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Abstract
Health equity drives quality care. Few reliable metrics that capture patients’ perceptions of health equity exist. We report on the development of a 
patient-centered metric for health systems change in central Brooklyn, which stands out as an outlier in New York City with a disproportionate 
burden of poverty, disease, and death. A community-engaged, sequential, mixed-methods research design was used. Qualitative interviews 
were conducted with 80 community and health care stakeholders across central Brooklyn. Candidate items were derived from qualitative 
themes and examined for face, interpretive validity, and language. Interitem reliability and confirmatory factor analysis was assessed using 
data collected via text and automated discharge calls among 368 patients from a local hospital. Qualitative data analysis informed the content 
of 11 draft questions covering 3 broad domains: trust-building, provider appreciation of social determinants of health, and experiences of 
discrimination. Psychometric testing resulted in a Cronbach’s alpha of 0.774 and led to deletion of 1 item, resulting in a 10-item Brooklyn 
Health Equity Index (BKHI). The 10-item BKHI is a novel, brief, and reliable measure that captures patients’ perceptions of inequities and 
offers a real-time measure for health systems and payors to monitor progress toward advancing health equity.
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Introduction
The United States has an escalating health care crisis1 where 
people of color and who are low-income bear a disproportion
ate burden of disease and death. Two decades after the 
Institute of Medicine’s (IOM’s) seminal 2003 report, 
Unequal Treatment: Confronting Racial and Ethnic 
Disparities in Healthcare, was published,2 the harsh reality 
of social inequality in the United States is again propelled to 
the forefront of national conversation. The COVID-19 pan
demic led to an aggregate 1.5-year decline in US life expect
ancy, the largest among affluent peer countries around the 
world,3 and an even more staggering decline in US Black 
and Hispanic persons’ life expectancy (reaching a 3-year de
cline).4 This pattern, perhaps foreshadowed by the IOM re
port, came as no surprise for many of us who have 
dedicated careers to advocating and caring for populations 
that have been historically marginalized.

According to the World Health Organization (WHO), 
health inequities are systemic differences in health status of 
different population groups.5 This definition places account
ability on systems that have created and sustained unequal 
practices causing and perpetuating disparities in health and 
health care. We achieve health equity only when everyone 
has a just and fair opportunity to attain their full potential 
for health and well-being.6,7

Against this backdrop, patient-centered care and health 
equity have become major aspirations in national policy and 

health care payer discussions and initiatives.8-10 There is ur
gency in understanding how different health care systems, par
ticularly those accountable to public funds, are making 
progress toward achieving health equity, if any. Potential value 
lies in leveraging hospital quality metrics and surveys, which 
have been routinely used in the United States. In 2006, the 
Hospital Consumer Assessment of Healthcare Providers and 
Systems (HCAHPS) survey was launched. The Centers for 
Medicare and Medicaid Services (CMS) and Agency for 
Healthcare Research and Quality (AHRQ) led the develop
ment of HCAHPS with the intent to standardize patients’ re
ports of quality of care and to facilitate dissemination and 
comparisons of hospital performance metrics to the 
public.11,12

While there was an attempt to identify survey domains from 
a diverse group of consumers, such surveys were not devel
oped with broad participation of communities that bear the 
disproportionate burden of disease and death in the United 
States. The original HCAHPS relied on findings from 16 focus 
groups in 4 cities across the United States (Phoenix, Los 
Angeles, Orlando, and Baltimore)13; it is notable that several 
major US cities were excluded, including the largest one, 
New York City (NYC), despite its growing income inequal
ity14 and fragmented health care system.15,16

Based on fundamental principles of community-engaged re
search, lack of community participation in the development of 
research questions can hamper data-collection efforts because 
there is no value placed on bidirectional flows of knowledge 
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and benefits17 and because of the history of mistrust in the 
research process and in the health care system more broad
ly.18,19 A history of marginalization can often fuel community 
perceptions of neglect, divestment, and mistrust, leading to 
disengagement in the health care system and perpetuating 
health disparities. There is limited value in research participa
tion to populations who have been repeatedly marginalized by 
the system.

Response rates for these hospital discharge surveys remain 
historically low.20 Although sparse, there is evidence of signifi
cantly lower response rates to selected HCAHPS questions 
among patients of color, relative to non-Hispanic White pa
tients and among low socioeconomic status (SES) patients 
relative to affluent patients.21,22 Further, acknowledgement 
of racial/ethnic variation in response rates in studies that re
port on HCAHPS patient satisfaction is almost nonexistent.21

To the extent that patients who respond to hospital discharge 
surveys are non-Hispanic White, more affluent, or have more 
trust in the health care system—a form of selection bias—then 
patient satisfaction may be overestimated. A neglected and 
serious implication of this bias is that it casts doubt upon 
the validity of these metrics, and by extension, the meaningful
ness of the patient-satisfaction data that exist and any system 
reform or quality-improvement initiative that the data might 
inform.23 Improving quality of care does not always equate 
to improving equity in care.24 For example, due to advances 
in health care, between 1990 and 2005, US mortality rates 
for heart disease, breast cancer, and stroke decreased, but 
the gap in mortality rates between Black patients and White 
patients widened.24

Practical strategies that can empower health care providers 
to introduce an equity perspective into real-time quality- 
improvement initiatives are lacking.25 The question remains 
whether existing standardized surveys designed to measure 
quality of care and patient satisfaction can be leveraged to pro
vide information on a health care system’s progress toward 
achieving health equity.

Central Brooklyn is one of NYC’s historically excluded 
areas. It stands out as an outlier in NYC with a disproportion
ate burden of poverty, disease, and mortality. It also has a large 
concentration of immigrants and Black individuals.26-29 The 
disproportionate burden of disease and mortality in central 
Brooklyn has persisted throughout the 21st century. For ex
ample, the 2001 death rate for all causes was 30% higher in 
central Brooklyn than for NYC as a whole.26 Compared with 
NYC, central Brooklyn’s death rates were also higher for heart 
disease (10% greater) and cancer (25% greater).26 Later data 
suggest that these patterns have persisted and perhaps wors
ened. The rate of premature (below age 65 years) deaths for 
the period 2011–2015 was more than 70% greater in central 
Brooklyn than for NYC as a whole.27-29 Central Brooklyn 
also saw over 80% more premature heart disease deaths and 
close to 50% more premature cancer deaths.27-29 Finally, a 
newly released 2024 NY State Department of Health report 
shows poor overall hospital quality scores across Brooklyn, 
with the lowest quality scores in majority Black neighborhoods 
and the largest capacity and access gaps in neighborhoods with 
a high concentration of Blacks and Hispanics.30 As a result, the 
report cites a trend in Brooklyn residents seeking care else
where in more affluent, well-resourced areas of Manhattan.30

Based on these data, it is evident that there has been systematic 
divestment of central Brooklyn, continuing NYC’s legacy of 
“separate and unequal care.”31

To reverse this history of systemic marginalization, an inter
sectoral collaboration representing academics, patient advo
cacy councils, community leaders, and health care safety-net 
institutions who serve central Brooklyn came together to de
velop the Brooklyn Health Equity Index (BKHI). The BKHI 
is a 10-item health equity metric developed over the course 
of a 2-year community-engaged, mixed-methods research pro
ject. The BKHI was designed to center community voices and 
lived experiences. We report on the methodology and develop
ment of the 10-item BKHI survey.

Data and methods
Research team
The BKHI project leadership team consists of faculty and 
health care leaders of Downstate Health Sciences University, 
One Brooklyn Health System, and Arthur Ashe Institute for 
Urban Health. The project was overseen by a community 
change committee (CCC). The CCC was engaged in all aspects 
of the research process, including concept and protocol devel
opment, outreach, recruitment, data collection, data analysis, 
dissemination, and evaluation.

A 7-member core research team led by experienced academ
ic and community researchers implemented an exploratory se
quential mixed-methods research study in 2 phases.32 The 
core research team was diverse with regard to race and ethnic 
origins, gender identity, career stage (eg, faculty and students), 
and health sector (eg, academic researcher vs health care prac
titioner). Two members of the core team coordinated and fa
cilitated all phase 1 data collection, personally conducting 
all focus groups and key informant interviews discussed be
low. By directly engaging with our study participants and 
building their trust, these 2 core team members gained valu
able insight into context and participants’ motivations to en
sure that our study participants’ voices are heard and 
documented.

Design overview and conceptual framework
Guided by principles of community-engaged research,17

our research consisted of 2 phases (see Figure 1). In phase 1, 
we interviewed 62 participants via 10 focus groups (FGs) 
and 18 key informant interviews (KIIs) representing diverse 
stakeholders across central Brooklyn—patients, clinicians, 
community-based organization (CBO) staff, administrators, 
and medical students. Phase 1 was guided by the equity imple
mentation framework and our working conceptual definition 
of health equity as stated earlier, which is the idea that health 
equity is achieved only when everyone has a fair and just op
portunity to be as healthy as possible.7,33 Our framework rec
ognizes multiple determinants of health operating at the 
individual, organizational, community, and policy levels. 
Within each domain, cultural factors, such as medical mistrust 
or biases, patient–provider interactions, and the social, polit
ical, and economic structures and processes play a role in 
health care equities. From a health systems perspective, there 
is urgency in identifying and removing structural barriers 
that pose a threat to health equity and ensure procedural 
equity.7,34 These considerations include understanding and 
documenting experiences of discrimination, differential treat
ment, and inclusion in decision-making during the patient– 
provider encounter. As such, all semi-structured interview 
guides for this phase included questions addressing these do
mains a priori.
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Consistent with phenomenology studies, phase 1 qualitative 
data collection was completed when we reached theoretical 
saturation or when we were no longer obtaining any new sig
nificant information. Interpretative phenomenological ana
lysis (IPA) was used as the guiding approach to explore the 
participants’ lived experiences. The recorded interviews were 
transcribed and 3 qualitative researchers read the transcripts 
several times to build familiarity and begin interpreting the 
data.

This phase was designed to capture and highlight the com
munity’s lived experiences and personal narratives, which 
then directly informed the iterative development of 11 BKHI 
survey items. A rigorous review of the first iteration of the 
11 BKHI items was conducted to assess face and interpretive 
validity to ensure that our survey items resonate with the com
munity.35 First, a series of 4 core research team meetings were 
held to discuss the language for each item to ensure they cap
tured the personal narratives communicated to us. Second, we 
conducted member checking36 via 2 community FGs where all 
11 BKHI items were presented to a subset of community par
ticipants (n = 10 FG participants) recruited from the original 
set of FGs and KIIs. The participants were asked to review 
each item, express their understanding of what the item is 
measuring, and provide feedback on the wording, order of 
items, and overall appearance of the BKHI items. Third, a 
web-based survey that listed each of the original 11 BKHI 
items was distributed to the 15-member BKHI project leader
ship team to query their opinions on the face validity of each 
BKHI item.

In phase 2, we performed reliability and confirmatory factor 
analysis to finalize the BKHI item selection. This psychometric 
testing was conducted based on data collected via SMS 
(Short Message Service) text and robocall discharge surveys 
from n = 368 patients in key clinical settings at the 3 facilities 
of a major central Brooklyn safety-net health care system in 
Brooklyn. Data were analyzed using SPSS Statistics (version 
29; IBM Corporation). Categorical data were characterized 
by frequency and percentage. Continuous data were charac
terized by mean and SD. Responses to BKHI items required 
respondents to indicate their degree of agreement to the item 
according to the following categories: 1 = agree, 2 = disagree, 
and 3 = unsure. In order to create a Likert-type scale, items 
were recoded as 1 = agree, 2 = unsure, and 3 = disagree. 
Where necessary, items were recoded so that high scores con
sistently indicated high levels of health equity and low scores 

indicated high levels of health inequity. Scores ranged from 
11 (low levels health equity) to 33 (high levels of health equity). 
Factor analysis was conducted using the extraction method of 
principal components analysis with a varimax rotation.

Results
Phase 1
Results of qualitative data analysis
The qualitative data revealed 3 primary themes: trust, discrim
ination, and appreciation of social determinants of health 
(SDOHs). Each theme comprised subthemes as follows: For 
trust, the subthemes included (1) confidence in the health 
care professional, (2) provider empathy, and (3) active partici
pation in health care decisions. Regarding discrimination, the 
subthemes involved (1) racism and identity as well as (2) stig
ma related to diagnosis, disease state, and pain management. 
In addition, there was a perception of divestment in the hos
pital facilities in central Brooklyn as articulated by 1 of our 
participants (highlighted in Table 1; last quote). Last, for 
SDOHs, the key subtheme was the acknowledgment by pro
viders that patients encounter competing priorities acting as 
barriers to care, such as housing instability and food insecur
ity.37 A total of 907 codes were identified in the transcripts. An 
analysis of the codes revealed that 35% were related to distrust 
while 55% of the codes were directly related to themes of dis
crimination. Social determinants of health accounted for 10% 
of the codes.37 These data and themes were then used to de
velop 11 survey items found below (Table 1).

Face and interpretive validity analysis
During the community listening sessions, participants were 
able to accurately identify the themes that the items were de
signed to measure. The impassioned response from partici
pants during the listening sessions underscored the need to 
amplify the voices of patients who have historically felt disen
franchised by the health care system. The researchers found 
that the participants’ identification of the themes for each 
item aligned with their own. Additionally, the participants 
suggested changes to the order of the items. Results from the 
web-based survey administered to the entire BKHI Grant 
Implementation Team were also consistent with findings 
from the community listening sessions. All themes identified 
in the 11-item survey were validated or accurately identified 

Figure 1. Exploratory sequential mixed-methods design for the Brooklyn Health Equity Index (BKHI).
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Table 1. How the themes from the qualitative data informed each BKHI item.

Theme Items

Social determinants of health: 
Recognition by providers that patients face competing priorities that may 
serve as barriers to care (housing instability, food insecurity, etc)   

Example quote: 
“I was saying that the med school does try to encourage education to help us 
understand the social determinants of health… but I think there is this 
disconnect. Where we can kind of help patients reach that next step, so you 
know you might tell them, ‘Here’s a diet you have to follow for diabetes or 
blood pressure,’ but then you can’t actually help them go one step further and 
realize that maybe they don’t have access to those particular food items that 
they need, or they won’t be able to get the medications that they need because 
the pharmacy is too far. So we might be educated about it but we’re not given 
enough tools to bridge that final gap to make sure that we can actually help 
remedy the problem or make it a little better.” (medical student)  

1. The provider and care team asked about other aspects of my life 
when helping me make health care decisions.

2. My care team recognized how hard it can be to follow their medical 
advice in everyday life.

Trust: 

• Clear communication between patient and provider
• Provider empathy
• Active partner in health care decisions
• Trust in the professionals providing care
• Respect for patients’ time

Example quote: 
“Well, I don’t trust doctors at all, just for the main fact that when my 
daughter was 10 years old, we were sent to see a specialist. They said they 
thought she had a hernia. The doctor came into the room. He didn’t even 
examine my daughter; he just gave us the deed for the surgery, and I was 
like, ‘You didn’t even examine her, so how are you so sure that it is a 
hernia?’” (patient) “I think a lot of the time it was because there was a lack 
of transparency. They weren’t fully explained things, and they were like, 
things are just happening to them without them being involved in the 
discussion of like, whenever we’re talking about informed consent, we have 
to tell a patient all the different options, including no treatment, but that 
doesn’t happen all the time, and they’re kind of told, ‘This is what we’re 
going to do, this is what’s going to happen to you,’ and they’re not really 
told all the risks and benefits—are not told all the options. So, I think that 
inherently brings distrust, and it’s completely understandable.” (provider)  

3. I feel I can trust the provider and staff in this facility.
4. I participated as much as I wanted in making decision regarding my 

health care.
5. I was happy with the way my provider and/or staff listened to me and 

answered my questions.
6. Staff made me feel welcomed.
7. I experienced long wait times.

Discrimination (individual and institutional): 

• Marginalized populations
• Disrespect/disregard
• Stigma associated with medical conditions/needs
• History of divestment in hospital infrastructure

Example quote: 
“He said, ‘You’re fat, you’re overweight.’ I also have COPD and asthma, 
and I’m a diabetic. You know, when you take a lot of steroids, you gain 
weight, so they fix one problem, but some medications cause other 
problems, right? So, when I go to doctors, they tell me, ‘Oh, you’re just fat. 
Have you ever thought about getting surgery?’ What?” (patient)   

“Recently, I was at [Institution], I saw a Haitian man who couldn’t 
communicate with the nurses being treated badly. The staff neglected him 
because of his inability to speak proper English, and nobody was helping 
him. I wondered, ‘Why can’t they get somebody who can speak Haitian to 
come and talk to him and see what his problem is?’ But they just left him 
there.” (patient)   

“Go across one of the bridges or tunnels into Manhattan. You’ll notice that 
every single one of the major medical institutions there have some rich person 
name on a building. Billionaires who are grateful patients and then commit a 
huge amount of money to the institutions where they are treated. Those 
patients don’t come to central Brooklyn for care…. We have a very hard time 
attracting donors who are willing to give us $100 million to $200 million to 
build fancy buildings and fancy facilities. So there is a significant inherent bias 
in the way this system in this country is constructed. The way it’s paid for, and 
the way hospitals like ours are sustained.” (hospital administrator)

8. I felt I was treated unfairly or disrespected because of my race, 
ethnicity, age, language, sexual orientation, gender identity, or 
gender expression.

9. There were times I felt shamed/blamed because of my physical 
condition.

10. I felt dismissed or disregarded by the provider and/or staff because 
of my physical condition.

11. The state of the facility and the medical equipment made me 
wonder whether I was getting the best possible care.
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based on the responses from this 12-member project leader
ship team.

Phase 2
Psychometric testing was performed based on BKHI data col
lected from a sample of 368 patients discharged from a major 
health care safety-net system in central Brooklyn. Response 
rates ranged from 7% for surveys administered via robocall 
to 27% for surveys administered via SMS text message. The 
sample was diverse with regard to hospital unit visited or site 
of discharge, with 42% representing ambulatory care, 45% 
representing the emergency department, 6% representing 
inpatient units, and 8% representing maternity care units. The 
majority of the sample was Black (86%), consistent with the 
racial/ethnic group distribution of the central Brooklyn popula
tion; 69% were female; and the age range was 18–93 years old 
(mean age = 55 years).

Based on the 11-item survey, reliability was established using 
an internal consistency analysis yielding a Cronbach’s alpha of 
0.774. Principal components analysis yielded a 2-factor solu
tion. Combined, the 2 factors accounted for 52% of the total 
variance. Factor 1 is composed of 6 items that relate primarily 
to the relationship between the provider and patient. Themes 
include the following: satisfaction with communication, staff 
consideration of SDOH issues in health practices, and trust 
for the provider and staff. Factor 2 is composed of 5 items 
that relate to a negative patient experience with themes that in
cluded unfair treatment based on group identity (eg, race, eth
nicity, etc), feeling dismissed by the provider team, and stigma 
associated with medical condition (see Table 2 for factor load
ings.). The item “I experienced long wait times” did not load 
strongly on either factor. In addition, the item was the least 
unique to the BKHI and covered in other patient satisfaction 
surveys (eg, HCAHPS). The item was eliminated from the final 
version of the BKHI, resulting in a 10-item survey with possible 
scores ranging from 10 to 30 (see Table 3).

Discussion
Our goal was to develop a health equity metric for systems 
change. Our 2-year community-engaged research led to the de
velopment of a 10-item BKHI. Psychometric analysis yielded 
high reliability and a 2-factor solution. The first factor captured 
a construct that had high correlations to the items that were 
categorized in the SDOH and trust domains (per phase 1). 

The second factor captured perceived interpersonal and institu
tional discrimination, which were prominent themes revealed in 
our phase 1 qualitative data findings37; it is notable that the dis
tinction in the multiple levels of discrimination is consistent 
with Jones’ multiple levels of racism framework.38 In the devel
opment and final selection of the BKHI items, in order to main
tain fidelity to the principles of community-engaged research we 
had to carefully balance the results from phase 1 listening ses
sions and phase 2 psychometric analysis. Rather than aiming 
for parsimony, we opted to preserve items because of their 
meaning to the community, despite evidence of redundancy 
or similar factor loadings, resulting in the exclusion of 1 single 
item from our original draft set of items from phase 1.

There is a long history of studying and measuring SDOHs, 
perceived discrimination, and trust in the provider/health care 
system in the public health scholarship.38-44 These concepts 
have long been valued by the public health community and 
our work is part of a body of work that demonstrates that 
these concepts also resonate with the lived experiences of com
munities of color or communities that have been historically 
marginalized.45-47 What makes the BKHI novel is that (1) 
it brings together these concepts of discrimination, trust, and 
appreciation of SDOHs in 1 measure that is intended to be 
administered in diverse clinical settings; (2) it is distinct from 
existing HCAHPS patient experience surveys that have been 
universally adopted by US health care systems; and (3) it 
was designed using the principles of community-engaged 
research17 with a single purpose to amplify the voices of mem
bers of the central Brooklyn community who have experienced 
a history of marginalization. With regard to HCAHPS, the 
survey is composed of 29 items and captures the following 
core domains: communication with nurses, communication 
with doctors, responsiveness of hospital staff, communication 
about medicines, discharge information, care transition, 
cleanliness of the hospital environment, quietness of the hos
pital environment, overall rating of the hospital, and recom
mendation of the hospital.48 These items do not directly 
address patient perceptions of discrimination and disrespect, 
trust, provider empathy, and provider recognition of compet
ing daily priorities/survival needs of patients that may serve as 
barriers to care (ie, food insecurity, housing instability, and 
childcare). Our novel BKHI instrument addresses all these 
concerns.

In order to promote health equity, health systems must take 
steps to identify and remove structural barriers that pose a 

Table 2. Factor analysis: item loading.

Factor 1 Factor 2

Item Factor 
loading

Item Factor 
loading

Staff made me feel welcomed. 0.676 I experienced long wait times. 0.428
I was happy with the way my provider and/or staff listened 

to me and answered my questions.
0.781 I felt I was treated unfairly or disrespected because of my 

race, ethnicity, etc.
0.714

The provider and care team asked about other aspects of 
my life when helping me make health care decisions.

0.710 There were times I felt shamed/blamed because of my 
physical condition.

0.750

My care team recognized how hard it can be to follow their 
medical advice in everyday life.

0.559 I felt dismissed or disregarded by the provider and/or staff 
about my medical condition

0.772

I felt I can trust the provider and staff in this facility. 0.776 The state of the facility and the medical equipment made me 
wonder whether I was getting the best possible care.

0.629

I participated as much as I wanted in making decisions 
regarding my health.

0.685

n = 368 survey respondents.
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threat to health equity. The BKHI provides health systems 
with real-time data that can be used to identify potential bar
riers to achieving health equity, including discrimination, lack 
of trust, and lack of provider appreciation of SDOHs. For ex
ample, there is a robust evidence base on the association be
tween perceived discrimination and poor quality of life and 
physical and mental health.49-53 Therefore, experiences of dis
crimination in the health care setting can ultimately limit the 
opportunity to achieve the best health possible. The BKHI 
can identify the prevalence of perceived discrimination and in
stitutional racism.38 Moreover, Chandra et al34 delineated 
equity into distinct forms and described procedural equity as 
perceived fairness of processes or procedures such as trust in 
the health system. This also includes representation and inclu
sion in decision-making. The BKHI provides data on patients’ 
perceptions of their inclusion in the decision-making process. 
Therefore, health care systems can use real-time data from 
the BKHI to identify with greater precision gaps in care to in
form the design of professional development training or 
quality-improvement initiatives.54

Implications for policy and health care reform
The development and introduction of the BKHI to the public is 
timely. It aligns with national policy priorities that focus 
on health equity and patient experience and with ongoing 

health care reform initiatives in New York State. New health 
care equity standards were introduced into the Joint 
Commission’s hospital, ambulatory, and behavioral health 
care accreditation programs as of January 2023.55 The CMS 
is finalizing a 2024 Hospital Value-Based Purchasing 
Program that rewards hospitals with higher payments based 
on SDOH reporting.56 Our novel BKHI instrument can be 
considered as part of the Health Equity Regional Planning 
Investment plan outlined in the New York State Department 
of Health, Office of Health Insurance Program Conceptual 
Framework for the 1115 Waiver Demonstration.10 The plan 
calls for a statewide and regionally specific set of health 
equity–specific quality-improvement measures to achieve re
gional priorities. Thus, the BKHI can be used to set baseline 
standards for equity and to monitor progress prospectively.

Limitations and considerations for more generalized 
applications
The BKHI survey was developed and grounded in the experi
ences of people living in central Brooklyn and may not be rep
resentative of the experiences of other populations who have 
been historically marginalized or who use other types of health 
care systems. However, we do believe the concepts may reson
ate in settings and populations outside of central Brooklyn be
cause they speak to universal concerns of trust building 

Table 3. Final Brooklyn Health Equity Index (BKHI) and Recommended Order and Scoring Strategy.

Introductory Script: 
The Brooklyn Health Equity Index is a brief, voluntary survey. Your responses to the survey will help us improve health equity in our community. 
Please review the below statements and think about your experience during your last clinic visit, emergency visit or hospital stay. If you agree, enter 
“1.” If you disagree, enter “2.” If you are unsure, enter “3.”

Item Original 
score

Recode

1. I felt I was treated unfairly or disrespected because of my race, ethnicity, language, age, disability, sexual 
orientation, gender identity, or gender expression.

1 = Agree 1 = Agree
2 = Disagree 2 = Unsure
3 = Unsure 3 = Disagree

2. Staff made me feel welcomed. 1 = Agree 1 = Disagree
2 = Disagree 2 = Unsure
3 = Unsure 3 = Agree

3. I was happy with the way my provider and/or staff listened to me and answered my questions. 1 = Agree 1 = Disagree
2 = Disagree 2 = Unsure
3 = Unsure 3 = Agree

4. The provider and care team asked about other aspects of my life when helping me make health care decisions 
(stressful life experiences such as concerns about mental health, financial problems, housing issues, transportation, 
etc).

1 = Agree 1 = Disagree
2 = Disagree 2 = Unsure
3 = Unsure 3 = Agree

5. I participated as much as I wanted in making decisions regarding my health care. 1 = Agree 1 = Disagree
2 = Disagree 2 = Unsure
3 = Unsure 3 = Agree

6. There were times I felt shamed/blamed because of my physical condition (body weight, diagnosis, need for pain 
medication).

1 = Agree 1 = Agree
2 = Disagree 2 = Unsure
3 = Unsure 3 = Disagree

7. My care team recognized how hard it can be to follow their medical advice in everyday life. 1 = Agree 1 = Disagree
2 = Disagree 2 = Unsure
3 = Unsure 3 = Agree

8. I felt dismissed or disregarded by the provider and/or staff about my medical condition (levels of pain, symptoms, 
illness).

1 = Agree 1 = Agree
2 = Disagree 2 = Unsure
3 = Unsure 3 = Disagree

9. The state of the facility and the medical equipment made me wonder whether I was getting the best possible care. 1 = Agree 1 = Agree
2 = Disagree 2 = Unsure
3 = Unsure 3 = Disagree

10. I feel I can trust the provider and staff of this facility. 1 = Agree 1 = Disagree
2 = Disagree 2 = Unsure
3 = Unsure 3 = Agree

BKHI©2023, The Research Foundation for the State University of New York. All rights reserved.
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between provider and patient, provider empathy, clear com
munication, and respect and appreciation of differences based 
on self-identity. The BKHI survey was psychometrically tested 
based on a sample patient population that represented a di
verse range of hospital settings, including ambulatory, emer
gency department, maternity care, and inpatient settings. 
Therefore, there is potential for wide applicability to other set
tings, including federally qualified health centers, health care 
payer plan members, as well as health care system diagnostic 
and treatment centers.

Comment on BKHI response rate and 
recommended use
The BKHI data and response rates presented here were col
lected based on post-visit and post-discharge surveys. It is im
portant to note that our SMS response rate of 27% is 
comparable to response rates for other NYC surveys adminis
tered at the population level57 and within range, and in many 
cases, exceeds published response rates for hospital- 
administered patient experience surveys.22,58-66 For example, 
Roberts et al22 analyzed May 2019 response rates for the 
Clinician and Group (CG)–CAHPS survey of patient experi
ence for outpatient clinic visits at a large academic health sys
tem in New Jersey and found an overall response rate of 
12.8%; they found an SES gradient in survey response rates 
ranging from 6.3% in the municipality with the lowest median 
household income to 17.7% in the municipality with the high
est median annual household income.

We recommend that BKHI items are administered via SMS 
message within 1 week following an outpatient visit or hos
pital discharge. The response rates were based on the follow
ing post-visit/discharge time frame and strategy—(1) first 
contact: SMS (text) message 1 day after visit/discharge; (2) se
cond contact: SMS message second day after visit/discharge; 
and (3) third contact: automated voice phone call on the 
fourth day after visit/discharge. Finally, if an SMS message 
could not be sent at first contact due to lack of a smart phone 
or wrong number, then the patient was sent an automated 
voice call on the second day. Table 3 lists the recommended 
(1) order of the BKHI items when administering the BKHI 
and (2) scoring strategy.

Conclusion
The final short 10-item BKHI questionnaire is novel and easy 
to use by health care staff and stakeholders. We envision that 
the BKHI can be used as a tool or quantitative metric by 
health care system leadership and health care payers to moni
tor progress toward achieving health equity and to advocate 
for quality-improvement initiatives. The BKHI, by design, 
has the potential to drive transformation at the patient–pro
vider level by providing real-time information on patient ex
periences within the domains of trust, discrimination/ 
disrespect, and provider acknowledgment of SDOHs, and 
at the systems level by providing an aggregate measure of 
health equity. Our long-term vision is to be able to evaluate 
the impact of routine health care system use of the BKHI 
on patient experience and on health system performance in 
making progress toward health equity. These values have 
been advanced by authoritative health agencies since the 
turn of the 21st century.2,67-69
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