contracted provider for a state program, your organization and contact information was provided by NH DHHS for this survey.  NH DHHS is interested in learning what data your organization is gathering regarding race, ethnicity, and primary language.  Please take a moment to fill out this quick 10 question survey regarding your healthcare facility's data collection efforts.  If you feel there is a more appropriate person within your organization to complete this survey, please forward this link on to them, and follow-up to see that it was completed.

The MIAB Data Committee kindly requests that this survey be completed by Wednesday, April 26th.

Here is a link to the survey:  [SurveyLink]

For more information, please contact Rebecca Sky, Project Director, Foundation for Healthy Communities, 225 - 0900, rsky@healthynh.com .   

Thanks for your participation,

The MIAB Data Committee

Please note: If you do not wish to receive further emails regarding this survey, please click the link below, and you will be automatically removed from the survey mailing list.

[RemoveLink]

FOLLOW-UP REQUEST

Dear [FirstName],

You may wonder why there is a Medical Interpretation Advisory Board in NH and why its Data Committee is doing this survey.  Today, throughout New Hampshire, over 75 languages are spoken.  According to the 2000 Census approximately 30,000 residents spoke English less than very well, which is a 22% increase over the 1990 Census.  By comparison, the NH general population has grown only 12% during the same time frame.  NH demographics are changing.  

Racial and ethnic minority populations often experience health disparities from the general population- differences in the overall rate of disease incidence, prevalence, morbidity, mortality or survival rates.  Being able to identify these disparities allows healthcare institutions to make targeted changes to reduce these disparities.

The Medical Interpretation Advisory Board's (MIAB) Data Survey deadline is approaching.  We are very much interested in learning about your organization's approach to data collection concerning patient's race, ethnicity, and primary language.  The Committee wishes to do this in order to better support you and other healthcare institutions respond to the changing demographics in New Hampshire.

Please take a moment to fill out this quick 10 question survey:  [SurveyLink]

For more information, please contact Rebecca Sky, Project Director, Foundation for Healthy Communities, 225 - 0900, rsky@healthynh.com .   

Thanks for your participation,

The MIAB Data Committee

Please note: If you do not wish to receive further emails regarding this survey, please click the link below, and you will be automatically removed from the survey mailing list.

[RemoveLink]

LAST CALL LETTER

The Medical Interpretation Advisory Board Data Committee recently invited you to complete a survey regarding race, ethnicity, and primary language in healthcare organizations.  If you have not already done so, please send your completed survey by Friday, May 5th, 2006. [SurveyLink]

The committee thought is might be of interest to you to cite the research behind our requesting this information:

*
Question 2 - Collecting information on race, ethnicity, and language can help organizations identify healthcare disparities and interpreter need

*
Question 3 - Self-reported race and ethnicity data is most accurate and increases the likelihood of data being collected 
*
Question 4 - Individual choice of answers allows for complete information 
*
Question 5 - The use of race and ethnicity information helps organizations understand their clientele and improve the quality of care. 

*
Question 8 – Comfort levels of patients are highest when patients are assured that relinquishing this information will help ensure equal quality healthcare

For more information, please contact Rebecca Sky, Project Director, Foundation for Healthy Communities, 225 - 0900, rsky@healthynh.com .   

Thank you for your participation,

The MIAB Data Committee

Please note:  This is the final request to complete the survey.  If you do not wish to receive further emails regarding this survey, please click the link below, and you will be automatically removed from the survey mailing list.  [RemoveLink]

For more information about the NH Patient Race, Ethnicity, and Language Data Collection Report

Questions about the analysis:

· Chris Smith, Director of Research and Evaluation


NH Minority Health Coalition


phone:    603.627.7703


email: chris@nhhealthequity.org 

Other questions regarding the report:

· Rebecca Sky, Cultural Diversity, Project Director


Foundation for Healthy Communities


Phone:  603.225.0900


Email:  rsky@healthynh.com
             Medical Interpretation Advisory Board
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