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I. Introduction
On September 18, 2019, the Committee on Hospitals, chaired by Council Member Carlina Rivera, will hold an oversight hearing on The Delivery of Culturally Competent & Equitable Health Care Services in New York City Hospitals. During the hearing, the Committee will explore disparities in health care delivery and the impacts on health outcomes. The Committee will hear a resolution calling on New York State to require medical students to receive implicit bias training. New York City’s Health + Hospitals Corporation (H+H), advocacy groups, and other interested parties are expected to testify.  
II. Background
Cultural Competence and Health Equity 
According to the Commonwealth Fund, cultural competence is the ability of systems to provide care to patients with diverse values, beliefs, and behaviors.[footnoteRef:1] Culture has been defined as “an integrated pattern of learned beliefs and behaviors that can be shared among groups [and] includes thoughts, styles of communicating, ways of interacting, views on roles and relationships, values, practices, and customs.”[footnoteRef:2] Culture is shaped by multiple influences, including race, ethnicity, nationality, language, gender, socioeconomic status, physical and mental ability, sexual orientation, and occupation, among other factors.[footnoteRef:3] [1:  J. Betancourt, A. Green, & E. Carrillo, Cultural Competence in Health Care: Emerging Frameworks and Practical Approaches, The Commonwealth Fund, 2002, https://www.commonwealthfund.org/sites/default/files/documents/___media_files_publications_fund_report_2002_oct_cultural_competence_in_health_care__emerging_frameworks_and_practical_approaches_betancourt_culturalcompetence_576_pdf.pdf ]  [2:  Id.]  [3:  Id.] 

To provide culturally competent health care, delivery of care must be tailored to meet patients’ social, cultural, and linguistic needs.[footnoteRef:4] A culturally competent health care system can help eliminate health disparities and inequities.[footnoteRef:5] Health inequity is defined as a specific type of health inequality that denotes an unjust difference in health, such as when health differences are preventable or unnecessary, and when individuals face an unfair amount of health risks because of one or more of their identities.[footnoteRef:6] Culturally competent health care can ultimately help improve health outcomes and quality of care for all individuals, regardless of age, race, ability/disability, income, gender, and sexual orientation.[footnoteRef:7] [4:  Id. ]  [5:  Id.]  [6:  M. Arcaya, A. Arcaya, & S.V. Subramanian, Inequalities in health: definitions, concepts, and theories, Glob Health Action, 2015, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4481045/ ]  [7:  Cultural Competence in Health Care: Is it important for people with chronic conditions?, Georgetown University, McCourt School of Public Policy, https://hpi.georgetown.edu/cultural/ ] 

Health inequities are pervasive in the American health care system. In the United States, Black people are 40 percent more likely to have high blood pressure and 30 percent more likely to die from heart disease than other groups.[footnoteRef:8] The prevalence of diagnosed diabetes is twice as high in Mexican-American and Puerto Ricans populations than in the non-Hispanic White population.[footnoteRef:9] Native Americans have the highest rates of diagnosed diabetes, with a prevalence rate of about fifteen percent in the adult population.[footnoteRef:10]  [8:  Graham, Garth, Disparities in cardiovascular disease risk in the United States, Current cardiology reviews, vol. 11,3, 2015, 238-45, doi:10.2174/1573403X11666141122220003, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4558355/]  [9:  Id.]  [10:  Addressing Health Disparities in Diabetes, The Centers for Disease Control, April 15, 2019, https://www.cdc.gov/diabetes/disparities.html ] 

Studies have also shown the individuals who identify as lesbians have more barriers and are not screened for cervical cancer as often as heterosexual women, even though there are higher rates of cervical cancer in the lesbian population.[footnoteRef:11] Transgender and gender non-conforming (TGNC) individuals are more likely to experience discrimination, marginalization, and poor physical and mental health outcomes, which can result in a variety of physical and mental health conditions.[footnoteRef:12] When surveyed by The National Center for Transgender Equality, TGNC respondents rated their health as “poor” or “fair” at a rate 4 percent higher than the U.S. general population, and were experiencing serious psychological distress at a rate almost 8 times the rate of the U.S. population.[footnoteRef:13] Further, the TGNC community is exposed to physical and psychological dangers from forced conversion therapy, from societal pressure to “de-transition,”[footnoteRef:14]and from external physical and sexual violence toward the community.[footnoteRef:15] [11:  Quinn, Gwendolyn P et al., Cancer and lesbian, gay, bisexual, transgender/transsexual, and queer/questioning (LGBTQ) populations, CA: a cancer journal for clinicians, vol. 65,5, 2015, 384-400, doi:10.3322/caac.21288, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4609168/]  [12:  The Report of the 2015 U.S. Transgender Survey, The National Center for Transgender Equality, 2016, https://transequality.org/sites/default/files/docs/usts/USTS-Full-Report-Dec17.pdf.]  [13:  Id.]  [14:  Id.]  [15:  Issues: Anti-Violence, National Center for Transgender Equality, https://transequality.org/issues/anti-violence; Doubly Victimized: Reporting on Transgender Victims of Crime, GLAAD, https://www.glaad.org/publications/transgendervictimsofcrime. ] 

The same inequities exist in New York City. Although White women in New York City have higher rates of breast cancer diagnoses than black women, at about 133 vs. 99 per 100,000 respectively, black women are more likely to die from breast cancer.[footnoteRef:16] The difference in diagnoses and death rates likely results from Black New Yorkers having the lowest rates of early diagnosis for both breast and cervical cancer.[footnoteRef:17] Although colorectal diagnosis and deaths have decreased since 1994, Black men and women in New York City are still more likely to die from this type of cancer.[footnoteRef:18] Furthermore, colorectal cancer mortality rates correlate with wealth disparities. New Yorkers living in the poorest areas are more likely to die from colorectal cancer than those from the richest areas, with a death rate of about 26 vs. 19 per 100,000 respectively.[footnoteRef:19] This display of wealth disparity is greatest in the Asian population, with a gap in the rate of death of 51 percent  between communities with the highest wealth and those with the lowest.[footnoteRef:20] Following the Black population, Hispanic New Yorkers have the second highest rate of death due to colorectal, breast, and cervical cancers.[footnoteRef:21] Diabetes is another health concern that disproportionately affects minority communities. Regardless of the poverty level of the neighborhoods in which they live, Black, Latinx, and Asian/Pacific Islander populations have higher rates of diabetes than White populations.[footnoteRef:22] [16:  Health Disparities in New York City. NYC Department of Health and Mental Hygine. July 2011.  https://www1.nyc.gov/assets/doh/downloads/pdf/episrv/disparitiestwo.pdf  ]  [17:  Id.]  [18:  Id.]  [19:  Id.]  [20:  Id. ]  [21:  Id. ]  [22:  Community Health Survey, NYC Health, 2017, https://a816-healthpsi.nyc.gov/epiquery/sasresults.jsp ] 

The health outcomes of pregnant people and their children also display terrible rates of inequity. Recent data suggests Black mothers in NYC are 12 times more likely to die from pregnancy-related causes than White mothers.[footnoteRef:23] From 2006 to 2010, residents of the Bronx had the highest pregnancy-related mortality ratio with 26.0 deaths per 100,000 live births, followed by Brooklyn with 25.7, Queens with 24.6, Staten Island with 17.4 and Manhattan with 13.9.[footnoteRef:24] Furthermore, government data suggests that Black infants are more than twice as likely to die as White infants; 11.3 per 1,000 Black babies, compared with 4.9 per 1,000 white babies, a racial disparity that is actually greater than in 1850, 15 years before slavery was abolished in the U.S. [footnoteRef:25] Research points to race, rather than educational attainment or income level of the patient, as the cause of such discrepancies. [footnoteRef:26] In fact, a Black woman with an advanced degree is more likely to lose her baby than a White woman with less than an eighth-grade education.[footnoteRef:27] [23: Nothing Protects Black Women From Dying in Pregnancy and Childbirth, ProPublica, Dec. 7, 2017, https://www.propublica.org/article/nothing-protects-black-women-from-dying-in-pregnancy-and-childbirth. ]  [24:  Rates were also high among Puerto Rican and other Latina women compared to White non-Latina women and overall when examining other risk factors. Pregnancy-Associated Mortality in New York City, 2006-2010, 2015, https://www1.nyc.gov/assets/doh/downloads/pdf/ms/pregnancy-associated-mortality-report.pdf ]  [25:  Linda Villarosa, Why America’s Black Mothers Are in a Life-or-Death Crisis, New York Times, April 11, 2018,  https://www.nytimes.com/2018/04/11/magazine/black-mothers-babies-death-maternal-mortality.html; See also J.D.B. De Bow, Mortality Statistics of the Seventh Census of the United States 1850, last visited June 15, 2018,  https://babel.hathitrust.org/cgi/pt?id=uc2.ark:/13960/t4qj7qt8w;view=1up;seq=40 (showing that the government started to track vital statistics related to mortality, disaggregating info by sex and race, in 1850); University of Minnesota, Vital Statistics of the U.S., 1850-Present, last visited June 15, 2018,  https://www.lib.umn.edu/govpubs/vitalstats_guide.]  [26:  Id. (explicitly making this point and explaining, “by the late 1990s, other researchers were trying to chip away at the mystery of the black-white gap in infant mortality. Poverty on its own had been disproved to explain infant mortality, and a study of more than 1,000 women in New York and Chicago, published in The American Journal of Public Health in 1997, found that black women were less likely to drink and smoke during pregnancy, and that even when they had access to prenatal care, their babies were often born small .… Though it seemed radical 25 years ago, few in the field now dispute that the black-white disparity in the deaths of babies is related not to the genetics of race but to the lived experience of race in this country”).]  [27:  R.V. Reeves & D.B. Matthew, Six Charts Showing Race Gaps Within the American Middle Class, Brookings, October 21, 2016, https://www.brookings.edu/blog/social-mobility-memos/2016/10/21/6-charts-showing-race-gaps-within-the-american-middle-class/ ] 

In New York City, many TGNC individuals may avoid healthcare services because of discrimination or previous negative experiences.[footnoteRef:28] Those who do access healthcare services may avoid discussing gender with providers or have difficulty finding providers who adequately understand their social and health concerns.[footnoteRef:29] They also have less access to health insurance, according to a survey of 359 people within the LGBTQ/TGNC community by the City Comptroller’s office.[footnoteRef:30] In addition to the TGNC population, those with disabilities tend to face health care accessibility issues.[footnoteRef:31] Almost 1 million New Yorkers, or roughly 11.2 percent of the city’s population, have disclosed that they are living with a disability.[footnoteRef:32] Inadequate access to care causes preventable health conditions, which contributes to people with disabilities experiencing worse health status than people without disabilities.[footnoteRef:33] In 2014, 44.4 percent of New Yorkers with disabilities rated their health as fair or poor, compared to only 9.1 percent of those without disabilities.[footnoteRef:34] Additionally, those with disabilities likely require greater health services than those without disabilities. [28:  DOHMH, Providing Primary Care to Transgender Adults, https://www1.nyc.gov/assets/doh/downloads/pdf/chi/chi-34-2.pdf. ]  [29:  Id.]  [30:  Results of a Survey of LGBTQ New Yorkers, New York City Comptroller Scott M. Stringer, 2017, available at https://comptroller.nyc.gov/reports/results-of-a-survey-of-lgbtq-new-yorkers/. ]  [31:  Increasing the Physical Accessibility of Health Care Facilities, The Centers for Medicare and Medicaid Services (CMS), 2017,  https://www.cms.gov/About-CMS/Agency-Information/OMH/Downloads/Issue-Brief-Physical-AccessibilityBrief.pdf ]  [32:  AccessibleNYC, The Mayor’s Office of People with Disabilities, 2017, https://www1.nyc.gov/assets/mopd/downloads/pdf/accessiblenyc_2017.pdf ]  [33:  ADA at 26 in New York City, The Center for the Independence of the Disabled New York (CIDNY), 2016, https://www.cidny.org/wp-content/uploads/2017/07/ADA-at-26-in-NYC.pdf ]  [34:  Id. ] 

Individuals with Limited English Proficiency (LEP) may face increased barriers to accessing health care.[footnoteRef:35] Immigrants disproportionately have LEP, meaning they “speak English less than ‘very well,’”[footnoteRef:36] compared to the general population.[footnoteRef:37] The American Medical Association’s Journal of Ethics reports that individuals with LEP experience high rates of medical errors, have worse clinical outcomes, and receive lower quality of care by other metrics than their English-speaking counterparts.[footnoteRef:38] Research has also found that having parents with LEP is associated with worse health outcomes among children.[footnoteRef:39] [35:  The Role of Language in Health Care Access and Utilization for Insured Hispanic Adults, the Henry J Kaiser Family Foundation, 2015, https://www.kff.org/report-section/the-role-of-language-in-health-care-access-and-utilization-for-insured-hispanic-adults-issue-brief/]  [36:  State of Our Immigrant City, The Mayor’s office of Immigrant Affairs, 2018, https://www1.nyc.gov/assets/immigrants/downloads/pdf/moia_annual_report_2018_final.pdf]  [37:  Id.]  [38:  Language-Based Inequity in Health Care: Who is the “Poor Historian”?, The American Medical Association (AMA) Journal of Ethics, 2017, https://journalofethics.ama-assn.org/article/language-based-inequity-health-care-who-poor-historian/2017-03]  [39:  Parental limited English proficiency and health outcomes for children with special health care needs: a systematic review, The US National Library of Medicine National Institutes of Health, 2014, available at https://www.ncbi.nlm.nih.gov/pubmed/24602575] 

            These inequities impact New Yorkers and their health. In New York City, approximately 49 percent of all immigrants have LEP, including nearly 63 percent of undocumented immigrants.[footnoteRef:40] H+H serves many of the city’s uninsured, including those that are ineligible for health insurance, i.e. the undocumented. Only 69 percent of non-citizen New Yorkers have health insurance compared to 94 percent of those who are U.S.-born, and only 42 percent of undocumented immigrants have health insurance.[footnoteRef:41]  [40:  State of Our Immigrant City, The Mayor’s office of Immigrant Affairs, 2018, https://www1.nyc.gov/assets/immigrants/downloads/pdf/moia_annual_report_2018_final.pdf]  [41:  Id.] 

Nearly 41 percent of all foreign-born New Yorkers who speak a language other than English at home speak Spanish,[footnoteRef:42] and more than 80 percent of people who are Latinx ages five and older report speaking Spanish at home.[footnoteRef:43] English proficiency among those who are Latinx is associated with improved health literacy and more positive interactions with health care providers.[footnoteRef:44] Among Latinx adults, 67 percent report their health as “excellent,” “very good,” or “good,” compared with 81 percent of non-Latinx adults.[footnoteRef:45] [42:  Id.]  [43:  Health of Latinos in New York City, The Department of Health and Mental Hygiene, 2017, https://www1.nyc.gov/assets/doh/downloads/pdf/episrv/2017-latino-health.pdf]  [44:  Id.]  [45:  Id.] 

Conversely, in 2017, the New York State Department of Health (NYSDOH) issued a report suggesting that when pooling all people who report English as a second language (ESL), the ESL population had equal or better preventative care and health outcomes when compared to the non-ESL population.[footnoteRef:46] However, this data groups ESL individuals of different backgrounds into a single category.  [46:  2017 Health Care Disparities in the New York State, New York State Department of Health, 2017, https://www.health.ny.gov/health_care/managed_care/reports/docs/demographic_variation/demographic_variation_2017.pdf] 

Federal, State, and Local Action
Section 1557 of the Affordable Care Act prohibits health programs or facilities that receive federal funds from discriminating based on race, color, national origin, age, disability or sex.[footnoteRef:47] However, recently the Trump Administration has tried to roll back some of these protections,[footnoteRef:48] potentially harming members of the TGNC community, individuals seeking abortion care, individuals with LEP, and others.[footnoteRef:49] New York State, in turn, has strengthened protections for individuals seeking medical care, including those who are transgender[footnoteRef:50] and women/pregnant people.[footnoteRef:51] Those with disabilities have additional protections. Under Section 504 of the Rehabilitation Act of 1973, the Americans with Disabilities Act, New York State (NYS) Human Rights Law, and regulations promulgated under the New York State Public Health law, facilities have legal responsibilities to ensure that individuals with disabilities have full and equal access to programs and services.[footnoteRef:52] An individual with a disability must have access to the same health care services that someone without a disability receives.[footnoteRef:53]  [47:  Section 1557 of the ACA: Proposed Rule Would Weaken the ACA’s Anti-Discrimination Protections for Americans Accessing Healthcare, Center for Public Representation, 2019, https://centerforpublicrep.org/news/section-1557-of-the-aca-proposed-rule-would-weaken-the-acas-anti-discrimination-protections-for-americans-accessing-healthcare/]  [48:  Id.]  [49:  Musumeci, M., et. al., HHS’s Proposed Changes to Non-Discrimination Regulations Under ACA Section 1557, Kaiser Family Foundation, July 2019, https://www.kff.org/disparities-policy/issue-brief/hhss-proposed-changes-to-non-discrimination-regulations-under-aca-section-1557/]  [50:  Statement from Governor Andrew M. Cuomo on Reports that the Trump Administration May Roll Back Healthcare Protections for Transgender People, New York State, April 2019, https://www.governor.ny.gov/news/statement-governor-andrew-m-cuomo-reports-trump-administration-may-roll-back-healthcare]  [51:  Governor Cuomo Signs Legislation Protecting Women’s Reproductive Rights, New York State, January 2019, https://www.governor.ny.gov/news/governor-cuomo-signs-legislation-protecting-womens-reproductive-rights  ]  [52:  Reminder to Facilities of Their Obligation to Provide Accessible Services to People with Disabilities, The New York State Department of Health (NYSDOH) available at  https://www.health.ny.gov/professionals/hospital_administrator/letters/2013/2013-07-31_provide_accessible_services_to_persons_with_disabilities.htm ]  [53:  Id. ] 

New York State also has a Patients’ Bill of Rights, which clearly outlines that a patient in a hospital in New York State has the right to receive treatment without discrimination as to race, color, religion, sex, gender identity, national origin, disability, sexual orientation, age or source of payment.[footnoteRef:54] New York City’s Department of Health and Mental Hygiene has also implemented a Center for Health Equity which works to ensure that every New Yorker, regardless of where they live, has the opportunity to lead their healthiest lives.[footnoteRef:55]  [54:  Your Rights as a Hospital Patient in New York State – Section 2. https://www.health.ny.gov/publications/1449/section_2.htm#patients New York State, January 2018. ]  [55:  Center for Health Equity. https://www1.nyc.gov/site/doh/health/neighborhood-health/center-for-health-equity.page NYC Health. ] 

In addition, the U.S. Department of Health and Human Services has an Office of Minority Health (OMH), which was created in 1986 as a result of the Secretary's Task Force Report on Black and Minority Health.[footnoteRef:56] OMH works to develop and promote policies, programs, and practices to achieve health equity, and funds demonstration programs at the regional, state, and local level that contribute to health policy.[footnoteRef:57] It also improves data collection, fosters research and evaluation, and performs other activities to address health inequity.[footnoteRef:58]  [56:  About the Office of Minority Health. https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=1&lvlid=1 U.S. Department of Health and Human Services, Office of Minority Health, 2018. ]  [57:  Id. ]  [58:  Id. ] 


Center for Linguistic and Cultural Competency in Health Care 
Within OMH is the Center for Linguistic and Cultural Competency in Health Care, which was created to address the health needs of populations with LEP.[footnoteRef:59] OMH, alongside federal and nonfederal partners across the country, developed National Standards for Culturally and Linguistically Appropriate Services in Health and Health Care (National CLAS Standards).[footnoteRef:60] The National CLAS Standards aim to improve health care quality and advance health equity by establishing a framework for organizations to serve the nation's increasingly diverse communities.[footnoteRef:61] Their principle standard is to provide effective, equitable, understandable, and respectful quality care and services that are responsive to diverse cultural health beliefs and practices, preferred languages, health literacy, and other communication needs.[footnoteRef:62] OMH also developed a framework and toolkit to guide health care organizations’ efforts in evaluating their implementation of the National CLAS Standards.[footnoteRef:63] Federal and State laws prohibit national origin discrimination against individuals with LEP when they are provided health care services, and New York State also has specific protections for individuals with LEP that require language interpreters in hospital settings.[footnoteRef:64]  The NYSDOH included implementation of the National CLAS Standards as a part of its long-range planning in their Prevention Agenda 2013-2017: New York State’s Health Improvement Plan, and has acted in line with the Standards in a variety of ways, including provider trainings, assessments of health plans, and surveys.[footnoteRef:65] [59:  Center for Linguistic and Cultural Competency in Health Care, U.S. Department of Health and Human Services, Office of Minority Health, 2018, https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=34 ]  [60:  Davis et al., Development of a Long-Term Evaluation Framework for the National Standards for Culturally and Linguistically Appropriate Services (CLAS) in Health and Health Care, U.S. Department of Health and Human Services, Office of Minority Health, 2018, https://minorityhealth.hhs.gov/assets/PDF/Natn_CLAS_Standards_Evaluation_Framework_Report_PR-3598_final_508_Compliant.pdf ]  [61:  Cultural and Linguistic Competency, U.S. Department of Health and Human Services, Office of Minority Health, 2018 https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=1&lvlID=6]  [62:  The National CLAS Standards, U.S. Department of Health and Human Services, Office of Minority Health, 2018 https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=2&lvlid=53.]  [63:  Cultural and Linguistic Competency, U.S. Department of Health and Human Services, Office of Minority Health, 2018 https://minorityhealth.hhs.gov/omh/browse.aspx?lvl=1&lvlID=6]  [64:  M. Mule, Language Access Services in Health Care Settings, NY Health Access, 2009, http://www.wnylc.com/health/entry/73/  ]  [65:  National Standards for Culturally and Linguistically Appropriate Services in Health and Health Care: Compendium of State-Sponsored National CLAS Standards Implementation Activities, U.S. Department of Health and Human Services, Office of Minority Health, 2016, https://thinkculturalhealth.hhs.gov/pdfs/CLASCompendium.pdf] 

H+H and Cultural Competency
In 2011, the New York City Council Committees on Civil Rights and Health held a hearing about H+H’s cultural competency.[footnoteRef:66] During the hearing, H+H spoke about their investments in training and services and their delivery of culturally competent and linguistically appropriate services.[footnoteRef:67] H+H discussed their cultural competency training for all new staff as well as periodic ongoing trainings, and their language services.[footnoteRef:68] In Fiscal Year 2011, H+H facilities provided interpretation services in response to more than 600,000 language interpretation requests in more than 160 languages, and, between FY 09 and FY 11, these figures grew to more than 1.5 million language interpretation requests at an estimated cost of more than $10.4 million.[footnoteRef:69] [66:  Oversight – Cultural Competency Training at New York City’s Public Hospitals, New York City Council, 2011, https://legistar.council.nyc.gov/LegislationDetail.aspx?ID=1016637&GUID=C5914C99-20F3-45EB-B32F-B030FB1EC313&Options=&Search= ]  [67:  NYC Civil Rights Oversight Hearing: Cultural Competency Training at HHC, NYC Health + Hospitals, 2011, https://www.nychealthandhospitals.org/nyc-civil-rights-oversight-hearing-cultural-competency-training-at-hhc/ ]  [68:  Id. ]  [69:  Id. ] 

In 2016, H+H released a Plan to Enhance Equitable Care, which outlined its commitment to provide each individual patient with a positive experience and to raise the bar on equitable care.[footnoteRef:70] The report speaks to the importance of addressing health inequities and calls on “today’s doctors, nurses, and all other clinical and administrative staff [to] understand, take into account and incorporate cultural differences and social determinants of health [into their practice], and cannot assume these characteristics will be the same for all patients.”[footnoteRef:71] The report also outlines five priorities: (1) an organizational assessment to obtain defined benchmarks to measure progress on their health equity agenda; (2) governance of race, ethnicity, and language data to ensure they are collecting meaningful and real data about their patients; (3) building up of organizational capacity through training, education, and enhancing recruitment strategies; (4) improvement of staff and community communication and engagement; and (5) standardization of policies and practices to ensure staff are educated and trained properly.[footnoteRef:72]  [70:  Plan to Enhance Equitable Care, NYC Health + Hospitals, 2016, https://www.nychealthandhospitals.org/wp-content/uploads/2016/12/Whitepaper_EquitableCare.pdf]  [71:  Id. ]  [72:  Id.] 

Furthermore, H+H has received recognition for its work, including special designations from the Human Rights Campaign.[footnoteRef:73] In 2019, 23 of H+H’s patient care locations, across all five boroughs, received the designation “2019 LGBTQ Healthcare Equality Leader” from the Human Rights Campaign Foundation, and it was the forth consecutive year H+H received the designation.[footnoteRef:74] H+H also addresses health inequity through its work as the lead entity for New York State’s largest Delivery System Reform Incentive Payment Program (DSRIP) Performing Provider System, known as OneCity Health.[footnoteRef:75] [73:  Healthcare Equality Index 2019, Human Rights Campaign Foundation, 2019, https://assets2.hrc.org/files/assets/resources/HEI-2019-FinalReport.pdf?_ga=2.164796031.1335641807.1566314228-888348643.1559233952]  [74:  Id.]  [75:  OneCity Health PPL Cultural Competency and Health Literacy Strategic Plan, NYC Health + Hospitals, 2015, https://www.health.ny.gov/health_care/medicaid/redesign/dsrip/cultural_competency/docs/hhc_cchl_strategy.pdf] 

III. Implicit Bias 
What is Implicit Bias? 
Unlike explicit bias, where consciously held beliefs influence the way a person evaluates or behaves towards a certain group, implicit bias results from unconscious attitudes or stereotypes.[footnoteRef:76] Implicit bias should not be confused with biases that individuals choose to withhold for social or political correctness.[footnoteRef:77] Harvard University started Project Implicit in 1998 in order to understand thoughts and feelings outside of conscious awareness.[footnoteRef:78] They created the Implicit Association Test (IAT) to measure the association between groups of people based on race, age, gender etc. and evaluations, such as “good” or “bad”.[footnoteRef:79] Through this testing, researchers found that most people have stronger positive feelings for one group over another, and these feelings are sometimes contradictory to what one consciously believes.[footnoteRef:80] In other words, individuals who show preference for one group over another consciously believe that they have equal preference for both groups. Their results have also shown that even members of stigmatized groups tend to show preference for the more “socially valued” group.[footnoteRef:81] For example, although Black people who took the test tended to have more positive implicit attitudes towards Black people than White people who took the test, Black people who took the test still showed a stronger positive bias for White people over Black people.[footnoteRef:82] The presence of implicit bias can result in both action and inaction and can cause harm throughout all institutional practices.[footnoteRef:83] [76:  J. Handelsman, N. Sakraney, Implicit Bias, White House Office of Science and Technology Policy, 2015, https://obamawhitehouse.archives.gov/sites/default/files/microsites/ostp/bias_9-14-15_final.pdf]  [77:  Implicit Bias Review 2015, Ohio State University Kirwan Institute for the study of Race and Ethnicity, 2015, http://kirwaninstitute.osu.edu/research/understanding-implicit-bias/]  [78:  Project Implicit: About Us, Harvard University, 2011, https://implicit.harvard.edu/implicit/aboutus.html,  ]  [79:  Project Implicit: About the IAT, Harvard University, 2011, https://implicit.harvard.edu/implicit/iatdetails.html]  [80:  Project Implicit: Frequently Asked Questions, Harvard University, 2011, https://implicit.harvard.edu/implicit/faqs.html]  [81:  Id.]  [82:  Id.]  [83:  J. Handelsman & N. Sakraney, Implicit Bias, White House Office of Science and Technology Policy, 2015,  https://obamawhitehouse.archives.gov/sites/default/files/microsites/ostp/bias_9-14-15_final.pdf ] 

Consequences in the Health Care Setting
Historically, there were many assumptions about what it meant to be healthy depending on the patient’s perceived identity. [footnoteRef:84]  For example, doctors used to firmly believe that people of color felt less pain than White people.[footnoteRef:85] Although this idea is no longer accepted, studies have still shown that doctors prescribe more pain medication to White people than to non-White people who present the same symptoms.[footnoteRef:86] The presence of implicit bias can have serious negative effects on patients’ health, including high mortality rates.[footnoteRef:87]  [84:  Hoffman, Kelly M et al., Racial bias in pain assessment and treatment recommendations, and false beliefs about biological differences between blacks and whites, Proceedings of the National Academy of Sciences of the United States of America, vol. 113,16, 2016, 4296-301, doi:10.1073/pnas.1516047113, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4843483/]  [85:  K. Hoffman, Study Link Disparities in Pain Management to Racial Bias, April 4, 2016, UVA Today, https://news.virginia.edu/content/study-links-disparities-pain-management-racial-bias ]  [86:  Hoffman, Kelly M et al., Racial bias in pain assessment and treatment recommendations, and false beliefs about biological differences between blacks and whites, Proceedings of the National Academy of Sciences of the United States of America, vol. 113,16, 2016, 4296-301, doi:10.1073/pnas.1516047113, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4843483/]  [87:  Hall, William J et al., Implicit Racial/Ethnic Bias Among Health Care Professionals and Its Influence on Health Care Outcomes: A Systematic Review, American journal of public health, vol. 105,12, 2015, e60-76, doi:10.2105/AJPH.2015.302903, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4638275/] 

While implicit bias is not the only factor contributing to disparities in health care and health inequities, clinicians’ unconscious actions can certainly amplify the issues.[footnoteRef:88] This is increasingly troubling because not only do minority groups report receiving lower quality care, but they also have poorer health outcomes.[footnoteRef:89]  [88:  G. Friar, Combating Bias in Medicine, Harvard Medical School, August 7, 2017, https://hms.harvard.edu/news/combating-bias-medicine ]  [89:  Hall, William J et al., Implicit Racial/Ethnic Bias Among Health Care Professionals and Its Influence on Health Care Outcomes: A Systematic Review, American journal of public health, vol. 105,12, 2015, e60-76, doi:10.2105/AJPH.2015.302903, https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4638275/] 

Implicit Bias Training
	In recent years, cultural competency and implicit bias training have become a greater priority.[footnoteRef:90] The purpose of cultural competency and implicit bias training is to better understand the populations that one serves.[footnoteRef:91] Researchers do warn, however, that these trainings need to be thought through carefully, so they do not perpetuate stereotypes.[footnoteRef:92] The training also helps clinicians become aware of their biases as a step toward overcoming cultural conditioning.[footnoteRef:93] Our most vulnerable populations are suffering, and addressing biases is one step towards reducing health inequity.[footnoteRef:94] [90:  G. Friar, Combating Bias in Medicine, Harvard Medical School, August 7, 2017, https://hms.harvard.edu/news/combating-bias-medicine]  [91:  White, A.A., Logghe, H.J., Goodenough, D.A. et al., J. Racial and Ethnic Health Disparities, 2018, 5:34, DOI 10.1007/s40615-017-0340-6]  [92:  Id. ]  [93:  Id.]  [94:  Improving Cultural Competence to Reduce Disparities for Priority Populations, Agency for Healthcare Research and Quality, July 8, 2014, https://effectivehealthcare.ahrq.gov/topics/cultural-competence/research-protocol] 


IV. Conclusion 
At today’s hearing, the Committee will examine cultural competency training in New York City’s hospitals. The Committee will also consider the level and degree of training that staff receives at these facilities. Lastly, the Committee will hear from health care consumers about their experiences receiving care in New York City’s hospitals.

 




























Res. No. 512
..Title
Resolution calling on New York State to require medical schools to train all students about "implicit bias".
..Body

By Council Members Rosenthal, Rivera, Ayala, Reynoso, Lander and Cornegy

	Whereas, In recent years, the health care community has shifted its focus to further address health inequity and its impact on individuals from traditionally marginalized communities, including people of color, people who are lesbian, gay, bisexual, transgender, queer/questioning, and/or gender non-conforming (LGBTQ/TGNC), and those who are female; and
Whereas, According to Cornell University, implicit bias is defined as an unconscious, unintentional bias that, unlike explicit bias, exists when an individual does not have direct control or understanding of their perceptions and motivations; and 
Whereas, Research has shown that people have implicit attitudes towards many different topics, such as race, gender, age, disability, and sexual orientation, and several general patterns of bias have repeatedly been shown in the research, such as socially-dominant groups often having implicit bias against subordinate groups; and   
Whereas, Research shows that racial disparities can have an impact on a person’s health outcomes and care in New York City, which is illustrated by the City’s maternal mortality and morbidity rates; and
Whereas, Statistics show that about 30 women in the City die each year of a pregnancy-related cause and approximately 3,000 women “almost die” or experience morbidity during childbirth; and
Whereas, Black, non-Latina women are the most likely to experience maternal mortality or maternal morbidity; and 
Whereas, According to the Brookings Institution, childbirth-related deaths disproportionately affect Black women, regardless of their income or education; and 
Whereas, There are many other examples of health inequities potentially resulting from implicit bias; and
Whereas, National surveys of individuals who are transgender reveal that one-third of those who saw a health care provider had at least one negative experience related to being transgender, and nearly one-quarter reported that they did not seek the health care they needed due to fear of being mistreated as a transgender person; and
Whereas, According to the Gay Men’s Health Crisis, despite the declining rate of new infections per year, New York leads the nation in the number of new HIV cases, and 20% of people do not know they are infected; and
Whereas, In 2016, 77 percent of new HIV diagnoses and AIDS-related deaths in NYC were among African Americans and Hispanics; and
Whereas, As of now, not all medical students in the state of New York receive implicit bias training, which could hamper the goal of health equity for all; and
Whereas, All implicit bias trainings must include an explicit bias component, because medical professionals may also possess explicit biases which can result in the harm of a patient; and 
Whereas, It is critical to have well-trained and culturally competent providers who are educated about implicit bias to ensure the fairer treatment of all individuals, and to ensure medical outcomes are not skewed because of bias, whether implicit or explicit; now, therefore, be it
	Resolved, The Council of the City of New York calls on New York State to require medical schools to train all students about "implicit bias"	      
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