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Executive Summary
Overwhelming evidence shows that racial and ethnic minorities are prone to
poorer quality health care than white Americans, even when factors such as
insurance status are controlled. As the nation’s population continues to grow
and diversify, the health care system will have to change and adjust to meet 
the needs of an increasingly multicultural patient base. In 2003, the American
College of Physicians, which is now the largest medical specialty society
in the United States with over 129,000 physicians and medical student 
members, released the paper Racial and Ethnic Disparities in Health Care
(www.acponline.org/ppvl/policies/e000904.pdf). The paper provided a num-
ber of recommendations on how the gulf between racial and ethnic minority
patients and their white counterparts can be closed. Unfortunately, while
progress has been made in some areas, the issue of racial and ethnic disparities
remains a difficult and complex problem to address. This update of the 2003
paper adopts recommendations that still need attention – such as improving
access to health insurance among minorities – and also notes where progress has
been made. 

The sources of racial and ethnic disparities are rooted not only in the
nation’s dysfunctional health care system but also in a number of societal deter-
minants that are touched upon in this paper. An individual’s environment, their
income, level of education, and other factors all affect health or reflect a person’s
health status. If racial and ethnic disparities are to be successfully addressed, the
nation must make a concerted effort to improve the stressors existing both
within and outside of the health care system itself. In addition to the College’s
continued support for a number of recommendations outlined in the 2003
paper, ACP recommends the following: 

Recommendations
Position 1: Providing all legal residents with affordable health insurance
is an essential part of eliminating racial and ethnic disparities in health
care. 

Position 2: All patients, regardless of race, ethnic origin, gender,
nationality, primary language, socioeconomic status, sexual orientation,
cultural background, age, disability, or religion, deserve high-quality
health care.

Position 3: As our society increasingly becomes racially and ethnically
diverse, physicians and other health care professionals need to
acknowledge the cultural, informational, and linguistic needs of their
patients. Health literacy among racial and ethnic minorities must be
strengthened in a culturally and linguistically sensitive manner.  

Position 4: Physicians and other health care professionals must be
sensitive to cultural diversity among patients and recognize that pre-
conceived perceptions of minority patients may play a role in their
treatment and contribute to disparities in health care among racial and
ethnic minorities. Such initiatives as cultural competency training
should be incorporated into medical school curriculae to improve
cultural awareness and sensitivity.  
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Position 5: The health care delivery system must be reformed to
ensure that patient-centered medical care is easily accessible to racial
and ethnic minorities and physicians are enabled with the resources
to deliver quality care. 

Position 6: A diverse health care workforce that is more representa-
tive of the patients it serves is crucial to promote understanding
among physicians and other health care professionals and patients,
facilitate quality care, and promote equity in the health care system.

A. Education of minority students at all educational levels, especial-
ly in the fields of math and science, needs to be strengthened and
enhanced to create a larger pool of qualified minority applicants
for medical school.

B. Medical and other health professional schools should revitalize
efforts to improve matriculation and graduation rates of minority
students. ACP supports policies that allow institutions of higher
education to consider a person’s race and ethnicity as one factor in
determining admission in order to counter the impact of current
discriminatory practices and the legacy of past discrimination prac-
tices. Programs that provide outreach to encourage minority
enrollment in medical and health professional schools should be
maintained, reinstated, and expanded.

C. Medical schools need to increase efforts to recruit and retain
minority faculty.

D.  Efforts should be made to hire and promote minorities in leader-
ship positions in all arenas of the health care workforce.

E. Funding should be continued and increased for programs and 
initiatives that work to increase the number of physicians and
other health care professionals in minority communities.

Position 7: Social determinants of health are a significant source of
health disparities among racial and ethnic minorities. Inequities in
education, housing, job security, and environmental health must be
erased if health disparities are to be effectively addressed. 

Position 8: Efforts must be made to reduce the effect of environ-
mental stressors that disproportionately threaten to harm the health
and well-being of racial and ethnic communities. 

Position 9: More research and data collection related to racial and
ethnic health disparities is needed to empower stakeholders to better
understand and address the problem of disparities.

Racial and Ethnic Disparities in Health Care, Updated 2010
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Background
Racial and ethnic minorities tend to receive poorer quality care compared with
nonminorities, even when access-related factors, such as insurance status and
income, are controlled.1 The Institute of Medicine (IOM) defines disparities as
“racial or ethnic differences in the quality of health care that are not due to
access-related factors or clinical needs, preferences, and appropriateness of
intervention.”2 While other entities, such as the World Health Organization,
have adopted a different view of what constitutes a disparity, major stakeholders
agree that such disparities are unjust and need to be addressed.3

The problem of racial and ethnic health care disparities is highlighted in
various statistics:

• Minorities have less access to health care than whites. The level of unin-
surance for Hispanics is 34% compared with 13% among whites.4

• Native Americans and Native Alaskans more often lack prenatal care in
the first trimester. 

• Nationally, minority women are more likely to avoid a doctor’s visit due
to cost.5

• Racial and ethnic minority Medicare beneficiaries diagnosed with dementia
are 30% less likely than whites to use antidementia medications.6

The sources of racial and ethnic health care disparities include differences
in geography, lack of access to adequate health coverage, communication diffi-
culties between patient and provider, cultural barriers, provider stereotyping,
and lack of access to providers.  Closing the health care disparities gap is a 
difficult, multifaceted task. A study that surveyed 14 racial and ethnic minority
subgroups concluded that health disparities could be narrowed by providing
minorities with better health insurance coverage, more adequate language skills
and assistance, and higher incomes.7 However, the authors noted that other
important factors, such as stereotyping, biases, and uncertainty in the provision
of medical care, would also need to be explored. Closing the disparity gap is not
only morally and professionally imperative, it remains a glaring civil rights
injustice that must be addressed. Since the 1990s, federal government, health
insurers, and other stakeholders have taken an increased interest in addressing
health disparities among minority groups. For instance, the Healthy People
2010 initiative highlighted the elimination of racial and ethnic health disparities
as a prominent public health goal for the next decade. 

Disparities in Health Status

It should be noted that disparities in the health care system contribute to the
overall disparities in health status that affect racial and ethnic minorities. An
individual’s health status is influenced not only by the health care system, but
also environmental, genetic, and social determinants. Racial and ethnic minorities
have present-day health statistics that reflect historical values for whites. For
instance, infant mortality rates among minority groups lag behind those of
whites. Among African Americans, the infant mortality rate was 2.4 times
greater than that of the white population.8 In 2005 (the last year data for all
countries were available), the United States ranked 29th in the world in infant
mortality largely due to the troubling health disparities among racial and ethnic
minorities.9 In addition, African-American men and women have lower life
expectancies than whites.10 One study found that closing the black-white 
mortality gap would eliminate a startling “83,000 excess deaths per year among
African Americans.” 11

Racial and Ethnic Disparities in Health Care, Updated 2010
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Although this paper focuses on the problems within the health care system
that cause and exacerbate health disparities, one cannot discount the social
determinants that affect health. The IOM found that “racial and ethnic dispari-
ties in health care occur in the context of broader historic and contemporary
social and economic inequality, and [that] racial and ethnic discrimination 
[persists] in many sectors of American life” despite legal, legislative, and admin-
istrative efforts to eliminate them. Residential segregation, lack of access to
quality education, and barriers to economic opportunity, among others, are all
factors that play a major part in determining an individual’s health status.12,13,14

If disparities in health are to be alleviated, a comprehensive effort to address all
factors that influence health status must be undertaken. 

The ACP is strongly committed to advocating for increased access to
quality health care for all regardless of race, ethnicity, socioeconomic status, or
other factors. Accordingly, the mission of ACP is, “To enhance the quality and
effectiveness of health care by fostering excellence and professionalism in the
practice of medicine.” The College believes that racial and ethnic disparities in
health care are unacceptable and supports policies that increase access to health
care for all, invest in preventive care, create a more diverse health care work-
force, address societal determinants of health, and expand research into the
causes and solutions regarding racial and ethnic health disparities. Accordingly,
strategic objectives of the College include “improving access to care and elim-
inating disparities, with a focus on expanding health insurance coverage.”15

Position 1: Providing all legal residents with affordable health insur-
ance is an essential part of eliminating racial and ethnic disparities in
health care. 

The United States has made great strides over the past 50 years in improving
access to health care. The number of Americans with access to health insurance,
provided as a benefit through their employer, through a public program such
as Medicare or Medicaid, or by other means, has increased dramatically since
World War II, although 46 million people currently lack health insurance 
coverage. Advancements in medicine, improvements in the public health infra-
structure, and other factors have dramatically increased life expectancy.
However, for many people, especially in communities of color, the benefits of
such medical advancements – particularly due to lack of access to care – have
not been fully realized. While the factors that cause racial and ethnic health care
disparities are complex and often extend outside of the boundaries of health 
policy, perhaps the most significant variable influencing disparities is insurance
status.  An individual with insurance is much more likely to access care.
Minorities are more likely to be uninsured than whites, even when accounting
for work status.16 Nearly 32% of Native Americans/Native Alaskans are unin-
sured, followed by about 31% of Hispanics; whereas, about 11% of whites are
uninsured.17 A literature review conducted for the Kaiser Family Foundation
concluded that health insurance was the single most significant factor explaining
racial disparities in having a usual source of care.18 The 2007 National Health
Disparities Report concurs, stating that based “on analyses of a set of core 
quality measures, the factor most consistently related to better quality is
whether a patient is insured.”19 However, even within the uninsured population,
racial and ethnic minorities fare worse than whites in their ability to access
health care.20

Lack of access to adequate insurance has severe consequences related to a
person’s health status, their ability to receive preventive care, and their ability
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to manage health problems, such as chronic disease. At the individual level,
health insurance improves access to care, health outcomes, and quality of life
and insulates against high medical expenses; on a larger level, health insurance
coverage influences provider practice viability, employee productivity, and 
community health.21 An overwhelming body of evidence suggests that those
without insurance have worse health outcomes and die sooner than those with
health coverage.22 For instance, over one third of the uninsured have a chronic 
disease and are six times less likely to receive adequate care for an illness than
those with insurance.23 Over the past decade, the number of individuals with
insurance has declined while the cost of health coverage has grown considerably,
making it more difficult for employers and individuals to access coverage and
care. The declining number of jobs offering insurance is more of a problem for
minority groups. Three fifths (60%) of the population under the age of 65
receives coverage through employers.24 However, minorities are less likely than
whites to be offered the benefit. Nearly 70% of nonelderly whites receive
employer-based insurance while only 40% of Hispanics receive such coverage.25

Only 48% of African Americans and 43% of Native Americans/Native Alaskans
receive health insurance through their employer. However, Asian Americans/
Pacific Islanders are nearly as likely as whites to receive employer-based insur-
ance.26 Especially during economic downturns, Hispanics and black persons
report more difficulty affording health coverage compared with whites and are
more likely to skip or postpone care due to cost.27 Even among higher income
populations, racial and ethnic minorities are less likely to be insured; in 2007-
2008, almost one third of Hispanic families earning 400% federal poverty level
(FPL) or above lacked coverage compared with 16% of whites.28

Partly because of the difficulty in accessing affordable private health insur-
ance, racial and ethnic minorities are more likely to receive coverage through
public programs. According to 2007 U.S. Census statistics, half of the nation’s
nearly 40 million Medicaid enrollees were racial and ethnic minorities.29

However, Medicaid, a program paid for by federal and state governments, is
often vulnerable in economic downturns, as states with budget problems curb
coverage and decrease enrollment despite increasing need. For instance, a 1 per-
centage point rise in the unemployment rate would increase Medicaid and
State Children’s Health Insurance Program enrollment by 1 million. Despite
the greater need for public health programs in times of economic distress, it is
predicted that states needing to balance their budgets would be forced to reduce
Medicaid and Children’s Health Insurance Program (CHIP) spending by 3 to
4% for every 1% increase in unemployment.30 Disparities are also present in
aspects of Medicare. African Americans are less likely than whites to purchase
supplemental Medicare coverage.31 Further, more minority Medicare benefi-
ciaries than white beneficiaries are considered dual-eligible, receiving coverage
from both the Medicare and Medicaid programs, leaving them particularly 
vulnerable to fluctuations in federal and state spending and policy decisions.32

While many racial and ethnic minorities are enrolled in the Medicaid and
CHIP programs, many more are eligible for such coverage but are not enrolled,
either because they are unaware of their eligibility or face other barriers, such
as limited English proficiency and enrollment process complexities. For
instance, more than 80% of uninsured African-American children and 70% of
uninsured Latino children are eligible for Medicaid or CHIP coverage.33

Streamlined enrollment processes coupled with aggressive outreach efforts to
increase participation among eligible minority groups are essential so more of
the uninsured can get health insurance coverage. Such efforts should be sen-
sitive to the linguistic and cultural needs of the targeted populations.34 Federal
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legislation to reauthorize the CHIP program included increased funding for
outreach and enrollment efforts for the Medicaid and CHIP programs, includ-
ing specific funding for Indian Health Service Providers and Urban Indian
Organizations to enroll Native American children.35 Streamlined citizenship
documentation requirements and electronic enrollment processes were also
included in the CHIP reauthorization to improve enrollment.  

ACP has long supported efforts to expand health coverage to all. In the
ACP paper Achieving Affordable Health Insurance Coverage for All Within
Seven Years, the College recommended that Medicaid be expanded to cover all
individuals with incomes at or below 100% of FPL, that tax-based subsidies be
made available to the uninsured with incomes up to 200% of FPL, and that new
options be made available to small businesses to purchase coverage for their
employees.36 ACP also recommends that tax credit recipients be permitted to
purchase coverage through state purchasing group arrangements modeled after
the Federal Employees Health Benefits Program (FEHBP). In the ACP paper
Achieving A High Performance Health Care System with Universal Access, the
College recommended that federal and state governments consider adopting
one or the other of two pathways to achieving universal coverage: either a 
single-payer system in which one governmental entity is the sole third-party
payer of health care costs, or a pluralistic system with a legal guarantee that all
individuals have access to coverage with sufficient government subsidies and
funded coverage for those who cannot afford to purchase coverage through the
private sector.37

Position 2: All patients, regardless of race, ethnic origin, gender,
nationality, primary language, socioeconomic status, sexual orienta-
tion, cultural background, age, disability, or religion, deserve high-
quality health care.

In addition to expanding access to health insurance, the quality of care that
minority patients receive must also be improved. According to the 2008
National Healthcare Disparities report issued by the Agency for Healthcare
Research and Quality (AHRQ), a number of disparities related to the quality of
care have been exacerbated since the first report in 2003:

• African Americans fared significantly worse on 19 of 38 core quality-of-
care measures considered in the report, and had better care than whites
on only 4 of the core report measures. 

• African Americans are more likely to report poor provider-patient com-
munication than white patients.  

• White patients more often receive recommended advice on exercise and
recommended care for heart attack than Hispanic patients. 

• Native Americans/Native Alaskans are less likely than whites to receive
colorectal cancer screening. 

• Asian Americans are less likely than whites to receive recommended 
hospital care for pneumonia.

The health care quality gap is evident, for instance, in the provision of car-
diac care. African-American patients are less likely than their white counterparts
to receive evidence-based procedures following hospitalization for heart failure,
stroke or acute myocardial infarction and receive delayed access to new cardiac
technology, such as drug-eluting stents.38 The Kaiser Family Foundation and
the American College of Cardiology conducted a comprehensive review of 81
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studies investigating potential racial and ethnic disparities in cardiac care. The
review found that 68 of the 81 studies discovered evidence of disparities in the
cardiac care received by at least one minority group under study. The strong
studies found that even when clinical and socioeconomic factors were con-
trolled for, African-American patients are less likely to receive certain proce-
dures than white patients, particularly diagnostic services, revascularization
procedures, and thrombolytic therapy.39 Disparities also appear in stage of 
cancer at diagnosis and cancer survival rates. African-American patients are
more likely than white patients to receive a late-stage cancer diagnosis, which
undermines the probability of survival. Such disparities exist even among
Medicare-aged patients.40

In addition, a study by Blendon et al. found that 10 of 14 ethnic subgroups
were less likely than whites to believe that the physician care they received was
“excellent” or “good.”41 According to the AHRQ, disparities in the quality of care
received by racial and ethnic minorities are more likely to be the same or
worsening, rather than improving.42 While the issue of health care delivery 
system reform is discussed at length under Position 6, ACP strongly believes that
all individuals, regardless of racial or ethnic background, should have access to qual-
ity care. In the ACP white paper Controlling Health Care Costs While Promoting
the Best Possible Health Outcomes, the College recommends that clinically 
effective care be encouraged and that such care should be based on comparative
effectiveness research and implementation of health information technology.43

Position 3: As our society increasingly becomes racially and ethnically
diverse, physicians and other health care professionals need to
acknowledge the cultural, informational, and linguistic needs of their
patients. Health literacy among racial and ethnic minorities must be
strengthened in a culturally and linguistically sensitive manner. 

Culturally competent care ensures that all patients receive high-quality,
effective care  irrespective of cultural background, language proficiency, socio-
economic status, and other factors that may be informed by a patient’s race 
or ethnicity.44 Lack of cultural awareness can undermine the doctor-patient
relationship. While only half of all patients adhere to medical or prescription
instructions offered by clinicians, rates of adherence are significantly lower for
racial and ethnic minorities.45 Cultural sensitivities must be understood and
respected at all levels of a patient’s care experience. The U.S. Health and
Human Services Administration’s Office of Minority Health has identified a
number of standards that health care organizations and individual providers are
encouraged to use when integrating culturally competent care techniques into
practice. Among the recommendations are that providers should ensure that
patients receive from all staff members “effective, understandable, respectful”
care compatible with cultural and linguistic preferences; that a strategy to
recruit a diverse staff and practice leadership reflecting the patient population
be implemented; and that staff receive ongoing cultural competency training.46

Cultural competency is a key part of delivering patient-centered care; both
concepts stress respect for the patient, clear communication, shared decision
making, and building of the doctor-patient relationship.47

As the nation’s population diversifies, cultural competency will become
more important as clinicians are confronted with different belief systems that
influence their ability or patient receptivity to provider recommendations.
According to one survey, insurers, government entities, and educators expressed
recognition and support for cultural competency training and utilization
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because of its potential to close the gap on racial and ethnic health disparities,
improve health outcomes, and increase access to high-quality care for vulner-
able populations.48

Language Access

Almost a quarter of Americans speak a language at home other than English.
Over 300 languages are spoken in the United States, with Spanish being the
most common language spoken other than English.49 Communication is a crit-
ical component of the doctor-patient relationship. Linguistic barriers make it
difficult for trust to be established and physician recommendations to be 
fulfilled. Those with limited English proficiency (LEP) often receive poorer
quality care and have worse access to care than fluent patients.50 Limited English
proficiency patients seeking psychiatric care are more often diagnosed with
severe psychopathology and are more likely to disregard medical advice and
leave the hospital prior to discharge.51 In addition, LEP patients are less likely
than fluent speakers to use primary care and preventive services. Seventy per-
cent of internal medicine physicians believe that LEP patients have a worse
understanding of basic health information than fluent speakers.52

Communication barriers are a significant problem for many physicians,
especially those who provide care frequently to Medicaid and other public
insurance program beneficiaries. In one survey, 63% of hospitals and 54% of
internal medicine physicians reported treating LEP patients at least weekly
and 84% of federally qualified health centers cared for LEP patients daily.53

According to an ACP survey, internists reported seeing LEP patients speaking
nearly 80 dialects and languages.54 Even after the influential 2002 IOM report
Unequal Treatment highlighted the difficulties of communication between
physicians and other health providers and patients with limited English 
proficiency, the problem has worsened among some groups.55 The IOM report
recommended that health system interventions, such as use of interpreters,
could improve communication for LEP patients. Federal and state laws have
been enacted to facilitate and require access to interpretive and/or translation
services. The Department of Health and Human Services and the U.S. Supreme
Court have interpreted Title VI of the Civil Rights Act to protect citizen LEP
minorities by ensuring that they have access to health care providers receiving
federal funding.56 While a number of federal and state laws are in place to
ensure that LEP patients have access to interpreters, such laws are insuffi-
ciently enforced and gaps in services persist.57 For instance, one emergency
department survey found that 87% of patients without an interpreter thought
these services would have been valuable during the encounter.58 Additionally,
61% of physicians surveyed stated that it was much more difficult to provide
patient care to LEP patients when language services were not available.59

Children may be the only family members who speak English, but they should
not be used as interpreters, as this may place them in situations beyond their
maturity to handle. Health care professionals should also use caution when
using family members or friends of patients as interpreters.

All payers should provide funding for linguistic and interpretive materials
and personnel. Currently, few private insurers cover the cost of language 
services and Medicare does not reimburse for interpreters.60 Only 12 states and
the District of Columbia provide funding for interpreters for Medicaid and
CHIP beneficiaries.61

ACP recognizes the important role of interpreters during medical encoun-
ters for increasing access to care for ethnic and racial minorities. However, the
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cost of providing these services could be exorbitant, and keeping interpreters on
staff would be impractical for most physician practices serving multiple ethnic
and minority populations speaking many different languages. The College 
recommends that language services be available to improve the provision of
health care services to LEP patients, that Medicare reimburse clinicians for the
expense of language services and the additional time involved in providing 
clinical care for LEP patients, and that a national clearinghouse be established
to provide translated documents and patient education materials.62

In 2004, the College released 11 principles to raise awareness of the issue
and guide stakeholders in their efforts to address this important matter. The
lead principle states that “(e)ffective communication between health care
providers and patients is essential to facilitating access to care, reducing health
disparities and medical errors, and assuring a patient’s ability to adhere to treat-
ment plans.”63 The principles were endorsed by a number of other organizations,
including the American Hospital Association, the National Council of La Raza,
and the Joint Commission on the Accreditation of Health Care. The College
continues to emphasize the importance of improving communication between
providers and LEP patients and maintains that this goal is fundamental to
reducing health disparities among minority patients.  

Health Literacy

Health literacy is defined as “the degree to which individuals have the capaci-
ty to obtain, process, and understand basic health information and services
needed to make appropriate health decisions.” 64 Even when a language barrier
is not present between doctor and patient, many patients do not understand
health-related recommendations conveyed by health care professionals.
According to a report by the IOM, nearly half of all Americans have difficulty
understanding and acting upon health information, such as insurance forms,
prescription drug labels, and other medical information.65 The IOM found that
individuals with limited health literacy are more likely to be hospitalized than
those with adequate literacy and to report a lower health status, and that indi-
viduals with low health literacy and chronic disease are less likely to adhere to
disease management regimens.66,67 Health illiteracy is most common among
older adults, individuals with low education levels, and LEP patients. Some racial
and ethnic minorities are particularly likely to have low health literacy. For
instance, only 55% of Central/South American patients report that their 
doctor explains things in a way they understand compared with 81% of whites.68

Physicians and other clinicians can improve the understanding and adherence to
medical orders by asking patients to demonstrate use of their medication 
regimen and by having patients restate recommendations in their own words.69

Such exercises have been shown to improve recall and understanding during the
encounter.70 A survey of federally qualified health centers, free clinics, and migrant
health facilities found that when clinicians used plain language, used illustrations,
and sat face-to-face with the patient, communication was greatly improved.71

The fragmented nature of the nation’s health care system makes medical
care more difficult to navigate and understand. Patients, especially those with
chronic diseases, are often cared for by nurses, primary care physicians, and 
specialists. Better patient engagement by the clinician and staff; clear commu-
nication that is easily understandable to those with limited literacy; and creating
treatments based on a patient’s level of health literacy while acknowledging
cultural inputs and language needs are all ways that may improve patient 
outcomes.72,73
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ACP has supported legislative efforts to improve health literacy. In 2007 the
College endorsed the National Health Literacy Act, which would improve
strategic planning, research, and coordination to strengthen the public’s knowl-
edge of accurate health information. 

Position 4: Physicians and other health care professionals must be
sensitive to cultural diversity among patients and recognize that pre-
conceived perceptions of minority patients may play a role in their
treatment and contribute to disparities in health care among racial and
ethnic minorities. Such initiatives as cultural competency training
should be incorporated into medical school curriculae to improve
cultural awareness and sensitivity.  

The IOM’s Unequal Treatment report discussed the shameful legacy of
discrimination and racism that has plagued our nation’s health care system.
Past segregation of the health care delivery system, from hospitals to small
physician practices, has persisted in the minds of racial and ethnic minority
patients, and the wounds of this tarnished legacy remain. Minority patients are
more likely than their white counterparts to perceive racism in the health care
system and are more prone to delay care because of distrust.74

Unfortunately, whether conscious or not, bias and prejudice do play a role
in the delivery of health care to racial and ethnic minorities. In a study of physi-
cian perceptions of minority patients, physicians surveyed rated African-
American patients as less intelligent, less educated, more likely to abuse alcohol
and drugs, more likely to fail to comply with medical advice and less likely 
to participate in cardiac rehabilitation than white patients.75 Preconceived 
determinations made by health professionals may inform and undermine the
delivery of appropriate care. Physicians must be aware of their preconceived
perceptions of minority patients when delivering care to patients and should
deliver care based on clinical evidence of effectiveness. While there is no
panacea to erasing bias and prejudice in the delivery of health care, efforts to
strengthen understanding through cultural competency training may improve
relations among minority patients and their physician or other health care 
professionals.  

Cultural Competency Training

Racial and ethnic minorities tend to receive less clinical information from their
physician, often believe that their physician is not aware of alternative/folk
medicine therapies used by their community, and tend to feel more removed
from the decision-making process than white patients. Research has also found
that Hispanic, Asian, and African-American patients have diminished trust and
feel less respect from their physicians than white patients.76 Evidence suggests
that the practice of medicine can have a dehumanizing effect on clinicians and
that physicians may become so absorbed by the “culture of biomedicine” that
it may become difficult to relate to those with differing views on the practice of
medicine.77,78 Evidence that cultural competency training can lead to improved
patient outcomes and fewer liability claims exists, although more research is
needed.79

To understand and treat racial and ethnic minorities better, physicians must
engage in cultural competency training at all medical education levels. An
increasing number of medical schools offer pathways to cultural competence
development, but more needs to be done.80 Surveys report that while nearly all
residents believe that addressing cultural issues is moderately or very important,
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about one in five felt they were not prepared to care for individuals whose
beliefs are at odds with Western medicine, new immigrants, or those whose 
religious beliefs affect treatment.81 Proper patient engagement takes time, and
many resident physicians who provide care for racial and ethnic minorities have
expressed concern that time constraints and other pressures related to day-to-
day medical practice do not facilitate cross-cultural communication and under-
standing.82 Many residents also report that they lack professional mentorship in
the area of cross-cultural care and receive little evaluation of skills. Other 
evidence suggests that existing cultural competency measures are insufficient to
produce meaningful change among providers.83

In the ACP 2003 paper Racial and Ethnic Disparities in Health Care, the
College recommended that the Liaison Committee on Medical Education and
the Accreditation Council for Graduate Medical Education develop compe-
tencies of cultural knowledge for medical schools and residency programs and
require these competencies, as well as guidance on how to accomplish them, of
all medical schools and residency programs. Since that paper was published, the
LCME has issued an accreditation standard requiring all medical schools to
incorporate cultural competence into their curricula. ACGME has issued its
own standards.84 The Association of American Medical Colleges has developed
the Tool for Assessing Cultural Competence Training to assist medical schools
in developing and integrating cultural competency content into school 
curriculum.85

Increased interest and validation of the importance of cultural competence
by the medical community is encouraging. Better understanding between those
of different cultures and primary languages is critical to closing the health 
disparities gap and improving care. 

Position 5: The health care delivery system must be reformed to
ensure that patient-centered medical care is easily accessible to racial
and ethnic minorities and physicians are enabled with the resources
to deliver quality care. 

The fragmented, disconnected nature of the American health care system
plays a role in creating health disparities among racial and ethnic minorities.
Even when minorities have health insurance, they often face significant obsta-
cles in navigating the health care system and  cannot access preventive care and
disease management benefits available in predominantly white communities.
Communities of color usually have fewer health care workers per person than
do white communities, and safety-net hospitals and clinics often form the bulk
of available providers. Physicians who care for minorities are more often over-
worked and underpaid compared with those who predominantly treat white
patients.86,87 Racial and ethnic disparities are exacerbated by provision of low-
quality care and the fact that many minorities lack access to a regular health care
provider. For instance, African Americans are more likely than whites to use an
emergency department, community health clinic, or hospital as their regular
source of care.88

Patient-Centered Care 

Having access to a usual source of care increases the likelihood that a person will
seek preventive care, leading to improved health status over the long run.
Unfortunately, Hispanics and African Americans in particular are less likely
than whites to have access to a regular source of care.89 Decreased access to
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ambulatory care means that chronic and acute conditions are less likely to 
be properly treated, leading to preventable hospitalizations. In addition, 
physicians that primarily serve African Americans report greater difficulty in
delivering high-quality care, referring patients to high-quality specialists, and
accessing high-quality imaging services for their patients than do primary care
doctors that mostly serve white patients.90 Areas with a largely white population
had higher-quality care than those with a mostly black and/or Hispanic 
population, arguing that racial and ethnic disparities can be reduced if overall
geographic disparities in health care are mitigated.91 Minorities lack sufficient
access to preventive care, such as diagnostic screenings and vaccinations. For
instance, Hispanics are less likely than other racial and ethnic communities to
have cholesterol measurements and colorectal cancer screenings.92 Asian
Americans, despite having high rates of insurance and income, often have low
rates of preventive care.93 In addition, minorities are less likely than whites to
receive recommended inpatient hospital treatment for pneumonia and heart
failure.94

Much emphasis has been placed on the need to transform the way health
care is delivered to incentivize prevention and patient-centered care rather than
reactive care. ACP is a strong proponent of the concept of patient-centered care
and believes that such care will improve the bond between doctor and patient,
strengthening trust, communication, understanding, and health outcomes.  In
the ACP paper Achieving Affordable Health Insurance Coverage for All Within
Seven Years, the College recommended that the federal government provide
dedicated funding to states that have requested federal support for efforts to
redesign their health care delivery programs to achieve measurable expansions
of health insurance coverage, and to redesign health care financing and deliv-
ery systems to emphasize prevention, care coordination, quality, and the use of
health information technology through the Patient-Centered Medical Home
(PCMH).95 The College also expressed its support for service delivery reforms
that promote patient-centered, longitudinal, coordinated care in the paper 
A System in Need of Change: Restructuring Payment Policies to Support
Patient-Centered Care.96

The College strongly supports wide implementation of the PCMH model,
a prevention-focused method of care delivery defined by the Commonwealth
Fund as “a health care setting that provides patients with timely, well-organized
care, and enhanced access to providers.” 97 Evidence shows that when racial and
ethnic minorities receive care through the PCMH model, health disparities are
reduced. A survey conducted by the Commonwealth Fund found that patient’s
access to needed care, rates of routine preventive screening, and chronic care
management improved dramatically when they had a medical home. Specifically,
74% of adults with a medical home surveyed reported that they always received
the care they needed, compared with 52% of adults without a medical home
provider. Access disparities among whites and racial and ethnic minorities are
lessened when care is received through the medical home model; according to
the survey, three fourths of whites, African Americans, and Hispanics with
medical homes reported getting the care they needed when they needed it.98

Other disparities in indicators of high-quality care, such as receipt of preven-
tive visit reminders and ability to manage chronic disease, also improve when
a patient has a medical home. A study by Reschovsky and O’Malley found that
primary care physicians who treat many minority patients face unique challenges
in the delivery of care compared with physicians who see few minority patients,
such as language barriers, poorer health status of the average patient, and
reliance on Medicaid or private managed care insurance reimbursements, which
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rarely cover the full cost of delivering care.99 Primary care physicians in “high-
minority” practices also express greater difficulty than those in “low-minority”
practices in receiving timely reports from other physicians, and state that 
inadequate time during office visits affected their ability to provide high-
quality care. The study concluded that if Medicaid reimbursement rates were
increased to those of Medicare, a number of impediments to functioning as a
patient’s medical home would be alleviated for physicians who see many minority
patients. 

Minority patients are more likely than whites to receive care in an envi-
ronment other than a doctor’s office or private clinic.100 More than 1 out of 5
Hispanics and 1 out of 13 African Americans use a community health center as
their regular source of care.101 Federally qualified health centers should be sup-
ported as a medical home since a disproportionate number of minority patients
receive care through these facilities. Alabama, for instance, allows Medicaid
patients who participate in the primary care case management system to 
designate their medical home.102

Position 6: A diverse health care workforce that is more representa-
tive of those they serve is crucial to promote understanding among
health providers and patients, facilitate quality care, and promote
equity in the health care system.

A. Education of minority students at all educational levels, especially
in the fields of math and science, needs to be strengthened and
enhanced to create a larger pool of qualified minority applicants
for medical school.

B. Medical and other health professional schools should revitalize
efforts to improve matriculation and graduation rates of minority
students. ACP supports policies that allow institutions of higher
education to consider a person’s race and ethnicity as one factor
in determining admissions in order to counter the impact of current
discriminatory practices and the legacy of past discrimination
practices. Programs that provide outreach to encourage minority
enrollment in medical and health professional schools should be
maintained, reinstated, and expanded.

C. Medical schools need to increase efforts to recruit and retain
minority faculty.

D. Efforts should be made to hire and promote minorities in leader-
ship positions in all arenas of the health care workforce.

E. Funding should be continued and increased for programs and 
initiatives that work to increase the number of physicians and
other health care professionals in minority communities.

Workforce

Racial and ethnic minorities are severely underrepresented among American
health care workers. Although African Americans, Hispanics, and Native
Americans make up over a quarter of the nation’s population, in 2007 African
Americans accounted for only 3.5%, Hispanics 5%, and Native Americans/
Native Alaskans 0.2% of physicians.103 Similar workforce disparities are found
among some Asian subgroups, such as Samoans and Cambodians.104 As the
nation’s population grows more diverse, we will need a workforce that reflects
the country’s racial and ethnic diversity if the disparity gap is to be closed.
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There are many benefits to having a multicultural workforce. According to the
IOM report In the Nation’s Compelling Interest, diversity in the health pro-
fession is connected to better access for minority patients, improved patient sat-
isfaction, strengthened cultural competence and sensitivity among other health
professionals, and overall improved academic performance for students of the
health professions. 

A number of studies show that underrepresented minority providers are
more likely to treat minority patients, improving access to care for underserved
populations. Racial and ethnic minority physicians are also more likely to care
for the indigent and patients with poor health status than nonunderrepresented
minority physicians.105 Racial and ethnic minorities also express greater satis-
faction with the care they receive if their provider is of the same racial or 
ethnic background.106 While there are immense benefits to racial concordance
(the ability for a patient to be treated by a practitioner of the same racial and/or
ethnic background) in the health professions, the College does not believe that
racial and ethnic minority practitioners should be forced or required in any way
to practice in underserved areas or treat primarily minority communities.   

Medical Education

Historically, minority health professions students have faced systematic 
discrimination that has placed significant barriers to entry into the medical
profession. The number of minority medical school graduates lags significantly
behind the number of graduating white students. In 2008, only 2,447 of more
than 16,000 medical school graduates were African American, Hispanic, and
Native American.107

Colleges and universities must facilitate a cultural change that puts student
body diversity at the core of their mission. Diversity in the health professions
student body has a positive effect on all students, not just underrepresented
minority students. Cultural competency among physicians and other practi-
tioners is crucial to delivering patient-centered care for racial and ethnic
minorities.108 Students immersed in a diverse student body may have improved
cultural competency and cross-cultural training than those trained in a more
racially and ethnically homogenous academic center. Other evidence has shown
that interaction with a diverse student body may improve the learning outcomes
of all students, not just those studying medicine. Further, health care–related
businesses may benefit from a diverse workforce due to the improved relations
and effectiveness that can be achieved with improved cultural and linguistic
competencies.109

In the 2003 edition of this position paper, the College expressed emphatic
support for medical school admissions policies that took into account an appli-
cant’s race and ethnicity. Medical schools that consider such variables often
admit more underrepresented minority students than schools that do not 
consider an applicant’s race or ethnicity. Some evidence shows that minority 
students admitted under race-conscious policies are as likely as nonminority 
students to graduate, pass their licensing boards, and achieve professional com-
petency objectives during residency.110 In the 1990s, minority representation in
America’s medical schools began to increase, and with it, so did opposition
from critics of race-conscious admissions policies. In 1996, Californians
approved Proposition 209, which prohibited the consideration of race and 
ethnicity in college admissions at the state’s public academic institutions. After
the proposition was enacted, the number of applicants and admitted under-
represented minority students dropped precipitously. 
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In 2003 the U.S. Supreme Court issued a ruling regarding Grutter v.
Bollinger, a case that challenged the University of Michigan’s race-conscious
admissions policies. The Court decided in favor of the university’s affirmative
action policy, stating that it did not violate the constitutional rights of non-
minority students at the school. More important, the Court affirmed the 
benefits of a diverse student body not only for academia but also for the nation
as a whole, stating that ensuring a diverse mix of students was in the nation’s
“compelling interest.” ACP filed an amicus brief in support of the University
of Michigan regarding the Grutter v. Bolinger case. However, in Gratz and
Hamacher v. Bollinger et al., in which ACP also filed an amicus brief, the U.S.
Supreme Court ruled against Michigan’s affirmative action policy, deciding
that the undergraduate admissions process arbitrarily favored minority 
applicants because it automatically distributed points to such applicants.111

Efforts to improve the access of racial and ethnic minority students to higher
education continue to be threatened. In the face of such challenges, schools have
sought to implement other policies that do not rely on affirmative action, such
as “percent policies,” in which the top academic achievers from high schools are
automatically accepted to a college or university regardless of other factors, but
these have generally not been successful in raising the number of underrepre-
sented minority admissions.112 Once minority students interested in medicine
are admitted to undergraduate programs, interventions should take place to
ensure that such students reach medical school. Summer mentoring programs
established by the Robert Wood Johnson Foundation and similar initiatives by
the University of California system have been successful in helping minority
students gain admission to medical school.113

Since many underrepresented minority students come from modest-income
households, efforts must be made to ensure that competent minority students
are not forced out of school because of the cost of a professional education.
Programs like the federal government’s Health Careers Opportunity Program
seek to assist disadvantaged students in their health professions education by
funding mentoring, outreach, and financial aid, among other activities. In 
addition, the College is a strong supporter of the programs under Title VII of
the Public Health Service Act, which ensure a well-trained and diverse health
professions workforce through scholarship and loan repayment programs, 
faculty development, and grants to improve training and access to care in under-
served areas. Unfortunately, the capricious nature of federal appropriations has
undermined the ability of these programs to fulfill their respective missions.
Academic medical centers must change to ensure that the diversity of the nation
is reflected in the student body so that the medical community of the future can
be better prepared to care for the different patients it will encounter. 

Faculty

Health professions schools should increase the number of underrepresented
minority faculty members. Evidence shows that racial and ethnic minority 
faculty can have a profound impact on minority students, acting as mentors and
providing new scholastic challenges and insights. Medical schools and other
health professions institutions should actively recruit such faculty. Once faculty is
hired, efforts should be made to address position-related concerns, such as
tenure and ability to conduct research.114
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Position 7: Social determinants of health are a significant source of
health disparities among racial and ethnic minorities. Inequities in
education, housing, job security, and environmental health must be
erased if health disparities are to be effectively addressed.

Health status is influenced not only by access to health care but also by
socioeconomic determinants, such as income and availability of nutritious foods,
the environmental health of the community, and access to early childhood 
education. These social factors are well beyond the scope of the health care 
system, but stakeholders and policymakers must also address such factors that
play a part in influencing the health of minority communities. 

Income and Education

An individual’s socioeconomic status, particularly their income and education
level, is among the myriad factors that influence health. Lower-income indi-
viduals, regardless of race or ethnicity, are often in poorer health than those in
higher income brackets. An individual’s income may influence a number of
other determinants of health status, such as one’s access to educational oppor-
tunities, decent medical care, and affordable housing in a healthy community.115

Mortality rates for heart disease are two or three times higher for low-income
African American and white individuals than middle-income individuals, and
impoverished people are more likely to die prematurely.116,117 Still, racial and 
ethnic disparities exist in the lower- and middle-income brackets as heart 
disease mortality among African-American women is at least 50% higher than
for comparable white women. 

A person’s level of education also affects health status. People with higher
levels of education live longer and have higher incomes than those with less
education.118 People with limited education are at a higher risk for cardiovascular
disease.119 The same study concludes that education may be the strongest 
predictor of good health and that education may influence health because it
facilitates problem-solving and acquisition of socioeconomic skills that may
prevent the adoption of adverse habits.

Better-educated people are more likely to have occupations for which they
are offered health insurance and to manage their health. Some argue that a 
significant investment in education, rather than increased focus on medical
technology advancement, would alleviate the dramatic health disparities of
racial and ethnic minorities. One study found that eight times as many deaths
would be averted “if mortality rates among adults with inadequate education
were the same as those among individuals at higher education levels.”120

Further, evidence suggests that reporting of chronic conditions varies based on
an individual’s education level.

Improved focus on reducing disparities in education must be made if the
health disparity gap is also to be closed. Investments in early childhood educa-
tion and after-school programs for underserved minorities should be made to
ensure academic success later in life. Head Start programs, which provide early
education to low-income children, have been shown to improve early develop-
ment.121 Evidence shows that black and white children who attended a Head
Start program were more likely to receive a measles immunization than those
who had not enrolled in such a program. Further, children who were enrolled
in early childhood education programs are less likely than those not enrolled to
engage in high-risk activities, such as smoking and illicit drug use.122 In addition,
children who regularly attended after-school programs have markedly increased
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academic performance, including gains in math test scores, compared with 
students who are unsupervised after school. After-school program participants
also show gains in teacher reports of work habits.123

Physical fitness education is even more important to combat the increasingly
sedentary habits of young children. The Robert Wood Johnson Foundation
Commission to Build a Healthier America recommends that education funding
should be tied to whether K-12 schools have ensured that children are allotted at
least half of their daily recommended physical activity a day. 124

Unfortunately, a number of significant barriers impede the growth of
minority students in the health professions. Among the greatest impediments
of social justice faced by racial and ethnic minorities is unequal access to 
adequate educational opportunities. A lack of educational preparedness – large-
ly the result of inequities in primary education – poses a challenge to students
hoping to enter the medical professions. Racial and ethnic minorities are dis-
proportionately low-income and are often educated at schools with insufficient
financial resources, less-qualified teaching staff, and fewer advanced courses.
Minority students are less likely to graduate compared with white students.
One in 5 Latino and 1 in 10 African-American students drop out of high school
compared with 1 in 13 white students.125

The College supports efforts at the primary education level to improve
awareness and interest in the health professions among underrepresented
minority students. Education policy experts, academics, and other stakeholders
concur that interventions must begin as early as possible to prepare minority
students adequately. Recent efforts by the federal government, such as the
America COMPETES Act, seek to promote interest in and provide escalated
resources for math and science education. In addition to improving outcomes
in math and reading education, sustained partnerships to develop and encourage
future health professionals should be developed between primary schools, 
institutions of higher learning, and the medical community. For instance, the
Junior Doctors Academy established by the Fresno Unified School District
and the University of California prepares disadvantaged students for the rigors
of a health professions education.126

Public Education Campaigns

Certain racial and ethnic minority groups have higher rates of chronic disease
than whites. For instance, diabetes rates among African Americans, Hispanics,
and Native Americans are higher than among whites, and among Native
Americans the prevalence is a startling 2.8 times the population average rate.127

Diabetes-associated disease rates, such as coronary artery disease and kidney dis-
ease, are also higher among some minority groups. As mentioned elsewhere in
this paper, ACP strongly supports reforming the health care delivery system
towards patient-centered, primary care–focused interventions that seek to pre-
vent, rather than just treat, diseases such as diabetes. In addition to health care
delivery system reform, public education campaigns targeted at high-risk groups
should also be utilized to educate citizens about healthy living, the importance
of prevention, and risk factors that contribute to preventable illness. The
Centers for Disease Control and Prevention has initiated the Racial and Ethnic
Approaches to Community Health (REACH) program in 40 communities to
develop coalitions to address the prevalent disparities in those communities.
The REACH program’s community-driven focus ensures that campaigns are
tailored to the needs of the local population and reflects the culture of the
community. In South Los Angeles County, California, age-adjusted death rates
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from diabetes and heart disease for African Americans are higher than the rates
for other groups in the county. A likely reason for this disparity is inadequate
access to nutritious foods and an overabundance of fast-food restaurants.
Further, physical activity opportunity was also less available in South L.A.
County than elsewhere in the area. The CDC partnered with community
groups in the area and developed a plan to attract more grocery stores and 
facilitate physical activity. In addition, the Los Angeles City Council approved
a measure to prohibit new fast-food restaurants in certain South L.A. areas for
at least 1 year.128

Marketing of Harmful Products

The 2003 edition of this paper noted that the marketing of harmful products,
such as tobacco, alcohol, and unhealthy food to minority populations con-
tributes to the higher morbidity and chronic disease rates in minority popula-
tions. Since then, there have been some strides in curbing marketing targeted
to minorities, but the problem still exists and threatens to undermine efforts to
close the disparities gap. In 2008, a higher percentage of non-Hispanic black
men used tobacco compared with whites.129 In 1998, the U.S. Surgeon General
released a report documenting how tobacco companies market cigarettes more
heavily to minorities and especially how menthol cigarettes, a more harmful
type of cigarette, are overwhelmingly targeted at minority communities.130

Since the Surgeon General’s report was issued over a decade ago, little has
changed regarding the marketing of such damaging products. From 1998 to
2005, money spent on magazine advertising for menthol cigarettes has increased
from 13% of total advertising expenditures to 49%.131 African Americans are
disproportionately diagnosed with tobacco-related illness even though the 
percentage of African Americans who smoke is similar to that of whites.132

ACP has supported legislative efforts to empower the Food and Drug
Administration to regulate tobacco products. On June 22, 2009, President
Obama signed the Family Smoking Prevention and Tobacco Control Act,
granting the FDA authority to limit the amount of nicotine in tobacco products,
curb marketing of tobacco products to minors, ban use of misleading labeling
such as the words “low-tar” and “light,” and other steps to regulate the tobacco
industry.133 In addition to tobacco products, evidence shows that some minority
groups are exposed to a significant level of unhealthy food marketing. Obesity
rates among African Americans and Hispanics are higher than those of whites,
and much of this can be attributed to diet.134 Advertisements for unhealthy
foods, such as soda and candy, are aired at a higher rate during television shows
that are popular among African Americans compared with those intended for
the general audience.135

According to the National Institutes of Health, some minority groups
report higher levels of alcohol use than whites. African-American youths were
disproportionately exposed to more alcohol marketing through magazines in
2004, as well as certain malt liquor radio advertisements.136 Hispanic youths
were exposed to more alcohol advertisements per capita than other youths in
general.137 In the IOM report Reducing Underage Drinking: A Collective
Responsibility, the IOM states that the alcoholic beverage industry has a 
societal obligation to cease marketing that appeals to youngsters.138 
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Violence and Crime

Violence and crime have a disproportionate impact on minority neighbor-
hoods.139 The perception of neighborhood safety is positively associated with
physical exercise, an effect more noted in minority than white neighborhoods.
Neighborhoods with a higher incidence of violent crime are less likely to have
quality recreational facilities and grocery stores offering better nutritional
options, thus promoting better dietary choices.140 Additionally, neighborhoods
with a higher incidence of crime are also less likely to have convenient medical
facilities for primary care services, exacerbating the difficulties with health care
access.

Position 8: Efforts must be made to reduce the effect of environ-
mental stressors that disproportionately threaten to harm the health
and well-being of racial and ethnic communities. 

An individual’s environment can have a significant impact on his or her
overall health status. Twenty-five percent of preventable illnesses worldwide are
tied to poor environmental quality.141 Environmental dangers, such as poor air
quality or rampant lead contamination, can harm the health of the communi-
ty.  Housing segregation of low-income minorities is a likely contributor to the
elevated rate of exposure to environmental stressors as poor and/or racial and
ethnic minorities often live close to “noxious land use” areas, such as industrial
sites or hazardous dumping areas.142,143 For instance, a study found that between
1961 and 1998, an above-average percentage of minority residents of New
York City resided within a designated manufacturing zone.144 Efforts had been
made to expand manufacturing zones in areas with a high proportion of minority
residents, below-average incomes, and lower-than-average rates of home own-
ership. Similarly, people in areas where agriculture is the prominent industry
have expressed concern about the effects of exposure to pesticides, fertilizers,
and other chemicals used in farming.145 Racial and ethnic minorities are dis-
proportionately exposed to harmful environmental toxins in their communities,
workplaces, and schools.146 Asthma rates, among African Americans in particular,
abound in areas where environmental dangers persist. In some areas of the
country, one in four African Americans is diagnosed with asthma, a chronic res-
piratory disease.147 Factors influencing asthma include exposure to air pollutants,
like automobile and power plant emissions. As such, studies have shown that
children who live near freeways are more likely to be diagnosed with asthma
than other youths. Other research shows that a disproportionate number of
Hispanics and Asian and Pacific Islanders reside in areas that fail to meet air
quality level standards.148 In addition, other toxic pollutants, such as mercury, are
disproportionately found in women of certain racial and ethnic minorities.
Exposure to mercury can cause neurologic damage in fetuses and children and
may have a negative effect on the body’s nervous immune and cardiovascular
systems.149

Addressing health disparities that are the effect of environmental stressors is
a complex and difficult task. Despite growing attention in the 1990s from the 
federal government through the establishment of the Environmental Protection
Agency’s Office of Environmental Equity (later renamed Office of Environmental
Justice), as well as academic stakeholders, such as the IOM, more action needs to
be taken to monitor and rectify the harmful effect of environmental stressors on
minority communities. Targeting the underlying causes of exposure to environ-
mental dangers, such as housing segregation, income inequality, the community
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effects of violent crime, and air and water pollution, would probably reduce 
current patterns of illness. In addition, policymakers should develop a set of
measures to track environmental stressors and how they contribute to the health
disparities of racial and ethnic minorities. 

Position 9: More research and data collection related to racial and eth-
nic health and health care disparities is needed to empower stake-
holders to better understand and address the problem of disparities.

While research into the existence and effects of racial and ethnic health care
disparities has grown in the past decade, more research and coordinated data
collection are needed to fully understand the scope of the problem and guide
potential solutions. Early efforts to collect data on health disparities, such as the
Healthy People 2010 initiative and the National Healthcare Disparities Report
(NHDR), have yielded substantial insight into the prevalence of racial and 
ethnic health disparities, but gaps still exist. For instance, the 2006 NHDR was
unable to gather substantial data quality and access data measures for the Native
Hawaiian or other Pacific Islander classification and had similar difficulty 
producing data on Asian/Pacific Islander and individuals listing two or more
racial classifications.150 The success of other initiatives, such as the Health
Disparities Collaborative, which seeks to address racial and ethnic health 
disparities through improved linguistic and culturally competent primary care
access delivered through federally qualified health centers, has been difficult to
determine because data regarding the initiative’s effect on disparities has not
been directly measured.151

In 1998, the Office of Management and Budget (OMB) released standards
for racial and ethnic disparities data collection; however, these measures have
been criticized in part because they fail to adequately reflect racial and ethnic
subgroups, such as the Vietnamese within the Asian/Pacific Islander category.152

In response to these concerns and others related to the confusion of tracking
disparities data, AHRQ commissioned the IOM to study and release recom-
mendations on the subject. The result of that request, 2009’s Race, Ethnicity,
and Language Data: Standardization for Health Care Quality Improvement,
recommended that more ethnicity subcategory options be offered in addition
to the OMB racial and ethnic categories.153 Since not all subcategories are 
relevant to all areas of the nation, categories that reflect the local population can
be separated from the national data to ensure compatibility. The IOM also
recommended that data be collected on a patient’s preferred language to better
determine language proficiency and language preference during health care
encounters. Further, use of electronic health records systems will facilitate 
coordination and data comparisons across systems and care settings. 

Legislative efforts at the federal level to improve data collection have
recently been signed into law. The Medicare Improvements for Patients and
Providers Act of 2008 directs the Secretary of HHS to determine best practices
in the collection of racial and ethnic health care disparities in Medicare bene-
ficiaries and release them to Congress for implementation.154

Additionally, a number of states have taken action to increase the collection
of racial and ethnic health data. Massachusetts and California have mandated
health plans to collect such data. Massachusetts also requires hospitals to 
collect racial and ethnic patient health data. In addition, New Jersey’s state
government and hospitals have partnered to compile data. While partnerships
are useful, legislation requiring data collection has the most significant impact
on action to increase collaboration across systems and providers.155
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More research is needed into the effects of environmental stressors on
health status. Payne-Sturges and Gee recommend identifying measures that
include such focus areas as residential segregation, drinking water quality, 
pesticide contamination, and additional emerging issues.156 The IOM reached
a similar conclusion that data on environmental effects on health was not 
abundant and that more research was needed to determine the relationship
between environmental stressors and their effect on health status. The report
further recommended that federal, state, and local public health agencies 
coordinate their efforts to collect data on environmental health information and
its link to community health.157

Conclusion
Racial and ethnic disparities in health care result from the interaction of 
multiple complex factors, including past and current discrimination in health
care, genetics, unequal educational opportunity, income and health care access
disparities, cultural beliefs, and community systems. There is no easy solution
to closing the health care disparities gap, but it is a moral imperative that appro-
priate resources be brought to bear to address these differences. The College
believes that while improving access to quality care, reforming the health care
delivery system, improving cultural and linguistic understanding, diversifying
the health care workforce, and improving the inequities in the social influences
of health may not fully close the disparities gap, achieving these worthy goals
would dramatically improve the lives of all people and the future of the nation. 
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