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Abstract
Background: Healthcare quality measurements in the United States illustrate disparities by racial/ethnic group,
socio-economic class, and geographic location. Redressing healthcare inequities, including measurement of and
reimbursement for healthcare quality, requires partnering with communities historically excluded from decisionmaking. Quality healthcare is measured according to insurers, professional organizations and government agencies,
with little input from diverse communities. This community-based participatory research study aimed to amplify the
voices of community leaders from seven diverse urban communities in Minneapolis-Saint Paul Minnesota, view qual‑
ity healthcare and financial reimbursement based on quality metric scores.
Methods: A Community Engagement Team consisting of one community member from each of seven urban com‑
munities —Black/African American, Lesbian-Gay-Bisexual-Transgender-Queer-Two Spirit, Hmong, Latino/a/x, Native
American, Somali, and White—and two community-based researchers conducted listening sessions with 20 commu‑
nity leaders about quality primary healthcare. Transcripts were inductively analyzed and major themes were identified.
Results: Listening sessions produced three major themes, with recommended actions for primary care clinics.
#1: Quality Clinics Utilize Structures and Processes that Support Healthcare Equity.
#2: Quality Clinics Offer Effective Relationships, Education, and Health Promotion.
#3: Funding Based on Current Quality Measures Perpetuates Health Inequities.
Conclusion: Community leaders identified ideal characteristics of quality primary healthcare, most of which are not
currently measured. They expressed concern that linking clinic payment with quality metrics without considering
social and structural determinants of health perpetuates social injustice in healthcare.
Keywords: Primary care quality metrics, Healthcare inequities, Pay-for-performance, Value-based payments,
Community-based participatory research (CBPR)
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Background
Healthcare quality measurements in the United States
illustrate disparities in healthcare quality when examined
by racial/ethnic group, socio-economic class, insurance,
sex/gender identity, and geographic location [1]. The
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contributing factors, one of which is the creation of the
measurement themselves, are legion. Healthcare quality measurements historically were created by insurers,
professional organizations, and government agencies to
measure aspects of care they considered important [1].
Incorporating the voices of diverse communities would
help understand the needs of the whole population rather
than just those in privileged positions. Communities
experiencing social injustices caused by historical, racial,
and systemic violence will only continue to be placed in
harm’s way [2] with implementation of quality metrics
designed by others unless their voices are heard, and
their needs are addressed. Recent work has engaged more
diverse communities in describing barriers to accessing care and maintaining health [3]. Yet, relatively little
research has examined quality measurement in these
communities. Several qualitative studies have examined
providers’ perspectives on quality metrics and impact
on patients [4–6], including those primary care providers (PCPs) working across the socioeconomic spectrum
in both safety-net clinics and higher resource clinics [7].
To our knowledge, no studies have sought diverse community perspectives on defining and measuring quality
primary care.
Reimbursement through pay-for-performance, valuebased payment, and accountable care organizations all
rely upon relevant and appropriate quality metrics. Payfor-performance alone is a significant modifier of healthcare resources internationally, with published literature
in at least 14 Organisation of Economic Cooperation and
Development (OECD) countries and 35 additional low
and middle-income nations [8, 9]. Differences between
healthcare quality scores for providers serving high or
low socioeconomic status populations across multiple
practice settings are well-documented [10–12]. Linking payment to quality metrics exacerbates healthcare
disparities [13–15]. This is a result of focusing exclusively on specific clinical markers rather than including patient-defined metrics of quality such as access and
patient-centeredness [12]. In addition, social and structural determinants of health (SDOH), which are particularly relevant to the diverse communities in our study, are
rarely considered in quality measurement [16]. No studies, to our knowledge, have examined diverse community
members’ definitions of quality healthcare, perspectives about how quality care measurements could affect
healthcare disparities, and responses to connecting payment for primary care with quality metrics.
Our study aimed to amplify the voices to those most
impacted by, yet absent from, these conversations.
Through community-based participatory research
(CBPR) [17], we explored the viewpoints of diverse urban
community leaders in the Minneapolis-Saint Paul MN
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metropolitan area, asking, “What constitutes quality primary healthcare?” Our specific research questions were:
How do diverse community members define, perceive
and experience quality primary healthcare? What recommendations and priorities do they have to improve
primary healthcare? How do they respond to financial
reimbursement of primary care clinics based on their
quality scores?
The analysis and discussion of our results applies the
healthcare quality and equity theoretic lens shared by
Starfield [18], and later Stange and Etz [19]. Like Starfield, we ascribe to the International Society for Equity in
Health’s definition of equity as the absence of systematic
and potentially remediable differences in one or more
aspects of health between groups of people characterized
socially, geographically, or demographically [20]. The
perspectives of the community leaders in this study can,
and should, inform the process going forward to enhance
systems of quality measurement to ward health equity for
all.

Methods
Setting

The Minneapolis-St Paul metropolitan area in Minnesota USA has over 3.6 million people, with 75.1% Whites,
8.6% African Americans, 6.6% Asians, 6% Hispanics, and
0.5% Native Americans; and with 10.9% foreign born,
including 28% from Africa (mostly from Somalia) [21].
The healthcare quality in Minnesota has been highly
ranked nationally [1] although the disparities between
Whites and minority communities are high [22], particularly when analyzed by geography [23]. In 2017, the
Minnesota legislature directed state agencies to assess
and make recommendations for an improved state mandated healthcare quality metric system. In response, the
Minnesota Health Care Safety Net Coalition, a coalition of healthcare organizations in the metropolitan
area with expertise in clinical care and quality measurement, formed the Quality Measurement Enhancement
Project (QMEP) to conduct two research projects about
healthcare quality measurement in order to bring clinician and patient voices into the Minnesota state process.
The QMEP research project about clinicians’ perspectives has been published [7]. This QMEP research project
involved obtaining perspectives of community leaders
from diverse communities.
Design

In order to effectively engage with community members
as partners in the research process, the QMEP team utilized a community-based participatory research (CBPR)
process [17]. We convened and trained a Community
Engagement Team (CET) consisting of one community
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Table 1 Small Group Questions for Listening Sessions
1. Community’s health
Please think broadly about your community.
1.1 How do people in your community define health?
1.2 What are the most important things that positively or negatively affect the health of your community?
2. Quality clinical health care for people from your community
Please think about optimal health care in primary care clinics, for people in your community in MN. What makes for positive (good quality) patient experiences
at primary care clinics?
1.1 What aspects of relationships with clinic staff do people most want from good medical care?
2.2 What aspects of clinic process do people most want from good medical care?
2.3 What health results do people most want from good medical care?
3. Recommendations for quality clinical health care
3.1 Prioritize your identified qualities. Please share your top 5 issues with the group.
3.2 How do you feel about Minnesota state aligning financial payment with these prioritized issues?
3.3 Consider the context of people’s lives, known as “social determinants of health (SDOH)”.
3.3.1 How would people in your community respond to clinics asking about their SDOH?
3.3.2 If clinics collected SDOH data, how should clinics use or respond to that information?
3.3.3 Do you think the state of Minnesota should require that clinics collect this information and consider these issues in terms of financial reimburse‑
ment?

researcher as a CET Community Lead from each of
seven communities: Black/African American, Hmong,
Latino/a/x, Lesbian-Gay-Bisexual-Transgender-QueerTwo Spirit (LGBTQTS), Native American, Somali, and
White. We chose these communities because they are
from the most populous communities in the metropolitan area. With input from the QMEP team, the CET
team chose the research aims, designed and conducted
the qualitative methods, and completed a participatory
qualitative thematic analysis. The qualitative methods
included 4-h Listening Sessions with community leaders
that began with an overview presentation about healthcare quality measures in Minnesota, followed by 90-min
community-specific breakout focus group discussions
led by each group’s respective CET Community Lead,
and ended with an interactive large group discussion
that was the first step in participatory analysis.
To recruit participants to the Listening Sessions, each
CET Community Lead from the seven communities identified three to five community leaders from their respective communities. The inclusion criteria were individuals
between the ages of 18–85 years, who were recognized as
or were renowned as community leaders from the seven
groups in the Twin Cities metropolitan area. The seven
CET Community Leads, utilizing their extensive community networks to identify community leaders who would
be broadly knowledgeable about the challenges their
communities face in seeking and accessing health and
mental health care, contacted and invited five Black/African American, five LGBTQTS, four Hmong, five Latino/
a/x, five Somali, four Native American, and two White

community leaders to participate. Of these identified 30
people, 20 people agreed to participate. Prior to joining,
we reviewed the consent information sheet with participants; the study was determined exempt by the University of Minnesota Institutional Review Board.
We held two Listening Sessions and one phone interview to accommodate participants’ schedules; community leaders from the Black/African American and
Native American communities attended one session and
the leaders from the other groups attended the other
session. After the healthcare quality presentation, each
CET Community Team Lead led a focus group with their
community in the group’s preferred language (English,
Hmong, Somali or Spanish). The focus group questions
elicited experiences and perspectives about what their
community wanted in quality primary healthcare. (See
Table 1 for small group questions). Reconvening in a
large group, each small group reported their three to five
major discussion points and community leaders engaged
in an initial high level participatory analysis discussion
[24] comparing and contrasting these key discussion
points across participating communities in order to identify the themes that were most important to them. The
small group sessions were audiotaped and note takers
from each community captured discussions in both the
small and large group sessions. The one telephone interview was audiotaped and notes were taken.
Analysis

We analyzed the qualitative data from the small and large
group discussions using Thematic Analysis [25, 26]. Each
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CET Community Lead who facilitated the small group
discussions used the audio-taped small group sessions to
expand the original notes and ensure the notes accurately
captured the discussion, while simultaneously translating from Hmong, Somali and Spanish into English as
necessary. They manually coded the English language
notes according to a coding tree [25] based on National
Quality Forum’s 2017 Health Equity Framework [27]
and then entered their coded data into one computerbased Excel spreadsheet. By reflecting on the ideas that
emerged in the large and small group discussions, the
full CET collectively identified the major characteristics
of quality primary healthcare clinics, and then identified
major themes that encompassed them. Each CET Community Lead then reviewed their coded discussions to
identify which codes fit with these major characteristics
and themes and then highlighted appropriate quotes. We
sent the preliminary results to 17 participants who had
expressed interest in reading and giving input on the
results, as a participatory member-checking process. The
seven participants who responded expressed agreement
with the major ideas and gave additional input, which was
included in the final analysis. We chose our final quotes
to ensure representation from all seven communities.
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Table 2 Characteristics of Community Leaders
Self-identified Characteristics

Result

Gender - N
Women

11

Men

7

Transgender

1

Non-binary

1

Age, mean age in years (range)

45 (26-65) years

Communities - N
Black/African American

3

LGBTQTS

3

Hmong

3

Latino/a/x

4

Native American

1

Somali

4

White

2

Country of Origin- N
USA

8

Other

12

  5 Somalia
  2 Colombia
  2 Laos
  1 Chile
  1 Korea

Results
The self-described characteristics of the 20 community
leaders who participated in the listening sessions are in
Table 2. The identified three themes about quality primary healthcare clinics and representative quotes are in
Table 3.
Theme #1: Quality clinics utilize structures and processes
that support healthcare equity
Recognize and address historical trauma, structural racism,
and social determinants of health (SDOH)

Many community leaders discussed how the social injustices resulting from historical trauma, institutional racism, and structural inequities have negatively impacted
the health of their communities. These mechanisms have
contributed to communities’ high disease burdens, difficulties accessing healthcare, and a lack of trust in the
healthcare system. Participants indicated that these complex and interconnected mechanisms cause physiological
and psychological stress from repeated daily inequities,
which contribute to chronic diseases.
Recognizing and addressing historical trauma, structural racism, and SDOH in these communities is an
important contributor to healing for patients. Primary
healthcare clinics need to improve their ability to identify, understand, and address social factors that influence
health, as well as adjust clinics’ healthcare processes so
they do not perpetuate inequities.

  1 Peru
   1 Turtle Island, a Native American land

“Clinicians should be aware of types of trauma in
our community and understand what trauma is.
Clinician[s] should be trained on how trauma looks
like. Sometimes the patient herself/himself does not
know she/he has been traumatized. The clinic visit
could be a trigger point to realize about a trauma
if the clinician is trained properly.” (Black/ African
American)
Providers should be trained in how to appropriately
inquire about historical trauma, structural racism, and
SDOH as this helps alleviate patients’ fears. They should
consider these issues in both diagnosis and in treatment,
making decisions in collaboration with patients. Clinics
should have structures that include “real” representation from the clinic disparities. In addition, clinics should
authentically engage and partner with community organizations to address the societal issues that negatively
influence health.
Have real representation by patients and community
members

Community members of the patient populations that are
served at each clinic need to be represented throughout
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Table 3 Themes with Participant Quotes
Theme #1: Quality Clinics Utilize Structures and Processes that Support Health Equity
Recognize and address historical trauma, structural racism, and SDOH
“Clinics and clinicians should be prepared to treat the person as a “whole person”. That means that many patients have issues that make the specific disease
almost non-important. For example, a patient’s dilemma is that her child is sick, but she also has another baby to take care of, her rent is not paid, her partner
is “being snarky”, she does not know how to navigate the system and would take more time to learn. How can a patient find an advocate to help her through
her many struggles?” (LGBTQTS)
“If a clinic has all the resources in terms of housing, employment, or legal information—such as domestic violence, I can get help getting a restraining
order—or if there is a person to refer me (and) at the same time (tell me), ‘We will care for your health, and this (resource) will relieve your pain and stress’,
it’s very important to me and the Hmong community because we don’t know the language, (the) knowledge, so we don’t know where the information is.”
(Hmong)
“One of the current issues for (the) Latino community is deportation, which has ripple effects: (the) deportation of one person could affect an entire group of
people, from his children who will be unable to see their father at all, to a wife who will be suddenly a single mother. ...A clinic providing (connections) for those
people with resources in the community, the entire group of people could find relief: churches, low-fee attorneys, organizations helping Latinos, food pantries,
school counselors, county workers.” (Latino/a/x)
“We see being healthy as a right – it was written as a right into our treaties, and we see this in our (Native) teachings, but…because of trauma, I think Native
communities struggle with feeling worthy of being healthy.” (Native American)
“You know sometimes when people who just recently arrived, they have been through so much trauma. Like my grandma for example, when she came in,
she said ‘I have body aches’ and later we ended up going to a therapist ... Understanding what these people went through helps so much. So, it is important for
doctors to have background knowledge about what the person dealt with.” (Somali)
“A primary care visit, to me, it’s not just I’m treating you right now, today, it’s we’re treating your overall health and we understand that’s something bothering
you today that’s why you’re coming in, but let’s take an overall view of your health, whether it is diabetes, asthma, addiction. Maybe there’s some mental health
challenges or some social and economic challenges that is greatly affecting this person’s overall health.” (White)
Have real representation by patients and community members
“In order to build trust, patients need (to) receive treatment from personnel who represent their own groups or from someone who is culturally competent
in their language and culture. I heard a patient who was struggling with economic issues say, ‘The doctor is telling me I have to eat a healthy, balanced meal,
with fruits and vegetables. How am I going to tell my wife that, since we hardly have enough money to get some food?’ When I asked the patient why he didn’t
tell the doctor the truth, he explained that it was embarrassing enough to have to tell the non-Latino doctor, but that the Spanish interpreter also would hear
it.” (Latino/a/x)
“Clinic leadership should hire people who are Somali. For example, if the clinic is in neighborhood where Somalis live, they should hire interpreters from the
community, but how much better (it would be) if they hired people from the community to provide services and to lead the clinic.” (Somali)
Report on health disparity data, goals, and efforts
“In order to make a complaint, patients have to feel empowered, feel safe and not worried that clinics or staff will retaliate.  In native communities, they often
don’t feel empowered enough to even complain at an official level. […]Can the clinic help people effectively complain? Because their voices collectively matter. How do we tell communities that their voices and experiences matter? This is how we can get the system to listen to them. We may have to craft our own
creative ways to collect that.” (Native American)
Improve access to care through solutions to barriers and integrated services
“(At some clinics) I don’t think they really explain what’s going on, I mean, when you’re at the community clinic…they don’t explain anything. They just move
you through, and after sitting (there for) 2-3 hours, you just want to leave…and after spending the money for the bus to get there (in time for) your appointment, and you are going to try to get back (on time), but they sit you there for 2 hours. They’ll get you checked in, but you’re sitting there for 2 hours. Now my
bus pass is (expired) and I’m going to have to walk home.” (LGBTQTS)
Support healthcare system navigation
“To build trust, (clinics should) have (a) liaison to help patients feel comfortable, have conversation to show support for the patient, (and) have a team that
collaborates so that patients don’t have to repeat themselves because it is tiresome. (…) When a family doesn’t feel empowered to be their child’s advocate,
you need to encourage them to ask questions and help them be empowered to be their own advocates.” (Native American)
Create welcoming, private, and safe clinic environments
“Make sure that staff is trained in HIPPA. Privacy is important. Do not leave my private information for others to see. We do not trust doctors and we do not
trust people with our information. Talk in a low voice instead of screaming. There are always people behind who can hear. ... Information should be private and
treated with respect. This way I will come back to this clinic.” (Black/African American)
“What is it like when you go into the clinic, is it all straight, white people?….What’s the literature in the waiting room? Are there gay magazines, are there
people of color on them? And around bathrooms and bathroom management…are there single stall bathrooms available? How has the clinic chosen to label
the bathrooms? How do I fit within the physicality of the clinic – do I see myself represented?” (LGBTQTS)
“Showing respect can be as easy as asking for permission. For instance, when a doctor needs to examine a Hmong elder’s head, the doctor should ask for
permission ahead of time. This act demonstrates that the doctor acknowledges and respects the patient’s control for their personal space and body. Small
gestures like asking for permission contribute to building a trusting relationship between patients, doctors and staff.” (Hmong)
“My aunt has diabetes. I went with her to see a doctor and the doctor didn’t see her as she is. She’s an elderly woman and has never been educated. He told
her how to manage her diabetes, but she didn’t understand the whole scope of it or why. He told her “no more tea” and didn’t discuss it further with her. He
doesn’t understand how tea is part of our culture. If he understood our culture, he could treat her well and he could reach her. Now she constantly goes to the
ER instead of going to her doctor. She needs education and help to learn how she can eat.” (Somali)
“Having a calming, healing environment (is important). I know that (my clinic) has a chaotic environment, and with anxiety, sometimes, I have trouble
being in the waiting area (because) you’re in everybody’s business. I think it doesn’t really respect patients’ confidentiality and privacy. (White)
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Table 3 (continued)
Theme #2: Quality Clinics Provide Respectful, Trusting, and Effective Relationships with Patients and Communities
Support effective and longitudinal clinician-patient relationships
“People do not want to share a lot earlier in the relationship. The relationship must be built to have trust. Some clinics develop trust faster than others. If you
trust the clinic you will be able to share more, your whole experience.” (Black/ African American)
“For those with drug and alcohol problem, if you don’t have a supportive environment, it’s easy to slip back into using again. Creating the supports for longterm health is really important. Like mental health, one thing is to have a regular schedule with a provider. If you can only get it once a month, it’s hard to follow up with the positive that you’re getting from it. Sometimes that relationship ends when you decide you can only go so far with a therapist or the therapist
thinks they need to end the working relationship. (White)
Provide training for staff to improve cultural-responsiveness and be attuned to unconscious bias
“Respect for elders, how the staff in the clinic acknowledge you, instead of calling you by your first name….I know that this is not the culture, but treating a
client as Mr., and Mrs. first is respectful and you may give permission to call you by your first name.” (Black/ African American)
“For me, when we go to the clinic, we are scared and when we get there, we are constantly thinking that they (staff/doctors) might not know our language,
maybe they’ll have an interpreter. ‘Is the interpreter going to interpret correctly or not? Will they understand me?’ When people need interpreters, then they
need more time, not only to interpret, but there is also a cultural piece. Hmong are relationship people--we need more time to build relationships with providers
and explain things fully so we don’t get embarrassed.” (Hmong)
“Cultural training must be available to the clinic staff at all levels. Clinics can even invite patients to talk about ways to improve services so the services fit
with patients’ culture desires and needs. My aunt has diabetes. I went with her to see a doctor and the doctor didn’t see her as she is. She is an elderly woman
and has never been educated. He told her how to manage her diabetes but she didn’t understand the whole scope of it or why. He told her ‘no more tea’ and
didn’t discuss it further with her. He doesn’t understand how tea is a part of our culture. If he understood our culture, he could treat her well, and he could reach
her. Now she constantly goes to the ER instead of going to her doctor. She needs education and help to learn how she can eat.” (Somali)
Provide culturally-relevant patient education
“Adopting healthy lifestyles is key to addressing many health issues in our community. However, there are many issues that block this useful tool to reaching
many people in the community. From lack of healthcare access due to education and financial constraints to health system design, communities use the
health system when they are sick or as a ‘last resort’ rather than as a tool to stay healthy and prevent diseases. … They need culturally and linguistically appropriate education and information about health promotion, so people can understand and can institute healthy lifestyles.” (Latino/a/x)
Integrate family and community-based strategies for health promotion and education
“Family members could provide important information about the patient. Latino patients are used to going to their doctor’s appointment with their spouse,
children, in-laws, godmother. Often times, these family members could provide information that is useful for the provider, to give better service to the patient.”
(Latino/a/x)
Theme #3: Funding Based on Current Quality Measures Perpetuates Health Inequities
“Regarding diabetes treatment, if patients continue to smoke, (then) the clinic automatically fails, (and) doesn’t get their funding…but that (smoking) is a
trauma thing, you know?” (LGBTQTS)
“The current system for reimbursement is not the best practice for communities like ours. I don’t think that a clinic (in suburbia with better quality scores) is
doing any better job than a clinic in Minneapolis that is dealing with other factors. We know that only 10% of clinical factors contribute to health, and the rest
is related to social factors, so social factors are a bigger component of dealing with health problems and getting the results that would rank a clinic or provider
higher or lower on the current scale.” (Somali)
“I agree, I don’t think it (payment) should be tied to it (services), because the community you are serving should be the community you are focused on, and
you cannot talk about the Somali community without addressing housing issue, food issue, income issue, transportation issue. There are people that can’t
even come to seek services because they are dealing with those. I think this whole rating system is deeply flawed and it seems like it benefits white people more
than it benefits people of color and I think maybe the whole thing should just be scrapped and a new system should be approached based on our input. What
I’m hearing is that the people most in need, those in clinic serving them could be reimbursed at a lower rate than ...other people and to me. that sounds really
bad. It (financial remuneration) should be based on the people they are serving--what services do you provide and how are the people you are serving receiving the services you provide?” (Somali)

the clinic including staff, clinicians, and clinic managers, to executive leaders and board members. “Real” representation means they have authority and play active
roles in the decision-making process, in contrast to
“token” representation when people do not have meaningful input or decision-making power. The current
power structure means that healthcare systems tell communities “you should be this”, when communities instead
should more actively define their health and healthcare
by being immersed in the organizational structure. Clinics need to intentionally cultivate relationships with
trusted community members and leaders to best develop
effective partnerships, which can contribute to improved

patient trust, communication, connection, and healing
relationships.
“For me here in Minnesota, I mean, we have our
(sexual health) programs, they’re mostly run by
white women from suburbia, and we’re talking
about sexual, minority health, and these are middle class white women who have no idea, and take
this framework that sex should be monogamous for
a lifetime, and yet we don’t live in that world… And
then, when people from our communities are working in those clinics, they are just there, they do not
have real power. We do not have real representation.
What we need is real representation.” (LGBTQTS)
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Report on health disparity data, goals, and efforts

Clinics should report on their health disparity efforts by
creating an “Equity Dashboard” that highlights existing
health disparities and illustrates directions for progress
and improvement. Collecting and displaying data can
lead to improved understanding of current practices, goal
setting, and accountability.
“How do systems quantify feelings of discrimination?
How do they collect that? Systems want to know
what the racist action that their personnel said or
did. Do they collect discrimination complaints? Do
they know how many families feel discriminated
against, based on their care? Are they collecting
this data and if not, why not? How will they know if
they have a problem? If they do not collect the data,
maybe they are saying they don’t want to know.”
(Native American)
The dashboard could include: a) clinic policy leadership
level data; b) clinic process data; c) clinic outcome data;
and d) patients’ negative experiences with clinic processes and clinic relationships, such as being treated with
disrespect/discrimination or stereotyping. An “Equity
Dashboard” could help clinics explore and display how
SDOH affect families and communities, how structural
racism impacts community health, and how institutions
respond to concerns of inequities and discrimination
from patients.
In discussing whether or not clinics should be
required to collect SDOH information, opinions were
mixed. Participants saw potential value in providers
being able to better understand patients in the context
of their lives and refer patients to appropriate community programs and agencies. Potential harms included
patients’ confidentiality and desire to keep this information private, increased vulnerability, and potential
for discrimination. Community leaders thought perhaps it would be best for communities to be able to
collect and manage their own data, being able to set
their own priorities. Ultimately, they thought it was
best for clinicians to respectfully ask patients about
their social situations and clinics could collect the data
anonymously.
Improve access to care through solutions to barriers
and integrated services

Improving patients’ access to care includes aspects
outside of the clinic (insurance, transportation, location, etc.) and inside the clinic (hours, appointments,
interpreters, etc.). Increasing the prevalence of integrated services, like “one-stop shops” for healthcare that
includes physical and mental health, will improve patient
and community health through ease of access.
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“For many patients, transportation can be a main
factor in accessing health care. There are many
low-income patients who do not own a car or cannot afford car insurance, and they depend solely on
public transportation. Most clinics cannot or do not
accommodate late arrivals, and then deny services to
patients who arrive late. Not receiving service blocks
these patients from needed care, as well as produces
a sense of rejection, impotence and discouragement as their time and financial efforts are wasted.”
(Latino/a/x)
Traditionally, healthcare clinics have focused on physical health, and have relegated mental health to special
mental health services. Patients, families, and communities could benefit from the expansion of mental health
services to be diffused throughout the primary healthcare system. Clinics should also partner with community spiritual, social, and mental health healers.
Although not directly responsible for the financial burden of care, clinics could support long- and short-term
solutions for the high cost of care. Long-term solutions
should include universal healthcare coverage, while shortterm solutions could include: clinic-based discount programs; providers prescribing medications that patients can
afford or are covered by insurance; and pharmacists connect with pharmaceutical company assistance programs.
Support healthcare system navigation

In order to best navigate the clinic and healthcare system, patients need to understand how the system works.
Transparent clinic processes will help patients understand
how the system can help meet their needs (i.e., understanding diagnoses, treatment plans, test results, medical/
community referrals, and follow-up care). Effective communication then must make these transparent processes
easy to understand by considering patients’ language,
health literacy, numeracy, and technology skills.
“[Clinics should] not leave it to the individual
directly and (they should be) more involved than just
say ‘This is what you have and I expect you to manage it’….[Clinics should] have a guideline or help….
to train someone on how to manage (their) care, or
train family members to help them manage their
care….don’t expect them to figure out how to manage their own care when it’s complicated enough that
someone who is born in the state can’t even manage
it….” (Somali)
Create welcoming, private, and safe clinic environments

A welcoming environment requires clinics to have a high
standard of professionalism that reflects the needs of the
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communities they serve. Healing environments reduce
stressors associated with the effects of societal discrimination and disrespect. Clinic spaces could include
space and activities for children, artwork from local artists, healing gardens, and quiet spaces for reflection and
prayer. Furthermore, providing confidential care in a private environment is respectful of patients and leads to a
trusting relationship between patients and clinic staff.
“It is important how you are treated at the front
desk. When you are sick and you see the unhappy
faces of the front desk staff, then it makes you twice
as sick. Sometimes when you check in, they don’t
even look up at you and it makes you angry and you
don’t want to be there. The relationship between the
mind and body is important. If you don’t value that,
then you can’t contribute to the improvement of the
patient’s health.” (Hmong)
Theme #2: Quality clinics offer effective relationships,
education, and health promotion
Support effective and longitudinal clinician‑patient
relationships

Patients want long-term personal relationships with their
primary care clinicians. This relationship should include
respect for patients as individuals, acknowledgement
and not dismissal of patient concerns, and respect for
patients’ life choices. Patients desire support and advice
for all of their healthcare-related needs, including acute
and chronic conditions, preventative care, healthy lifestyle, and overall wellness.
“Patients prefer to see the same provider regularly
so as to form a trusting relationship. But when
the scheduling staff does not or cannot schedule appointments with [the] same provider, then
the patient usually does not share information
that may be relevant to the reason for the visit.”
(Latino/a/x)
Clinics should provide adequate resources and time
to help patients develop effective and therapeutic relationships with providers. Clinicians need adequate time
to establish personal relationships, provide culturallyresponsive care, and identify and respond to relevant
SDOH factors. Trained medical interpreters are also a
necessity to best serve non-English speaking and low
English proficiency patients.
Provide training for staff to improve cultural‑responsiveness
and be attuned to unconscious bias

In order to help patients feel valued and respected,
all clinic staff should be required to complete
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cultural-responsiveness training. Such training aims to
mitigate implicit biases, stereotyping, and discrimination.
“If you’re competent, then your forms and everything
else will reflect that you have an understanding of
who the people are that are coming in to use your
services.” (LGBTQTS)
Providers and clinic staff who understand a group’s
history, culture, and healthcare practices (i.e., herbal
medicine, massage, or prayer) can provide more patientcentered care and help avoid patients feeling vulnerable,
misunderstood and stereotyped. Staff need to provide
excellent customer service without making assumptions,
reinforcing stereotypes, or passing judgment based on
how people look, dress, or speak. Overall, culturallyresponsive care improves patient trust, shared decisionmaking, patient engagement, and follow-through with
healthcare goals and plans.
Provide culturally‑relevant patient education

Traditionally, clinics have focused on doctor-dominated
disease diagnosis and treatment with patients being
dependent on clinicians. The shift towards focusing on
prevention, health promotion, and patient empowerment
for healthy goals and independence for chronic diseaseself-management needs to continue.
“It would help if the clinic held monthly seminars for
the community. If you teach twenty people, they are
connected with hundreds of other different people, as
people are inter-connected and related in the Somali
community. The person leading the sessions should
be someone from the community, otherwise people
attending may say, ‘Wait a minute- this is another
“cadaan” (white) person telling me what I should be
doing with my life’, and then not listen.” (Somali)
Effective patient education is holistic and tailored to
individuals in the context of their family and community. It must remain consistent with patients’ preferred
language, literacy, and learning styles, while also considering peoples’ cultural values of health and healing, and
respecting patient’s intersectional identities.
Integrate family and community‑based strategies for health
promotion

Individually-focused care can fracture the family and
community structures, isolating individuals from their
support network. Family-focused health promotion and
education can support healthy lifestyles for the whole
family, while using patients’ support systems to empower
them. Culturally-responsive healthcare for communities that value a collaborative versus individualistic view
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of health may mean including family and friends during
patient visits.
“When we talk about diet and changes, we need to
consider the household. We are family-oriented so
to eat healthier, exercise, can’t do that unless we
change entire family lifestyles. We have to keep everyone accountable, to ask who lives in the household
and asking others in the home and how to change
the family structure and community to make every
one healthy.” (Hmong)
Theme #3: Funding based on current quality measures
perpetuates health inequities

Community leaders generally disparaged the reality of
the current system, where privileged patients and communities have higher quality scores than impoverished
and marginalized clinic populations. They recognized
that if the clinics serving privileged communities receive
increased reimbursement while clinics serving impoverished communities receive less money (i.e. structural disparities), the social injustice of our healthcare system and
its disparities will continue. They emphasized the importance of how social and structural determinants of health
disproportionately impact the funds and resources for
their communities, and how the current system perpetuates the inequities in their communities. They criticized
policymakers and decision-makers who set budgets and
priorities that do not align with low-income communities of color and communities that experience the greatest health disparities. Some participants advocated for
stopping the inequitable process altogether, while others made suggestions to improve the system (i.e., create
a system that modifies payment by community’s socioeconomic factors; reimburse based on community’s
social needs; reimburse based on time expended to meet
patients’ needs). Other participants shared ideas of what
the funding priorities should be (i.e., health education
about healthy lifestyles to prevent chronic diseases; community services outside of clinic processes) and how the
funds should be spent to improve patient experience (i.e.,
hiring staff from the community; training staff to be culturally sensitive).
“The state will prioritize the taxpayer that pays the
most and the one who screams the loudest—they are
not the poor and not people of color, which is what
creates great disparities.” (LGBTQTS)
“The current system for reimbursement is not the
best practice for communities like ours. I don’t think
that a clinic (in suburbia) is doing any better job
than a clinic in Minneapolis that is dealing with
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other factors. We know that only 10% of clinical factors contribute to health, and the rest is related to
social factors, so social factors are a bigger component of dealing with health problems and getting the
results that would rank a clinic or provider higher or
lower on the current scale.” (Somali)

Discussion
Twenty community leaders from seven urban communities (Black/African American, LGBTQTS, Hmong,
Latino/a/x, Native American, Somali, and White) in
Minneapolis-Saint Paul, Minnesota, USA, participated
in listening sessions as key informants to share their perspectives about what their communities wanted in quality primary healthcare. Their responses are organized by
three themes: #1: Quality Clinics Utilize Structures and
Processes that Support Healthcare Equity; #2: Quality
Clinics Offer Culturally Appropriate Relationships, Education, and Health Promotion; and #3: Funding Based on
Current Quality Measures Perpetuates Health Inequities.
Evidence‑based discussion of participants’ quality
recommendations

These community leaders’ perspectives about quality primary care and their recommendations about how
to achieve it are supported by existing literature. Their
assertions that health is influenced by social risk factors,
historical trauma, and structural racism (Theme #1) has
been demonstrated by many studies that illustrate how
social and economic factors are major determinants of
health and well-being [28, 29]. Similarly, the impact of
historical trauma and structural racism adversely affect
mental health as well as physical health [30]. Pathways
between racism and health outcomes have been increasingly evaluated, including economic injustice and social
deprivation, environmental and occupational health
inequities, psychosocial trauma, targeted marketing of
health-harming products, inadequate healthcare, and
maladaptive coping behaviors [30, 31]. Focusing on structural racism as a key determinant of population health is
essential to advancing health equity [32].
There is moderate evidence for our community leaders’ practical recommendations for responding to social
risk factors, historical trauma, and structural racism.
They proposed that quality primary care clinics need to
have equitable leadership structures, employ staff who
both belong to and are respected in the communities,
and include community members in clinic systems with
decision-making power. Providers and health systems
increasingly recognize the value of including patient
and community perspectives in healthcare systems,
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particularly for quality improvement and research
endeavors [33]. Integrating patients with direct personal
experience in health systems can provide insights and
raise concerns that may not be noted by health professionals alone [34] and promote patient-centered practice
improvements [35]. Systematic reviews of patient, family,
and community advisory boards have indicated that such
groups best contribute to patient-facing services that may
improve patient-centeredness and satisfaction but are difficult to evaluate in terms of impact on health outcomes.
Therefore, more prospective clinical outcome data is
needed [36] to monitor process and progress on health
disparities. Although some states, including Minnesota,
already issue an annual Health Equity of Care Report
[22], individual clinics and their patients may benefit
from displaying and tracking health disparities through
an instrument such as an “Equity Dashboard.” [27].
The community leaders’ list of items that constitute
quality primary care in Theme #2 have in common a call
for more deliberate culturally specific processes that are
responsive to the needs of patients and the communities that the clinics serve. Among the recommendations,
there is evidence for improvements in patient satisfaction
and understanding among several ethnic and religious
groups across multiple health conditions when effective,
culturally-appropriate education and resources are provided [37, 38]. Although there is little research about the
effects of cultural responsiveness training interventions
on healthcare disparities [39], a 2014 Cochrane review
indicated mild improvements in patient, provider, and
healthcare organization outcomes with no studies showing adverse outcomes [40]. A recent article makes a powerful case for cultural safety approaches as distinct from
cultural sensitivity/competency as being more effective
in addressing health inequities [41]. Perhaps the strongest evidence-based recommendation from our community leaders was to support long-term relationships with
primary care providers (Theme #2). Longitudinal continuous relationships between primary care providers and
patients are related to the overall success of primary care
[42], patient satisfaction [43], reduced healthcare costs
and outcomes [44], including lower death rates [45]. This
may be especially important to communities with a warranted distrust of the healthcare system.
The community leaders’ recommendations for quality clinics in Themes #1 and #2 reflect the tenets of
patient-centered medical homes (PCMHs) such as integrated mental health services, enhanced access, and
care coordination to help navigate the healthcare system. The PCMH has been touted as a way to promote
health equity [46] and has been shown to improve some
patient outcomes [47], reduce some health disparities
[48], and increase patient satisfaction [49]. Specifically,

Page 10 of 13

same-day appointments have been shown to increase
patient satisfaction, decrease emergency department
usage, and improve cost-effectiveness of care [50]. Moreover, improvements to interpreter services in the outpatient settings can produce more efficacious and efficient
patient care, as well as reduce malpractice claims [51].
Additional legal and social services have demonstrated
reductions in overall system costs [52, 53].
The third theme arose from our asking community
leaders’ about tying clinic and provider reimbursement
to current quality measures. Their response was clear:
this financial arrangement would contribute to increased
health disparities, particularly if conducted without
adjusting for social risk factors. The community leaders’ concerns are supported by strong and rapidly growing evidence. Providers serving a higher proportion of
disadvantaged patients have been shown to have worse
quality scores [10] as current quality metrics do not
typically consider structural and social factors that contribute to health and quality scores [15]. Tying quality
metrics to reimbursement strategies produce unintended
consequences [13] such as reducing access and increasing healthcare disparities in disadvantaged populations
[54] and inappropriately labeling clinics and providers
as poor performers [23]. Given the disadvantages placed
on providers serving populations most affected by health
disparities, it is already difficult to recruit PCPs and specialists to predominantly minority neighborhoods [55].
Adjusting provider pay and clinic resources based on
inequitable measures may only exacerbate this [7].
Theoretical grounding and contribution to current
literature

Leading experts at the intersection of primary care quality measurement and health equity such as Starfield [18]
and Stange/Etz [19], have described the complicated relationship between quality and equity. Both researchers
acknowledge health equity as a necessary component of
quality primary care, and Starfield demonstrated multiple pathways from quality measurement to health inequity. Starfield concludes that “Efforts to improve average
health, i.e., population-wide rates of morbidity and mortality, are generally associated with increasing inequities,
because new and effective interventions often reach the
more advantaged first. Also, influences with high relative
risk of poor health are not necessarily appropriate targets
for equity-focused interventions, as their frequency may
be low and hence not contribute much to reductions in
inequity overall [56]. In the context of our study, the bottleneck to improving the health of marginalized populations can vary according to their SDOH and community
specific needs. Moreover, rewarding clinicians to pursue
quality metrics most relevant to the upper-middle class
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seems to systematically discriminate against marginalized populations [7, 15].
One way to block the pathway from improving quality metrics to increasing inequity described by Starfield
is instituting the Person-Centered Primary Care Measure (PCPCM), recently proposed by Etz et al [57]. The
PCPCM is a comprehensive measure that requires clinicians to center their quality efforts on the needs of the
individual patient, as a balancing measure to populationcentered metrics that may miss the mark for that patient.
A second way to block the quality metrics-inequity pathway is to conceive of health equity as an explicit element
of quality primary care. Stange and Etz cite collaborative
leadership and stakeholder participation as principles
that can be measured, and can be included in healthcare
quality and equity metrics [19]. Our study suggests the
potential for greater health equity by incorporating the
voices of marginalized community leaders in primary
care quality metric development.
Moreover, our study points to the potential for improving health outcomes and health equity through the addition of community-specific metrics. Such meso-level
metrics may be an important contribution between the
traditional macro-level metrics of entire populations and
new PCPCM micro-level metrics for individual patients.
Exploration of community-level metrics is an exciting
prospect and we recommend further conceptual and
empirical research.
Limitations

The participants were limited to a small number of people
from each community and each community had a different number of people represented. While the quotes give a
flavor of each communities’ perspectives, the low number
of participants per community required our analyzing the
data as a whole report, and precluded our sub-analyzing
the data by each community. Indeed, characterizing different community perspectives would require a more substantial qualitative and a subsequent quantitative investigation.
Overall, this study could be seen as an initial investigation
of “key informants” who shared their perspectives about
their communities’ experiences before conducting a more
in-depth evaluation of community members’ perspectives
about quality care and quality metrics. Nonetheless, these
themes have been supported by prior research.

Conclusion
As we approach more than 1 year of the COVID-19
pandemic, we believe that the time for action to redress
societal inequity in health care is now. Our study’s
diverse community leaders identified ideal characteristics of primary healthcare that could address health
inequities and promote quality care. They expressed
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concerns that linking clinic payment with quality metrics without considering SDOH perpetuates current
social injustices in the healthcare system. Their insights
and recommendations can guide us to a system that
more equitably measures and resources primary care
clinics for quality primary healthcare.
Abbreviations
CBPR: Community-based Participatory Research; CET: Community Engage‑
ment Team; LGBTQTS: Lesbian-Gay-Bisexual-Transgender-Queer-Two Spirit;
MDH: Minnesota Department of Health; NQF: National Quality Forum; PCP:
Primary care provider; QMEP: Quality Measurement Enhancement Project;
SDOH: Social-structural determinants of health; SQRMS: Statewide Quality
Reporting and Measurement.
Initials of authors
KACP: Kathleen A Culhane-Pera, MD MA; SLP: Shannon L Pergament,
MSWMPH; MYK:: Maiyia Y Kasouaher, PhD; AMP: Andrew M Pattock, MD; ND:
Naima Dhore, BA; CNK: Cindy N Kaigama, MA; MA: Marcela Alison, MBA ICP;
MS: Michael Scandrett, JD; MST: Mai See Thao, PhD; DJS: David J Satin, MD.
Acknowledgements
We thank people who contributed greatly to the study. Misty Blue and Mo
Mike participated in planning the study and conducting the listening ses‑
sions. Community leaders, both those who wanted to remain anonymous
and those who consented to be named: Nimo Afyare, Roxanne Anderson,
Nathaniael Beske, Janeth Guerra de Patino, Kim Hayden, Natalie Johnson Lee,
Clarence Jones, Nicholas Metcalf, Maria L. Moya, Carmenza Preus, Kimberia
Sherva, Blanca Svedberg, Demetria Turnage, and PaHoua Vang. In addition,
we want to thank members of the Minnesota Safety Net Coalition’s Quality
Measurement Enhancement Project (QMEP), who participated in the study
design and focus group question development, and were the first recipients
of the results.
Authors’ contributions
KACP, SLP, MYY, ND, CNK, MS and MRS planned the study, conducted the
listening sessions, analyzed notes and transcripts, participated in dissemina‑
tion, and contributed to writing the final report and this article. AMP, MST and
DJS contributed substantially to writing the article. The author(s) read and
approved the final manuscript.
Authors’ information
KACP is a white female family physician with a master’s degree in anthropology
at Minnesota Community Care (MCC) who is a community-clinician researcher
with SoLaHmo Partnership for Health and Wellness (SoLaHmo). SLP is a white
woman with master’s degrees in social work and public health who was CoDirector of Community Based Research at MCC at the time of this study, is a
founding member of SoLaHmo and is now Community-Based Research Facili‑
tator at Community University Health Care Center (CUHCC). MYK is a Hmong
woman with her PhD in Organizational Leadership, Policy, and Development
with a minor in Human Rights, who is a community researcher with SoLaHmo
and now is the Community Engagement Lead in the Program in Health
Disparities Research (PHDR) at at the University of Minnesota (UMN). AMP is a
white man who participated in the project during UMN medical school. ND is a
Somali woman and a community researcher with SoLaHmo. CNK is an AfricanAmerican woman with a master’s degree and a community researcher with
SoLaHmo who is now Health Equity Design Partner at MCC. MA is a Latina with
a master’s degree in business, who is a community researcher with SoLaHmo.
MS is white male lawyer with Minnesota Health Care Safety Net Coalition. MST
is a Hmong woman with a PhD in Anthropology who teaches at University of
Wisconsin-Oshkosh. DJS is a white male family physician who directs courses at
UMN Medical School in Ethics, Policy, Healthcare Finance, and Quality Improve‑
ment. All were members of QMEP.
Funding
This work was supported by the Centers for Disease Control and Preven‑
tion (CDC) National Center for Chronic Disease Prevention and Health

Culhane‑Pera et al. International Journal for Equity in Health 2021, 20(1):226

Promotion’s State and Local Public Health Actions to Prevent Obesity, Diabetes,
and Heart Disease and Stroke (DP14-1422PPHF14) cooperative agreement
with the Minnesota Department of Health. This publication represents the
views of the authors and does not represent CDC’s position or policy. In
addition, Minnesota Community Care and the American Heart Association
provided some funding for the study.
Availability of data and materials
The de-identified interview transcripts and spreadsheets of codes and quotes
created for analysis are available from the corresponding author on reason‑
able request.

Declarations
Ethics approval and consent to participate
The University of Minnesota Institutional Review Board granted the study an
exempt status as determined to be Non-Human Research (STUDY00001873).
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Author details
1
SoLaHmo Partnership for Health and Wellness, Minnesota Community Care,
Inc., 895 E 7th, St. Saint Paul, MN 55106, USA. 2 Program in Health Disparities
Research, University of Minnesota, 717 Delaware St. SE, Minneapolis, MN 55414,
USA. 3 Department of Family and Community Medicine, University of Min‑
nesota, 420 Delaware Street SE, Minneapolis, MN 55455, USA. 4 Minnesota
Health Care Safety Net Coalition, 1113 East Franklin Ave #202B, Minneapolis,
MN 55404, USA. 5 Department of Anthropology, Global Religions and Cultures,
University of Wisconsin-Oshkosh, 800 Algoma Blvd, Oshkosh, WI 54901, USA.
Received: 25 June 2021 Accepted: 23 September 2021

References
1. Agency for Healthcare Research and Quality. 2019 National Healthcare
Quality and Disparities Report https://www.ahrq.gov/research/findings/
nhqrdr/nhqdr19/index.html Accessed 16 May 2021.
2. Farmer P. Infections and inequalities: the modern plagues. Berkeley and
Los Angeles: University of California Press; 1999.
3. Minnesota Department of Health. Request for Comment: OutcomesBased Purchasing Redesign and Next Generation IHP. November 15, 2017.
https://mn.gov/dhs/assets/request-for-comment-outcomes-based-purch
asing-redesign_tcm1053-31816.pdf. Accessed 16 May 2021.
4. Kansagara D, Tuepker A, Joos S, Nicolaidis C, Skaperdas E, Hickam D. Get‑
ting performance metrics right: a qualitative study of staff experiences
implementing and measuring practice transformation. J Gen Intern Med.
2014;29(Suppl 2):S607–13.
5. Greene J, Kurtzman ET, Hibbard JH, Overton V. Working under a cliniclevel quality incentive: primary care clinicians’ perceptions. Ann Fam Med.
2015;13(3):235–41.
6. McDonald R, Harrison S, Checkland K. Incentives and control in primary
health care: findings from English pay-for-performance case studies. J
Health Organ Manag. 2008;22(1):48–62.
7. Culhane-Pera KA, Ortega LM, Thao MS, Pergament SL, Pattock AM, Ogawa
LS, Scandrett M, Satin DJ. Primary care clinicians’ perspectives about
quality measurements in safety-net clinics and non-safety-net clinics. Int J
Equity Health. 2018;7;17(1):161.
8. Milstein R, Schreyoegg J. Pay for performance in the inpatient sec‑
tor: a review of 34 P4P programs in 14 OECD countries. Health Policy.
2016;120(10):1125–40.
9. Singh N, Kovacs RJ, Cassidy R, Kristensen SR, Borghi, Brown GW. A realist
review to assess for whom, under what conditions and how pay for
performance programmes work in low- and middle-income countries.
Soc Sci Med. 2020;18;270:113624.

Page 12 of 13

10. Hong CS, Atlas SJ, Chang Y, Subramanian SV, Ashburner JM, Barry MJ,
et al. Relationship between patient panel characteristics and primary care
physician clinical performance rankings. JAMA. 2010;304(10):1107–13.
11. Lewis VA, Fraze T, Fisher ES, Shortell SM, Colla CH. ACOs serving high pro‑
portions of racial and ethnic minorities lag in quality performance. Health
Aff (Millwood). 2017;36(1):57–66.
12. Eggleton K, Liaw W, Bazemore A. Impact of gaps in merit-based incentive
payment system measures on marginalized populations. Ann Fam Med.
2017;15(3):255–7.
13. Shakir M, Armstrong K, Wasfy J. Could pay-for-performance worsen
health disparities? J Gen Intern Med. 2018;33(4):567–9.
14. Roberts ET, Zaslavsky AM, McWilliams JM. The value-based payment
modifier: program outcomes and implications for disparities. Ann Intern
Med. 2018;168:255–65.
15. Chen LM, Epstein AM, Orav EJ, Filice CE, Samson LW, Joynt Maddox KE.
Association of practice-level social and medical risk with performance in
the medicare physician value-based payment modifier program. JAMA.
2017;318(5):453–61.
16. Goff SL, Mazor K, Guhn-Knight H, Budway YY, Murphy L, White K, et al.
Factors that matter to low-income and racial/ethnic minority mothers
when choosing a pediatric practice: a mixed methods analysis. J Racial
Ethn Health Disparities. 2017;4(6):1051–60.
17. Israel BA, Coombe CM, Cheezum RR, Schulz AJ, McGranaghan RJ, Lichten‑
stein R, et al. Community-based participatory research: a capacity-build‑
ing approach for policy advocacy aimed at eliminating health disparities.
Am J Public Health. 2010;100(11):2094–102.
18. Starfield B. Global health, equity, and primary care. J Am Board Fam Med.
2007;20(6):511–3.
19. Stange K, Etz R, Gullett H, Sweeney SA, Miller WL, Glasgow RE. Metrics for
assessing improvements in primary health care. Annu Rev Public Health.
2014;35:423–42.
20. Braveman P, Gruskin S. Defining equity in health. J Epidemiol Community
Health. 2003;57:254–8.
21. United States Census Bureau. American Community Survey 2018. https://
www.census.gov/programs-surveys/acs/news/data-releases/2018/relea
se.html https://www.census.gov/acs/www/data/data-tables-and-tools/
data-profiles/2018/ Accessed 7 Apr 2019.
22. Minnesota Community Measurement. 2019 Minnesota Health Care
Disparities by Race, Hispanic Ethnicity, Language and Country of Origin.
Released 6/19/2020. https://www.leg.mn.gov/docs/2020/mandated/
200639.pdf . Accessed May 16, 2021.
23. Wholey DR, Finch M, Krieger R, Reeves D. Public reporting of primary
care clinic quality: accounting for Sociodemographic factors in risk
adjustment and performance comparison. Popul Health Manag.
2018;21(5):378–86.
24. Cashman SB, Adeky S, Allen AJ, Corburn J, Israel BA, Montano J, et al.
The power and the promise: working with communities to analyze
data, interpret findings, and get to outcomes. Am J Public Health.
2008;98(8):1407–17.
25. Crabtree BF, Miller WL. Using codes and code manuals: A template
organizing style of interpretation. In Crabtree BF, Miller WL. (Eds.) Doing
Qualitative Research (2nd Edition). Sage Publications. 1999; 163–178.
26. Braun V, Clarke V. What can “thematic analysis” offer health and wellbeing
researchers? Int J Qual Stud Health Well-being. 2014;9:1.
27. National Quality Forum. A Roadmap for Promoting Health Equity and
Eliminating Disparities. Final report. September 14, 2017. 2021.https://
www.qualityforum.org/Publications/2017/09/A_Roadmap_for_Promot‑
ing_Health_Equity_and_Eliminating_Disparities_The_Four_I_s_for_
Health_Equity.aspx. Accessed 16 May 2021.
28. National Scientific Council on the Developing Child; National Forum on
Early Childhood Policy and Programs. The foundations of lifelong health
are built in early childhood Cambridge, MA: Harvard University, Center
on the Developing Child; 2010. http://developingchild.harvard.edu/wp-
content/uploads/2010/05/Foundations-of-Lifelong-Health.pdf. Actressed
16 May 2021.
29. Havranek EP, Mujahid MS, Barr DA, Blair IV, Cohen MS, Cruz-Flores S, et al.
Social determinants of risk and outcomes for cardiovascular disease: a
scientific statement from the american heart association. Circulation.
2015;132:873–98.
30. Krieger N. Discrimination and health inequities. Int J Health Serv.
2014;44(4):643–710.

Culhane‑Pera et al. International Journal for Equity in Health 2021, 20(1):226

31. Paradies Y, Ben J, Denson N, Elias A, Priest N, Pieterse A, et al. Racism as a
determinant of health: a systematic review and Meta-analysis. PLoS One.
2015;10(9):e0138511.
32. Bailey ZD, Krieger N, Agénor M, Graves J, Linos N, Bassett MT. Structural
racism and health inequities in the USA: evidence and interventions.
Lancet. 2017;389(10077):1453–63.
33. Haesebaert J, Samson I, Lee-Gosselin et all. How to engage patients in
research and quality improvement in community-based primary care set‑
tings: protocol for a participatory action research pilot study. Res Involv
Engagem 2018;4:30.
34. Boivin A, Lehoux P, Lacombe R, Burgers J, Grol R. Involving patients in
setting priorities for healthcare improvement: a cluster randomized trial.
Implement Sci. 2014;9:24.
35. Sharma AE, Willard-Grace R, Willis A, Zieve O, Dubé K, Parker C, et al. "how
can we talk about patient-centered care without patients at the table?"
lessons learned from patient advisory councils. J Am Board Fam Med.
2016;29(6):775–84.
36. Oldfield BJ, Harrison MA, Genao I, Greene AT, Pappas ME, Glover JG, et al.
Patient, family, and community advisory councils in health care and
research: a systematic review. J Gen Intern Med. 2019;34(7):1292–303.
37. Wolff K, Chambers L, Bumol S, et al. The PRIDE (partnership to improve
diabetes education) toolkit: development and evaluation of novel literacy
and culturally sensitive diabetes education materials. Diabetes Educ.
2015;42(1):23–33.
38. Poureslami I, Shum J, Nimmon L, FitzGerald JM. Culturally specific evalua‑
tion of inhaler techniques in asthma. Respir Care. 2016;61(12):1588–96.
39. Butler M, McCreedy E, Schwer N, Burgess D, Call K, Przedworski J, et al.
Agency for Healthcare Research and Quality (US); 2016 mar. report no.:
16-EHC006-EF. AHRQ Comparative Effectiveness Reviews. .
40. Horvat L, Horey D, Romios P, Kis-Rigo J. Cultural competence education
for health professionals. Cochrane Database Syst Rev. 2014;5:CD009405.
41. Curtis E, Jones R, Tipene-Leach D, Walker C, Loring B, Paine S-J, et al. Why
cultural safety rather than cultural competency is required to achieve
health equity: a literature review and recommended definition. Int J
Equity Health. 2019;18:174.
42. Starfield B, Horder J. Interpersonal continuity: old and new perspectives.
Br J Gen Pract. 2007;57(540):527–9.
43. Droz M, Senn N, Cohnidon D. Communication, continuity and coordina‑
tion of care are the most important patients’ values for family medicine in
a fee-for-services health system. BMC Fam Pract. 2019;20(1):19.
44. Saultz JW, Lochner J. Interpersonal continuity of care and care outcomes:
a critical review. Ann Fam Med. 2005;3(2):159–66.
45. Maarsingh OR, Henry Y, van de Ven PM, Deeg PJ. Continuity of care in
primary care and association with survival in older people: a 17-year
prospective cohort study. Br J Gen Pract. 2016;66(649):e531–9.

Page 13 of 13

46. Wong W, Anderson KM, Dankwa-Mullan I, Simon MA, Vega WA. The
patient-centered medical home: a path toward health equity? Discussion
Paper, Institute of Medicine of National Academies, Washington DC. 2012.
http://iom.edu/Global/Perspectives/2012/PatientCenteredMedicalHome.
aspx Accessed on 16 May 2021.
47. Meredith LS, Batorsky B, Cefalu M, et al. Long-term impact of evidencebased quality improvement for facilitating medical home implemen‑
tation on primary care health professional morale. BMC Fam Pract.
2018;19(1):149.
48. Nwando Olayiwoa J, Sheth S, Mleczko V, Choi AL, Sharma AE. The impact
of patient-centered medical home on health disparities in adults: a
systematic review of the evidence. J Health Disparities Res Practice.
2017;10(1):68–96.
49. Goldman RE, Brown J, Stebbins P, Parker DR, Adewale V, Shield R, et al.
What matters in patient-centered medical home transformation: whole
system evaluation outcomes of the Brown primary care transformation
initiative. Sage Open Medicine. 2018.
50. Richter JP, Downs L, Beauvais B, Huynh PV, Hamilton JE, Kim F, et al. Does
the proportion of same-day and 24-hour appointments impact patient
satisfaction? Qual Manag Health Care. 2017;26(1):22–8.
51. Jacobs B, Ryan AM, Henrichs KS, Weiss BD. Medical interpreters in outpa‑
tient practice. Ann Fam Med. 2018;16(1):70-76.
52. Keene DE, Murillo S, Benfer EA, Rosenthal A, Fenick AM. Reducing the
justice gap and improving health through medical-legal partnerships. J
Leg Med. 2020;40(2):229–45.
53. League A, Donato KM, Sheth N, et al. A systematic review of medicallegal partnerships serving immigrant communities in the United States. J
Immigr Minor Health. 2021;23(1):163–74.
54. National Quality Forum. Risk Adjustment for Socioeconomic Status or
Other Sociodemographic Factors. August 2014. https://www.qualityfor
um.org/Publications/2014/08/Risk_Adjustment_for_Socioeconomic_
Status_or_Other_Sociodemographic_Factors.aspx. Accessed 16 May
2021.
55. White K, Haas JS, Williams DR. Elucidating the role of place in health care
disparities: the example of racial/ethnic residential segregation. Health
Serv Res. 2012;47(3 Pt 2):1278–99.
56. Starfield B. Pathways of influence on equity in health. Soc Sci Med.
2007;64(7):1355–62.
57. Etz RS, Zyzanski SJ, Gonzalez MM, Reves SR, O’Neal JP, Stange KC. A new
comprehensive measure of high-value aspects of primary care. Ann Fam
Med. 2019;17(3):221–30.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in pub‑
lished maps and institutional affiliations.

Ready to submit your research ? Choose BMC and benefit from:

• fast, convenient online submission
• thorough peer review by experienced researchers in your field
• rapid publication on acceptance
• support for research data, including large and complex data types
• gold Open Access which fosters wider collaboration and increased citations
• maximum visibility for your research: over 100M website views per year
At BMC, research is always in progress.
Learn more biomedcentral.com/submissions

