Data Flow Key

CDC makes data available on a public dashboard,
although a significant amount of the race & ethnicity

information is missing. Where data are
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A however, some of them report this data for less than half
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contextual data disaggregated by race and ethnicity are critical to addressing disparities.
This graphic focuses on race and ethnicity data and the numerous barriers in today's

- Data is aggregated and loses granularity
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healthcare system that result in missed opportunities to understand the full scope of Zf,fﬁ;g(?ty come Most states display data (including race & ethnicity) via a
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Barriers to Data

Access:

- Data is not made
readily available to
the public and
requires a request to

incomplete and/or inaccurate data may be passed along at any step in the
process. Although state and/or federal mandates can facilitate improved
data, better enforcement and consistency across states is needed for
impact. This graphic shows barriers and missed

Barriers to Reporting and Analysis:
- Time lag in data sharing between local and state agencies
- Might have to aggregate granular race and ethnicity data to protect
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Barriers to Data Collection:

- Race & ethnicity data

Barrier to Data Quality:
- EHR might have a

_Ba;rl;r;to 3:§tatQu§|IW=t ! pre-populated default irregularly accompanies - State All Payer

CFEERIEUEN [ e UEge option for race & claims submission A I—> Claims Database

- Separate race & ethnicity questions (1997 OMB standard) ethnicity Data is not made
go against emerging best practices P om [REE (APCD) public for all

- Lack of granularity in response options (e.g., may not be Collection: states. When
able to indicate “Cuban”) - EHR may lack a data Availability and Barriers to Data Collection: available,

Barriers to Data Collection:
- Lack of staff capacity or resources to train staff
- Patient may mistrust provider

completeness of race &
ethnicity data in EHRs
varies widely. One study

researchers must
submit a data
request.

field for race &
ethnicity
- Race & ethnicity may

e 23 states have APCD's in
operation or active
implementation

- Provider may fear collecting race & ethnicity data and/or e el T found race/ethnicity data « An additional 6 states have RESEARCH PROGRESS HOPE
be.lieve it is not important to their own practice into EHR availability ranged from APCD's with voluntary data

Barriers to Both: . 28.1% t0 99.2% in collection efforts.

- Language or literacy barriers may or may not be present; sample EHRs.
this contextual data may not be recorded February 2021


https://covid.cdc.gov/covid-data-tracker/#demographics
https://covidtracking.com/race/dashboard/
https://www.thelancet.com/journals/lancet/article/PIIS0140-6736(20)32220-0/fulltext
https://www.brookings.edu/wp-content/uploads/2020/10/APCD-Final-1.pdf
https://www.apcdcouncil.org/state/map
https://www.medicaid.gov/dq-atlas/landing/topics/single/map?topic=g3m16
https://academic.oup.com/jamia/article/23/3/627/2909000
https://www.jstor.org/stable/20832348?seq=1
https://ajph.aphapublications.org/doi/pdf/10.2105/AJPH.90.8.1212

A VISION FOR 1. Enforce minimum standards: Revise, promote, and

Government " enforce minimum standards for collecting race and

ethnicity data and certify interoperable systems
etteDatallow, Entities . EiTa
2. Mandate data sharing: Implement policies that
mandate race and ethnicity data sharing within and

between stakeholder groups and that incentivize the
HOW GOVERNMENT ENTITIES, HEALTH SYSTEMS, AND use of interoperable systems.
3. Increase funding: Increase funding for the thorough

PAYERS CAN IMPROVE THE FLOW OF RACE & ETHNICITY investigation of race and ethnicity data gaps so that,
DATA (AND ULTIMATELY REDUCE DlSPARITlES) for example, researchers can attain meaningful

sample sizes for small, isolated populations.

System Level
1. Standardize methods: Standardize data collection

methods to align with best practices and government

requirements.
Health 2. Implement trainings: Implement cultural competency and
skills trainings to support data collection and usage efforts.

S stems 3. Investin interoperable systems: Use and advocate for
y interoperable systems that support the collection, use, and

reporting of race and ethnicity data.

Individual Level
‘ 1. Promote disaggregation: Help leadership understand the
value of disaggregating data by race and ethnicity.
6 l 2. Build trust: Build trust with racially and ethnically diverse
Y populations, such as recruiting diverse staff for leadership
roles.
3. Beintrospective: Be introspective to understand how

. . . one’s own experiences and implicit biases may play a role.
Collecting and reporting comparable, granular data is a

crucial step in reducing racial health disparities that have
stemmed from structural inequities. All stakeholders must
implement best practices and standards to facilitate improved
data quality in order to address these disparities. Ultimately,
solving race and ethnicity data gaps wil require collective action
from all stakeholders. Each stakeholder should reflect on what part
they play and take action to create a better flow of data. .

1. Standardize methods: Standardize data collection
methods to align with best practices and government
Payers requirements.

2. Increase collaboration: Improve interoperability and
collaboration, such as developing payer-provider
partnerships to address race and ethnicity data
collection and use.

3. Incentivize better collection: Incorporate incentives
that promote better data collection, such as
I implementing performance metrics around race and
ethnicity data collection or collecting these data upon
member enrollment.

RESEARCH PROGRESS = HOPE
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