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INTRODUCTION

The elimination of racial and ethnic disparities in health has become a
national priority in the United States (/). These disparities have many causes
and potential solutions. In the landmark Unequal Treatment report, the
Institute of Medicine reviewed and highlighted racial and ethnic disparities
in healthcare as an important factor contributing to disparities in health out-
comes (2). This report concluded with a strong call for action to eliminate
racial and ethnic disparities in the US healthcare system. Since 2003, the
federal government has issued an annual National Healthcare Disparities
Report to monitor racial, ethnic, and socioeconomic disparities in access to
care and quality of care. Whereas the initial report released by the federal
Department of Health and Human Services generated considerable contro-
versy and debate about the content and interpretation of key findings (3),
subsequent reports have become a useful tool for tracking national trends in
disparities across a wide array of quality measures. In 2004, this report
found that lower quality of care was experienced by African Americans for
two-thirds of measures, by Hispanics for one-half of measures, and by
American Indians/Alaskan Natives for one-third of measures (4).

In this chapter, five principles are presented (Table 1) to guide policymak-
ers, healthcare leaders, and healthcare professionals seeking to reduce and
ultimately eliminate racial and ethnic disparities in healthcare. These princi-
ples are based on clinical and policy experience, review of the research lit-
erature on healthcare disparities, and findings and recommendations of key
reports from the Institute of Medicine (2) and the American College of
Physicians (5). The principles have been refined with input from an advisory
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Table 1
Principles for Eliminating Racial and Ethnic Disparities in Healthcare

. Provide insurance coverage and access to high-quality care for all Americans
. Promote a diverse health-care workforce
. Deliver patient-centered care
. Maintain accurate and complete race/ethnicity data to monitor disparities in care
. Set measurable goals for improving quality and ensure that goals are
achieved equitably for all racial and ethnic groups
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committee of clinical and academic leaders in minority healthcare convened
by the Minority Health Institute. The principles address aspects of access to
care and quality of care that are especially important for minority popula-
tions in the United States, including African Americans, Latinos, Asian
Americans, Native Hawaiians and other Pacific Islanders, and American
Indians and Alaska Natives.

PRINCIPLE 1: PROVIDE INSURANCE COVERAGE
AND ACCESS TO HIGH-QUALITY CARE FOR ALL AMERICANS

Rates of health insurance coverage differ substantially by race and ethnicity
for children and adults under 65 years of age in the United States (Fig. 1).
Compared with white Americans, African Americans, Asian Americans,
and Pacific Islanders are about twice as likely to be uninsured, and Latinos,
Native Americans, and Alaska Natives are approx 3 times as likely to lack
insurance. Nearly all elderly Americans are covered by the Medicare program,
but elderly individuals in minority groups are less likely to have private
supplemental insurance coverage that enhances access to physicians and
hospitals (6).

The adverse consequences of lacking health insurance for individuals,
families, and communities have been well documented in a series of reports
from the Institute of Medicine (7—/0). Uninsured adults and children are
less likely to have a regular source of primary care and less likely to receive
effective health services. Studies of several national cohorts have demon-
strated that uninsured adults experience higher overall mortality rates
(11-13) and are more likely to die of conditions, such as hypertension, dia-
betes, breast cancer, and HIV infection, for which early detection and effec-
tive treatment can clearly improve outcomes (/3—15). Approximately 80%
of uninsured Americans are members of working families (7). However, the
proportion of people with no insurance are particularly high among low-
income minority families because private insurance is either unavailable to
low-wage workers or premiums are prohibitively expensive (e.g., >10% of
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Fig. 1. Probability of being uninsured by race and ethnicity, US nonelderly pop-
ulation, 2004 (59).

annual household income). Therefore, public insurance programs, such as
Medicaid and the State Children’s Health Insurance Program, play a crucial
role in providing coverage for minority individuals. Expanding eligibility
for these programs to cover a larger proportion of people with low incomes
would be particularly beneficial for minority Americans, especially if
such expansions were coupled with more effective efforts to enroll those
who are eligible for these programs.

In addition to providing insurance coverage for all Americans, clinicians
and hospitals that provide care to minority Americans must be well supported
to deliver high-quality care. Because of geographic residential patterns and
historical sources of care, approx 20% of primary care physicians in the
United States treat approx 80% of African American patients (/6). Many of
these physicians and their healthcare organizations face barriers to provid-
ing optimal care, including larger burdens of uncompensated care, fewer
technical resources such as electronic medical records, and less access to
high-quality specialists for their patients. Whereas universal insurance cov-
erage would provide financial access to a broader range of healthcare
providers for minority Americans who are currently uninsured, many of
these individuals will continue to seek care from local physicians, health
centers, and hospitals that are most convenient and familiar to them.
Ensuring that these clinicians and organizations have well-trained personnel
and high-quality technical resources, including effective health-information
systems, will be important components of systemic approaches to eliminate
racial and ethnic disparities in healthcare.
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Safety-net organizations such as community health centers and public
hospitals play a substantial role in caring for minority patients, particularly
those with low incomes and immigrants. Many of these organizations rely
on federal, state, or local government funding to support healthcare for poor
patients who are disproportionately from minority groups. Therefore, pro-
viding resources and training to promote quality improvement in these
organizations will have particular benefits for minority patients who are at
risk of experiencing health disparities. The Health Disparities Collaboratives
sponsored by the federal Health Resources and Services Administration are
a tangible example of ongoing efforts to improve quality of care for minority
patients served by federally qualified health centers (/7).

PRINCIPLE 2: PROMOTE A DIVERSE
HEALTHCARE WORKFORCE

Promoting greater diversity in the healthcare workforce can provide a
stronger foundation for efforts to eliminate healthcare disparities. African
Americans, Latinos, and Native Americans remain substantially underrepre-
sented among physicians and nurses relative to the corresponding proportions
of these racial and ethnic groups in the United States. In the 2000 Census,
African Americans (12.3%) and Latinos (12.5%) together compromised one-
quarter of the US population, but they represented less than one-tenth of all
physicians (4.4 and 5.1%, respectively) and only one-eighth of all registered
nurses (8.8 and 3.3%, respectively [18]). In 1980, 5.1% of all US medical
school graduates were African Americans, and 3.1% of graduates were
Latino. By 2004, these proportions have risen modestly to 6.5 and 6.4%,
respectively (18), but they still represented only about half of the correspon-
ding proportions of African Americans and Latinos in the US population. To
address gaps in the diversity of the healthcare workforce, primary, secondary,
and university educational systems serving minority students must ensure that
their students are well prepared and inspired to pursue healthcare careers.

A more diverse healthcare workforce could help to reduce disparities in
several ways. First, minority physicians and nurses are more likely to have
had personal experiences of healthcare disparities in their own lives or
through the experiences of family members and friends. Such experiences
can have a galvanizing effect on their professional careers, motivating them
to lead efforts to address disparities in their healthcare organizations and
communities. Second, by sharing their insights about how racial and ethnic
disparities in care arise with colleagues who are white or international medical
graduates (and thus less familiar with the experiences of minority Americans),
minority health professionals can help to promote shared efforts to provide
more equitable care. Third, a more diverse workforce can offer minority
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patients greater opportunities to be treated by a clinician of the same racial
or ethnic group if they prefer this option for cultural or linguistic reasons.
Some evidence suggests, for example, that minority patients rate the qual-
ity of their communication with racially concordant physicians more
highly (19,20). One study has found that African Americans and Latino
patients who perceive discrimination in the healthcare system are more
likely to prefer a physician of their racial or ethnic group, and patients who
prefer racially or ethnically concordant physicians are more satisfied if
they have one (21).

However, evidence is limited about whether minority patients experience
more appropriate technical quality of care or better health outcomes when
treated by racially or ethnically concordant physicians. In a study of white
and African American patients hospitalized for acute myocardial infarction,
comparably lower rates of cardiac catheterization were experienced by
African American patients whether their attending physicians were white or
African American (22,23). Further research will be needed to determine
whether improved communication is consistently found when minority
patients are treated by physicians of their own racial or ethnic group, and
whether this improved communication is associated with more appropriate
treatment and better health outcomes.

Promoting greater opportunities for minority Americans to pursue profes-
sional careers in healthcare is an essential goal. It is also important to recog-
nize, however, that most minority patients will continue to be treated by health
professionals of a different racial or ethnic group, even if minority enrollment
in health professional schools and training programs were immediately and
substantially increased. Therefore, health professionals of all racial and ethnic
groups must develop the skills to provide care effectively for the increasingly
diverse US population.

PRINCIPLE 3: DELIVER PATIENT-CENTERED CARE

Patient-centered care is a core aim of high-quality healthcare as defined
by the Institute of Medicine in its Crossing the Quality Chasm report (24).
Moreover, a focus on patient-centered care may be one of the most impor-
tant tools for achieving equitable care. Components of patient-centered care
include treating all patients with respect, understanding their expectations
and preferences, ensuring they are fully informed and offered appropriate
treatment options, responding promptly to symptoms, and providing well-
coordinated care (25,26). Recent research on these patient-centered domains
indicates that nonwhite patients and non-English-speaking patients face an
increased risk of suboptimal care. Among patients with colorectal cancer in
California, African American, Latino, and Asian/Pacific Islander patients



382 Ayanian and Williams

have reported significantly higher rates of problems with coordination of
care, the strongest correlate of lower ratings of quality of care for all racial
and ethnic groups (26,27). Patients in this study who did not speak English
at home reported even more problems with their cancer care.

Implementing standards for culturally appropriate care in healthcare
organizations and training healthcare professionals to interact effectively
with patients of varied racial and ethnic backgrounds are key elements of
patient-centered care. In 2001, the federal Office of Minority Health released
national standards for cultural and linguistically appropriate services (CLAS)
in healthcare (28). These 14 standards were developed to guide healthcare
professionals and organizations in caring for patients of varying cultural
backgrounds, particularly those with limited English proficiency. The CLAS
standards emphasize culturally competent care, language access services, and
organizational supports for culturally competent care. The importance of
professional translation services (as required by federal law) is underscored
in the CLAS standards, recognizing that language barriers are an especially
significant contributor to disparities in quality of care.

Cross-cultural education and cultural competency training have become
more prominent over the past decade in medical school, residency programs,
and continuing education for health professionals (2), but evidence for the
effectiveness of such programs to improve care for minority patients and
reduce disparities is not well developed (29-31). Three states (New Jersey,
California, and Washington) have passed legislation mandating cultural com-
petency training for healthcare professionals as a requirement for licensure
renewal, and other states are contemplating similar legislation. Programs
that provide a sustained focus and support for cultural competency are more
likely to have lasting effects than brief programs that merely introduce the
concepts of cultural competency without ongoing support for healthcare stu-
dents and professionals.

PRINCIPLE 4: MAINTAIN ACCURATE AND COMPLETE
RACE/ETHNICITY DATA TO MONITOR DISPARITIES IN CARE

Effective measurement is a cornerstone of efforts to monitor and improve
the quality of care. Healthcare organizations must have data on their patients’
race and ethnicity to determine whether the quality of care is equivalent
across racial and ethnic groups (32,33). Furthermore, data on patients’ race
and ethnicity are essential to assess whether programs and incentives that are
implemented to improve the quality of care are also effective in reducing dis-
parities. A number of data systems have been developed in recent years to
monitor the quality of care in hospitals and health plans (34—36), but many of
these systems do not require the collection of race, ethnicity, and language
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data that could be used to monitor disparities in care. Healthcare organiza-
tions that are responsible for improving care often do not have the capacity to
assess disparities in their own patient populations (32). Many healthcare
organizations have not consistently recorded patients’ race and ethnicity
because of concerns that collecting these data may be legally unacceptable or
that it could be offensive to some patients (37). Among organizations that
have collected patients’ race and ethnicity, these data have often been
recorded by clerical or administrative staff based on patients’ physical
appearance, rather than from patients’ own reports of their race and ethnicity.
Similar inconsistencies have occurred in racial and ethnic data obtained for
federal and state healthcare programs (38). In the enrollment database of the
Medicare program, for example, racial designations of white and African
American beneficiaries are very accurate, with sensitivities of 97% and 95%,
respectively, when compared with self-reported data in the Medicare Current
Beneficiary Survey. However, the designations for Hispanic, Asian, and
Native American beneficiaries are much less accurate (39).

Healthcare providers, hospitals, and health plans have a crucial role to
play in consistently collecting self-reported race and ethnicity directly from
patients (17,32). Recent evidence indicates that most patients are willing to
report their race and ethnicity to healthcare organizations if they understand
that this information will be used to monitor and improve the quality of care
(40). Public and private agencies that accredit healthcare organizations,
such as state health departments and the Joint Commission on Accreditation
of Healthcare Organizations, have the potential to accelerate the collection
of race and ethnicity data from patients by making it a standard data ele-
ment during accreditation reviews. For organizations that are not yet able to
collect their patients’ race and ethnicity routinely, geocoding of residential
addresses can be used to identify the predominant racial or ethnic groups in
patients’ census tract or block group (4/). Such geocoding is most useful to
identify African Americans who live in predominantly African American
neighborhoods (42). For Asian American and Latino patients, analyses of
surnames are another method for determining race and ethnicity with rea-
sonable accuracy (42,43).

PRINCIPLE 5: SET MEASURABLE GOALS FOR IMPROVING
QUALITY AND ENSURE THAT GOALS ARE ACHIEVED
EQUITABLY FOR ALL RACIAL AND ETHNIC GROUPS

In its Crossing the Quality Chasm report, the Institute of Medicine identi-
fied equitable care as one of six core aims for high-quality healthcare systems
(24). Equitable care was defined as “care that does not vary in quality due to
personal characteristics, such as gender, ethnicity, geographic location, or



384 Ayanian and Williams

socioeconomic status.” In this report, equity was emphasized as a cross-
cutting aim that should be applied to each of the other five core aims,
including effectiveness, efficiency, patient-centeredness, timeliness, and
safety. However, despite a steadily growing national emphasis on measuring,
monitoring, and improving the quality of healthcare over the past decade,
most quality monitoring and improvement programs have not included an
explicit focus on disparities or equity. Addressing inequalities in quality as a
central theme of quality improvement has the potential to move the elimina-
tion of healthcare disparities from a peripheral position on the health policy
agenda to a much more central position (32,44).

Several recent studies have demonstrated that broad efforts to improve
quality—without tailoring for specific racial and ethnic groups—have been
successful in enhancing quality for specific indicators related to processes of
care. With improvements in overall quality, disparities in some of these
process indicators have been substantially narrowed or eliminated for patients
with reasonable access to care. Examples of these concomitant effects on
quality and disparities in process measures have included hemodialysis dos-
ing (45), diabetes testing (46,47), use of B-blockers after acute myocardial
infarction (46), assessments of ventricular function, and use of angiotensin-
converting enzyme inhibitors or angiotensin receptor blockers for congestive
heart failure (48), and adjuvant chemotherapy for colon cancer (49).

However, some studies have also demonstrated that measures of clinical
outcomes have not improved as steadily, particularly for African American
patients. Less effective control of glucose, blood pressure, and cholesterol
has been observed for African American patients compared with white
patients with diabetes mellitus, hypertension, or heart disease (46,47,50).
Similarly, among patients with end-stage renal disease, hematocrit, and
serum albumin levels have remained significantly lower for African
Americans than for whites (45). These and other differences in clinical out-
come measures likely contribute to the substantial racial disparities in life
expectancy for African Americans relative to white Americans (51,52).
Racial disparities in mortality related to hypertension, diabetes, ischemic
heart disease, and HIV infection—conditions that have highly effective
therapies—together account for 40% of the disparity between African
Americans and whites in life-years lost before age 75 (53).

Distinguishing differences in quality and outcomes by race and ethnicity
between and within healthcare organizations is an important priority for
disparities research (54). If racial disparities arise primarily because minority
patients are treated in lower quality hospitals or ambulatory practices, then
efforts to eliminate disparities must focus on improving care at these sites or
making other sites that provide better quality of care more accessible to
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minority patients. Alternately, if racial disparities exist within a wide range of
healthcare organizations, then more systemic solutions will be required to help
most healthcare organizations care for minority patients more effectively.

Recent studies have begun to distinguish the varied impact of racial dispar-
ities in care that occur between and within healthcare organizations for dif-
ferent types of services or outcomes. Differences between hospitals that serve
larger and smaller proportions of African American patients are a major
factor contributing to disparities in treatment and outcomes for hospital-
based services, such as acute myocardial infarction care or major cardiovas-
cular or cancer procedures (55-58). In contrast, racial differences in clinical
outcomes of major chronic conditions in primary care, including control of
glucose and cholesterol for patients with diabetes and control of blood pres-
sure for patients with hypertension, are more pervasive across both higher
and lower quality health plans and medical groups (46,47). An important
focus for future research is to identify the strengths and limitations of quality
improvement programs and their impact on racial and ethnic disparities in
quality of care and clinical outcomes across a wide range of organizations,
geographic areas, and medical conditions. Particular emphasis should be
placed on developing, evaluating, and disseminating programs that are
successful in improving the health outcomes of minority patients, thereby
reducing or eliminating racial and ethnic disparities in these outcomes.

Numerous publicly and privately funded organizations in the United
States have interrelated mandates to develop evidence-based quality measures,
monitor the quality of healthcare organizations and providers, and pro-
mote quality improvement in healthcare. Examples of these organizations
include the National Quality Forum (www.qualityforum.org), National
Committee for Quality Assurance (www.ncqa.org), and state and regional
Quality Improvement Organizations (www.medgqic.org) funded by the
Centers for Medicare and Medicaid Services to evaluate and promote the
quality of healthcare for Medicare beneficiaries. With their well-established
focus on quality of care, these organizations could play a substantial role in
reducing healthcare disparities by embracing and explicitly linking these
two issues in their efforts to improve care.

CONCLUSION

The five principles presented to eliminate racial and ethnic disparities in
healthcare can be implemented at multiple levels of the US healthcare system
by federal and state governments, health plans, hospitals, medical groups,
and healthcare professionals. Disparities in health have deep social and
economic origins related to discrimination, segregation, and socioeconomic
deprivation across generations of American society. Healthcare professionals
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can begin to redress these disparities in health by ensuring that high-quality
healthcare is provided equitably regardless of patients’ race or ethnicity.
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