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increase quality of care 
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Presenter
Presentation Notes
This presentation was adapted, in part, from materials included in the HRET Disparities Toolkit, which is available online at hretdisparties.org. We believe that the best way to eliminate racial and ethnic disparities and to elevate the overall quality of care for all is to create processes of care to systematically treat all patients equitably. 	



After this training session, you will be able to: 
 
◦ Describe the reasons for standardizing the 

collection of patient race, ethnicity and tribal 
affiliation; 

 
◦ Understand the importance of using scripts to ask 

each patient to self-identify his/her race, ethnicity 
and tribal affiliation; and 

 
◦ Address patient questions and concerns.  

Presenter
Presentation Notes
This slide previews what, specifically, staff will learn in the training session: The reasons your organization is standardizing R/E/L data collectionHow the data will be collectedAnd how to address patient questions about why this change is occurring. 



 “Racial and ethnic minorities tend to receive a 
lower quality of healthcare than non-minorities” 

 
 Less likely to receive: 
◦ Cancer screening 
◦ Cardiovascular therapy 
◦ Kidney dialysis 
◦ Transplants 
◦ Curative surgery for lung cancer 
◦ Hip and knee replacement 
◦ Pain medicines in the ER 
 
 Source: Institute of Medicine. (2002). Unequal Treatment: Confronting Racial & Ethnic Disparities in Health.  

Presenter
Presentation Notes
You may be familiar with “Unequal Treatment”, the landmark report published by the Institute of Medicine (IOM) in 2002. “Unequal Treatment” is a collection of more than 10 years of research that overwhelmingly finds that minorities are less likely to receive recommended care, and more likely to receive lower quality, regardless of insurance status or income. This is true for a variety of conditions or procedures, including cardiovascular therapy, pain medicines in the ER, and others you see on this slide.I recognize that there are many factors that contribute to disparities in health care. But for the purposes of today’s discussion, I am talking specifically about disparities that exist within the health care delivery system, even after you account for access-related factors, clinical needs, patient preferences or appropriateness of intervention.From the IOM report, we learn that minorities tend to receive lower quality of health care when compared with non-minorities in several areas including…
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Hispanic or Latino (of any race) 
makes up 12.5% of the U.S. population. 

Presenter
Presentation Notes
Being able to identify and address disparities in health care is becoming an increasingly important issue. By comparing the population of NM and the Population of the US, you can see that New Mexico is very unique.  New Mexico consists of a larger minority population than the country does.  Because of this, we need to capture this information and be informed about the types of health issues different racial and ethnic groups are faced with. Because, in New Mexico, non-whites comprise 16.4% of our population and Hispanics/Latinos comprise 45.6%*, equity and quality demand attention.

http://2010.census.gov/2010census/data/


 Hispanics/Latinos living in the US are almost twice 
as likely to die from diabetes as are non-Hispanic 
whites 
 

 Cardiovascular mortality rates in African Americans 
aged 35 to 64 are more than twice those in whites 
of the same age.  
 

 American Indians and Alaska Natives die at higher 
rates than other Americans from tuberculosis 
(500% higher) and diabetes (177% higher). 

http://erc.msh.org/provider/informatic/AA_CVD.pdf 
http://www.cdc.gov/omhd/AMH/factsheets/diabetes.htm 

http://www.ihs.gov/PublicAffairs/IHSBrochure/Disparities.asp 

Presenter
Presentation Notes
Disparities exist in healthcare.  These are some examples of measured health differences between groupsThese data are from National Center for Health Statistics and Vital Statistics. 



 Decreased quality of life  
 Loss of economic opportunities 
 Perceptions of injustice 
 Early death  

http://www.cdc.gov/mmwr/preview/mmwrhtml/mm5340a1.htm 

Presenter
Presentation Notes
The consequences of health disparities are dire and extreme. Because of this, we need to address these issues.



1.  Collection of self-reported race, ethnicity and tribal 
affiliation data should be the same across health 
care facilities 

 Categories are the same 
 Patient self-reports 
 

2.   Find differences in patient care by comparing 
different racial/ethnic groups 
 

3.   Any differences found among racial/ethnic groups 
should be used to identify and develop quality 
improvement interventions targeted to specific 
patient populations 

 
Disparities in care represent a failure in quality 

Presenter
Presentation Notes
So why the focus on R/E/L data? The IOM has identified three steps to identify and address disparities within a quality improvement framework. 1. Standardized collectionTwo things that have to be the same –  first, use the same categories to record patients’ R/E/L, and second, the patient tells you his/her race, ethnicity and language (which means no more looking at the patient and guessing).This helps to improve the quality of R/E/L data collected by your organization, so you can feel more confident in using that data to drive improvement efforts, but also allows for you to look at the data across organizations to identify any trends and opportunities for improvement at the community level. 2. Compare patient care for different racial/ethnic groups to determine if you have any disparities – and you may find differences in the care patients receive, or you may find that there are no health care disparities.3. Use of stratified data to drive quality improvement



Presenter
Presentation Notes
You may be wondering what disparities, the quality of health care and the method you use to collect some information from patients has to do with you. Actually, you have a very important role, which we’ll talk about.Why do you think it is important everyone should collect race, ethnicity and tribal affiliation data in the same way?PROBING:  Do you think all racial/ethnic groups have the same types of health problems?	Do you think that all racial and ethnic groups have the same health needs?		-interpreters, readmission rates



 To ensure that all patients receive high-quality care 
 
 To identify and eliminate any health care disparities 
 
 To plan quality improvement initiatives 
 
 To better understand the types of patient your facility 

serves 
 
 To ensure adequate interpreter services, patient 

information materials, and cultural competency training 
for staff 

 
 To compare disease occurrences between racial and 

ethnic groups 

Reasons to collect race/ethnicity/tribal affiliation in 
same way: 

Presenter
Presentation Notes
These are some additional reasons to collect this data in a uniform manner.



 YOU have the power to collect 
race/ethnicity/tribal affiliation information in 
the correct way 
 

 YOU will have a role in eliminating health 
disparities 
 

 YOU will help patients receive the quality of 
care they deserve 

Presenter
Presentation Notes
YOU-the hospital staff are an integral part of starting the process to eliminating disparities and helping patients get the appropriate care they need.  The data collection begins with you and by classifying people according to the current standards allows the data to be used to help different groups get the specialized care they need.



 In Washington State Cancer Registry : 
◦ American Indians were underestimated by one-third due 

to misclassification of other races 
◦ Cancer was underestimated by 46.3% in American Indians 

in Washington State 
 

 Appropriately classifying people will lead to more 
accurate counts 
◦ Better specialized care, more screening, more 

interventions in target populations 
 
 

Sugarman, J.R., et al., Improving American Indian Cancer Data in the Washington State Cancer Registry 
using linkages with the Indian Health Service and Tribal Records. Cancer, 1996. 78(7 Suppl): p. 1564-8. 

Presenter
Presentation Notes
These are some examples of how incorrectly classifying people can cause severe consequences.



 American Recovery and Reinvestment Act of 2009 
◦ Hospitals and providers will need to collect race, ethnicity and language data to be 

eligible for “meaningful use” incentive payments 
◦ Race/Ethnicity categories to follow Office of Management and Budget guidelines 
 

 Patient Protection and Affordable Care Act of 2010 
◦ Health programs receiving federal money are required to collect race, ethnicity and 

language data 
 

 Revised Joint Commission Standards 
◦ Expand requirements related to the collection of patient language data, including 

preferred spoken language and written communication needs 
◦ New requirement to collect patient-level demographic data on race and ethnicity 

 
 State Reporting Requirements 
◦ New Mexico Health Policy Commission rules require hospitals to collect and report 

race, ethnicity and tribal affiliation data (7.1.4 NMAC Data Reporting Requirements 
for Health Care Facilities) 
 
 

Presenter
Presentation Notes
At the national level, several legislative and regulatory forces are increasing the urgency to collect R/E/L data: 1) American Recovery and Reinvestment Act of 2009 (ARRA) created financial incentives for physicians and hospitals who are “meaningful users” of electronic health records (EHR).  In order to quality for incentives, providers and hospitals will need to record patients’ R/E/L information, following the race and ethnicity categories established by the federal Office of Management and Budget—we’ll go over what those categories are in a few slides. The Act also created penalties that will be levied against those providers who do not comply with the meaningful use criteria, beginning in 2015. 2) Patient Protection and Affordable Care Act of 2010 will require any health care organization that receives federal funds to collect self-reported patient race, ethnicity and language data, again following the OMB standards, by 2012.3) The Joint Commission has revised its accreditation standards. These revised standards expand requirements related to language, so that beginning next year, hospitals will need to include information on preferred spoken language as well as written communication needs in patients’ medical records. The Joint Commission also approved new standards that will require hospitals to collect information on patient race and ethnicity.4) Finally, the New Mexico Health Policy Commission rules requires all licensed inpatient and outpatient general and specialty health care facilities located within New Mexico to collect and report race, ethnicity and tribal affiliation data-again, we’ll review these categories in a few slides. 



 Use the same categories across the organization 
 

 Patient self-reports race, ethnicity and tribal 
affiliation 
◦ No more “eyeballing” the patient 
◦ Data is collected from all patients 
◦ Allow patients to choose multiple races and tribal 

affiliations 
 

 Telling the patient why we are collecting his/her 
race, ethnicity and tribal affiliation 

Presenter
Presentation Notes
Again, standardizing R/E/L data collection means 2 things:The same categories for patient race, ethnicity and language are used across the hospital, system or medical group. And That the patient tells the registrar his/her race, ethnicity and language--Registration staff should not decide the patient’s race and ethnicity by looking.  Eyeballing is no longer an acceptable way to identify people.  As you saw in the previous slide, incorrectly identifying a person can cause severe consequence in disease counts



“Although the collection of race, 
ethnicity and language data does not 
necessarily result in actions that will 
reduce disparities and improve care, 
the absence of the data guarantees 

that none of that will occur.” 
 
 
 
 

 
 
Source:  IOM (Institute of Medicine). 2009. Race, Ethnicity and Language Data: Standardization for Health Care 

Quality Improvement. Washington, DC. 

 

Presenter
Presentation Notes
This quote (read) comes from the IOM’s report Race, Ethnicity, and Language Data: Standardization for Health Care Quality Improvement. And underscores the importance of reliable R/E/L data as a foundation to identifying and ultimately reducing and eliminating disparities in care.The report was commissioned to examine how data on race, ethnicity, and language are collected in various contexts, and to offer recommendations on a set of granular racial and ethnic categories that extend beyond the broad categories used by the Office of Management and Budget. 



Race 
 
•American Indian/Alaska Native 
•Asian 
•Black or African American 
•Native Hawaiian/Pacific Islander 
•White 
•Declined* 
•Unknown* 
•Other Race* 
 
 
 
 
 
 
 
 

 
 
 
 
 

 
 
 
 
 

Ethnicity 
 
•Hispanic /Latino 
•Not Hispanic/Latino 
•Declined* 
•Unknown* 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 
 
 
 

 
 

Tribal Affiliation 
 
•Acoma Pueblo 
•Cochiti Pueblo 
•Isleta Pueblo 
•Jemez Pueblo 
•Jicarilla Apache Nation 
•Kewa/Santo Domingo Pueblo 
•Laguna Pueblo 
•Mescalero Apache Nation 
•Nambe Pueblo 
•Navajo Nation 
•Ohkay Owingeh Pueblo 
•Picuris Pueblo 
•Pojoaque Pueblo 
•San Felipe Pueblo 
•San Ildefonso Pueblo 
•Sandia Pueblo 
•Santa Ana Pueblo 
•Santa Clara Pueblo 
•Taos Pueblo 
•Tesuque Pueblo 
•Zia Pueblo 
•Zuni Pueblo 
•Other Tribal Affiliation 
•Declined 
•Unknown 

*This designation indicates a modification to the OMB race/ethnicity categories.  

Presenter
Presentation Notes
Listed here are the modified OMB categories for R/E. HRET suggests that these categories be used in addition to the broader OMB categories. These categories are often considered a minimum--If you choose to, you can add more granular categories to your registration than what you see here. For example if you don’t think that the category “Hispanic” is specific enough for your patient population, you can add more granular options like “Cuban” and “Guatemalan”. In the far right column, you’ll see the minimum set of categories the state is asking you to collect regarding tribal affiliation. Screen where this information is collected should have these minimum options to chose fromWe’ll walk through each of these categories and what they mean in a few moments.



 Ethnicity: “First, do you consider yourself 
Hispanic or Latino?” 

 
 Race: “Which category or categories best 

describe your race?” 
 
 Tribal Affiliation: If the patient describes 

his/her race as American Indian or Alaska 
Native, then ask tribal affiliation: “What is 
(are) your tribe(s) or pueblo(s)?” 
 
 
 

Presenter
Presentation Notes
Listed here are the recommended scripts. 



“First, do you consider yourself Hispanic or 
Latino?” 

 
Yes 
No 
Declined 
Unknown 

 
 
Source: Adapted from HRET Toolkit, http://www.hretdisparities.org/accessed on Nov 17, 2010 

 

Presenter
Presentation Notes
[Trainer: depending on the current process at your hospital for collecting patient R/E/L data, these questions may be new to the registrars or they may be a modification to existing questions. Additionally, you will need to take into consideration any IT/screen changes that have been/will be made to your hospital’s system and how those impact the information that is presented as part of this training. Adapt your remarks as needed.]Let’s start with the first scripted question. It’s about patient ethnicity. The recommendation is to ask about ethnicity first (HRET) because many Hispanic/Latinos primarily identify themselves this way and sometimes have difficulty identifying their race as it’s defined by the OMB.Allow the patient to respond in his or her own words—do not read “declined or unavailable”. Those are options available to you on your computer screen.[Trainer: read the question on the slide. If the registrars prefer to provide/read the choices to the patient, instruct the registrars not to read “declined or unavailable.” Those options should only be available to the registrar on their screen]. 

http://www.hretdisparities.org/accessed on Nov 17


“Which category or categories best describe your 
race?” 

 
American Indian or Alaska Native 
Asian 
Black or African American 
Native Hawaiian or Other Pacific Islander 
White 
Declined 
Unknown 
Other Race 
 
 
Source: Adapted from HRET Toolkit, http://www.hretdisparities.org/accessed on Nov 17, 2010 

 

Presenter
Presentation Notes
It is recommended that the race question be asked second. It can either be asked as an open-ended question that allows the patient to respond with their own response or you can provide/read the choices to the patient. Again, you would not read “declined or unavailable”. Those are options available to you on your computer screen. [Trainer: some organizations provide registrars with a handout or laminated card that includes the ethnicity, race and preferred language questions and categories that they can give to the patients to read/review.]

http://www.hretdisparities.org/accessed on Nov 17


 
If the patient describes his/her race as American Indian or Alaska Native, then 
ask tribal affiliation: “What is (are) your tribe(s) or pueblo(s)?” 
 

 Acoma Pueblo 
 Cochiti Pueblo 
 Isleta Pueblo 
 Jemez Pueblo 
 Jicarilla Apache Nation 
 Kewa/Santo Domingo Pueblo 
 Laguna Pueblo 
 Mescalero Apache Nation 
 Nambe Pueblo 
 Navajo Nation 
 Ohkay Owingeh Pueblo 
 Picuris Pueblo 
 Pojoaque Pueblo 
 
 

 San Felipe Pueblo 
 San Ildefonso Pueblo 
 Sandia Pueblo 
 Santa Ana Pueblo 
 Santa Clara Pueblo 
 Taos Pueblo 
 Tesuque Pueblo 
 Zia Pueblo 
 Zuni Pueblo 
 Other Tribal Affiliation 
 Declined 
 Unknown 

 



 Hispanic or Latino: A person of Cuban, Mexican, Puerto Rican, 
South or Central American, or other Spanish culture or origin, 
regardless of race.  

 
 Not Hispanic or Latino: A person who is not of Hispanic or Latino 

ethnicity.  
 
 Declined*: A person who is unwilling to provide an answer to the 

ethnicity question or cannot identify him/herself as 
Hispanic/Latino or Not Hispanic/Latino.  

 
 Unknown*: Select this category if the patient is unable to 

physically respond, there is no available family member or 
caregiver to respond for the patient, or if for any reason, the 
demographic portion of the medical record cannot be completed. 

 
 
*This designation indicates a modification to the OMB race/ethnicity categories.  
Source: Adapted from HRET Toolkit, http://www.hretdisparities.org/accessed on Nov 17, 2010 

 
 

Presenter
Presentation Notes
[Listed here are the OMB categories, as well as the additional categories recommended by HRET. You can modify this slide to include any additional granular categories you will be using when you walk staff through the race definitions. Be sure that staff understand when to use declined and unavailable to ensure that the categories are applied accurately and consistently.]Declined should be selected when a patient WON’T answer—and that’s ok. It is the patient’s right to refuse to answer these questions. Unavailable should be selected when a patient CAN’T answer. If a patient’s race or ethnicity is marked as unavailable, that is an indication that the question should be asked again once the patient is physically able to respond. 

http://www.hretdisparities.org/accessed on Nov 17


 American Indian or Alaska Native: A person having origins in any of the original peoples of North and South 
America (including Central America), and who maintains tribal affiliation or community attachment.  

 
 Asian: A person having origins in any of the original peoples of the Far East, Southeast Asia, or the Indian 

subcontinent,  
 
 Black or African American: A person having origins in any of the black racial groups of Africa.  
  
 Native Hawaiian or Other Pacific Islander: A person having origins in any of the original peoples of Hawaii, 

Guam, Samoa, or other Pacific Islands. 
 
 White: A person having origins in any of the original peoples of Europe, the Middle East, or North Africa.  
 
 Declined*: A person who is unwilling to choose/provide a race category or cannot identify him/herself with one 

of the listed races.  
 
 Unknown*: Select this category if the patient is unable to physically respond, there is no available family member 

or caregiver to respond for the patient, or if for any reason, the demographic portion of the medical record 
cannot be completed.  

 
 Other Race*: A person who does not self-identify him/herself with any of the listed race categories. 
 
 
*This designation indicates a modification to the OMB race/ethnicity categories.  
Source: Adapted from HRET Toolkit, http://www.hretdisparities.org/accessed on Nov 17, 2010 

Presenter
Presentation Notes
[Walk through the definitions. Be sure to include any additional granular categories you will be using.]Note that Declined should be selected when a patient WON’T answer—and that’s ok. It is the patient’s right to refuse to answer these questions. Unavailable should be selected when a patient CAN’T answer. If a patient’s race or ethnicity is marked as unavailable, that is an indication that the question should be asked again once the patient is physically able to respond. 

http://www.hretdisparities.org/accessed on Nov 17


 That may be true, but results of a national study 
that examined race, ethnicity and language data 
collection in hospitals showed: 

 
◦ Even if hospitals are collecting the data, not everyone is 

doing a good job. We need uniform categories.  
 
◦ Many registrars collect the information by observing the 

patient and guessing. We must allow the patient to self-
identify.  

 
 Applies to all patient care registration settings.  

Presenter
Presentation Notes
You may be thinking that we already collect this information as part of our patient registration process. That may be [or is] the case, however, how the data are collected is important. A study of hospitals and ambulatory practices across the United States found that even if organizations currently collect R/E/L data, not everyone is doing a good job. Often the information is collected by observing the patient and guessing their race or ethnicity. Allowing the patient to self-identify will lead to more accurate and reliable data.What information is collected from patients is also very important.  Moving forward, we would like to collect patients’ race, ethnicity and their preferred language for speaking with their care provider. The administrative code states that all non-Federal New Mexico Hospitals must collect Ethnicity, Race and Tribal Affiliation information as separate variables and allow for multiple races and tribal affiliations as of January 2011.





 Most patients believe health care providers 
should collect race and ethnicity data 

 
 Letting your patients know that it is about 

improving quality helps everyone’s comfort 
level 

◦ Use the tools provided to assist in 
explaining information to patients 

 

Presenter
Presentation Notes
Next, how will you communicate these changes to your patients? I’m sure you won’t be surprised to hear that patients, particularly minority patients, may feel uncomfortable being asked about their R/E/L and providing this information to their doctor’s office. We also know that front desk and registration staff may feel uncomfortable directly asking patients for their R/E/L – which is probably why identification of patient race and ethnicity sometimes occurs by observation. This can especially be an issue in smaller practices, where the same staff have been working with the same patients for years and years and have developed a relationship with these patients—it can be awkward to suddenly ask a patient to self-report his or her race. Staff may worry that patients will thing, what, I’ve been coming here all these years, and you don’t know?ASK:  What percentage of patients do you think agreed that providers should collect race and ethnicity information?The good news is that two different research studies conducted by Dr. David Baker and the folks at the Health Research and Education Trust (research arm AHA) have found that patients overwhelmingly agree that providers should collect this information (greater than 80% agreed), despite the discomfort they felt. In these studies, patients’ initial discomfort stemmed primarily from concern that sharing their R/E could be used to discriminate against them, but were more comfortable sharing this information after being told that the data are being collected to monitor the quality of care.—so I just want to emphasize again here the importance of training you staff well, so that they know why they are asking patients for this information and feel comfortable responding to patient questions or concerns.You might be surprised to hear the findings from research that was conducted a few years ago. When patients were told the reasons why their R/E/L were being collected, most patients agreed that staff should collect the data. And almost 100% of patients thought that it is important for hospitals and clinics to know if there are any differences in the level or quality of care that the patients are receiving. The study did also reveal that some patients may be concerned about how the information they provide is used.That said, as reported by registration/patient services managers at several hospitals in 2010, as much as 80-90% of patients have no issues/problems answering the R/E/L questions. For that relatively small percentage of patients that do and ask questions or “push back”, typically those are the same patients that also prefer not provide their Social Security #, religion and answers to those sorts of questions.



 Staff Script 
 Staff FAQ Sheet 
 Patient Response Matrix 
 Patient Flyer 
 Patient FAQ Sheet 

 



 When scheduling/registering an office visit 
◦ Face-to-face 
◦ Written registration forms 
◦ Telephone 
 

 Upon admission or registration at the hospital 
◦ Face-to-face 
◦ Telephone registration 
 

 All points of entry (inpatient, outpatient, emergency 
department, cardiac catheterization lab, etc.) 

 
 “Downstream effect” – Registries and other databases 

 
 Source: HRET Toolkit, http://www.hretdisparities.org/ accessed on Nov 17, 2010 

Presenter
Presentation Notes
In order to put standardized REL data collection into practice, you first need to understand where data are currently collected, and where you might collect it moving forward. As I said earlier, standardized R/E/L data collection means that the same categories are collected from all points of entry into the hospital. This ensures that there is consistency across the organization, enabling you to make more reliable comparisons.This can especially be an issue in large integrated system, or if different categories are used at different points of entry within the same building. So, it is important to think through all points through which a patient might register in your practice, and ensure that the process is standardized at all locations. This can include primary and specialty care practices, inpatient and ED registration, outpatient clinics and surgical centers, and may include both in-person registration as well as telephone registration if your organization conducts a “pre-reg” during which R/E/L is collected. You will also need to consider any “downstream” effects that standardizing REL data collection might have. For example, do you currently report out any registration/demographic data to registries or other databases, such as research databases/clinical trials? My advice to you: be sure to work with your IT people early on in this process to make sure the new categories properly map to any external systems you send information to, and to make the connections sooner rather than later—the more complex your system, the longer this will take. 

http://www.hretdisparities.org/


Presenter
Presentation Notes
PROBE:  Things I have heard staff say before:“Patients will get angry if we ask these questions.”“It will take too much time to ask these questions.”“It’s illegal to collect this information.”“We don’t need to collect this information, we already know who our patients are.”“I’m uncomfortable asking these questions.”COMPLETE SCENARIO ONE!  We are going to do a little Role Play so that everyone gets comfortable with asking and responding to patient questions.  Please pair up and practice scenario one.Based on the experiences of patient registration at other organizations, a primary concern was that patients would get upset or offended if registration staff asked the patient about their race, ethnicity and language. One of the biggest findings from their experiences was that pushback from the patients did not materialize. Staff remembered very few instances where patients got upset when asked the R/E/L questions.Staff often have the impression that it is illegal to ask these questions, which is simply not correct. Other possible staff concerns:-Don’t need to collect the data becauseThere is no diversity at this hospitalWe know who are patients are (e.g., I can tell by looking at the patient)We already treat all our patients the same-I don’t know why we have to ask these questions – why is this necessary?-Fear that the data may be used to profile patients and discriminate in the provision of care 



Patient Response Suggested Response  Hints Code 

“I'm American." Would you like to use an 
additional term, or 
would you like me to just 
put American? 

American or others if 
specified 
 

"Can't you tell by looking 
at me?" 

Well, usually I can. But 
sometimes I'm wrong, so 
we think it is better to let 
people tell us. I don’t 
want to put in the wrong 
answer. I’m trained not 
to make any 
assumptions.   

"I was born in Nigeria, 
but I've really lived here 
all my life.  What should I 
say?" 

That is really up to you.  
You can use any term 
you like.  It is fine to say 
that you are Nigerian.  
 

It’s best not to ask for 
this information again.  
 

Source: HRET Toolkit, http://www.hretdisparities.org accessed on Nov 17, 2010 

Presenter
Presentation Notes
Here are some common responses from patients when asked these questions.  Here are some suggested responses to these hard questions.

http://www.hretdisparities.org/


Patient Response Suggested Response Hints Code 

A patient returning for 
care with  the DECLINED 
code. 
 

DO NOT ASK AGAIN.  
 

A patient returning for 
care with the 
‘UNKNOWN” or "Unable 
to provide information" 
code.  
 

Proceed to ask for the 
information per routine. 
 

A patient returning for 
care one year or more 
from the time of last 
visit.  
 

Verify information 
reported by the patient 
during the last visit.  
 

Source: Adapted from HRET Toolkit, http://www.hretdisparities.org accessed on Nov 17, 2010 

http://www.hretdisparities.org/


Patient Response Suggested Response Hints Code 

"I'm human." 
 

Is that your way of saying that you 
don’t want to answer the 
question?  If so, I can just say that 
you didn't want to answer. 
 

DON'T SAY - I'll just 
code as a declined 

Declined 
 

"It's none of your 
business." 
 

I'll just put down that you didn't 
want to answer, which is fine.  
 

DON'T SAY -I'll just 
code as a declined. 
 

Declined 
 

"Why do you care? We're 
all human beings." 
 

Well, many studies from around 
the country have shown that a 
patient's race and ethnicity can 
influence the treatment they 
receive.  We want to make sure 
this doesn't happen here, so we 
use this information to check and 
make sure that everyone gets the 
best care possible. If we find a 
problem, we fix it. 
 

If patient still refuses, 
DON'T SAY - I'll just 
code as a declined. 
 

Declined 
 

Source: HRET Toolkit, http://www.hretdisparities.org accessed on Nov 17, 2010 

http://www.hretdisparities.org/


Patient Response Suggested Response Hints  Code 

" Are you saying that this 
has happened at 
_______?”  
 

We don’t know, but we want 
to make sure that all our 
patients get the best care 
possible.  
 

"Who looks at this?"  
 

The only people who see this 
information are registration 
staff, administrators for the 
hospital, and the people 
involved in quality 
improvement.  
 

"Are you trying to find 
out if I'm a US citizen?" 
 

No. Definitely not!!  Also, you 
should know that the 
confidentiality of what you 
say is protected by law, and 
we do not share this 
information with anyone. 
 

Patient Response 

Source: Adapted from HRET Toolkit, http://www.hretdisparities.org accessed on Nov 17, 2010 

http://www.hretdisparities.org/


 Practicing the ‘Tough’ Questions 

Presenter
Presentation Notes
This is a great opportunity to practice answering the ‘tough’ questions.  The more comfortable you become with this process, the easier it will be.



Elayne Villa 
Project Coordinator 

Health Insight 
evilla@nmmra.org 
(505) 998-9758 

 
Noell Stone 

Project Director 
Noell.stone@state.nm.us 

505-476-3584 
 

Nicole Katz 
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