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Executive Summary

Introduction

Svstemic racism is deeply embedded in U.S. healthcare and economic systems and remains pervasive in
social policies and organizational practices that perpetuate oppression of Black, Indigenous, and people
ol color (BIPOC) and produce disparate quality of life outcomes." In 2020, the outbreak of coronavirus
discase (COVID-19) and the rising wave of racial justice demonstrations exposed these deeply embed-
ded inequities in a new light and moved many organizations, including those in healthcare, to commit
to racial equity and embark on a journey to become antiracist. Yet, few studies exist that address the
impact of antiracist change in healthcare organizations and, more importantly, evaluate the evidence
used to measure the progress ol long-term translormation.

Scope

The Institutional Antiracism and Accountability (IARA) team conducted a one-vear research study to
examine antiracist interventions in healthcare and evaluate institutional change initiatives originating
before 2020. The team’s scope also included a comprehensive review of over 50 articles and publications
to assess the landscape ol research literature on health equity. IARA’S qualitative case study analysis
included 25 interviews at three separate healthcare organizations—the New York City Department of
IHealth and Mental Hygiene, the Mount Sinai Health System, and the Southern Jamaica Plain Commu-
nity Health Center—to evaluate evidence of antiracist change in three distinetly different healthcare
settings.

Findings
Racial disparities are well documented in studies, but there is very little research on how to address
them. IARA’s analysis revealed that published rescarch related to antiracism in healthcare focuses heavily
on understanding and making visible acute racial health disparities in patient populations, with few pub-
lished indicators for measurable evidence of impacts [rom organizational interventions.

Our case studies are a pioneering attempt to identify which organizational changes can close
racial gaps in healthcare outcomes. The key findings ol our case studies at cach site revealed the [ollowing:

- Asmall-scale, community health program design in Jamaica Plain had a demonstrably positive
impact on Mass General Brigham and the broader healthcare sector in Boston. Doctors who
participated in clinic-based peer-learning exercises on how structural racism works, called
RacialRec, gained knowledge and strategies to make the case for implementing departmental
changes at the hospital and delivery of health services in two units, neurology and cardiology.
This clinical work at the health center filled the lack of medical training on systemic racism.

- At Mount Sinai Health System, a coordinated strategic planning effort, called the Task Force
to Address Racism, across the hospital system reinforced internal change efforts including
“Addressing and Undoing Racism and Bias in the Medical School Learning and Work Environ-
ment” and the hospital’s Office of Diversity and Inclusion to create a road map with specilic rec-
ommendations for senior leadership. However, this strategy also encountered implementation
challenges such as delegating these tasks and responsibilities across a large, complex system.

- The pioneering New York City’s Center [or Health Equity (CILE), founded by a health commis-
sioner with a sharp vision [or racial justice and backed by mayoral leadership, mobilized local
government efforts to better coordinate health policy and community engagement. The CHLE’s
Race to Justice initiative also experienced setbacks due to leadership turnover that resulted in
shifting targets and changing objectives.
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Cross-cutting thematic [indings indicate that effective antiracism interventions require the following:

+  Buy-in and sustained engagement from leadership. Scnior and executive leadership (CEOs,
executive directors, and board members) engagement throughout the entirety of the process
is crucial to successlully implementing a racial equity intervention. This includes both defining
the scope and goals as well as staying the course by engaging in training /workshops, meetings,
and policy changes as well as rallving organizational-wide backing.

+ A shared understanding and use of explicit language to define structural racism. This is
achieved through developing a shared analysis of structural racism with stall’and physicians.
This new language must be used across the organization, from public-facing materials to inter-
nal stafl"and physician communications.

«  Effective organizational infrastructure. Capacity and operation of the initiative is optimal
when eflectively placed in the organization and backed with institutional support, including
department-wide integration, resources, and documentation to withstand external factors and
organizational turnover, rather than being tied to individual diversity, equity, and inclusion
(DEI) officer-led programs.

«  Clearly defined metrics. Successlul organizational change hinges on developing clear goals,
outlining anticipated outcomes, and using data to measure ongoing impact along designated
lengths of time and milestones. This process should be distinet from, vet tethered to, existing
performance standards and manager-level accountability policies.

+  Building internal capacity and professional development. Hiring outside consultants to
provide antiracism training is useful as an initial step for capacity building, but it is signilicantly
more cllective when followed by sustained, internally driven Iearning, professional develop-
ment, and peer-led dialogue and accountability groups.

IARA’s findings indicate specific ways healthcare organizations can strategically plan and coordinate
explicitly antiracist interventions. Yet, in all three case studies measurement was the weak link in a
chain of sustaining organizational accountability, as shown in Figure 1. IARA also noted varving degrees
of senior engagement with implementation, inconsistent training approaches, and abstract targets for
desired organizational outcomes. The performance plot below indicates specific levers IARA evalu-
ated to demonstrate a high degree of heterogeneity across the sites in how well they executed cach
component of change. Such heterogeneity requires more standard approaches that both attend to and
advance strategies with cach lever by what we know works best from the field.
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Figure 1. Organizational levers of change and a low-high application for each case
study site. Red is low, yellow is medium, and green is high.
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Recommendations

Based on the cross-thematic findings (rom the qualitative data analysis and literature review, IARA pro-
poses the [ollowing accountability compass in Figure 2 as a baseline to guide healthcare organizations.
The compass follows a holistic, four-dimensional path for antiracist organizational change and account-
ability. Fach dimension is composed of three levers from the qualitative grounded theory of the project
and explained below.

Figure 2. IARA’s accountability compass with corresponding levers of change.
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Chart: This dimension supports the strategic planning and mapping of the antiracist commitments to
align with organizational values, missions, and operational charts. This provides visibility and internal
infrastructure to establish the intervention. Intentionally mapping the initiative strategy, using a road
map, and having support from experienced racial equity consultants grounded in an antiracist power
analysis is useful for implementing the racial justice initiative and charting the course [or the three
dimensions ahcad.

Coordinate: This dimension encourages executing a coordinated effort to include parallel initiatives,
practices, and top leadership of the organization. Creating a DEI committee, engaging senior leaders
in the long term, and defining these roles from the start, along with developing in-house training anc

the long t I defining les [rom the start, along with developing in-1 t g and
leadership development opportunities, ensures coordination among direct antiracism initiative stake-
holders and organizational actors at large.

Measure: This dimension requires a tracking eflort for the capacity and limitations of the intervention
by monitoring incremental changes in the organization and developing measurement systems to inform
progress. Community engagement is a direct measure ol whether an initiative is accountable back to its
communities served, including, and especially, BIPOC constituents. Moving bevond prioritizing demo-
graphic data within the organization, IARA emphasizes a closer evaluation ol data internally in the
organization as well as in its relationships to suppliers, contracts, and other partners. Disaggregating the
data allows for specific attention to disparities and inequities as well as opportunities [or results based on
organizational accountability.? Additionally, building a foundational shared understanding of svstemic
racism by organizational actors, committees, or racial allinity spaces eflectively strengthens the change
muscle of the team and creates space for white accountability and peer support for BIPOC stall’?

Sustain: This dimension refers to creating robust policies to promote new reporting on performance
data and incidents of racial discrimination as well as revisiting the original chart to ensure that changes
sustain organizational transformation. Building infrastructure and an intentional placement of the
initiative means creating a long-term strategy for its success as well as for resource generation and
allocation—in pcople, money, space, and growth. Publications and reports provide the means to share
[indings with all stakeholders, especially community members, the board, and the public, both as an
accountability mechanism and to provide best practices for the field. Competition [or antiracism strat-
cgy should be avoided by all means.

Iuture rescarch would benefit the healthcare industry’s understanding ol what works o achieve sustain-
able racial equity by increasing the organizational sample size and evaluating the implementation and
impact ol this suggested accountability [ramework [or healthcare organizations to measure eflective-
ness in the hield.
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Introduction

“These words I hear now, diversity, equity, inclusion, they’re not bad words. But sometimes
vou'd think people are talking about color charts . . . and make it sound like we just want a
spectrum of things without talking about power.” Mary Bassett, Former New York City Com-
missioner ol Health!

Measuring organizational antiracist interventions is essential—and challenging. The existing field of
rescarch on systemic racism in healthceare is largely focused on disparity data showing how racism
impacts the social determinants ol health and economic well-being of people and populations. New
initiatives in healthcare have emerged recently, such as Rise to Iealth, which was formed in part by

the Institute lor Healthcare Improvement and the American Medical Association.” It calls for a larger
narrative shift about equity to move the sector [rom “confusion and competition” to “collaboration and

"6

alignment.” Such equity initiatives are essential to address racism in healthcare, vet it is unclear what
measures or performance metrics are available for healthcare organizations to support their account-
ability practices [or achieving success and sustained impact.

Several ongoing initiatives to implement antiracist interventions in healthcare institutions offer
us insight and understanding to inform the gap in rescarch evaluating effective interventions. IARA’s
rescarch on the organizational practices and institutional policy changes that directly address these
inequities closes this gap. With funding {rom the Robert Wood Johnson Foundation (RW]F), IARA
carried out a vear-long study to document and analyze the racial justice journey of healthcare organi-
zations committed to and engaged in change. The team assessed three case sites to evaluate interven-
tions as well as a landscape review ol pivotal research in the healthcare field related to antiracism. As a
result of these findings, IARA synthesized the learning into cross-cutting thematic areas and developed
a [ramework to serve as a guide [or healthcare organizations to determine best practices that effec-
tively advance institutional antiracist change. This report outlines in detail the scope of the project and
accompanying [indings and takes a deep dive into the thematic arcas that inform this new accountabil-
ity tool.

Background

In 2020, the worldwide outbreak of the COVID-19 virus acutely exposed structural inequities in the
disproportionate impact on communities of color and disparate responses by health authorities and
institutions to curb the impact ol the pandemic in the United States. During the same vear, the pub-
lic murder of George Floyd and other Black Americans by police prompted sectors across society o
recognize and reckon with the reality that structural racism was not a [eature of the past, nor a matter
ol external crisis, but largely present within every current institution. Flovd’s death and subsequent
uprisings serve as a baseline for this project to evaluate organizational responses in healthcare set up
to engage in antiracist work by learning {rom cases that started before 2020. It bears repeating that this
study focuses on evaluating organizational interventions o address systemic racism, rather than most
studies in medicine and public health that focus on health disparities or demographics of racialized
populations. This report identifies key insights and levers of change in connection with the institutional
missions and goals of the three healthcare organizations in their pursuit of dismantling racism.

This report is directed to those working in the healthcare sector and to decision makers in philan-
thropic organizations that support community organizing, public policy, social welfare, education, and
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cconomic development—all of which profoundly shape human health. Additionally, this work builds
upon existing rescarch supported by RWJEF studies on racial equity and quality improvement.”

About IARA

IARA uses rescarch and policy to promote antiracism as a core value and institutional norm and to
move organizations from words to action to accountability as it relates to policy, practice, and sustain-
able change. Antiracist change takes commitment and practice to adopt racial equity as a core driver
where leadership and stafl’are accountable to one another and stakeholders. Given the history of lailed
diversity and inclusion efforts, IARA’s purpose is to identify best practices that achieve long-term sus-
tainable change in the field of antiracist institutional change.

IARA investigates a myriad ol active mechanisms in use across various sectors that include health-
care, globalization, criminal justice, and philanthropic ventures to advance the standard practices to
hold organizations accountable when they claim to stand for racial equity. This work is done with a
focus on a comprehensive and in-depth evaluation of institutional policies and practices and looks at
indicators such as retention, performance metrics, stakeholder accountability, power dynamics, and the
impact ol societal inequities.

IARA is uniquely positioned as an independent evaluator of organizational behavior. Most of
the rescearch on effective diversity and racial equity strategies are led by practitioners and academic
rescarchers whose careers depend on access to high-quality data within firms. Other rescarchers are
consultants who are contracted by [irms. In both cases, private firms and often public agencies limit
transparency and evaluation ol their organizations.

IARA’S work is grounded in historical methods, ethnic studies scholarship, and adopts a critical
race framework to advance new and innovative research. Building on the United Nations sustainability
(LSG) goals, IARA centers accountability as the key driver of organizational change rather than good-
will. This approach improves transparency and removes common barriers to making sustained change:
a lack ol accountability and a lack of skills in getting the work ofl the ground.

Methodology

This report draws on data and rescarch gathered through an extensive literature review and qualitative
analysis of key informant ficldwork interviews on three case study sites.

Literature Review

IARA conducted a comprehensive landscape review of healthcare literature, including collecting and
analyzing 50 entries ol articles, statements, and guidelines [rom scholars, public health practitioners,
and trade organizations. The team identilied publications using kevword scarches including structural
racism, antiracism, health inequities, antiracism intervention, and measurement, on databases includ-
ing Academic Search Complete, EBSCOhost, and PubMed. Additionally, the team reviewed organiza-
tional statements in support ol Black lives, published trade organizational guidelines for addressing
racism in healthcare, and IARA’s existing database, the Race, Rescarch, and Policy Portal, which curates
and summarizes articles, journals, and publications related to antiracism and accountability.® The arti-
cles that were used were limited to the publication years 2000-2022.
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Qualitative Data Collection

Site Selection Criteria

IARA used a case study approach to analyze three field-based antiracist initiatives or programs. It specif-
ically sought programs that were created before 2020, acknowledged the existence ol health disparities,
and committed to antiracist interventions to move or shift their institutions. The team selected cach
case study site based on 1) New England /Tri-State regional access; 2) samples [rom three distinctive
organizational structures and clinical environments in the healthcare sector: an academic hospital, a
public health /municipal health agency, and a community health center; and 3) available documenta-
tion of the antiracist change journeys.

IARA is cognizant of the selection bias that exists given that organizations with a record of failure
would have an incentive to not participate in such a study. Until accrediting bodies and /or state and
federal regulators require disclosure and compliance with new equity standards, all rescarch on antirac-
ist organizational change will be limited by selection bias. Nevertheless, IARA cross-referenced answers
from interviews with publicly disclosed information and tested the veracity of responses among difler-
ent individuals within organizations. Morcover, given the limitations ol the sample size and selection
process, there is still much to learn from these organizations given the scarcity of existing research on
measurable antiracist change and institutional accountability. While these organizations do not capture
the full range of the healthcare sector, the lack of existing rescarch on effective mechanisms for organi-
zational change necessitated choosing sites with a documented record of success and where access was
granted to interview keyv stakeholders.

Over 13 months, the team conducted qualitative interviews in person and virtually by Zoom with
a total of 25 representatives across cach healthcare organization, including current and former staff,
organizational leaders, interns, board members, and community members. The three sites include the
Southern Jamaica Plain Community Health Center, the Mount Sinai Health System, and the New York
City Department of Health and Mental Hygiene.

Interview Protocol

IARA developed a standard qualitative protocol script that was used across all interviews, in person and
virtually. Questions were categorized into three thematic arcas to document: the role of the participant
and responsibilities at the organization, origins and development of the antiracist initiative, and the
impact ol the program on the institution, including policies, practices, and procedures (see Appendix
3). Audio files were transcribed and cleaned.

Analysis

Content analysis of the responses to the protocol were analyzed using a qualitative method that
included a mixed-methods system ol thematic analysis and grounded theory (see Appendix 4). The-
matic analysis revealed key themes in the data, which were indexed and Tabeled as 18 coded categories,
including 65 subcodes. The grounded theory approach, informed by IARA’s ongoing accountability
analysis of ficld-based interventions, also generated a set of levers (see Figure 3), by which cach antirac-
ist initiative was plotted and later evaluated based on a low-high range of application.
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Figure 3. Levers of change generated from qualitative analysis code.

Initiative | Outside | DEI Officer/ Senior | Language/ | Training/ Org. Community Historical Metrics/ | Racial Affinity | Publications
Strategy/ | Consultant Equity Leadership | Framing |Workshops | Infrastructure/ | Partnerships | Documentation/ | Reporting Spaces
Road Map Committee |Engagement Policies Narrative

Literature Review Findings

IARA literature review from academic scholarship and emerging rescarch across the United States
and published in the last 20 years provides vital findings to evaluate racial equity interventions. One of
the central findings from the landscape analysis was that measuring success ol antiracist initiatives in
healthcare was [ar less documented than identifving health disparities in patient populations. These
strategies in healthcare organizations address health disparities and focus on increasing diversity and
inclusion in the workforce, training clinicians in cultural competencies and implicit bias, and adapt-
ing cevidence-based treatments to increase accessibility for the health needs of minority communities.
Iurthermore, existing rescarch on the eflectiveness ol antiracist interventions in healthcare and the
impact ol these interventions reveals a gap related to implementation and measurement. Synthesis of
the review indicates eight key salient findings on effective antiracism change initiatives in healthcare.

1. Be explicit
An inability to speak explicitly about structural racism dilutes the impact of interventions aimed at
dismantling oppression through organization-level initiatives. There is consensus among rescarch-
ers and organizations that antiracist interventions must be explicit in their goals and [ocus on
contesting institutional racism as much as health disparities.”

2. Include education and awareness of the history of racism in healthcare
Learning about the legacy of racism in American medicine and public health helps build awareness
for participating actors and provide tools to critically assess intervention actions. Yet, the literature
also indicates that such educational elforts should be one part of larger comprehensive organiza-
tional efforts. Organizations should avoid implementing standalone individual-level training and
instead shift their focus and resources to a multilevel approach, including addressing policies and
practices, that seeks to dismantle institutional and systemic racism."

3. Focus on internal-facing forms of racism at healthcare organizations
Structural racism harms the health of community members as well as organizational stall. Analyz-
ing disaggregated racialized data can clucidate disparities, gaps, and opportunities in patient care
as well as emplovee satisfaction and performance. Organizations must invest time and resources
into answering “how is racism operating herer” and not “is racism operating here?™

4. Be well positioned in the organization
Initiatives benefit [rom having a “change team” to guide the process ol changing organizational
culture and policies to influence the stall; organization, and ecosystem ol the organizational sys-
tem. However, for a change team to be ellective, it must be empowered within and by the initiative
and organizational structures. The change team must have power, and carrots and sticks, to incen-
tivize and compel change.”

5.  Engage communities served
Community engagement is critical to the success and health of an antiracist change initiative.
Istablishing community alliances, collaborations, linkages, coalitions, and partnerships with com-
munity members, especially of marginalized groups, is an important component ol any antiracist
and anti-oppression strategy.”
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6. Be clear about the problem, goals, and objectives
When antiracist interventions [ail to name the problem they are secking to solve for and address,
it may result in misalignment between goals and strategies and lead to failure to meet desired
outcomes.'

7. Include measurable outcomes and evaluation
Leading scientific and public health institutions recommend using measurable data and models
when resecarching structural racism and addressing social inequity. The National Academy of
Sciences contends that new data infrastructures are needed to harness validated measures and evi-
dence for research on structural racism and health equity.” Likewise, the American Public Health
Association recommends that to reduce the burden of racism and achieve racial equity, organiza-
tions must measure and evaluate progress in reducing health disparities.'

8. Include accountability
One area not extensively discussed in the literature was accountability mechanisms associated with
antiracist work. In 2023, the second report from the National Academies of Science, Engineer-
ing, and Medicine emphasized the value of creating accountability for results to drive antiracism
and DEI in science, technology, engineering, math, and medicine (STEMM) organizations.” This
is key to moving bevond diagnosing disparities to creating action-oriented impact for long-term
transformation.”

Case Study Profiles

The following section describes the historical background of the selected antiracist change effort case
studies, including the beginning ol the organization, precipitating events and origin of the initiative,
stated goals, and overarching strategy.

Southern Jamaica Plain Community Health Center

Introduction

The Southern Jamaica Plain Community Health Center (SJPHC) is a primary care and health clinic
located in Greater Boston, Massachusetts. The SJPHC is a subsidiary organization of, and licensed

by, Brigham and Women’s Hospital (BW11I), which in 2019 changed its corporate name [rom Partners
Healthcare to Mass General Brigham (MGB). According to BWH, more than 10,000 patients in Jamaica
Plain and surrounding communities make 45,000 visits every vear to the health center.? Its principal
focus is primary care delivery to the patient community that is physically distant from the main Boston
health corridor, Longwood Health Center. Within SJPHC, the Health Promotion Center (IHPC) coor-
dinates health equity and social justice work that takes an approach based upon social determinants of

health and strives to dismantle racism.”

History

The SJPHC’s origins are rooted in the carly 1970s, when the Brookside and Martha Eliot Health Centers
united alter vears ol a shared presence in Jamaica Plain. The SJPHC relocated to a storefront at 678
Centre Street in 1971 and continued to grow by expanding mental health and other services, eventually
becoming a fully equipped community health center. In the Tate 1990s, the SJPHC moved to its current
location at 640 Centre Street. Since 2001, it has collaborated with the South Street Youth Center on
fundraising and program development focused on sexual education and community-based initiatives
on [ood and fitness.? This youth-focused work, as a preventative health intervention, was an impetus for
developing racial equity programming at SJPHC in subsequent years.
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In 2010, the SJPIIC opened a new space adjacent to the existing health center on 10 Green Street
that became the HPC and launched an array of programs aimed at addressing the preventative
and social health needs of'its patients and community. It was here that Director of Social Programs
Abigail Ortiz teamed up with trauma specialist Dennie Butler-MacKay to co-develop the Racial
Reconciliation and Healing Project (RacialRec). Ortiz identifies as white of Polish ancestry, and
Buder-MacKay as African American and Indigenous. Together they established RacialRec as the first
program at the center to focus explicitly on structural racism and its impact on the Jamaica Plain
vouth and adult community.*

With additional space and a more modern facility, the SJPHC grew rapidly from serving 4,000
patients to over 12,000 by the end of 2004 and grew further to 15,000 in 2016. By the next year, in 2017
it received healthcare certification to become a level 3 patient-centered medical home. This designation
was significant, elevating the SJPIC to national recognition as a health center providing comprehensive
primary care to patients, with a focus on access to preventative care, management of chronic condi-
tions, and racial justice.

Goals and Stralegy

The core programming ol RacialRec is a year-long cohort-based model for voung adults and adults.
Yearly cohorts include, on average, 25 high school students recruited [rom Boston Public Schools and
Brookline IHigh School and 10 adult community members from Jamaica Plain and surrounding neigh-
borhoods to serve as faculty-in-training. Participants commit for 12 months to meet weekly and engage
in programming activitics.

Ortiz and Butler-MacKay designed RacialRec intentionally to sequence learning, with the first
six months focused on group work to interrogate assumptions and biases related to experiences with
racism and the following six months working in the community to implement the Iearning. I'unding for
RacialRec originally came [rom a collaborative grant with the Boston Public Health Commission and
the Kellogg Foundation. This funding was used to compensate both vouth and adult participants to
incentivize the commitment to the vear-long program with SJPHC stafl. In 2022, the [aculty-in-training
stipend was S1,000.

The goal of RacialRec is to teach vouth in Jamaica Plain to engage with internalized racism as a
preventive health mechanism to improve the overall health of the community, “to intervene before
they grow into adults.”' The intervention is grounded in directly confronting the impact of racism in
individuals whereby BIPOC people develop internalized ideas, beliefs, actions and behaviors of inle-
riority and white people internalize the same but of superiority. Ortiz and Butler-MacKay developed
the program’s curriculum around strengthening this core objective, through teaching trauma response
tools and strategics to identify and process internalized forms of racism in vouth as a clinical interven-
tion (sce Appendix 5 [or a snapshot of the guiding assumptions).

The curricular strategy applied in RacialRec involves developing containment skills to interrogate
and dismantle high-risk trauma experiences rooted in racialized violence and oppression. This con-
tainer methodology is a trauma-informed therapy practice that offers a sense of control and stabili-
zation instead ol avoiding or ignoring [eelings and teaches the understanding of racism as a driver
for stress, anger, high blood pressure, and triggering experiences of body memories, {lashbacks, and
nightmares as well as coping mechanisms. Containment provides a sale emotional space to engage in
roleplay and affinity sessions to support and challenge attitudes and biases among and between BIPOC
participants as well as white participants.

The leaders of RacialRec recently published their program strategy in collaboration with the Insti-

26

tute for Healthcare Improvement in the New England Journal of Medicine® The following is a summary:
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I Build a “container” for your team—a sale and healing space—where team members can explore and
collaborate on solutions;

2. Understand and share the history of inequities and racism in your local context; and

3. Assess the current state ol health equity in your system.

The aim of these efforts is for healthcare teams to counter white supremacy culture, to center
historically oppressed voices, and to address their own institutional histories in a process of truth,
reconciliation, improvement, and healing.”

The trajectory of the RacialRec program (Figure 4), from its onset, indicates how the program
expanded its influence and impact over its tenure at the SJPIHC. In its first three vears, the program
operated successfully with its vouth and [aculty-in-training cohorts. By 2009, Ortiz and Butler-MacKay
invited peer groups from the larger Brigham hospital svstem to participate in the program, extending
its reach to new participant pools. From 2009 onwards, the RacialRec strategy expanded [rom the
cohort model to training stafl'and other groups [rom within the community health network.

Figure 4. RacialRec timeline created from 2020 source data from the SUPHC.

SJPHC Racial Justice Journey

Leadership Racial Healing Community Staff Training and Consultation to Liberation in Adaptive Leaders IHI Pursuing Equity
Engagement and Reconciliation Training and Healthy Equity Organizations the Exam Room for Racial Justice Instituional Change
Partnerships Committee

In 2011, the “Liberation in the Exam Room™ phase of work was introduced through a series of
meetings with physicians and other medical professionals from Greater Boston to integrate racial
justice [rameworks into healthcare. This specialized programming was based on five steps created by
the Racial Reconciliation and Tlealing team and the executive and medical directors at the SJPTIC: 1)

know the history of structural racism and white supremacy in medicine and public health; 2) know and
train yoursell, through kev concept learning on racial identity, racism and health, racialized versus
sell-identification; 3) know vour community’s history and resources; 1) acknowledge implicit bias on
vour team; and 5) address structural racism in the exam room explicitly, through specific strategics—
visual cues, ask better questions, deep listening, use measurement tools to advance racial equity.®

I'rom 2016 to 2020, the SJPHC collaborated with the Institute for Healthcare Improvement in apply-
ing racial justice strategies from RacialRec and the “Liberation in the Exam Room” phase ol work,
expanding their utility to the Institute for Healthcare Improvement’s national network of clinicians and
health professionals.®

Findings and Discussion

IARA found that RacialRec met and exceeded its 2008 objective of demonstrating that trauma
response work provides an effective healing practice to internalized racism and violence from oppres-
sion in the Jamaica Plain community. The antiracist program was designed, developed, and imple-
mented within a community health center licensed to operate as a subsidiary in order to deliver primary
care with a focus on social determinants of health to Jamaica Plain residents.
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Two key insights [rom the SJPHC’s racial justice journey offer understanding ol its design and
deployment model. First, the small design of this program is unique and strategic [or building relation-
ships and trust among community member participants, including youth and adults. Second, despite
its subsidiary position within MGB, the SJPHC was able to enroll clinical stall’and health professionals
from across the MGB network, who participated and implemented changes in their own division and
departments. The SJPHC fostered traction for afliliated medical stall to influence efforts in the parent
organization and larger hospital svstems that directly address racism.

The following sections present findings [rom the case study and discussion, which expand upon
their implications.

Design Size

The RacialRec’s small design size is unique and worth replicating in other health settings. Multiple
leaders at the SJPIC describe RacialRec and the antiracist work in the HPC as effective because of the
“small is all approach.”™ This small, strategic position is notable given that the SJPHC sits as a subsidi-
ary community health center within a larger hospital parent organization. Additionally, the program’s
small cohort size enables the cultivation of relationships and tailored Iearning for vouth and adult
participants, health stall, and clinical practitioners.

Ortiz and Butler-MacKay explained how this small-scale clinical approach allowed them to mod-
ify the initiative to the specific needs of the community health center first rather than to the larger
hospital organization, which came second. The intentional small size builds an effective environment
for participants to process traumatic experiences and create trust with other members. The HPC and
stall, coordinated by Health Promotion Coordinator Evelyn Gallego, provided the physical environment
to implement an approach that they consider successful because of the tailored small group work. As
Ortiz described, “the primary thing is how much time it takes. It has to be highly relational, and that
means that there has to be some role work, and it has to feel good, because nobody’s gonna want to do
it.”™" This model generates impact at a deep personal level and differs in strategy to programs that take
a large (by design) or system-wide approach, which is typically the scope of organizations like MGB.

The small design supports building trust in aflinity groups to challenge internalized forms ol
racism between those participants who identify as BIPOC and those who identify as white. As Ortiz
explained, this approach is “radical in that we treat racism and healing as part of trauma response
rooted deep in the body. It feels like vou are literally getting a little bit closer to vour liberation all the
time, and because the white power base needs o do a real gut check around what's not working for
them (00.7*

As a result, the SJPHC decided to expand RacialRec [rom a youth-only [ocused program to include
adult participants as a strategy to build sustainability and strengthen the impact of the initiative. A
SJPHC board member describes this shift and impact in the following way:

They really started seeing the results of how they're training these young people, who then go
out into the real world, but the adults are like, “no, we're not ready for vou,” it squashes their
dreams and ideals completely. Because we as adults aren’t ready to cope with that internalized
racial trauma we noticed there is a need in the community, and il we're going (o train our young
people, we need to train our adults to be ready to take these young people into the workforee.™

Ultimately, the shift from starting small allowed growth of the RacialRec program and its effective

practices to evolve and include participant groups that expanded bevond adult community members
into clinical and health professional peer groups.
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Community Impact on Clinical Staff and Larger Hospital System

This community-level work in Jamaica Plain has generated an impact on the broader healthcare sector
in Greater Boston. One of the ways that SJPHC describes its impact is by sharing the work of clinical
stall members afliliated with MGB who have applied RacialRec methods and strategies (from the
SJPIIC) to their clinical departments and divisions.

I'indings indicate that physicians who participated in RacialRec were able to learn critical anti-
racism analvsis tools and then apply them to their clinical work in the hospital. A former senior medical
director within MGB recalled: “I came to the community health center because it was an opportunity to
be working with the Latinx community and the Learning Collaborative. [ This was an outgrowth of ] how
we started as a health center, making that intentional pivot toward becoming a racial justice institu-
tion.”™! Physicians who participated in clinic-based SJPHC peer-learning exercises gained analysis about
racism that was unavailable in medical school training and developed ways to implement this work in
the hospital clinic. The outcome of these community-level driven efforts includes redirecting medical
stafl"and resources to the Jamaica Plain community via the center and resulted in material impact on
the accessibility and quality of health services rooted in racial justice.

Dr. Michelle Morse (now chiel medical officer at the New York City Department of THealth and Men-
tal Hygiene) and Dr. Bram Wispelwey (instructor at Harvard Medical School and practicing hospitalist
at MGB /Brigham IHospital) acknowledged that the SJPHC greatly influenced their peer group’s [oun-
dational training and healing practices. This in turn led them to produce a study based on 10 years of
MGB /Brigham IHospital data to demonstrate the organizational policies causing a disparity in services
for cardiological care for Black and Latinx patients.” This 2019 study was followed by an article in 2021,
entitled “An Antiracist Agenda for Medicine,” in the Boston Review that called for a structural shift in
racial equity work to hold healthcare institutions accountable to the underlying causes ol racial health
inequities and mitigate the impact of racism in medicine.*

The intervention by Morse and Wispelwey garnered institutional and national response {rom phy-
sicians and public supporters as well as white supremacist backlash when two dozen white nationalist
nco-Nazis protested in front of MGB in January 2022.% The group denounced Morse and Wispelwey,

claiming that the doctors promoted “anti-white genocidal policy.™

This led MGB to increase security
and publicly defend the physicians. Wispelwey pointed to the peer learning activities at the IHPC as the
bedrock for building his analysis on US racism and medicine: “One hundred percent, without those
[SJPHC| meetings in 2016 this wouldn’t have happened. T probably don’t say that enough.™

The findings also indicated how clinicians who participated in the SJP11C RacialRec program
applied these lessons and practices back in their home departments in MGB. One example includes a
physician in the neurology department who, because of participating in the program, made the case
for redirecting neurology services to the community health center in Jamaica Plain where they were not
previously offered. As the physician, who is white, explained, the “Liberation in the Exam Room™ ses-
sions offered a strong model and tools to narrow the disparity in health services at the SJPHC. The phy-
sician continued, “my department chair is really into outcomes, numbers, data, that sort of thing. . .. So

I think role plaving and just getting the words out [in a container|, and hearing other people talk about
racism and how I reacted to them, and how the group reacted to them was really important to my suc-
cess. " She directly shifted her clinical work to make specialty care services available with support [rom
the Neurology department, which previously only provided neurological services at Brigham Faulkner
Hospital, which is also located in Jamaica Plain but is a direct facility under MGB and not a community
health center like the SJPHC." As a result, the RacialRec methods, adapted for clinical and health pro-
fessionals, supported her efforts and success in expanding neurological care to community members
that depend on SJPIIC for health services.
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Not all physicians who have participated in the SJPHC programs rooted in RacialRec have gone on
to make a similar contribution at their hospitals or clinics, vet interviews across this participant group
indicated the ellectiveness ol the program in raising awareness and addressing internalized racism
and harm to marginalized community members perpetuated by the prolessional environment of large
healthcare institutions.

Challenges

While the SJPIC succeeded in its goal for creating a community health approach to racial justice,

the structure of the center as a licensed subsidiary under MGB creates challenges, such as resource
funding and allocation, geographic location and accessibility, and institutional visibility within a larger
institution and the globally recognized healthcare ecosystem of Boston. As a community health cen-
ter program, RacialRec depends on operational funding [rom the SJPHC clinic, which in turn must
balance the resources provided by the parent organization, MGB. The team based at IHHPC does seek
outside [unding, but this is restricted for program-specific development and not operational develop-
ment. For example, Boston Children’s Hospital is providing $50,000 per vear to RacialRec for the vears
2022-2025." More operational funding carmarked for racial justice work is needed from MGB to its
subsidiaries like SJPIHC. Additionally, greater buy-in from the larger institution is needed to sustain and
reproduce the evidence-based successes at the health center.

Because of its location south of the main Boston healthcare corridor, the center does not attract as
much foot traflic from physicians, especially those at city-based elite hospitals, outside of the immediate
stall'and community. The landscape in Longwood, where within a hall-mile radius most major hospitals
and medical schools such as Harvard Medical School are situated, is a sharp sociocconomic juncture
from the Jamaica Plain community. Stall thus face a geographic, and segregated, barrier to enroll new
physician participants in the antiracist program.

The HPC and RacialRec program have also faced challenges in organizational visibility, especially
as awareness of the issue arcas the program addressed has been redirected more recently to a newer
MGB corporate initiative: United Against Racism.” This initiative, launched in 2021, draws on the prac-
tices and people who trained at the SJPHC, but in its communication it does not explicitly acknowledge
the long-standing and direct practices rooted in SJPHC health work that occurs at the HPC. This limits
the center’s public visibility as a leader in racial equity, which then hinders further success as well as
outside [unding opportunities.

Mount Sinai Health System

Introduction

Mount Sinai Health System (MSIIS), located in New York City, is one of the largest hospital and
academic rescarch centers in the United States, with over 15,000 emplovees. MSIIS has a documented
history ol DLI programs starting as carly as 2000 and more recent initiatives that gained institution-
ally significant momentum in 2016. While these racial equity change initiatives started almost 20 years
ago, it was in June 2020 when Dr. Kenneth L. Davis, CEO of MSIIS, and Dr. Dennis S. Charney, dean ol
the Icahn School of Medicine, came together in response to the racial disparities made visible by the
COVID-19 pandemic and the public murder of George Ilovd. They announced a new initiative, the
Task Force to Address Racism (Task Force). Dr. Gary C. Butts was appointed the new chair of the
Task Force as well as the executive vice president and chief diversity and inclusion officer of MSIIS.
Previously, he served as dean [or Diversity Programs, Policy, and Community Affairs at Icahn School of
Medicine at Mount Sinai for 20 years."!
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History
MSIIS was founded in 1852 and remains one of the oldest and largest teaching hospitals in the United
States. At the time ol its opening, many other hospitals in New York City discriminated against Jewish
people by not hiring them and by prohibiting them from being treated as patients in the hospitals’
wards. Sampson Simson, a wealthy Jewish philanthropist, [ounded the hospital to respond to the
expanding Jewish immigrant community in New York City and its needs for quality medical care.
Today, through the integration ol its hospitals, laboratories, and education, MSIIS is a compre-
hensive health system comprising approximately 7,300 primary and specialty care physicians; 13 joint
venture outpatient surgery centers throughout the five boroughs of New York City, Westchester, Long
Island, and Florida, and more than 30 afliliated community health centers.”

Goals and Stralegy
In carly 2018, the Icahn Medical School launched a “culture transformation initiative to eliminate racism
and bias [rom its medical education program.”'® This initiative and its change management approach
was published in a 2020 publication of Academic Medicine titled “Addressing and Undoing Racism and
Bias in the Medical School Learning and Work Environment.” The authors were Leona Hess, director off
strategy and equity education programs, and Dr. David Muller, dean of medical education at the Icahn
School of Medicine. The article captures the events at Icahn beginning in 2016 with student activists to
the formation ol an initiative that encompasses medical education.”

The Task Force, launched in 2020, was explicit about its aim to draw [rom leaders and the lessons

learned at the Icahn Medical School because this initiative led to institutional changes in the school cur-

riculum and program objectives, which determine what is taught and how it will be evaluated. Accord-
ing to Muller, “we've developed these program objectives specifically related to racism, oppression and

bias, which doesn’t sound revolutionary.™*®

The Task Force was set up to conduct an internal assessment to produce a road map for action with
recommendations aimed at moving MSHS to become an antiracist healthcare and learning institution."
According to a general timeline provided to IARA (Figure 5), this eflort occurred between July 2020 and
December 2020 as a “hard look at | the | organization.”

The initiative had two core goals as indicated by the chair of the Task Force. The [irst goal was to
define racism: “we had to reset our mindsets and the way in which we were thinking about our existing
work on racism, being probably the most important undercurrent that was getting in the way of fully
addressing diversity, equity and inclusion for us as an organization.” Essentially, the previous work
characterized as DEL which began around the year 2000, no longer ellectively covered the range of
systemic change efforts that the organization required 20 vears later because it was focused narrowly on
the medical school and not across the health system.

The second goal was to acknowledge racism: “we had to acknowledge all the important work that
other leaders in the institution | MSIS| including rescarch, HR, and others, [including | pipeline pro-

»52

grams (o figure out how we would come together to craft a different way.™ The Task Force centered
on these goals and served MSIIS principally as a planning initiative to gather information and practices
and to produce recommendations to address institutional racism.

The Task Force used a collective process to develop recommendations, into what was even-
tually named the Road Map. Specifically, this initiative drew on the Collective Impact model, a
collaborative-based approach that brings people together, in a structured way, to achieve social change.™
The Task Force enrolled 50 people who volunteered to participate in the initiative, which included staff,
residents, medical students, faculty, department chairs, hospital presidents, and trustees. According
to a timeline provided to IARA, the Task Force met diligently over the course of six months in 2020 to
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produce the Road Map. Irom July to August, it Icarned about collective impact and reviewed data to define

g
in antiracism work. This led to building consensus and then identifying strategices to reach this goal. From

the problem as a system-wide organization and to identify existing MSIIS activities and groups engaged

September to October, the Task Force identilied new and ongoing “mutually reinforcing activities” to
develop a plan for shared measurement and ongoing improvement. Between November and December,
it drafted the strategic structure and support systems with anticipated resource and budget needs. These
efforts elicited feedback to reach consensus on a proposed Road Map.

Figure 5. Timeline table of general activities (July to December 2020) by the Task
Force to produce the Road Map.**

Jul-20 Learning about Collective Impact

Jul-20 Reviewing the data and defining the problem (common agenda)

Jul-20 Identifying existing MSHS work, activities, initiatives, and groups that address racism
Aug-20 Building consensus around overarching goal (common agenda)

Aug-20 Identifying strategies to achieve goals

Sep-20 Identifying new and existing mutually reinforcing activities

Oct-20 Developing a plan for shared measurement and continuous improvement and learning
Nov-20 Designing a strategic structure and support

Nov-20 Identifying resource and budget needs

Dec-20 Eliciting feedback and achieving consensus of proposed Road Map

The generated Road Map is organized in nine sections, paraphrased below:

1. A problem statement acknowledging that hospitals and academic medical systems have institution-
alized policies and practices that perpetuate a culture that maintains an unequal distribution of
social and institutional power, hinders the advancement of people of color, supports discriminatory
practices, and contributes to disparities in health outcomes.

2. An overarching goal to become an antiracist and equitable healthcare and learning institution that
intentionally addresses all forms of racism and creates greater DEI for our worklorce and for those
We serve.

3. Guiding principles that reinforce the commitment to accountability and “an unwavering resolve to
support the principles embodied by racial and social justice movements that are responsive to those
who have been historically marginalized.”

4. Eleven key strategic recommendations based on existing efforts and gaps in achieving the overarch-
ing goal.

5. An implementation approach to mutually reinforce activities or actions designed to achieve the key
strategic recommendations.

6.  Animplementation approach that leverages existing structures and supports those that already exist.

7. A new governance structure to support and lead the implementation that includes a steering com-
mittee of executive diversity leadership board, advisors /decision-makers, backbone supporters;
and partner-driven action (intervention and implementation).

8. Shared measurement system to identify metrics for tracking progress to share data, discuss learn-
ings, and improve our strategy and action at MSIIS.

9. Action steps [or leadership such as approval for requested incremental funding to advance the
overall project management and impact evaluation of the Task Force Road Map.™
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Findings and Discussion

Our [indings indicate that the Task Force met its objective of producing a strategic plan for senior
leaders at MSHS with recommendations for a pathway to become an antiracist hospital system. Two

kev insights indicate challenges to the successful implementation of the Road Map recommendations.
Iirst, while strategic planning [or a complex academic hospital like MSIIS remained essential, it was
also subject to the practical risks ol missing targets, especially when they were not clearly defined.
Second, the beliel that MSIIS is better positioned than most other healthcare organizations to suc-
cessfully become antiracist due to internal, parallel change efforts is misguided because there are no
oflicial requirements for robust reporting on the progress of such health systems or hospital-centered
antiracist initiatives. For example, MSIS had a DEI oflice program for 20 vears belore starting its newer
antiracism initiative in 2020, vet it remains unclear how it demonstrated historic change and how that
impact is accounted for in the latest iteration of this work. The following sections present findings [rom
the case study and discussion that expands upon their implications.

Fundamental Importance of Strategic Planning for System-Level Change

The planning and road map successfully enabled an intentional approach to shift the direction of
MSIIS. As a strategic officer of the Task Force explained, “our process is to learn by doing it, because
ultimately, we don’t know what it will look like to be an antiracist institution.”™ Yet, the opaqueness in
approach and overemphasis on planning without incorporating tracking systems to measure progress
created misalignment and implementation challenges.

MSIHS is one of the most complex academic hospital systems serving the City of New York. Mov-
ing on its commitment to antiracism in a system-wide approach required a reset ol its operational
alignment and how it viewed itsell as an antiracist organization. The Road Map was a plan [or setting
strategic goals and guiding principles, vet it did not map the depth or breadth of the organizational
restructuring that was required. Particularly because of the vague and broad targets set by the initia-
tive, the Road Map lacked clarity as to what the actual goals were and how they were to be implemented
following the initial onset of programming,

For example, the first Recommendation Strategy of the Road Map (see Appendix 7) focused on
mecasurement. [t emphasized data to be retrieved to “develop an equity scorecard to measure the orga-
nizational performance in order to identify success and detect limitations.™ While an equity scorecard
would serve as a valuable data tool to monitor and standardize organizational performance related to
the proclaimed goals, it was unclear how or if this was ever implemented.

In August 2022, Task Force members announced the creation of an equity scorecard to meet the [irst
goal. Based on the press release, INRA found that the data tool was designed to record race and ethnic-
ity to identily and measure existing diflerences based on patient data. This example was [eatured in the
announcement: “If' Black patients made up hall the patient population, but accounted for 75% ol urinary
tract infection discharges, the Equity Index would identify a potential disparity that should be explored.™®

While the tool is effective for MSIIS to detect further health disparities, it does not provide the
structural guidelines for organizational change goals as stated in the Road Map summary as it was not
designed for monitoring institutional behavior at MSHS. This is a missed opportunity for MSHS and the
Task Force to establish a metric system for activity related to the Road Map. In planning for antiracist
transformation at the academic hospital organization, the planning effort would have been more effec-
tive in providing scaffolding for its success by establishing concrete accountability standards including
tools like required performance assessments.

The tenth recommendation strategy [rom the Road Map specilied that “enhanced leadership
learning, capacity, knowledge, engagement, and accountability so that all leaders are able to partici-
pate fully in antiracism and equity efforts,” communicating that internal leadership development and
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engagement, in addition to outside consultants, was essential to success. As Butts contended, “it does
require outside consultation, or expertise, to change the way because it's hard to be in the middle of'it,
leading it and then responsible [or all the moving pieces.™

Outside expertise was an important capacity-building decision but was only viable in the short term
because the organization did not develop new institutional practices and policies to hold its leaders or
itsell accountable. To emphasize the diflerence between designing and deploving institutional transfor-
mation, IARA draws on an expression by Dean Muller who said, “to me, it [eels like there is a profound
difference in terms of launching, implementing, and sustaining something like this [ Road Map].”% It is
important to distinguish between the implications of cach step of antiracist interventions because plans
are one thing, implementation another, and sustaining that change, as Muller indicated, requires its
own commitment.

Parallel Racial Equity Efforts Reinforced Health System Improvement

MSIIS has a history with antiracist change efforts across education divisions, residency programs, and
clinical departments reaching back at least 20 vears. The existence of parallel change efforts led Task
Force lcaders to believe that MSHS was “certainly better positioned than most diversity work and larger
[health] institutions to be particularly thoughtful and how we want to organize and then advance our
work across specilicity.” Key to this organizational approach was the expectation that parallel change
cfforts map scamlessly onto system-wide planning strategies that are actually unsupported at an institu-
tional level.

The Task Force planning cffort did succeed in acknowledging and identifving past activities by
MSHS stall"across dillerent divisions of the academic hospital. For a system-wide approach, this rein-
forced the organizational commitment and demonstrated a track record of intent to contest racism in
their healthcare institution. By not centering the ongoing and past efforts, as noted above regarding
the DEI'work started in 2000, MSIIS would have unintentionally erased these past efforts and elimi-
nated any lessons learned or best practices generated [rom them. Any academic hospital committed
to this work will gain significant institutional knowledge and garner momentum when coordinating
parallel and past antiracist work. However, our findings indicate that the coordination of these efforts
was limited by the absence of an oflicial policy requiring programmatic or activities-based progress to
be reported as part ol internal antiracist work.

The value and emphasis on coordination efforts under the umbrella of the Task Force’s work also
exposed [unding gaps [or internal antiracist work. Dr. Steve Itizkowitz, professor of medicine and head
of the gastroenterology division, arranged several People’s Institute for Survival and Beyond (PISAB)
workshops at MSHS. PISAB is a national, multiracial, antiracist collective ol organizers and educators,
dedicated to building a movement for social transformation that started in 1980.9 At MSIIS, Itzkowitz
led a hospital residency program and exposed his program to PISAB’s power analysis approach [or
racial justice. Although he and his program carried out these activities, he was not required to provide a
standard report or evaluation of their impact. e admitted that the chair of the department at the time,
Dr. Barbara Murphy, “is the one who sort of authorized us. She paid for the workshop, even ironically,
she hersell never took the workshop.™™ Eventually, the workshops ccased due to economic [easibility
according to Itkowitz. Because there were no official requirements for robust reporting and leaders who
authorized the program did not attend, it is difficult to evaluate the true value of the training and how
it can be expanded systematically.

The Icahn School’s change targets are compelling as structured examples ol applying metrics to
the work of antiracism, vet they were not emulated across other system actors.®! In 2016, Icahn School
leaders introduced a tracking system to support structural change by following a series ol 20 change
targets. And by 2020, these change targets became publicly available online and were published by the
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Icahn Medical School Guiding Coalition. The 2020 report focused on 214 change targets, compartmen-
talized in three categories: relational, structural, and transformative change, as an eflort to advance
the school’s vision to become a health system and professional school “with the most diverse workforce,
providing health, education, and rescarch that are free of racism and bias.”®

A notable example of the change targets listed by the Icahn School included “Change Target 5:
structural—climinate disparities in academic and career outcomes for medical students and medical
education stafl.”® This target was created from results of a student-facing survey, which produced a set
ol 15 policies (identified in number but not listed). “Change Target 57 is described by the Icahn School
leaders as an “equity audit” engaging with students, student aflairs, curricular aflairs, and the director
ol quality, compliance, and accreditation.’” Although featured in the 2022 report, this specific change
target has not been implemented, and according to the report, it is to begin in 2023.

Another key target of the Icahn School is *Change Target 18: relational—enhance engagement and
sustained community conversation across the medical and graduate schools to respond to the myriad
and intersecting ways oppression impacts our institution and daily lives.” This metric centered on the
importance ol dialogue between graduate students (did not include faculty) that took place at three
town halls where nearly 100 attendees participated.® Ultimately, the leahn School reported that “no
indication that anyone is better ofl'due to the town hall, with participants reporting that theyv felt like
being in an echo chamber.”™®

Despite this notable effort at the Icahn School, and the impact model it offers to other medical
schools, little evidence exists that the best practices and strategies ol its initiative mapped on sulli-
ciently to the system-wide planning strategy under the MSHS Task Force. IARA interviewed Leona
Iless, Director of Strategy, who explained that [rom a strategic standpoint, the medical school eflort
was [easible [or the size ol Icahn and focused on specific targets, while the Task Force initiative was
broader and system-wide. ™

The expectation by MSIIS leadership that coordinating parallel change efforts would be a scam-
less and eflicient mechanism did not account for the reality that MSIIS does not have an oflicial policy
requiring the measurement, evaluation, or reporting of progress of internal antiracist programs or
interventions. Therefore, IARA found that the Task Force’s unollicial approach to integrating racial
equity and leveraging parallel efforts is limited as an effective method for determining which practices
or procedures are effective across the system-wide implementation without such built-in measures.

Challenges

While MSHS was ellective in organizing support [rom leadership and advanced a coordinated effort
within the health system to include parallel activities across hospital residency programs and the Icahn
School of Medicine, there remains the question ol continuity and what has changed for MSIIS between
the past 20 vears of work by the office of DEI'under Butts and the rest of this decade based upon the
Task Force and its Road Map.

As aresult of the Task Force, the explicit nature of language changed in MSIIS and its public
communications, whercas now “racism” appears and has started to replace the term “race.” Race, his-
torically, has been used by physicians and scientists to determine a category when capturing data about
human health, but this use eliminates or makes invisible the structural nature of racism in medicine.
Butts made this point when he reflected on his training: “we are more comfortable with the term racism
now, but I'still remind folks that when I'was in training, I can remember in medical school, anybody
mentioned the term racism, you looked over your shoulders.™ Despite these material changes (o using
racism instead of race, language alone is insullicient for organizations to build capacity and account-
ability practices for sustained transformation.
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New York City Department of Health and Mental Hygiene

Introduction

Dr. Mary Bassett was appointed New York City health commissioner on January 16, 2011, and led the
Department of Health and Mental Hyvgiene (DOIIMII) explicitly on the charge to treat racism as a root
cause ol illness and death and as a key measure by which public health institutions are held accountable.
This directive was in response to the Staten Island grand jury decision in late 2014 to not indict the
police officer involved in the death of Eric Garner.

Writing in the New England Jouwrnal of Medicine in 2015, Bassett raised the question “should health
professionals be accountable not only for caring for individual Black patients but also for fighting the
racism—both institutional and interpersonal—that contributes to poor health in the first place?™™ In her
role as commissioner, she placed emphasis on the prolessional training ol public health workers as most
cllective when rooted in racial justice.

Bassett inaugurated the Race to Justice initiative within the newly established Center for Iealth
Lquity (CHEL), explicitly stating this was a political decision and designed to improve the population’s
health focused on racial equity.” The goal for the DOTIMIT under Bassett’s leadership was to become
explicit about racism and its mechanisms as the problem internal to institutions as well as external to
the social life of New Yorkers. This antiracist change ellort would be overseen by Dr. Aletha Maybank,
Deputy Commissioner at the time, whom Bassett appointed.

History

The City of New York is organized into 30 health districts (often referred to as health center districts)
and is composed of 351 health arcas. The DOHMIT was [ormed in response to an castern seaboard
vellow [ever outbreak in 1793. By 18606, at the suggestion of the New York Academy of Medicine, New
York City organized the Metropolitan Board of Health, which became the [irst modern municipal public
health authority in the United States.” Today, the DOHMIT is among the Targest public health agencies
around the world.

Goals and Strategy

The CIIL and its Race to Justice initiative define racism as a svstem ol power and oppression that
assigns value and opportunities based on race and ethnicity, unfairly disadvantaging pcople of color
while unfairly advantaging white people.” According to the Race to Justice toolkit, which is a set of
public materials and information on the initiative, the program’s goal is to create internal reforms

that help stafl' Iearn and improve practices to better address external racial health gaps and improve
health outcomes for all New Yorkers.™ Since 2016, the internal reforms have involved a series of explicit
discussions and activities to target structural racism and its historical persistence in the United States,
especially in New York City. Internally, the DOHMI organized mandatory workshops and training, cre-
ated new stall positions dedicated to advancing racial equity and support, and developed an operating
infrastructure under the CIE to support capacity and coordinate activities.

In 2018, the DOIMII led a public health education exhibit called Undesign the Redline (o highlight the
impact of federal housing discrimination that barred Black people and other people of color from govern-
ment mortgage subsidies. The DOIHMITs exhibit set up a public pictorial timeline and history of redlining
to make explicit the ways in which structural racism impacted housing and public health in the Tremont,
Bronx, residential neighborhood office. This exhibit was documented and surveved to track the public
responses, which was later published in the Journal of Public Health Management and Practice.”

In 2020, the DOIHMII released a public statement declaring racism as a public health emergency
and calling on sister agencies to address structural racism. This public statement garnered support
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internally and publicly and ultimately resulted in the NYC Board of Health passing a resolution to

declare racism a public health crisis, as shown in Figure 6.7 This resolution aligns with the origins of the

board as an institution that emerged in response to the pandemic, with the diflerence that this was the
first time that antiracism and public health were directly linked, evidenced by credits to Race to Justice
and its “commitment to uprooting white supremacy and its impact on health and wellbeing while shift-

Figure 6. Excerpt of resolution to declare racism a public health crisis in NYC.®

Board of Health Passes Resolution Declaring Racism a Public Health Crisis

WHEREAS, NYC aims to address structural racism and longstanding inequities and seeks to
build upon existing eflorts such as the annual Social Indicators Report and Standard Equity Met-
rics created by Executive Order No. 45 (dated May 8, 2019), and the establishment of the City’s
Taskforce on Racial Inclusion and Equity created by Executive Order No. 80 (dated September 13,
2021), to address the disparate impact of COVID-19 in BIPOC communities; and

WHEREAS, the first declaration of racism as a public health crisis was developed in 2018 by a
Black woman, Ms. Lilliann Paine, while she was Director At Large of the Wisconsin Public Health
Association, and more than 200 similar declarations have been made across the country since,
including [rom the Centers for Disease Control and Prevention; and

WHEREAS, in 2016, the NYC IHealth Department launched Race to Justice to build the Health
Department’s capacity to address structural racism and health inequities, and has committed to
uprooting white supremacy and its impact on health and wellbeing while shifting resources and
power to the communities that bear the greatest burden of marginalization, racism, and health
inequities; and

WHEREAS, the NYC Iealth Department initially declared racism a public health crisis on June
8, 2020 and now sceks to expand on this declaration through direct actions across the Health
Department; and

WHEREAS, Take Care New York is a comprehensive health plan for NYC that lays out the Health
Department’s priorities to advance anti-racism public health practice, reduce health inequities,
and strengthen NYC’s collective approach to ensuring that all New Yorkers can realize their [ull
health potential, regardless of who they are, where they are [rom, or where they live;

WHEREAS, scttler colonialism, Indigenous genocide, and enslavement of Africans are part of the
history ol our nation; and

WHEREAS, the City of New York is situated on Lenape, Rockaway, and Canarsie land; and
WHEREAS, these original injustices have been without comprehensive restitution or redress;
WHEREAS, race is a social and political construct, based on the social interpretation of how
one’s identity is perceived, with no biological or genetic basis.
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Findings and Discussion

IARA found that the DOHMII met its goal of building internal capacity for stall as a catalyst to improve
public health work with a sharp focus on racial justice. It pioncered the CHE and implemented the Race
to Justice initiative, which led to stafling a major municipal policy resolution and subsequent public
health programming that centered on racism as a public health crisis.

The findings indicate two key insights, discussed below about the DOIMIT case study. First, new
leadership was important to Kicking ofl' Race to Justice but also subjected it to external influences. That
is, deploying Race to Justice within the CHLE enabled the initiative to operate with institutional capacity,
but cach time it shifted on the organizational chart, so did the target goals and objectives, which limited
the DOIHMITs ability to demonstrate measurable progress over time. Second, prioritizing training
workshops in Race to Justice belore dralting a strategic plan complicated the process of accounting for
identities beyond race (gender /sexuality) in the initial program design. The [ollowing sections expand
on and discuss these findings.

Leadership Turnover Was Important to Race to Justice’s Kickoff and Also Created Vulnerabilities
for Tracking Target Goals and Objectives
The DOIMIT's Race to Justice initiative marks a divergent approach to the work ol public health in
a major municipality. However, tracing the journey of the racial justice initiative exposed unforeseen
challenges related to leadership turnover and the shifting target objectives of the CIE. When Bassett
set out to lead the DOHMIT through antiracist transformation in late 2015, the first step was hiring
more Black health olficers who would be capable of leading a new departmental-wide platform under
the CHE. A former stall member explained that “I'will say that moving [Race to Justice| into the chiel
operating office was helpful because it made everything much more concrete. Evervthing was tied to
the ageney’s goals that were already being measured and monitored by that officer.™ Having the chiel
operating officer oversee the initiative allowed the organization to map existing performance indicators
onto those set up by the CIIE to provide different ways for tracking impact. However, our [indings do
not indicate any available information on these indicators.

Beginning in 2019, after Bassett’s departure, Race to Justice and the CHE moved around the orga-
nizational chart at the DOHMII due to leadership changes. With the inauguration of Michelle Morse
as chiel medical officer in 2021, there was another shift across the organization. The CHLI shifted on
the organizational chart once more and was placed under the leadership of Morse, while the Race to
Justice initiative was separately placed under the leadership ol chiel equity officer Dr. Torian Lasterling.
Lasterling recalled the following:

When the former commissioner Dave Chokshi stepped in, he also asked that I serve as the
chiel equity officer, one, to signal that embedding an equity lens was very important to all of
the work that we do, and so wanted to make sure that the first deputy commissioner also held
the title of the chief equity officer. And number two, it was also to think about how we would
operationalize our equity work across the agency. And in the past, a lot of the equity work has
fallen on specilic deputy commissioners that led a division. And so it was important to bring it
to a higher level, really to signal . . . that this had to be an agency priority.*

Lasterling was in his seventh yvear working with the DOHMIT at the time of this project and
explained, “I'joined the agency because Dr. Bassett was Commissioner and had been boldly stating that
structural racism was the driver of the health inequities that we've seen in this country.” This move of
the initiative in the organizational chartallected its consistency and target goals.
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Senior leadership, including the NYC mayoral administration, was not the only external factor that
allected Race to Justice. The outbreak of COVID-19 moved the DOHMIT to respond and reorganize
resources as a frontline emergency response institution, which also showed its resilience. The pressure
of COVID-19 on the agency creation of new roles to ensure that the health emergency was managed

with a sharp [ocus on racial justice. John Yates, director of racial equity and social justice in the Office of

Emergency Preparedness and Response, serves in this role and explained, “the vision was to figure out
how we do equity in emergencies.”! The pandemic led the DOHMH to expand the objective of Race

to Justice beyond workshops and training about systemic racism, with more attention on developing
strategies [or advancing racial equity in a health emergency. I'rom this perspective, Yates reiterated that
“what Race to Justice succeeded at was demonstrating the need to have full time, paid stall that think
about antiracism as part ol their [ull-time job.™®

Action before Planning Left Out Key Voices

Our findings indicate that when the DOHMIT launched Race to Justice to support stafling for more
diverse positions, it also sought to manage the internal training workshops on racial equity in health-
carc. While this immediate goal was the desired outcome as set by Bassett, the DOHMI had not vet
produced a strategic plan or clear markers of success. In part, Bassett envisioned the goal to set new
organizational norms and create internal change as a strategy for external impact in public health.
However, due to the burcaucratic structure of a public agency like the DOHMIL, the implementation
experienced setbacks and barriers, especially as expressed by stakeholders with competing equity pri-
orities. F'or example, employees working on diflerent equity issues felt like they were boxed in to make
a joint decision without eflective integration on intersectional issues of oppression including ethnicity,
gender, and sexual orientation. One stafll' member noted the following:

Well, actually, even within the Center for Health Equity, there was a slight move, because of the
move into Race to Justice, there was kind ol a rupture, or carthquake there. This was bringing
together those two dillerent initiatives within CHE. And it highly aflected the work and the
initiative itself, trying to bring those two teams, the LGBTQ plus core team and the Race to
Justice core team together at the time, it was hard to get people to try and come together [rom
an intersectional perspective, because both sides [elt like they were losing something. And both
sides [elt like they were being pushed into making a decision.™

Putting action belore planning and lack of provision ol a clear [ramework [or race, gender, and
sexual orientation to be adequately seen and accepted both internally and externally left gaps in the
implementation, and resulted in limited success. Ultimately, a pool of stall members [elt that intersec-
tional interventions were not prioritized.

Race to Justice was cffective in shifting the DOHMIT toward major structural attention to racial
justice, which led to an increase in capacity for mechanisms to inform new practices and policies for
public health work in NYC. Leadership change and developing target objectives posed challenges to
measuring progress and the long-term impact to the municipal health department in addressing insti-
tutional racism.
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Cross-Cutting Thematic Findings

This rescarch generated a codebook system (see Appendix 1) to evaluate field data and produce a
data table ol organizational levers ol change to plot the application at cach case study site. These
levers are institutional activities, not individual behaviors, related to antiracist structural change (see
Iigure 1). The colors indicate the actions taken by the organization on a low, medium, or high degree

ol application.

Figure 1. Organizational levers of change and a low-high application for each case
study site. Red is low, yellow is medium, and green is high.

Southern Jamaica Mount Sinai New York City

Levers of Change Plain Health Health Health
Center System Department

Five Levers of Change for Healthcare Organizations Implementing Antiracist

Change Initiatives

Iindings generated from data across the three case studies emphasize five key arcas to advance institu-
tional transformation. These cross-thematic arcas are explained with supporting evidence of best prac-
tices from the organizational analysis and indicate what supports are required for healthcare change
cllorts to be successful.

1. Buy-In and Sustained Engagement from Leadership

All three initiatives attributed buy-in from their leadership and board members—senior and executive
leadership (CEOs, executive directors, board members)—as essential for the process to be successlul.
This includes delining the scope and goals as well as staving the course of engaging in training /work-
shops, meetings, and policy changes and rallying organizational-wide backing.

At the SJPHC, senior leaders engaged in the racial justice journey from the beginning by support-
ing the IIPC and its stall. Jaime De Zengotita, Medical Director at SJPHC at the time ol the project,
emphasized that “our work will kind of follow two tracks. One was internal, which was training every-
body. Remember, it is just a framework, trying to make our efforts take that justice into account. This
second track was sort ol external-like, encouraging and participating with the Department of Medicine
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and the Brigham and MGB and parters about racial justice work.™ Buy-in to this dual approach by the
medical director during the breadth of the whole initiative led to an increase in the number of partici-
pating medical stall'and engagement in learning about how to initiate antiracist change.

Additionally, the SJPTIC board was a key driver of RacialRec’s success. The board was composed
mosty of community members and was separate [rom the MGB board of directors, which enabled
SJPIC to have autonomy and direct a network of stakeholders beyond the community residents to
support change from the beginning of their racial justice journey. This direct, enthusiastic, and sus-
tained engagement by senior leaders was in sharp contrast to MSIIS, where executive leadership’s
buy-in was necessary to launch or “charge” the Task Force vet over time slowly dissipated. For example,
Butts explained that “the CFO owns the business strategy. The chiel learning oflicer owns the learning
strategy. The chiel learning oflicer also happens to be a hospital president. Another [unidentified] pres-
ident, who was the chiel' medical officer, owns the medical system.” While these executives “owned”
the strategies, it is unclear what that fully entails, what resources are available to solve problems, or how
MSIIS leadership delegates critical stakeholders in driving the work.

The Race to Justice intervention illustrates that without [ull support from the mavor and health
commissioner, the intervention would not have been successful. Our [indings indicate that Bassett was
clear in learning [rom her prior work as deputy, which had focused more on employee representation
than on structural change. Mayor Bill De Blasio provided Bassett with the authority to bring together
“people who shared our values.™

Bassett also started at the top and created a team that was racially diverse: “in the [irst time in the
department’s history we had a non-white majority leadership team . . . when I'joined there were no
Alrican Americans or Latinos.” This new cadre ol health officers included Aletha Maybank as deputy
commissioner, who “empowered these officers through the | CHL| to do antiracist work.” Bassett pro-
vided Maybank with the capacity and resources to build up cach neighborhood center and launch the
Race to Justice initiative. Support [rom the senior director was critical for the success of the initiative
and for junior directors to have both cover and role-based capacity to implement programming and
procedural changes.

While leadership is a constant changing variable in all healthcare organizations, the DOHMIT
offers insight into the political turnover ol a municipal agency and the challenges for embedding conti-
nuity the agency can sustain.

2. A Shaved Understanding and Use of Explicit Language o Define Systemic Racism

All three sites adopted explicit language to describe and explain the goals of their antiracism initiatives

to various degrees. Raising awareness was achieved through a shared analysis of racism that normalized
an organizational-wide terminology among stall’and clinicians and was reflected in public-facing mate-

rials, internal meetings, and documentation. The value of this shared understanding was that it allowed
the organizations to situate their objectives to address structural causes of poor health outcomes.

As SJPHC community director Abigail Ortiz explained, “the intentionality of the [intervention |
design is that you look like, vou talk like, you rock like the denominator population in the community,
'or decades, SJPHC centered community
health in a framework that has gained more currency in the field only recently as “social determinants

292

and that you are rooted to make the implicit, explicit.

ol health.” The introduction of RacialRec as a racial justice program presented a need to explicitly
develop an intervention framed with the specilic nature of systemic racism of the broader community
health framework. Ortiz affirmed that “so I would say that some of the fundamentals that have come
from the health center directly into our program are being explicit.””

Ior the DOHMH, explicit language for talking about systemic racism in New York City was
necessary o create a shared understanding for shifting the practice of public health within a local
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government agency. Lasterling emphasized that “we often talk about [{or our racial justice initiatives |
the vision as . . . folks need to have the shared language and shared analysis of why . . . what caused
those inequities and what is a clear direction we can go in. So this idea ol normalizing how we talk about
race and racism. And two, this is a new ficld . . . so we need to understand the infrastructure needed to
advance these initiatives,™!

This normalizing effect was diflerent at MSIHIS, where explicit language did appear in public liter-
ature but the Task Force did not provide an action-oriented suggestion to how its 12,000 emplovees
could use explicit language. The second guiding principle (see Appendix 6) produced by the Task Force
is “salety to name, confront, and engage in conversations about racism,” which “ensures a safe envi-

ronment where all are encouraged to speak up.”™ Encouragement is simply broad and vague, whereas
the SJPHC and the DOHMII placed an emphasis on education and training to adopt shared language

ceffectively and explicitly.

3. Lffective Organizational Infrastructure

All three of the organizations relied heavily on internal infrastructure to drive their antiracist work even
il only two of them used the word “infrastructure.” The capacity and operations ol antiracist initiatives
viclded the greatest change effort when they were effectively placed in the organization and backed with
institutional support including department-wide integration, resources, and documentation to with-
stand leadership and organizational turnover. This ultimately proved more sustainable than when tied
to an individual DLI officer.

I'or the DOHMI, establishing an infrastructure—the CHE—to house the antiracism work enabled
more impact than hiring an individual DEI director /manager with little to no authority. As a deputy
commissioner explained, “understanding antiracist interventions is also understanding the infrastruc-
ture that’s needed to even advance these interventions. I you talk to any organization that has a Chief
Lquity Officer, vou are only talking to one person?™

The SJPHC does not use the word “infrastructure” to describe the operational capacity for the
RacialRec initiative. However, its operational capacity at-large depends greatly on the HPC, where
RacialRec is housed and its activities take place, as well as the people who manage and maintain its
programming. [IPC enables what the RacialRec leaders describe as “relational building,” or [ostering
linkages between individuals living in Jamaica Plain. This relational approach is smaller and more inti-
mate and relies heavily on community trust, which was not described in the definitions of infrastructure
from the other organizations. As Ortiz and Butler-MacKay explained, “people get the tactics and the
outcomes, but they don’t understand that nobody feels cach other vet. Nobody trusts cach other.™”

The Road Map recommendations at MSHS indicated intentions for *a centralized infrastructure, a
dedicated stall; and a structured process that leads to a common agenda, mutually reinforcing activities,
shared measurement, and continuous communication.™ However, the Task Force has not implemented
this specilic recommendation at the time of the writing of this report, and thus this goal cannot be
assessed. This is backed by kev findings [rom the literature review (see Appendix 1) that indicates that
antiracist work must be well positioned in an organization with stall; funding, and resources to succeed.”

{. Clearly Defined Metrics

All three organizations struggled to describe the metrics for measuring the progress of their initiative,
thereby creating challenges for evaluating success and demonstrating change by comparison. Sus-
tained, institutional transformation hinges on developing target goals, outlining anticipated outcomes,
and measuring ongoing impact along designated lengths of time and milestones. This process must be
distinct from, vet tethered to, existing performance requirements and human resources accountability
practices of healthcare organizations.
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A former stall member at the DOHMIT explained that “we did this stafl survey so we had a base-
line of what people’s experiences were because we wanted to [ind, ultimately, alter time, a reduction in
people’s experiences of discrimination in a very tangible, significant way.”" Although this survey was
conducted to produce a baseline, it was not made available internally to the stall nor was it revisited at
later dates to determine progress. It was also not published or included in the Race to Justice toolkit on
the DOHMIT website.

The Task Force recommended to senior leaders at MSIS that a scorecard be developed to track
metrics and change targets. One possible template can be drawn [rom the parallel efforts at the Icahn
School of Medicine, which does actively publish metrics on its antiracist initiative, but MSHS leaders
have not oflicially incorporated this dashboard into the Road Map.

The SJPHC did not provide any dashboard or standard metric system for measuring the progress of
RacialRec or any programs at the IIPC. It does publish testimonials [rom past program participants on
the website about the impact it has had on youth and adults. Furthermore, findings from the literature
supports the claim that antiracist interventions must include measurable outcomes and evaluation pro-

cedures to reduce the burden of racism as a data-driven endeavor (see Appendix 1).

5. Building Internal Capacity and Professional Development

IARA found that all three organizations emphasized building capacity and professional development
as part ol the antiracist initiative, with two of the three choosing to procure outside consultants as

the principal driver for initiating this capacity building through training workshops. These decisions
illustrate that hiring outside consultants to provide antiracism training is uselul as an initial step but is
signiflicantly more effective when followed by a sustained, internally driven program for peer learning,
prolessional development, and internal dialogue through groups.

Iiring a racial equity training group was cflective for the DOIMIT as an immediate,
action-oriented first effort to build up infrastructure and develop shared language around structural
racism in public health practice. Once this infrastructure formed, the long-term effect of outside sup-
port proved unsustainable due to cost and limited resources for the public agency. To overcome this
limitation, Race to Justice adapted by coordinating and training internal stall to Iead workshops, which
reduced this immediate cost, but more challenges emerged for stall who wanted to support the con-
tinued training but were not compensated for extra work. A former DOHMIT stall member explained
that “I was doing all this work while I was a senior research and evaluation analyst, but it [was| rapidly
becoming more and more of my work, ultimately ended up becoming about 30% ol my time and with-
out it really being acknowledged, compensated, or appreciate it in the same way . . . and it was primarily
people of color doing and leading this work.“! One vear passed before full-time positions focused on
health equity were created under the Race to Justice initiative. Due o the shift [rom outside consul-
tants to internal-driven training, the DOHMIT made the health equity work more cost-eflective but
conflicted from an equity perspective with stafl” capacity and compensation despite this group valuing
the work and its importance.

The Task Force leaders at MSHS hired an outside consultant, the Mary I'rancis Winter Group, to
support the “backbone” of the initiative. This is notable because MSHS had 20 vears of operating DEI
programs under the leadership of Butts.' As mentioned carlier in the report, Butts admitted that it
does require outside consultation, or expertise, to change . . . vou need that outside perspective and
energy.”" In sharp contrast, the SJPIC did not hire outside consultants to support the antiracism
initiative, but it did depend heavily on training adult facilitators who may not necessarily be clinical or
health stall and supported SJPHC stall' with program activities.
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Concluding Discussion
IARA found that each case study was effective in planning and coordinating antiracist initiatives within
their existing organizational structure vet struggled to demonstrate progress with measurable evi-
dence, which is the weak link in a chain of sustaining organizational accountability. Without a standard
data and performance metric system specific to antiracist interventions, organizations will continue to
be limited in their ability to evaluate progress on antiracist impact. Heterogeneity in the different types
and complexity of healthcare organizations requires a more standardized approach to both attending
to and being strategic with each lever of change based on what interventions work most effectively. The
ability to measure progress and create new internal reporting policies, specifically antiracist perfor-
mance indicators, is necessary for learning what works and what does not and for practicing institu-
tional accountability and sustainability. Therelore, despite the explicit nature ol naming racism and
making public commitments to racial equity, without accountability, tangible and sustainable antiracist
change is unlikely.

In cach of the 25 interviews with organizational leadership and stall; IARA asked participants
to describe how accountability is embedded in the initiative. There were widely different answers
provided: no reporting or regulatory requirements were mentioned as part ol the antiracist initia-
tives nor were clearly defined responsibilities to observe such metrics. This wide variance in delining
accountability and demonstrating accountability practices indicates a major knowledge gap arca for
deeper study and development.

Recommendations

IARA’s Accountability Compass

Based on the cross-thematic findings [rom the qualitative data analysis and literature review, IARA
proposes the following accountability compass as a baseline for guiding healthcare organizations. This
compass (Figure 2) traces a holistic, four-dimensional path for antiracist organizational change and
accountability. The design was inspired by existing antiracist change [rameworks (rom the field, includ-
ing the ten [rameworks recommended in the recent 2023 study on Antiracism by the National Acade-
mics ol Science, Engineering, and Medicine.' One distinction is that IARA’s compass is specilic to the
healthcare sector and developed from this report’s [indings, which evaluated existing mechanisms used

by current initiatives. '
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Figure 2: Accountability compass with corresponding levers of change.

COORDINATE SUSTAIN

MEASURE
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The four dimensions in Figure 2 consist of three levers derived from the qualitative grounded theory of
the project. They are explained below.

Chart: This dimension supports the strategic planning and mapping of the antiracist commitments to
align with organizational values, missions, and operational charts. This provides visibility and internal
infrastructure to establish the intervention. Intentionally mapping the initiative strategy, using a road
map, and having support [rom experienced racial equity consultants grounded in an antiracist power
analysis is useful for implementing the racial justice initiative and charting the course for the three
dimensions ahead.

Coordinate: This dimension encourages executing a coordinated eflort to include parallel initiatives,
practices, and top leadership of the organization. Creating a DEI committee, engaging senior leaders
in the long term, and delining these roles [rom the start, along with developing in-house training and
leadership development opportunities, ensures coordination among direct antiracism initiative stake-
holders and organizational actors at large.

Measure: This dimension requires a tracking eflort for the capacity and limitations of the intervention
by monitoring incremental changes in the organization and developing measurement systems to inform
progress. Community engagement is a direct measure of whether an initiative is accountable back o its
communities served, including, and especially, BIPOC constituents. Moving bevond prioritizing demo-
graphic data within the organization, IARA emphasizes a closer evaluation ol data internally in the
organization as well as in its relationships to suppliers, contractors, and other partners. Disaggregating
the data allows for specific attention to disparities and inequities as well as opportunities for results based
on organizational accountability."”
racism by organizational actors, caucus, or racial allinity spaces effectively strengthens the change muscle
ol the team and creates space [or white accountability and peer support for BIPOC staflX'%

Sustain: This dimension refers to creating robust policies to promote new reporting on performance
data and incidents of racial discrimination as well as revisiting the original chart to ensure that changes
sustain organizational translormation. Building infrastructure and an intentional placement ol the
initiative means creating a long-term strategy for its success as well as for resource generation and
allocation—in pcople, money, space, and growth. Publications and reports provide the means to share
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findings with all stakeholders, especially community members, the board, and the public, both as an
accountability mechanism and to provide best practices for the lield. Competition [or antiracism strat-
cgv should be avoided at all means.

Conclusion

The healthcare literature reviewed for this report focused heavily on understanding and measuring
acute racial disparities in patient and population health outcomes, with few indicators to measure orga-
nizational antiracist interventions. IARA’s licldwork to evaluate organizational commitments and strat-
cgies for antiracist interventions in healthcare filled a significant gap in this landscape by documenting
and demonstrating the successes, limitations, and lessons from current antiracist change efforts and
levers that work.

Our [indings indicate that organizations are successful in raising awareness and coordinating initia-
tives within their existing organizational structure when they engage levers proven to be eflective and
rooted in an analysis of systemic racism and power. At the same time, the findings point to a persistent
struggle to demonstrate progress with measurable evidence, which IARA identifies as the weak link in a
chain of sustaining organizational accountability.

When organizations can measure and evaluate their own antiracist change efforts using data
and evidence, it becomes [easible to establish new olflicial requirements to report this progress. IARA
observed that unoflicial policies or practices to maintain internal change eflorts across a complex
health system did not yvield the expected results of efficacy when robust reporting policies remained
absent. The adoption of policies that require such reporting will greatly support organizations’ efforts
to establish accountability practices and ensure more equitable responsibility for long-term, sustainable
transformation.

Based upon these lindings, IARA presented a new accountability compass to guide healthcare orga-
nizations on their racial justice journey starting with planning, coordinating, and emphasizing measuring
and sustainable transformation. Descriptive levers ol change correspond to each dimension of the com-
pass and can support the application of the [ramework across a diverse range ol healthcare organizational
structures including community health centers, large hospital svstems, and public health agencies. This
dynamic and [lexible guide is designed for the diversity ol organizations in the healthcare sector.

I'uture rescarch would be useful to assess the implementation and integration of the IARA Com-
pass [ramework and to document the development of new performance reporting metrics as well as (o
identify policy changes to support such ongoing and integrated robust reporting. IARA also suggests
[uture rescarch to consider the role ol accreditation standards and industry regulations akin to ESG
goals in the corporate sector that would begin to standardize antiracist organizational best practices
and to accelerate the elimination of systemic racism and racial disparities in healthcare.
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Appendix 1: Literature Review

In an extensive scoping review ol antiracism interventions in healthcare settings, Hassen et al. (2021)
declare that healthcare institutions are still grappling with using the word “antiracism.” However,
since 2020—aflter the killing of George Flovd and Breonna Taylor—and the visible impact that
COVID-19 had on communities ol color, this is changing. More organizations and jurisdictions are
embracing antiracism language, have released statements against racism, or have declared racism a
public health priority.

The American Public Health Association (APTIA) found that, as ol August 2021, 209 governmental
declarations of racism as a public health crisis had passed in 37 states (APILA). More than a third have
committed to identifving specilic activities to increase diversity and incorporate antiracism principles
across leadership, stafling, or contracting; to forming and strengthening partnerships with commu-
nity groups and organizations that are addressing racism; to advocating at the local, state, and federal
levels for policies that directly address systemic racism; and /or to advocating [or policies that improve
health for communities of color. Hospital systems like Mount Sinai and Mass General Brigham, national
organizations like the American Medical Association and the American Psychological Association, and
countless educational institutions have released statements against racism or have implemented new
interventions to address racial inequities among the populations and communities they serve (Ameri-
can Medical Association 2022; American Psychological Association 2022; Mass General Brigham 2022;
Mount Sinai 2021). For example, on June 19, 2020, 36 organizations in Chicago released a letter in which
they stated: “we must double down on our efforts. Systemic racism is a real threat to the health of our
patients, families, and communities” (UChicago Medicine 2020).

Race and Health: A Historical Context

While the explicithess ol antiracism language may be a more recent development, the existence and
persistence of racialized health disparities have long been documented in the United States. As Bailey
ctal. (2021) state, “| there| has never been a time in the United States without racial health disparities.”
The Centers for Discase Control and Prevention (CDC) define health disparities as preventable dif-
ferences in the burden of discase, injury, violence, or opportunities to achieve optimal health that are
experienced by socially disadvantaged populations (CDC 2011).

In the United States, the US Department ol Health and Human Services has reported health dispar-
ities since 1985, when the Report of the Secretary’s Task Force on Black and Minority Health (1leckler Report)
marked the first comprehensive study of racialized health outcomes. According to the 1985 report,
“lalthough| tremendous strides have been made in improving the health and longevity of the American
people, statistical trends show a persistent, distressing disparity in key health indicators among certain
subgroups ol the population.” The opening of the report states that Black, Latino, Native American,
and Asian /Pacific Islander communities “have not benefited [ully or equitably from the (ruits of science
or [rom those systems responsible [or translating and using health sciences technology™ (US Depart-
ment of Health and Human Services 1985).

Addressing racial health disparities as a national priority is not new. In 1998, the Clinton adminis-
tration established a national goal of eliminating disparities “in six arcas ol health status experienced
by racial and ethnic minority populations” by the vear 2010 (US Department of Tealth and Human
Services 1998). These arcas included infant mortality, cancer screening and management, cardiovascu-
lar discase, diabetes, HIV infection /AIDS, and immunizations. One goal of their plan was to achieve a
“meaninglul improvement in the lives of minorities who now sufler disproportionately from the burden
of discasc and disability.”
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Structural Racism and Health

Racial Health Disparities Persist Today

Racial health disparities persist today, despite efforts over the past 20 vears to prioritize addressing
health disparities. According to the Agency for Healthcare Rescarch and Quality (AIRQ), in the United
States, compared to white populations, Black populations received worse care in 43% ol quality mea-
sures, American Indian /Alaska Native populations in 40% ol quality measures, Latinx populations in
36% of quality measures, and Asian and Native Hawaiian /Pacilic Islander populations in about 30% ol
measures (while receiving better care in 30% ol measures as well; see AHRQ 2021). According to Brave-
man, “[the] largest and most consistent racial /ethnic health disparities generally have been observed
when comparing Black people and (when data are available) American Indians with Whites™ (Braveman
2021). The Office of Minority Health and Equity reports that communities of color in the United States
experience higher rates of poor health than white populations in several health domains, notably diabe-
tes, hypertension, obesity, asthma, and heart discase (Office of Minority Health and Equity 2022). The
COVID-19 pandemic has oflered an important case study into these disparities. National data shows
that Black, Latinx, American Indian, and Alaska Native populations in the United States have expe-
rienced higher rates of hospitalization and death compared to white populations (Ollice of Minority
Ilealth and Equity 2022).

These disparities are systemic and are also experienced at the individual level. In “An Antiracist
Agenda for Medicine,” Wispelwey and Morse (2021) describe how even with federal actions—namely
reparations—some racial disparities would persist. These disparities include a lack of racial diversity
among laculty and stall"at academic medical centers and hospitals, undertreatment of pain for Black
patients, longer wait times for patients of color, underfunded rescarch for conditions with poorer
health outcomes like sickle cell discase, and poorer quality care received by Black patients, even when
seen at the “same [acility, by the same provider, for the same condition, and with the same health insur-
ance as white patients” (Hoffman et al. 2016; Lopez and Jha 2013; Ray et al. 2015; Strouse et al. 2013;
Weiner 2020).

Racism as a Social Determinant of Health
A wealth of research has focused on the social determinants of health, the factors apart [rom medical
care that can be influenced by social policies and shape health in powerful ways. According to many
public health scholars, racism—interpersonal and structural—is a root cause ol many health disparities
in the United States, because it allects individual and population health (Institute of Medicine 2012;
James 2003; Paradies 2006; Williams et al. 2019). As such, that racism is a social determinant of health
is not a new. In an 1899 article published in The Philadelphia Negro, W. L. B. DuBois described the ways in
which “the living and working conditions of Black people in the United States shaped their exposure to
factors that determined their risk for discase” (Du Bois 1899). Williams et al. (2019), highlight similar
findings in more recent work and state that *

the| persistence of racial inequities in health should be
understood in the context of relatively stable racialized social structures that determine diflerential
access to risks, opportunities, and resources that drive health.” If health outcomes are as historians
claim “an index of the cost of racism through the ages,” then eliminating health disparities cannot be
achieved without first undoing racism (Iammonds and Reverby 2019).

Race, Not Racism, Has Dominated Health Research

Lven though there is wide acknowledgment that racism is a driver of health disparities, most rescarch
on disparitics report racialized health outcomes without discussing racism, and even fewer studies
focus on the impact of structural or systemic racism on health. A study by Bailey et al. (2020) provided
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a quantified analysis of this difference when they found 17,855 articles when searching for “race” with

” e ”

the words “health,” “discase,” “medicine,” or “public health,” but only found 195 articles when they
replaced “race” with “structural or systemic racism.”

While government efforts to address health disparities have been well documented, organizational
efforts to improve health outcomes for racialized individuals have seldom been reported in existing
literature or in peer-reviewed research. A Health Affairs article noted that, “despite racism’s alarming
impact on health and the wealth ol scholarship that outlines its ill effects, preeminent scholars and
the journals that publish them, including Health Affairs, routinely fail to interrogate racism as a critical
driver of racial health inequities” (Bovd et al. 2020).

Beyond Reporting Disparities

In its groundbreaking report Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare,
the Institute of Medicine (IOM) recommended that “collection, reporting, and monitoring of patient
care data by health plans and federal and state pavers should be encouraged as a means o assess
progress in climinating disparities, to evaluate intervention ellorts, and to assess potential civil rights
violations” (I0M 2003). However, some have proposed that focusing on health disparities as outcomes
alone draws attention away from the root cause of the issues. For decades, the focus has been on
reporting health disparities without interrogating the role of racism and the inequities that drive these
disparities. As Jones (2000) comments in the Levels of Racism: A Theoretic Framework and a Gardener’s
Tale, “race-associated diflerences in health outcomes are routinely documented in this country, vet [or
the most part they remain poorly explained.” Bhopal (1998) posits that [ocusing on presenting data
designed to highlight diflerences when minorities are compared with the majority population portrays
minority groups as weaker. Chowkwanvum et al. (2020) expand on this issue, asserting that health
disparity data absent of explanatory context may reproduce false assumptions and beliefls that deter the
cfforts of closing health gaps and eliminating inequities.

Movement toward Antivacism in Healthcare

According to Jones (2000), a leading antiracism in health scholar, “[if], indeed, racism is a root cause

of observed race-associated dillerences in health outcomes, it is vitally important that we develop a
detailed understanding ol the characteristics and manifestations of racism.” Jones (2000) establishes
three levels at which such racial disparities are produced: diflerential care within the healthcare system,
differential access to healthcare, and diflerences in exposure and life opportunities that create diflerent
levels of health and discase.

There is a shilt happening toward an explicit antiracism approach. For example, on February 7,
2022, Health Affairs published a special issue [ocused on structural racism and health in which author
Weil (2022) wrote that the “racism and health issue not only focuses on the discussion of the topic with
the latest scholarship, but includes forward-looking picces to help shape the [uture research and policy
agenda.” The attention and space given by a mainstream health journal to the topic of structural racism
and its impact on health and health equity represents a major shift in understanding the importance ol
focusing on the topic of racism within health.

The attention to structural racism in Health Affairs is not an exclusive case. In September 2021, The
Lancetissued a call for papers on the topic of *advancing racial and ethnic equity in science, medicine,
and health.” This call was accompanied by a commitment on behall of the journal to “dedicate a theme
issue to advancing racial and ethnic equity in science, medicine, and health, to be published in late 2022
or carly 2023” (Chew et al. 2021).
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Assimilar trend can be observed outside of academic publishing spaces and within clinical health-
care settings. In July of 2021, the American Hospital Association (AHA) also released a statement on
racism as a public health issue. In this announcement it explicitly stated that “our goal is an equitable
and just healthcare system that is not racist, promotes improved outcomes for all, and honors the
dignity of every patient. To that end, we commit and hold ourselves accountable to increasing access to
care, enhancing the diversity of our workforce, providing care with cultural humility, and empowering
patients and families to achieve optimal health™ (ATLA 2021).

As discussions around racial equity have gained traction around the country in the aftermath of
the Black Lives Matter movement, there has also been an increased focus on discussing and publishing
on racism within medicine and in the healthcare space. Publications ranged [rom the role of race and
racism in the lack of universal health coverage to the role of racism in clinical perceptions of patients,
marking a departure from carlier disparities within health (Interlandi 2019). This includes structural
analysis for antiracism within medicine that is more holistic and explicit when considering health
cquity, health advocacy, and [rameworks [or measuring equity within health policy.

Contemporary Antiracism Interventions in Healthcare

Addressing health disparities requires investment beyond national or government interventions. Wis-
pelwey and Morse (2021) suggest that national interventions (reparations) must be supplemented by
localized antiracist institutional change because many existing racial health inequities persist even alter
controlling for sociocconomic factors, and trust between patients and providers is a prerequisite for
cquitable care, which cannot be achieved with federal interventions alone.

Legha and Miranda (2020) summarize most strategices in healthcare to address health disparities as
focused on increasing diversity in the workforce, training clinicians in cultural competence and implicit
bias, and adapting evidence-based treatments to address the health needs of minority communities. Many
fields from ophthalmology, mental health, and pediatrics have recommendations about incorporating
antiracism in health (Vaughn 2021; Legha and Miranda 2020; Jones 2021; Corncau and Stergiopoulos
2012). Jones (2002) oflers three simple recommendations to public health scientists: name racism, ask
how racism operates here, and mobilize for action. Others have oflered recommendations to physicians
directly on how to address racism in their practice (Iardeman et al. 2016; Rodriguez et al. 2021).

Though not specific to health settings, in “Continuum on Becoming an Anti-Racist Multicultural
Organization,” Jackson et al. (2000) establish that antiracist multicultural organizations in a trans-
formed society have the following characteristics: an institution and wider community has overcome
systemic racism and all other forms ol oppression; an institution’s life reflects full participation and
shared power with diverse racial, cultural, and economic groups determining its mission, structure, con-
stituency, policies, and practices; members across all identity groups are [ull participants in decisions
that shape the institution, and diverse cultures, lifestvles, and interest are included; there is a sense ol
restored community and mutual caring; allies work with others to combat all forms of social oppres-
sion; and organizations work in larger communities (regional, national, global) to eliminate all forms of
oppression and to create multicultural organizations.

The literature shows several recommendations specilic to addressing racism in health for organi-
zations. In Inaction Is Not an Option: Using Antiracism Approaches to Address Health Inequities and Racism and
Respond to Current Challenges Affecting Youth, Svetaz et al. (2020) offer the following recommendations:
focus on activation, promote antiracism education, build alliance using participatory processes, honor
language that does not stigmatize, respect alternative healing strategies, practice advocacy and social
justice /activism in parallel, and foster reflexivity for those who care and for those who are cared for.

Bailey et al. (2021) offer four recommendations for public health practitioners to help dismantle
racism. The firstis the need to document racism, which includes recommendations to funders, editors,
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and reviewers to acknowledge that racism and inequities in social determinants ol health more gen-
crally are valid research topics. The second recommendation is to improve the availability of data that
include race and ethnicity and the tools to measure structural racism. Third, they suggest that medical
and public health organizations must turn a lens on themselves, both as individuals and as institutions,
to reflect and recognize the harms associated with using racial categories uncritically, and connecting
the history of racism with the healthcare field. Faculty and students need a more complete view ol the
ways in which medicine and public health have participated, and continue to participate, in racist prac-
tices throughout U.S. history. Finally, the authors conclude that mass social movements are a necessary
tool to dismantle racism in healthcare delivery and public health. Health inequities cannot be separated
from the broader, antiracism movement.

In Structwral Racism and Supporting Black Lives—The Role of Health Professionals, ITardeman et al.
(2016) also ofler four recommendations [or clinicians and researchers who wish to dismantle racism.
These include learning about, understanding, and accepting the United States’ racist roots; under-
standing how racism has shaped our narrative about disparities; defining and naming racism; and (1)
“centering at the margins™ or shifting the locus from that of the majority group perspective to the
underrepresented group. Centering at the margins includes “diversifyving the workforce, developing
community-driven programs and research, and helping to ensure that oppressed and under-resourced
people and communities gain positions of power” (Ilardeman et al. 2016).

There are some commonalities that arise among these interventions, which are explored below.

Antiracism work must be explicit.

According to Hassen et al. (2021), not being explicit in these efforts waters down interventions and
skirts the work of dismantling racism. There appears to be consensus among researchers and organiza-
tions alike that antiracist interventions must be explicit in their goal and focus on dismantling racism,
not just health disparities (Braveman 2021; Hassen et al. 2021; Legha and Miranda 2020).

New York City’s Department of Health and Mental Hygiene’s (DOHMIT) Undesign the Redline
offers an example of a health department identifying creative ways to engage the community to explic-
itly name racism as a threat to healthy communities. DOHMIT has sought opportunities to educate and
engage in discussion about historical and current structural racism (Shiman et al. 2021).

Efforts must include education and awareness of the history of racism in healthcare.

Many antiracism interventions incorporate education and training, which is an important component
for building awareness of how racism impacts health and healthcare delivery. According to the 2003
IOM report, “| cross-cultural | curricula should be integrated carly into the training of future healthcare
providers, and practical, case-based, rigorously evaluated training should persist through practitioner
continuing education programs” (IOM 2003). Legha and Miranda (2020) also recommend that individ-
uals learn the legacy of racism in U.S. medicine (and beyond) to avoid perpetuating it.

Beyond awareness, efforts should focus on action.

Educational eflorts, however, should be part of comprehensive eflorts and not stand alone initiatives.
Educational approaches have demonstrated limited eflectiveness in reducing or eliminating healthcare
disparities, especially when they are not coupled with policy or organizational change eflorts (Griflith
ctal. 2007). Organizations should avoid implementing standalone individual-level training and instead
shift their focus and resources to policies and practices that seck to dismantle pervasive institutional
and systemic racism through a multilevel approach.
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Antivacism work must include internal research or “looking within.”

According to Bailey et al. (2021), structural racism harms health in ways that can be described, measured,
and dismantled. This is true within organizations as well because looking at racialized disparity data can
clucidate gaps and opportunities in patient care. Organizations should invest time and resources into
answering the question how is racism operating and not ifracism is operating. They should assume that it
is because racism is pervasive and present everywhere (Iassen et al. 2021; Jones 2002).

Antiracism work must be well positioned in the organization.

In their scoping review of antiracist interventions in healthcare, Hassen et al. (2021) recommend mean-
inglul involvement of leaders at diflerent levels ol an organization in antiracism interventions. Accord-
ing (o the Government Alliance for Racial Equity (2022), jurisdictions need to be committed to the
breadth and depth of institutional transformation so that impacts are sustainable; this can be applied
to organizations as well. Griflith et al. (2007) propose that this work should be driven by a change team.
They state that “the Change Team guides the process of changing organizational culture and policies
that can have an eflect on the stall, the organization, and the extra-organizational system and environ-
ment. Their eflorts are focused on making sure the overall organizational system and culture shifts, not
just that individuals or problematic policies change” Griffith et al. (2007). However, for a change tcam
to be effective, it must be empowered within the organizational structure.

Antiracist interventions must engage communities served.

Community engagement is a common theme in antiracism eflorts and recommendations. Hardeman’s
“center at the margins” is an anchor point with the Government Alliance for Racial Equity’s recommen-
dation to partner with other institutions and communities (Government Alliance on Race and Equity
2022; Hardeman et al. 2016). Svetaz et al. (2020) also state that “establishing and developing commu-
nity alliances, collaborations, linkages, coalitions, and partnerships with other oppressed groups is an
important component ol any antiracist and anti-oppression strategy.”

Efforts should be clear about the problem, goals, and objectives.
When the problem is not well delined in antiracist interventions, it may result in misalignment between
goals and lead to failure to meet the desired outcomes (Hassen et al. 2021).

Organizations must invest in the intervention with staff, funding, and resources.
Hassen et al. (2021) note the need for dedicated funding for the implementation and evaluation of cach
antiracism intervention. For example, lack of funding to cover stall training is a barrier to participation

in training.

Antiracist interventions must include measurable outcomes and evaluation.

The APHA recommends that to reduce the burden ol racism and achieve racial equity, organizations
must measure and evaluate progress in reducing health disparities (2021). The Government Alliance
for Racial Equity (2022) recommends that jurisdictions be data driven. While specific to governments,
this recommendation is consistent for health organizations.

Accountability cannot be left out.

One area that was not extensively present in the literature was accountability mechanisms associated
with antiracism work. The Government Alliance for Racial Equity (2022) states that “building in insti-
tutional accountability mechanisms via a clear plan of action will allow accountability.” Griffith et al.
(2007) suggest that “power inequities are a fundamental aspect of racism in organizations, and creating
accountability and more equitable distribution of power is a key to reducing healthcare disparities.”
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Measuring Success of Antivacism Interventions in Health

Lven less rescarched than the impact of racism in health is the effectiveness ol antiracism interventions
in healthcare or how the success of these interventions should be measured. Hassen et al. (2021) state
that “[our]| review revealed limited literature on policies used to tackle antiracism in healthcare set-
tings, suggesting a gap in the implementation, uptake or evaluation of this type ol intervention.”

As Chowkwaynyun and Reed (2020) argue, “disparity figures without explanatory context can per-
petuate harmful myths and misunderstandings that actually undermine the goal of eliminating health
inequities.” Zimmerman (2019) also recommends that health equity metrics should encompass the
“lull array of social exclusion in a population” because health disparities are ultimately defined by the
researcher. Therelore, it is not enough to report disparities or decreases in disparities as prool of suc-
cessful antiracist interventions in healthcare. Meaning(ul consideration should be given to how orga-
nizations measure the success of their interventions. There is agreement among antiracism advocates
that no two organizations or their communities are identical, so there are no prescriptions [or metrics
out there. However, there are some broad frameworks that can be used to measure the success off
antiracist interventions. In addition to appropriately delining the problem and goals, Choo (2020) savs
organizations must define target outcomes in order to measure them over time, and [urther states that
“|data] should be both quantitative and qualitative to track progress and capture the lived experiences
ol healthcare workers and patients. A data-driven approach will allow organizations to be systematic in
their path to equity.”

Bailit and Kanneganti (2022) offer [our types ol health equity performance metrics: (1) data infra-
structure measures that assess how providers, pavers, and states capture information; (2) process and
outcome measures stratified by subpopulation that take existing measures and stratify them by disabil-
ity status, rurality, and other variables; (3) process and outcome measures targeted at specific subpop-
ulations with a denominator deflined as the subpopulation of interest; and (4) process and outcome

measures targeted at strategies intended to reduce inequities that focus on measuring performance for

interventions intended to reduce inequities.

The Olflice of Minority Health offers two examples [or assessing health impact: Health Impact
Assessments (HIAs) and Community Health Improvement Plans (CHIPs). TIAs aim to protect and pro-
mote health and reduce inequities in health during a decision-making process by encouraging decision
makers to consider the needs of underserved populations in policy and program development and
implementation. CIHIPs are “long-term, systematic efforts to address public health problems based on
the results of community health assessment activities and the community health improvement process”
(Hover et al. 2022).

In addition to collecting outcome and impact data, organizations should also prioritize internal and
external accountability measures by collecting data on patient and stall’experiences of racism. Griflith et
al. (2017) recommend the following accountability measures: data on job satisfaction, perceived racial cli-

mate, pereeived cultural competence of staff, adequacy of resources for staff, job stressors, client and staff

demographics, adequacy of policies and procedures, and organizational needs and challenges.
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Appendix 2: Research Interview Protocol

Interview Script
Antiracist Interventions in Healthcare

Approximately 60-90 minules

Consent Provided:
O Audio
O  Video

Script: Thank you for meeting with us loday. We are currently working on a project, “Antivacist Interventions
in Healthcare,™ lo survey the healthcare landscape lo understand the impact of innovative practices and organi-
zational leadership in addressing systemic racism. Owr goal is lo help inform government, nonprofil, and private
organizations so they can operationalize and implement their commitments to antivacism and health equity.

As mentioned in our email, as a part of our research project we have « consent form from owr university for
participants and o gel your permission lo record this interview. Confirming this is OK with you?

Greal, I'will start the recording now.

Background Information
1. By way ol introduction, please tell us a bit about what your role is /was at [Organization|

Script: Now we’re going lo talk aboul the interventions related lo antiracism al (name of intervention
S S .

History and Context
2. Canyou give a sense of the history and what led to the intervention that started in

(vear)

Pl

3. What was the vision and goals of the intervention? How were these determined? Who shaped the
[ramework of the intervention?
a.  (Who were the decision makers? Who was responsible for ensuring implementation, compli-

ance, and completion? How long did the visioning, [raming process last?)

b.  What was vour role in the process?

.. When the intervention was designed, what were the measures of success for the intervention?

5. Canvou walk me through what the intervention is and what it aims to do? What are the compo-

nents of the intervention?

a.  Iow was it operationalized?

b.  What kind of training or workshops did leadership, and /or stafl’'go through to implement
vour program? Did the board (il applicable)?
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Script: Great. This has been super helpfud in understanding the context and origin story of this program. Thank
you so much. Now I'm going lo focus a bit more specifically on what change you have seen and what the challenges
and impacl have been.
2. Where have you seen the needle move in your work? Where have vou seen the most signilicant
impactz How did this intervention change or impact the culture of the organization?
3. Inyour role specifically, what levers have you seen the intervention impact?
a.  Were there any unintended outcomes?
[ What were the challenges and barriers?
a.  What got in the way of success?
b.  Iow did the organizers deal with any resistance encounteredr
5. How was the intervention received by the leadership, and stall? How was it received by the board (if
applicable)?
6.  Were there community stakeholders or partners? [ow was the intervention received by community
partners?
a.  Iow was the community involved in the creation or implementation of the intervention?
7. How has success been communicated to the community or external partners?
8. Iow did /do you establish accountability for these interventions?
9. Ilow has the work been sustained?

Script: Thank you, this is so helpful. We've seen enormous shifts in commitments throughout the US following the
murder of George Floyd and subsequent prolests, and other developments. I'm intevested in pivoling now lo hear
how the intervention has shifted and changed over time.

Today
10. ow has the intervention changed over time? Have the goals changed or components? What caused
the changes?
a.  More specifically, how did the events and activism surrounding the murder of George lovd
impact your intervention? What about the impact of COVID-197
1. How do you measure success today? How has it changed at all since the original design which vou
told me about carlier?
a.  What specific metrics can you point to internally or externally to indicate whether the program
was,/is meeting its objectives?
b.  Over what period of time are vou measuring these outcomes?
12. Who is pushing the work forward? Who ensures it keeps going?

Takeaways and Learning

1. What were some of the lessons learned by the intervention or staff?

2. Are there lessons or recommendations that were not taken up in vour organization?

3. What advice would give another organization working to address systemic racism?

Policy (Optional)

1. Can you point to any reforms or changes in public policy related to systemic racism that occurred
because of the intervention?

2. What policy or political barriers did vou have to overcome to implement this intervention?
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Appendix 3: Coding System and Categories

Org. Mission

Initiative

Disparities

Consultant

DEl Committee

Organizational Mission

Racial Equity Initiative

Initiative.History

Initiative.Mission

Initiative.Goals

Initiative.External Impact

Initiative.Leadership
Change

Initiative.Timeline

(Existing) Racial
Disparities in Health
Sector

DEI/Racial Justice
Consultants

Consultant.
Programming

Working Group/Task
Force/DEI Committee
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Mission of the healthcare organization
at-large

Design and identity of the racial equity
intervention

History and origin of what led to the
initiative, including initial event that
sparked the organizational change
intervention; what catalyzed the change

Vision of the racial equity initiative for
change

Racial justice initiative goals; the original
goals or desired outcomes for making
change from the initiative within and
outside the organization

External events that changed the course
of the initiative (through disruption or
otherwise) i.e., George Floyd’s murder,
COVID-19 pandemic

Leadership or staffing changes in history of
initiative

Timeline of initiative and its
implementation; how the initiative itself
changed over time

Referenced metrics of racialized inequality
within the healthcare sector

External organizational support brought in
to provide operational or content expertise
on racial equity to further the goals of the

intervention

The guided practice of racial equity training
by paid subject-matter experts

A coalition of members of an organization
committed to leading the initiative, and
identifying and advancing racial equity,
diversity, equity, inclusion
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DEI Officer DEI Officer or Chief
Equity Officer

Senior Senior Leader
Buy-In

Operationalize  Operationalize
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DEI Committee.Volunteer

DEI Officer.Established

DEI Officer.Influence

Senior.Board

Operationalize.Roadmap

Operationalize.Workshops

Operationalize.OrgDesign

Operationalize.Publications

Unpaid work or participation in DEI
programming

Reference to DEI officer including their
tasks, etc.

When the DEI role was formally established
or hired; when individual in the role started
getting paid; when the role became an
official designated position and received a
budget, etc.

Influence the role has on the organization,
decision making, and power

Involvement of senior leaders in
the initiative and their buy-in for
implementation

Reference to involvement of the board and
other highly influential decision makers
(that do not manage the daily operation of
the initiative)

Mechanisms to advance change and
operationalize desired outcomes of the
initiative, including the practices and
organizational policies utilized by the racial
equity initiative to advance its goals and
record its progress in general; how they did
the work

Creation of roadmap for the initiative

Workshop activities meant to further the
goals of the initiative including specific
content area and dialogue

Any changes to the organization to advance
the work of the racial equity initiative,
including embedding the effort so it is

an established part of the organization;
organizational design, including new
departments; strategic organizational
design change mapping; identity of center

Publication of tool kits, and reports of
initiative—communicating its activities to
others internally or externally
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Community Community

Transform Transformation of
Organization
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Operationalize.Affinity

Operationalize.
Partnerships

Operationalize.

Recommendations

Operationalize.Data

Community.Partnerships

Community.Volunteers

Transform.Infrastructure

Transform.Staffing

Transform.Resolution

Transform.Understanding/
Beliefs

Transform.PublicPolicy

Transform.Terminology

Creation and use of affinity/caucus spaces
of groups based on racialized, historical, or
cultural experience due to the initiative

Development or leverage of partnerships
with other local nonprofits, local
government, etc.

Recommendations made from the initiative
to senior leaders, etc.

Use of existing data sources to inform
action

General reference to community
engagement/stakeholdership

Community and public engagement
through coalition building; community
partnerships

Community members involved as
volunteers, etc.

Institutional transformation as a result of
the initiative, including impact on other
parts of the organization

More strategic placement of racial equity
initiative within the organization

Hiring, promotions, salary and positions
(rank and compensation); pay for DEI staff

Declaration of public health as racism, or
related resolution

Understanding and knowledge established/
changed for staff at organization on racism/
consciousness

Influence on local or state policy related to
systemic racism/health equity

Change of language and terminology used
in organization—including in documents,
meetings, marketing materials, and
communications—emails, etc.
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Impact

Challenges

Views Views on the initiative
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Transform.OrgCulture

Transform.InternalPolicy

Transform.Patients/Clients

Transform.Metrics

Impact.Health outcomes/
Disparities

Impact.Lessons Learned

Impact.
CollectiveLimitations

Impact.
LimitationsIndividual

Impact.Success

Impact.Sustainability

Challenges.Resistance

Change in organizational culture (including
dominant ways of operating); decision
making in meetings and operations
changed because of the initiative

Changes to organizational policies and
procedures

Changes to how staff interact with patients
and clients (from the community) receiving
health services

Metrics and/or data collection tools

How the initiative reduced disparities/health
outcomes in the community population

Lessons learned; learning that occurred
from the initiative

Limitations to success of initiative—
understood generally

Limitations to success of initiative—
referenced by individual interviewed

Participant referred to metrics, measures
or benchmarks used to define success of
the intervention (for example, decrease in
inequality); how success of the initiative
was defined

Sustainability and impact of the initiative

Challenges (or barriers) to the success of
the initiative, including initiative not having
enough resources, etc.

Challenges to the intervention by others,
including resistance to the intervention
(such as desired outcomes and vision)
exhibited at any level of the organization
and including leadership not buying in;
attempts to shut down intervention, etc.

Perspectives of organizational members (at
large) on the initiative including BIPOC and
white members
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Identity Other identities and
intersectionality

Accountability

Antiracism

Professional

Trainings
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Interviewee

Identity.BIPOC
Identity.Black

identity.Indigenous

Identity.Latinx
Identity.POC
Identity.LGBTQ
Identity.Gender
Identity.Disability
Identity.White

Antiracism.Expertise

Professional.Advancement

Professional.Reputation

Individual interview participant’s role;
reference to individual’s key insights and
understanding of the initiative

Intersectionality of other oppressed
identities as related to the work of the
initiative

Reference to BIPOC identit(ies)
Reference to Black American identity

Reference to Native and/or Indigenous
identity

Reference to Latinx identity

Reference to people of color identit(ies)
Reference to sexuality and LGBTQ identity
Reference to gender (including pronouns)
Reference to disability

Reference to white identity

Accountability mechanism set up as a
result of the initiative; new, required
practices incorporated by the healthcare
organization

Explicit use of the word “antiracism”

Subject-matter experts on racial equity
practices

The social identity associated with
the professional position in healthcare
(i.e., physician, nurse, researcher,
commissioner)

Reference to modes of promotion and
opportunity within the healthcare sector
and health profession

Reference to social value designated as the
widespread recognition or belief

Training Activities implemented or
undertaken including workshops and
seminars
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Training.Emergency

Training.Youth
Training.Volunteer

Trainings.DEI/Racial
Justice

Emergency response practice for disease
outbreak

Youth-centered practice
Unpaid participants in specific training

Guided practices on topics specific to racial
justice and DEl initiatives
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Appendix 4: RacialRec Guiding Commitment Agreements
Six guides to form a WORKING RELATIONSHIP with evervone in the RacialRec cohort:""

1. You commit that this group will always be sale (no one is velling /screaming or throwing chairs),
but vou also commit to [eeling the discomlort.

2. You commit to say what you [eel and feel what vou say. You can’t control how it is received.
3. You commit to hearing what comes back as a result of what you have said, as it needs to be.
L. You commit to the fact that vour ability to be true and honest is not conditional on the reactions of

others. We can’t make it all seem nice.
5. You understand that you may hurt other people, but recognize that this happens all the time out in

«

the “real world™ and that here it can actually be addressed. Therefore . . .

6. You commit to making the implicit explicit.
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Appendix 5: MSHS Guiding Principles in Road Map''®

The following guiding principles were developed by the Task Force to be used at all levels to guide the

Health System’s collective action toward our goal:

1.

6.

Commitment and Accountability: an unwavering resolve to support the principles embodied

by racial and social justice movements that are responsive to those who have been historically
marginalized.

Salety to Name, Confront, and Engage in Conversations about Racism: a commitment to ensuring
a sale environment where all are encouraged to speak up about racism and have the opportunity
to engage in dialogue about the various manifestations of racism—interpersonal, cultural, insti-
tutional, and structural—in order to transform the policies, systems, and practices that produce
cquity.

Svstemic Analysis: a commitment to understanding the ways in which history, systems, policies,
practices, and the distribution ol power and privilege work together to create and reinforce racial
inequities and injustices.

Shifting Power Dynamics and Privilege: a commitment to a rebalancing of power, privilege, and
resources in order to advance antiracism and equity. This includes leaders leveraging their privilege
and power to prioritize and proactively support voices and communities most impacted by inequity,
as well as their commitment to call on others to actively participate in antiracist and racial equity
cfforts. A commitment to humility, self-awareness, and recognizing when it is best to listen, learn,
and champion others to lead.

Accountability, Transparency, and Communication: a commitment to creating meaninglul
accountability structures at all levels, transparency with regard to performance, and consistent and
omni-directional communication.

Sustained Commitment: a commitment to long-term, sustained investment ol time, money,
resources, and people to see this through over the long term.
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Appendix 6: Key Strategic Recommendations for Task Force
Road Map'"

The Task Force identified 11 kev strategic recommendations [or consideration:

1.

6.

~

10.

11.

Develop an equity scorecard to measure performance in order to identify where we have observed
success and where more, or dillerent, efforts are needed.

Unily and integrate clinical practices where possible, while advocating for payment and regulatory
reforms that would allow for the [ull integration and unilication of clinical practices regardless ol
insurance status.

Enhance community partnerships and accountability.

Build connection and community within the MSIIS to adopt a racial equity culture.

Iorge new, and leverage existing, strategic partnerships and networks within the MSHS to acceler-
ate and spread anti-racism and equity efforts.

Develop a sustained financial investment in racial equity and anti-racism.

Examine and redesign business structures with an anti-racist and equity lens.

Increase recruitment efforts, hiring, and retention of Black and other underrepresented minority
(URM) staff and faculty, and ensure that they are represented in all levels of leadership, including
high-impact leadership roles in the system.

Promote equity in mentorship.

Enhance leadership learning, capacity, knowledge, engagement, and accountability so that all lead-
ers arce able to participate fully in anti-racism and equity efforts.

Provide anti-racism education and resources throughout the MSIS in order to [oster a learning
community at all levels and to help advance an anti-racism and equity culture.
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Appendix 7: Board of Health Passes Resolution Declaring
Racism a Public Health Crisis—NYC Health2

RESOLUTION OF THE NYC BOARD OF HEALTH DECLARING RACISM A PUBLIC HEALTH
CRISIS

WHEREAS, the mission of the New York City (NYC) Department of Health and Mental Hygiene
(Health Department) is to protect and promote the health of all New Yorkers and its vision is a city
where all New Yorkers can realize their [ull health potential, regardless of who they are, where they are
from, or where they live; and

WHEREAS, there is a long history of structural racism impacting services and care across all institu-
tions within our socicty; and

WHEREAS, Black, Indigenous, and People of Color (BIPOC) New Yorkers have suflered [rom dispro-
portionately high rates of COVID-19 infection and death, including a disproportionate drop in life
expectancey for Black and Latino New Yorkers, and Black and Latino New Yorkers have inequitably low
rates ol COVID-19 vaccination, and

WHEREAS, the NYC IHealth Department has extensively documented racial inequities in rates ol IV,
tuberculosis, maternal mortality, infant mortality, mental health conditions, chronic discase prevalence
and mortality, gun violence and other forms of physical violence, premature mortality, among others
that existed prior to the COVID-19 pandemic; and

WHEREAS, our country has a long history ol anti-Asian violence including the Page Exclusion Act,
the Chinese Exclusion Act, and Japanese internment, which created some of the conditions [or current
rising anti-Asian discrimination; and

WHEREAS, involvement with law enforcement has grown markedly in the US in recent decades, and
studies have shown these interactions are associated with poorer health outcomes, including injuries
and fatalities; and

WHEREAS, NYC’s investments have reduced the jail population and reformed law enforcement prac-
tices in communities; and

WHEREAS, structural racism systematically excludes, marginalizes, and harms BIPOC across NYC
through discriminatory housing, employment, education, healthcare, criminal legal, and other systems,
all ol which result in avoidable and unjust health outcomes (health inequities):; and

WHEREAS, NYC aims to address structural racism and longstanding inequities and seeks to build

upon existing ellorts such as the annual Social Indicators Report and Standard Equity Metrics created

o
by Executive Order No. 45 (dated May 8, 2019), and the establishment of the City’s Taskforce on Racial
Inclusion and Equity created by Executive Order No. 80 (dated September 13, 2021), to address the

disparate impact of COVID-19 in BIPOC communitics; and

WHEREAS, the first declaration of racism as a public health crisis was developed in 2018 by a Black
woman, Ms. Lilliann Paine, while she was Director At Large ol the Wisconsin Public Health Association,
and more than 200 similar declarations have been made across the country since, including from the
Centers for Discase Control and Prevention; and

WHEREAS, in 2016, the NYC Health Department launched Race to Justice to build the Health Depart-
ment’s capacity to address structural racism and health inequities, and has committed to uprooting
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white supremacy and its impact on health and wellbeing while shifting resources and power to the com-
munities that bear the greatest burden of marginalization, racism, and health inequities; and

WHEREAS, the NYC Health Department initially declared racism a public health crisis on June 8, 2020
and now sccks to expand on this declaration through direct actions across the Iealth Department; and

WHEREAS, Take Care New York is a comprehensive health plan for NYC that lays out the Iealth
Department’s priorities to advance anti-racism public health practice, reduce health inequities, and
strengthen NYC's collective approach to ensuring that all New Yorkers can realize their full health
potential, regardless of who they are, where they are from, or where they live; and

WHEREAS, scttler colonialism, indigenous genocide, and enslavement of Africans are part of the
history ol our nation; and

WHEREAS, the City of New York is situated on Lenape, Rockaway, and Canarsie land; and
WHEREAS, these original injustices have been without comprehensive restitution or redress; and

WHEREAS, race is a social and political construct, based on the social interpretation of how one’s iden-
tity is perceived, with no biological or genetic basis; and

WHEREAS, racism is a system ol structuring opportunity and assigning value based on how one’s
appearance is perceived, which unfairly advantages some individuals and communities, unfairly disad-
vantages other individuals and communities, and saps the strength of the whole society; and

WHEREAS, racism is a race-explicit system and anti-racism requires race-explicit strategies; and

WHEREAS, BIPOC-led organizations and communities have been fighting racism for generations and
making sacrifices to ensure progress toward a racially just future; and

WHEREAS, intersectionality, which acknowledges the unique impact and experience ol oppression
when a person or community holds multiple marginalized identities, is a critical strategy to light the
public health crisis of racism, is a central tenet of critical race theorv,? and is a kev framework for data
analysis; and

WHEREAS the crisis of racism in this country is longstanding and our nation’s response will need to
span generations; and

WHEREAS, the work of undoing racism is grounded in love, as well as science and civic duty. This love
is not sentimental, rather it is what James Baldwin called “the tough and universal sense of quest and
daring and growth.

NOW THEREFORE, BE I'T RESOLVED that the NYC Board of Health (BOIH):

I Declares that racism is a public health crisis:

2. Acknowledges the work done to date to address the health impacts of racism in NYC including but
not limited to launching Race 1o Justice and improve reporting ol race and ethnicity data during
and after COVID-19 and requests that the NYC Health Department expand that work to develop
priorities and next steps f[or a racially just recovery from COVID-19 and other actions—including
resource allocation—to address this public health crisis in the short and long-term;

3. Requests that the NYC Health Department research, clarify, and acknowledge examples ol its his-
toric role in divesting and underinvesting in critical community-led health programs, and partici-
pate in a truth and reconciliation process with communities harmed by these actions when possible;
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6.

=~

9.

Requests that the NYC Iealth Department establish a Data [or Equity internal working group to
cnsure the Health Department apply an intersectional, anti-racism equity lens to public health data
and provide annual guidance to other NYC Mavoral agencies on best practices to collect and make
available to the Health Department relevant data to track and improve health equity;

Requests that the NYC Ilealth Department make recommendations on anti-racism, health-related
N\YC Charter revisions to the Mayoral Racial Justice Commission to strengthen NYC's effort to
combat racism;

Requests that the NYC Ilealth Department continue collaborations with sister agencies to report
on latalities, injuries, health conditions, by race, gender, and other demographics, to improve data
quality and care;

Requests that the NYC Ilealth Department. in consultation with relevant community organizations.
perform an anti-racism review ol the NYC Health Code to identify any existing provisions that sup-
port systemic and structural racism and bias and recommend new provisions to dismantle systemic
and structural racism and bias;

Requests that the NYC Health Department partner with NYC agencies and relevant organizations,
consistent with Local Law 171 (dated October 13, 2019) and Executive Order 45 (dated May 8, 2019),
(o advise on assessments of structural racism within policies, plans and budgets related to all deter-
minants of health (transportation, education, housing, land-use and siting, cconomic opportuni-
ties, civic participation and healthcare delivery contexts) and make recommendations to mitigate
harm due to the cumulative impacts of these determinants within a public health context; and
Requests that the NYC Health Department report twice per yvear to the BOH to promote the work
associated with this resolution and to ensure NYC Iealth Department accountability on progress.

Dated: October 18, 2021
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