
EHEALTH COMMISSION MEETING 

WEB-CONFERENCE ONLY

October 12, 2022



NOTE: 
NEW ZOOM WEBINAR LINK 

PASSCODE: ehealth
DIAL IN BY PHONE:
US: +1 346 248 7799
OR: +1 669 900 6833

    WEBINAR ID: 843 6179 7953

IF YOU ARE EXPERIENCING AUDIO OR PRESENTATION DIFFICULTIES DURING THIS MEETING, 
PLEASE TEXT ISSUES TO 

Cierra Childs at 970-216-6817

https://us02web.zoom.us/j/84361797953?pwd=TjZXaEVZV3h6QnVBMHR3ZFlBb3daUT09
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October Agenda
Title                                     Start  Duration 

Call to Order 
• Roll Call and Introductions 
• Approval of August and September Minutes 
• October Agenda and Objectives 
Kaakpema “KP” Yelpaala, Chair

12:00  5 mins 

Announcements 
• OeHI Updates-eHealth Commission Updates 
• Decision Items & Action Items 
Stephanie Pugliese, Director, Office of eHealth Innovation (OeHI) 
eHealth Commission Members 

12:05  15 mins 

New Business 
Data Equity: Collecting, Interpreting, and Presenting Race and Ethnicity Data
Fernando De Maio, PhD
Vice President, Health Equity Research and Data Use
Center for Health Equity, American Medical Association

12:20 1 hour

Debrief and Tie to Colorado Ecosystem
Stephanie Pugliese, Director, OeHI
All Commissioners

1:20 15 mins

Public Comment Period  1:35  5 mins 

eHealth Commission Meeting Closing Remarks 
• Open Discussion 
• Recap Action Items 
• Future Agenda Items 
• Adjourn Public Meeting 
Kaakpema “KP” Yelpaala, Chair

1:40  10 mins 
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Announcements
OeHI and eHealth Commission Updates

Note: If you are experiencing audio or presentation difficulties during this meeting, please text 970-216-6817 

● Colorado Provider Telehealth Survey- 
○ Closes 10/25, please share with your networks!

● Dollars to Digitize grant opportunity is open!
○ Intent to Apply form due 11/18

● Colorado Health Innovation Resource Platform (CHIRP) 

https://www.surveymonkey.com/r/2022_coloradoprovidertelehealthsurvey
https://hcpf.colorado.gov/arpa/arpa-grant-opportunities


Data Equity: Collecting, Interpreting, and 
Presenting Race and Ethnicity Data

Fernando De Maio, PhD
Vice President, Health Equity Research and Data Use

Center for Health Equity, American Medical Association



Fernando De Maio, PhD
Vice President, Health Equity Research and Data 
Use Center for Health Equity
Professor, Department of Sociology
DePaul University

Data Equity & Health Justice

1

Colorado eHealth Commission
10/12/2022



Land and labor 
acknowledgement
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We acknowledge that we are all living off 
the stolen ancestral lands of Indigenous 
peoples for thousands of years. We 
acknowledge the extraction of brilliance, 
energy and life for labor forced upon 
people of African descent for more than 
400 years. We celebrate the resilience 
and strength that all Indigenous people 
and descendants of Africa have shown in 
this country and worldwide. We carry our 
ancestors in us, and we are continually 
called to be better as we lead this work.

Image Details:
Top Image: Oregon Health & Science University’s Native American Center of Excellence aims to increase 
American Indian and Alaska Native representation in the healthcare workforce. This image is of the Spring 
2021 cohort of scholars celebrating their completion of the OHSU Wy’East Post-Baccalaureate Pathway at a 
blanket ceremony .Photo Credit: OHSU/Michael Schmitt
Bottom Photo: Washington B. New Orleans; 2019. https://www.the15whitecoats.org/media. Accessed
December 10, 2021.

https://www.the15whitecoats.org/media


Three Main Points
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1. Consensus: it would be unethical to continue to merely describe health
inequities

• Without devaluing the need for rigorous descriptive data to quantify gaps and 
monitor trends

2. Continued problem, in all areas of health care: Prioritization of 
explanations and interventions focused on “beliefs, behaviors, and 
biology” of individuals

3. A need for a “historically deep and geographically broad” 
understanding of structural violence and the root causes of 
health inequities

• Requiring greater clarity on language and narratives, including narratives around 
race



"We envision a nation in which all people live in 
thriving communities where resources work well; 
systems are equitable and create no harm nor 
exacerbate existing
harms; where everyone has the power, conditions, 

resources and opportunities to achieve optimal health; 
and all physicians are equipped with the consciousness, 
tools and resources to confront inequities and dismantle 
white supremacy, racism, and other forms of exclusion 

and structured oppression, as well as embed racial 
justice and advance equity within and across all aspects 

of health systems."
9 © 2022 American Medical Association. All rights reserved.
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AMA Center for Health Equity
Research & Data Use: Principles & Actions

1.

2.

3.

4.

5.

6.

7.

8.

We conduct research to not just describe inequities but to overcome them

We conduct research to support physicians and health systems work 
towards health equity

We value collaboration in all aspects of the research process, recognizing 
expertise of partners (particularly from groups often marginalized in 
traditional research infrastructure)

We recognize that data are not “neutral,” but reflect underlying systems of 
power (shaping how data are collected, shared, analyzed, and 
interpreted)

Informed by social epidemiology and critical race theory, we recognize 
that health inequities are the products of deep-rooted structural and social 
drivers

History and narrative (often neglected in statistical modelling) are critical 
in our work

While we need national-level analyses, we also recognize that health 
inequities manifest in small areas. It is in small areas where research can 
be particularly valuable, presenting locally disaggregated data. This 
requires both quantitative and qualitative approaches.

We recognize that the research process holds both empowering and 
potentially damaging features and seek to mitigate unintended harms in 
all aspects of our work

CHE Research / Data Use will work to:

• Serve as a reliable producer and curator of health equity data. This 
includes both social epidemiologic data (looking at places) as well 
as health services research (looking at health systems)

• Develop new metrics and ways of understanding the drivers of 
health inequities at structural, community, and institutional levels 
(from social epidemiology to quality/safety/equity at the point of 
health care system delivery)

• Leverage our strengths in research and data to contribute to place- 
based efforts with health equity missions (e.g., West Side United)

• Embed health equity research in medical education, integrating 
empirical findings into “upstreamist” training materials as well as 
throughout the AMA enterprise (with health equity data training 
and collaboration with other BUs)

• Evaluate our work by developing frameworks and tools to 
systematically track progress on CHE projects and the AMA 
strategic plan for racial justice and health equity

Principles Actions
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The AAMC, ACGME, and AMA are working together to establish 
best practices for data sharing and standards for 
sociodemographic data, including race and ethnicity, sexual 
orientation, gender identity, language proficiency, disability, and 
more. These efforts will enable meaningful, collaborative research 
to better understand the dynamics of the physician workforce 
continuum.

7

Collaborative 
work for 
equity in data



“Studies show that racial, ethnic and gender diversity among health professionals 
promotes better access to health care, improves health care quality for underserved 
populations, and better meets the health care needs of our increasingly diverse 
population. Yet, our physician workforce does not adequately reflect the actual 
racial, ethnic or gender makeup of the patients in the communities we serve,”

“A critical step in moving forward, we must call out the lasting negative impact that 
the Flexner Report, and other harmful past actions by the medical profession, has 
had on today’s physician workforce. We must address and reconcile these lasting 
harms to ensure that future physicians are aware of structural factors that are 
impeding their
patient’s health outcomes, and continue efforts to ensure a diverse physician 
workforce
that meets the needs of our patients.”

Jesse M. Ehrenfeld, M.D., M.P.H.
13 © 2022 American Medical Association. All rights reserved.



Equity 
Considerations

Beginning in 1906, our AMA’s 
American Medical Directory, 
which lists all U.S. physicians, 
officially marked African 
American doctors with the 
"col." notation for “colored.”

The AMA discontinued its policy 
of listing Black physicians as

"col." in its American Medical 
Directory in 1939, after years of 
protest from the National 
Medical Association.

Source: AMA Archives; deShazo, R. The Racial Divide in 

American Medicine. Jackson: University of Mississippi Press.

14 © 2022 American Medical Association. All rights reserved.

American Medical Directory, 
1912



Opportunitie
s
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• To ensure physician 
networks are 
appropriately diverse and 
align with patient 
population

• Establish a benchmark 
to measure 
improvement in diversity 
of physician networks

• Help regulators hold 
insurers accountable for 
creating diverse 
networks that meet the 
needs for their enrollees

Concerns

• Historically, designation 
of a physician’s race has 
been used as a tool to 
discriminate and exclude 
physicians

• Displaying this 
information in provider 
directories could expose 
minoritized physicians to 
discrimination from 
patients

Suggestions

• Standardize race 
and
ethnicity categories

• Evaluate benefits and 
unintended harms for both 
physicians and patients 
over time; share 
evaluation findings

• Be ready to adjust 
the program in 
real-time if necessary

• Support diversification 
and health equity in other 
ways



“Data” is never a “given”… data instead are always produced by people,
out of what they observe, fail to see, or suppress in the world in which they 

live.

- Nancy Krieger, 2021
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Source: Krieger N. (2021) Frontiers in Public 
Health
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Why Are Data Missing?
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Chicago Tribune, 
1926
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Source: Harris, 1927

© 2022 American Medical Association. All rights reserved.



Life 
Expectancy

(2013-2017)
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10 Years



Life 
Expectancy 

by Race
(2013-2017)
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Changes in
All-Cause Mortality 

Black:White Rate Ratios
(2009-2018)

Benjamins, Silva, Saiyed, De Maio.
JAMA Network Open. 2021.
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Black:White Mortality 
Rate Ratios

(2013-2017)

Source: Benjamins and De Maio (eds.) Unequal Cities. 2021
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Annual
Excess Black Deaths

(2013-2017)



What Creates Health Framework
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“Race is not a biological category that 
naturally produces these health disparities 
because of genetic difference. Race is a 

social category that has staggering
biological consequences … because of

the impact of social inequality on
people’s health. ...

What if doctors joined the forefront of a 
movement to end the structural inequities 

caused by racism, not by genetic
difference?”

28 © 2022 American Medical Association. All rights reserved.
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https://www.healthaffairs.org/do/10.1377/hblog20210415.305480/f
ull30 © 2022 American Medical Association. All rights reserved.

A dramatic increase in number of articles 
including the word “racism” in 2020…

https://www.healthaffairs.org/do/10.1377/hblog20210415.305480/full
https://www.healthaffairs.org/do/10.1377/hblog20210415.305480/full


Yet for the medical journals, the vast majority of articles
were commentaries and viewpoints – not empirical 
studies AJPH BMJ JAMA NEJM The Lancet

Total # of articles (1) 14,192 78,545 40,411 43,378 63,971

Total # of articles that included the word "racism"

anywhere in the text (2)

891 644 145 109 315

Total # of articles that included the word "racism"

anywhere in the text and available for analysis

891 475 141 109 288

Total # of commentaries / viewpoints / letters (3) 356 (40%) 455 (96%) 130 (92%) 105 (96%) 259 (90%)

Total # of empirical studies (Intro, Methods, Results, 

Discussion or review with significant data component) 
(3)

535 (60%) 20 (4%) 11 (8%) 4 (4%) 29 (10%)

Source: Authors’ analysis. AJPH = American Journal of Public Health; BMJ = British Medical Journal; JAMA = Journal of the American Medical Association; NEJM = New England Journal of Medicine. Notes: (1) 
PubMed results by journal. (2) Obtained from each journal's website, searching for "racism" anywhere in the title, abstract, or text. For BMJ, the actual number of pieces (articles, letters, etc.) containing 
“racism” may be less than the total reported, since some files contain more than one piece and all pieces in the file may turn up in the search, even if not all the individual pieces in the file contain “racism." 
(3) Primarily for BMJ, we were unable to obtain copies of some articles due to incomplete library coverage and other issues. (4) Manually coded, except for AJPH, which categorizes and displays articles by type 
on its website

31 © 2022 American Medical Association. All rights reserved.



…if we, as medical and public health professionals cannot name and confront 
racism as a root cause of racial health inequities, it profoundly affects what the 
broader public knows and doesn’t know about the racial distribution of health and 
disease and its social causes.

32 © 2022 American Medical Association. All rights reserved.

It is past time for the world’s leading medical journals to name racism, publish 
evidence on how racism harms health, and articulate how dismantling racism can 
prevent racial health inequities.

https://time.com/5956643/medical-journals-health-racism

https://time.com/5956643/medical-journals-health-racism


You know, it’s one thing to talk about data.
But, I think, maybe it’s possible to get lost in the data… 

Remember that this is… literally a matter of life and

death.

- Steve Whitman, PhD

33 © 2022 American Medical Association. All rights reserved.





PUBLIC COMMENT PERIOD



CLOSING REMARKS


