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THE IMPACT
OF HEALTH
DISPARITIES

How many of you are
involved in healthy
equity work right

now!

What, if anything, is stopping
you from contributing to
discussions in the space of

health equity in healthcare -

or from contributing and
advocating more!




“Asian and Hispanic patients hospitalized
with acute cardiovascular disease,
pneumonia, and major surgery had

significantly higher rates of hospital-acquired
infections when compared to white non-
Hispanic patients.”
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“49.1% of limited English proficient
patient adverse events involved
some physical harm whereas only
29.5% of adverse events for
patients who speak English
resulted in physical harm.”

“At safety net hospitals, homeless
adults hospitalized for acute
myocardial infarction were less likely
to receive coronary angiogram,
percutaneous coronary intervention,
and coronary artery bypass graft
compared with non-homeless adults.”
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“The disparities between hospital-
associated infection rates at safety net
and non-safety net hospitals neither
improved nor worsened after the
HACRP and HVBP were
implemented.”
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Social Determinants of Health (SDoH)

Social Determinants of Health Social determinants of health—social, economic,

I - environmental, and community conditions—may
vy oo have a stronger influence on the population’s
i health and well-being than services delivered by

practitioners and healthcare delivery
Eoonorc Eﬂ Neighborhocd organizations.

andus

P

-AHRQ, 2022 National Healthcare Quality and Disparities Report




EQUITY
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DISPARITIES PRE AND POST INTERVENTION
1992-1994, BSI IN PEDIATRIC PATIENTS
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STANDARDIZED INTERVENTIONS DO NOT RESULT IN EQUAL IMPACT

“We hypothesize that prevention of BSls
may require consideration of cuhural,
ethnic, and language differences when
parents are trained to provide care for
their children with CVCs in the home.”
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WHEN DID
EVIDENCE
BASED
CLINICAL

GUIDELINES
BECOME
AVAILABLE?

1980s - CDC/HICPAC CAUTI guidelines
introduced importance of appropriate
catheter use and insertion technique,
need for daily assessment and prompt
remova

1995 - CDC published Control of MRSA in
Healthcare Facilities

2001 - [HI Introduced 100,000 Lives
Campaign. The goal was to reduce
incidence of Cl

2002 - CDC publ\shed uidelines for the
prevention of intravascular catheter-
related infections. Created maximum
sterile barrier precautions during central
line insertion, daily line necessity
assessment, dressmg changes and site
care.

2010 - SHEA/IDSA Clinical Practice
Guidelines for Clostridium difficile
Infection in Adults: 2010 Update by the
Society for Healthcare Epidemiology of
America (SHEA) and the Infectious
Diseases Society of America (IDSA).




HISTORY OF POLICY, GUIDELINES AND EVIDENCE-BASED PRACTICES
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CHILDREN AND CLABSIs

Location Tertiary children’s hospitals in the US

Timeframe  2016-2021

Population 226,802 children, < 18, admitted to ED or
inpatient that had a CVC placed
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https://pubmed.ncbi.nlm.nih.gov/35979730/
https://pubmed.ncbi.nlm.nih.gov/35979730

CLABSI rates decreased in all racial/ethnic groups over the course of the study, thoug]

remaining higher in Black and Hispanic children, than white children. No statistical
evidence that the gaps narrowed from 2016-2021.
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WHY DIDN T EVIDENCE BASED PRACTICES

ACHIEVE EQUITABLE PREVENTION OF CLABSIs?

0 The underlying factors likely involve social determinants of health and systemic

should prompt a closer look at maintenance bundle compliance in minority
patients. The benefits of such initiatives vary substantially across race and ethnicity.

0O Throughout the study period, CLABSI rate decreased over time for children of ~TiimariyT chiaren fare poarer
‘White and Black race, however, throughout the study period, both Black and than their White counterparts in
Hispanic children had consistently higher CLABSI rates compared with White a"y:Zf:::;'ﬂx::{'x’;z’f::y"”

children. The rate of CLABSIs in Black and Hispanic children in the first quarter of 2021 was resource utilization, mortality, and
higher than the rate in White children in 2016.

failure to rescue. Contributors to

these disparities are complex and
multifactorial and have yet to be

0 No statistical evidence that the disparity gap reduced from 2016-2021. fully elucidated.”

“Although healthcare professionals
consciously strive to provide

discrimination, as well as intrinsic and extrinsic biases within the healthcare excellent and equitable care, when
system in situations of stress, competing
ystem. demands, and fatigue, they may

rely more on cognitive shortouts

QO This study prompts the need to assess racial/ethnic disparities in CLABSIs and and are therefore susceptibie to

the influence of unconscious
prejudices.”
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These findings emphasize the need for
future exploration of the causes of
persistent racial and ethnic disparities in
pediatric patients.
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HAIS & RACE/ETHNICITY

Location US Hospitals, randomly selected all-payer
hospital discharges

Timeframe  january 2009 — December 201 |

Population 79,019 patients, > 18, discharged patients for
acute cardiovascular disease, pneumonia, and
major surgery
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Among patients hospitalized with acute cardiovascular disease,

pneumonia, and major surgery, Asian and Hispanic patients
had significantly higher rates of HAIs than white non-Hispanic patients.
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LANGUAGE BARRIERS ??

VAP rates were h ghest among at risk pat ents for al rac al/ethn c groups
except Nat ve Hawa an/Pac fc Is ander and other or wh ch CAUT
rates were h ghest

Asan and H span c pat ents had the h ghest rates of deve op ng at east |
HA dur ng the r hosp ta stay at 3 8% and 3 3% respectvey

After ad ust ng for base ne pat ent character st cs and comorb d t es
Hispan c and As an pat ents had h gher rates o HA s compared to non
Hispan c wh te pat ents wh e B ack pat ents had s ghty h gher rates but
not stat stca y sgni cant

The study found that H span c and As an pat ents had a greater r sk of
HA s compared to B ack pat ents wh ch was surpr s ng s nce both
groups have h gher ncomes and educat onal attainment than B acks
However Hispan cs and As ans have much ower rates o Eng sh
prof c ency than B acks and non Hispan ¢ wh tes



https://pubmed.ncbi.nlm.nih.gov/25222888/
https://pubmed.ncbi.nlm.nih.gov/25222888

This study shows higher risk-adjusted national HAI
rates in Hispanic and Asian patients suggests that
language barriers may play an important role in the
occurrence of HAls. Poor communication between
healthcare providers and patients could result in
increased HAI rates, either directly or indirectly.
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HOMELESSNESS AND DRUG USE MRSA

Location Medical Center in the NE, urban safety net
hospital

Timeframe  October 2016 —April 2018

Population 78 participants, Recent injection drug use (at least 3 days out of the
week prior to hospital admission), spoken English language
proficiency, the ability to return to medical center for follow-up, at
least two additional contacts with valid phone numbers, and no
known upcoming prison sentence or planned move from the region.
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Significant Association w th MRSA colonization

+ Sleep ng n a homeless shelter at east | nght n the ast 3 months 200
increase of risk © MRSA colonization

* Sleepngat >| pace wthn the ast week

* Useo pub c showers

* Shar ng bedd ng

No/Low associat on with MRSA colon zation

« Persona hand hyg ene

+ Frequency o bathng

* Street s eep ng

i —

Resuts

* Useo pub c ac tes to support persons exper enc ng home essness
including homeless shelters and public showers is associated with
increased odds of MRSA nasa colonization for PW D



https://pubmed.ncbi.nlm.nih.gov/31493182/
https://pubmed.ncbi.nlm.nih.gov/31493182

SHOULD WE ROUTINELY SCREEN THE HOMELESS FOR MRSA?

Community partnership opportunities with a facilities local
homeless shelter and support facilities

Skin infections are a leading cause of hospitalization, medical
care—seeking and healthcare costs among persons who inject
drugs (PWID) in the USA. Methicillin-resistant Staphylococcus
aureus (MRSA) is the most common etiological agent of these
difficult-to treat, and often recurrent, infections.

Local climate should be considered when assessing risks related to

e Substanc
homeless shelter utilization. | misuse

Need to better understand the risk within the homeless shelter
that increases risk of MRSA colonization.

8/22/23
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Need to consider community needs and high-risk
populations when conducting the facility infection

prevention risk assessment.
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Key Barriers and Challenges in the Literature

Inadequate resources and
healthc:

¢ infection pr
and control measures.

ay

diseases.
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Culturally Competent Care Patient Education
= Diversity, Equity, and Inclusion = Standardized Education
Programs = Utilizing Patient and Family
= Professional Organization Advisory Group
Resources = Education in preferred
language

Patient empowerment

= “Conversation, not a lecture”

Enhanced Data Queries

Example of using data to identify ineq:

PROCESS query examples (teatment procedure,
encoune)

- Perceags bskdown by e of el s vho vre
sgeenedfor breas. cance
~Fercentage of mais patents who had a csloncscopy by
oy

enage of paincs withadmicid P Surgery Hipnee
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OUTCOME query examples

- Brescown ofreadised oss srgry by inrance sas
By oo of s whs Ll SR
i an padne s

o of Hispanic patents hespilzd o C.dficle
b Enl spekin ad no vl spaking
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When assessing an intervention:
the targeted populaion of the ntervention?
the design of the ncerventon’

reduce the risk of failure

Is the patient/visitor included in the intervention?

Served by the facilty/organization.

demographics! Compare bun

'y L\J J/\‘ T deviation

the % of population served.

Does bundle adherence vary by patient population or
by pasent pop

Is the phan feasible and structured for success for everyone in
For those it doesn'e work fo.wil th failre be on their parc or
Is there any suppore or process design that can be done to

Y

the right people involved n the development of this
Khow your facilies ind organiiations Culural
hand resources Chapiins Trangision
i Commiscee,Ce
Focus Grovp, DEITranings and Hesth Equty Trnings

ommunity

Reviewing HAI/SSI/Outcome Indicator Data

0 Annual IP Risk Assessment considers SDoH of population(s)
‘compliance by racelethnicity,
Ensure you are looking at the root cause for the practice.

ROB\NSON PREVENION Ensupethe daa s adusced o compare rae of ncidence o
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https://pubmed.ncbi.nlm.nih.gov/34229774/
https://pubmed.ncbi.nlm.nih.gov/34229774/

equity?

How many of you feel like you know
enough right now to contribute to
discussions in the space of health
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Clinical Pathways/ Care Bundles are not enough to equitabl,

KEY TAKEAWAYS

y
limi hospital
all pr pi

Infection Preventionists need to be k ledgeable about health
Equity and SDOH.We are apart of that important work.

“The sources of these
disparities are complex, are
rooted in historic and

Facility IP Risk Assessments and Plans should assess and address
unique patient populations and challenges.

CLABSI, CAUT], C.diff, MDRO, SSI, and other prevention work
should include a review of SDOH data.

Performance an {nequity mjti on existing and
new process improvement efforts and action plans.

Still a research gap

c porary ineq and
involve many participants at
several levels, including health
systems, their administrative
and bureaucratic processes,
utilization managers,
healthcare professionals, and
patients.”
-Institute of
Medicine
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CONTACT INFORMATION:

KROBINSON@HONORHEALTH.COM

KRYSTAL@PREVENTIONFOREVERYONE.COM
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