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Introduction

INEQUITABLE OUTCOMES, INEQUITABLE ACCESS
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Racial and ethnic disparities in health outcomes consti-
tute a crisis, one that requires the attention of health care 
providers, policymakers, and communities alike. In 
Seattle and across the nation, people of color suffer from 
higher rates of mortality and illness from asthma, diabe-
tes, cancer, heart disease, and a range of other diseases 
than their white counterparts. Compared to babies born 
in Seattle to white parents, twice as many African Ameri-
can babies and four times as many Native American 
babies die before their first birthday.1 

This report asks the question, what role do hospitals play 
in addressing health inequity in Seattle? We recognize 
that many differences in health outcomes are a result of 
socioeconomic factors outside of the health care system, 
such as neighborhood air quality, access to living wage 
jobs, educational opportunity, and safe homes and work-
places. Some disparity can be attributed to access to 
insurance coverage, as people of color in Washington are 
two to three times more likely to be unable to afford 
health insurance than their white counterparts. 

Nevertheless, health care institutions play a critical role in 
exacerbating or minimizing health disparities. For many 
people who are sick, health outcomes depend on real and 
perceived health care options, geographic access to care, 
cultural and linguistic competency of health care provid-
ers, and fears about cost and debt. These factors take on 
different dimensions for people of color, who on average 
have fewer health care options in their communities, are 
less likely to be insured, and face cultural, linguistic, and 
geographic barriers to care. 

It is everyone’s responsibility to ensure equitable access to 
health care and to work to minimize unequal health 
outcomes. Hospitals, and especially nonprofit hospitals 
that have a charitable obligation and receive tax benefits, 
have a particular role to play in minimizing health 
disparities. While some Seattle hospitals meet this stan-
dard, others fall short. This report analyzes the policies 
and practices of Seattle hospitals2 to determine how 
hospitals are serving, or failing to serve, people of color in 
our city. 

Methodology
The research for this report was conducted through 
literature reviews; analysis of public data sources, includ-
ing county, state, and federal sources; and multiple 
community-based research methods. 

Data Collection and Analysis: 

The problem that this report addresses is the inequitable 
distribution of health care services in the city of Seattle, 
and the corresponding disparities in health outcomes for 
people of color. Baseline data on health inequity and 
health disparities in Seattle is derived from U.S. Census 
data, cross-referenced with health indicator data as 
collected by the King County Public Health Depart-
ment. Researchers also analyzed the role of specific hospi-
tals in providing care to underserved communities by 
analyzing hospital data on charity care provision and 
Medicaid patient loads. This data is self-reported on an 
annual basis from hospitals to the Washington State 
Department of Health, and through Internal Revenue 
Service Form 990s. Data was the most recent available at 
the time of this report’s compilation.   

Community-Based Survey Research: 

This study seeks to understand the barriers to adequate 
health care for underserved populations, particularly 
people of color, that lead to inequitable health outcomes. 
Researchers sought to understand and quantify the expe-
riences and perceptions of people from underserved com-
munities as they related to health care access. Based on 
health outcomes data, researchers identified two zip 
codes with poor health indicators, 98118 and 98114, for 
survey collection. In partnership with the Washington 
Community Action Network, researchers conducted 200 
door-to-door surveys of people of color and limited-
English speakers in these zip codes. Surveys were 
collected by trained staff and volunteers, and respondents 
answered a series of questions about barriers to health 
care, including perceived and actual barriers to access to 
care at Seattle hospitals. 



Site-based and Telephonic Testing Projects: 

This study also seeks to measure where hospitals are 
succeeding and falling short in providing access to 
limited-English speakers and people in need of financial 
assistance, both of whom are disproportionately likely to 
be people of color. Working with the research team, 
trained community volunteers completed in-person and 
telephonic testing protocols at Seattle hospitals. To create 
robust data, researchers completed 77 phone testing 
protocols and 24 site visits, including visits to multiple 
departments and entry points for services and informa-
tion, and at different times during the day. These tests 
were conducted in non-medical settings for ethical 
reasons, and because many interactions with health care 
institutions relate to questions about billing, financial 
assistance, follow-up care and treatment options, and 
other general needs.

These research methods – data collection and analysis, 
community-based survey research, and site-based and 
telephonic testing projects – are the basis for the conclu-
sions in this report. The recommendations are derived 
from these conclusions in conjunction with best practices 
research and in consultation with local, state, and 
national experts on health disparities. 
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Methodology
(cont.)

Health Care Segregation
Geographic Barriers for People of Color

Many racial and ethnic minorities, but particularly 
African Americans, Hispanics, and American Indians, 
continue to be more likely than whites to face barriers to 
accessing care and receive a lower quality of care, accord-
ing to the U.S. Department of Health and Human 
Services 2007 National Health Care Disparities Report.3  
While these gaps are improving on some measures, 
“across all core measures and for all priority groups, the 
number of measures of quality and access where dispari-
ties exist grew larger between 2000 and 2005.”

One factor in quality of health care for people of color is 
the geographic accessibility of health care facilities. An 
equitable health care system would ensure access to 
health care facilities for all neighborhoods, particularly   

Mapping Health Disparities in Seattle

The Seattle and King County Public Health Depart-
ments have tracked health outcomes according to neigh-
borhood, and this data reveals significant geographic 
disparities in health.5
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tion of whether hospitals are located in the highest need 
areas first requires an analysis of which Seattle neighbor-
hoods face the poorest health outcomes, followed by an 
assessment of whether current facilities are located to 
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Figure 1: Source - U.S. Census

Figure 2: Source - U.S. Census
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Mapping Health Disparities in Seattle
(cont.)

Overall, Seattleites in areas north and directly west of 
downtown Seattle are healthier than those living down-
town, to the south and southeast of the city.  Healthier 
neighborhoods have lower infant mortality, less preva-
lence of diabetes, less prevalence of asthma, and are more 
likely to have residents with health insurance.6   These 
areas also have the highest concentrations of white 
residents and the lowest populations of people of color, 
are generally more affluent, and have fewer residents who 
report speaking a language other than English at home.7   
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If we compare two regions of Seattle,8 North and North-
east Seattle, and the Beacon Hill and Southeast Seattle 
areas,9 we find that health outcomes correspond to race 
and income. In the Southeast and Beacon Hill, where 
almost three quarters of residents are people of color, the 
median income is four percent lower than the city aver-
age. North and North East Seattle are predominately 
white, and enjoy median income levels 13 percent higher 
than the rest of the city.10 Correspondingly, these two 
areas experience different health outcomes in terms of 
several indicators, including diabetes related deaths, 
infant mortality, adult asthma, and life expectancy. 
According to every indicator, South Seattle neighbor-
hoods with higher concentrations of people of color 
experience worse health care outcomes than predomi-
nantly white neighborhoods. 
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Diabetes Related Deaths
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Figure 4: Diabetes related deaths per 100,000 deaths.11 

Infant mortality
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Figure 5: Infant deaths in the first year of life.12 
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Figure 3: Source - U.S. Census

Adult Asthma Hospitalizations
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Figure 6: Adult asthma: have been diagnosed for asthma 
and still have asthma.13  
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Life Expectancy at age 50
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Figure 7: Life Expectancy at Age 50 is the number of years a 
person aged 50 can expect to live if the current age-specific 
death rates stay the same for his/her life.14    

Are Hospitals Serving People of Color?

Given these disparate health outcomes, it is important to 
ask the question, what role are Seattle hospitals playing in 
mitigating or exacerbating race-based health disparities? 
In an equitable health care system, hospital facilities 
would be located where the need is greatest. A geographic 
analysis of the locations of hospitals and satellite clinics 
reveals that in general, hospitals have failed to serve 
Southeast Seattle, where the highest proportion of people 
of color live and where health disparities are greatest.  
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Distance to Nearest Hospital in Miles
8
7
6
5
4
3
2
1
0

 7.2

SE Seattle Central
Seattle

Beacon/
G-town/
S. Park 

Down-
town/

First Hill

Fremont/
Greenlake

0.5  1  

 Queen
Anne/

Magnolia

 Ballard  North
Seattle

NE
Seattle

Shore-
line

3.4 3.3
4.4  4

   
1     

2.9  

Figure 8: Distance to Nearest Hospital in Miles.  This calcu-
lates the distance from a central intersection in the neighbor-
hood to the nearest hospital.15 
 

  

In Southeast Seattle, which of all Seattle neighborhoods 
has the highest percentage of people of color and where 
health disparities are greatest, a typical resident is more 
than 7 miles away from the nearest hospital, more than 
2.5 miles further than the typical resident of any other 
Seattle neighborhood. 

Conclusion: 

The lack of hospital facilities in Southeast Seattle where 
people of color are concentrated is a cause of inequitable 
health care access and inequitable health outcomes. It is 
in the public interest to encourage hospitals that are seek-
ing to do new construction, whether to build satellite 
clinics or expand facilities, to locate these facilities in 
neighborhoods with poor health outcomes such as the 
Southeast. Such expansions should be considered base-
line requirements for meeting nonprofit charitable 
obligations, and the city and state should use the regula-
tory mechanisms at their disposal to ensure that new 
health care facilities are more accessible to people of 
color. The recommendations of this report provide a 
more thorough description of these regulatory options. 
Such steps will be necessary to reduce geographic barriers 
to health care for people of color in Seattle.     
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Financial Barriers to Health Care

Like geographic barriers, for many people the fear of the 
high cost of health care is a major barrier to receiving 
needed care. This is particularly true for people of color, 
who are disproportionately likely to be low-income or 
uninsured. Data analysis and community surveys dem-
onstrate that the cost of care is a significant barrier for 
people of color, and hospital policies and practices play a 
role in mitigating or worsening this barrier. 

Cost-Related Barriers to Health Care
Nationwide, African Americans and Native Americans 
are nearly twice as likely to be uninsured, and Latinos 
nearly three times as likely to be uninsured, as white 
residents.16 This pattern holds true in Seattle, where 
people of color tend to live in neighborhoods with higher 
rates of uninsurance and poorer health outcomes. 
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Figure 9: Percent uninsured is the number of respondents, age 
18-64, who had no health insurance at the time of interview.17

Almost 20 percent of uninsured survey respondents 
reported avoiding medical care because of cost. 

Fear of debt is also a barrier. Of survey respondents, 13 
percent reported that they or someone else in their house-
hold has medical debt.18 People often cannot afford to go 
to the hospital and are afraid to get the care they need 
because of the cost. Seventeen percent of respondents 
reported avoiding care because of fear of debt and/or 
having bills sent to a collections agency.19 

The Role of Hospitals in Reducing Cost-
Related Barriers: Charity Care and Financial 
Assistance 

Hospitals should mitigate health disparities by reducing 
cost barriers for people of color, who are more likely to 
be uninsured or underinsured. Hospitals, and particu-
larly nonprofit hospitals, have an obligation to provide 
accessible health care to people who cannot afford it. 
Medicaid covers many low-income patients, and state 
laws require hospitals to provide charity care – free or 
discounted care - to uninsured or underinsured patients 
who meet certain income criteria. Thus, two measures of 
how a hospital is reaching out to low-income patients are 
the amount of charity care and percentage of Medicaid 
patients a hospital treats.  

An analysis of discharge data of area hospitals shows that 
some hospitals in Seattle are providing more charity care 
and serve more Medicaid patients than others. In 2007, 
Harborview Medical Center provided charity care at 
levels far above other Seattle hospitals. As a percentage of 
Harborview Medical Center’s gross revenue, charity care 
provided amounted to 11.59 percent. Swedish First Hill 
and Swedish Cherry Hill were far behind at 1.41 percent 
and 1.69 percent, respectively. The University of Wash-
ington Medical Center provided 1.56 percent, and the 
Virginia Mason Medical Center came in last at three 
quarters of one percent.20 
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Figure 10: Source - Washington State Department of Health21
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A similar trend was found in 2007 Medicaid revenues as 
a percentage of hospitals’ gross revenue. Harborview 
again came in first at 24 percent, while Swedish First Hill 
and Swedish Cherry Hill were behind at 11.3 percent 
and 8.3 percent, respectively. University of Washington 
Medical Center was close behind at 17 percent and 
Virginia Mason lagged far behind at just over three 
percent.  Only Harborview Medical Center and Univer-
sity of Washington Medical Center exceeded the state 
median of 14.2 percent.22 

Medicaid Revenue as a Percentage 
of Gross Revenue
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A review of this data reveals that Harborview Medical 
Center, more than all other Seattle hospitals, is providing 
the most charity care and serving the most Medicaid 
patients. Conversely, Virginia Mason Medical Center is 
doing very little to make affordable care accessible to 
Seattle’s low-income and uninsured residents. 

Community survey results corroborate these findings. 
Of those surveyed without insurance and with incomes 
under $25,000, 44 percent reported going to Harbor-
view most frequently. Thirty-seven percent reported 
using one of the Swedish hospitals most frequently. Of 
Medicaid recipients surveyed, 40 percent reported that 
they are most likely to receive care at a Swedish hospital, 
as compared with 24 percent at Harborview. Notably, 
despite the fact that Swedish First Hill, Harborview 
Medical Center, and Virginia Mason Medical Center are 
all within blocks of each other, only one in five unin-
sured respondents and only eight percent of Medicaid 
recipients reported attending Virginia Mason Medical 
Center for care.22 These results, coupled with the fact 
that Virginia Mason provides less charity care and 
receives a much smaller amount of revenue from serving 
Medicaid 

Harborview Medical Center’s mission is to serve 
people who are low-income, homeless, new immi-
grants, and the underserved. Survey results indicate 
that Harborview is indeed recognized in the commu-
nity as a place that you can go regardless of income, 
insurance status, nationality, or language. This recog-
nition can lead to negative perceptions and/or reali-
ties. One survey respondent commented that Harbor-
view is “overused because residents think that if you 
don’t have health insurance, you will get care.”23  
Another Seattle resident on Medicaid reported that 
Harborview is “overcrowded and when you are very, 
very ill, a minute seems like an hour.”24 

This study did not measure average wait times at 
hospitals. But in an equitable health care system, 
people who are uninsured or have language needs – 
disproportionately people of color – would feel com-
fortable accessing care at any hospital and wait times 
would not impact any population more than another. 
The fact that Harborview prioritizes caring for the 
underserved does not mean that other hospitals do not 
have a critical role to play in addressing health care 
disparities.  

Conclusion: 

While some Seattle hospitals, such as Harborview Medi-
cal Center, are providing significant care to people of 
color and low-income communities, others are falling 
short. Cost is a major barrier to health care access, 
particularly for people of color who are disproportion-
ately uninsured and low-income. Hospitals that receive 
the generous tax-exemptions and other benefits accorded 
nonprofit institutions have an obligation to serve the 
underserved, and the clearest measures of this charitable 
obligation include charity care provision and service to 
Medicaid patients. Hospitals that are falling short, such 
as Virginia Mason Medical Center, should improve 
outreach and services to communities of color, and local 
and state governments should clarify these obligations 
and hold all hospitals to a high standard.  

Figure 11: Source - Washington State Department of Health

patients, suggests that Virginia Mason could, and should, 
be doing much more to serve the underserved. 



7

Language and Race
Access to Care for Limited-English Speakers 
How a hospital treats people who speak languages other 
than English is a significant factor in access and quality of 
care for people of color. According to the 2000 U.S. 
Census, 20 percent of Seattle residents reported speaking 
a language other than English at home.25 Nationwide, 
one in five limited-English speakers avoid seeking care 
altogether because they are unable to access care in their 
language. 

The right to culturally competent health care in a person’s 
language is written into federal law, in Title VI of the 
1964 Civil Rights Act and again clarified by the Depart-
ment of Health’s standards for Culturally and Linguisti-
cally Appropriate Services (CLAS).26 Yet too often, 
people of color who are limited-English speakers do not 
receive language services or culturally competent care. 
Hospitals play a critical role in providing access to inter-
preters and to translated signage and materials. Hospitals 
can also create welcoming environments and culturally 
competent staff by hiring and training a diverse and 
culturally competent workforce. For this study, 
community-based testing was used to determine whether 
hospitals in Seattle are meeting the needs of diverse popu-
lations and where they can improve.

Access to Interpreters and Information

Community surveys completed for this study reveal that 
many families depend on trained medical interpreters to 
receive health care. Thirty-nine percent of those surveyed 
reported speaking a language other than English.  Of 
those respondents, more than half (52 percent) reported 
that they rely on family members to help interpret when 
they go for health services or they try to get by with their 
limited English skills. Slightly less than half (48 percent) 
of limited English speaking respondents try to rely on a 
professional interpreter at hospitals in order to communi-
cate with hospital staff and doctors. 

Telephonic and site-based testing results reveal significant 
barriers to care for limited English speakers at Seattle 
hospitals. Testers made 77 phone calls and 24 individual 
visits to Seattle hospitals, in both English (40%) and 
Spanish (60%). Overwhelmingly, the aggregate result 
from this testing reveals vast discrepancies in the treat-
ment and information provided to people based on 

language. While 90 percent of English-speaking testers 
felt like the person they spoke with was knowledgeable, 
helpful, and answered their questions, only 16 percent of 
Spanish-speaking testers felt the same way. In fact, the 
other 84 percent of Spanish-speaking testers were either 
hung up on or unable to get answers to any of their ques-
tions. 

When people did receive interpreters, it was not without 
a struggle. Northwest Hospital transferred a Spanish-
speaking caller four times before connecting her with an 
untrained interpreter. Another caller was transferred 
three times and put on hold before an interpreter was 
provided when she called the University of Washington 
Medical Center. Virginia Mason placed a caller on hold 
for a long period of time – more than 10 minutes - before 
an interpreter was finally obtained. The only exception 
was the report of a caller who phoned Harborview’s main 
number and was transferred just once to a very helpful 
and knowledgeable interpreter.

While the lack of availability of interpreter services 
contributes to unequal access to health care for people of 
color, the different treatment of potential patients based 
on their language, race, or ethnicity also impacts access to 
care. Testing results reveal a perceived difference in treat-
ment by hospital staff for English-speakers and Spanish-
speaking, Latino testers. All (100 percent) of the English 
speaking testers reported being treated kindly and were 
thanked for their questions. Conversely, 60 percent of 
non-English speaking testers felt like they were treated 
rudely, and only 40 percent reported being thanked for 
their questions. 

Reports from testers illustrate these results. When one 
site visit tester to the University of Washington Medical 
Center called the number of an interpreter as instructed 
by hospital staff, the visitor received incorrect translations 
and rude responses from the interpreter. Staff at Virginia 
Mason simply pointed a Spanish-speaking visitor to a 
phone number to call for information, and offered no 
assistance. A staff member at the Swedish Cherry Hill 
hospital said, “I don’t speak Spanish. I don’t understand 
anything you are saying,” before proceeding to hang up 
on the caller. An operator at the University of Washing-
ton Medical Center simply said “no” when a caller asked, 
“Habla Espanol?” before hanging up.
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Despite these largely negative results, one hospital stood 
out as providing particularly helpful services to limited-
English speakers. Visitors and callers to Harborview 
Medical Center had the highest number of successful 
calls and visits, and those surveyed also had good things 
to say about their experiences at Harborview. One indi-
vidual on Medicaid said that Harborview “is a welcoming 
place for low-income people.”27  Another respondent 
who had used Harborview’s services stated “refugees and 
immigrants like [Harborview] better, since they always 
have interpreters available.”28 

Signage and Translated Materials
Translated signage and materials, as well as signage indi-
cating the availability of financial assistance, are indica-
tions of a willingness to serve underserved patients and 
create a welcoming environment for patients. Effective 
communication about the processes surrounding inter-
pretation and financial assistance services aids in making 
low-income patients and patients with limited English 
feel more comfortable with a particular hospital.

When people enter either the main lobby of a hospital or 
the hospital emergency room, they are greeted by direc-
tional or informational signs that let them know where 
they need to go for certain services and what services are 
available at the hospital. The following table details the 
kinds of signs observed by the Testing Project in the main 
lobbies and emergency rooms at Seattle hospitals.

Translated Documents and Interpreter Access: 
Site Visit Results 

(includes both Main Lobby & Emergency Room)

Main Lobby and ER

Provided Documents 
On Financial Assistance: English

√  Harborview
√  Swedish First Hill
√  Swedish Cherry Hill
√  UWMC
√  Northwest
√  Virginia Mason

Provided Documents On Financial 
Assistance: Multiple Languages

√  Harborview (Spanish)
√  Swedish First Hill (Spanish)
√  Swedish Cherry Hill (Spanish)

Effective Interpreter Provided in 
Timely Manner

√  Harborview 
√  Swedish First Hill 
√  Swedish Cherry Hill 

When asked, all hospitals were able to provide docu-
ments on how to access financial assistance programs in 
English. However, only Harborview and Swedish hospi-
tals were able to provide such information in other 
languages (Spanish). In addition, Swedish and Harbor-
view were both able to provide an effective interpreter in 
a timely manner; neither University of Washington 
Medical Center, Virginia Mason Medical Center, nor 
Northwest Hospital were able to do so when visited by 
Spanish-speaking testers. For example, staff at Northwest 
hospital sent a Spanish-speaking visitor to three different 
departments before finally finding a radiologist who 
spoke Spanish to translate; a professional interpreter was 
never provided.

Conclusion:

Seattle hospitals are exacerbating disparities in access to 
health care by failing to provide meaningful access to 
interpreters and translated information. Some hospitals, 
particularly Harborview Medical Center and to a lesser 
degree, Swedish Medical Center, perform better than 
others. However, the treatment of limited-English speak-
ers is a cause for significant concern. Hospitals should 
follow emerging best practices for serving diverse patient 
populations, some of which are highlighted in the recom-
mendations section of this report. 

Recommendations:

Hospitals can play a critical role in mitigating racial and 
ethnic disparities in access to health care. By providing 
health care at affordable prices and offering meaningful 
access to financial assistance, hospitals can make services 
more available to people of color who are disproportion-
ately likely to be uninsured or underinsured. The loca-
tion of care also matters. Locating hospitals and satellite 
clinics in underserved neighborhoods where people of 
color and low-income people live can eliminate 
geographic barriers to care. For many recent immigrants, 
who are predominantly but not exclusively people of 
color, language barriers create major access problems. 
Hospitals can address these issues by following clear 
federal laws and guidelines requiring the provision of care 
in the language that patients speak. 
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