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Value-based care is a reality and growing in importance, 
with hospitals leading the movement from fee-for-
service models to patient-centric, evidence-based, risk-
based reimbursement emphasizing quality driven patient 
outcomes and lower costs.1 For clinicians and hospitals to 
succeed in this transition, more in-depth data on the relative 
impact of socio-economic and demographic factors is 
needed to understand the broader determinants of patient 
health care outcomes. A University of Wisconsin Population 
Health Institute and Robert Wood Johnson Foundation 
study found that only 20 percent of factors influencing 
a patient’s health are related to “clinical factors” such as 
access and quality of health care. Social determinants of 
health including socio-economic status, demographic and 
behavioral attitudes, which can be hard to address during 
clinical visits, make up the other 80 percent.2 

Structural and socio-economic barriers disproportionately 
affect the health of women and minorities, who tend to 
present to hospitals later in the course of their illness and 
with more co-morbidities, which may result in poorer health 
outcomes and potentially higher costs to the institution. 
Hospitals and clinicians must take these factors into account 
as they map the wider patient needs, appropriate resources 
and staffing, form strategic partnerships, contract with 
payors and even when allocating resources for potential 
mergers and acquisitions. The challenge is: how can we 
deliver equitable, accessible, evidence-based quality health 
care in an environment impacted by racial, gender and 
socio-economic disparities?

Understanding the data gap
Providing evidence-based, and therefore value-added care, 
begins with understanding the data gap. Women and 
minorities have traditionally been underrepresented in 
large clinical trials for decades. Heart disease, the leading 
cause of death in the U.S., is a prime example.3 Women 
make up 51 percent of the U.S. population and compared 
to men, carry a higher burden for many diseases, including 
cardiovascular diseases.4 Between 2000 and 2007, the 
number of women enrolled in U.S. cardiovascular disease 
device clinical trials was only one-third of the total study 
population.4 African-Americans, who compose 12 percent 
of the U.S. population and have a disproportionately high 
rate of cardiovascular disease comprise just five percent of 
participants in cardiology clinical trials.5 Similarly, persons 
of Hispanic heritage, who comprise over 16 percent of the 
U.S. population, account for only one percent of eligible 
participants in cardiology studies.6,7 Compounding this, 
other studies show women and people of color actually 
receive fewer necessary treatments for heart disease than 
white males even though heart disease is similarly prevalent 
in men and women and across ethnic groups.7

Leveling the playing field
Access to data specific to women and people of color may 
provide telling insights for the health care community and 
help physicians make more informed treatment plans that 
take in to account the patient’s cultural, demographic and 
socio-economic status. 



To produce an increased flow of data critical for hospitals and 
physicians in the cardiology arena, Boston Scientific initiated 
a first-of-its-kind study called PLATINUM Diversity. The 
clinical trial exclusively recruited women, African-Americans, 
Latino Americans and Native Americans with coronary artery 
disease to examine how gender, race and economic status 
can affect medical outcomes after common cardiovascular 
interventions, such as stent implantations. 

Trial analyses showed women and minorities are more 
likely than white men to experience recurrent cardiovascular 
events in the year after a stent implantation, and that 
minority women have nearly four times higher risk of a heart 
attack than white men one year after stent implantation. 
Individuals with the lowest annual household incomes are at 
significantly higher risk of repeat hospitalizations for target 
vessel revascularization (repeat procedures to unblock the 
artery) and heart attacks, and at greater risk of death than 
those with higher incomes. 

PLATINUM Diversity is part of Boston Scientific’s multifaceted 
Close the Gap initiative, which aims to promote health 
equity for all patients. Close the Gap teams share data with 
hospitals to increase awareness of cardiovascular disease 
prevalence and treatment disparities among women and 
minorities in their respective communities. The data also 
help hospitals identify objectives, action plans and metrics 
to track progress on closing health care gaps for high-risk 
patients. 

At the community level, Close the Gap works with 
hospitals, primary care physicians, patient advocacy groups 
and minority health organizations to educate patients 
through health fairs and screening events tailored to the 
demographic make-up of their communities. The initiative 
facilitates dialogues between health care providers and 
community members to discuss cardiovascular disparities 
in their area and strategies to overcome barriers to  
optimal care. 

Best practices to close the gap
First, to eliminate disparities in care, hospitals benefit from 
understanding the baseline demographics of patients 
receiving therapies. In the case of Close the Gap, we focus on 
advanced therapies such as coronary revascularization and 
defibrillator implantation. This information can be evaluated 
in the context of a hospital’s treatment demographic to help 
target highest-risk and often underserved populations. 

Second, hospitals should actively engage providers along 
with local community leaders, national and local patient 
advocacy groups and professional minority organizations 
to deliver culturally and socially relevant messages to both 
the public and physicians through the right channels. Often, 
a hospital’s established care network does not extend into 
the communities at highest risk and greatest need making 
it crucial for practitioners already providing care to these 
groups to be actively involved. 

Third, to ensure interventions are effective, hospitals must 
collect data to measure and quantify impact and to inform 
program adjustments as needed. 

Fewer disparities can lead to successful  
value-based care
Eliminating cultural, race, gender and socio-economic 
disparities in health care is fair, appropriate for patients, 
good for industry and right for society at large. In the 
world of value-based care where hospitals are increasingly 
responsible for reducing costs while improving outcomes of 
the populations they serve, it makes good business sense 
as well.
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“ Structural and socio-economic barriers disproportionately affect the 

health of women and minorities, who tend to present to hospitals 

later in the course of their illness and with more co-morbidities, 

which may result in poorer health outcomes and potentially higher 

costs to the institution.“
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