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The_California Improvement Network (CIN) is a learning and action network that aims to advance the
guadruple aim by identifying and spreading better ideas for care delivery, and by strengthening relationshi
between commercial and safety-net provider and health plan communities in California. CIN is a project o
the California Health Care Foundation, an independent philanthropy, and is managed by Healthforce Cen
at UCSFan organization dedicated to helping health care organizations drive and navigate change.

This toolkit is the result of a collaboration of the CIN, its Racial Health Equity Workgroup, and HealthBegi
national mission-driven consulting and training rm committed to driving radical transformation in health
equity.

For details on the co-design and development of this toolkit, see the Acknowledgements section.

Join CIN to hear about the latest resources, events, and tools for improving health care in California.
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Quick Start Guide

This toolkit is designed to help those who provide, Figure 1: Drivers Diagram
pay for, or support primary care translate their
commitment to racial health equity into reality.

Regardless of where you sit in an organization, thelm I| Target Population

are concrete opportunities to act and advance
health equity. The audience for this toolkit includes, To more than double the number of primary Organizations that provide, pay
but is not limited to, administrators, clinical directors, care-based improvement e orts that center and for, or support primary care.
practice managers, quality improvement managers, advance racial health equity by the end of 2023.

and frontline clinicians and care team members.

Racial health equity can be viewed as both an .
outcome and a process requiring continuous I|

learning and improvement. As such, these materialsS
are intended to help organizations dramatically

increase the number of primary care improvement
e orts that center and demonstrably advance racial
equity.

hared foundational understanding of racism and racial health equity

Shared norms and commitment to becoming a multicultural, anti-racist organization

Organized teams that include people who belong to historically marginalized communities
Nine key drivers or essential capabilities were
[elTaliNTe IR ol (o= 1R (e R=To \WETa (Wl a o R ISR INCTEER R T0 [ (Data collection and reporting systems for race, ethnicity, and language (REAL)
1.) This toolkit focuses on seven of these key drive
treating each as a discrete opportunity for continu oMY R (e 4R s R AL T A TR E
improvement. We present these opportunities in the

“Roadmap for Improvement.” (See Figure 2.) Ability to analyze and identify root causes of identified racial health inequities
Identify Key Drivers and Opportunities
Ability to co-design equity-focused improvement efforts that address root causes
1. Review each of the key drivers for advancing
racial equity in primary care with your Dashboards and systems to monitor and guide racial equity-focused improvement efforts
colleagues (see Figure 1).
2. Onascale of 1to0 5, assess how well develop@EIIACIRIER IS EI R ViRt NI AL N EIEh e Reely T NLTIATEL (el EliTe])
these key drivers are within your organization
(where 1 is poorly developed and 5 is well
developed).

4 ATOOLKIT TO ADVANCE RACIAL HEALTH EQUITY IN PRIMARY CARE IMPROVEMENT

! 7 opportunities
<< for improvement
| addressed by
this toolkit



Quick Start Guide

Prioritize key drivers that are not well developed
or e ectively implemented
(that is, scores 3 or below).

Review corresponding opportunities for
improvement (see Figure 2).

Pursue at least one opportunity over four to six
months as a formal part of your organization’s
guality and performance improvement

Opportunity 1

Organize Teams

Form and revise improvement

teams dedicated to incorporating
racial health equity in care
improvement work ows.

Current
State

Opportunity 2
Collect Data on Race,
Ethnicity, and Language

Opportunity 3
Identify Measures to
Stratify by REAL Data

Choose performance measures
to disaggregate and stratify using
REAL data, including clinical
performance and patient
experience measures.

strategy, using the recommendations 6.

and resources found in this toolkit. Each
section provides an overview of an

improvement opportunity, a stepwise set 7

of key recommendations for implementing

the opportunity, tips to address common
challenges, and links to relevant resources and
tools for further guidance.

Figure 2: Roadmap: Seven Opportunities on the Road to Improvement

Opportunity 5
Identify and Co-design
Improvement E orts

Co-design improvement e orts
with key stakeholders, patients,
and community members to
incorporate and advance racial
health equity in primary care
work ows.

Opportunity 4
Analyze and ldentify Root Causes
of Identi ed Inequities

Reuvisit and repeat steps 2 through 5 above at
least every four to six months to pursue other
opportunities for improvement.

Regularly discuss how your foundational
understanding, norms, and commitment
to racial equity are informing continuous
improvement e orts and vice versa.

Opportunity 7
Inform and Accelerate Institutional
Transformation and Community Action|

Learn from and leverage
equity-focused care improvement
e orts to identify barriers, inform
institutional transformation, and
accelerate community action to
advance racial health equity.

A A A A
>> High-QuaIity
Primary Care
Practice
AN AN AN

Opportunity 6
Guide and Monitor
Improvement E orts

Engage key stakeholders, patients Develop or update performance
and community members to
review inequities in care and
outcomes, use additional data as
“Iters” to better de ne patterns of
inequity, and identify potential
root causes of these inequities.

Collect REAL data from all

dashboards to guide and monitor
racial health equity-focused care
improvement e orts.

patients, align reporting with
emerging standards, and focus
on strategies to improve collec-
tion of direct self-identi ed data
of patient race/ethnicity.
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