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THE HONORABLE LOUIS W. SULLIVAN, M.D. 

Louis W. ~ullivan, M.D., is chairman of the board of the National Health Museum in Atlanta, 
Georgia, and is also chairman of the Washington, D.C.-based Sullivan Alliance to Transform 
America's Health Professions. Additionally, he serves as chair of the President's Commission on 
Historically Black Colleges and Universities, and was co-chair of the President's Commission on 
HIV and AIDS from 2001-2006. 

Dr. Sullivan is the founding dean and first president of Morehouse School of Medicine (MSM). 
With the exception of his tenure as secretary of the U.S. Department of Health and Human 
Services (HHS) from 1989 to 1993, Dr. Sullivan was president of MSM for more than two 
decades. On July 1, 2002, he retired and was appointed president emeritus. He continues to 
support the school, including its national fund-raising activities. 

A native of Atlanta, Dr. Sullivan graduated magna cum laude from Morehouse College in 1954, 
and earned his medical degree, cum laude, from Boston University School of Medicine in 1958. 
He is certified in internal medicine and hematology, holds a mastership from the American 
College of Physicians and is a member if Phi Beta Kappa and Alpha Omega Alpha academic 
honor societies. 

Dr. Sullivan was instructor of medicine at Harvard Medical School from 1963-64, and assistant 
professor of medicine at Seton Hall College of Medicine from 1964-66. In 1966, he became co
director of hematology at Boston University Medical Center and, a year later, founded the Boston 
University Hematology Service at Boston City Hospital. Dr. Sullivan remained at Boston until 
1975, holding positions as assistant professor of medicine, associate professor of medicine, and 
professor of medicine. 

Dr. Sullivan became the founding dean and director of the Medical Education Program at 
Morehouse College in 1975. The program became The School of Medicin~ at Morehouse College 
in 1978, admitting its first 24 students to a two-year program in the basic medical sciences. In 
1981, the school received provisional accreditation of its four year curriculum leading to the M.D. 
degree, became independent from Morehouse College and was re-named Morehouse School of 
Medicine, with Dr. Sullivan as dean and president. In ·1983, MSM became a member of the 
Atlanta University Center (AUC). MSM was fully accredited as a four-year medical school in 
April 1985 and awarded its first 16 M.D. degrees in May of that year. 

Dr. Sullivan left MSM in 1989 to accept an appointment by President George H.W. Bush to serve 
as secretary of the U.S. Department of Health and Human Services. In this cabinet position, Dr. 
Sullivan managed the federal agency responsible for the major health, welfare, food and drug 
safety, medical research and income security programs serving the American people. In January 
1993, he returned to MSM and resumed the office of president. 

In March 2008, Dr. Sullivan was appointed to the new Grady Hospital Corporation board of 
Trustees. In June, 2008, Dr. Sullivan accepted appointments to (a) the Health Disparities 
Technical Expert Panel (HDTEP) of the Centers for Medicare and Medicaid Services (CMS) of 
the U.S. Department of Health and Human Services (HHS) and (b) an Institute of Medicine 
Committee, "Improving the Organization of the U.S. Department of Health and Human Services 
to Advance the Health of Our Population." 

He is also a member .of the boards of Africare in Washington, D.C. and of ~allaway Gardens in 
Pine Mountain, Georgia. 
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Dr. Sullivan is the recipient of more than 55 honorary degrees, including an honorary doctor of 
medicine degree from the University of Pretoria in South Africa. 

Dr. Sullivan currently serves on the following corporate boards: Henry Schein, United 
Therapeutics, Emergent Biosolutions, and BioSante Pharmaceuticals. He is retired from the 
boards of General Motors, 3M, Bristol Myers Squibb, CIGNA, Household International (now 
HBSC), and Equifax. 

A member of numerous medical organizations, including the American Medical Association and 
the National Medical Association, Dr. Sullivan was the founding president of the Association of 
Minority Health Professions Schools (AMHPS). He is a former member of the Joint Committee 
on Health Policy of the Association of American Universities and the National Association of 
Land Grant Colleges and Universities. 

Dr. Sullivan is a member of Alpha Phi Alpha Fraternity, Sigma Pi Phi Fraternity and I 00 Black 
Men of America. 

He is married to Ginger, an attorney, and they have three grown children: Paul, a radiologist; 
Shanta, an actress; and Halsted, a television comedy writer. They have. two grandchildren, Paul 
Jr. and Brent Sullivan. 

Updated April 2009 
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Rubens J. Pamies, M.D., F ACP 
Vice Chancellor for Academic Affairs 

Dean for Graduate Studies 
Professor of Internal Medicine 

Neoiasha 
Medical Center 

Rubens J. Pamies, M.D., has served as vice chancellor for academic affairs, dean for graduate studies and 
professor of internal medicine at the University of Nebraska Medical Center (UNMC) since September 2003. 
Prior to that, Dr. Pamies was chai1man of the department of internal medicine and The Edward S. Harkness 
Professor of Medicine at Meharry Medical College School of Medicine. He also was chief of service in the 
department of internal medicine at the Metropolitan Nashville General Hospital. While in Nashville, he was a 
professor of medicine in the School of Medicine at Vanderbilt University Medical Center. 

Born in Haiti, Dr. Pamies' family moved to New York when he was six. Dr. Pamies received his baccalaureate 
degree in 1981 from St. John's University and his medical degree in 1986 from the State University of New 
York at Buffalo. He completed his residency at Cornell-North Shore University Hospital in the internal 
medicine primary care track. 

Recognized widely for his expertise in health disparities, Dr. Pamies was recently selected as a new member 
and chair of the Advisory Committee on Minority Health for the U.S. Department of Health and Human 
Services' Office of Minority Health. In 2005, he collaborated with former United States Surgeon General, Dr. 
David Satcher, to author and edit one of the first textbooks addressing inequalities in health care titled, 
"Multicultural Medicine and Health Disparities." Their collaboration began when Dr. Pamies was associate 
dean for student affairs at Case Western Reserve University School of Medicine. Because of their \\'.Ork, The Dr. 
David-Satcher- Dr. Rubens J. Pamies Scholarship for Academic Excellence for Minority Students was 

atablished at Case Western Reserve University School of Medicine. 

• Dr. Pamies served as principal or co-investigator on a number of grants, which include an NIH sponsored 
Center for Reducing Asthma Disparities, the Agency for Healthcare Research and Quality (AHRQ) Sponsored 
Center for Improving Patient Safety, the REACH 2010 Project (Meharry component), the NIH planning grant 
for clinical research in minority institutions and the Robert Wood Johnson Foundation Summer Medical and 
Dental Education Program (SMDEP), one of 12 sites in the U.S. 

His influence spans across the U.S. through his service on a number of national, regional and local boards and 
community groups. Dr. Pamies is a contributor to the Institute of Medicine's report for research and reducing 
health disparities. He is a test committee representative for the National Board of Medical Examiners. chairman 
of the Building Bright Futures adolescent behavioral health task force in Omaha and a former member of the 
Public Health Advisory Committee for the Congressional Black Caucus Foundation, Inc. In addition, he is a 
member of Alpha Omega Alpha Medical School Honor Society and the recipient of numerous awards for his 
community work, including a lifetime achievement award from the Association of Haitian Physicians. 

Dedicating his academic medical career to minority health issues, Dr. Pamies created the first office of minority 
affairs at the University of South Florida College of Medicine in 1991. He also served as chief of the general 
internal medicine division at Mount Sinai Medical Center in Cleveland. 

His achievements at UNMC include establishing the Virginia-Nebraska Alliance, a partnership with five 
Historically Black Colleges/Universities to address the shortage of minority health care professionals; and the 

r41ccessful advancement of a new College of Public Health which includes a Center for Reducing Health 
visparities. Dr. Pamies has been featured in more than 100 articles in medical journals, newspapers and 

magazines including Essence magazine; has presented at numerous national and international conferences on 
topics such as health disparities, health care, medical education and minority medical ,:vorkforce trends;· a11d has 
appeared on local and national news programs including CNN and C-SPAN. 

He is married to Michelle Austin Pamies, Esq. She is a senior attorney for Union Pacific Railroad. 
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Print - Resident Scholar 

AMERICAN ENTERPRISE INSTITUTE 
far PuBuc PouCY R.EsEARCH 

SCHOLARS AND FELLOWS 

SallySatel 
Resident Scholar 

Contact Information 

Email: ssatel@aei.org 
Phone: 202-862-5920 
Fax: 202-862-7178 
Assistant: Kristin Viswanathan 
Assistant Email: kristin.viswanathan@aei.org 
Assistant Phone: 202-828-6037 • 

Biography 

Page I of I 

Sally Sat el, M.D., a practicing psychiatrist and lecturer at the Yale University School of Medicine, examines mental health policy as well as political trends in 
medicine. She has served on the advisory committee of the Center for Mental Health Services of the Substance Abuse and Mental Health Services Administration 
and was a member of the Fowler Commission that investigated sexual misconduct at the U.S. Air Force Academy in summer 2003. Her books range from PC, 
M.D.: How Political Correctness Is Corrupting Medicine (Basic Books, 2001) and One Nation under Therapy (St. Martin's Press, 2005), coauthored 
with Christina Hoff Sommers, to lVhenAltruism Isn't Enough: The Case for Compensating Organ Donors (AEI Press, 2009). Her interest in 
transplant policy stems from her experience as the recipient" of a donated kidney in 2006. 

Experience 

,. Staff Psychiatrist, Oasis Drug Treatment Clinic, Washington, D.C., 1997-present 
• Lecturer, 1995-present; Assistant Professor of Psychiatry, 1988-95; Resident in Psychiatry, 1985-88, Yale University School of Medicine 
• Member, National Advisory Council for the Center for Mental Health Services, 2002-2005 
• Member, Panel to Review Sexual Misconduct Allegations at the U.S. Air Force Academy (Fowler Commission), 2003 
• Professional Staff Member, Committee on Veteran's Affairs, U.S. Senate, 1996-97 
• Consultant, Special Committee on Aging, U.S. Senate, 1995-96 
• Staff Psychiatrist, District of Columbia Superior Court Pretrial Program, 1995-96 
• Visiting Research Scientist, University of Pennsylvania School of Medicine, 1994-96 
• Robert Wood Johnson Health Policy Fellow, Labor and Human Resources Committee, U.S. Senate, 1993-94 
• Staff Psychiatrist, West Haven VA Medical Center, 1988-93 

Education 

M.D., Brown University 
M.S., University of Chicago 
B.S., Cornell University 

You can find more on lhis scholar online at hllp://www.aei.org/scholar/69 

hnn://www.aei.om:/orint?oub=scholar&oubld=69&authors= 5/19/2009 
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Amitabh Chandra is a Professor of Public Policy at the Harvard 
Kennedy School of Government. He is a Research Fellow at the IZA 
Institute in Bonn, Germany, and at the National Bureau of Economic 
Research (NBER) in Cambridge, Massachusetts. His research focuses 
on productivity and expenditure growth in healthcare, racial disparities 
in healthcare, and the economics of neonatal health and cardiovascular 
care. His research has been supported by the National Institute of 
Aging and the National Institute of Child Health and Development, and 
has been published in the American. Economic Review, the Journal of 
Political Economy; the Journal of Labor Economics, Journal of Policy 
Analysis and Management, Circulation, the American Heart Journal, 
and Health Affairs. He serves as an editor of the Journal of Human 
Resources, Economics Letters, and the American Economic Journal
Applied. He has been a faculty member at Dartmouth and MIT, and 
has been a consultant to the National Academy of Science, the Robert 
Wood Johnson Foundation, and the RAND Corporation. He is the 
recipient of .an Outstanding Teacher Award, the first-prize recipient of 
the Upjohn Institute's International Dissertation Research Award, the 
Kenneth Arrow Award for best paper in health economics, and the 
Eugene Garfield Award for the impact of medical research. 
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BIO for Peter B. Bach, MD, MAPP 

Dr. Bach is a member of the Health Outcomes Research Group in the Department 
of Epidemiology and Biostatistics, and a pulmonary and critical care physician in the 
Department of Medicine. His main research interests are in assessing and improving the 
quality of cancer care. His work has focused particularly on improving the quality of care 
for African-American patients in Medicare, including cancer care. His work has shown 
that low quality of care contributes to excess mortality for African Americans with lung 
cancer, and that limited access to high quality primary care physicians may reduce care 
quality more generally for African Americans. He also studies the link between cigarette 
smoking, lung cancer, and early detection, and has developed statistical models that can 
be used to predict the probability that someone will develop lung cancer based on their 
age and smoking history. These models were recently used to demonstrate that CT 
screening for lung cancer may not benefit patients, in that people who are screened 
appear to die of lung cancer at the same rate as if they had not been screened, despite CT 
screening detecting many early lung cancers and leading to many diagnostic tests, 
invasive procedures and surgeries. 

Dr. Bach is also engaged in healthcare policy work. In 2005 and 2006 he served 
as Senior Adviser to the Administrator of the Centers for Medicare and Medicaid 
Services (CMS) in Washington, DC, where he oversaw the agency's cancer initiatives, 
evidence development work through conditional coverage, and data policy. In that role, 
he was a liaison to other health agencies, including the FDA, NIH, and AHRQ. He 
currently serves as a member of the Institute of Medicine's National C~cer Policy 
Forum. He is the recipient of the Boyer award for clinical research, was the previous 
incumbent of the Frederick Adler faculty chair, and has been the recipient of grants from 
the National Cancer Institute, the National Institute of Aging, and the American Lung 
Association. 

Dr. Bach is a graduate of Harvard College, the University of Minnesota Medical 
School, and the University of Chicago School for Public Policy. He conducted his 
medical residency and sub-specialty fellowship at the Johns Hopkins Hospital in 
Baltimore, MD. During the 1994 Rwandan Civil War, he provided medical care to 
refugees in Goma Zaire. 

Selected Publications: 

Bach PB, Jett JR, Pastorino U, Tockman MS, Swensen SJ, Begg CB. Computed 
tomography screening and lung cancer outcomes. JAMA. 2007; 297:953-61. 

Bach PB, McClellan MB. The first months of the prescription-drug benefit--a CMS 
update. N Engl J Med. 2006; 3-54:2312-4. 
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Bach PB, Pham HH, Schrag D, Tate RC, Hargraves JL. Primary care physicians who 
treat blacks and whites. N Engl J Med. 2004; 351:575-84. 

Bach PB, Kattan MW, Thornquist MD, Kris MG, Tate RC, Barnett MJ, Hsieh LJ, Begg 
CB. Variations in lung cancer risk among smokers. J Natl Cancer Inst. 2003; 95:470-8. 

Bach PB, Schrag D, Brawley OW, Galaznik A, Yakren S, Begg CB. Survival of blacks 
and whites after a cancer diagnosis. JAMA. 2002; 287:2106-13. 

Bach PB, Cramer LD, Schrag D, Downey RJ, Gelfand SE, Begg CB. 
The influence of hospital volume on survival after resection for lung cancer: 
N Engl J Med. 2001; 345:181-8. 

Bach PB, Cramer LD, Warren JL, Begg CB. Racial differences in the treatment of early
stage lung cancer. N Engl J Med. 1999; 341 :1198-205. 





Garth N. Graham, M.D., M.P.H. 
Deputy Assistant Secretary for Minority Health 

-"'\ 
r. Garth N. Graham is the Deputy Assistant Secretary 

for Minority Health in the Office of Minority Health at the 
Department of Health and Human Services. 

The Office of Minority Health (OMH) was created by the U.S. 
Department of Health and Human Services (HHS) in 1985 as a 
result of the Report of the Secretary's Task Force on Black and 
Minority Health. The office operates under the provisions of the 
Health Professions Education Partnerships Act of 1998. The 
mission of thf: OMH is to improve the health of racial and ethnic 
populations through the development of effective health policies 
and programs that help to eliminate health disparities. These 
populations include Blacks/African Americans, American Indians 
and Alaska Natives, Asian Americans, Native Hawaiians and Other 
Pacific Islanders and Hispanics/Latinos. 

As \he Deputy Assistant Secretary for Minority Health, Dr. Graham 
reports to the Assistant Secretary for Health and works closely with 
all agencies throughout the Department. The Office of Minority 
Health develops and coordinates Federal health policy that addresses 
minority health concerns and ensures that Federal, State and local health programs take into account the needs of 
.. ">advantaged, racial and ethnic populations. 

Dr. Graham serves as the Executive Director of the HHS Council on Health Disparities. The Council is comprised of 
senior Jeadership across the department, which coordinates and tracks progress on disparities related projects 
undertaken by the department. He was previously appointed a White House Fellow and special assistant to former 
Secretary Tommy G. Thompson at the Department of Health and Human Services. The White House Fellows 
program is America's most prestigious program for leadership and public service. 

Dr. Graham has significant experience working in minority communities. He founded the Boston Men's 
Cardiovascular Health Project, a project designed to identify behavioral explanations for decreased adherence to 
adequate diet and exercise by African American men. Dr Graham was the Founding Senior Editorial Board Member 
of the Yale Journal of Health, Law, Policy, and Ethics, served on the Editorial Board of the Yale Journal of Biology 
and Science, and was a reviewer for the Journal of Health Services Research. He also served on the Public Health 
Executive Council of the Massachusetts Medical Society, the Board of Directors of Physicians for Human Rights, 
Chairman of the American Medical Association/MSS National Minority Issues Committee and on the St_eering 
Committee of the Boston Men's Health Coalition. Dr. Graham has taught on the Faculty of the Observed Structured 
Clinical Exam at Harvard Medical School and has authored scientific articles and presentations on cardio:vascular 
disease, HIV/AIDS, and community medicine and medical education. 

Dr. Graham earned an M.D. from the Yale School of Medicine, where he graduated cum laude. He was inducted into 
the Alpha Omega Alpha medical honor society and named a Yale President Public Service Fellow. He also earned an 
M.P.H. from the Yale School of Epidemiology and Public Health with a focus in health policy administration. 
"•·. Graham completed his residency in Internal Medicine at Massachusetts General Hospital and was also a Clinical 

tlow at Harv~rd Medical School. He has received numerous accolades for his leadership and service in promoting 
health. including the 2002 American Medical Association Leadership Award, the Partners in Excellence Award and 
the Miriam Kathleen Dasey Award from Yale Medical School. 
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Dr. Herman A. Taylor, Jr., M.D., M.P.H., FACC, FAHA 
Professor of Medicine and Attending Physician, 

Division of Cardiology, 
University of Mississippi Medical Center; 

Visiting Professor of Biology, 
Division of Natural Sciences 

Tougaloo College; 
Clinical Professor of Epidemiology and Preventive Medicine, Jackson State University; 

Director/Principal Investigator, 
Jackson Heart Study, 

Jackson, Mississippi 

Dr. Herman A. Taylor holds positions at the three institutions that are partners in the Jackson 

Heart Study (JHS). In 1998, Taylor came to Jackson, Mississippi to lead the landmark JHS, the largest 

population-based study of heart and related diseases ever undertaken in African Americans. While the 

study seeks to answer questions about cardiovascular disease risk in the African-American population, it 

also provides historically black colleges and universities experience in large-scale epidemiological 

research. In addition, a new generation of African-American students is able to prepare for leadership 

roles in science and medicine. The JHS is funded by the National Heart, Lung and Blood Institute and the 

National Center on Minority Health and Health Disparities of the National Institutes of Health. 

A native of Birmingham, Alabama, where he was a National Merit Scholar, Taylor attended 

Princeton University and then Harvard Medical School. After a year's internship at Harvard's Mount 

Auburn Hospital, he spent the next tw9 years in the Miami, Florida, Liberty City neighborhood with the 

National Health Service Corps. His experience gave him an intimate view of a neighborhood that had 

been the scene of riots just the year before and the health issues faced by Haitian and Cuban refugees. 

The Miami experience convinced him that he should spend his energies making the fruits of American 

medicine and medical research available to everyone. 

After completing a residency in Internal Medicine at the University of North Caroli nil at Chapel 

Hill and a Cardiology Fellowship at the University of Alabama in Birmingham (UAB), he was appointed 

to the UAB faculty and served as Attending Cardiologist at the University Hospital, the Birmingham 

Veterans Medical Center, and the Cooper Green Hospital. During his nine (9) years on faculty at UAB, 



0 he established clinical and research interests in preventive cardiology, acute coronary syndromes, and 

ethnic disparities in cardiovascular health. At UAB, Taylor was the first African-American Chief 

Cardiology Fellow and the first Black Cardiologist on the faculty. He was the founding Medical Director 

of the UAB Hospital Cardiopulmonary Rehabilitation Service and was lead investigator on several studies 

•funded by the National Institutes of Health (NIH). 

0 

0 

Dr. Taylor founded Heart to Heart (HTH), a non-profit organization that provides cardiac surgical 

services for children from the developing world. HTH, which began as a single act to save one African 

child with Tetralogy-of-Fallot, evolved into a program changing the lives of scores of children from five 

(5) continents. His dedication to patient care and research led to his receipt of multiple awards for 

excellence in research. 

Taylor is listed as one of the Best Doctors in America. In 2005, he was named the first Aaron 

Shirley Chair for the Study of Health Disparities at the University of Mississippi Medical Center. 

in April 2008, he will be named Physician of the Year by the American Heart Association and will 

receive the Award of Excellence from the Thurgood Marshall Foundation. In March 2008, he was named 

Public Health Hero by the UAB School of Public Health, and he spoke at the first New Investigators and 

Minority Investigators Banquet at the American Heart Association's Council on Epidemiology and 

·Prevention. 

Dr. Herman Taylor is married to Dr. Jasmine Pugh Taylor, a Psychiatrist and Associate Vice 

Chancellor for Multicultural Affairs at the University of Mississippi Medical Center. They have three 

children: Matthew, Johnathan and Jaylen. 

The Jackson Heart Study is transforming a history of African Americans' Heart disease into a 

le~acy of heart health. 

2 
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Bruce Siegel MD MPH 

Dr. Bruce Siegel is a Research Professor and Director of the Center for Health 
Care Quality in the Department of Health Policy at the George Washington 
University School of Public Health and Health Services. There he oversees the 
Aligning Forces for Quality initiative of the Robert Wood Johnson Foundation. 
Much of his work has sought to measure and improve the quality of health care 
received by Americans, with a focus on its most vulnerable populations. His 
contributions have included developing innovation in reducing crowding and 
improving hospital patient flow, eliminating ethnic and racial disparities in care, 
and supporting the safety net. Dr. Siegel's research projects have included work 
with the Commonwealth Fund, the California Endowment, the Agency for 
Healthcare Research and Quality, the District of Columbia and others on quality 
and equity. 

Dr. Siegel has previously held the positions of New Jersey Commissioner of 
Health, President of the New York City Health and Hospitals Corporation and 
President of Tampa General Healthcare. In addition, he served as a Director of 
the Accreditation Council for Graduate Medical Education, as a Senior Fellow at 
New School University, and as an advisor to the Institute of Medicine, the World 
Bank, hospitals, hospital associations, philanthropies, county and state 
governments, ·and pharmaceutical firms. He is a member of the Board of 
Stewardship Trustees of Catholic Health Initiatives. 

Dr. Siegel received his AB degree from Princeton University, MD from Cornell 
University Medical College, and MPH from the Johns Hopkins School of Hygiene 
and Public Health. He is board certified in Preventive Medicine. He has written 
and spoken extensively on health care management, policy and public health 
issues. He and his wife, Dr. Maura Cooper, reside with their two daughters in 
Bethesda, Maryland. 
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Barbara V. Howard, Ph.D. 

Barbara V. Howard, Ph.D. is the Senior Scientist and former president of MedStar 

Research Institute. She received her Ph.D. in Microbiology from the University of 

Pennsylvania in 1968, and currently holds faculty appointments in the Department of 

Medicine at Georgetown University and the Department of Biochemistry at Howard 

University. Formerly, she was the Associate Chief of the Phoenix Clinical Diabetes and 

Nutrition Section, NIDDK, National Institutes of Health. She is the past chair of the 

American Heart Association Council on Nutrition, Physical Activity, and Metabolism, 

and past Chair of the Nutrition Committee of the American Heart Association, past Chair 

of the Nutrition Study Section of the National Institutes of Health. She has served as a 

member of the NIH Expert Panel on Obesity that developed guidelines for the treatment 

• and prevention of obesity, on ADA advisory panels to develop recommendations for 

management oflipids and glucose, and as a member of editorial boards for several 

'scientific journals. 

She has received the Bolton Corson Medal from the Franklin Institute for research 

in nutrition and atherosclerosis and the Special Recognition A ward from the 

Arteriosclerosis Council of the American Heart Association. She was a Bierman lecturer 

for the American Diabetes Association, a Levy lecturer for the American Heart 

Association, and has received the Kelly West Award from the American Diabetes 

Association. Her major research interests are in cardiovascular disease, particularly in 

relation to diabetes and its occurrence in diverse ethnic groups. Her current research 

projects include the Strong Heart Study, a multi-center study of cardiovascular disease 

and its risk factors in American Indians; the Women's Health Initiative, a multi-center 

study of postmenopausal women and their health; GOCADAN, a study of the genetics of 

cqronary artery disease in Alaska Eskimos and the SANDS study, a multi-center study to 

examine strategies for reducing atherosclerosis in people with diabetes. 
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What is Heart Disease and Why Does it Occur? 

Coronary heart disease is the most common form of heart disease. It is a disorder of the 
blood vessels of the heart that can lead to heart attack. A heart attack occurs when an artery 
becomes blocked, preventing oxygen and nutrients from g€tting to the heart. Often referred 
to simply as heart disease, it is one of several cardiovascular diseases, which are diseases of 
the heart and blood vessel system. Other cardiovascular diseases include stroke, high blood 
pressure, angina (chest pain), and rheumatic heart disease. 

One reason some people aren't too concerned about heart disease is that they think it can 
be "cured" with surgery. This is a myth. Heart disease is a lifelong condition-once you get 
it, you'll always have it. Procedures such as bypass surgery and angioplasty can help blood 
and oxygen flow to the heart more easily, but the arteries remain damaged, which means 
you are more likely to have a heart attack. What's more, the condition of your blood vessels 
will steadily worsen unless you make changes in your daily habits. Many die of 
complications from heart disease, or become permanently disabled. 

What Are the Risk Factors? 
Risk factors are conditions or habits that make a person more likely to develop a disease. 
They can also increase the chances that an existing disease will get worse. Important risk 
factors for heart disease that you can do something about are high blood pressure, high 
blood cholesterol, diabetes, smoking, being overweight, being physically inactive, having a 
family history of early heart disease, and age. 

Some risk factors, such as age and family history of early heart disease, can't be chang_ed. 
For women, age becomes a risk factor at 55. After menopause, women are more apt to get 
heart disease, in part because their body's production of estrogen drops. 

While certain risk factors cannot be changed, it is important to realize that you do have 
control over many others. Regardless of your age, background, or health status, you can 
lower your risk of heart disease-and it doesn't have to be complicated. Protecting your 
heart can be as simple as taking a brisk walk, whipping up a good vegetable soup, or 
getting the support you need to maintain a healthy weight. 

General Signs and Symptoms of Heart Disease 

The first step toward heart health is becoming aware of your own personal risk for heart 
disease. Some risks, such as smoking cigarettes, are obvious. But other risk factors, such as 
high blood pressure or high blood cholesterol, generally don't have obvious signs or 
symptoms. So you'll need to gather some information to create your personal "heart profile." 

Screening 

Besides keeping track of your own risks factors, you need to have all your "numbers", such 
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as cholesterol, and blood pressure. A cardiac risk assessment is a group of tests and health 

factors that have been proven to indicate your chance of having a coronary event. They have 

been refined to indicate the degree of risk: slight, moderate, or high, 

How is Heart Disease Treated? 

Treatment will be based on many factors - including the results of the above tests and your 

family and personal medical and lifestyle history. The course of treatment may include 

surgery, catheterization, anticoagulants and other medications, among many other options. 

For more information about heart disease: 

National Heart, Lung, and Blood Institute 

The Heart Truth 

CDC's Cardiovascular Health Program 

American Heart Association @ 

http://-..,w.rw.omhrc.gov/templates/browse.asox?lvl=3&lvlid=i 26 4/?Q/?()()Q 
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Overview (Demographics): In July 2007, 40.7 million people in the United States, or 13.5 percent of 
the civilian noninstitutionalized population, were Black. They are the second largest minority 
population, following the Hispanic/Latino population. In 2004, the majority of Blacks lived in the South 
(54 percent). In comparison, 67 percent (198,3 million) of the United States population was non
Hispanic White: 34 percent lived in the South. The ten states with the largest Black population in 2007 
were New York, Florida, Texas, Georgia, California, Illinois, North Carolina, Maryland, Virginia, 
Michigan. Louisiana is no longer in the top 10, as a result of the Hurricane Katrina disaster. 
Combined, these 10 states represented 58% of the total Black population. Of the ten largest places in 
the United States with 100,000 or more population, Detroit had the largest proportion of Blacks, 83%, 
followed by Philadelphia (44%), and Chicago (38%). 

Educational Attainment: In 2006, as compared to Whites 15 years and over, a lower percentage of 
Blacks had earned at least a high school diploma (74 percent and 85 percent, respectively). More 
Black women than Black men had earned at least a bachelor's degree (16 percent compared with 14 
percent), while among non-Hispanic Whites, a higher proportion of men than women had earned at 
least a bachelor's degree (25 percent and 24 percent, respectively). 

Economics: According to the 2007 Census Bureau report,. the average African-American family 
median income was $33,916 in comparison to $54,920 for non-Hispanic White families. In 2007, the 
U.S. Census bureau reported that 24.5 percent of African-Americans in comparison to 8.2 percent of 
non-Hispanic Whites were livirg at the poverty level. In 2007, the unemployment rate for Blacks was 
twice that for non-Hispanic Whites (8 percent and 4 percent, respectively). This finding was consistent 
for both men (~ percent compared with 4 percent) and women (8 percent compared with 4 percent). 
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Insurance Coverage: In 2007, 49 percent of African-Americans in comparison to 66 non-Hispanic 
Whites used employer-sponsored health insurance. Also in 2007, 23.8 percent of African-Americans 
in comparison to 9 percent of non-Hispanic Whites relied on public health insurance. Finally, in 2007, 
19.5 percent of African-Americans in comparison to 10.4 percent of non-Hispanic whites were 
uninsured. 

Full Census Reports: 

The Black PopulaUon: 2000 [PDF, 510KB] 

The Black Population in the United States: March 2002 [PDF, 71KB] 

The American Community Survey - Blacks: 2004 [PDF, 915KB] 

Census Bureau. 2008. Income. Poverty. and Health Insurance Coverage in the United States: 2007 
[PDF, 3MB] 

Health Conditions: In 2005, the death rate for African Americans was higher than Whites for heart 
diseases, stroke, cancer, asthma, influenza and pneumonia, diabetes, HIV/AIDS, and homicide. 

Quick Facts 
Cancer 

Q; 

• In 2004. African American men were 1.4 times at likely to have new cases of lung and prostate 
cancer, compared to non-Hispanic white men. • , 

• African American men were twice as likely to ha~ new cases of stomach cancer as non
Hispanic white men. 

• African Americans men had lower 5-year cancer survival rates for lung and pancreatic cancer, 
compared to non-Hispanic white men. 

• In 2005, African American men were 2.4 times as likely to die from prostate cancer, as 
compared to non-Hispanic white men. 

• In 2005, African American women were 10% less likely to have been diagnosed with breast 
cancer, however, they were 34% more likely to die from breast cancer, compared to non
Hispanic white women. 

• African American women are twice as likely to be diagnosed with stomach cancer, and they 
were 2.4 times as likely to die from stomach cancer, compared to non-Hispanic white women. 
For more statistics on African Americans and cancer, please click here 

Diabetes 

• African American adults were 1.9 times more likely than non-Hispanic white adults to have 
been diagnosed with diabetes by a physician. 

• In 2002, African American men were 2.1 times as likely to start treatment for end-stage renal 
disease related to diabetes, compared to non-Hispanic white men. 

• In 2003, diabetic African Americans were 1.7 times as likely as diabetic Whites to be 
hospitalized. 

• In 2005, African Americans were 2.2 times as likely as non-Hispanic Whites to die from 
diabetes. 
For more statistics on African Americans and diabetes, please click here 

Heart Disease 

• In 2005, African American men were 30% more likely to die from heart disease, as compared 
to non-Hispanic white men. 

• African Americans were 1.4 times as likely as non-Hispanic whites to have high blood 
pressure. 

• African American women are 1.7 times as likely as non-Hispanic white women to be obese. 
For more statistics on African Americans and heart disease, please click here 

HIV/AIDS 

• Although African Americans make up only 13% of the total U.S. population, they accounted for 
47% of HIV/AIDS cases in 2006. 

• African American males had more than 7 times the AIDS rate of non-Hispanic white males. 
• African American females had more than 21 times the AIDS rate of non-Hispanic white 



0 

0 

0 

r1.1u...,au ~Hvll\.,alJ. rJ.UJ.lJ.C - .Lllt: V.lllC~ OI !V.llilOTity .t1ea!ffi Page 3 of3 

females. 
• • African American men were more than 9 times as likely to die from HIV/AIDS as non-Hispanic 

white men. 
• African American women were more than 20 times as likely to die from HIV/AIDS as non

Hispanic white women. 
For more statistics on African Americans and HIV/AIDS, please click here 

Immunization 

• In 2005, African Americans aged 65 and older were 40% less likely to have received the 
influenza (flu) shot in the past 12 months, compared to non-Hispanic whites of the same age 
group. 

• In 2005, African American adults aged 65 and older were 30% less likely to have ever received 
the pneumonia shot, compared to non-Hispanic white adults of the same age group. 

• Although African Ameri_can children aged 19 to 35 months had comparable rates of 
immunization for hepatitis, influenza, MMR, and polio, they were slightly less likely to be fully 
immunized, when compared to non-Hispanic white children. 
For more statistics on African Americans and immunization, please click here 

Infant Mortality 

• In 2005, African Americans had 2.3 times the infant mortality rate of non-Hispanic whites. 
• African American infants were almost four times as likely to die from causes related to low 

birthweight, compared to non-Hispanic white infants. 
• African Americans had 1.8 times the sudden infgnt death syndrome mortality rate as non-

Hispanic whites. 1: 
• African American mothers were 2.6 times as likely as non-Hispanic white mothers to begin 

prenatal care in the 3rd trimester, or not receive pfanata_l care at all. 
• The infant mortality rate for African American mothers with over 13 years of education was 

almost three times that of Non-Hispanic White mothers in 2004. 
For more statistics on African Americans and infant mortality, please click here 

Stroke 

• African American adults are twice as likely than their White adult counterparts to have a stroke. 
• African American l"l!ales were 60% more likely to die from a stroke than their White adult 

counterparts. 
• Analysis from a CDC health interview survey reveals that African American stroke survivors 

were more likely to become disabled and have difficulty with activities of daily living than their 
non-Hispanic white counterparts. • 
For more statistics on African Americans and stroke, please click here 

You will need Adobe Acrobat® Reader™ to view PDF files located on this site. If you do not already 
have Adobe Acrobat® Reader™, you can download here for free. @ 
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Overview {Demographics): This racial group includes people having origins in any of the original 
peoples of North, South America, and Central America, who maintain tribal affiliation or community 
attachment. As of 2007, there were an estimated 4.5 million people who were classified as American 
Indian and Alaska Native alone or American Indian and Alaska Native in combination with one or 
more other races. This racial group comprises 1.5 percent of the total U.S. population. 

1.9 million American Indians and Alaska Natives live on reservations or other trust lands. 60 percent 
of American Indians and Alaska Natives live in metropolitan areas; this is the lowest metropolitan 
percentage of any racial group. 1.2 million American Indian and Alaska Natives are under the age of 
18, which comprises ~7% of this racial group. 

Currently, there are 562 federally recognized (Al/AN) tribes, and more than 100 state recognized 
tribes. There are also tribes that are not state or federally recognized. Federally recognized tribes are 
provided health and educational assistance through a government agency called Indian Health 
Service {IHS), U.S. Department of Health and Human Services. The IHS operates a comprehensive 
health service delivery system for approximately 1.9 million American Indians and Alaska Natives. 
The majority of those who receive IHS services live mainly on reservations and in rural communities in 
36 states, mostly in the western United States and Alaska. 36 percent of the IHS service area 
population resides in non-Indian areas, and 600,000 are served in urban clinics. Typically, this urban 
clientele has less accessibility to hospitals; health clinics or contract health services implanted by the 
IHS and tribal health programs. Studies on the urban American Indian and Alaska Native population 

htto://www.omhrc.gov/temoJates/browse.asox?lvl=2&lvlid=52 4/i0/700Q 
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has documented a frequency of poor health and limited health care options for this group. 

Since 1972, IHS has embarked upon a series of initiatives to fund health-related activities in off
reservation settings, which will make health care services accessible to urban American Indians and 
Alaska Natives. Currently, the !HS funds 34 urban Indian health organizations, which operate at 41 
sites located in cites throughout the United States. Approximately 600,000 American Indians and 
Alaska Natives are eligible to utilize this program. The thirty-four programs administer: medical 
services, dental services, community services, alcohol and drug abuse preventior:i, education and 
treatment, AIDS and sexually transmitted disease education and prevention services, mental health 
services, nutrition education and counseling services, pharmacy services, health education, optometry 
services, social services, and home health care. • 

For more information about tribal health issues: 
Indian Health Service 
National Indian Health Board i§J 

Educational Attainment: 76 percent of American Indians and Alaska Natives age 25 and over have 
at least a high school diploma.14 percent of American Indians and Alaska Natives age 25 and over 
have at least a bachelor's degree. 50,500 American Indians and Alaska Natives age 25 and over 
have at least an advanced graduate degree (i.e., master's, Ph.D., medical, or law). 

Economics: The median family income for American Indian and Alaska Natives is $33,627. 26 
percent of American Indians and Alaska Natives age 16 and over, work in management and 
professional occupations. 25 percent of this racial group lives at the poverty level. 

Insurance Coverage: In 2006, 36 percent of American Indians and Alaska Natives had private health 
insurance coverage. 24 percent of Al/ANs relied on Medicaid coverage. 33 percent of AI/ANs had no 
health insurance coverage in 2006. 

Full Census Reports: 

The American Community Survey~ American Indians and Alaska Natives: 2004 [PDF, 3.5MB] 

We the People: American Indians and Alaska Natives in the United States, February 2006 [PDF, 
755KB] 

American Indian and Alaska Native Tribes for the United States, Regions, Divisions, and States 

Census Bureau, 2008. Income, Poverty, and Health Insurance Coverage in the United States: 2007 
[PDF, 3MB] 

Health: It is significant to note that American Indians/Alaska Natives frequently contend with issues 
that prevent them from receiving quality medical care. These issues include cultural barriers, 
geographic isolation, inadequate sewage disposal, and low income. 

Some of the leading diseases and causes of death among Al/AN are heart disease, cancer, 
unintentional injuries (accidents), diabetes. and stroke. American Indians/Alaska Natives also have a 
high prevalence and risk factors for mental health and suicide, obesity, substance abuse, sudden 
infant death syndrome (SIDS}, teenage pregnancy, liver disease, and hepatitis. 

Other Health Concerns: American Indians and Alaska Natives have an infant death rate 40 percent 
higher than the rate for Caucasians. AI/ANs are twice as likely to have diabetes than Caucasians. An 
example is the Pima of Arizona, who have one of the highest diabetes rates in the world. AI/ANs also 
have disproportionately high death rates from unintentional injuries and suicide. In 2007, the 
tuberculosis rate for AI/NAs was 5.9, as compared to 1.1 for the White population. 

Quick Facts 

Cancer 

• From 2001-2005, American Indian/Alaska Native men are twice as likely to have liver & IBO 
cancer as non-Hispanic White men. 

• American Indian/Alaska Native men are 1.8 times as likely to have stomach cancer as non
Hispanic White men, and are over twice as likely to die from the same disease. 

• American Indian/Alaska Native women are 2.4 times more likely to have, and to die from, liver 

A f?.f\f')f\()0 
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& IBD cancer, as compared to non-Hispanic White women. 
• American Indian/Alaska Native women are 40% more likely to have kidney/renal pelvis cancer 

as non-Hispanic White women. 
For more statistics on American Indians/Alaska Natives and cancer, please click here 

Diabetes 

• American Indian/Alaska Native adults were 2.3 times as likely as white adults to be diagnosed 
with diabetes. 

• American Indians/Alaska Natives were twice as likely as non-Hispanic whites to die from 
diabetes in 2005. 

• American Indian/Alaska Native adults were 1.6 times as likely as White adults to be obese. 
• American Indian/Alaska Native adults were 1.3 times as likely as White adults to have high 

blood pressure. 
For more statistics on American Indians/Alaska Natives and diabetes, please click here 

Heart Disease 

• American Indian/Alaska Native adults are 1.2 times as likely as White adults to have heart 
disease. 

• American Indian/Alaska Native adults are 1.4 times as likely as White adults to be current 
cigarette smokers. 

• American Indian/Alaska Native adults are 1.6 times as likely as White adults to be obese. 
• American Indian/Alaska Native adults are 1.3 times as likely as White adults to have high blood 

pressure. 
For more statistics on American Indians/Alaska Natives and heart disease, please click here 

HIV/AIDS 

• American Indian/Alaska Natives have a 30% higher AIDS rates than non-Hispanic white 
counterparts. 

• Americari Indian/Alaska Native men have a 20% higher AIDS rate compared to non-Hispanic 
white men. 

• American Indian/Alaska Native women have twice the AIDS rate of non-Hispanic white women. 

For more statistics on American _Indian/Alaska Natives and HIV/AIDS, please click here 

Immunization 

• In 2005, American Indian/Alaska Native children ages 19 to 35 months received the 
recommended doses of vaccines for measles, mumps, rubella, Hib, polio, and chicken pox at 
the same rate as non-Hispanic white children. 

• In 2005, American Indian/Alaska Native adults ages 18 to 64 years were slightly more likely 
than their non-Hispanic white counterparts to have received the influenza (flu) shot in the past 
12 months. 
For more statistics on American. Indian/Alaska Natives and immunization, please click here 

Infant Mortality 

• American Indian/Alaska Natives have 1.4 times the infant mortality rate as non-Hispanic 
whites. 

• American Indian/Alaska Native babies are twice as likely as non-Hispanic white babies to die 
from sudden infant death syndrome (SIDS), and they are 1.3 times as likely to die from 
complications related to low birthweight or congenital malformations compared to non-Hispanic 
whites babies. 

• American Indian/Alaska Native infants are 3.6 times as likely as non-Hispanic white infants to 
have mothers who began prenatal care in the 3rd trimester or did not receive prenatal care at 
all. 
For more statistics on American Indian/Alaska Natives and infant mortality, please click here 

Stroke 

• In general, American Indian/Alaska Native adults are 60% more likely to have a stroke than 
their White adult counterparts. 

• American Indian/Alaska Native women have twice the rate of stroke than White women. 
• American Indian/Alaska Native adults are more likely to be obese than White- adults and they 

hHn • """'"" nj hre onv/temn loteo/hrnmoe •=v ?h,l-? R, h,J; a-s? MSO/? nna 
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are more likely to have high blood pressure, compared to White adults. 
For more statistics on American Indian/Alaska Natives and stroke, please click here 
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(Map of the US with the top 10 states displaying the 
largest Asian American population according to the Census Bureau) 
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Overview (Demographics): This racial group is defined as people having origins in any of the 
original peoples of the Far East, Southeast Asia, or the Indian subcontinent. According to the 2007 
Census Bureau population estimate, there are 15.2 million Asian Americans living in the United 
States. Asian Americans account for 5 percent of the r:iation's population. This number represents an 
increase of 63 percent from the 1990 census, thus making Asian-Americans the fastest growing of all 

. major racial/ethnic groups. In 2007, the following states have the largest Asian-American populations: 
California, New York, Hawaii, Texas, New Jersey and Illinois. 

Language Fluency: The percentage of persons 5 years or older who do not speak English at home 
varies among Asian American groups: 62 percent of Vietnamese, 50 percent of Chinese, 24 percent 
of Filipinos and 23 percent of Asian Indians are not fluent in English. 

Educational Attainment: According to the 2006 U.S. Census data, roughly 83 percent of both all 
Asians and all people in the United States 25 and older had at least a high school diploma. However, 
42 percent 9f Asian Americans in comparison to 27 percent of the total U.S. population had earned at 
least a bachelor's degree. Among Asian subgroups, Asian Indians had the highest percentage of 
bachelor's degree attainment at 64 percent. In regards to employment, about 45 percent of Asian 
Americans were employed in management, professional and related occupations, compared with 34 
percent of the total population. In addition, the proportions employed in high•skilled and managerial 
sectors varied from 13 percent for Laotians to 60 percent for Asian Indians . 

Economics: According to 2007 Census data, the median family income of Asian American families is 
$15,600 higher than the national median income for all households. 10 percent of Asian Americans 
compared to 8.2 percent of non-Hispanic Whites live at the poverty. 2.2 percent of A~ian Americans 
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compared to 1.3 percent of Caucasians live on public assistance. 

Insurance Coverage: By 2003, insurance coverage among Asian American subgroups varied. 
Private insurance coverage rates: 75.8 percent for Vietnamese, 81.5 percent for Filipino, 84.2 percent 
for Chinese and 81.3 percent for other Asian groups. Public insurance coverage rates : 11.2 percent 
for Vietnamese, 4.9 percent for Filipino, 3.8 percent for Chinese and 5.5 percent for other Asian 
groups. Asian subgroups also varied within uninsured status: 13.0 percent for Vietnamese, 13.6 
percent for Filipino, 12.0 percent for Chinese and 13.2 percent for other Asian groups. 

In 2007, the overall insurance coverage for Asian Americans was 83.9%, as compared to 89.6% for 
the non-Hispanic White population. 

Full Census Reports: 

The Asian Population: 2000 [PDF, 420KB] 

We the Peoole: Asians in th'~ United St2~es, December 2004 [PDF, 480KB] 

The American Community Survey - Asians: 2004 [PDF, 1.1 MB] 

The American Community Survey - Pacific Islanders: 2004 [PDF, 3.5MB] 

Language Use and English-Speaking Ability: 2000 [PDF, 482KB] 

Census Bureau, 2008. Income, Poverty, and Health Insurance Coverage in the United States: 2007 
[PDF, 3MB] 

Health: It is significant to note that Asian American women have the highest life expectancy (85.8 
years) of any other ethnic group in the U.S. Life expectancy varies among Asian subgroups: Filipino 
(81.5 years), Japanese (84.5 years), and Chinese women (86.1 years). However, Asian Americans 
contend with numerous factors which may threaten their health. Some negative factors are infrequent 
medical visits due to the fear of deportation, language/cultural barriers, and the lack of health 
insurance. Asian Americans are most at risk for the following health conditions: cancer, heart disease, 
stroke, unintentional injuries (accidents), and diabetes. Asian Americans also have a high prevalence 
of the following conditions and risk factors: chronic obstructive pulmonary disease, hepatitis 8, 
HIV/AIDS, smoking, tuberculosis, and liver disease. 

Other Health Concerns: In 2007, tuberculosis was 24 times more common among Asians, with a 
case rate of 26.3 as compared to 1.1 for the White population. In 2006, Asian Americans were 1.2 
times more likely to have Hepatitis B than Whites. 

Quick Facts 

Cancer 

• Asian/Pacific Islander men were 40% less likely to have prostate cancer as non-Hispanic white 
men. 

• Asian/Pacific Islander women were 30% less likely to have breast cancer as non-Hispanic 
white women. 

• Both Asian/Pacific Islander men and women have three times the incidence of liver & 180 
cancer as the non-Hispanic white population. 

• Asian/Pacific Islander men are twice as likely to die from stomach cancer as compared to the 
non-Hispanic white population, and Asian/Pacific Islander women are 2.6 times as likely to die 
from the same disease. 
For more statistics on Asian/Pacific Islanders and cancer, please click here 

Diabetes 

• In Hawaii, Native Hawaiians have more than twice the rate of diabetes as Whites. 
• Asians are 20% Jess likely than non-Hispanic whites to die from diabetes. 
• In Hawaii, Native Hawaiians are more than 5.7 times as likely as Whites living in Hawaii to die 

from diabetes. 
• Filipinos living: in Hawaii have more than 3 times the death rate as Whites living in Hawaii. 

For more statistics on Asian/Pacific Islanders and diabetes, please click f1.ere 
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Heart Disease 

• Overall, Asian/Pacific Islander adults are less likely than white adults to have heart disease and 
they are less likely to die from heart disease compared to non-Hispanic whites. 
For more statistics on Asian/Pacific Islanders and heart disease, please click hen' 

HIV/AIDS 

• Asian/Pacific Islanders have lower AIDS rates than non-Hispanic white counterparts and they 
are less likely to die of HIV/AIDS. 

• One Asian/Pacific Islander child was diagnosed with AIDS in 2006. 
For more statistics on Asian/Pacific Islanders and HIV/AIDS, please click here 

Immunization 

• In 2005, Asian/Pacific Islander adults aged 65 years and older were 40% less likely to have 
ever received the pneumonia shot, compared to non-Hispanic white adults of the same age 
group. 

• In 2005, Asian/Pacific Islander children aged 19 to 35 months reached the Healthy People goal 
for immunizations for Hib (haemophilus influenzae type b); hepatitis B, MMR (measles-mumps
rubella), polio and chicken pox. 
For more statistics on Asian/Pacific Islanders and immunization, please click here 

Infant Mortality 

• Among Asian/Pacific Islanders, sudden infant death syndrome (SIDS) is the fourth leading 
cause of infant mortality. 

• The infant mortality rate for Asian/Pacific Islanders was 40% greater for mothers under 20 
years old, as compared to mothers, ages 25-29 years old. 
For more statistics on Asian/Pacific Islanders and infant mortality, please click here 

Stroke 

• In general, Asians/Pacific Islander adults are less likely to die from a stroke. 
• In general, Asian/Pacific Islander adults have lower rates of being overweight or obese, lower 

rates of hypertension, and they are less likely to be current cigarette smokers, as compared to 
white adults. 
For more statistics on Asian/Pacific Islanders and stroke, please click here 

You will need Adobe Acrobat® Reader™ to view PDF files located on this site. If you do not already 
have Adobe Acrobat® Reader™, you can download here for free. 19 
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(Map of the US with the top 10 cities displaying the 
largest Hispanic/Latino population according to the Census Bureau) 
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Overview (Demographics): This ethnic group includes any person of Cuban. Mexican, Puerto Rican, 
South or Central American, or other Spanish culture or origin, regardless of race. According to the 
2007 U.S. Census Bureau population estimate, there are roughly 45.5 million Hispanics living in the 
United States. This group represents 15 percent of the U.S. total population. In 2004, among Hispanic 
subgroups, Mexicans rank as the largest at 66 percent. Following Mexicans are: Central and South 
Americans (13 percent), Puerto Ricans (9.4 percent), Cubans (3.9 percent) and the remaining 7.5 
percent are people of other Hispanic origins. In 2007, States with the largest Hispanic populations are 
California (13 million). Texas (8.6 million). New York (3 million), Florida (3.8 million), and Illinois (1.9 
milion). Another significant point is that in 2004, 34.3 percent of Hispanics were under the age 18 in 
comparisons to 22.3 percent of non-Hispanic Whites. Among Hispanics. Mexicans have the largest 
proportion of people under age 18, at 36 percent. 

Language Fluency: A 2002 study conducted by the Pew Hispanic Center concluded that language 
fluency varies among Hispanic subgroups who reside within the mainland United States. The number 
of Hispanics who speak only English at home: 3.9 million for Mexicans, 763,875 for Puerto Ricans, 
163,599 for Cubans and 1.8 million for other Hispanic/Latino groups. The number of Hispanics who 
speak Spanish at home: 14.5 million for Mexicans, 2.3 million for Puerto Ricans. 1 million for Cubans 
and 6.7million for other Hispanic/Latino groups. Nationally, 12 percent of the population spoke 
Spanish at ho.me in 2006. 

Educational Attainment: According to a 2006 U.S. Census Bureau report, 55 percent of Hispanics in 
comparison to 85 percent non-Hispanic Whites have a high school diploma. 1 O percent of Hispanics 
in comparison to 24.6 percent of non-Hispanic whites have a bachelor's degree. 

http://www.omhrc.gov/templates/browse.aspx?lvl=2&lvlid=54 4/30/2009 
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Economics: According to a 2006 U.S. Census Bureau report, 24.4 percent of Hispanics, in 
comparison to 13.7 percent non-Hispanic Whites, work within service occupations. 16.6 percent of 
Hispanics in comparison to 39.9 percent of Whites work in managerial or professional occupations. 
Among full-time year-round workers in 2007, 55 percent of Hispanic households, in comparison to 
68.2 percent of non-Hispanic White households earned $35,000 or more. According to the same 2007 
study, 21.5 percent of Hispanics in comparison to 8.2 percent of non~Hispanic Whites were living at 
the poverty level. 

Insurance Coverage: It is significant to note that Hispanics have the highest uninsured rates of any 
racial or ethnic group within the United States. In 2004 the Centers for Disease Control and 
Prevention reported that private insurance coverage among Hispanic subgroups varied as follows: 
39.1 percent of Mexicans, 47.3 percent of Puerto Ricans, 57.9 percent of Cubans, 45.1 percent of 
other Hispanic and Latino groups. 2004 Medicaid coverage varied among Hispanic subgroups: 22.4 
percent of Mexicans, 29.1 percent of Puerto Ricans, 17.9 of Cubans, and 20.8 percent of other 
Hispanic or Latino groups. Those without health insurance coverage varied among Hispanic 
subgroups: 37 .6 percent of Mexicans, 20.4 percent of Puerto Ricans, 22.8 percent of Cubans and 
32.3 percent of other Hispanic or Latino groups. In 2007, 32.1 percent of the Hispanic population was 
not covered by health insurance, as compared to 10.4 percent of the non-Hispanic White population. 

Full Census Reports: 

We the People: Hispanics in the United States [PDF, 421 KB] 

The American Community Survey- Hispanics: 2004 [PDF, 1MB] 

Language Use and English-Speaking Ability: 2000 [PDF, 482KB] 

Census Bureau, 2008. Income, Poverty, and Health Insurance Coverage in the United States: 2007 
[PDF, 3MB] 

Pew Hispanic Center Reports 

State and Country databases 
http://pewhispanic.org/states/@ 

Interactive Maps 
http://pewhispanic.org/data/maps/ r§J 

Demographic Profiles 
http://pewhispanic.org/data/profiles/ r§J 

Health: Hispanic health is often shaped by factors such as language/cultural barriers, lack of access 
to preventive care, and the lack of health insurance. The Centers for Disease Control and Prevention 
has cited some of the leading causes of illness and death among Hispanics, which include heart 
disease, cancer, unintentional injuries (accidents), stroke, and diabetes. Some other health conditions 
and risk factors that significantly affect Hispanics are: asthma, chronic obstructive pulmonary disease, 
HIV/AIDS, obesity, suicide, and liver disease. 

Other Health Concerns: Hispanics have higher rates of obesity than non-Hispanic Caucasians. 
There are also disparities among Hispanic subgroups. For instance, while the rate of low birth weight 
infants is lower for the total Hispanic population in comparison to non-Hispanic Caucasians, Puerto 
Ricans have a low birth weight rate that is 50 percent higher than the rate for non-Hispanic 
Caucasians. Also Puerto Ricans also suffer disproportionately from asthma, HIVAIDS and infant 
mortality. Mexican-Americans suffer disproportionately from diabetes. 

Quick Facts 

-Cancer 

• In 2004, Hispanic men were 13% less likely to have prostate cancer as non-Hispanic white 
men. 

• In 2004, Hispanic women were 33% less likely to have breast cancer as non-Hispanic white 
women. 

• Hispanic men and women have higher incidence and mortality rates for stomach and liver 
cancer. 

• In 2004, Hispanic women were twice as likely as non-Hispani.c white women to be diagnosed 

http://www.orn:hrc.gov/templates/browse.aspx?1vl=2&lvlid=54 4/30/2009 
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with cervical cancer. 
For more statistics on Hispanics and cancer, please click here 

Diabetes 

• Mexican American adults were 2 times more likely than non-Hispanic white adults to have been 
diagnosed with diabetes by a physician. 

• In 2002, Hispanics were 1.5 times as likely to start treatment for end-stage renal disease 
related to diabetes, as compared to non-Hispanic white men. 

• In 2005 Hispanics were :t .6 times as likely as non-Hispanic Whites to die from diabetes. 
For more statistics on Hispanics and diabetes, please click here 

Heart Disease 

• In 2006, Hispanics were 10% less likely to have heart disease, as compared to non-Hispanic 
whites. 

• In 2005 Mexican American men were 30% less likely to die from heart disease, as compared to 
non-Hispanic white men. 

• Mexican American women were 1.2 times more likely than non-Hispanic white women to be 
obese. 
For more statistics on Hispanics and heart disease, please.click here 

HIV/AIDS 

• Hispanics accounted for 18% of HIV/AIDS cases in 2006. 
• Hispanic males had over 3 times the AIDS rate as non-Hispanic white males. 
• Hispanic females had over 5 times the AIDS rate as non-Hispanic white females. 
• Hispanic men were 2.5 times as likely to die from HIV/AIDS as non-Hispanic white men. 
• Hispanic women were 3 times as likely to die from HIV/AIDS as non-Hispanic white women in 

2005. 
For more statistics on Hispanics and HIV/AIDS, please click here 

Immunization 

• In 2005 Hispanic adults aged 65 and older were 10% less likely to have received the influenza 
(flu) shot in the past 12 months, as compared to non-Hispanic whites of the same age group. 

• In 2005, Hispanic adults aged 65 and older were 50% less likely to have ever received the. 
pneumonia shot, as compared to non-Hispanic white adults of the same age group. 

• Although Hispanic children aged 19 to 35 months had comparable rates of immunization for 
hepatitis, influenza, MMR, and polio, they were slightly less likely to be fully immunized, when 
compared to non-Hispanic white children. 
For more statistics on Hispanics and immunization, please click here 

Infant Mortality 

• In 2005, infant mortality rates for Hispanic subpopulations ranged from 4.4 per 1,000 live births 
to 8.3 per 1,000 live births, compared to the non-Hispanic white infant mortality rate of 5.8 per 
1,000 live births. 

• In 2005, Puerto Ricans had 1 .4 times the infant mortality rate of non-Hispanic whites. 
• Puerto Rican infants were twice as likely to die from causes related to low birthweight, as 

compared to non-Hispanic white infants. 
• Mexican American mothers were 2.5 times as likely as non-Hispanic white mothers to begin 

prenatal care in the 3rd trimester, or not receive prenatal care at all. 
For more statistics on Hispanics and infant mortality, please click here 

Stroke 

• In 2005, Hispanic men were 15% less likely to die from a stroke than non-Hispanic white men. 
• In 2005 Hispanic women were 25% less likely to die from a stroke than non-Hispanic white 

women. 
For more statistics on Hispanics and stroke, please click here 

You will need Adobe Acrobat® Reader™ to view PDF files located on this site. If you do not already 
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(Map of the US with the states that have significant 
Native Hawaiian/Pacific Islander populations according to the Census Bureau) 

Overview (Demographics): This racial group refers to people having origins in any of the original 
peoples of Hawaii, Guam, Samoa or other Pacific Islands. According to the 2007 U.S. Census Bureau 
estimate, there are roughly 1,118,000 Native Hawaiians/Pacific Islanders who reside within the United 
States. This group represents about 0.1 percent of the U.S. population. Out of that number, 269,306 
Native Hawaiians or Pacific Islanders reside in Hawaii. Some other states that have a significant 
Native Hawaiian/Pacific islander population are: California, Washington, Texas, New York, Florida, 
and Utah. It is also significant to note that 30 percent of this group is under the age 18. 

Educational Attainment: 84 percent of Native Hawaiians/Pacific Islanders have high school 
diplomas. 10 percent of Native Hawaiians/Pacific Islanders have a bachelor's degree in comparison to 
27 percent of Caucasians. 4 percent of Native Hawaiians/Pacific Islanders have obtained graduate 
degrees in comparison to 11 percent of Caucasian Americans. 42 percent of Native Hawaiians/Pacific 
Islanders speak a language other than English at home. 

Economics: Native Hawaiian/Pacific Islander average family size is 4. The median household income 
for this group is $50,992. 

Full Census Reports: 

We the People: Pacific Islanders in the United States [PDF, 651KB] 

The American Community Survey- Pacific Islanders: 2004 [PDF, 3.5MB] 

Census Bureau, 2008. Income, Poverty, and Health Insurance Coverage in the United States: 2007 
[PDF, 3MB] 

http://www.omhrc.gov/templates/browse.aspx?1vl=2&lvlid=71 4/30/2009 
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Health: It is significantio note that in comparison to other ethnic groups, Native Hawaiians/ Pacific 
Islanders have higher rates of smoking, alcohol consumption, and obesity. This group also has little 
access to cancer prevention and control programs. Some leading causes of death among Native 
Hawaiians/Pacific Islanders include: cancer, heart disease, unintentional injuries (accidents), stroke 
and diabetes. Some other health conditions and risk factors that are prevalent among Native 
Hawaiians and Pacific Islanders are hepatitis B, HIV/AIDS, and tuberculosis. 

Other Health Concerns: The infant mortality rate(deaths per 1,000 live births) for Native Hawaiians 
in 2002 was 9.6, higher than the rate for all Asian-American/Pacific Islander groups combined (4.8) 
and for all population(7.0).The tuberculosis rate(cases per 100,000) in 2007 was 21 times higher for 
Native Hawaiian/Pacific Islanders, with a case rate of 23.0, as· compared to 1.1 for the White 
population. 

Quick Facts 

Cancer 

• Asian/Pacific Islander men are 40% less likely to have prostate cancer as non-Hispanic white 
men. . 

• Asian/Pacific Islander women are 30% less likely to have breast cancer as non-Hispanic white 
women. 

• Both Asian/Pacific Islander men and women have three times the incidence of liver & IBD 
cancer as the non-Hispanic white population. 

• Asian/Pacific Islander men are twice as likely to die from stomach cancer as compared to the 
non-Hispanic white population, and Asian/Pacific Islander women are 2.6 times as likely to die 
from the same disease. 
For more statistics on Asian/Pacific Islanders and cancer, please -click here 

Diabetes 

• In Hawaii, Native Hawaiians have more than twice the rate of diabetes as Whites. 
• Asians are 20% less likely than non-Hispanic whites to die from diabetes. 
• In Hawaii, Native Hawaiians are more than 5.7 times as likely as Whites living in Hawaii to die 

from diabetes. 
• Filipinos living in Hawaii have more than 3 times the death rate of Whites living in Hawaii. 

For more statistics on Asian/Pacific Islanders and diabetes, please click. here 

Heart Disease 

• Overall, Asian/Pacific Islander adults are less likely than white adults to have heart disease and 
they are less likely to die from heart disease. 

• Asian/Pacific Islanders are 40% more likely to be diagnosed with heart disease compared to 
non-Hispanic whites. 
For more statistics on Asian/Pacific Islanders and heart disease, please click here 

HIV/AIDS 

• While Native Hawaiians and Other Pacific Islanders (NHOPI) represent 0.3% of the total 
population in the United States, the AIDS case rate for NHOPI was twice that of the White 
population in 2007. 

• The total number or reported Al OS cases has declined over the past five years for the White 
population, however it has continued to increase in the Native Hawaiian/Pacific Islander 
populations. 
For more statistics on Native Hawaiian/Pacific Islanders and HIV/AIDS, please click here 

Immunization 

• In 2005, Asian/Pacific Islander adults aged 65 years and older were 40% less likely to have 
ever received the pneumonia shot, compared to non-Hispanic white adults of the same age 
group. . 

• In 2005, Asian/Pacific Islander children aged 19 to 35 months reached the Healthy People goal 
for immunizations for Hib (haemophilus influenzae type b), hepatitis B, MMR (measles-mumps
rubella), polio and chicken pox. 
For more statistics on Asian/Pacific Islanders and immunization, please click here 

http://+.omhrc.gov/templates/browse.aspx?lv1=2&lvlid=71 4/30/2009 
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Infant Mortality 

• Among Asian/Pacific Islanders, sudden infant death syndrome (SIDS) is the fourth leading 
cause of infant mortality. 

• The infant mortality rate for Asian/Pacific Islanders was 40% greater for mothers under 20 
years old, as compared to mothers, ages 25-29 years old. 
For more statistics on Asian/Pacific Islanders and infant mortality, please click here 

Stroke 

• In general, Asians/Pacific Islander adults are less likely to die from a stroke. 
• In general, Asian/Pacific Islander adults have lower rates of being overweight or obese, lower 

rates of hypertension, and they are less likely to be current cigarette smokers, as compared to 
white adults. 
For more statistics on Asian/Pacific Islanders and stroke, please click here 

You will need Adobe Acrobat® Reader™ to view PDF files located on this site. If you do not already 
have Adobe Acrobat® Reader™, you can download here for free. r§J 
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Heart Disease Data/Statistics 

Heart disease is the leading killer across most racial and ethnic minority communities in the United 
States, accounting for 27% of all deaths in 2005. 

African American men are 30% more likely to die from heart disease than non-Hispanic white males. 
This occurs despite the fact that 10% of African Americans have heart disease vs. 12% of whites. 
Some 31.6% of African Americans have hypertension compared to 22.4% of whites, in 2006. 

Mexican Americans, who make up the largest share of the U.S. Hispanic population, suffer in greater 
percentages than Whites from overweight and obesity, two of the leading risk factors for heart 
disease. Premature death was higher for Hispanics (23.5%) than non-Hispanics (16.5%). In 2005, the 
Asian and Pacific Islander community, 29.5 percent of deaths are caused by heart disease. In 2001, 
the number of premature deaths (<65 years) from heart disease was greatest among American 
Indians or Alaska Natives (36%) and lowest among whites. 

·Quick Facts 

• African Americans are 1.4 times as likely as non-Hispanic whites to have high blood pressure. 
• American Indian/Alaska Native adults are 1.3 times as likely as White adults to have high blood 

pressure. 
• Overall, Asian/Pacific Islander adults are less likely than white adults to have heart disease and 

they are less likely to die from heart disease. 
• Mexican American women are 1.2 times more likely than non-Hispanic white women to be 

obese. 

For more statistics on African Americans and heart disease, please click here 

For more statistics on American Indians/Alaska Natives and heart disease, please click here 

For more statistics on Asian Americans/Pacific Islanders and heart disease, please click 
here 

For more statistics on Hispanic Americans and heart disease, please click here 

Last Modified: 06/2712008 02:00:00 PM 

http://www.omhrc.gov/temp1ates/browse.aspx?lvl=3&lvlid=6 4/30/2009 
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Emergency Medical Treatment and Active Labor Act - The Emergency Medical Treatment and 

Active Labor Act, also known as the Patient Anti-dumping Act, requires hospitals that 

participate in the Medicare program that have emergency departments to treat all patients 

(including women in labor) in an emergency without regard to their ability to pay. Hospitals 

that fail to provide language assistance to persons of limited-English proficiency are 

potentially liable to Federaf authorities for civil penalties, as well as relief to the extent 

deemed appropriate by a court. 

The Hi/I-Burton Act - The Hill-Burton Act, enacted by Congress in 1 946, encouraged the 

construction and modernization of public and nonprofit community hospitals and health 

centers. In return for receiving these funds, recipients agreed to comply with a "community 

service obligation," one of which is a general principle of non-discrimination in the delivery 

of services. The Office of Civil Rights has consistently interpreted this as an obligation to 

1 
provide language assistance to those in need of such services. 

Medicaid - Medicaid regulations require Medicaid providers and participating agencies, 

including long-term care facilities, to render culturally and linguistically appropriate 

services. The Health Care Financing Administration, the Federal agency that oversees 

Medicaid, requires that states communicate both orally and in writing "in a language 

understood by the beneficiary" and provide interpretation services at Medicaid hearings. 

Medicare - Medicare addresses linguistic access in its reimbursement and outreach 

education policies. Medicare "providers are encouraged to make bilingual services available 

to patients wherever the services are necessary to adequately serve a multilingual 

population." Medicare reimburses hospitals for the cost of the provision of bilingual services 

to patients. 

. 
Title VI of the Civil Rights Act of 1964 - "No person in the United States shall, on ground of 

race, color or national origin, be excluded from participation in, be denied the benefits of, 

or be subjected to discrimination under any program or activity receiving Federal financial 

assistance." 

http://www.omhrc.gov/templates/browse.aspx?lvl=3&lvlid=18 4/29/2009 
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Introduction and Literature Review 

Despite steady improvement in the overall health of the U.S. popuia
tion, racial and ethnic minorities, with few exceptions, experience higher 
rates of morbidity and mortality than non-minorities. African Americans, 
for example, experience the highest rates of mortality from heart disease, 
cancer, cerebrovascular disease, and HIV/ AIDS than any other U.S. racial 
or ethnic group. American Indians disproportionately die from diabetes, 
liver disease and cirrhosis, and unintentional injuries. Hispanic Ameri
cans are almost twice as likely as non-Hispanic whites to die from diabe
tes. In addition, some Asian-American subpopulations experience rates 
of stomach, liver, and cervical cancers that are well above national aver
ages. The reasons for these health status disparities are complex and 
poorly understood, but may largely reflect socioeconomic differences, dif
ferences in health-related risk factors, environmental degradation, and 
direct and indirect consequences of discrimination (Williams, 1999). 

Differences in access to healthcare are also likely to play a role in these 
health disparities. Hispanics, Asian Americans, American Indians and 
Alaska Natives, and African Americans are less likely than whites to have 
health insurance, have more difficulty getting healthcare, and have fewer 
choices in where to receive care. Hispanic and African-American patients 
are also more likely to receive care in hospital emergency rooms, and are 
less likely than whites to have a regular primary care provider (Collins, 
Hall, and Neuhaus, 1999). 

Concern is growing, however, that even at equivalent levels of access 
to care, racial and ethnic minorities experience a lower quality of health 
services and are less likely to receive even routine medical procedures 

29 
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than whi°'ericans. For example, relative to whites, African Ameri
cans and Hispanics are less likely to receive appropriate cardiac medica
tion (e.g., thrombolytic therapy, aspirin and beta blockers) or to undergo 
coronary artery bypass surgery, even when variations in such factors as 
insurance status, income, age, co-morbid_ conditions, and symptom ex
pression are taken into account (Ayanian et al., 1993; Hannan et al., 1999; 
Ramsey et al., 1997; Johnson et al., 1993; Canto et al., 2000). African Ameri
cans with end-stage renal disease are less likely to receive peritoneal di
alysis and kidney transplantation (Kasiske, London, and Ellison, 1998; 
Barker-Cumrrungs, McClellan, Soucie, and Krisher, 1995; Caylin et al., 
1993), and African-American and Hispanic patients with bone fractures 
seen in hospital emergency departments are less likely than whites to re
ceive analgesia (Todd et al., 2000; Todd, Samaroo, and Hoffman, 1993). In 
terms of quality of care, a recent study of Medicare patients revealed that 
African-American patients with congestive heart failure or pneumonia 
received poorer quality care than whites, using explicit process criteria 
and implicit review by physicians (Ayanian, Weissman, Cha~-T~er, 
and Epstein, 1999). Further, these differences are associated with greater 
mortality among African-American patients (Peterson et al., 1997), 

STUDY CHARGE AND COMMITTEE ASSUMPTIONS 

These disparities prompted Congress in 1999 to request an Institute of 
Medicine (IOM) study to assess disparities in the kinds and quality of 
healthcare received by U.S. racial and ethnic minorities and non-minori
ties. Specifically, Congress requested that the IOM: 

• Assess the extent of racial and ethnic differences in healthcare that 
are not otherwise attributable to known factors such as access to care (e.g., 
ability to pay or insurance coverage); 

• Evaluate potential sources of racial and ethnic disparities in health
care, including the role of bias, discrimination, and stereotyping at the 
individual (provider and patient), institutional, and health system levels; 
and 

• Provide recorrunendations regarding interventions t<) eliminate 
healthcare disparities. 

In its interpretation of the charge, the study committee assumes re
sponsibility for assessing variation in the quality of healthcare services 
provided to individuals of different racial and ethnic backgrounds, inde
pendently of patients' insurance status, education, income, or other fac
tors that are known to affect access to care. This is a somewhat artificial 
and difficult distinction, as many access-related factors, such as the type 
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INTRODUCTION AND LITERATURE REVIEW 0 
of health insurance coverage that healthcare consumers purchase or m 
provided, as well as their· level of education and other unmeasured a! 
pects of socioeconomic status (e.g., assertiveness in seeking care) signifi 
cantly affect the quality and intensity of healthcare that they receive, anc 
are highly correlated with race and ethnicity. The relationship of thes, 
variables to healthcare quality is therefore highlighted where appropriah 
in this report. For purposes of addressing the study charge, however, th1 
committee's focus extends only to the direct and indirect effects of rac( 
and ethnicity in the process, structure, and outcomes of healthcare. 

Further, the committee assumes that healthcare refers to the continuurr 
of services provided it1 traditional healthcare settings-including public 
and private clinics, hospitals, community health centers, nursing homes, 
and other healthcare facilities-as well as home-based care. These in
clude services provided by a range of healthcare professionals, including 
physicians, nurses, physician assistants, psychologists, and other licensed 
professionals. ·The term healthcare services refers to the provision of pre
veiltive, diagnostic, rehabilitative and/ or therapeutic medical or health 
services to individuals or populations. Quality of care refers to the degree 
to which health services for individuals and populations increase the like-· 
lihood of desired health outcomes and are consistent with current profes
sional knowledge. These definitions, and their interrelationship, are best 
summarized in the 1999 !OM report, Measuring the Quality of Health Care: 

The IOM stated ... that "quality of care is the degree to which health 
services for individuals and populations increase the likelihood of de
sired health outcomes and are consistent with current professional 
knowledge" (IOM, 1990, p. 21). This definition has been widely accepted 
and has proven to be a robust and useful reference in the formulation of 
practical approaches to quality assessment and improvement 
(Blumenthal, 1996). Several ideas in this definition deserve elaboration. 

The term health services refers to a wide array of services that affect health, 
including those for physical and mental illnesses. Furthermore, the defi
nition. applies to many types of healthcare practitioners (physicians, 
nurses, and various other health professionals) and to all settings of care 
(from hospitals and nursing homes to physicians' offices, community 
sites, and even private homes) .... 

The inclusion in the definition of both populations and individuals draws 
attention to the different perspectives that need to be addressed. On the 
one hand, there is concern with tl{e quality of care that individual organi
zations, health plans, and clinicians deliver. On the other hand, attention 
must be paid to the quality of care across the entire system. In particular, 
one must ask whether all parts of the population have access to needed 
and appropriate services, whether services meet or exceed their expecta
tions, and whether their health status is improving. That focus embraces 
all groups, whether or not they have access to care and whether they are 
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Oefined by cultural heritage, sociodemographic characteristics, geogra
phy (e.g., a state or a region), or diagnosis. It recognizes that such indi
viduals will include the most vulnerable, whether the source of vulner
ability is economic, the rarity or severity of the health problem, physical 
frailty, or physical or emotional impairment. (Institute of Medicine, 
1999a; emphasis in text). 

The study committee defines disparities in healthcare as racial or eth
nic differences in the quality of healthcare that are not due to access-re
lated factors ·or clinical needs; preferences,1 and appropriateness of inter
vention (Figure 1-1). The committee's analysis is focused at twd levels: 1) 
the operation of healthcare systems and the legal and regulatory climate 
in which health systems function; and 2) discrimination at the individual, 
patient-provider level. Discrimination, as the committee uses the term, 
refers to differences in care that result from biases, prejudices, stereotyp
ing, and uncertainty in clinical communication and decision-making .. It 
should be emphasized that these definitions are not lerui).df.finitions. Dif
ferent sources of federal, state and international law define discrimination 
in varying ways, some focusing Oil intent and others emphasizing dispar
ate impact. 

Finally, in defining racial and ethnic minority groups, the committee uses 
the definitions provided by the federal Office of Management and Budget 
in its proposed Revisions to the Standards for the Classification of Federal 
Da.ta on Race and Ethnicity (Office of Management and :Budget, 2001). 
The revised standards (see Box 1-1) establish five categories for "racial" 
groups (American Indian or Alaska Native, Asian, Black or African 
American, Native Hawaiian or other Pacific Islander, and White), and two 
categories for "ethnic" groups (Hispanic or Latino and Not Hisp~nic or 
Latino).2 It should be noted that these definitions have been subject to 
considerable criticism, induding: 

1The committee defines patient preferences as patients' choices regarding healthcare that 
are based on a full and accurate understanding of treatment options. As discussed in Chap
ter 3 of this report, patients' understanding of treatment options is often shaped by the 
quality and content of provider-patient communication, which in tum may be influenced by 
factors correlated with patients' and providers' race, ethnicity, and culture. Patient prefer
ences that are not based on a full and accurate understanding of treatment options may 
therefore be a source of racial and ethnic disparities in care. The committee recognizes that 
patients' preferences and clinicians' presentation of clinical _information and alternatives in
fluence each other, but found separation of the two to be analytically useful. 

2Consistent with the 0MB classification scheme, the terms "African American" and 
"black" are used interchangeably throughout this report, as are the terms "Hispanic" and 
"Latino." 
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I I ,,-,r-
Clinical Appropriateness 

T- and Need 
Patient Preferences 

Q) Difference The Operation of T ia _L Healthcare Systems and (.) 
~ 

~ ·c: Legal and Regulatory 
0 Climate C: Q) 

~ :i: 
Disparity 0 C: Discrimination: 

~ 
0 

Biases, Stereotyping, _L z 
~ and Uncertainty ::l 
0 

FIGURE 1-1 Differeni::es, disparities, and discrimination: Populations with equal 
access to healthcare. SOURCE: Gomes and McGuire, 2001. 

• reinforcement of the concept of "race" as reflecting genetic or bio
logic differences between population groups; 

• failure to reflect the fluid and dynamic nahtre of sociopolitical iden
tity, and 

• failure to reflect the way many Americans choose to define them
selves (Institute of Medicine, 1999b). 

Nonetheless, the committee adopts these racial and ethnic definitions 
because they are commonly accepted among researchers, and tnost feder
ally funded research utilizes these terms. Further, as will be noted below, 
access to and the allocation of healthcare resources differ with striking 
consistency across these population groups, making them useful in track
ing disparities in care. 

To summarize, racial and ethnic minorities are less likely than whites 
to posses health insurance (Collins, Hall, and Neuhaus, 1999), are more 
likely to be beneficiaries of publicly funded health insurance ( e.g., Medic
aid [The Henry J. Kaiser Family Foundation, 2000b]), and even when 
insured, may face additional barriers to care due to other socioeconomic 
factors, such as high co-payments, geographic factors (e.g., the relative 
scarcity of healthcare providers and healthcare facilities in minority com
munities), and insufficient transportation. These access-related factors are 
likely the most significant barriers to equitable care, and must be addressed 
as an important first step toward eliminating healthcare disparities. The 
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committee is asked, however, to assess whether other factors may con
tribute to health-care disparities once these "threshold" factors (i.e., racial 
and ethnic differences in income, health insurance status, and geography) 
are held constant, and to specifically address whether bias, discrimination, 
or stereotyping at the individual, institutional, and health systems levels 
may explain some part of these disparities. To a great extent, attempts to 
separate the relative contribution of these factors risks presenting an 
inco:rnplete picttJ.re of the complex interrelationship between racial and 
ethnic minority status, socioeconomic differences, and cliscrimination in 
the United States. For example, as will be discussed in Chapter 2, racial 
and ethnic housing segregation is a by-product of both historic and con
temporary racism and discri:rnination, as well as socioeconomic differ
ences (itself the legacy of poorer opportunities for many minority groups). 
The com:rnittee therefore stresses that attempts to "parcel out" access-
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re.lated factors from the quality of healthcare for minorities remains an 
artificial exercise, and that policy solutions must consider the historic and 
contemporary forces that contribute to differences ii1 access to and quality 
oi healthcare. 

THE RELATIONSHIP BETWEEN RACIAL ANO ETHNIC 
DISPARITIES IN HEALTH STATUS AND HEALTHCARE 

The health gap between minority and non-minority Americans has 
· pet.sisted, and in some cases, has increased in recent years. African
• •' American men, for example, experienced an average life expectancy of 61 

yiearsin 1960, compared with 67 years for their white male peers; in 1996, 
this gap increased to 8 years, as white males enjoyed ai1 average life ex
pectancy of 74 years,· relative to 66 years for African-American males. 
American-Indian men in some regions of the country can expect to live 
ooly into their mid-fifties. Further, African-A:rnerican and American-In
dian infant mortality rates remain approximately 2.5 and 1.5 times higher, 
respectively, than rates for whites (Collins, Hall, and Neuhaus, 1999). 

As noted above, the reasons for these health status disparities are com
,· plia. Individual risk factors for poor health are pronounced among many 

acia1 and ethnic minorities, yet these risks are confounded by the dispro-
- pcrtionate representation of minorities in the lower socioeconomic tiers . 
. !\beo\·er, socioeconomic position in and of itself is correlated with health 

:!latu:s, independently of individual risk factors, as people in each ascend
. n;ig step along the socioeconomic gradient tend to have better health, even 
·when individual health risk factors are accounted for (Kaplan, Everson, 
mid Lynch, 2000). Cultural factors also pl~y an important role in health 
disparities; among some immigrant Hispanic populations, for example, 
birth outcomes have been found to be better than among those of their 
.U.S.-bom peers, suggesting that sociocultural risk increases with subse~ 
quent generations living in the United States (Korenbrot and Moss, 2000). 

{ further, environmental health risks, such as degradation, air, water, and 
, :soil pollution, and other physical health hazards are more prevalent in 
:, bt.·-income racial and ethnic minority communities. These and other risk 
, ·kdof'S associated with health and poor health illustrate that racial and 
. dimic disparities in health status largely reflect differences in social, so-
• doeronomic, and behavioral risk factors and environmental living condi-
• m.s (House and Williams, 2000). Healthcare is therefore necessary but 
,, .brufficient in and of itself to redress racial and ethnic disparities in health 
':5btus (Williams, 1999}. A broad and intensive strategy to address socio
,:~mk inequality, concentrated poverty in many racial and ethnic mi-

• ·1y communities, inequitable and segregated housing and educational 
a...:J.,ti,es, individual behavioral risk factors, as well as disparate access to 
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and use of healthcare services is needed to seriously address racial and 
ethnic disparities in health status. 

WHY ARE RACIAL AND ETHNIC DISPARITIES 
IN HEALTHCARE IMPORTANT? 

The preceding discussion should not be interpreted as suggesting that 
racial and ethnic disparit!es in healthcare are unimportant, either to indi
viduals in need of care or to a society that prides itself on equality of 
opportunity. To the contrary, disparities in healthcare are problems that 
have significant implications for health professionals, administrators and 
policymakers, and healthcare consumers of all backgrounds. 

For the health professions, racial and ethnic disparities in healthcare 
pose moral and ethical dilemmas that will be among the most significant 
challenges of today's rapidly changing health systems. Increasingly, phy
sicians and other health professionals are faced with a compl~ s~~f soci
etal expectations. On one hand, they are expected to adhere to the highest 
ethical standards of service that mandate fairness and compassion. On 
the other hand, physicians are placed in the position of serving as manag
ers of vital, yet limited healthcare resources. Their decisions may result in 
the allocation of more resources to some individuals than to others, re
sulting in the unequal distribution of healthcare across population groups. 
These challenges occur in the context of increasing financial and bureau
cratic pressures on healthcare providers, which may exacerbate the prob
lem of inequitable care. Yet the public's trust in the health professions 
may be irrevocably harmed should .the healthcare industry be engaged, 
even inadvertently, m "social triaging." It is vitally important to preserve 
this trust, which ~s already fragile in many racial and ethnic minority com
munities, as it can significantly .affect patients' willingness to seek care 
and adhere to treatment regimens. 

Health professionals and policymakers must also be cognizant of the 
importance of healthcare as a resource that is tied to social justice, oppor
tunity, and the quality of life for individuals and groups. The productiv
ity of the workforce is closely linked with its health status, yet if some 
segments of the population, such as racial and ethnic minorities, receive a 
lower quality and intensity of healthcare, then these groups are further 
hindered in their efforts to advance economically and professionally. It is 
therefore impOrt~nf from an egalitarian perspective to expect equal per
formance in healthcare, especially for those disproportionately burdened 

with poor health. 
From a public health standpoint, racial and ethnic disparities in 

healthcare threaten to hamper efforts to improve the nation's health. As 
will be discussed in Cli.apter 3, the United States is becoming increasingly 
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dti1'"e1Se; while white Americans currently constitute 71 % of the popula
tiioo. by the year 2050 nearly one in two Americaf1S will be a person of 
rotor (U.S. Bureau of the Census, 2000). These groups, as noted earlier, 
aperience a poorer overall health status and lower levels of access to 
he.athcare than white Americans, and experience a disproportionate bur
den of chronic and infectious illness. This higher burden of disease and 
mortality among minorities has profound implications for all Americans, 
as it results in a less healthy nation and higher costs for health and reha
bilitative care. All members of a community are affected by the poor 
health status of its least healthy members-infectious diseases, for ex
.ample, know no racial/ ethnic or socioeconomic boundaries. For this rea-
1!1Qll. the federal Healthy People 2010 initiative has established an overarch
ing goal of eliminating health disparities, noting that "the health of the 
individual is almost inseparable from the health of the larger community, 
and ... the-health of every community irt every State and territory deter
mines the overall health status of the Nation" (U.S. Department of Health 
and Human Services, 2000a, p. 15). 

From an economic standpoint, the costs of inadequate care may have 
.significant implications for overalfhealthcare expenditures.· Poorly man
agied chronic conditions or missed diagnoses can result in avoidable, 
~r subsequent healthcare costs. For example, inadequately treated 
:ntd managed diabetes can result in far more expensive complications, 
250ch as kidney disorder requiring dialysis or transplantation. To the ex

·.·1en1 that minority beneficiaries of publicly funded health programs are 
le!.s likely to receive high quality care, these beneficiaries-as well as the 
tnpayers that support public healthcare programs-may face higher fu

:, IUre healthcare costs. 
Further, the problem of racial and ethnic disparities in healthcare 

poses a significant dilemma for a society that is still wrestling with a legacy 
et racial discrimination (Byrd and Clayton, this volume). Public opinion 
poa!s indicate that the vast majority of Americans abhor any form of racial 

-·. ~ination 11,nd believe that all Americans should-and do-enjoy 
~;~! opportunities in accessing educational and job opportunities, as well 

iti he-.1lthcare (Morin, 2001). Yet this ideal falls far from reality in many 
••~ of American life, including healthcare, as will be discussed in later 
• • of this repbrt. The discrepancy between Americans' widely held 

and beliefs regarding the importance of equality and the reality of 
~t racial inequities tears at the social fabric of the nation and con

to the gulf of understanding between racial, ethnic and socioeco
groups. 

Fmally, for the population at large, racial and ethnic disparities in 
_re raise concerns about the overall quality of care in the United 

Given that racial and ethnic minority groups experience greater 
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challenges and barriers to high quality care, their experiences expose 
healthcare systems' greatest weaknesses and· problems-problems that 
any American may face in attempting to access healthcare. In this con
text, the extent to which minorities are well or poorly served provides an 
important indicator of the state of healthcare in the nation. The provision 
of equitable care that does not vary by patient race, ethnicity, gender, and 
age is therefore among one of the six- overarching goals identified in the 
Institute of.Medicine's Crossing the Quality Chasm report (IOM, 2001a). As 
the Chasm report suggests, evidence of unequal or substandard care for 
some segments of the population, particularly on the basis of group mem
bership, should raise the concern that the provision of care may be incon
sistently and subjectively administered. Inequities in care, therefore, ex
pose a threat to quality care for all Americans. 

For all of these reasons, should evidence be available to suggest that 
racial and ethnic disparities in care are widespread, these disparities 
would be unacceptable. 

EVIDENCE OF RACIAL AND ETHNIC 
DISPARITIES IN HEALTHCARE 

.,.,.,, ........ 

The literature review that follows summarizes articles published in 
peer-reviewed journals within the last 10 years, with an emphasis on the 
most recent publications. In selecting literature to review, the _committee 
identified studies that assess racial and ethnic variation in healthcare while 
controlling for differences-in access to healthcare (e.g., by studying simi
larly insured patients or by statistically adjusQ.llg for ciifferences in insur
ance status) and/ or socioeconomic status. To ensure that the committee's 
search was not limited to studies with "positive" findings of racial and 
ethnic differences in care, searches were conducted for studies that at
tempted to assess variations in care by patient socioeconomic status and 
geographic region. These studies were include.cl if the researchers as
sessed racial or-ethnic differences in care while controlling, as noted above, 
for patient access-related factors. In addition, the committee focused its 
review on those studies that attempt to assess the contribution of a range 
of other potential confounding variables, such as racial and ethnic differ
ences in disease severity, stage of illness progression, patient preferences 
for non-invasive procedures or to avoid complex treatments, types of set
tings where care is received (e.g., public vs. p~ivate clinics, teaching vs. 
non-teaching hospitals), availability of procedures (e.g., whether catheter
ization is offered on-site), suitability of intervention (e.g., whether subtle 
racial differences in response to treatments may counter-indicate use), as 
well as other factors. Further, the committee paid particular attention to 
studies that assessed the appropriateness of services relative to established 
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.;ciimc-al guidelines. To the extent that these studies shed light on potential 
:'~ of disparities in care, they are summarized in this review. The 
• a:im.m.ittee's criteria for selecting literature to review are listed in Box 1-2. 

Almost all of the studies reviewed by the committee contained one or 
• ~ weaknesses of study design, methodology, or data analysis that litn
~ the committee's ability to draw findings and conclusions. These 
weaknesses are noted below, where appropriate. The majority of studies 

' 11'.llr.acial and ethnic disparities in care, for example, use odds ratios, which 
is .l consequence of using logistic regression models, rather than risk ra

, .tms to assess the extent of disparities in care. Relative to risk ratios, odds 
/'.R.b.015 exaggerate the apparent effect of a co-variable when the prevalence 
,:: dthe dependent variable is above 5%-10%. The committee therefore cau

&ns that in some instances, the magnitude of racial and ethnic disparities 
JIIS reported in the literature may be exaggerated. In addition, as will be 
di&.-t.is.sed below, no single.study adequately controlled for all potential 
o::infounding factors (e.g., patient preferences, racial differences in disease 

' ~-erity 9r presentation, geographic availability of specifi~ services or pro-
11:ledures) simultaneously. The committee therefore considered findings in 

,~ l&ght of the preponderance of evidence and the merits of each individual' 
·,l.ltudy. Noting the importance of assessing study strengths and limita
-~ in context, Mayberry and colleagues (2000) write, "[t]he method

_pcaJ inadequacy of an individual study may be a relatively moot point 
d:&e rontext of the body of literature that gives consistent findings and 
w·tric:h one study, often the more recent study, may overcome the spe-
• failing of a previous investigation" (Mayberry, Mili, and Ofili, 2000, 

·p. llb). 

This review yielded over 100 studies (summarized in Appendix B) 
. ht assessed racial and ethnic variation in a range of clinical procedures, 
f mocfuding the use of diagnostic and therapeutic technologies. This body 
\•literature, however, represents Only a fraction of the published studies 
~t investigate racial and ethnic differences in access to and use of 
• re services. Geiger (this volume), for example, has identified over 

such articles published over the last three decades. For a more com
;jve review of this literature; the reader is referred to Geiger (this 
) or the reviews of Mayberry and colleagues (Mayberry, Mili, and 

20CHJ); Kressin and Petersen (2001); Sheifer, Escarce, and $chulman 
Ford and Cooper (1995); and the AMA Council on Ethical and 

• I Affairs (1990). 

Cardiov~scular Care 

·~ of the strongest and most consistent evidence for the existence 
and ethnic disparities in care is found in studies of cardiovascu-
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Jo_ assess the evidence regarding racial and ethnic differences in health
car'e: • the committee conducted literature searches via PUBMED and .iP,,. 
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.~ition," to· ensure the comprehensiveness of-the review, the com
~examined the reference lists of major review papers that summarize 
·~~£Ature (e.g., Geiger, this volume; Kressi_n ... and Petersen, 20(l1'; 
iam,, 20nt; Sheifer, Escarce, and Schulman, 2000; Mayberry, Mili, and 
/~poo; Ford and Cooper, 1995). .Articles not ori_ginally identified in 

~1.s_eatch were retrieved a,iiq_ ana'ly?:ed.for appmpriateness of inclu
i'..die committee's review. ''--FinalJy,··m ensure that the committee's 

'tfi. was ,not limited to studies ·with Wpositive" ffndings or racial and 
·~ '-differences in care, :searones were conducted for studies that at

.. ' d to assess ,varJafions'-in•iCllre,:by patient socioeconomic· status and 
~phic region. 1b¢se··studles,.were included 'if.the.researchers assessed 
'ilor ethnic differences ':in· ca·r.e while ·controlling, as noted above, for 

>access-related ifaotms. 
·•~ assess the quality of .this ev,idence base, -the committee ranked stud
ori several criteria: 

-:r.i..,lt 

.- '. .Adequacy of control for ir:iSlfcl_!:lCe status (studies of patieats covered 
·:~ the same health system or in~urance pJ_an w.ere considered to be 

• •• • 'i;rigorcius than studies that fnf:fre!y assessed the availability of health 
• • e among the :stad°y population); 
. Use of appropriate indicators for patient socioeconomic status (e.g., 

-that measured patients' level-dfincome; education, or other indica
:«;socioeconomic status); 
\·'.:Analysis .of clinical data, as opposed ·to ,admir:iistrative ti aims data 
:fil:nitations of administrative claims data noted below); 
.. Prospective or retrospective data ·collection (prospective studies were 

. . . ·ed to be more rigorous than retrospective analyses); 
. ~: AP,propriate control for patient Go,morbid cor:iditions; 
?~ 'Appropriate control for racial tlffferences-·in disease seYerity or stage 
[iff.iM!ss at presentation; • • • ' 
r•: Assessment'.of patients' appropriateness for procedures (e.g., studies 
"'•-provide primary diagnosis and include well-defined measures of dis

$tllus, as in studies oNi:ai'diovascular care that assess racial differ
• in care following angiography) or·that compar.e rates of service use 
• to standardized, widely accepted clinical guidelines; and 

•· J\ssessment of.racial differences in rates of refusal or patient prefer
for non-invasive treatment. 

·es that met the committee's ·'1threshdld~'-criteria are. summarized in 
ifii 8. Many of these studies are summarizedJn-this chapter, with an 
sh on more rigorous studies1 as defined by the committee's quality 
'·aoove. 

;1~; .. 
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lar care. The most rigorous studies in this area assess both potential 
underuse and overuse of services and appropriateness of care using well
established clinical and diagnostic criteria. Several studies, for example, 
have assessed racial and ethnic differences in cardiovascular care relative 
to RAND criteria for the necessity of revascularization procedures. These 
studies have therefore been able to demonstrate that differences in treat-
ment are not due to factors such as racial differences in the severity of 
coronary disease. 

No one study reviewed by the committee simultaneously controlled 
for all of the variables likely to confound the relationship between race/ 
ethnicity and receipt of care. In addition, in almost all cases, sltJdies that 
employ rigorous Measures of potential confounding variables find that 
racial and ethnic disparities diminish once these variables are included in 
multivariate analysis. The preponderance of studies, however, find that 
even after adjustment for many potentially confounding factors-includ-
ing racial differences in acc~ss to care, disease severity, site of...s.are (e.g., 
geographic variation or type of hospital or clinic), diseasEfprevalence, co
morbidities or clinical characteristics, refusal rates, and overuse of ser-
vices by whites-racial and ethnic disparities in cardiovascular care re-
main. This conclusion was also reached by authors of all major review 
articles that the committee identified in its search, including Kressin and 
Petersen (2001); Mayberry, Mili, and Ofili (2000); Sheifer, Escarce, and 
Schulman, (2000); Ford and Cooper (1995); Gonzalez-Kl~ytnan and 
Barnhart (1998); the AMA Council on Ethical and Judicial Affairs (1990); 
and Geiger (this volume). 

The preponderance of studies ... find that even after adjustment for many 
potentially confounding factors-including racial differences in access to 
care, disease severity, site of care (e.g., geographic variation or type of 
hospital or clinic), disease prevalence, comorbidities or clinical character
istics, refusal rates, and oven,rse of services by whites-racial and ethnic 
disparities in cardiovascular care remain. 

Studies Using Administrative Databases 

Oata from several large, national datasets have been analyzed and 
demonstrate both national and regional patterns of disparities in care. 
These datasets typically rely on administrative claims data to assess dif
ferences in receipt of services. A variety of limitations should be noted 
regarding administrative claims data. One, these data provide little or no 
information regarding co-morbid illnesses, the severity of disease, or the 
stage at which illness was detec~ed. Findings of racial differences in these 
studies therefore cannot rule out the possibility that minority patients 
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\ ~t be less appropriate for specific clinical services. Second, admini. 
' lntn"i' data provide little indication as to whether patients were presente 

t111idl al.I clinical options, whether patients accepted or refused recommer 
~-or whether the physician did not recommend clinical procedure: 
Third. these data typically provide no in.formation regarding patienti 
uiucation level or other socioeconomic background information. Give: 
~t whites generally enjoy higher socioeconomic and educational statm 

_ .-id gi\•en the correlation between these attributes and care-seeking be 
", ''m"rior (e.g., greater assertiveness in seeking care), socioeconomic status i: 

,., _pooentially a significant confounding factor. Fourth, administrative dat, 
_, ·typiicaJJy provide no information regarding the appropriateness of ser-
• s'iloe5 rel.itive to patients' needs, and therefore overuse of services amon~ 
• 1111ici:tes and/ or underuse among minorities cannot be ruled out. 

Nonetheless, the consistency of findings from these studies, many 
llllSing large sample sizes, is striking. Ford et al. (1989), for exainple, as
~ rates of coronary arteriography and coronary artery bypass graft 
swgery (CABG) among nearly 4 million patients with acute myocardial 
.m.fa.rction sampled in the National Hospital Discharge Survey (NHDS). 

,, The authors found that African-American men and women were signifi-
antly less likely to undergo CABG or .angiography than whites. Escarce 
d al (1993), McBean et al. (1994), and Gornick et al. (1996) found signifi-

•• Glrl1 racial differences in rates of cardiovascular procedures among Medi
C\lft' patients, with African-American patients approximately one-half to 

: ~third less likely to receive services. Similarly, Goldberg et al. (1992), 
;'•an analysis of over 86,000 Medicare patients, found that whites were 
·, ~y four times more likely than African Americans to receive CABG, 

Jib.er adjusting for age- and gender-related differences in rates of myocar
dii.a.l infarction (MI). When data were analyzed by state, the authors found 
greater racial differences in CABG rates in the Southeast, particularly in 
ll!U}-metropolitan areas. For whites, CABG rates were significantly asso
mred with the availability of thoracic surgeons and location in the South
Gk!it, but physician availability and location were not correlated with 

'· CABG rates for African Americans. 
To address some of the deficiencies of studies using administrative 

• data. several studies have adjust~d for the influence of variables such as 
• •of ca.re (e.g., geographic location or type of hospital or clinic) to assess 
-. l\l1kiaJ differences in the receipt of coronary revascularization procedures. 

:. A,·anian et al. (1993) assessed racial differences in rates of revasculariza
:,·-~ following angiography and the relationship of these differences to 
'.;,hiispital characteristics among more than 27,000 Medicare patients. Con
~ing for age, sex, region, Medicaid eligibility, and principal and sec
imdary diagnoses, the authors found that whites were 78% more likely 

African Americans to receive a revascularization procedure. These 
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diffeOs were apparent in public, private, teaching, non-teaching, and 
urban/suburban hospitals, as well as in hospitals where patients were 
referred to other facilities for revascularization procedures and those that 
offer such procedures in-house. Similarly, Weitzman et al. (1997) assessed 
rates of performance of cardiac procedures in relation to gender, race, and 
geographic location among 5,462 patients in four states (North Carolina, 
Mississippi, Maryland, and Minnesota) hospitalized for MI. After con
trolling for the severity of MI and co-morbid conditions, blacks admitted 
to teaching hospitals in this study were significantly less likely to receive 
percutaneous translmninal coronary angiography (P:rCA), CABG, or 
thrombolytic therapy. Similarly, blacks admitted to non-teaching hospi
tals were significantly less likely to receive these procedures. 

Giles et al. (1995) used data from NHDS to assess race and sex differ
ences in the rate of receipt of catheterization, PTCA, or coronary artery 
bypass surgery (CABS), while adjusting for differences in the type of hos
pital admission, insurance status, and disease severity amo~g lQ,348 pa
tients hospitalized with acute myocardial infarction (AMif. Significant 
differences by race and gender were found after statistical adjustment and 
a patient matching procedure, which matched individuals admitted to 
the same hospital and who underwent a cardiac procedure with individu
als wl;to did not undergo a procedµre. With white males as the referent, 
black men were less likely to receive catheterization or CABS, while black 
women were less likely to receive catheterization, PTCA,_ or CABS. 
Among only those patients who underwent catheterization (and there
fore had access to a cardiologist), black women were less likely to receive 
subsequent PTCA or CABS. 

Similarly, Allison et al. (1996) assessed the rate of rec~ipt of throm
bolysis, beta-adrenergic blockade and aspirin in a retrospective medical 
record review of 4,052 patients hospitalized in all acute care hospitals in 
Alabama with principle discharge diagnosis of AMI. After controlling for 
patient age, gender, clinical factors, severity of illness, algorithm-deter
mined candidacy for therapy, and hospital characteristics (e.g., rural vs. 
urban, teaching vs. non-teaching), the authors found that white patients 
were 50% more likely to receive thrombolytics than black patients. No 
differences were found in receipt of beta-blockers or aspirin by patient 
race. 

In one of the few studies to assess rates of revascularization proce
dures among a multiethnic sample of patients, Carlisle et al. (1995) found 
that African Americans, Hispanics, and Asian Americans were signif~
cantly less likely than whites to receive coronary angiography, CABG, 
and/ or angioplasty, controlling for primary diagnosis, age, gender, in
surance type, income, and co-morbid factors. When differences in the 
volume of revascularization procedures among hospitals were controlled, 
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,-htn~.er, Asian Americans did not differ from whites in the rates of cai 
~ procedures. African-American and Hispanic patients remained les 

;~lflg:!, than whites to receive angioplasty, and African Americans wer 
•·.hf.likely to receive CABG when hospital characteristics were controlled 
Smd.uly, Herholz et al. (1996) analyzed discharge data for 982 Mexican 
A.m.erican and white patients hospitalized for definite or possible myocar 
c!iaJ iniarction. Mexican Americans received 38% fewer medications thar 

} lllll'bit-.es., even after adjusting for clinical and demographic characteristics 
( ~n Americans were less likely to receive almost all major medica
·, titm1S,. especially antiarrhythmics, anticoagulants, and lipid-lowering 
:,~.apy. Using data from the same study as Herholz et al. {1996), Ramsey 

(flt ..-d. (1997} found that after adjusting for age, sex, previous diagnosis of 
• •~ry heart disease, Ml, diabetes mellitus, hypertension, occurrence of 

':: llt'l:ln~tive heart failure during MI, and location and type of MI, Mexican 
Am.eri.:ans were less likely to receive PTCA, but not aortocoronary by
pziss surgery, than whites. 

Other studies indicate that the likelihood of receiving revascu
,hri.zation procedures varies by the stage or typical sequence of events 
~g to care. Blustein, Arons, and Shea (1995), for example, found that' 
.m:i:ong patients hospitalized for acute myocardial infarction, race and in
~e status significantly predicted the likelihood of 1) gaining initial 

::•illldm:lttance to a hospital that offers revascularization services; 2) actually 
'~ing revascularization following initial admission; or 3) receiving 

~
0J&Ularization services following transfer or subsequent readmission . 

'"':~. those with private insurance, and those with more severe heart 
• • ,~ were more likely to gain initial admittance to hospitals providing 

1Jir;,
0a:;.cu1arization services. Once hospitalized, whites, males, those with 

pn-,,ate insurance, and those with more severe disease were more likely to 
.tl(tuaJJy receive revascularization. Racial disparities grew larger as pa
~ts "progressed" though the phases leading to revascularization. 

S;n,,.i!,6 oj the Role of Financial and Institutional Characteristics 

Several studies suggest that financial and institutional characteristics 
' -.a~· mediate the relationship between the use of cardiac procedures and 

pi:n,ent race, in some cases significantly attenuating or eliminating racial 
.wid ethnic disparities. Leape et al. (1999) explored racial differences in 
R"a-~7.1larization procedures as a function of demographic characteristics 

:_ .tmsd type of hospital among 631 patients at 13 New York City hospitals for 
. ,-,born revascularization procedures were deemed clinically necessary ac

; (latding to RAND criteria. The authors found no racial differences in rates 
cirt,tascularization procedures among African-American patients (72%), 

' •. ~panic patients (67%) and white patients (75%). .Rates of revascu-
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larization were significantly lower, however, among patients initially seen 
in hospitals that did not provide revascularization services (and therefore 
had to refer patients to other hospitals) than those treated in settings ·that 
did provide revascularization (59% to 76%, respectively). Subsequent 
criticism of the study noted that the limited sample and geographic set
ting, coupled with the fact that most of the facilities studied offered both 
angiography and revascularization on-site, may have limited the study's 
ability to detect group differences in procedure use (Kressin and Peterson, 
2001). 

Similarly, Gregory et al. (1999) studied the relationship between the 
availability of hospital-based invasive cardiac procedures ani;:l racial dif
ferences in the use of these services. The authors studied records of 13,690 
black and white New Jersey residents hospitalized with a primary diag
nosis of AMI. For all patients, the likelihood of receiving catheterization 
within 90 days of AMI was significantly greater among those hospitalized 
in facilities that provided cardiac services. Black patients gi. this sample 
were more likely to be admitted first to hospitals equipped to perform 
cardiac catheterization and/ or PTCA or CABG. Despite this, blacks were 
less likely to receive catheterizaHon than whites within 90 days of admis
sion, even after controlling for age, sex, health insurance status (for those 
younger than age 65), anatomic location of primary infarct, co-morbidi
ties, and the availability of cardiac services. Similarly, blacks were less 
likely than whites to receive revascularization procedures within 90 days 
of adtnission, again after controlling for patient demographic and clinical 
factors and availability of cardiac services. 

Other researchers have assessed whether racial and ethnic disparities 
in healthcare are mediated by the type of health system in which care is 
delivered. Taylor et al. (1997), for exatnple, abstracted chart reviews from 
1,441 patients with principal or secondary diagnosis of AMI receiving care 
in one of 125 military hospitals. The authors found J'.lO differences in rates 
of catheterization procedures between white and "non-white" patients 
(all patients who described their race or ethnicity as other than white or 
Caucasian, including African Americans) during AMI admission or be
tween white and black patients. Similarly, no. differences were fot.md in 
rates of revascularization (PTCA or CABG) between white and "non
white" patients or between white and black patients. No differences were 
found in mortality or rates of readmission within 180 days following ini
tial discharge. However, white patients were significantly more likely 
than non-white patients to be considered for future catheteriz'ation. 
Among studies of disparities in Veterans Administration hospitals, which 
significantly reduce financial barriers to care, findings are mixed. 
Mickelson et al. (1997) found no differences between white and Hispanic 
VA patients in receipt of cardiovascular procedures following AMI. In 
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:~as.t, Peterson et al. (1994), Mirvis et al. (1994), v\/hittle et al. (1993), 
•~ M.irvis and Graney (1998) all found that Afrkan-American VA pa

-\.~ were less likely to receive cardiovascular procedures. Sedlis et al. 
,., {.!'997J found that therapeutic cardiac procedures (surgery or PTCA) were 

wettd more frequently for white VA patients (72.9%) than African
Am-.erican VA patients (64.3%). This difference could not be explained by 
:w.nple clinical differences between the two groups. Even though they 
~ offered care at lower rates, however, African-American patients were 
mi.ore than twice as like_ly as whites to refuse invasive procedures. In con
trast. Petersen et al. (2002) found significant differences in rates of thron,
bolytic therapy and bypass surgery among a sample of African-American 
~ white VA patients with a confirmed diagnosis of acute myocardial 
iin.fan."1ion, with black patients receiving lower rates of these invasive pro
a,(iures. Like Sedlis et al. (1997), Petersen et al. assess racial differences in 
rates of refusal for these procedures, but found no differences in rates of 
refusal when angiography, PTCA, or bypass surgery were offered. 

Dau.nut et al. (1999), in one of the few studies to longitudinally assess 
receipt of cardiovascular procedures among a cohort of patients, followed 
1"1Je!3J'iy 5,000 African-American and white patients with end-stage renal 
ms.ease (ESRD) to deter.tnine whether the acquisition of health insurance 

.. (E5RD patients are eligible for Medicare and generally enter a compre
hn,fre system of care, if not already enrolled in one, upon diagnosis) 
',~ reduce racial and ethnic disparities in receipt of cardiovascular pro

.adiun>:S (ESRD patients are at high risk for cardiovascular disease). Prior 
iSD dn•elopment of ESRD, white patients were nearly three times more 

,{~- than African-American patients to receive catheterization, 
:,· ~Jasty, or CABG, even after controlling for clinical and socioeco-
• • illlOOlic variables. At follow-up, this disparity diminished to the point 
~e whites were only 40% more likely to receive a cardiovascular pro

\_ a,:lure. Significantly, among patients who were already eiuolled in Medi
'..- are at baseline, racial disparities in cardiovascular procedures disap
. • peared at follow-up. Daumit et al. caution, however, that "a substantial 
/ Mdine disparity between black and white patients ... exists in the pri
• vr.arely insured and Medicare subgroups, providing evidence against ac
.:. •q.,uisition of health insurance as the only factor in narrowing the ethnic 
;\ pp· (Oauinit et al., 1999, p. 179). As with many of the studies reviewed 
.i·. 400\·e. however, this study did not obtain detailed clinical data or infor
•· mution on patient preferences, which could explain some of the observed 
; _d.lffon."nces (Kravitz, 1999). 
' These studies strongly suggest that addressing racial and ethnic gaps 
: a insurance coverage is one of the most important factors in narrowing 
i_6e racial and ethnic gap in cardiovascular services. Health insurance 
Jrlmne does not completely eliminate disparities, however, as the studies 
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above illustrate. This finding is confirmed in a study of cardiovascular 
care in the United Kingdom, which offers universal access and free care at 
the point of use. In a prospective study of 2,552 patients seen in London 
hospitals who were deemed "appropriate" for cardiovascular procedures 
according to standardized criteria, ~emingway et al. (2001) found that 
"non-white" patients were more likely to receive only medical treatment 
(received by 20% of these patients), rather than CABG (received by 14% of 
these patients), after controlling for demographic and clinical variables. 
These differences were not found among white patients similarly deemed 
appropriate for invasive treatment. 

Studies to Assess Appropriateness of Services 

Critics of many of the studies reyiewed above charge that compari
sons of minority patients' receipt of revascularization procedures with 
that of whites' may identify differences caused by overuse of procedures 
by whites, rather than clinical necessity. To address this amt\cem, several 
studies have examined use of coronary procedures relative to established 
criteria for necessity. Hannan et al. (1999) assessed rates of CABG among 
1,261 post-angiography patients who would benefit from CABG accord
ing to RAND appropriateness and necessity criteria. Controlling for age, 
gender, severity of disease; patient risk status, type of insurance, and other 
clinical characteristics, the authors found that African-American and His
panic patients were significantly less likely than whites to undergo CABG. 
Similarly, Laouri et al. (1997), using RAND/UCLA criteria for necessity 
of revascularization procedures, found that African Americans were half 
as likely as whites to undergo necessary CABG and one-fifth as likely to 
undergo PTCA. In this study, patients at public hospitals were less likely 
to undergo PTCA than those at private hospitals. Conigliaro et al. (2000) 
also assessed racial variation in coronary revascularization relative to 
RAND apptopriateness criteria at six hospital sites that offered CABG on 
site or at an adjacent university hospital. This was a VA patient popula
tion with few financial barriers to care. Further, all patients had unstable 
angina or acute myocardial infarction and had undergone coronary an
giography. Overall, African-American patients were found to be less 
likely then whites to undergo CABG and PTCA, but when RAND appro
priateness criteria were considered, African Americans were still less 
likely to receive CABG when deemed "necessary." 

In a larger study, Canto et al. (2000} studied the use of reperfusion 
therapy among more than 26,000 patients meeting eligibility criteria as a 
result of acute myocardial infarction. After controlling for clinical and 
demographic charact~ristics, the authors found that African Americans 
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w-er~ slightly less likely than whites to undergo reperfusion therapy. Fur-
.~, Schneider et al. (2001) used RAND criteria to assess whether overuse 
ol PTCA or CABG by whites explained racial differences in revascu
brization rates among 3,960 African-American and white Medicare pa
tients. As with other studies cited above, Schneider et al. found that 
1,.-hites were more likely than African Americans to receive PTCA and 
CABG. When assessed relative to RAND appropriateness criteria, white 
males were found to be nearly 2.5 times more likely to receive PTCA than 
African Americans when the procedure was judged to be "inappropri
ate;" no other racial or gender differences were found in rates of inappro
priate CABG. The authors conclude, however, that the racial difference in 
rates of inappropriate PTCA "was not sufficiently large to account for 
more than a small fraction of the substantial disparities in rates of revascu-
1.arization between white patients and African-American patients" 
(Schneider et al., 2001b, p. 334). 

These studies of disparities in cardiovascular care relative to appro
priateness criteria offer an important means of assessing whether ob
served racial and ethnic differences in care may be "explained" by differ
ences in clinical necessity. It should be noted, however, that even among 
-studies employing objective criteria to assess racial and ethnic differences 
in care relative to clinical necessity, "there may nof always be a perfect fit 
between the clinical indications considered by the [panel evaluating ap
propriateness] and the characteristics of real patients'( (Kravitz, 1999). 

In a more comprehensive study of whether racial disparities in re
ceipt of revascularization procedures reflect clinical necessity or merely 
overuse among whites, Peterson et al. (1997) assessed racial differences in 
receipt of coronary angioplasty and CABG among patients with docu
mented coronary disease, and assessed whether differences were associ
ated with survival. Peterson et al. followed 12,402 patients seen annually 
at Duke University Medical Center for an average of five and a half years, 
and found that African Americans were 13% less likely than whites to 
undergo angioplasty and 32% less likely to undergo CABG during the 
:study period. Racial differences in procedure rates were more marked 
among patients with severe disease. Analysis of survival benefit of sur
gery also revealed racial differences; among patients expected to survive 
more than one year, 42% of African Americans underwent surgery, com
pared with 61 % of whites. Finally, analysis of the adjusted five-year mor
t.ality rate among patients revealed that African-American patients were 
W"J.., more likely than whites to die. The Peterson et al. study can be criti
cized on the grounds that the findings may not generalize beyond the 
single study setting. Nevertheless, the study provides strong evidence 
that lower rates of intervention among this sample of African-American 
patients were associated with lower rates of survival. 



SwnmmOiterature on Racial and Ethnic Disparities in Cardiovascular 
Care 

The literature reviewed above illustrates that racial and ethnic dis
parities in cardiovascular care are robust and consistent across a range of 
studies conducted in different geographic regions with diverse patient 
populations seen in a range of clinical settings. This literature does not, 
however, provide a clear account of the sources of these disparities; rather, 
these studies provide clues regarding the types of factors that are not likely 
to fully explain disparities in cardiovascular care. Racial differences in 
clinical presentation or disease severity do not fully explain differences in 
receipt of services (Hannan et al., 1999; Lauori et al., 1997; Conigliaro et 
al., 2000; Canto et al., 2000), although minority and non-minority patients 
may not respond equally well to some therapeutic interventions, as will 
be discussed in Chapter 3. White patients have been found to use some 
clinical services at higher rates than minorities, even when not necessarily 
indicated. Therefore, when minority patients' use of services is compared 
with that of whites, differences may be observed. But this ~ve.fiise" of 
cardiovascular procedures by whites does not fully explain disparities in 
care (Schneider et al., 2001), and studies that assess racial differences in 
care relative to established clinical criteria still find significant differences 
(Conigliaro et al., 2000b; Hannan et al., 1999; Laouri et al, 1997). Racial 
and ethnic disparities in cardiovascular services are found among patients 
insured by Medicare (Gornick et al., 1996; McBean et al., 1994; Escarce et 
al., 1993); and among patients in VA settings (Peterson et al., 1994; Mirvis ~ 
et al., 1994; Whittle et al., 1993; Mirvis and Graney, 1998; Sedlis et al., 1997; 
Petersen et al., 2002), although these findings are not consistent (Mickelson 
et al., 1997). Significantly, however, even among patients whose care is 
covered by nationalized health plans (e.g., Great Britain), minority racial 
and ethnic groups are found to receive fewer clinical services (Hemingway 
et al., 2001). 

Several studies find that African-American patients are more Ukely 
than whites to refuse invasive procedures (e.g., Hannan et al., 1999; 
Oddone et al., 1998; Sedlis et al., 1997), but when the relative contribution 
of patient refusal to racial differences in care i~ assessed, this factor is not 
found to account completely for these disparities. Further, physician rec
ommendation appears to be the major factor in determining whether pa
tients receive invasive cardiac procedures (Hannan et al., 1999). These 
factors as potential sources of disparities will be assessed in greater detail 
in Chapter 3. 

Almost all of the studies reviewed here find that as more potentially • 
confounding variables are controlled, the magnitude of racial and ethnic 
disparities in care decreases. In a few studies, disparities disappeared 
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entirely when appropriate confounding variables were included in multi
\'ariate analysis. In general, these findings are liinited to studies of pa
tients seen in univers_ally accessible care settings, such as the U.S. Depart
ment of Defense healthcare systems (e.g., Taylor et al., 1997), or studies 
employing small samples in one or a handful of clinical settings (e.g., 
Leape et al., 1999). These findings strongly suggest that access-related 
factors, such as insurance status, ability to pay, and characteristics of in
stitutional and clinical settings are the largest contributors to observed 
racial and ethnic disparities in cardiovascular care. The vast majority of 
studies assessing disparities in cardiac care, however, fi11d that racial and 
ethnic disparities persist even after variations in insurance status are con
trolled. 

As a "second level" analysis of the quality of evidence regarding ra
cial and ethnic disparities in cardiovascular care, the committee identified 
a subset of studies that permit a more detailed analysis of the relationship 
between patient race or ethnicity and quality of care, while considering 
potential confounding variables such as clinical differences in presenta
tion and disease severity. Several criteria were established to identify 
these studies, using generally accepted criteria of research rigor and qual
ity. To begin, the committee identified only studies using clinical, as op
posed to administrative data, for the reasons cited above. Secondly, the 
committee identified studies that provided appropriate controls for likely 
confounding variables, and/ or employed other rigorous research meth
ods. These criteria included the use of adequate control or adjustment for 
racial and ethnic differences in insurance status; prospective, rather than 
retrospective data collection; adjustment for racial and ethnic differences 
in co-morbid conditions; adjustment for racial and ethnic differences in 
disease severity; comparison of rates of cardiovascular services relative to 
measures of appropriateness; and assessment of patient outcomes. 

Several caveats should be noted in undertaking this approach. One, 
studies using clinical data allow researchers to better assess whether dis
parities in care exist and are significant after potential confounding fac
tors such as clinical variation and the appropriateness of intervention are 
taken into account. However, these studies often are limited to small pa
tient samples in one or only a few clinical settings, therefore sacrificing 
:statistical power and potentially underestimating the role ~f institutional 
,.,.a.riables as contributing to healthcare disparities. Second, assessments 
of racial and ethnic differences in patients' clinical outcomes following 
intervention must be made with caution. Patients' outcomes following 
medical intervention reflect a wide range of factors, some of which are 
unrelated to the intervention itself (e.g., the degree of social support avail-
2.ble to patients following treatment) and may vary systematically by race 
« ethnicity. In addition, a finding of no racial or ethnic differences in 



patien\~omes (e.g., survival) despite disparate rates of treatment 
should \.,.~/be interpreted as demonstrating that disparities in the use of 
medical intervention are inconsequential. In such instances, researchers 
should ask whether equivalent rates of intervention might be associated 
with better patient outcomes among minorities. Finally, this second level 
of analysis should not be interpreted as suggesting that the larger litera
ture presented above is insufficient to draw conclusions regarding dis
parities in healthcare. Almost all of the individual studies reviewed ear
lier possess limitations, but the collective body of this evidence is robust. 
Despite these caveats, this second review afforded an opportunity to as
sess whether racial and ethnic disparities in care remain when racial dif
ferences in clinical presentation and other potentially confounding vari
ables are controlled. Studies were considered in this second review only 
if they met four of six criteria noted above, in addition to the "threshold" 
criteria that studies employ clinical databases. Thirteen studies were iden
tified through this process (see Table B-2 in Appendix B). Of these, only 
two (Leape et al., 1999; Carlisle et al., 1999) found no evid~c~f racial 
and ethnic disparities in care after adjustment for racial and ethnic differ
ences in insurance status, co-morbid factors, disease severity, and other 
potential confounders as noted above. The remaining studies found ra
cial and ethnic disparities in one or more cardiac procedures, foilowing 
multiv.ariate analysis. Almost all studies found that adjustment for one or 
more confounding factors reduced the magnitude of unadjusted racial 
and ethnic differences in care. Among the five studies that collected data 
prospectively, however, all found racial and ethnic disparities remained 
after adjustment for confounding factors. 

Cancer 

Studies of racial disparitiesin cancer diagnosis and treatment are less 
clear and consistent than studies of cardiac care, in part because many 
studies rely on data that use crude or incomplete indicators of the type of 
treatment provided and/or do not control for co-inorbid factors. Varia
tions in the extent of disease among patients are rarely well controlled, 
and the comprehensiveness of treatment cannot be evaluated. In addi
tion, many studies indicate 'that ethnic minorities are diagnosed at later 
stages o°f cancer progression, further confounding efforts to assess the 
quality of treatment. Nonetheless, several studies demonstrate signifi
cant racial differences in the receipt of appropriate cancer treatments and 
analgesics. 
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Studies of racial disparities in cancer diagnosis and treatment are less clear 
and consistent than studies oi cardiac care, in part because many studies 
rely on data that use crude or incomplete indicators of the type oi treatment 
provided and/or do not control for co-morbid factors. Variations in the 
extent of disease among patients are rarely well controlled, and the com
prehensiveness of treatment cannot be evaluated. In addition, many stud
ies indicate that racial and ethnic minorities are diagnosed at later stages of 
cancer progression (for example, Mitchell and McCormack, 1997), further 
confounding efforts to assess the quality of treatment. Nonetheless, several 
studies demonstrate significant racial differences in the receipt of appropri
ate cancer treatments and analgesics. 

53 

1n one of the largest early studies of racial disparities in cancer care, 
Diehr et al. (1989) assessed the quality of care for 7,781 women treated for 
breast cancer in 107 hospitals relative to 10 dimensions of breast cancer 
care established by a panel of experts convened by the National Cancer 
Institute (NCI). While African Americans were less likely than whites to 
have health insurance, were less likely to be treated by an experienced, 
board-certified physician, and were more likely to be treated in large, pub
lic hospitals, racial differences in care persisted when these and other clini
cal and demographic factors were controlled. African-American women 
were less likely than white women to receive progesterone receptor as
says (a prognostic test}, were less likely to receive radiation therapy in 
combination with radical/modified mastectomy, and were less likely to 
receive rehabilitation support services following mastectomy. 

Similarly, Harlan et al. (1995) assessed variations in the use of radical 
prostatectomy and radiation to treat prostate cancer by geographic area, 
age, and race. Data for 67,693 men with localized and regional cancer, 
obtained froin Surveillance, Epidemiology, and End Results (SEER) pro
gram database, revealed that black men aged 50 to 69 years were less 
likely than similarly aged white men to undergo prostatectomy. For black 
and white men aged 70 to 79 years, rates of prostatectomy were similar in 
1984, but became significantly divergent by 1991, as a larger proportion of 
white men underwent the procedure. In 1991, a significantly higher pro
portion of black men aged 50 to 59 years received radiation. For all age 
groups in 1991, twice as many blacks as whites (12.5% vs. 6.6%) received 
no treatment. In a similar analysis of 4,154 Medicare claims for radical 
prostatectomy to treat prostate cancer, Imperato et al. (1996), found that 
rates of prostatectomy were lower among African Americans than among 
whites, with the black/white ratio ranging from 0.59 in 1991 to 0.86 in 
1993. 

McMahon et al. (1999) assessed the contribution of patient age, sex, 
race, urbarticity, per capita income, and education level of patients' com-
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per lfi,_)l population to predict use of diagnostic procedures for colon 
cancer among all Medicare Part B transactions in the state of Michigan 
from 1986 to 1989. African Americans were more likely than whites to 
receive a barium enema only, were less likely to receive a combination of 
barium enema and sigmoidoscopy, .and were less likely to undergo 
colonoscopy. While this study could not control for stage of disease and 
the reason for performing diagnostic procedures, it suggests that African 

·· Americans received less effective diagnostic evaluations. Relative to 
whites, African Americans in this study received 28% fewer sigmoido
scopic examinations-which are generally considered to be more techni
cally advanced diagnostic procedures than barium enema-despite a 20% 
higher incidence of colon cancer. 

African-American cancer patients are also less likely to receive post
treatment surveillance care. Elston Lafata et al. (2001) assessed colorectal 
cancer surveillance care among 251 patients enrolled in a managed care 
organization at diagnosis, and found that within 18 months of t~tment, 
over half of the total cohort received a colon examinationJi(55%), nearly 
three-fourths had received carcinoembryonic antigen (CEA) testing, and 
nearly six in ten (59%} received metastatic disease testing. Whites were 
more likely than African Americans, however, to receive CEA testing and 
displayed a slight but non-significant trend toward higher rates of colonic 
examination. The small sample size and single setting of this study, how
ever, may limit these findings. 

In one of the few studies to analyze the effect of both stage oI illness at 
the time of diagnosis and reasons for no receipt of treatment, Merrill, 
Merrill, and Mayer (2000) assessed the receipt of surgery or radiation 
therapy among 8,119 white and African-American women with invasive 
cervical cancer. Overall, 8.03% of whites and 11.64% of blacks did not 
receive either radiation therapy or surgery. For both blacks and whites, 
the odds of not receiving treatment increased with older age, distant and 
unstaged disease (vs. localized disease), unknown grade (vs. well-differ
entiated disease), and unknown lymph node (vs. no lymph node) status. 
Blacks were more likely to be diagnosed unstaged and were less likely to 
have localized disease; once stage was accounted for, racial differences in 
treatment status became insignificant. However, among those not treated, 
blacks were more likely than whites to have treatment not recommended 
(53,68% vs. 40.32%). Of those cases not receiving therapy, few were due 
to patient refusal (3.76% among whites, 5.88% among blacks). 

Similarly, Howard, Penchansky, and Brown (1998) assessed racial. 
di(ferences in of breast cancer survival among 246 black and white 
women who sought care for breast cancer in one of three health mainte
nance organizations (HMOs). No significant racial differences were 
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fou'!_d in stage of disease, utilization of health services before diagnosis 
of breast cancer, or receipt of breast examination. However, African
American patients were more likely to die than whites (30% vs. 18%, 
.respectively) and experienced shorter average survival (1.63 years vs. 2.77 
years, respectively). Two percent of whites and eight percent of African 
Americans missed two or more appointments following diagnosis; after 
adjusting for the number of appointments made, African Americans were 
more likely than whites to miss appointments. Missed appointments and 
stage of diagnosis were strongly associated with survival, and reduced 
the impact of race on survival. As with the study by Elston Lafata et al. 

. (2001), however, findings of this study are limited by the small sample 
size and study setting. • 

1n a larger study, Ball and Elixhauser (1996) assessed racial differ
ences in treatment for colorectal cancer among over 20,000 patients in a 
national sample. Among patients with primary tumor and no metastasis, 
African Americans were 41 % less likely than whites to receive a major 
procedttre for treatment of colorectal cancer (i.e., colon resection, total 
cholecystectomy, colonoscopy, or bronchoscopy), after controlling for pa
tient demographic characteristics, coinorbidities, therapeutic complica
tions, and hospital characteristics. Among patients with metastasis, Afri
can-American patients were 27% less likely to receive a major treatment. 
Bach et al. (1999) found sirn,i.lar results in a study of nearly 11,000 Medi
care patients with a diagnosis of resectable non-small-cell lung cancer. 
The authors found that African-American and white patients who under
went surgery had similar rates of survival at five years (39.1 % and 42.9%, 
respectively). No racial differences were found in survival rates at five 
years for-those patients who did not undergo surgery (4% among African 
Americans and 5% among whites). African Americans, however, were 
12.7% less likely to undergo resection, a difference that was not due to co
morbid factors, age, gender, income, geographic region, or type of Medi
care insurance. Further, using survival analysis, the authors estimate that 
308 African-American patients would have been alive at five years if black 
patients had undergone surgery at a rate similar to that of white patients. 

Racial and ethnic differences are also found in the use of analgesics to 
manage pain due to cancer. Bernabei et al. (1998) assessed the adequacy 
of pain management among 13,625 elderly and minority cancer patients 
oomitted to nursing homes following treatment. More than a quarter of 
patients who experienced daily pain (26%), as assessed by self-report and 
mdependent raters, received no pain medication. After adjusting for gen
der, cognitive status, communication skills, and indicators of disease se
,-erity (e.g., explicit terminal prognosis), being bedridden, number of di
agnoses, and use of other medications, the authors found that African 
Americans had a 63% greater probability of being untreated for pain rela-



uve to v~s. Older age, low cognitive performance, and increased mun
ber of o\Jmedications were also associated with failure to receive any 
analgesic agent. Similarly, Cleeland et al. (1997) assessed the adequacy of 
pain management among minority patients receiving care in settings that 
primarily serve minorities vs. patients who receive care in settings where 
few minority patients a:re treated. In addition, the authors compared the 
adequacy of analgesia received by minority patients vs. that received by 
non-minority patients, as determined by independent, widely accepted 
pain assessment criteria. Sixty-five percent of patients in this study who 
reported pain received inadequate pain medication. Patients treated in 
settings where the patient population was primarily black or Hispanic 
and those who were treated at university medical centers were more likely 
to receive inadequate analgesia (77%) than those who received treatment 
in settings where the patient population was primarily white (52%). In 
addition, minority patients were more likely to be undermedicated for 
pain than white patients (65% vs. 50%, respectively), and were more likely 
to have the severity of their pain underestimated by physiciags .. , "I.-

As is the case with some studies of cardiovascular earl, the type of 
health system in which minority patients access care may influence the 
quality of cancer c&re received. Optenberg and colleagues, for example 
(Optenberg et al., 1995), assessed the long-term survival of 1,606 black 
and white prostate cancer patients who were active duty personnel, de
pendents, or retirees eligible for care in the military medical system. Black 
patients in this study presented at a significantly higher stage of cancer 
development than whites (26.4% of blacks presenting with distant 
metastases compared to 12~·3% of whites), and demonstrated ·a greater per
centage of recurrence (30.6% vs. 21.4%, respectively). There were no sig
nificant racial differences in wait time to receive treatment, and no signifi
cant differences were found in the type of treatment when stratified by 
stage of presentation. Overall, stage, grade, and age were found to affect 
survival, but not race. When analyzed by stage, blacks demonstrated 
longer survival for distant meta.static disease. Similarly, Dominitz et al. 
(1998) assessed racial differences in receipt of treatment and sur-vival 
among 3,176 patients with colorectal cancer treated in the "equal access" 
Veterans Administration (VA) health system. After adjusting for patient 
demographic characteristics, co-morbidities, distant metastases, and tu
mor location, no significant racial differences were found in rates of re
ceipt of surgical resection (70% among blacks, 73% among whites), che
motherapy (23% for both black and whites), or radiation therapy (17% 
among blacks, 16% among whites). Five-year relative survival rates were • 
similar for black and white patients (42% vs. 39% respectively). These 
findings are not consistent, however; Dominitz et al. (2002), for example, 
assessed rates of surgical intervention versus chemotherapy and radia-
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tion therapy among a sample of African-American and white male veter
ans diagnosed with esophageal cancer and treated at VA hospitals. The 
authors found that after controlling for a variety of patient demographic 
and clinical characteristics, African-American patients with esophageal 
adenocarcinoma were less likely to undergo surgery than whites, but had 
similar rates of chemotherapy and radiation therapy. Similarly, black pa
tients with squamous cell carcinoma were less likely than whites to un
dergo surgical resection, but were more likely to receive radiation therapy 
and chemotherapy. Further, in contrast to Optenberg et al. (1995) and his 
earlier study (Dominitz et al., 1998), in this study Dominitz and colleagues 
(2002) found that post-treatment mortality was higher for African-Ameri
can than white patients with squamous cell carcinoma. 

Cerebrovascular Disease 

Racial and ethnic variation in the rates of diagnostic tests and clinical 
procedures for cerebrovascular disease have not been studied as exten
sively as variation in cardiac procedures, despite the relatively higher risk 
among African Americans for stroke (Mitchell et al., 2000). Moreover, 
iew studies have compared rates of procedures conditional upon angiog
raphy or other diagnostic testing. The preponderance of studies, how
ever, finds generally lower rates of diagnostic and therapeutic procedures 
among African Americans with cerebrovascular disease. 

Oddone et al. (1999) studied racial differences in rates of carotid ar
tery imaging among patients diagnosed with transient ischemic attack, 
ischemic stroke; or amaurosis fugax seen at one of four VA Medical Cen
ters. After controlling for-patients' age, co-morbid factors, clinical presen
tation, anticipated operative risk, and hospital, African-American patients 
were found to be half as likely as·whites to receive carotid imaging. White 
patients in this study, however, were more likely to be assessed as appro
_priate candidates for surgery using RAND criteria because of a higher 
prevalence of significant carotid artery stenosis among blacks. 

Mitchell and colleagues (Mitchell et al., 2000) assessed rates of tests 
and treatment (including noninvasive cerebrovascular tests, cerebral an
giography, carotid endarterectomy, and anticoagulant therapy) for cere
brovascular disease among a sample of Medicare patients admitted to 
hospitals with a principal diagnosis of transient ischemic attack (TIA). 
Further, they assessed the relative probability of receiving care from a 
nieurologist. After adjusting for comorbid illness (including hypertension 
.m.d prior history of stroke), ability to pay .(using a proxy based on dual 
,~fedicaid-Medicare eligibility and area of residence), and other clinical 
and demographic variables, the authors found that African Americans 
were 83% less likely than whites to receive noninvasive cerebrovascular 



~Q-··o ... v.,c rt!ce1vmg noninvasive testing, African Americans 
were 5 ' likely to receive cerebral angiography, and among those re
ceiving a giography, the odds of African Americans receiving carotid 
endarterectomy was 0.27. African Americans were 62% less likely than 
whites to receive anticoagulant therapy, but this difference was not statis
tically significant given the small nmnber of African-American subjects. 
African-American patients were 21 % less likely than whites to receive care 
from a neurologist. Overall, patients·who received care from a neurolo
gist were more likely to receive both noninvasive and invasive cerebrovas
cular testing, but were significantly less likely to undergo surgery. The 
authors note that while the findings could have been affected by unmea
sured differences in the severity of carotid artery stenosis that could ex
plain the lower rates of carotid endarterectomy among African Ameri
cans (African Americans are less likely to have extracranial disease that is 
most amenable to carotid endarterectomy), this difference would not ex
plain the disparity in rates of testing (Mitchell et al., 2000). 

Renal Transplantation 
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African Americans are at greater risk for end-stage renal disease 
(ESRD) than white Americans. Although African Americans constitute 
12% of the U.S. population, they represent almost one-third of those with 
ESRD. Kidney dialysis was once considered the optimal treatment for 
ESRD, but recent advancements in kidney transplantation techniques 
have made transplantation more cost-effective than dialysis. African
American patients with ESRD, however, are less likely than similar white 
patients to receive a kidney transplant (Epstein et al., 2000). African
American patients are also less likely than white patients to be referred 
for transplantation and to appear on waiting lists within the first year of 
Medicare eligibility (Kasiske, London, and Ellison, 1998). In addition, 
average waiting time for African-American patients awaiting kidney 
transplantation is almost twice as long as that for white patient~, a differ
ence that is not apparent for transplantation of other solid organs (Young 
and Gaston, 2000). These findings, however, must be interpreted with 
caution, as many clinical considerations complicate interpretation of these 
data. For example, in general, fewer African Americans than whites de
sire or are appropriate for transplantation, and immunologic matching 
criteria result in fewer donor matches for African Americans than whites. 

Several studies are consistent in finding that African-American pa
tients (and in some instances, other ethnic minority patients) are less likely 
to be judged as appropriate for transplantation, are less likely to appear 
on transplantation waiting lists, and are less likely to undergo transplan
tation procedures, even after patients' insurance status and other factors 
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are f011Sidered. Garg, Diener-West, and Powe (2001) longitudinally fol
lowed adult ESRD patients to assess racial differences in rates of place
ment on transplantation waiting lists over time. The authors found that 
lower rates of placement on the waiting list for blacks than whites per
sisted after adjustment for differences in both sociodemographic charac
te,ristics and health status, and that the gap between blacks and whites did 
not narrow over time. Epstein and colleagues (2000), in a study of pa
tients with end-stage renal disease from four regional networks in geo
graphically diverse arefl,s, found that African-American patients were less 
likely than white patients to be rated as appropriate candidates for trans
plantation, according to expert-identified criteria (9.0% vs. 20.9%, respec
tively). Among patients considered appropriate for transplantation, how
ever, African-American patients were less likely than whites to be referred 
for evaluation (90.1 % vs. 98.0% respectively), were less likely to be placed 
on a waiting list (71.0% vs. 86.7% respectively), and were less likely to 
ultimately undergo transplantation (16.9% vs. 52.0%, respectively). Simi
larly, in a study of over 41,000 patients awaiting transplantation, Kasiske, 
London, and Ellison (1998) found that white patients were more likely to 
be placed on waiting lists before initiating maintenance dialysis than Afri
can-American, Hispanic, or "Asian/ other" patients. Other factors pre
dicting being placed on waiting lists before dialysis included patients' 
age, receipt of a prior transplant, level of education, employment status, 
insurance status, receiving insulin, listing for kidney and pancreas trans
plant vs. kidney only, and listing through a center that performs a high 
volume of procedures. 

Several studies are consistent in finding that African-American patients (and 
in some instances, other ethnic minority patients) are less likely to be judged 
as appropriate for transplantation, are less likely to appear on transplanta
tion waiting lists, and are less likely to undergo transplantation procedures, 
even after patients' insurance status and other factors are considered. 

African-American patients are also found to be less likely to receive 
dialysis as an initial treatment for ESRD. Barker-Cummings, McClellan, 
Soucie, and Krisher (1995) found that after controlling for patients' 
sociodemographic and clinical characteristics (including age, education, 
social support, home ownership, func_tional status, albumin level, pres
ence of hypertension, history of MI, peripheral neuropathy, and comorbid 
diabetes), African Americans were half as likely as white patients to be 
initially treated with peritoneal dialysis. 

Some evidence suggests that African-American patients are less likely 
than whites to desire kidney transplantation. Ayanian, Cleary, Weissman, 
and Epstein (1999) found that African-American male patients were sig-



........... runi,...-.,..,p llkely than white males to report wanting a transplant. This 
differenL/as not significant among female patients. However, even 
when differences in preference were taken into account, African-Ameri
can patients were much less likely than white patients to have been re
ferred to a transplant center for evaluation (50.5% of African-American 
women vs. 70.7% of white women, and 53.9% of African-American men 
vs. 76.2% of white men), and to have been placed on a waiting list or to 
have received a transplant within 18 months after initiating dialysis (31.9% 
of African-American women vs. 56.5% of white women, and 35.3% for 
African-American men vs. 60.6% of white men). Similarly, Alexander and 
Sehgal (1998) found that African-American patients were less likely than 
white patients to be "definitely interested" in receiving a transplant, to 
complete pre-transplant workup, and finally, to progress on waiting lists 
to receive a transplant. These analyses controlled for patient age, gender, 
cause of renal failure, years receiving dialysis, and median income of pa
tients' zip code area. Ozminkowski et al. (1997) surveyed 456 ESRD pa
tients to assess the effects of patient sociodemographic cha:i;actt5fistics, 
health and functional status, and attitudes about dialysis or 1ransplanta
tion on waiting list entry and receipt of a cadaver kidney transplant. The 
authors found that _approximately 60% of the differences between Afri
can-American and white waiting list entry rates and 52% of the black
white differences in transplantation rates were due to race-related differ
ences in socioeconomic status, health and functional status, severity of 
illness, biological factors, the existence of contraindications to transplan
tation, transplant center characteristics, and patients' attitudes about di
alysis and transplantation. 

At least one study has assessed the influence of patients' clinical and 
non-clinical factors, including race, on physicians' recommendations for 
renal transplantation. Thamer et al. (2001) surveyed 271 nephrologists 
who were presented with scenarios that varied the age, race, gender, liv
ing situation (alone or with family), history ofcompliance with treatment, 
diabetic status, residual renal function status, HIV status, weight, and car
diac ejection fracµon of hypothetical patients. Asian-American males 
were less likely than white males to be recommended for transplantation, 
as were women, those with a history of non-compliance, low cardiac ejec
tion fraction, overweight, or positive HIV status. The fact that African
American and white "patients" were recommended for transplantation at 
similar rates suggests that the observed black-white differences may 
emerge at other steps in the transplantation process, according to the au
thors. The low rate of recommendation for Asian-American males, how
ever, is inconsistent with the fact that Asians have the highest cadaveric 
allograft survival rates of all racial and ethnic groups, the authors note. 
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HIV/AIDS 

HIV infection continues to spread more rapidly among African
American and Hispanic populations than any other racial/ ethnic group 
in the United States. While federal programs have been expanded in re
cent years to increase the availability of antiretroviral therapies, especially 
among low-income and ethnic minority populations, minorities face 
greater barriers than whites to appropriate care. African Americans with 
HIV infection are less likely to receive antiretroviral therapy, less likely to 
receive prophylaxis for pneumocystic pneumonia, and less likely to re
ceive protease inhibitors than non-minorities with HIV. These disparities 
remain even after adjusting for age, gender, education, and insurance cov
erage (Shapiro et al., 1999). Differences in the quality of HIV care may be 
related to survival rates, even at equivalent levels of access to care. 
Cunningham et al. (2000), for example, in a study of relative risk of six
year mortality for Hispanic, African-American, and white patients hospi
talized as a result of HIV-related illness, found that Hispanics experience 
twice the risk of dying as whites, after controlling for sociodemographic 
char~cteristics, (e.g., access to care and insurance) and clinical characteris
tics (e.g., severity of illness and disease stage). Use of antiretroviral drugs 
prior to hospitalization did not diminish the impact of ethnicity on sur:. 
vival. 

African Americans with HIV infection are less likely to receive antiretroviral 
therapy, less likely to receive prophylaxis for pneumocystic pneumonia, 
and less likely to receive protease inhibitors than non-minorities with HIV. 
These disparities remain even after adjusting for age, gender, education, 
and insurance coverage. 

Shapiro et al. (1999) assessed racial/ ethnic, gender, and other socio
demographic variations in care (number of care-seeking visits and use of 
protease inhibitors [PI] or nonnucleoside reverse transcriptase inhibitors 
[NNRTI]) for persons infected with HIV. Adjusting for insurance status, 
CD4 cell count, sex, age, method of exposure to HIV, and region of coun
try, African-American and Hispanic patients were 24% less likely than 
whites to receive PI or NNRTI at initial assessment. This disparity de
clined to 8% at the final assessment stage, a difference that remained sta
tistically significant. On average, blacks waited 13.5 months to receive 
these medications, compared with 10.6 months for whites. 

Moore et al. (1994) assessed use of anti-retroviral drugs and prophy
.lactic therapy to treat Pneumocystis carinii pneumonia (PCP) in an urban 
population infected with HIV. No racial differences were found in the 
stage of HIV disease at the time of presentation. However, 63% of eligible 
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and PC phylaxis was received by 82% of eligible whites and only 
58% of e :g le blacks. African-American patients were significantly less 
likely than whites to receive antiretroviral therapy or PCP prophylaxis. 
Noting that whites were more likely to report a usual source of care (59%) 
than African Americans (34%), the authors suggested that increased ac
cess to regular healthcare providers among minorities might reduce dis
parities in HIV treatment. 

Bennett et al. (1995) assessed quality of care for Pneumocystis carinii 
pneumonia (PCP) among white, Hispanic and African-American patients 
with HIV receiving care in either Veterans Administration (VA) hospitals 
or non-VA systems. For all patients, regardless of the type of hospital in 
which they were treated, anti-PCP medications were initiatecJ. within two 
days of admission for 70% to 77% of patients. Approximately 60% of 
patients underwent a bronchoscopy at some point during hospitalization. 
Black and Hispanic patients at non-VA hospitals, however, were more 
likely to die during hospitalization, and were less likely to undergo,bron
choscopy in the first two days of admission. No racial differe'hc~swere 
found in use of bronchoscopy, receipt of anti-PCP medications within two 
days of admission, or mortality in VA hospitals. 

Asthma 

African Americans, particularly those living in urban areas character
ized by concentrated poverty, are at greater risk of morbidity and 'mortal
ity due to a~thma. It is unclear if the greater prevalence of asthma among 
African Americans is due to biologic or genetic predisposition, socioeco
nomic factors, or environmental living conditions, although high rates of 
air pollutants in urban communities is likely a key factor (Institute of 
Medicine, 1999c). Management and control of the disease is affected by 
socioeconomic as well as cultural considerations; African Americans are 
more likely to receive treatment for asthma in emergency rooms, and are 
more likely to use inhaled bronchodilator medications than inhaled corti
costeroids, suggesting that management of the disease in this population 
has been focused more on acute symptom control as opposed to suppres
sion of chronic airway inflammation. These patterns are not fully ex
plained by socioeconomic differences between blacks and whites (Zoratti 
et al., 1998). 

Zoratti and colleagues (Zoratti et al., 1998), in a study of African
American and white patients enrolled in a managed care system, found 
that after controlling for income, marital status, gender, anc!. age, African
American patients were more likely than whites to access care in emer
ge~cy rooms, were hospitalized more often, and were less likely to be 
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seen by an asthma specialist. African Americans were also more likely to 
use oral corticosteroids and were less likely to be prescribed inhaled anti
cholinergic medications. The authors note that the population at highest 
risk for the most severe asthma and the poorest management of the dis
ease had the least access to specialists and the appropriate medications to 
manage chronic symptoms. While this study was unable to assess the 
severity of disease in the patient population and could not assess long
term follow-up, African Americans seen in emergency rooms appeared 
not to receive appropriate rates of referral to specialty care. The authors 
speculate that several barriers to referral may exist, particularly for low
income African Americans, including geographic distance from special
ists (who are primarily located in suburban and higher-income communi
ties), the presence of other life demands and challenges, and assumptions 
on the part of primary care physicians that low-~rtcome patients would be 
unable to maintain compliance with treatment regimens. 

A combination of poor patient understanding of asthma management 
and inadequate physician monitoring may contribute to disparities in 
asthma care. Blixen et al. (1997) surveyed 24 African-American patients 
with asthma who were treated in an emergency department for acute 
asthma symptoms, and found that despite having relatively high levels of 
access to care (half reported belonging to an HMO, 54% lived within 10 
minutes away from a regular source of healthcare, and 70.8% reported 
having a regular physician to treat their asthma), the disease was typi
cally poorly managed. Overall disease-related quality of life scores sug
gested that these respondents experienced poorer quality of life related to 
asthma than white patients assessed with the same instrument in prior 
studies. Fewer than half (45.8%) used NIH-recommended prophylactic 
anti-inflammatory medication, and a majority (70.8%) managed symp
toms with an inhaled beta agonist inhaler. Over half (58.3%) knew what a 
home peak flow meter was, but fewer than half reported that their doctor 
had recom~ended its use and only 29.2% had one in the home. A major
ity (62.5%) made one to three visits to the emergency departments within 
the past three months, and fewer than half reported speaking with their 
physician or.nurse about asthma-related problems. 

In contrast, in a study of over 5,000 patients to assess the consistency 
of asthma care in relation to national guidelines, Krishnan et al. (2001) 
found that after controlling for patient age, education, employment, and 
symptom frequency, no significant differences existed between African
American ancl white patients in use of medication regimens and asthma 
specialty care. Findings of racial or ethnic differences in asthma care are 
therefore somewhat mixed, and may vary as a function of the educational 
level of patient populations studied. 



0 Diabetes 

African Americans, Hispanics, and Native Americans experience a 
50%-100% higher burden of illness and mortality due to diabetes than 
white Americans, yet the disease appears to be more poorly managed 
among minority patients. In a study of nearly 1,400 Medicare beneficia
ries with a diagnosis of diabetes, Chin, Zhang, and Merrell (1998) found 
that even after controlling for patients' gender, education, and age, Afri
can-American patients were less likely to undergo a measurement of 
glycosylated hemoglobin, lipid testing, ophthalmologic visits, and influ
enza vaccinations than white patients. African-American patients with 
diabetes were also more likely to use hospital emergency departments 
and had fewer physician visits. Similarly, Cowie and l;Iarris (1997) found 
that African-American non-insulin dependent diabetes patients were 
more likely to be treated with insulin than whites and Mexican Ameri
cans. No significant differences were found among the racial and ethnic 
groups, however, in rates of visits to specialists for diabetes. co~plica
tions, physician testing of blood glucose, and screening for hfpertension, 
retinopathy, and foot problems. In addition, a higher proportion of Afri
can-American patients than non-Hispanic whites and Mexican Americans 
were found to receive patient education, but the median number of hours 
of instr~ction was lower for African Americans. Harris et al. (1999) found 
tl:rnt while the majority of subjects in a nationwide study of adults with 
type 2 diabetes used pharmacologic treahnent to manage the dJsease, a 
higher proportion of African-American patients were treated with insulin 
and a higher proportion of Mexican-American patients were treated with 
oral agents when compared with non-Hispanic whites. Multiple daily 
insulin injections were also more common among whites. Further, a larger 
percentage of African•AII).erican women and Mexican-American. men 
were found to have poor glycemic control (HbAlc > 8%) when compared 
with other groups. There was no relationship between glycemic control 
and patient socioeconomic status or access to care for any racial or ethnic 
group. 

Analgesia 

Given the role of cultural and linguistic factors in both patients' per
ceptions of pain and in physicians' ability to accurately assess patients' 
pain (to be discussed in greater detail in Chapter 3), it is reasonable to 
suspect that-healthcare disparities might be greater in pain treatment and , 
other aspects of symptom management than in treatment of objectively 
verifiable disease. Several studies have documented underuse of analge
sics among minority patients, both in in-patient and outpatient settings. 
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Todd, Samaroo, and Hoffman (1993), for example, found that among His
panic and non-Hispanic white patients with long-bone fracture treated at 
the UCLA Medical Center emergency department, Hispanic patients were 
twice as likely as white patients to receive no pain medication, even after 
controlling for patient, injury, and physician characteristics. A follow-up 
study (Todd, Lee, and Hoffman, 1994) revealed that physicians' assess
ments of pain severity did not differ among Hispanic and non-Hispanic 
white patients presenting to the emergency department with extremity 
trauma, ruling out physicians' ability to assess pain as a possible explana
tion for disparities in analgesic use. Todd and colleagues (Todd et al., 
2000) also found that after controlling for time since injury, time in the 
emergency department, need for fracture reduction, and payer status, 
African-American patients with long-bone fractures seen in emergency 
rooms were less likely than whites to receive analgesia. Similarly, as noted 
above, Bernabei et al. (1998), in a study of elderly nursing home residents 
with cancer, found that African Americans were 63% more likely than 
whites to receive no pain medication, after accounting for patients' gen
der, marital status, severity of illness, and cognitive status. Cleeland et al. 
(1997) found that minority cancer patients were more likely than whites 
to receive inadequate pain medication. 

Study findings regarding use of analgesia, however, are not entirely 
consistent. Ng et al. (1996), for example, found that white and African
American post-operative patients were prescribed more narcotics than 
Asian-American and Hispanic patients. This difference persisted after 
adjustment for age, gender, preoperative use of narcotics, health insur
ance, and pain site. These findings suggest that cultural and linguistic 
barriers, which may have been more pronounced among Hispanic and 
Asian-American patients, may indeed play a significant role in physicians' 
ability to detect pain symptoms. These findings are in contrast to that of 
Todd and colleagues (Todd, Lee, and Hoffman, 1994; Todd, Samaroo, and 
Hoffman, 1993), who controlled for patient characteristics such as lan
guage in finding that Hispanic patients seen in emergency care settings 
were less likely to receive analgesia. In addition, Weisse et al. (2001) used 
an experimental design to assess primary care physicians' recommenda
tions regarding treatment of hypothetical patients presenting with pain 
(kidney stone pain or lower back pain) or a control condition (sinusitis). 
Symptom presentation and severity were held constant, but the investiga
tors varied the "patients"' race (African American or white) and gender. 
No overall racial or gender differences were found in treatment recom
mendations. However, when the physicians' recommendations were ana
lyzed by gender, a significant interaction was observed. Male physicians 
prescribed higher doses of pain treatment to white than African-Ameri
can patients and to male than female patients. Female physicians, on the 



omer hl~rescribed higher doses to African Americans than whites 
and femQ,.__/than males. Among "patients" presenting with sinusitis, no 
overall differences were observed in physicians' decisions to treat pa.tients 
with antibiotics, but white patients were prescribed a longer course of 
antibiotics and were prescribed refills more often than African-American 
patients. These findings lead the authors to conclude that male and fe
male physicians respond differently to patients' gender and race. 

Rehabilit~tive Services 

Studies of racial differences in the use of rehabilitative services, such 
as occupational or physical therapy, yield mixed results. Hoenig, 
Rubenstein, and Kahn (1996) assessed racial and other sociodemographic 
and geographic differences in the use of physical and occupational 
therapy among elderly Medicare patients with acute hip fracture. Assess
ing records of 2,762 Medicare patients treated in 297 randomJy.g,elected 
hospitals from five states, the authors found that after contrglling for pa
tient clinical characteristics, African-American patients (63%) were more 
likely to receive a lower intensity of physical or occupational therapy than 
non-African Americans (43%). Similarly, Harada et al. (2000) assessed 
use of physical therapy among patients hospitalized in <;1cute and/ or 
postacute settings following hip fracture, and found that African-Ameri
can patients were less likely than whites to receiv.e acute physical therapy 
only, were less likely to receive therapy in both acute care and skilled 
nursing facilities, and were more likely to receive no physical therapy at 
all. 

In contrast, Horner et al. (1997), in a study of inpatient utilization of 
physical and occupational therapy following stroke, found that a larger 
proportion of African American patients received physical or occupational 
therapy during hospitalization. After adjusting for clinical and socioeco
nomic factors associated with the use of physical and occupational 
therapy, however, no racial differences were found in the likelihood of 
use of therapy or time to initiate therapy (African Americans = 6.6 days, 
whites = 7.4). Similarly, no racial differences were found in length of 
physical or occupational therapy in days or as a proportion of hospital 
stay. 

Maternal and Child Health 

In l'.ecent years, several federal and state initiatives have been imple
mented to promote access to appropriate prenatal, perinatal and postna
tal care for pregnant women and .their children. Despite these efforts, 
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many of which have been directed at low-income and t.minsured women, 
racial and ethnic disparities have been found with modest consistency in 
a range of maternal and child health services. 

Aron et al. (2000) assessed differences in rates of cesarean delivery by 
patient race and insurance status among over 25,000 women seen in 21 
hospitals in northeastern Ohio. While the unadjusted overall rate of ce
sarean delivery was similar in white and non-white (over 90% African
American and other racial and ethnic grotlps) patients, adjusted analyses 
that controlled for clinical risk factors revealed that non-white patients 
were more likely to receive cesarean delive.ry. In contrast, Braveman et al. 
(1995) found that after adjusting for insurance status and personal, com
munity, medical, and hospital characteristics, black women were 24% 
more likely to undergo cesarean than whites. Latino women were also at 
a slightly elevated risk for cesarean delivery compared with whites. 
Among women who delivered high-birth-weight babies, gave birth at for
profit hospitals, or resided in communities where 25% or more of the 
population were non-English speaking, cesarean delivery was more likely 
among non-whites and was more than 40% more likely among black 
women than white women. 

Brett, Schoendorf, and Kiely (1994) assessed use of prenatal care tech
nologies (i.e., ultrasonography, tocolysis, amniocentesis) among African
American, Hispanic, and white women, and fol!.nd inconsistent racial dif
ferences in these services, after controlling for maternal age, education, 
marital status, location of residence, birth order, timing of first prenatal 
care visit, and plural births. Amniocentesis was used substantially less 
frequently by black women, while black women underwent ultrasonog
raphy slightly less frequently than white women. Black women with 
singleton births were slightly more likely to receive tocolysis than white 
women, although the risk of idiopathic pre-term delivery is estirriated to 
be three times higher in black women. Black women with plural births 
received tocolysis two-thirds.as often as white women. 

In a study of civilian vs. military outcomes in prenatal care utiliza
tion, birth weight distribution, and fetal and neonatal mortality rates, 
Barfield. et al. (1996) found that prenatal care utilization was lower for 
black patients than white patients in both military and civilian popula
tions. The magnitude of the disparity was lower, however, in the military 
population. Similarly, Kogan et al. (1994) assessed self-reported receipt of 
prenatal care advice from providers among over 8,300 white and African
American women. After adjusting for age, marital status, education, in
come, site of prenatal care, type of payment, maternal health behaviors, 
when trimester care began, and prior adverse pregnancy outcomes, the 
authors found that white women were more likely to report receiving 
advice for alcohol and smoking cessation than African-American women. 



_ ,...---..,. yrn.utuuun narrowly missed significance with a trend to
ward m{_Jvice for white women. A significant interaction between 
race and marital status emerged, such that black single women were 1.4 
times more likely than single white women to not receive advice on drug 
cessation, while there were no racial differences among married women. 

Childrens' Health Services 

As is the case with maternal and infant health services, several federal 
and state initiatives have been initiated to improve access to healthcare 
among low-income children and adolescents (most notably, the federal 
State Child Health Insurance Program [SCHIP]). Several studies note ra
cial and ethnic disparities in hospital-based and outpatient child health 
services. However, no studies to date have assessed the effectiveness of 
SCHIP in reducing racial and ethnic disparities in care. 

Furth et al. (2000) assessed access to kidney transplantation among 
over 3,000 African-American and :white youth under age 20 with ESRD. 
Controlling for factors such as age, gender, cause of ESRD, fothll'y"socio
economic status (SES), incident year of ESRD, ESRD network, and facility 
characteristics, the authors found that African-American youth were 12% 
less likely than white patients to be activated on the kidney transplant 
wait list. Family socioeconomic characteristics, however, reduced this 
disparity; the relative hazard for black patients in the lowest SES"quartile 
being activated on the wait list was .84, compared with relative hazard of 
1.0 for black patients in the highest SES quartile. 

Hahn (1995) assessed u,se of presc_!"iption medications between two 
samples of children (ages 1 to 5 and ages 6 to 17) who had at least one 
ambulat<;>ry care visit in 1987. Among children aged one to five, African-' 
American children were half as likely to receive prescription medication 
compared with white children. Adding health factors to the model did 
not change this relationship. However, the addition of numbers of physi
cian visits reduced these differences, such that they were no longer 
significant. There was no difference in the probability of receiving medi
cation for Hispanic children compared with white children. After con
trolling for age, maternal education, insurance, poverty status, source of 
care, geographic location, health status, number of bed days, number of 
reduced activity days, and physician vis! ts, black children received the 
fewest number of medications. The average number of medications for 
black children was 86.5% compared to that of white children, while His
panic children averaged 94.1 % of medications compared to that of white 
children. Among children aged 6 to 17 years, African-American and His
panic children were 46% and 38% less likely, respectively, to receive any 
prescription medication compared with white children. The addition of 
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health factors and numbers of physician visits did not change these rela
ti9nships, and they remained after controlling for age, maternal educa
tion, insurance, poverty status, source of care, geographic location, health 
status, number of bed days, number of reduced activity days, and physi
cian visits. Similarly, Zito et al. (1998) found that white children were 
twice as likely to receive psychotropic prescriptions compared with Afri
can-American children. 

A study examining parents' perceptions of pediatric care found strik
ing racial and ethnic differences. Weech-Maldonado et al. (2001) used 
data from the National Consumer Assessment of Health Plans (CAHPS) 
Benchmarking database and found that minority parents, particularly 
non-English speakers, were less satisfied than white parents with pediat
ric services, after controlling for parents' gender, age, education, and their 
children's health status. African-American and American-Indian parents 
were found to be less satisfied than whites in getting needed care, the 
timeliness of care, provider communication, and health plan services. 
Among Asian-American and Hispa?:)ic parents, parental satisfaction was 
lower than for whites only among those who were non-English speakers. 
Asian-American and Hispanic non-English speakers rated staff helpful
ness, timeliness of care, provider communication, health plan services, 
and getting needed care lower than did white parents, while Asian-Ameri
can and Hispanic parents who were proficient in English did not differ 
significantly from whites on any reports of care. 

Mental Health Services 

Several studies document racial and ethnic variation in receipt of men
tal health services. Significantly, the U.S. Surgeon General recently com
pleted a major report assessing racial and ethnic disparities in mental 
health and mental healthcare that reviews much of the available litera
ture. That report .tinds that more so than in other areas of health and 
medicine, mental health services are "plagued by disparities in the avail
ability of and access to its services," and that "these disparities are viewed 
readily through the lenses of racial and cultural diversity, age, and gen
der" (U.S. DHHS, 2001a, p. vi). Major findings of the report include that: 
mental illnesses are real and disabling conditions that affect all popula
tions (regardless of race/ ethnicity); striking disparities are found for ra
cial and ~thnic minorities; and these disparities impose a greater disabil
ity burden on racial and ethnic minorities. In addition to universal 
barriers to quality care (e.g., cost, fragmentation of services), the report 
notes that other barriers, such as mistrust, fear, discrimination, and lan
guage differences carry special significance for minorities in mental health 
treatment, as these barriers affect patients' thoughts, moods, and behav-



ior. Co10cation and trust are particularly critical in treatment, the 
report notes, and differences in the cultural perspectives of the patient 
and clinician/healthcare system must be acknowledged and addressed 
(U.S. DHHS, 2001a). 

The IJ.S. Surgeon General ... finds that more so than in other areas of 
health and medicine, mental health services are "plagued by disparities in 
the availability of and access to its services," and that "these disparities are 
viewed readily through the lenses of racial and cqltural diversity, age, and 
gender." 

Several studies have examined disparate ~se of psychotropic medi
cations and mental health services and find disparities, with minorities 
in some cases receiving higher qt_tantities of medications. For example, in 
a study examining prescriptions of antipsychotic medications by physi
cians in psychiatric emergency seryices, Segal, Bola, and Watson (1996) 
found that African-American patients received more oral 4-ooefi1rnd in
jections of antipsychotic medications. The 24-hour dosage of antipsy
chotic medication given to African Americans was also significantly 
higher that for other patients. Analyses controlled for several clinical 
factors including presence of psychotic disorder, severity of disturbance, 
dangerousness, psychiatric history, if physical restraints w~re used, 
hours spent in the emergency service, clinician's efforts to engage patient 
in treatment, and whether optimum time was spend on the evaluation. 
The study also found that the tendency to overmedicate African-Ameri
can patients was lower when a clinician's efforts to engage the patients in 
treatment were rated as being higher. Models predicting number of 
medications, number of oral and injected antipsychotic and 24-hour dos
age became non-significant. 

In contrast, a study examining medication prescribed for depression 
yielded different results. Melfi and colleagues (2000) assessed antidepres
sant treatment in a population of Medicaid beneficiaries diagnosed with 
depression. Analyses controlled for age, gender, Medicaid eligibility sta-
• tus, and several clinical factors. Forty-four percent of whites and 27.8% of 
blacks received antidepressant treatment within 30 days of the first indi
cator of depression. White patients were more likely to receive antide
pressants than black patients and patients in the other/unknown racial 
category. 

An examination of privately insured federal employees, conducted 
by Padgett and colleagues (1994), assessed racial and ethnic differences in • 
use of inpatient psychiatric services. Analyses controlled for a variety of 
predisposing factors (e.g., education, family size, racial/ethnic composi
tion of residing county), enablmg factors (region of country, salary, high 
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or low option selected for insurance coverage), and need factors (annual 
medical expenses, family's annual medical expenses, other family mem
ber receipt of inpatient psychiatric care, sum of outpatient mental heath 
visits by other family members). No significant differences were found 
among blacks, whites and Hispanics as to the probability of a psychiatric 
hospitalization or in number of inpatient psychiatric days. 

Racial and Ethnic Differences in Other Clinical and 
Hospital-Based Seivices 

Several studies document racial and ethnic disparities in other clini
cal and hospital-based services. Ebell et al. (1995) assessed the rate of 
survival by patient race following in-hospital cardiopulmonary resuscita
tion (CPR) of 656 patients at one of three teaching hospitals. Black pa
tients in this study were less likely than non-black patients to have an 
admitting diagnosis of myocardial infarction (MI), were less likely to have 
a history of coronary artery disease, but had a higher severity of illness 
according to a standard screening instrument. Controlling for these vari
ables, black patients were found to have poorer survival to discharge than 
non-black patients. Because resuscitation was provided in-hospital, dif
ferences in ambulance response time, access to telephones, or other com
munity factors could not account for this difference. Further, because 
there were no significant racial differences in the success of the resuscita
tion effort, the difference in survival appears to be related to the quality of 
care after resuscitation, or to other tmmeasured factors. 

Devgan et al. (2000) assessed surgical treatment for glaucoma among 
large samples of African-American and white Medicare patients, and 
found that African-American patients received argon laser trabeculo
plasty or trabeculectomy surgery at nearly half of expected rates, once 
the age-race prevalence of glaucoma was considered. Arozullah et al. 
(1999) assessed rates of laparoscopic cholecystectomy among more than 
16,000 Veterans Administration (VA) patients diagnosed with gall blad
der or biliary disease. After controlling for patient age, marital status, 
co-morbid illness, year of surgery, and hospital geographic location, the 
investigator~ found that African-American patients who underwent 
cholecystectomy were less likely than white patients to undergo the 
laparoscopic procedure. In contrast, another study of VA patients (Selim 
et al., 2001) found that among patients presenting with low-back pain, 
"non-white" patients in higher levels of pain were more likely to receive 
lumbar spine radiographs than white patients experiencing similar pain 
levels, although this racial difference disappeared after controlling for 
clinical characteristics. 

Fewer studies have assessed the quality of basic healthcare services. 



In one sucOdy, Ayanian et al. (1999) utilized explici:~~:c~~:-~~:~~::~ 
and implicit review by physicians to assess the quality of care for patients 
hospitalized with congestive heart failure and pneumonia. Using records 
from a stratified random sample of over 2,000 Medicare beneficiaries, the 
authors found that among patients with congestive heart failure, African 
Americans received a: lower overall quality of care than other patients by 
implicit review, but not explicit review. Among patients with pneumo
nia, African-American patients received a lower quality of care by explicit 
criteria, but not explicit review. These differences persisted in analyses 
adjusting for patient and hospital characteristics. Adjusted analyses also 
revealed no significant differences in quality of care for patients from poor 
communities, as compared with other patients. Similarly, in a review of 
discharge data from over l.7 million patients assessed via the Hospital 
Cost and Utilization Project (HCUP-2), Harris, Andrews, and Elixhauser 
(1997) found that African Americans were less likely than wlµtes to re
ceive major therapeutic procedures for 37 of 77 conditions, and more likely 
than whites to receive a major therapeutic procedure in 9,1,$ of¾::ondi
tions studied. These differences persisted even after controlling for pa
tients' age, expected pay source, indicators of clinical condition, and hos
pital-level characteristics (e.g., bed size, public ownership, teaching status, 
and urban· location). 

In a_ study of racial differences in mortality and resource use among 
patients admitted to intensive care units, Williams et al. (1995) tound no 
significant differences in risk-adjusted in-hospital mortality. The authors 
did find, however, that African-American patients had a shorter length of 
stay and lower resource use in the first seven days compared-with white 
patients. For example, whites received more technological monitoring 
(arterial and pulmonary artery catheters,. pulse oximetry), more labora
tory testing, and a greater. proportion of life-saving treatments. These 
differences persisted after adjusting for patient characteristics and insur
ance status, leading the researchers to conclude that these differences 
could reflect undertreatment for African Americans or overutilization of 
services by whites. 

In another study of Medicare patients, Wilson, May, and Kelly (1994) 
assessed racial differences in receipt of total knee arthroplasty among 
older adults with osteoarthritis. The authors found that while osteoar
thritis was slightly, but not significantly, more common among African 
Americans, whites were more likely to receive total knee arthroplasty. 
This relationship held true at all income levels and could not be explained 
-by prior procedures or the use of alternative procedures. 

White,-Means (2000)-assessed the use of long-term care services (paid 
caregiver, therapist, mental health, dentist, foot doctor, optometrist, chi
ropractor, ER visit, doctor visits, prescription medications) by disabled 
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elderly Medicare patients, as a function of medical conditions and dis
abilities, income, insurance status, regional and rural residence, whether 
unpai!i caregivers provide in-home services, and sociodemographic char
acteristics (e.g., gender, education). Given similar medical conditions, 
African-American patients were found to be less likely to use long-term 
care services, particularly prescription medications and physician ser
vices. African-American patients who lived in rural areas, small cities, . 
and western states or who had more joint and breathing problems were 
more likely to use services. Differences in personal attributes (e.g., in
come, health) did not fully explain racial differences in use of prescrip
tions and physician services. Similarly, Khandker and Simoni-Wastila 
(1998) assessed racial differences in use and level of use of prescription 
drugs among a sample of Medicaid patients, controlling for age, sex, and 
Medicaid eligibility characteristics. African-American children were 
found to use 2.7 fewer prescriptions compared with white children. Afri
can-American adults used 4.9 fewer prescriptions, and African-American 
~lders used 6.3 fewer prescriptions than white elders. White Medicaid 
enrollees had higher use and spending than black enrollees across most 
high-volume therapeutic drug categories. 

In a study of primary care, Shi (1999) assessed patients' perceptions of 
intake, service delivery, referral, and follow-up among nearly 15,000 
white, African-American, Hispanic, and Asian respondents to the Medi
cal Expenditure Panel Survey (MEPS). Controlling for patients' perceived 
need for care, ability to obtain services, and frequency of use of care, Shi 
found that African-American, Hispanic, and Asian-American patients 
tended to experience greater barriers to receiving primary care. Hispanic 
patients were over 40% less likely to have a usual source of care, while 
those African-American and Hispanic patients who did report a regular 
primary care provider tended to reference a facility (hospital or clinic) 
rather than an individual provider. African Americans were less likely to 
have a primary care specialist as a regular provider. All three minority 
groups were 39% to 48% more likely than whites to report long waiting 
periods before seeing their care provider, but Asian-American patients 
were more likely than any racial/ ethnic groups to report that getting an 
appointment was "very difficult." On an encouraging note, this study 
also found that overwhelming numbers of whites and minority patients 
reported confidence in their provider and that their usual care provider 
"listened to them"-over 90% agreement for all groups. 

A small number of studies have assessed racial and ethnic differences 
in preventable hospitalizations. Preventable hospitalizations are those 
that might not have occurred had patients received timely and appropri
ate preventive care in the case of acute conditions, as well as effective and 
continuous care for chronic conditions. Gaskin and Hoffman (2000) as-



sessed ratesQeventable hospitalizations among children, working-age 
adults, am;l tlie elderly, while adjusting for a range of sociodemographic 
(e.g., age, income, insurance status), community-level (e.g., neighborhood 
characteristics, physicians, and hospital beds per capita), and health status 
(e.g., co-morbidities) variables. Results indicated that African Americans 
and Hispanics were significantly more likely to be hospitalized for pre
ventable conditions than whites, even after adjusting for patient differ
ences in healthcare needs, socioeconomic status, insurance coverage, and 
the availability of primary care providers. Subsequent analyses of indi
viduals within similar health insurance plans confirmed that these differ
ences exist independently of insurance status. The findings were limited 
by the lack of information on the competency of providers seen by minor
ity patients, the adequacy of insurance plans, and personal health-seeking 
behavior. 

Minority patients are more likely to undergo ampt,ttation than white 
patients. Such is the case with limb amputation, where more than 50,000 
procedures are performed each year among patients with p.ic1.Q_etes. 
Guadagnoli et al. (1995) assessed racial differences in the use~ amputa
tion and leg-sparing surgery among a random sample of Medicare pa
tients. The authors found that African-American patients were nearly 
twice as likely as whites to undergo above-knee amputation, and were 
slightly more likely than whites to undergo toe and/ or foot amputation, 
controlling for co-morbid disease, prior hospitalizations, geographic re
gion, hospital teaching status, and other factors. Whites, on th~ other 
hand, were more likely to undergo lower-extremity arterial revasculari
zation and percutaneous transluminal angioplasty than African-Ameri
can patients. The study did not, however, control for disease severity, 
although the authors note that controls for co-morbid disease and prior 
hospitalizations may attenuate this potential confounding factor. Simi
larly, Gornick et al. (1996), in a study of 26.3 million Medicare beneficia
ries, found that African Americans were more likely than whites to µn
dergo bilateral orchiectomy or amputation of the lower limbs, even after 
controlling for income differences. Finally, Collins et al. (2002) assessed 
racial and ethnic differences in rates of lower extremity amputation ver
sus lower extremity bypass revascularization among a sample of VA pa
tients with peripheral arterial dis.ease. In this prospective study, the au
thors statistically adjusted for a range of factors that may be associated 
with the use of amputation versus revascularization (e.g., presence of dia
betes, hypertension, heart disease, or other co-morbid conditions, behav
ioral risk factors such as smoking or alcohol use, geographic location of 
the VA hospital), and found that African-American and Hispanic patients 
were 1.5 and 1.4 times, respectively, more likely than white patients to 
undergo amputation than revascularization (Collins et al., 2002). 
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Gaps in Existing Research 

While the research reviewed here points to significant variation in 
access to and use of services by race and ethnicity,· several gaps exist that 
must be addressed to develop a more comprehensive understanding of 
racial and ethnic disparities in healthcare. The most significant gap in this 
research is the failure to identify mechanisms by which these disparities 
occur. A robust research agenda is needed to better understand how the 
process and structure of care may vary by patient race (see chapter on 
"Needed Research"). Such research must consider the range of influences 
on patients' and providers' attitudes and expectations in the clinical en
counter, clinical decision-making processes employed by healthcare pro
viders and the influence of patient race in these processes, the nature and 
quality of communication between patients and providers (particularly 
as it occurs across cultural and/or linguistic lines), the environments and 
settings in which care is delivered, and other factors that will be discussed 
later in this report. In addition, as noted below, no research has yet illu
minated the relative contribution of these factors to the healthcare dis
parities observed in the literature. 

Assessing sources of disparities in care in the current literature is also 
complicated by many methodological considerations. Attempts to con
trol for SES differences are inconsistent, with some researchers employing 
patient income or education as sole indicators of SES, and others using 
proxy variables such as estimates of income on the basis of patients' zip 
code information. Most studies control for insurance status, but some 
combine data from patients insured via different types of health systems 
(e.g., HMO or fee-for-service) or different sources of insurance coverage 
(e.g., public vs. private). 

Some studies have explicitiy examined differences in where racial and 
ethnic groups receive care (e.g., public vs. private healthcare settings), 
and clinical factors such as stage of illness progression at presentation 
(e.g., on average, ethnic minority cancer patients present at later stages of 
disease progression, thereby limiting treatment options) or other co-mor
bid factors that may limit treatment options. Other studies have at
tempted to control for the quality of diagnostic evaluation and disease 
severity. Adequate assessment of these factors, however, is often limited 
by a lack of sufficient information in administrative claims data upon 
which many studies are based. These datasets often rely on crude or in
complete measures of disease severity and the types of treatment pro
\Tided, and contain limited information on prior diagnoses or treatments. 
Further, most studies (with the exception of several studies of cardiovas
cular care) lack comparison to standards for the appropriateness of care, 
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leaving open the question of whether care received was sufficient given 
the type and severity of disease. 

Finally, one of the most significant limitations of existing research is 
the failure to analyze differences in care beyond comparisons of African
American and white patients. With the exception of a few large studies 
conducted in ethnically diverse regions of the United States such as Cali
fornia and New York, few studies have assessed whether disparities in 
care exist for Hispanic and Asian-American populations. Further, few 
studies have examined subgroup differences within thes_e populations. 
These issues are particularly salient for Hispanic and Asian-American 
subgroups, whose healthcare may be complicated by linguistic and cul
tural differences, immigration status, and other access-related issues. 

The Extent of Racial and Ethnic Disparities in Healthcare 

As the discussion above suggests, many factors influence th~ pr.Q.vi
sion and receipt of diagnostic and therapeutic healthcare servi'ces. • Fur
ther, healthcare outcomes are influenced by a wide variety of factors, 
many of which are beyond the scope of clinical factors such as the efficacy 
of treatment protocols. Assessing the relative contribution of the many 
?atient, provider, and system-level influences on care is therefore an im
?recise exercise. Similarly, assessing the extent of r~cial and ethnic differ
mces in healthcare that are not otherwise attributable to known factors 
mch as access to care is not likely to yield reliable estimates. • 

Some studies have attempted to assess the extent of racial and ethnic 
iisparities in a small number of key indicators of healthcare use. Weinick, 
Z:uvekas, and Cohen (2000) assessed racial and ethnic differences in ac
:ess to and use of healthcare services (i.e., having a usual source .of care 
md the use of ambulatory care services), and evaluated the magnitude of 
hese differences above and beyond access-related factors such as insur
mce status, income, and other socioeconomic characteristics. The authors 
ound that after adjusting for health insurance, income, age, sex, marital 
.tatus, education, health status, region of the country, and residence in a 
netropolitan area, Hispanics and African Americans were significantly 
nore likely to lack a usual so1,1rce of care and were less likely to use any 
trnbulatory care services than white Americans. Hispanics were nearly 
0% more likely to lack a usual source of care, and African Americans and 
-Iispanics were nearly 9% and over 10% less likely, respectively, to have 
nc!,de any ambulatory care visits. The authors performed additional 
nalyses to.assess the extent of these disparities, simulating conditions in 
{hich all racial and ethnic groups earned equivalent income and were 
:isured at the same level. For all groups, 55% to 77% of the observed 
.ifferences remained, demonstrating that "health insurance coverage and 

J:.\<TRODUCTION A.ND LITERATURE REVIEW 0 77 

income typically each account for only about one fifth, and never even as 
much as one half, of the disparities ... observed" (Weinick, Zuvekas, and 
Cohen, 2000, p.43). The authors acknowledge, however, that these racial 
and ethnic disparities in the use of services could be related to unmea
sured factors, such as job-related and non-financial barriers, poor cultural 
and linguistic access, an inadequate geographic distribution of healthcare 
providers in racial and ethnic minority communities, and other factors. 

More such studies are needed to assess the relative contribution of 
access-related factors (e.g., insurance status), other socioeconomic and 
geographic variables (e.g., patients' education, income, and the availabil
ity of healthcare providers in a community), and racial and ethnic differ
ences in healthcare preferences and attitudes to determine the extent of 
disparities in care. This research is needed across a range of health condi
tions. Currently, however, this research does not present a sufficient em
pirical foundation to assess the extent of racial and ethnic healthcare dis
parities. The committee therefore concludes that while evidence of racial 
and ethnic disparities in care appears consistently across a range of health 
conditions and medical procedures, attempts to assess or quantify the ex
tent of these disparities, based on evidence currently available, are not 
likely to prove to be reliable or valid. 

SUMMARY 

Racial and ethnic minority patients are found to receive a lower qual
ity and intensity of healthcare and diagnostic services across a wide range 
of procedures and disease areas. This finding is remark~bly consistent 
and robust, as only a handful of the several hundred studies reviewed 
here and by others (e.g., Geiger, this volume; Kressin and Peterson, 2001; 
l\-layberry et al., 2000) find no racial and ethnic differences in care. In 
studies where-patients' sociodemographic characteristics (e.g., education 
level, income), insurance status (e.g., public or privately funded insur
ance) and clinical factors (e.g., co-morbid illness, severity of disease) are 
controlled, these racial and ethnic differences are generally attenuated, 
but rarely disappear completely. Further, in a few well-designed, pro
~-pective studies, these disparities in care have been linked to poorer clini
c-.al outcomes and higher mortality among minorities (Peterson et al., 1997; 
Bach et al., 1999). 

Insurance status, in particular, emerges in several studies as a key 
predictor of the quality of care that patients receive. The privately in
sured generally receive a higher quality of care than those who are in
sured through publicly funded sources (e.g., Medicaid), or those who have 
no health insurance. Racial and ethnic minorities are disproportionately 
represented between the latter two categories, yet when sources of insur-
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ance are controlled statistically or by study design, race and ethnicity re
main as significant predictors of the q1,1ality of care. This disparity is best 
illustrated in studies of care among Medicare populations (Gornick et al., 
1996), which reveal lower rates of use of effective, higher technology diag
nostic and therapeutic procedures among minorities for illnesses such as 
heart disease, cancer, and other chronic illnesses, and higher rates of less 
.desirable procedures, such as amputation and bilateral orchiectomy. 

The quality of care that minority and non-minority patients receive is 
~lso partly a function of where these populations tend to receive care. 
Several studies note that patient care is of lower quality in non-teaching 
hospitals, public hospitals and clinics than in teaching hospitals or private 
settings. While some minorities are more likely to receive care in the 
former settings, they are more likely to access care in emergency depart
ments, and are less likely to have a regular source of care (Collins, Hall, 
and Neuhaus, 1999). Further, minorities tend to have lower access than 
whites to specialty care, and are less likely to be treated in s~,t,titJgs that 
offer higher-technology procedures-all factors related to the quality of 
care in the studies reviewed here. Again, however, when these variables 
are controlled statistically or by study design, racial and ethnic minorities 
tend to receive a lower quality of care. 

Most studies have compared the quality of care received by minority 
patients relative to that of \Vhites as the standard of comparison. This 
type of analysis, however, fails to provide a complete picture oHhe ap
propriateness of care, as whites may over-utilize some services, and racial 
differences in the severity of disease at presentation or treatment response 
may contraindicate the use of similar therapeutic interventions. Some of 
the best-designed studies reviewed here, however, assessed the quality of 
care provided relative to well-established clinical criteria, and 1,1se objec
tive diagnostic measures to assess the extent and severity of disease. In 
these studies, race and ethnicity again typically emerge as significant pre
dictors of the quality of care received, indicating. that disparities in care 
are not simply a function of disproportionate use by whites or greater 
disease severity among minorities. 

These findings appear consistently in studies of differences in care 
received by African-American and white populations, and increasingly, 
in studies involving Hispanic patients. A few studies suggest that Asian 
Americans also are less likely to receive the same quality of care as whites 
(e.g., Carlisle et al., 1995). This review produced no studies where the 
·quality of care for American Indian, Alaska Native, or Pacific Islander 
populations were explicitly studied, or where the sample size of these 
populations permitted analysis. Further, in few instances were subgroups 
of these populations explicitly studjed. As will be discussed in a later 
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chapter, research is urgently needed to assess the quality of care for thes( 
populations relative to the burden of illness. 

A few of the studies that find no racial and ethnic differences in can 
indicate that characteristics of health systems may serve an important role 
in mediating these disparities. Studies of patients in military healthcare 
S)'Stems reviewed here indicate a lower prevalence of racial or ethnic dif
ferences in the quality of healthcare that active-duty personnel or their 
families receive. Similarly, some studies of patients in VA systems dem
onstrate reductions in racial and ethnic differences in care, although these 
studies are less consistent. Future research must assess the range of fac
tors that distinguish these heath systems from other private or publicly 
funded systems to better understand how patient race and ethnicity are 
related to care and care outcomes. For example, the impact of differences 
in provider profiles should pe investigated, as VA hospitals commonly 
are staffed by a larger percentage of trainees than other systems. None
theless, these studies suggest that characteristics of these health systems, 
perhaps related to universal or equal access to care, may attenuate dis
parities that are typically found in other systems. 

Collectively, these findings support the hypothesis that patients' race 
and ethnicity significantly predict the quality and intensity of care that 
they receive. Succeeding chapters of this report will review the historical 
context in which these disparities occ\lr, and examine the types of settings 
in which minorities typically receive care, as well as the characteristics of 
healthcare providers that serve them. Potential sources of healthcare dis
parities will be closely examined, including patient preferences; provider 
biases, stereotyping, and clinical decision-making; and the impact of fi
nancial and institutional characteristics of health systems on the quality of 
care for minority patients. Finally, several strategies to eliminate these' 
disparities are proposed, and future research directions are outlined. 

Finding 1-1: Racial and ethnic disparities in healthcare exist and, 
because they are associated with worse outcomes in many cases, are 
~nacceptable. 
Racial and ethnic disparities in healthcare exist. These disparities 
are consistent and extensive across a range of medical conditions 
and healthcare services, are associated with worse health outcomes, 
and occur independently of insurance status, income, and educa
tion, among other factors that influence access to healthcare. These 
disparities are unacceptable. 
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UNEQUAL TREATMENT: 
WHAT HEALTHCARE PROVIDERS NEED TO KNOW 
ABOUT RACIAL AND ETHNIC DISPARITIES IN HEALTH
CARE 

N ews accounts of the state of healthcare delivery seem to be full of bad news, 
including concerns ~bout rising health~are c~sts, pat!ent safety and medical 
errors, and the growmg numbers ofunmsuretl Amencans. To add to these 

problems, many recent news reports indicate thaf racial and ethnic minorities receive 
lower quality healthcare than whites, even when they are insured to the same degree 
and when other healthcare access-related factors, such as the ability to pay for care, 
are the same. 

The Institute of Medicine (IOM) report, Unequal Treatment: Confronting Racial 
and Ethnic Disparities in Healthcare, added to the media fray when the IOM con
cluded that "(al)though myriad sources contribute to these disparities, some evidence 
suggests that bias, prejudice, and stereotyping on the part of healthcare providers may 
contribute to differences in care." 

This finding was alarming to many healthcare professionals, the vast majority of 
whom work hard under very challenging conditions to ensure that patients receive the 
best possible healthcare to meet their needs. How could bias, prejudice, and stereo
typing contribute to unequal treatment, particularly given that healthcare providers 
are sworn to beneficence and cannot, by law, discriminate against any patient on the 
basis of race, ethnicity, color, or national origin? This brief summary of the IOM Un
equal Treatment report addresses this question, and summarizes other relevant find
ings to help healthcare professionals meet the objective of providing high-quality 
care for all patients. 

DO RACIAL AND ETHNIC MINORITIES RECEIVE A LOWER QUALITY 
OF HEALTHCARE? 

In 1999, Congress requested that the IOM assess the extent ofracial and ethnic 
disparities in healthcare, assuming that access-related factors - such as insurance 
status and the ability to pay for care ru;e the same; identify potential sources of these 
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disparities, including the possibility that overt or subtle biases or prejudice on the part of 
healthcare providers might affect the quality of care for minorities; and suggest interven
tion strategies. 

To fulfill this request, an IOM study committee reviewed well over 100 studies that 
assessed the quality of healthcare for various racial and ethnic minority groups, while 
holding constant variations in insurance status, patient income, and other access-related 
factors. Many of these studies also controlled for other potential confounding factors, 
such as racial differences -in the severity or stage of disease progression, the presence of 
co-morbid illnesses, where care is received (e.g., public or private hospitals and health 
systems) and other patient demographic variables, such as age and gender. Some studies 
that employed more rigorous research designs followed patients prospectively, using 
clinical data abstracted from patients' charts, rather than administrative data used for in
surance claims. The study committee was struck by the consistency of research findings: 
even among the better-controlled studies, the vast majority indicated that minorities are 
less likely than whites to receive needed services, including clinically necessary proce
dures. These disparities exist in a number of disease areas, including cancer, cardiovascu
lar disease, HIV/ AIDS, diabetes, and mental illness, and are found across a range of pro
cedures, including routi_ne treatments for common health problems. 

WHAT ARE THE SOURCES OF HEALTH CARE DISPARITIES? 

Many factors may contribute to the health care disparities observed in these studies. 
Some researchers suggest that there may be subtle differences in the way that members of 
different racial and ethnic groups respond to treatment, particularly with regard to some 
pharmaceutical interventions, suggesting that variations in some forms of treatment may 
be justified on the basis of patient race or ethnicity. In addition, patients vary in help
seeking behavior, and some racial and ethnic minorities may be more likely than whites 
to avoid or delay seeking care. However, the majority of studies find disparities in clini
cal services that are equally effective for all racial and ethnic groups. Further, the studies 
that the IOM reviewed suggest that racial differences in patients' attitudes, such as their 
preferences for treatment, do not vary greatly and cannot fully explain racial and ethnic 
disparities in healthcare. A small number of studies, for example, find that African 
Americans are slightly more likely to reject medical recommendations for some treat
ments, but these differences in refusal rates are generally small (African Americans are 
only 3-6% more likely to reject recommended treatments, according to these studies). It 
remains unclear why African-American patients are more likely to reject treatment rec
ommendations. Are they refusing treatment because of a general mistrust of health care 
providers? Or do some decline treatment because of negative experiences in the clinical 
encounter or a perception that their doctor is not invested in their care? More research is 
needed to fully understand treatment refusal because the reasons for refusal may lead to 
different strategies to help patients make informed treatment decisions. 

If minority patients' attitudes toward healthcare and preferences for treatment are not 
likely to be a major source of health care disparities, what other factors may contribute to 
these disparities? As shown in the figure below, the IOM study committee considered 
two other sets of factors that may be associated with disparities in healthcare, assuming 
that all populations have equal access to care. The first set of factors are those related to 
the operation of healthcare systems and the legal and regulatory climate in which-they 
operate. These include factors such as cultural or linguistic barriers ( e.g., the lack of in
terpretation services for patients with limited ·English proficiency), fragmentation of 
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healthcare systems (as noted earlier, these include the possibility that minorities are dis
proportionately enrolled in lower-cost health plans that place greater per-patient limits on 
healthcare expenditures and available services), the types of incentives in place to contain 
costs (e.g., incentives to physicians to limit services), and where minorities tend to re
ceive care (e.g., minorities are less likely to access care in a private physician's office, 
even when insured at the same level as whites). 
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Differences, Disparities, and Discrimination: Populations with Equal Access to Healthcare. 
SOURCE: Gomes and McGuire, 2001 

The second set of factors emerges from the clinical encounter. Three mechanisms 
might be operative in healthcare disparities from the provider's side of the exchange: bias 
( or prejudice) against minorities; greater clinical uncertainty when interacting with 
minority patients; and beliefs (or stereotypes) held by the provider about the behavior or 
health of minorities. Patients might also react to providers' behavior associated with these 
practices in a way that also contributes to disparities. Research on how patient race or 
ethnicity may influence physician decision-making and the quality of care for minorities 
is still developing, and as yet there is no direct evidenc~ to illustrate how prejudice, 
stereotypes, or bias may influence care. In the absence of such reseiarch, the study _com
mittee drew upon a mix of theory and relevant research to understand how these proc
esses might operate in the clinical encounter. 

Clinical Uncertainty 
Any degree of uncertainty a physician may have relative to the condition of a patient 

can contribute to disparities in treatment. Doctors must depend on inferences about sever
ity based on what they can see about the illness and on what else they observe about the 
patient ( e.g., race). The doctor can therefore be viewed as operating with prior beliefs 
about the likelihood of patients' conditions, "priors" that will be different according to 
age, gender, socioeconomic status, and race or ethnicity. When these priors are consid
ered alongside information gathered in a clinical encounter, both influence medical deci
sions. 

Doctors must balance new information gained from the patient (sometimes with vary
ing levels of accuracy) and their prior expectations about the patient to make a diagnosis 
and determine a course of treatment. If the physician has difficulty accurately understand
ing the symptoms or is less sure of the •~signal" - the set of clues and indications that 
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physicians rely upon to make diagnostic decisions - then he or she is likely to place 
greater weight on "priors." The consequence is that treatment decisions and patients' 
needs are potentially less well matched. 

The Implicit Nature of Stereotypes 
A large body of research in psychology has explored how stereotypes evolve, persist, 

shape expectations, and affect interpersonal interactions. Stereotyping can be defined as 
the process by which people use social categories (e.g., race, sex) in acquiring, process
ing, and recalling information about others. The beliefs (stereotypes) and general orienta
tions (attitudes) that people bring to their interactions help organize and simplify complex 
or uncertain situations and give perceivers greater confidence in their ability to under-
stand a situation and respond in efficient and effective ways. • 

Although functional, social stereotypes and attitudes also tend to be systematically bi
.ased. These biases may exist in overt, explicit forms, as represented by traditional big
otry. However, because their origins arise from virtually universal social categorization 
processes, they may also exist, often unconsciously, among people who strongly endorse 
egalitarian principles and truly believe that they are not prejudiced. In the United States, 
because of shared socialization influences, there is considerable empirical evidence that 
even well-intentioned whites who are not overtly biased and who do not believe that they 
are prejudiced typically demonstrate unconscious implicit negative racial attitudes and 
stereotypes. Both implicit and explicit stereotypes significantly shape interpersonal inter
actions, influencing how information is recalled and guiding expectations and inferences 
in systematic ways. They can also produce self-fulfilling prophecies in social interaction, 
in that the stereotypes of the perceiver influence the interaction with others in ways that 
conform to stereotypical expectations. 

Healthcare Provider Prejudice or Bzas 
Prejudice is defined in psychology as an unjustified negative attitude based on a per

son's group membership. Survey research suggests that among white Americans, prejudi
cial attitudes toward minorities remain more common than not, as over half to three
quarters believe that relative to whites, minorities - particularly African Americans - are 
less intelligent, more prone to violence, and prefer to live off of welfare. It is reasonab1e 
to assume, however, that the vast majority of healthcare providers find prejudice morally 
abhorrent and at odds with their professional values. But healthcare providers, like other 
members of society, may not recognize manifestations of prejudice in their own behavior. 

While there is no direct evidence that provider biases affect the quality of care for 
minority patients, research suggests that healthcare providers' diagnostic and treatment 
decisions, as well as their feelings about patients, are influenced by patients' race or eth
nicity. Schulman et al. (1999), for example, found that physicians referred white male, 
black male, and white female hypothetical "patients" (actually videotaped actors who 
displayed the same symptoms of cardiac disease) for cardiac catheterization at the same 
rates (approximately 90% for each group), but were significantly less likely to recom
mend catheterization procedures for black female patients exhibiting the same symptoms. 
In another experimental design, Abreu (1999) found that mental. health professionals sub
liminally "primed" with African American stereotype-laden wqrds were more likely to 
evaluate the same hypothetical patient (whose race was not identified) more negatively 
than when primed with neutral words. Further, in a study based on actual clinical encoun
ters, van Ryn and Burke (2000) found that doctors rated black patients as less intelligent, 
less educated, more likely to abuse drugs and alcohol, more likely to fail to comply with 
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medical advice, more likely to lack social support, and less likely to participate in cardiac 
rehabilitation than white patients, even after patients' income, education, and personality 
characteristics were taken into account. These findings suggest that while the relationship 
between race or ethnicity and treatment decisions is complex and may also be influenced 
by gender, providers' perceptions and attitudes toward patients are influenced by patient 
race or ethnicity, often in subtle ways. 

Medical Decisions Under Time Pressure with Limited Information 
Indeed, studies suggest that several characteristics of the clinical encounter increase 

the likelihood that stereotypes, prejudice, or uncertainty may influence the quality of care 
for minorities. In the process of care, health professionals must come to judgments about 
patients' conditions and make decisions about treatment, often without complete and ac
curate information. In most cases, they must do so under severe time pressure and re
source constraints. The assembly and use of these data are affected by many influences, 
including various "gestalts" or cognitive shortcuts. In fact, physicians are commonly 
trained to rely on clusters of information that functionally resemble the application of 
"prototypic" or stereotypic constellations. These conditions of time pressure, resource 
constraints, and the need to rely on gestalts map closely onto those factors identified by 
social psychologists as likely to produce negative outcomes due to lack of information, to 
stereotypes, and to biases (van Ryn, 2002). 

Patient Response: Mistrust and Refusal 
As noted above, the responses of racial and ethnic minority patients.to healthcare 

providers are also a potential source of disparities. Little research has been conducted as 
to how patients may influence the clinical encounter. It is reasonable to speculate, how
ever, that if patients convey mistrust, refuse treatment, or comply poorly with treatment, 
providers may become less engaged in the treatment process, and patients are less likely 
to be provided with more vigorous treatments and services. But these kinds of reactions 
from minority patients may be understandable as a response to negative racial experi
ences in other contexts, or to real or perceived mistreatment by providers. Survey re
search, for example, indicates that minority patients perceive higher levels of racial dis
crimination in healthcare than non-minorities. Patients' and providers' behavior and atti
tudes may therefore influence each other reciprocally, but reflect the attitudes, expecta
tions, and perceptions that each has developed in a context where race and ethnicity are 
often more salient than these participants are even aware of. 

WHAT CAN HEALTHCARE PROVIDERS DO TO HELP ELIMINATE DIS
PARITIES IN CARE? 

Given that stereotypes, bias, and clinical uncertainty may influence clinicians' diag
nostic ahd treatment decisions, education may be one of the most important tools as part 
of an overall strategy to eliminate healthcare disparities. Healthcare providers should be 
made aware of racial and ethnic disparities in healthcare, and the fact that these dispari
ties exist, often despite providers' best intentions. In addition, all current and future 
healthcare providers can benefit from cross-cultural education. Cross-cultural education 
programs have been developed to enhance health professionals' awareness of how cul
tural and social factors influence healthcare, while providing methods to obtain, negotiate 
and manage this information clinically once it is obtained. Cross-cultural education can 
be divided into three conceptual appr0aches focusing on attitudes ( cultural sensitiv-
ity /awareness approach), knowledge (multicultural/categorical approach), and skills 
( cross-cultural approach), and has been taught using a variety of interactive and experien-
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tial methodologies. Research to date demonstrates that training is effective in improving 
provider knowledge of cultural and behavioral aspects of healthcare and building effec
tive communication strategies. 

Standardized data collection is also critically important in efforts to understand and 
eliminate racial and ethnic disparities in healthcare. Data on patient and provider race and 
ethnicity would allow researchers to better disentangle factors that are associated with 
healthcare disparities, help health plans to monitor performance, ensure accountability to 
enrolled members and pay ors, improve patient choice, allow for evaluation of interven
tion programs, and help identify discriminatory practices. Unfortunately, standardized 
data on racial and ethnic differences in care are generally unavailable, and a number of 
ethical, logistical, and fiscal concerns present challenges to data collection and monitor
ing, including the need to protect patient privacy, the costs of data collection, and resis
tance from healthcare providers, institutions, plans and patients. In addition, health plans 
have raised significant concerns about how such data will be analyzed and reported. The 
challenges to data collection should be addressed, as the costs of failing to assess racial 
and ethnic disparities in care may outweigh new burdens imposed by data collection and 
analysis efforts. 

Many other strategies must be undertaken, in conjunction with the training and edu
cational strategies described here, to eliminate racial and ethnic disparities in healthcare. 
As noted in the report, these include, for example, policy and regulatory strategies that 
address fragmentation of health plans along socioeconomic lines, and health systems in
terventions to promote the use of clinical practice guidelines and promote the use of in
terpretation services where community need exists. In short, a comprehensive, multi-level 
strategy is needed to eliminate these disparities. Broad sectors - including healthcare 
providers, their patients, payors, health plan purchasers, and society at large - must work 
together to ensure all patients receive a high quality of healthcare. 

GUIDE TO INFORMATION SOURCES 

An increasing number of resources are available to healthcare providers and their pa
tients to increase awareness of racial and ethnk healthcare disparities and means to im
prove the quality of care for racial and ethnic minorities. The following is only a partial 
list of some of these resources, and is not intended as an endorsement of the products or 
individuals and groups that produced them: 

American Board of Internal Medicine. (1998). Cultural Competence: Addressing a Multicul
tural Society: The ABIM Report 1997-1998. Philadelphia: American Board of Internal Medicine. 

American Medical Association. (1999). Cultural Competence Compendium. Chicago, IL: 
American Medical Association. Product Number OP209199/ Phone# 1-800-621-8335. 

Betancourt JR, Like RC, and Gottlieb BR, eds. {2000). Caring for diverse populations: Break
ing down barriers. Patient Care, Special Issue, May 15, 2000. 

Lavizzo-Mourey R, and Mackenzie ER. (1996). Cultural Competence: Essential Measure
ments of Quality for Managed Care Organizations. Annals of Internal Medicine 124, pp. 919-21. 

National Alliance for Hispanic Health. Quality Services for Hispanics: the Cultural Compe
tency Component, Rockville, MD: U.S. Department of Health and Human Services, 2000. 

In addition to these sources, the Henry J. Kaiser Family Foundation and the Robert Wood 
Johnson Foundation have recently joined forces to sponsor an initiative to increase dialogue 
among physicians regarding healthcare disparities. To learn more about this initiative, please visit 
the "Why the Difference?" website at www.kf£org/whythedifference. 
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www.nap.edu. The full text of this report is available at 
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Introduction 

I also come from Harlem, a community of poor l;,lack people. 
I've had the opportunity to study these people affd, . . . I find 
universality of discrepancies -and differences. Race is not the 
issue. The issue is human .conditions. t 

Harold P. Freeman, MD 
Medical director, Ralph Lauren Center for Cancer 

Care and Prevention, Harlem. New Yorkl 

Two fifty-year-old men arrive at an emergency room with acute 
chest pain. One is white and the other black. Will they receive 
the same quality of treatment and have the same chance of recov
ery? We hope so. but many experts today insist that their race 
will profoundly affect how the medical-care system deals with 
them, and that the black patient will get much inferior care. Is 
this really true? And if so. why? Are differences in treatment 
due to deliberate discrimination or other (less invidious) factors? 
This monograph critically assesses recent research bearing on 
these questions. 

Interest in the determinants of minority health has grown con
siderably since the publication of the Report of the Secretary'.s Task 
Force on Black and Minority Health by the U.S. Department of 
Health. Education, and Welfare in 1985.2 The academic literature 
falls into two categories. One line of inquiry emphasizes overt or 
subtle racial discrimination by physici~ns. Research reports in this 
category assert that many physicians treat their white patients 
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2 THE HEALTH DISPARITIES MYTH 

better than their minority patients on the basis of race alone. We 
call this the "biased-doctor model" of treat_ment disparities. 3 

The other line of research focuses on the influence of so-called 
"third factors" that are correlated with race. These factors can 
influence care at the level of the health system, the physici~m. or 
both. They include, for example, variations in insurance coverage 
{insured versus uninsured versus underinsured; public versus 
private health plans; profit versus not-for-profit health plans). 
quality of physicians. regional variations in medical practices, and 
patient characteristics (such as clinical features of disease, or 
health literacy). \ 

Of course, it is possible that both of these mechanisms-=-biased 
doctors and third factors-could operate •simultanlously. Practical 
policymaking requires an inquiry into the relative contributions 
df each. In our view, it is the third factors that generate the 
strongest momentum in driving the differences between races in 
both care and outcomes. Indeed, for answers to the race-related dif
ferences in health care, it turns out that the doctors office is not 
the most rewarding place to look. White and black patients, on 
average, do not even visit the same population of physicians
making the idea of preferential treatment by individual doctors a 
far less compelling explanation for disparities in health. Doctors 
whom black patients tend to see may not be in a position to pro
vide optimal care. Furthermore, because health care varies a great 
deal depending on where people live, and because blacks are 
overrepresented in regions of the United· States served by poorer 
health care facilities, disparities are destined to be, at least in part, 
a function of residence. 

Yet the biased-doctor model has acquired considerable and 
unmerited weight in both academic literature and the popular 
press. It enjoyed a great boost in visibility from a 2002 report 
from the Institute of Medicine (IOM), part of the National 
Academy of Sciences, called Unequal Treatment: Confronting Racial 
and Ethnic Disparities in Health Care.4 The IOM provides law
makers with advice on matters of biomedical science, medicjne, 
and health, and issues high-profile reports written by panels of 
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outside experts. Unequal Treatment was widely hailed as the 
authoritative study on health disparities. It concluded that the 
dynamics of the doctor-patient relationship_:_ "bias, n "prejudice, n 
and "discriminationn -were a significant cause of the treatment 
differential and, by .extension, of the poorer health of minprities. 

Media fanfare greeted the IOM report in news stories bearing 
headlines like, "Color-Blind Care ... Is Not What Minorities Are 
Getting" (Newsday); "Fed Report Cites 'Prejudice' in White, Minor
ity Health Care Gapn (Boston Herald); and "Separate and Unequar 
(St. Louis Post-Dispatch) _s Virtually every story ran the triumphant 
remark of Dr. Lucille Perez. then president of t~ National Med
ical Association, which represents .black physicici°hs: "It validates 
what many of us have been saying for so long-that racism is a 
major culprit in the mix of health disparities and has had a dev
astating impact on African-Americans. n5 

There were a few dissenting voices. Among them was Richard 
Epstein, law professor at the University of Chicago . .In his article 
"Disparities and Discrimination in Health Care Coverage: A Cri
tique of the Institute of Medicine Study. n he wrote: 

The IOM study adopts exactly the wrong approach .... 
Instead of dwelling [as the report does] on the Tuskegee 
experiments as evidence of current biases that linger within 
the system, I would trumpet the dedicated men and women 
in the profession who are determined to help people of all 
backgrounds and races deal with their health problems .... It 
is a shame to attack so many people of good will on evidence 
that admits a much more benign interpretation .... And there 
are enough problems in the health care system even without 
the genteel guilt trip that pervades the IOM study-7 

But Professor Epstein was drowned out by numerous com
mentators who implied or stated outright that current treatment 
differences are a product of a harsh racial climate and personal 
bias on the part of physicians. To read David Barton Smith, for 
example, one would think it was only yesterday, rather than forty 
years ago, that we stopped segregati1:g hospitals and separating 
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the blood supply by race. There "remain key parts of the unfin
ished civil rights agenda," writes the publi~ policy expert at Temple 
University, pending "enough federal will and national unity" to 
resolve them. s 

In this monograph, we evaluate the studies routinely put forth 
as evidence of harmful discrimination. Because the IOM report 
represents the most popular synthesis of the disparities literature, 
we draw heavily on its analysis. We also examine evidence not 
considered by the IOM panel.9These additional findings indicate 
that race-related variables, especially geography and socioeconomic 
status, shine important explanatory light into th\, recesses of the 
treatment gap. , 

We conclude that the studies examined by the· IOM panel
consisting primarily of retrospective analyses of large health
system databases-fail to make a persuasive case that physician 
bias is a significant cause of disparate care or health status. In 
short, the studies fall short in trying to control for the wide array 
of factors that confound the influence of race on physicians' treat
ment decisions. Without adequate· controls, it is simply not pos
sible to distinguish care patterns that correlate with race from 
those that are due directly to race. 

Indeed, as we will see, when researchers employ designs that 
control for. rriore third factors, the magnitude of any race effect 
shrinks considerably, if it does not disappear altogether. 

Furthermore, we challenge the validity of measures commonly 
used to quantify health disparities and to calibrate the success of 
efforts to improve minority health. (We refer here to the assess
ment of relative care-that is, measuring the ratio of procedures 
or other health services received by minorities compared with 
whites.) One reason -we question these measures is that the fact 
that a group receives more services does not necessarily mean it 
will have better health outcomes. For example, whites often 
receive more invasive cardiac procedures than blacks, but among 
blacks and whites admitted with heart disease, the death rate for 
whites is not necessarily lower. 10 Thus. if outcomes are the focus, 
blacks are not necessarily beii:ig undertreated. Instead, whites are 



0 

0 

0 

INTRODUCTION 5 

perhaps being overtreated in some instances-given procedures 
that do not improve their prospects of surviving. Why might this 
be? It has been suggested that because whites are (or are perceived 
to be) more litigious, doctors practice defensive medicine with 
them. 11 In addition, whites are more likely to be insured, so doc
tors have more incentive-to order additional tests.12 

Second, the focus on relative differences masks absolute mea
sures of improved care and thereby sends the wrong message 
to policymakers. For example, a 2004 study found that black 
patients with diabetes who attended a Bronx clinic were tested for 
diabetic control 53 percent of the time; whites w&etested 57 per-,a. 
cent of the time. 13 This difference Qf four percent~ge points could 
be considered smaller (and better) than -the testink differential of 
fourteen percentage points found at a Washington, D.C., clinic. 
But a further look. shows that 59 percent of blacks in the Wash
ington clinic were tested, versus 73 percent of whites. In absolute 
terms, the D.C. diabetics-both black and white-received better 
care than their Bronx counterparts, but a narrow judgment based 
on racial comparison alone suggests otherwise. 

Indeed, absolute improvements in treatment-if they occur in 
all groups-will not close a gap. All boats will have risen, so to 
speak. The minority group will have gained significantly, and 
good news this surely is; but the measure of success i~ obscured 
if one fixates on relative measures. For example, after the 
Department of Health and Human Services (HHS) implemented 
three-year (_1999-2002) locally based projects in each state to 
help underserved populations overcome "healthcare system and 
sociocultural barriers" to care, evaluators found they could not 
document a reduction in statewide disparities, in part because the 
health of whites improved along with those of minority groups.14 

Although these projects were successful in improving overall 
community health, they failed to reduce racial disparities per se. 

Conversely, a misplaced focus on narrowing of disparities can 
obscure deficiencies in care. Amal Trivedi and colleagues at 
Harvard, for example, found greater improvements in black 
patients than whites in receipt of required tests and treatments 
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{for example. eye exams for diabetics or beta-blocker after heart 
attack) over a six-year period. 15 The good news about the nar
rowed black-white differentials, however. was somewhat offset by 
the fact that neither white nor black patients. all of whom were 
enrolled in Medicare managed-care plans, received the tests with 
optimal regularity. 

Unfortunately. many scholars who address the disparity prob
lem neglect the bigger picture. As David Mechanic, a world 
authority on health-care practices. laments. "Increasingly, much of 
the policy discussion is focused on whether disparities are 
increasing or decreasing and less so on which if{.J;erventions can 
bring about the largest health gains for all."1(i He points to 
black/white infai:it mortality ratios as an·example.fFrom 1980 to 
2000, black infant deaths decreased by over one-third, but 
because white deaths decreased more, the ratio of black/white 
mortality actually increased. 

"Simply focusing on ratios misses important advances," 
Mechanic writes. "and may confuse us as to what is and is not 
worth undertaking."17 In general, he points out, health conditions 
amenable to improvement through technology will- inevitably 
benefit the most advantaged individuals and groups first because 
they have the knowledge, resources. and networks to gain access 
to them most quickly. 

This is a powerful illustration of how a narrow concentration 
on race distracts from the reality that the largest overall gain in 
population health comes from targeting disparities linked to 
socioeconomic class. 18 True, race and class are intertwined and in 
some contexts can be proxies for one another, but they are both 
associated, independently. with health status. In fact. class makes 
a much greater contribution than race. 

Consider the national data on mortality from heart disease. 
Adults in the bottom quarter of the income distribution are two to 
four times as likely to die from heart disease as those in the top 
quarter. The differences between blacks and whites are minor by 
comparison-the black death rate exe::eeds the white by only one
fifth. 19 And middle-class blacks are much less vulnerable to fatal 
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heart disease than low-income whites. Put another way. controlling 
for income, blacks have higher mortality than whites; but low
income blacks have more in common with low-income whites than 
with middle-class or wealthier blacks. Thus, the socioeconomic 
differences between racial gro~ps are largely responsible for dispar
ities in health status between whites and blacks. 20 

The misplaced emphasis on relative care calls too much attention 
to the sensational but unsubstantiated idea that racial bias is a 
meaningful cause of health disparities. Not only is the charge ofbias 
divisive, it siphons energy and resources from endeavors targeting 
system factors that are more relevant to improvin~minority health: 
expanding access to high-quality care and facilit,iting changes in 
individuals' lifestyles and their capacity to manage thronic disease. 
From this perspective, proposed race-based remedies for the treat
ment gap-such as racial preferences in admission to medical 
school, racial sensitivity training for doctors, and legal action using 
Title VI of the Civil Rights Act-become trivial or irrelevant at best. 
and potentially harmful at worst.21 

Given the enormous political emphasis on racial disparities, we 
an , pelled to respond to those who see treatment differences 
thrr 1 •1 a racial lens and design health-care policies accordingly. 
But ? true public health solution to inadequate care-one that 
seeks to maximize :the health of all Americans-would more 
properly target all tinderserved populations, irrespective of group 
membership. Success would be reflected in the improved health 
of these communities; and. because many of them happen to 
comprise large numbers of minorities, racial and ethnic care dif
ferentials would diminish as well. 
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Public Health Cast as Civil Rights 

Just before Christmas 2003, the Agency for Healthcare Research 
and Quality. of the U.S. Department of Health a\"ld Human Ser
vices (HHS), released the National Healthcare Disparities Report.1 It 
documented an all-too-familiar problem: 'the poorti:- health status 
of individuals on the lower rungs of the socioeconomic ladder. 
and the often inadequate treatment they receive compared to peo
ple with more resources and education. 

The report sparked a heated controversy over whether HHS 
had downplayed the charge of racial bias in the heplth-care 
system. At issue were revisions made to a prepublication draft 
shortly before its release. Those included use of the more neutral 
word difference instead of disparity to describe discrepancies 
between the health of whites and minorities. This might seem like 
an innocuous substitution, but it was not. In public health circles, 
the word "disparity" has come to connote unfair difference due to 
a patients race or ethnicity. It "has begun to take on the implica
tion of injustice,· observed epidemiologist Olivia Carter-Pokras at 
the University of Maryland. 2 Architects of the agency report. 
however, argued that the neutral term, difference, more accurately 
described their findings.3 

The switching of difference and disparity prompted Henry 
Waxman. ranking minority member of the House Government 
Reform Committee. to send a harsh letter to Tommy Thompson. 
then HHS secretary. The word substitution, Waxman wrote, 
"alter[ed] the reports meaning ... and fit a pattern of the manip
ulation of science by the Bush Administration. "4 The revision also 
set alarm bells ringing among a range of constituencies. "By 

8 
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tampering with the conclusions of its own scientists, HHS is 
placing politics before social justice," wrote members of the 
Congressional Black Caucus, Congressional Asian Pacific Ameri
can Caucus, and Congressional Hispanic Caucus in a joint press 
release. 5 The National Medical Association pronounced itself 
"appalled."6 Physicians for Human Rights bemoaned "remov[al] 
from the text [ ofj any inference of prejudice on the part of 
providers, and [its] focus on. individual responsibility for 
disparities. "7 • 

The critics who scolded HHS for its revised executive sum
mary cited the 2002 Institute of Medicine (IOM<)~ report as proof 
that bias was common among,physicians. WhileJhe IOM report 
did acknowledge the roles of other factors in mbiority health, it 
placed heavy emphasis on the failure of the medical profession to 
purge its ranks of prejudice-a shortcoming that ·was, as the 
report put it, "rooted in historic and contemporary inequities. "8 

Although the IOM report is now the most widely cited source 
for this claim, it was hardly the first to make the argument. A 
decade earlier, in The journal of the American Medical Association, 
Secretary of Health and Human Services Louis Sullivan cast 
minority health as a civil rights issue, writing, "There is clear, 
demonstrable, undeniable evidence of discrimination and racism 
in our health care system."9 

The Reverend Al Sharpton warned in 1998 that "health will be 
the new civil rights battlefront"; that same year, President Clinton 
remarked in a radio address delivered during Black History 
Month that "nowhere are the divisions of race and ethnicity more 
sharply drawn than in the health of our people," and speculated 
that one of the causes might be "discrimination in the delivery of 
health services."10 In its 1999 annual report to Congress and the 
White House, the U.S. Commission on Civil Rights concluded 
that "racism continues to infect our health care system." 11 

Recently; Senator Ted Kennedy urged that • greater resources 
should be given to the HHS Office for Civil Rights."12 And, in 
an especially alarmist tone. Marian Wright EdelmaT). of the 
Childrens Defense Fund told the 2005 graduating class of Colgate 
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University that "the new racism that is seeping across our country 
is wrapped up ... in racial disparities in health."13 

We question the charge that episodes of doctor-patient mis
communication or assumptions physicians make about their 
patients are the product of doctors' ill will toward minority 
patients or disregard for them-sentiments implied by words like 
"bias" and "prejudice.· Moreover, evidence (such as it is) tbat 
physicians' biased behavior is a major driver of disparate treat
ment is dwarfed by the undisputed and sizable effects of access 
to care and quality of care_l4 

Yet the social justice perspective often fra~s the issue of 
minority health. For example, introducing the Health Care Equal
ity and Accountability Act in 2003, Senator Tom Dfischle cited the 
need to correct doctors' "bias.· "stereotyping.· and "discrimina
tion." 15 The American Medical Association felt moved to reaffirm 
its "long-standing policy of zero tolerance [toward] racially or 
culturaily biased health care." 16 The American Public Health 
Association "call[ed] on the President and the Congress of the 
United States to recognize and promote legal redress for discrim
ination in health and health care." 17 On the research front, the 
National Institutes of Health are funding research on "the effect 
of racial and ethnic discrimination on health care delivery."18 

In some medical schools, "racial sensitivity" training is now 
required.1 9 And, in 2005, New Jersey was the first state to pass a 
law requiring doctors to receive so-called "cultural competency" 
training as a condition of obtaining or renewing their lice_nses to 
practice medicine. 20 

These institutional mandates and practices legitimate the 
"biased-doctor model" of health disparities. We regret this, 
although we do believe that responsible clinicians should be 
aware of the potential for cultural misunderstandings between 
themselves and their patients. In fact, the IOM report may serve a 
useful consciousness-raising function. prompting doctors to ask . 
themselves whether they are giving every patient the opportunity 
to benefit from treatment and to discuss complex issues, where 
apprqpriate, with them.21 But, to the extent to which the IOM 
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report is interpreted as evidence of widespread racial bias in the 
medical system, we believe its value is offset by the harmful con
sequences of this false conclusion. 

Disparity: Difference versus Inequity? 

The word "disparity" has various definitions, ranging in meaning 
from value-neutral imbalance to unfair and pernicious differ
ence. 22 One of the earliest appearances of the term was in the 
1985 Report of the Secreta.zys Task Force on Blfk and Minority 
Health, published by the U.S. Department of He~lth, Education. 
and ·welfare (now HHS), where it referred to "eicess deaths" -
that is. the number of deaths observed in minority populations, 
subtracted from the number of deaths that would have been 
expected if the minority population had the same age- and sex
specific death rate as the .non-minority population. In 1999, 
Harold Varmus, director of the National Institutes of Health 
(NIH). established a working group to address the problem of 
health disparities. That group was the first to devise an NIH 
definition of health disparities: "Differences in the incidence, 
prevalence. mortality. and burden of diseases and other adverse 
health conditions that exist among specific population groups in 
the United States. "23• Note that this definition is causally neutral, 
avoiding the question of what produces these differences. 

The following year Congress established the National Center 
on Minority Health and Health Disparity. Its mission was to lead 
the NIH in its "effort to reduce and ultimately eliminate dispari
ties," and assess its success in meeting the goal.24 The center 
defined disparities as differences "in the overall rate of disease 
incidence. prevalence, morbidity. mortality or survival rate in a 
specific group compared to the general population. "25 Again. the 
language is silent on the question of causation. 

Other government definitions reiterated the basic theme of 
neutral difference. For example, the Healthy People 2010 report 
published in 2000 by HHS regarded disparities as "differences 
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that occur by gender, race or ethnicity, education or income, dis
ability, living in rural localities or sexual orientation. "26 And 
the Human Resources Services Administration, part of HHS, and 
the Minority Health and Health Disparity Research and Education 
Act of 2000, used the term to designate race-related differences 
in incidence of disease, access to care, or health outcome.27 

Departing somewhat from cause-neutral definitions, the IOM 
report defined 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. "28 

While this did not necessarily mean that "bias,\,"prejudice," or 
"discrimination" must therefore account for differences in care 
that remained after "access-related factors or clini(al needs, pref
erences and appropriateness of intervention" were accounted for, 
this was how the IOM interpreted them-an interpretation, as we 
will see, that was virtually preordained by the language Congress 
used to commission the report. In short. the IOM definition 
excluded every "good" reason for differences, so that only "bad" 
reasons were left. In his 2005 book, Thomas La Veist, director of 
the Center for Health Disparities Solutions at Johns Hopkins 
School of Public Health, made the point sharply, defining dispar
ities as "racial/ethnic differences in outcomes or quality of care 
that are indicative of injustice within the health care system or in 
the behavior of health care providers. "29 

Thus, with the definitional shift of "disparity" from being an 
observable difference to a moral failure, minority health was 
transformed from a public health issue into a civil rights issue.30 
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The IOM Report 

As we've already discussed, the 2002 Institute of Medicine report 
was largely responsibie for legitimizing the nooon that racism 
among doctors is widespread. We do not believe ~that conclusion 
was well-founded. f 

In an interview on PBSs NewsHour with Jim Lehrer, Dr. Adewale 
Troutman, director of the Louisville Metro Health Department. 
illustrated the biased-doctor model well. Disparities. he said. have 

a lot to do with several factors, including what has recently 
been discovered as an issue of discrimination, potential 
racism, stereotyping and bias within the health care delivery 
system as defined by the Institute of Medicine report pub
lished in 2002 .... And that may be a part of the answer as 
to why the black-white mortality gap has continued over 
these many years. But that particular aspect of healthcare 
that says that when you go into a provider, whether it's a 
hospital or an individual practitioner, and you happen to 
look a certain way-and there is a belief based upon the 
IOM report that. there is provider attitude, whether it's 
conscious or unconscious and/or whether it's institutional-
ized racism that, in fact, dictates the kind of care that an 
individual is going to get. I 

A strong claim-but is it true? We think not. There is insuffi
cient empirical basis for Dr. Troutman's conclusion about physi
cians and his endorsement of the IOM conclusions. Before we 
address the nature and limits of the evidence put forth by the 
IOM, let us consider the ways in which its analysis and interpre
tation were influenced by its mandate. 

13 
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The IOM report was commissioned by Congress in 1999 to 
determine whether differences in treatment exist when patients of 
any race or ethnicity have equal access to care. The panel was 
given two mandates. First, to "assess the extent of racial and eth
nic differences in healthcare that are not otherwise attributable to 
known factors (e.g., ability to pay or insurance coverage)" and, 
second, to "evaluate potential sources of racial and ethnic dispar
ities in healthcare, including the role of bias, discrimination, and 
stereotyping at the individual {provider and patient), institutional. 
and health systems levels. "2 The report panel, which comprised 
physicians, epidemiologists, social scientists, li~Jth economists, 
and administrators, commissioned additional ouiside experts to 
summarize peer-reviewed literature and governmdn.t publications 
on health care and minorities. 

In asking the IOM panelists to hold obvious determinants of 
treatment constant while having them focus on the potenti?-1 "role 
of bias and discrimination" in health-care disparities, Congress 
practically invited them to interpret treatment discrepancies as 
evidence of bias. Simply put, if the IOM assumed that there were 
no benign explanations for disparities, then the only possible 
cause must be bias. Instructing the panel to hold major determi
nants of disparities constant had the effect of discounting them 
(and thus distorting the basis for policy recommendations). 
Because of these pressures, we believe, the panel erred in putting 
too much confidence in studies that were never designed by their 
authors to identify discrimination. 

Missing Variables 

The most rigorous studies reviewed by the IOM sought to control 
for confounding clinical or economic variables, such as concurrent 
illness, supplemental insurance, or patients' refusal to undergo pro
cedures. But because most of the studies were retrospective and 
relied upon chart review or large Medicare administrative data
bases, many such variables could not be captured. 3 And as the 
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IOM report itself acknowledges, the more confounding variables 
were identified, the smaller the differential between whites and 
minorities became: "Almost all of the studies reviewed here find 
that as more potentially confounding variables are controlled, the 
magnitude of racial and ethnic differentials in care decreases.· 4 

Some studies were more scrupulous than others in accounting 
for potential determinants of treatment, but even so, a treatment 
differential often remained. For instance, Saif Rathore and Harlan 
Krumholz (both of the Yale School of Medicine) identify four cat
egories of information as potential explanations for differences in 
care: eligibility, contraindications, confounding, and patient pref
erences. Eligibility and contraindications refer to patients' clinical 
fitness for a procedure. Some of these variablet; are generally 
recorded, such as comorbid conditicms and severity of disease at 
the time care is sought. Others are often missing from adminis
trative databases-for instance, EKG subtleties, position of occlu
sion in carotid and coronary vessels, coronary ejection fraction, 
and pulmonary function test performance-even though they fig
ure importantly in physician decision-making. 

Moreover-and this is key-these unrecorded variables do vary 
by race and ethnicity. Note, for example, the well-documented fre
quency with which coronary angiograms of black patients show 
less anatomical suitability for intervention-either lesions in the 
vessels are too diffuse for angioplasty, or the patients have a higher 
incidence of normal-appearing vessels, despite the clinical appear
ance of having suffered acute myocardial infarction (heart attack). s 
An examination of records, therefore. could suggest a racial bias in 
treatment simply because coronary angiograms are less often given 
to black patients, and the records themselves do not indicate the 
reasons for those treatment decisions. 

In addition to patient-level variables, other influential factors 
demand consideration. Geographical variations can occur. for 
instance, in practice patterns, quality of health centers. availability 
of subspecialists, adequacy of pharmacy stocks, or use of profit 
versus not-for-profit programs. There are differences in provider 
characteristics, such as qualifications or scope of providers' referral 
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networks. and hospital-to-hospital variations in number of patients 
treated or procedures performed, on-site technology, nurse-to
patient ratio, and so on. 6 These dimensions went largely unexam
ined by the IOM panel because it relied on data from analyses using 
national samples that contained no geographic identifiers. or that 
based conclusions about the entire country upon data drawn from 
a single area or hospital. Further, other regional covariates, such 
as medical malpractice risk exposure. reimbursement rates .. and 
managed-care enrollment rates, are necessarily excluded from these 
kinds of studies.7 Even in studies that do control for regional vari
ation, there are open questions about how finely rl.gions have to be 
delineated to account for differences on the local level. 

Consequently, the panel concluded that treatrA'ent differences 
occur everywhere, and that they are manifest for all kinds of care. 
But this conclusion was in error, as other studies indicate. Baicker 
and colleagues at Dartmouth College, for example, have shown 
important regional inconsistencies in treatment. One region might 
display wide race disparities in some procedures. such as hip 
replacement or back surgery. smaller discrepancies in bypass. and 
almost no gap in mammograms. 8 Does that mean that doctors in 
the region who perform hip replacements are biased, but cardiac
care doctors are not? Or is it possible that there are other, benign 
reasons for those statistical disparities? 

Missing variables are not the entire story. however. Other kinds of 
evidence are necessary to bestow a fuller picture of the dynamics 
involved in treatment differences; without them it is difficult to have 
confidence in the IOMs claims about bias on the part of providers. 

Prospective Studies 

To perform an accurate assessment of the complex relationship 
between race and medical care, we need many more prospective 
studies that ·ask doctors and patients about how they make deci
sions to offer and to accept, respectively, particular treatments. The 
following vignette shows how difficult it is to interpret "bias" in 
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medical records without an accompanying narrative from the 
clinician: 

Kathy A. is a nurse practitioner in a public health clinic near 
Washington. D.C. She treats many young African-American 
women. As part of the routine gynecological exam she asks 
them whether they had a PAP smear within the last two 
years. Typically, they say yes, and Kathy A. does not per
form one. When she started looking through records sys
tematically. Kathy A. realized that many of the women who 
said they had had a PAP smear never actually did. Soon she 
realized that many of the patients had mista~n a genital 
swab for STD for a PAP smear and ha~ since 1ept this in 
mind during her history-taking' (not to mention intensified 
her ongoing plea to the clinic director for computerized 
record-keeping). 9 

The innocent-though-avoidable-mistake made by Kathy A. 
occurs daily in many inner-city clinics. On chart review. Kathy A. 
would appear to be a (white) clinician who was shortchanging 
black patients by not offering a routine PAP smear. But to allege 
that her error was borne of ill will, "prejudice," "bias," or "dis
crimination" is misguided. Indeed, asking doctors why they did 
not order a particular test could yield explanations such as the 
one offered by Dr. Gary Curhan. Writing in JAMA about workup 
for first-time kidney stones. he said, "If the patient is uninterested 
in making long-term lifestyle changes or taking medication. then 
I do not proceed with an evaluation [for a first stone.]"10 Instead, 
he treats symptoms. like pain, but does not seek the cause of 
the stone. In other words. the physician decides to undertake 
an expensive workup only if a patient is invested in cooperating 
with the diet and other lifestyle changes needed to improve 
his condition. 

Or consider the situation that confronts many nephrologists. 
As a patient progresses from stage four to stage five chronic kid
ney disease, the doctor or social worker is responsible for inform
ing him or her of the options for renal replacement therapy. 
Ideally. the patient should be presented with three major options: 
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hemodialysis, peritoneal dialysis, or transplantation .. Each of these 
has advantages and disadvantages, and patients are not equally 
suited for all. For example, patients with histories of poor com
pliance with treatment regimens might not be the best candidates 
for transplantation, since compliance with immunosuppressive 
therapy is critical to maintaining a functioning organ. In such a 
case, the physician or social worker may (consciously or uncon
sciously) present the options for transplantation in a way that 
"steers" the patient toward one or away from another.11 

These examples highlight the social charactBristics of patients 
as potential determinants of care. In his sweepinweook, The Status 
Syndrome: How Social Standing-Affects Out Health and Longevity, 
epidemiologist and physician Sir Michael Marmottdocuments the 
importance of factors that are not readily measured by disparity 
researchers-in part because their accounting requires time
consuming, face-to-face interviewing.12 For example, Marmot 
emphasizes the importance of personal autonomy and control 
over ones life circumstances. With respect to treatment per se, it 
is not surprising that patients with chaotic lifestyles-an often 
inevitable aspect of living in or near poverty, irrespective of race
are not going to be good candidates for ongoing care requiring 
complex regimens. 

Audit Studies 

Without an experimental design in which all patients have equal 
access to the same range of services and expertise. it is very hard 
to know how to interpret differentials in care. An audit study, in 
theory at least, would help resolve this design barrier. Audit stud
ies are highly controlled, labor-intensive investigations in which 
only one variable-race, in this case-is altered while access to a 
particular treatment, clinical appropriateness of the treatment, 
and patient desire for it are all held constant. 

Unfortunately, there are very few audit studies of health
disparities research. Even more unfortunately, the findings of one 
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of them have been badly misrepresented by its author. In 1999, 
Kevin Schulman and colleagues at Georgetown University School 
of Medicine published an audit study in the New England Journal 
of Medicine. 13 Briefly. the team made videos of black and white 
actors playing patients with chest pain. About seven hundred 
physicians viewed these tapes and were asked whether they 
would refer the patients to catheterization. The actor-patients 
were dressed in hospital gowns and described identical symp
toms, had the same EKG findings, and the same health insurance. 

Schulman himself erroneously stated to the press that the black 
patient-actors in the study were 40 percent less likely to be ~. 
referred to catheterization, and. explicitly attributed the discrep-
ancy to bias. 14 The 40 percent estimate appead· to have been 
based on a misapplication of statistics, as demonstrated by a recal
culation of the Schulman data by a team at the White River 
Junction Veterans Affairs Medical Center in Vermont.IS More 
accurately, white men, white women, and black men were 
referred at the same rate of 90 percent. The two black women 
actor-patients in the study were referred at a mean rate of only 
80 percent, largely due to the low referral rate for one of them
probably a reflection of her unconvincing acting rather than 
anything else. In all, the probability of referral for all black actors 
in the Schulman study was 7 percent lower than for whites, not 
40 percent. As the White River Junction team wrote in the New 
England Journal of Medicine several months after publication of the 
Schulman article, UThese exaggerations [of 40 percent]' serve only 
to fuel anger and undermine the trust between physicians and 
their patients." 16 

Though there ended up being little difference in referral rates, 
the Schulman study galvanized the press. Perhaps the most 
inflammatory report appeared on the ABC news program 
Nightline. Here is how Ted Koppel introduced the segment: 

Last night we told you how the town of Jasper. Texas, is 
coming to terms with being the place where a black man 
was dragged to his death behind a truck by an avowed 
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racist. Tonight we are going to focus on [doctors] ... who 
would be shocked to learn that what they do routinely fits 
quite easily into the category of racist behavior.17 

Race Comparison Between Doctors , 

A third kind of study valuable for understanding race-related 
factors in treatment compares care provided by white and black 
doctors to white and black patients. For example, evidence that 
doctors of both races treat black patients similarlJt say, in terms of 
rate of referral for catheterization-even if both refer black 
patients less ofte~ than they do white patients-1.tould cause us 
to question a charge of bias. We are aware of only one study that 
has analyzed data with this question in mind. 

Jersey Chen and colleagues at Yale University analyzed data 
from the Cooperative Cardiovascular Project. 18 They evaluated 
forty thousand Medicare beneficiaries hospitalized for acute 
myocardial infarction in 1994 and 1995 to determine whether 
differences between black patients and white patients in the use 
of cardiac catheterization within sixty days after acute myocardial 
infarction varied- according to the race of their attending physi
cians. Black patients had significantly lower rates of cardiac 
catheterization than white patients, regardless of whether their 
attending physician was white (38.4 percent rate of catheteriza
tion for black patients, versus 45. 7 percent for whites) or black 
(38.2 percent versus 49.6 percent). 

There was no significant interaction between the race of the 
patients and the race of the physicians in the use of cardiac 
catheterization. strongly suggesting that racial bias was not at 
issue. Critics of the Chen study, however, have suggested that the 
predominantly white cardiologists to whom the black internists 
referred their patients exhibited racial bias by undertreating the 
black patients. 19 To this Chen and colleagues reply by noting 
this would mean that black attending physicians concurred with 
and supported racially biased decisions-a scenario they believe 
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unlikely.20 Moreover, the adjusted mortality rate for black patients 
was lower than. or similar to, that of white patients for up to three 
years after the infarction, suggesting that the care received by the 
patients, even if it was different was equally effective. 

The mortality outcome in the Chen study raises an often
overlooked and somewhat counterintuitive point: Differences in 
care do not inevitably translate into differences in outcome. 
Granted, lower death rates (mortality) may not reflect less sickness 
while alive (morbidity). Indeed, Padma Kaul of the University of 
Edmonton and colleagues did report evidence of ,poorer function
ing within six months of acute ~yocardial infaf'ction for black 
patients due to their lower rates of bypass surgeJ?cy compared to 
whites.21 Nonetheless, it is not always safe to assume that not 
undergoing a procedure inevitably causes harm. We should not 
reflexively interpret these differences as signs of inferior treatment. 

The results of the RAND Health Insurance Experiment-a 
landmark study conducted between 197 4 and 1982 to discover 
how much more medical care people will use if it is provided 
free of charge-are instructive. By randomly assigning subjects 
to different insurance arrangements, the researchers were able 
to prompt different levels of care and expenditures unrelated to 
the subjects' underlying health characteristics. By and large, the 
RAND research suggests that, in many contexts, increased treat
ment and expenditure levels do not translate into systematically 
better health. 22 

Outcome Studies 

Chens finding of comparable mortality for blacks and whites is by 
no means unique. In fact. according to a Kaiser Family Foundation 
review of cardiac care studies, the overwhelming majority found no 
mortality differences between races despite lower rates of proce
dures for blacks. 23 Writing in Medical Care in 2005. Amber E. 
Bamato of the University of Pittsburgh and colleagues found 
that black patients had a lower risk of dying within thirty days of 
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admission to treat acute myocardial infraction than clinically 
equivalent white patients at tne same hospital. They observed this 
pattern despite the lesser likelihood of black patients r-eceiving inva
sive care.24 A 2005 study in the New England Journal of Medidne 
examined almost six hundred thousand "ideal candidates" for cardiac 
procedures from the National Registry of Myocardial Infarction from 
1994 to 2002. Though white men underwent reperfusion (for exam
ple. balloon angioplasty or clot-dissolving treatment) more often than 
other groups, the thirty-day in-hospital mortality was no less for 
them than for black men and white women. 25 

One possible explanation is that catheterizatii\p may be over-: 
used in white men, meaning that the procedure is.performed even 
when it vyill probably not benefit patients, becau!e, as suggested 
earlier, doctors are practicing defensively to avoid liability. 26 Thus, 
higher frequ~ncy of invasive medical intervention and rates of 
coverage do not inevitably translate into better health.27 

Recently, however, the pattern has been changing. showing greater 
mortality for blacks after acute myocardial infarction. Skinner and 
colleagues found a greater ninety-day mortality in a nationwide 
Medicare sample, which they attributed to the fact that the care of 
black patients was concentrated in hospitals that provide lower
quality care. 28 As Marc Sabatine of Harvard Medical School and 
colleagues demonstrated. though, quality of inpatient care is not the 
sole explanation. In his study, blacks and whites received similar 
protocol-driven care, yet six-month mortality was higher among 
black patients.29 The authors speculate about the roles of "multiple 
socioeconomic and cultural factors undoubtedly at play. "3D 

Discerning the rate· of use that represents the highest quality of 
care is essential, because the remedy for differing rates of treat
ment due to unnecessary care in one group yvill not be the same 
as that for discrepancies based on underuse of needed care in 
another. The overtreatment of whites, however, can still coexist 
with the undertreatment of minorities. Researchers at Albert 
Einstein College of Medicine examined this possibility explicitly 
by analyzing New York State Department of Health data for 
12,555 patients admitted to New York City hospitals with heart 
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attack. They found that whites had higher rates of angioplasty and 
bypass grafting than blacks (25.2 percent versus 15.8 percent), 
though death rates during hospitalization for both groups were 
comparable. The death rate among blacks who did not receive 
bypass was similar to that of whites. suggesting that blacks were 
not inappropriately denied access to the procedures. Data on 
complications and course of recovery were not reported.31 

When access to care is good and quality of care and patient 
characteristics are relatively uniform-such as in military health
care systems-racial disparities in care after controlling for the 
extent and severity of the disease are negligible1!f.2 A number of 
studies have documented comparable use of card}ovascular, pul
monary. and oncological procedures in black ancfwhite patients 
treated by the Veterans Affairs medical system. 33 

Others have shown similar or slightly better mortality rates 
for blacks compared to whites, despite receipt of fewer interven
tional procedures, such as catheterization and endarterectomy.34 

Notably, neonatal and infant mortality was found to be equal for 
white and black babies born to parents enlisted in the military; in 
the general population, black infant deaths are at least twice as 
frequent. 35 Suggested explanations for these phenomena include 
greater access to care and follow-up visits; more similarity 
between races within the Veterans Affairs patient population com
pared to the general population in terms of income and medical 
comorbidity. health-related attitudes. and higher quality of care; 
and monitoring of standards at Veterans Affairs medical centers 
affiliated with medical school and residency training programs.36 

Thus, there are many explanations for the treatment gap. More 
of the kinds of studies just described-detailed prospective studies, 
audits, black-white doctor comparisons, and outcome analyses
are necessary to better understand physician decision-making. 
Nonetheless, many medical schools, health philanthropies, policy
makers, and politicians are proceeding as if physician "bias" were 
an established fact. In the following chapters we explore additional 
possible explanations for health disparities for which studies need 
to account. 
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Bias? 

The claim that physicians· "bias" or "prejudice" toward minority 
patients is a fundamental dynamic driving healt}\care disparities 
is explosive-but we believe it is unproven a9d improbable 
and, as we have discussed, distracts from other factors influenc
ing the nature of care patients receive. In the end, inferences 
about bias basically come down to an absence of sufficiently clear 
benign explanations for differences in care. Theoretically, this 
makes sense, but in practice no studies that we are aware of meet 
the burden of accounting for the panoply of factors that influence 
care. From a research standpoint, then, bias is largely a diagnosis 
of exclusion. 

Thus, when studies find a persistent treatment gap after 
attempts to account for some of the obvious variables, we are left 
in ambiguous territory with much room for speculation. This is 
why it is imperative that researchers who are trying to identify 
bias within the doctor-patient interaction define their terms 
clearly and weigh alternative hypotheses. 

According to popular understanding. bias may be conscious or 
unconscious in origin. Conscious bias underlies a knowing act
a deliberate effort to disadvantage members of one group solely 
because of who they are_! Unconscious bias. on the other hanc:i. 
denotes an automatic or "implicit" assumption based on race or 
ethnicity. If the assumption is unflattering-for instance, that the 
patient will not adhere adequately to treatment, is not well
educated, or abuses alcohol-it is called negative stereotyping. 

Saif Rathore and Harlan Krumholz have noted vagueness in the 
use of the term "bias." They cite a "lack of frcimework" for interpreting 
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reports of variations in health-care use by race and ethnicity but 
finally conclude that "racial bias with adverse consequences in health 
care may be inf erred if a racial variation in treatment ... persists after 
accounting for health care system factors. "2 

Economists Ana Balsa. Thomas McGuire, and Lisa Meredith 
have attempted to parse the mechanisms by which treatment 
differences can result from an encounter between a doctor and 
patient. 3 The authors identify three mechanisms. The first and 
most blatant is overt prejudice. The prejudiced doctor would, 
presumably. be unwilling to treat patients from the disfavored 
group, either by avoiding practice in certain c~munities alto
gether or deliberately spending less time with thejn during visits. 
If he were required to treat them, he might give ini"erior care. The 
other two mechanisms, labeled "uncertainty" and "stereotyping," 
are kinds of inferences that arise from the mental shortcuts doc
tors routinely take in the face of incomplete information. 

Balsa. McGuire, and Meredith recognize two versions of uncer
tainty. The first is miscommunication. This arises when the doctor 
has difficulty interpreting a patients report of his symptoms: 
Individuals in same-race doctor-patient pairings, it is suggested, 
understand one another better than those in mixed-race ones. In 
turn. poor communication leads to differential care, with adverse out
comes for minorities. The authors call this "statistical discrimination," 
based on a concept first elaborated in the workplace, wherein white 
employers have an easier time assessing the productivity of white 
workers. (This is somewhat different than the standard definition of 
statistical discrimination, which means making a determination 
about an individual based on the average attributes of his group.) 

The other form of uncertainty is called "rational profiling." This 
is a decision-making shortcut normally used in the presence of 
ambiguous or inadequate information. Here. the doctor knows 
from his own experience or the medical literature that the fre
quency of particular health problems and the effects of treatments 
can differ across races. Thus, he will consider medically relevant 
probabilities associated with race in diagnostic and treatment 
decisions-an example being the faster progression to renal 



0 

0 

0 

26 THE HEALTH DISPARITIES MYTH 

complications in blacks with high blood pressure than in hyper
tensive whites. 

Stereotyping, according to Balsa, McGuire, and Meredith. is 
another decision-making shortcut. It involves the reliance of doc
tors on negative assumptions about individuals from minority 
groups. Much-cited examples are found in studies by Michelle 
van Ryn and colleagues, wherein physicians were presented with 
clinical vignettes and asked to make inferences about patients of 
different races portrayed.4 Despite similarity of information pro
vided, the authors found that doctors were significantly more 
likely to expect black patients to dismiss medical \dvice, to be less 
likely to comply with rehabilitation, and to be.. more likely to 
abuse drugs and alcohol. t 

The distinction between rational profiling and negative stereo
typing does not strike us as sufficiently clear-after all, some 
unflattering assumptions may simultaneously be rational ones. 
Balsa and colleagues seem to be blurring the distinction between 
factual judgments and value judgments or moral assumptions. 
Generalizations about compliance, for example, especially by a 
physician who is well-acquainted with the clientele of his com
munity, may well be factual and negative. Though poor compli
ance is an undesirable characteristic in a patient. that doesn't 
mean the doctor inevitably dislikes his noncompliant patients or 
will treat them less competently. 

Consider Dr. Neil Calman, an internist at Albert Einstein 
College of Medicine in New York City. In an essay in Health Affairs 
subtitled "A White Doctor Wrestles with Racial Prejudice," 
Dr. Calman flagellates himself for his "prejudice,· which surfaced 
when he began caring for a black patient named Mr. North.5 
Dr. Calman describes being made to feel "vulnerable" during the 
first visit by Mr. North, who, the doctor knew. had been recently 
released from jail. The patient towered over him, spoke in a deep 
bass voice, and did not remove his reflecting sunglasses. It turned 
out, contrary to Dr. Calman's expectations, that Mr. North was 
highly conscientious about his health, kept all his appointments. 
and maintained careful records of his myriad medications. This 
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surprised Dr. Calman, and he felt guilty about that. But that does 
not mean his assumptions about the patient were entirely 
unfounded, or that he was prejudiced. He felt uneasy during the 
initial visit because Mr. North was, in fact. acting like an intimi
dating ex-convict. And despite his unease, there is no evidence 
that the care he provided Mr. North was diminished by these feel
ings. Dr. Calman had worked for a quarter-century as an inner-city 
family doctor who, in addition to giving high-quality treatment. 
regularly took on social work tasks-for in;5tance, finding a home 
for the children of one his patients, a single mother dying of AIDS. 
If this compassionate, devoted, and introspective~octor 'is "preju
diced," as he calls himself, we clear.ly need more llke him. 

Thus, we question whether negative assufnptions about 
patients are the.automatic equivalents of prejudiced attitudes (clas
sically defined as hostility and rigidity and erroneousness). After 
all, unfavorable impressions can simply reflect realistic group 
differences in patterns of disease and behavior and imply noth
ing about the moral disposition of the person who holds such 
an impression. Indeed, if the doctors assumptions are unaccom
panied by ill will, are paired with efforts to compensate for an 
unfavorable perception of the patient (such as of poor compli
ance). and are amenable to change as the doctor sees, for exam
ple, a particular patient becoming more conscientious, then is this 
really prejudice? What harm has been done? 

For example, if a physician assumes that a patient will not 
comply with triple therapy for HIV and simply forgoes the med
ication, he has acted unethically-even if he feels no ill will 
toward the patient. But giving the patient a compliance "trial," 
wherein the patient must at least keep a second appointment in 
order to receive medication. or assigning him to a special nurse
manager who phones him with medication reminders-even if it 
turns out that the doctor was wrong in his prediction of poor 
adherence-does not strike us as biased. 

Furthermore. we are skeptical that doctors, or most decision
makers for that matter, act on inferences based on race alone. At 
the very least, key elements in the doctor's reasoning surely 
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include observable phenomena as well: the patients general 
demeanor and degree of engagement with the clinical exam and 
history-taking. for example. complemented by the doctors exper
ience with him. A patient who sees the same doctor from visit to 
visit has the benefit of preservation of clinical information and the 
opportunity to establish a rapport with him. 

Negative stereotypes. in the end. may best be addressed through 
the self-correction that comes from calling attention to their exis
tence. Journal clubs (weekiy gatherings of medical professors and 
trainees to discuss newly published research) and bedside teach
ing rounds are good venues in which to deve\Jp the habit of 
being mindful of the complexity and subtlety of clinical discretion 
and assumptions made within the doctor:-patieAt relationship. 
Compared to classroom settings, which have their place, rounds
based discussions offer a more organic way of addressing the issue 
because it is incorporated into day-to-day clinical routine. 

To our knowledge. there exist no systematic. prospective eval
uations of physician decision-making in relation to patient race. 
let alone of the clinical results of such decision-making. The 
literature on medical stereotyping contains data that are indirect. 
limited to interpretation of academic exercises that may have 
heuristic value but are inadequate for drawing conclusions about 
actual clinical encounters. 
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Is Geography Destiny? 

If bias is not a driving force behind differences in ·health care, 
what is? With most health care delivered locally-tand with racial 
and ethnic groups not evenly scattered -about Jhe country-it 
is imperative that researchers account for geogn.:fphy in evalua
tions of health disparities. When they do, they discover that geo
graphic residence often explains race-related differences in 
treatment better than even income or education. One of the most 
striking limitations of the IOM report is the absence of such 
an analysis. 

Consider the concept of the "hospital referral region," or HRR. 
The Dartmouth Atlas of Health Care defines an HRR as a geo
graphic area served by a major hospital equipped with compre
hensive surgical capacity, also known as a tertiary care hospital. I 
In the United States there are 306 HRRs, yet only 36 of them have 
a nationally representative mix of residents. Among the rest. a 
number have black population rates that are three to six times the 
national average of 13 percent (see figure 1). Because health care 
varies a great deal depending on where people live, and because 
blacks are overrepresented in regions of the United States that are 
burdened with poorer health facilities. disparities are destined to 
be. at least in part, a function of residence. 

Medicare datasets do not include geographic identifiers, so 
geographic data are often lost to researchers who rely on these 
sources. Consequently, as Amitabh Chandra and John Skinner of 
Dartmouth College have observed, many disparity evaluations do 
not sufficiently control for geographic variation among patients.2 
This can produce misleading findings. 

29 
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FIGURE 1 
Distribution of Black Residents Nationwide 

Residential Clustering 
(Fraciion of ljRR\hat is 
Black 'relative to Naiional 
Average) (1998-2001) 
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SOURCE: Chandra and Skinner, "Geography and Racial Health Disparities." 

For example. assume black patients from two different cities
city X and city Y-receive exactly the same care as white patients 
from the same places. In city X, all patients receive suboptimal 
care; in city Y, all patients receive excellent care. 

Now compare the care of all black residents of cities X and Y 
with the care of whites from both cities. If the proportion of black 
residents in the two cities is not identical, there will appear to be 
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racial differences in treatment even though blacks and whites 
living in the same place receive the same care. Thus. if minority 
patients are not randomly distributed throughout locations-only 
6 percent of poor whites live in high-poverty neighborhoods 
while 22 percent of Hispanics and 34 percent of blacks do
geographic differences in utilization and health outcomes are 
going to appear, analytically. as racial disparities.3 And researchers 
who fail to control for location effects will interpret geographic 
health disparities as racial disparities. 4 

As a rule, the quality of care received by blacks is inversely 
related to the concentration of black residents in the local popu
lation. For example, Baicker. Chandra, and Skinner found that 
the frequency of annual eye exams in black diabeticf patients cov
ered by Medicare declined as the number of blacks in the local 
population increased. 5 Along these lines, blacks who lived in pre
dominantly white HRRs received the same or slightly better eye 
care than whites. Angus Deaton of Princeton University and 
Darren Lubotsky of University of Illinois have found that at both 
the regional and the metropolitan statistical area (MSA) level, 
both white and black mortality rates are higher in areas where 
blacks make up a larger portion of the total population.6 Similarly. 
the Dartmouth group found significantly higher risk-adjusted 
mortality following acute myocardial infarction in U.S. hospitals 
that disproportionately serve black patients. 7 In her study. Amber 
Bamato and colleagues foµnd that 1,000 of 4,690 hospitals 
nationwide accounted for treating 85 percent of the black Medi
care patients in 1994-95.8 

The effects of location on health disparities have also been 
studied using infant mortality rates. Jeannette Rogowski and col
leagues at RAND used the rich Vermont-Oxford network dataset 
to examine the effects of hospital quality on the mortality rates of 
very low-birthweight babies, controlling for condition of the 
baby at birth (via Apgar scores) as well as other characteristics 
such as gestational age, race, method of delivery. birth defects, 
and prenatal care. 9 The authors found that black babies were 
more likely to be born in hospitals that primarily served minority 
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areas (57 percent for black births. as compared with 18 percent 
for white births). 

Thus, at a minimum, black and white babies are not being 
delivered at the same kinds of hospitals. The characteristics .of 
the hospitals serving these two populations also varied systemat
ically. Black babies were significantly more likely to be born in 
government-run hospitals that served a relatively high proportion 
of Medicaid patients. and where doctors spent less time with 
patients due to high patient volume {and for other reasons as 
well). Further, the hospitals where black babies were born were 
significantiy less likely to have neonatal intensive ~are units or to 
perform neonatal cardiac surgery. •• 

In the Rogowski analysis of twenty-eight-day infant mortality 
rates, these hospital characteristics proved to be a significant 
source of variation in the survival chances between white ai:id 
black babies. Babies born in minority-serving hospitals were 30 per
cent more likely to die in the first twenty-eight days than those 
born in hospitals that served few minorities (less than 15 percent 
of patients). and this effect was quantitatively similar for both 
white and black babies. 

Although not nearly as important as the minority-serving ver
sus majority-serving distinction, many other hospital characteris
tics that differed by race also proved significant in determining 
mortality. For instance, having a neonatal intensive care unit that 
performed cardiac surgery reduced infant mortality by 14 per
cent, and being born in a government-run hospital raised mortal
ity rates by 7 percent relative to a private, not-for-profit hospital. 
and by 24 percent relative to a for-profit hospital. Again. these 
results included controls for condition at birth, prenatal care, 
maternal income and education levels. and gestational age. 

Thus. by focusing on race we miss a very important cause of 
health-care difference: geography. Where a person lives has a 
much larger effect on how the medical system treats him. 
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Role of Hospital Variation 

As we have seen, regional differences in health care can be a signif
icant factor influencing health disparities. Variat:on among hos
pitals is another factpr .for which .disparity studies often do not 
control. Indeed, the studies below describe a pervasive trend: 
Hospitals that treat greater numbers of minority patients generally 
offer poorer quality service than those that treat fewer minorities. 

In general. hospitals that perform a low volume of surgical pro
cedures such as coronary bypass. gall bladder removal. or valve 
replacement have higher mortality rates for the given procedure 
than those that perform more. A 2002 study by John Birkmeyer 
and others showed that black patients were more likely to be 
treated at low-volume hospitals and more likely to die for that 
reason. 1 The crucial importance of :volume has been underscored 
by the Leapfrog Group (a coalition of more than eighty large pub
lic and private insurance purchasers). which urges both patients 
and payers to select hospitals that perform a certain minimum 
threshold number of procedures per year. 

Elizabeth Bradley of Yale and colleagues found that hospital
to-hospital differences made a considerable impact on treatment 
differentials in the case of suspected heart attack. The cohorts 
included 37,143 patients receiving angioplasty at 434 hospitals, 
and 73.032 patients receiving fibrinolytic therapy (medicine to 
dissolve blood clots in coronary arteries) in 1 ;052 hospitals. Their 
findings: "A substantial portion of the racial and ethnic disparity 
in time to treatment is accounted for by the hospital to which a 
patient is admitted, in contrast to differential treatment by race 
and ethnicity inside the hospital. "2 

33 



0 

0 

0 

34 THE HEALTH DISPARITIES MYTH 

Within the region of New York City, Lucian Leape of the 
Harvard School of Public Health and-colleagues found that about 
one-fifth of all patients who needed balloon angioplasty or bypass 
graft did not get them, largely because the hospitals to which they 
were admitted did not have onsite catheterization labs. 3 The fre
quency of failure to recommend these procedures and to transfer 
patients to sites at which they could be performed was equal 
across racial groups. Moreover, when patients were admitted to 
hospitals with onsite facilities, there was no racial variation in the 
rate at which the procedures were received. 

Another study of New York State examined st..rgical complica
tions by race. Using the 1998-2000 New York State Inpatient Data 
Set. a· team led by Kevin Fiscella of the· Universky of Rochester 
found that black patients had higher overall rates of postoperative 
complications. especially thromboembolism (blood clot) and sep
ticemia (infection). When they controlled for patient-level charac
teristics (for example, presence of additional medical conditions) 
and hospital features (size, number of _full-time registered nm:ses). 
racial differences in complications were "fully explained."4 

Blustein and colleagues at Columbia University assessed the fre
quency with which whites and blacks patronized poorly equipped 
hospitals.5 Following a cohort of 5,857 patients admitted to 
California hospitals with acute myocardial infarction in 1991, the 
authors found that white patients were more likely than biacks to 
travel past community facilities that lacked catheterization labora
tories to tertiary hospitals that had the technology available. 

A nationwide study of all Medicare patients treated in 4,690 
hospitals between 1994 and 1995 for acute myocardial infarc- • 
tion (heart attack) revealed a similar finding. On average. black 
patients went to hospitals that used evidence-based medical treat
ments (that is. state of the art practices) less frequently and had 
worse mortality rates (but higher rates of cardiac procedures, sug
gesting better-quality surgical than medical care). "Incorporating 
the hospital effect altered the finding of racial disparity analyses 
and explained more of the disparities than race," wrote Amber 
Bamato of the University of Pittsburgh and her coauthors.6 
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Once again, we find that minority patients receive different 
treatments than whites primarily because they attend lower-quality 
hospitals-a pattern that helps exonerate physicians from the 
charge of systematic bias in their treatment of patients. Most likely. 
this is a function of minorities' disproportionate poverty or near
poverty status. Studies comparing similarly disadvantaged blacks 
and groups of whites (such as those clustered in poverty in 
Appalachia and rural Maine) would underscore the primacy of 
social capital (such as education and wealth) over race in the 
receipt of care. 
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Impact of Malpractice 

Financial risk associated with doctor malpractice insurance-and 
its impact on physician workforce distribution· throughout the 
country-is another factor in access·-to care for mimrities. Jonathan 
Klick of Florida State University and Thomas Stratmann of George 
Mason University examined the effects of medical malpractice 
reforms on where doctors choose to practice over the period 
1980-98.1 They discovered that states passing caps on noncompen
satory damages in medical malpractice cases were more successful in 
attracting doctors. Additionally. the increase in the number of doc
tors practicing in these states appeared to have the largest effect on 
underserved communities with large minority populations. 

This shows that when medical malpractice litigation risk 
grows, the doctors who consider moving to another state in 
response to that risk tend not to be those serving affiuent, pre
dominantly white communities. Doctors most sensitive to this 
risk (and the concomitant increase in liability insurance costs, as 
well as financial risk in general) are those with more modest 
incomes who are serving or considering serving marginalized 
communities.2 Consequently, liability protections should improve 
access to care for individuals in these communit:ies. 

Klick and Stratmann go on to show that damage caps passed 
by the state translate directly into improvements in the blac·k 
infant mortality rate. This is because doctors now have more 
financial incentive to ·practice in underserved areas. The authors 
found that enacting caps on noncompensatory damages at the 
$500,000 level reduces the black infant mortality rate by 
sixty-seven deaths per hundred thousand births. a statistically 
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significant result that implies a reduction in average black infant 
mortality of about 7 percent. Increased access is likely to help 
both white and minority residents alike, but because the minor
ity residents make up a disproportionate share of the population 
in these underserved areas, the effect will be to provide relatively 
greater improvements in minority health. 

These results are consistent with other research examining the 
effects of increasing access to prenatal care generally. Lisa Dubay 
of the Urban Institute and colleagues found that decreasing doc
tors' exposure to medical malpractice liability risk increases the 
likelihood that mothers will receive prenatal ca,·e early in their 
pregnancies. 3 Though this eff ec;t is statistically significant for both 
black and white mothers, the magnitude of the effect is much 
larger for black mothers. Daniel Kessler of Stanford University 
and colleagues also reported that tort reform increased physician 
supply.4 
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Patterns of Physician Use by Race 

A central assumption that underlies the biased-doctor model is 
that black patients are served less competently thct1 white patients 
by the same (white) physician1;-. But research by Peter Bach and 
colleagues at Manhattan's Memorial Sloan-Kettering Cancer 
Center and the Center for the Study of Health Care Change in 
Washington has produced findings that cast doubt on that 
assumption. 1 The authors showed that white and black patients. 
on average, do not even visit the sante population of physicians
making the idea of preferential treatment by individual doctors a 
far less compelling explanation for disparities in health. They show, 
too, that a higher proportion of the doctors that black patients tend 
to see may not be in a position to provide optimal care. 

The research team examined more than 150,000 visits by black 
and white Medicare recipients to 4,355 primary-care physicians 
nationwide in 2001. It found that the vast majority of visits by 
black patients-80 percent-were made to a small group of 
physicians-22 percent of all those in the study. Is it possible, the 
researchers asked, that doctors who disproportionately treat black 
patients are different from other doctors? Do their clinical qualifi
cations and their resources differ? 

The answer is yes. Physicians 9f any race in the study who dis
proportionately treated black patients were less likely to have 
passed a demanding certification exam in their specialty than the 
physicians treating white patients. More important, they were 
more likely to answer "not always" when asked whether they had 
access to high-quality colleague-specialists, such as cardiologjsts 
or gastroenterologists, to whom they could refer their patients, or 
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to nonemergency hospital services. diagnostic imaging. and ancil
lary services. such as home health aid. 

These patterns reflect geographic distribution. Primary-care 
physicians who lack board certification and who encounter obsta
cles to specialized services are more likely to practice in areas 
where blacks receive their care-namely, poorer neighborhoods, 
as measured by the median income. Bach and his colleagues sug
gest that these differences play a considerable role in racial dis
parities in health care and health status. They make a connection 
between well-established facts: that physicians who are not 
board-certified are less likely to follow screening recommenda
tions and more likely to mana·ge sympto~ns ratl1er than pursue 
diagnosis. Thus. rates of screening for breast and cervical cancer 
or high blood pressure are lower among black patients than 
white, and black patients are more likely to receive a diagnosis 
when their diseases are at an advanced stage. 

Limited access to specialty services similarly puts black 
patients at a disadvantage. The Bach study is the first to examine 
physicians' access to specialty care and nonemergency hospital 
admissions in light of the race of the patients they treat. That 
capacities of doctors who treat black patients may account for 
some part of the health gap was considered in a 2002 study by 
researchers at the Harvard School of Public Health. The study 
found that physicians working for Medicare managed-care plans 
in which black patients were heavily enrolled provided lower
quality care to all patients. Specifically. their patients were less 
likely to receive the four clinical services the authors measured-

, mammography, eye exam for diabetics, beta-blocker after 
myocardial infarction. and follow-up ·after hospitalization for 
mental illness.2 

A report in the American Journal of Public Health in 2000 found 
that blacks in a sample of almost thirty thousand patients in New 
York State undergoing cardiovascular surgery in 1996 had poorer 
access to high-quality surgeons than did whites.3 Even among 
patients at 'the same hospital. whites were treated by better
performing surgeons. a phenomenon that may reflect some 
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selection of patients by surgeons based on insurance coverage.4 

Donald Gemson of the Columbia University School of Public 
Health and colleagues showed that foreign-trained physicians and 
doctors not board-certified were more likely to treat black 
patients in New York City than to treat whites. They also found 
that practitioners whose caseload was more than 50 percent black 
or Hispanic were less likely to follow nationally recognized treat
ment guidelines, such as recommending mammograms or flu 
vaccinations for the elderly.5 Kevin Heslin of Charles R. Drew 
University and his team showed a correlation between physicians' 
experience in treating HIV and the race of their HL Y patients, with 
HIV-positive black patients more likely to be treated by physicians 
less experienced with the disease. 6 

At the Center for Studying Health System Change in Washing
ton, D.C., J. Lee Hargraves and colleagues used the Community 
Tracking Study Physician Survey, a nationally representative study 
of American physicians, to assess their abilities to obtain medically 
necessary services for their patients. 7 Physicians were asked how 
often they could arrange referrals to specialists and inpatient 
admissions for their patients. According to the surv.ey. black 
physicians were more ·likely to report difficulties admitting 
patients to hospitals than white physicians, and Hispanic physi
cians were more likely to report having a poor specialty-referral 
network than white physicians. 

It is important to recognize that many of the physicians work
ing in black communities are hardworking, committed individu
als who earn considerably less than other doctors. As Bachs team 
notes, they deliver more charity care than doctors who mostly 
treat white patients, and derive a higher volume of their practice 
revenue from Medicaid, a program whose fees are notoriously 
low. They are often solo practitioners who scramble to make good 
referrals for their· patients but are stymied by a dearth of well
trained colleagues and by limited access to professional networks 
with advanced diagnostic techniques. 

While some might be willing to describe these access differen
tials as "discrimination" in some broad sense. the solutions to this 
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kind of problem are substantially different from remedies 
premised on physician bias. Further, from a policy standpoint, 
resources mistakenly devoted to mitlgatfog the problem of indi
vidual bias generally will not be available to improve access to 
high-quality medical care for minority individuals. 
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Patient-Side Factors Influence 
Health Disparities 

So far we've examined differences among docto\5 and hospitals 
serving minority populations that might atcount.(or race-related 
treatment differences. But what about differences" in the patient 
populations themselves? 

Self-Care 

Built into the biased-doctor model is an assumption that solutions 
must come from providers and the system. To be sure, there is 
always room for greater self-awareness on the part of practition
ers and for quality improvement on the part of the system, but if 
we fail to emphasize the role played by patients themselves, we 
abandon any hope of narrowing the health gap. Simply put, dif
ferent racial groups have different behavioral profiles, and con
centrating on the patients side _of decision-making is an essential 
element of improving minority health. But, again, these differ
ences are less a characteristic of race, per se, than class. 

Poorer, less-educated individuals are more likely to engage in risky 
behavior, such as smoking and excessive use of alcohol. and are less 
likely to initiate health-conscious activities, such as dieting and exer
cise.1 Among African-Americans, who as a group are disproportion
ately poorer and less educated than whites, chronic conditions such 
as heart disease. stroke, lung cancer, HIV. and diabetes, whose 
progress can generally be arrested through self-care, represent major 
causes of death.2 One-third of black women are obese, according to 
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the Centers for Disease Control (CDC). They are nearly twice as 
likely as white women and more than five times as likely as Asian/ 
Pacific Islander women to be obese. 3 

A striking study by Ashwini Sehgal in The Journal of the American 
Medical Association reveals the importance of self-care. The team ana
lyzed the impact of a Medicare-funded quality-improvement initia
tive on black-white differences in adequacy of hemodialysis, anemia, 
and nutritional status. They discovered that the initiative was able to 
equalize treatments that were simply given to the patient by medical 
staff, such as hemodialysis. But when it c~~ to conditions that 
resp0nd to self-care (such as. anemia and other nutritional problems, 
which require patients to eat better or take pr~cribed dietary sup
plements regularly), the initiative was unsuccessful. It is important to 
recognize that failures of self-care are not signs of bias in the health 
care system. Poorer glycemic control among African-American pati
ents has been documented in several cross-sectional population
based samples. 4 

David Williams of the University of Michigan and Pamela Braboy 
Jackson of Indiana University note that the prevalence of some dis
eases-such as heart disease and cancer, which are chronic-differs 
between blacks and whites, while that of others (such as pneumonia 
and flu, which are acute) does not.5 The virtual elimination of dispar
ities in treatment of common viral illnesses, they state, reflects several 
factors: widely available and simple technology. such as immuniza
tion, facilitated by Medicare and Medicaid; patient involvement that 
does not demand high levels of motivation, knowledge, or resources; 
and the fact that the intervention is applied only once. And, of course, 
it is motivation. knowledge, and resources that all play a vital role in 
decisions to exercise and to avoid certain foods, cigarettes, drugs, and 
excessive alcohol. to adhere to treatment regimens, and to seek treat
ment for medical care before illness becomes advanced. 6 

Health Literacy 

Health literacy refers to the ability to understand written or spoken 
health information and make informed decisions on the basis of it. 

-
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According to the U.S. Department of Education, nearly half of all 
American adults-ninety million people-have trouble reading 
and thus are at risk for making poor health decisions. Forty million 
adults scored at the lowest of five levels, level one, on the National 
Adult Literacy Survey. and fifty million scored at level two.7 

Compared to white adults, blacks were about three times as likely 
to score at level one in prose skills, document reading, and quanti
tative skills, and about 50 percent more likely to fall into level two. 
In practical terms, these levels correspond to having trouble finding 
two or more nurpbers on a chart and performing a calculation; 
coordinating several bits of information from a sing1e document; or 
locating bits of information or, numbers ih a lengthy text. Poor 
understanding of the importance of monitoring anti lack of ability 
to learn how to do it have obvious consequences for patients with 
medical conditions that require ongoing self-management. 

Low literacy occurs disproportionately among the poor and 
near-poor, the elderly. those living in the South and Northeast. 
minorities and, of course, those with fewer years of education. 
Language barriers contribute to poorer asthma management among 
non-English-speaking Latino children compared to English-speaking 
Latino, white, and black children. 8 Most studies found that poor 
adherence to medical regimens was linked to lower literacy and 
levels of education. The idea that intelligence plays a role in health 
differentials across a pqpulation has been examin~d as well. 9 

Literacy has consequences for health. In 2004 the Agency for 
Healthcare Research and Quality reported that weak reading skills 
and poor comprehension were linked to higher rates of hospital
ization and use of expensive (and avoidable) emergency services. 10 

Poorly educated individuals less often obtained preventive services 
like pap smears, mammograms. immunization. and testing for sex
ually transmitted disease. Similarly, breastfeeding, an important 
boost to the neonatal immune system, was found to be less com
mon among less literate women. In its 2004 report, Health Literacy: 
A Prescription to End Confusion, the Institute of Medicine similarly 
concluded that there is a higher rate o,f hospitalization and use of 
emergency services among patients with limited health literacy. I I 
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A number of investigators have found African-Americans in their 
samples to be less well informed about procedures than white 
patients. For example, researchers from the Cleveland, Ohio, Vet
erans Affairs Medical Center approached nearly six hundred veter
ans over fifty years of age who had moderate or severe osteoarthritis 
to question their knowledge regarding hip or knee joint replace
ment and their views on the postoperative course for joint sur
gery.12 Black patients were significantly less likely than whites to 
have more than high school education, to have had family or 
friends who had had joint replacement, or to report a good under
standing of joint replacement as a form of treatmeiAt, and they had 

" greater expectation of pain with the procedure. ~ 

Similarly, researchers at the Philadelphia V~terans Affairs 
Medical Center conducted a survey of over six hundred patients 
with pulmonary disease from three veterans hospital sites across 
the country. They found that more blacks than whites (61 percent 
versus 29 percent) maintained the folk belief that the spread of 
lung cancer was accelerated when the tumor was exposed to air 
during surgery and would oppose surgery because of this (19 per
cent versus 5 percent) .13 A study of patients with operable lung 
cancer conducted at Detroits Henry Ford Health System found 
refusal of surgery by black patients over three times more com
mon than by whi~es. (Both whites and blacks were offered the 
surgery at similar rates.)1 4 When angioplasty or bypass surgery 
was recommended to 1,075 patients at a single tertiary care VA 
hospital in New York City. the black patients were significantly 
more reluctant to give consent than whites (15.4 percent versus 
8.3 percent).15 

Most data on health literacy reflect a given point in time-a snap
shot, or cross-sectional, picture of health status and reading skill and 
comprehension. There have been experiments in which some 
patients, but not others, were randomly assigned to literacy pro
grams, but such studies are usually short-term, use narrow process 
measures (asking. for instance, did knowledge increase?) rather than 
outcome measures {did health improve?). have small samples, and do 
not analyze the data by the subjects level of education. 
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Two major evaluations have focused on the role of education in 
improving clinically relevant health outcomes. One, by Dana 
Goldman and James Smith of RAND, examined large existing 
datasets of patients with HIV/ AIDS and insulin-dependent diabetes. 
The researchers chose these conditions because although treatment 
regimens are complex, they are effective if followed carefully. 

In their appraisal of the data from the HIV Cost and Services 
Utilization Study, Goldman- and Smith found that 57 percent of 
college graduates always followed their treatment plans. while 
only 37 percent of high school dropouts did so. Income, insur
ance, and disease status did not appear to affect tr,eatment adher
ence, while education level consistently mattered,.16 

The RAND authors also compared patient o~tcomes in the 
Diabetes Control and Complications Trial, a large clinical trial in 
which half the subjects with insulin-dependent diabetes were 
randomly assigned to intensive intervention_l7 They found that 
self-management of disease varied greatly with the patient's level 
of schooling; compliance, in turn, had a meaningful impact on 
patients' overall health status. One group of subjects in the study 
received treatment as usual, while the other was scheduled for 
more frequent clinic visits and received frequent telephone con
tacts. Within each group, subjects varied in their educational 
attainment. When results were interpreted by level of education, 
the least-educated were found to benefit the most-mainly 
because the well-educated were already doing a good job of 
adhering to their treatment plans. By following treatment-as
usual protocols, Goldman and Smith predicted, health outcomes 
of less-educated diabetics would deteriorate at a more rapid rate. 

The second intervention evaluation, by Russell Rothman and 
colleagues at Vanderbilt University School of Medicine, also found 
that low-literacy patients benefited from intervention_IB The 
researchers randomly assigned one group of patients with Type II 
diabetes who had poor glucose control to either of two condi
tions: usual care versus intensive, semimonthly contacts with a 
diabetes case coordinator. During these contacts, patients in the 
second group received ongoing education in identifying the 
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symptoms of hyper- or hypoglycemia, simpiified explanations 
with visual aids, and repeated assessment of their comprehension. 
After one year, the authors found that patients receiving the 
intensive-management program had superior outcomes. In par
ticular, managed patients with low literacy and poor glucose 
control fared better than their counterparts who received only 
treatment as usual. (Those with high literacy had comparable 
outcomes irrespective of whether they were managed.) Finally, lit
eracy level appeared to be a more powerful predictor of who 
would benefit from intervention management than race, income, 
or clinical status. 

Whether low literacy is a direct cause of poor health outcomes 
is an intriguing question. The ability to read directions, calculate 
intervals between medication doses, and understand the basic 
physiology of ones condition and the consequences of neglect are 
surely useful, but as the Agency for Healthcare Research and 
Quality points out, poor reading ability could also be a proxy for 
poorer access to care, low conscientiousness, or low level of trust 
in medical providers. And are these variables, in turn, markers for 
adherence to treatment regimens? 

In sum, there have been no studies to date that assess improve
ment in health status as a function of improved literacy, or literacy 
as a mediator of compliance in the context of race. It is reasonable 
to expect that the health differential would shrink if minorities with 
poor reading and comprehension skills benefited from such inter
ventions as adoption of structured treatment plans and intensive 
patient monitoring, but this remains to be demonstrated. 



0 

0 

0 

9 

Doctor-Patient Relationship • 

Miscommunication between doctor and patient or flawed infer
ences on the part of the physician are often ascribed to unappre
ciated cultural differences. Though difficult to quantify the extent 
to which these lead to differences in treatment, common sense 
dictates that better doctor-patient interactions lead to better care 
and thus to better health outcomes. Efforts to enhance the rela
tionship between doctor and patient are called "cultural compe
tence" training. Does this approach work? How does a "culturally 
competent" doctor differ from a humanely sensitive one? And 
sliould patients see doctors of their own race, or just the most 
competent doctor available, regardless of race? 

What Is Cultural Competence? 

Cultural competence training is advanced as a remedy for mis
communication between doctors and patients of different racial or 
ethnic backgrounds. Half of all medical school programs offer cul
tural competence teaching, according to a report in The Journal of 
the American Medical Association. I 

Cultural competence refers to a range of interventions. It can 
include useful, practical accommodations intended to help health 
providers care for unacculturated or immigrant _populations-such 1 

as translation services, or education of medical staff about local heal
ing customs and commonly used remedies. But it can also entail 
blatant racial sensitivity training. A sociologist writing in Academic 
Medicine, for example, sees the need for such training in order to 
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counteract students' tendency to "deny social inequality. or ... dis
advantages experienced by Others, but not the accompanying privi
leges enjoyed by their own social group."2 As promulgated by the 
HHS Office of Minority Health, cultural competence standards entail 
provision of language and "culturally appropriate" services, along 
with an injunction that clinical staff training should include discus
sion of the impact of "race and racism ... on access to care, service 
utilization, quality of care, and health outcomes. "3 The standards for 
medical school accreditation, as put forth in 2003 by the Association 
of American Medical Colleges, require medical students to "learn to 
recognize cultural biases in themselves and others. "4 

At its most constructive, cultural competence is a variant of 
standard training in doctor-patient communication-a course 
that is required by all medical schools within the first two years of 
study. Joseph Betancourt, a physician at Harvard Medical School, 
describes an enlightened form of cultural competence that has 
"evolv~d from the making of assumptions about patients on the 
basis of their background to the implementation of the principles 
of patient-centered care, including exploration, empathy; and 
responsiveness to patients' needs, values, and preferences. "5 

In our view, Betancourt is simply describing the competent 
care that all patients, irrespective of racial or cultural identity; 
deserve. Consider Betancourts description of an elderly Italian 
woman whose son asked the surgeon not to reveal to his mother 
that she had cancer because the knowledge would "kill her." The 
doctor explored the reason for secrecy and was able to negotiate 
with the son a comfortable way to inform the mother. In another 
scenario, a Hispanic woman suffered from hypertension that 
remained under poor control for two years despite various trials 
of antihypertensive drugs. When her doctor finally asked her 
about her understanding of the problem of high blood pressure, 
she told him that she could "feel" when her pressure was high, 
and that's when she took the medication. The doctor was then 
able to educate the patient how to take her pills correctly. 

We wholly endorse the principles of cultural. competence as 
set .forth by Betancourt. What we question is the wisdom of 
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"ghettoizing" cultural competence as a discrete didactic enterprise 
outside of standard doctor-patient relationship training. Indeed, 
these two cases were resolved using techniques that doctors 
should use with any patient-though they are especially likely to 
be called upon when patients are unsophisticated about health 
matters-but they do require time, unfortunately a scarce 
resource in many clinical settings. The common-sense approaches 
described by Betancourt transcend race and ethnicity. There was 
nothing particularly "Italian" or "Hispanic" about the clinical 
puzzles presented. In_ fact, some observers worry that cultural 
competence could deteriorate into an oversimplified paint-by
numbers affair that purports to teach students and physicians 
"how to treat" African-Americans, Asians, Latinos, and others.6 

Others recoil at the specter of a clinical milieu in which black 
patients will be assigned to black doctors, gay patients to gay doc
tors, and so on.7 

There is no better way to affirm the Universal principles of 
doctor-patient interaction than to consider the kind of pairing 
that happens in about one ii) five clinical encounters: the foreign 
doctor and the American patient. 8 This challenges the very 
premise upon which traditional cultural competence is based: the 
biased (white) doctor model. 

In a moving essay. Alok Khorana, an Indian physician practic
ing in New York State, reflects on his experience caring for an 
elderly black man. 9 When he reaches an impasse with the family 
regarding transfer to hospice, Khorana worries that his previously 
trusting relationship with them has faltered because, perhaps,_ 
"they [were] thinking of me as, well, white."10 He asks a nurse for 
help and she-a white woman-rather easily works with the fam
ily to accept hospice care. At first: Khorana is taken aback by her 
success, but after the nurse explains how she approaches "families 
we see that are struggling with this, black or white," Khorana 
remarks to himself, that "after all my handwringing and ruminat
ing on race and race concordance, race was, at least in this case, 
a red herring."11 In other words, the fact that Khorana was not 
black himself (he seemed to think that the family regarded him as 
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"white") probably had little to do with his inability to engage the 
black family. Whatever the obstacle, it was not the mismatch 
between his race and the patients family. 

Racial Concordance and Preference 

If the clinical encounter is marred by culturaJ misunderstand
ings, will disparities in treatment and outcome be reduced if 
doctor and patient are of the same race or ethnic background? 
The premise that such concordance between patient and doctor is 
important to the resolution of disparities has prompted calls for 
using race as a medical school admission criterion.12 But what 
evidence exists to affirm the benefits of concordance? 

First, what do we know about patients' preferences for same-race 
physicians? According to a 1994 Harris poll for the Commonwealth 
Fund, race does not play an especially large role in patients' atti
tudes about their doctors. When asked to cite the factors that 
"influence your choice of doctor," the physicians "nationality/race/ 
ethnicity" ranked twelfth out of thirteen possible options.13 Just 
5 percent of whites and 12 percent of minorities said it was impor
tant. A greater proportion of Asians, 28 percent, rated race/ethnicity 
as important, probably owing to language barriers. 14 Even so;over 
60 percent of white, black, and Hispanic respondents said they did 
not consider the doctors ability to speak their language particularly 
relevant to their choice of doctor. IS 

For the entire sample of four thousand respondents, factors 
such as ease of getting an appointment, convenience of the office 
location, and the doctors reputation were most influential, cited 
by about two-thirds.16 In some cases, concordance is.most likely 
an accident of location, as minority physicians are more likely 
than white physicians to reside near and disproportionately prac
tice in minority neighborhoods.17 When Commonwealth respon
dents who expressed dissatisfaction with their regular doctor were 
asked for details, only Asians claimed that race or ethnicity was 
the problem. (And the percentage was small-only 8 percent of 
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all Asian respo·ndents. 18) Among the subset of the entire sample 
who said they "did not feel welcome" at their doctor's office, a 
mere 2 percent of African-Americans and Hispanics and 4 percent 
of Asians attributed the discomfort to racial-ethnic differences.19 

The main complaint of almost all groups was the doctors "fail
ure to spend enough time with me. •20 And of those who were dis
satisfied enough to change doctors, only 3 percent of Asians and 
2 percent of blacks did so on the basis of the physician's race or 
ethnicity.21 The most common complaints were "lack of commu
nication," "didn't like •him or her," "couldn't diagnose problem," 
and "didn't trust his or her judgment."22 Less than 1 percent of 
those who said they had limited choice about where to get care 
attributed that constraint to racial or ethnic discrimination. 23 

In focus groups commissioned by the Henry J. Kaiser Family 
Foundation, discussions revealed that "the most common form of 
discrimination described by minority consumers was not racial 
[or] ethnic, rather it was discrimination based on the ability to 
pay for health services. "24 A 1999 survey by the foundation 
queried almost 3,900 people about their doctors. Around 85 per
cent of whites, African-Americans, and Latinos rated their doctors 
as good or excellent. 25 Whites and blacks were about equal in 
answering "yes" when asked whether their clinicians paid enough 
attention to them (89 and 87 percent, respectively), though 
slightly fewer Hispanic patients said so (80 percent). 26 One in five 
black individuals preferred a doctor of his own race, while 12 per
cent did not want doctors of their own race.27 Among Hispanics 
polled, 28 percent wanted doctors of their own race, and 17 per
cent said they did not. In a much smaller survey sponsored by 
Morehouse College of Medicine in Atlanta, 28 percent of the 251 
African-Americans surveyed "considered it important that their 
doctor be of the same ethnic group as themselves. "28 

Studies of concordance do not show consistently positive 
effects of doctor-patient.matching on various measures of care.29 

Only a handful of studies have been devoted to the question of 
whether patients' outcomes are better if they and their clinicians 
are of the same race. Many of these studies were conducted with 
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psychiatric patients, and most showed that clinicians' race had a 
minimal impact on how black patients fared in their treatment 
and re.covery.30 One large study that appeared in the journal 
Psychiatric Services involved more than 1,700 homeless individu- • 
als participating in an intensive services program. Each person 
was randomly assigned a case manager with whom he worked 
closely. Over the course of a year, improvement in dimensions like 
the number of days a patient worked at a job, whether he had 
drug problems, and the number of days he spent homeless bore 
no relationship to whether he and the case manager were of the 
same race.31 A recent study from the University of North Camlina 
found that physician race had little effect on the successful man
agement of high blood pr.essure in elderly black and white 
patients. Seeing the same physician, however, was a key factor in 
good outcome.32 

Other researchers have looked at the tloctor-patient relation
ship in a different way. In one recent study, led by Lisa Cooper
Patrick _of Johns Hopkins University School of Medicine and 
published in The Journal of the American Medical. Association, 
patients gave their doctor visits a "participation score· based on 
the frequency with which they felt the doctor involved them in 
treatment decisions. Cooper-Patrick reports that black patients 
rated their visits as more "participatory" when their doctors 
were black.33 

A closer look at the Cooper-Patrick data, however, leaves one 
unsure about its clinical significance. In particular, patients rated 
their interactions with same-race physicians (a participation score 
of 62.6 out of a possible 120) as barely different than interactions 
with different-race physicians (60.4 out of 120).34 Using the same 
survey instrument, Kaplan and colleagues discovered that minor
ity patients who saw minority doctors had lower scores on the 
questions of participation that those who saw white doctors.35 

Evidence that race concordance between patient and physician 
improves care is, at best, inconsistent. One of the most effective 
ways to enhance the doctor-patient relationship is for doctors to 
spend more time with each pat~ent. In her study, Cooper-Patrick 
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found that the amount of time the doctor spent with the patient 
was linked to higher participatory ratings comparable to the rat
ings given by the patient when his race matched his doctor's. 
while Kaplan observed that the amount of time the patient spent 
with the doctor helped determine the participation score.36 In the 
latter study, visits of less than twenty minutes were found to be 
too brief to involve patients in treatment decisions. In another 
analysis led by Kaplan. physicians who had "high-volume" prac
tices were rated as less participatory than those who saw fewer 
patients but spent more time with each. 37 Given the value 
patients place on face-to-face time with their physician. no matter 
what his race, the real problem seems to be that an average pri
mary care visit is fifteen minutes for everyone-rather than its 
being a few minutes shorter for black patients.38 

Other standard features of a good doctor-patient relationship 
include sustaining eye-contact. minimally interrupting the patient 
when he is speaking. offering careful explanations of treatments 
and options. encouraging patients to ask questions. and so on. 
The physician must be alert to the idea that a patients culture 
might interfere with the interview or willingness to accept car:e 
(for instance. some patients of Asian descent may be reluctant to 
make eye-contact). but unless he regularly serves patients of par
ticular backgrounds. the physician cannot be expected to know 
idiosyncrasies of multiple groups. 

Furthermore. sex. age. social class. and education make a big dif
ference in concordance of doctor and patient medical knowledge . 
. Take the example of black pediatrician Lynn Smitherman. who 
wrote a paper in Pediatrics entitled. "Use of Folk Remedies Among 
Children in an Urban Black Community: Remedies for Fever. Colic 
and Teething. "39 On a radio show she explained that she wrote 
the paper because she hadn't heard of any of the remedies-her 
mother and grandmother did not use any with her when she was a 
child-and assumed that many of her colleagues rnight not be 
familiar with them either. Similarly; many black trainees or physi
cians may not be any more aware of certain folk beliefs than 
whites-for example, the notions that air causes a cancer to spread, 
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that the devil can cause a person to get cancer, or that chiropractic 
is an effective treatment for breast cancer. 40. Clearly, not all black 
Americans share the same cultural experiences. 

Finally, the patient has a role in facilitating his care. The doctor 
can encourage patients who are less educated, unfamiliar with 
clinical encounters. or reticent during visits to bring advocates 
or family members with them.41 Educational modules that 
prepare and coach patients to ask questions and present infor
mation about themselves to their doctors are promising where 
implemented. 42 
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Conclusion 

To return to the question we posed at the beginning-would a 
white and black patient arriving at the emergency room receive 
the same care?-we see that the question itself (at least as it is 
commonly understood) is flawed. The question presumes that 
black and white patients frequent the same health-care services, 
carry the same insurfmce coverage, and have identical health 
conditions-yet the data reveal that often they do not. 

The most obvious and influential causes of these disparities 
reside in the differing health resources available to blacks and 
whites, including the quality of the physicians who treat them. 
These features place the emphasis on aspects of the health-care 
system in generating race-related differentials in treatment and far 
less so on clinically unjustifiable differences in treatment of white 
and minority patients by a given physician. 

Meanwhile, true physician "bias" is very difficult to measure 
and define (since rational inferences are not the same as genuine 
prejudice). The Institute of Medicine panel might well have come 
to that conclusion itself had Congress directed it to evaluate the 
relative contributions of geographic, demographic, social, and 
economic factors in explaining discrepancies in care and out
comes. With that charge, the panel might well have come to a 
similar conclusion about the contribution of bias and the dubious 
value of emphasizing its role in maintaining the care gap and try
ing to combat it. 

But if physicians cannot fairly be accused of bias, does this just 
shift the charge of bias to the health-care system? In other words, 
do black patients receive poorer care because they are black or 

56 



0 

0 

0 

CONCLUSION 57 

because they have disproportionately lower incomes and social 
capital (for example, less capacity for negotiating complex sys
tems) than whites-and are thus disproportior-1ately mired in 
systems that are underfinanced? 

The most recent report from the Agency for Healthcare Research 
and Quality suggests this is so. It examines, separately, quality by 
race and quality by income.1 It says that "remote rural populations" 
receive poor care, and "many racial and ethnic minorities and per
sons of lower socioeconomic positions" receive suboptimal care. 2 

But a better test of the class-trumps-race hypothesis would be to 
compare the quality of care received by poor whites clustered in a 
particular geographic area, for example, Appalachian populations, 
to that received by poor blacks who are clustered, for example, in 
southeast Washington, D.C. If, after accounting for regional differ
ences in practice or in health-care financing, comparable (and sub
optimal) care were demonstrated, this would provide powerful 
support for the idea that systems serving poor people, irrespective 
of race, provide lower-quality care. Until such data are published
surprisingly we could find no reports on care of low-income whites 
versus low-income minorities-the allegation of racial bias in the 
system is unsupported.3 

Fortunately, policymakers are attuned to the quality problem 
and are grappling with it on several fronts, including the promo
tion and spread of information technology, performance enhance
ment of medical systems, outcome-based reimbursement to 
providers, and provider incentives (including malpractice reform, 
tax breaks, and assertion of market mechanisms that, among 
other things, reward physicians for the time they spend with 
patients). 4 They also recognize that low-income patients benefit 
from a strong safety net provided by the federally funded com
munity health-care system (guaranteeing a usual source of care); 
grassroots outreach through black churches, social clubs, and 
worksites; patient "navigators" to help negotiate the system; 
language services; and efforts to get more good doctors into 
distressed neighborhoods. 5 Seemingly simple innovations, such 
as clinic night hours, could be a great boon to patients with 
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ho.urly-wage employment who risk a loss of income, or even their 
jobs, by taking time off from work for doctors' appointments. 

Much has been made of the need for greater sensitivity in the 
doctor-patient relationship.6 Common sense dictates that patients 
benefit when they·trust their physicians and interact with them 
productively. But the remedies for unsatisfactory doctor-patient 
relationships do not reside in racial sensitivity training for health
care professionals, or the specter of Title VI litigation. 

Rather, the true remedies to these problems would be fostered by 
the opportunity for the patient to see the same physician on each 
visit with ample time to discuss problems, and to be seen by a 
physician who, as Betancourt put it, engages in "exploration, empa
thy, and responsiveness to patients' needs, values, and preferences." 

Ultimately, improvement in the quality of care and self-care 
would elevate the status of minority health appreciably. But the 
greater public-health good would be served by applying these goals 
to all underserved people, rather than focusing on minorities. By 
focusing on those with the worst health, as Stephen Isaacs and 
Steven Schroeder have pointed out, the targets of intervention will 
still turn out to be poor minority groups, but they will include 
lower-class whites as well.7 For example, establishing screening (for 
cancer, diabetes, or hypertension) or wellness-education programs 
in benighted areas such as southeast Washington, D.C., or the 
Watts neighborhood of Los Angeles would benefit all residents and 
would shrink overall racial differentials in health outcome because 
t}ley would qisproportionately target minorities. 

Targeting the underserved also changes the metric by whicli. suc
cess is measured. That is, instead of trying to equalize the use of pro
cedures and treatments in minorities versus whites, the goal should 
be high-quality care for everyone. As Baicker and Chandra point out, 
this makes sense for interventions that are considered effective pre
ventive care, such as mammograms for women over fifty and eye 
exams for diabetics. 8 Indeed, this is exactly what Trivedis study 
showed. His data, collected before deliberate efforts to reduce gaps in 
preventive care had begun, showed that quality improvement in gen
eral helped black patients disproportionately.9 In contrast, for costly 



0 

0 

0 

CONCLUSION 59 

procedures whose administration depends partly on patient prefer
ence and whose "correct" rate of use is unknown, the goal should be 
for each patient in need to be well-informed and have choices of 
high-quality treatment. 

Perhaps one of the most important factors in health disparities
self-care-does not depend much on health systems, except, per
haps, as vehicles for education. As Isaacs and Schroeder point 
out, medical-care failures have been estimated to account for only 
about 10-15 percent of premature deaths_l0 It is behaviors such 
as smoking, excessive alcohol use, unhealthy dietary patterns, 
and lack of exercise that figure so prominently in the development 
and course of chronic disease. In this arena, too, the influence of 
class outstrips race. Along these lines, Avis Thomas of the 
University of Minnesota and colleagues have found that after 
adjustment for income and risk factors such as blood pressure, 
cholesterol, and smoking, the rate of coronary heart disease in 
blacks and whites becomes equal. I I 

Words such as "prejudice," "bias," and "discrimination" are 
charged and divisive. Civil rights advocates talk about the linger
ing shadpw cast by troubled race relations on the health-care 
system. Yet, paradoxically; health campaigns that seek to educate 
about alleged bias of physicians will only inflame the mistrust that 
some minority patients already harbor. Concentrating on improv
ing the health of all underserved Americans is the most fair and 
efficient public health agenda. 
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CHAPTERl 
Health Disparities in the United 
States: A Continuing Challenge 

RANI K ATRASH, MD, MPH 

MELISSA D. HUNTER, MPH 

:. 

► INTRODUCTION 

The 20th century brought significant improve
ments in the health and longevity of the 
American public. However, some segments 
of the American public have not benefited 
fully from this progress. The disproportionate 
burden of poor health status and premature 
mortality in the United States, often ref erred to 

~ as health disparity, has been well documented 
'" for over two centuries. Health disparity was 

-; defined by the National Institutes of Health as 
., t)he differences in the incidence, prevalence, 

.. mortality, and burden of disease and other 
\. -idverse health conditions that exist among 

-specific population groups in the United 
,. &fa~es. "1 Many studies have documented 

• widespread racial and ethnic disparities in 
: i };iealth status and the many fa,ctors that contrib

_; ''\it~ to these disparities: inequalities in income 
• Jmd education, environmental and economic 

ic;itiditions, specific health behaviors and life 
.¾ie patterns, access to care, and even quality 
'·of services. Health disparities have also been 

. 9.~s'erved in other segments of the population 
' cil:ifracterized by geographic location, age, 

:g~g<;ler, disability status, and sexual orientation. 
..:. ~~ 

3 

For example, Casey et al reported that people 
living in rural areas are less likely to use 
preventive services such as mammograms, .Pap 
smears, proctosigmoidoscopy, and influenza 
and pneumococcal vaccinations. 2 

Health disparities are evident in almost all 
measures of well-being in the United States. 
For example, the average American life ex
pectancy at birth in 2001 was 77.2 years; for 
blacks or African Americans, life expectancy 
was 72.2 years, whereas for whites, it was 77.7 
years.3 Furthermore, in 1990, blacks or African 
Americans experienced 56 years of healthy life 
compared with 64.7 years of healthy life for 
Hi~panics and 65 years of healthy life for white 
Arnericans.4 The mortality rate due to heart dis
,ease among blacks or African Americans in 2000 
was 324.8 deaths per 100,000 population com
pared with 255.5 deaths per 100,000 population 
among non-Hispanic whites.5 In 2000, the death 
rate due to cancer was 200.6 per lOU,000 among 
non-Hispanic whites compared with 248.5 per 
100,000 among blacks or African Arnericans.5 

The incidence of serious morbidity is· also 
higher among minority populations; for exam
ple, in 2001 the incidence of human immun
odeficiency virus (HIV) infection or acquired 
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immunodeficiency syndrome (AIDS) was 60.45 
per 100,000 among blacks or African Americans 
compared with 6.67 among whites.6 Disparities 
also exist in access to services and quality of 
health care; for example, in 1999, 2; much higher 
proportion of blacks or African Americans (56%) 
and Hispanics ( 44%) who needed HIV combi
nation drug therapy were unable to receive it 
compared with whites (32%).7 

► CHALLENGES TO 
UNDERSTANDING HEALTH 
DISPARITIES 

Several issues face program managers and pol
icy makers who seek to understand health 
disparities and develop and implement effec
tive strategies to reduce or eliminate dispari
ties. These issues start with a limited ability to 
accurately assess the magnitude and types of 
problems, because of issues related to the reli
ability of data and information, and are further 
complicated by the increasing diversity of the 
American public in both racial and ethnic com
position. There is also wide diversity within each 
racial and ethnic group by health status and the 
various factors that contribute to good or poor 
health status, such as socioeconomic, environ
mental, educational, cultural, and other factors. 

Although many of the observed differences 
are large, average differences between racial 
and ethnic groups may mask important differ
ences within the society. For example, there , 
is evidence that blacks or African Americans 
who live in very poor urban areas suffer ex
treme health disadvantages relative not only 
to non-Hispanic whites but also to blacks or 
African Americans who live in poor rural areas 
or middle-class urban neighborhoods. 8 In addi
tion, health differences by national origin, so
cioeconomic status, and age, particularly within 
the Hispanic and Asian populations, are not ap
parent when statistics are reported at this level 
of aggregation. There is evidence, for exam
ple, that the health status of younger <:ohorts of 
Hispanics may be declining; and, among A:sian 

and Pacific Islanders, those with low incomes 
and those with origins in South and Southeast 
Asia are disadvantaged relative to other Asian 
groups and non-Hispanic whites.9•10 Hispanics 
from Cuba have much better health indicators 
than Hispanics from Central and South Ameri
can countries, whereas Hispanics from Mexico 
tend to have the worst indicators.5 In 2001, for 
example, 91.8% of Cuban American mothers 
had early prenatal care compared with 79.1% of 
Puerto Ricans, 74.6% of Mexican Americans, and 
77.4% of other Hispanics.5 The infant mortality 
rate was 4.3 per 1000 live births among Cuban 
Americans compared with 8.1 among Puerto 
Ricans, 5.5 among Mexican Americans, and 4.9 
among other Hispanics.5 Finally, in 2001, 19.2% 
of Cuban Americans younger than 65 years of 
age had no health insurance coverage compared 
with 16.0% of Puerto Ricans, 39% of Mexican 
Americans, and 33.1% of other Hispanics.5 

Increasing Diversity of the 
American Public 

During the past 20 years, the diversity of the 
US population has increased. The proportion 
of white Americans decreased from 83.2% in 
1970 to 69.1% in 2000; the proportion of blacks 
or African Americans increased from 11.1% in 
1970 to 12.1% in 2000; and the proportion of 
Hispanics living in the United States increased 
from 4.7% in 1970 to 12.5% in 200011•12 (see Ap
pendix A, Fig. A-1). * The Census Bureau further 
projects that by 2050, nearly one in every two 
Americans will be a member of a racial or ethnic 
minority13 (see Fig. A-2). Concurrent with this 
increased population diversity, there has been 
an increase in the numbers of interracial mar
riages, resulting in ·an increase in the nu~ber 
of children of mixed race or ethnicity. For ex
ample, in the 1970 census,' there were ~bout 
321,000 interracial unions. By 1980, the number 
had increased to about 1 million; and by 1990 
there were about 1.5 million interracial couples. 

* Figures illustrating statistical information presented in this 
chapter are included in Appendix A at the end of the book. 
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Census data indicate that the number of chil
dren in interracial families grew from less than 
500,000 in 1970 to about 2 million in 1990.14,15 

Minority populations are also unevenly dis
tributed around the country. In 2000, blacks 
-or African Americans constituted 0.5% of the 
population of Montana compared with 61.3% 
of the population of the District of Columbia 
and 32.9% of the population of Louisiana, 16 His
panics constituted 32.4% of the population of 
California compared with 0.7% of the popu
lation of West Virginia, and American Indians 
lived mostly in western and northeastern 
states.17 With the steady increase in the minority 
population, the persistent barriers to care, and 
continuing inequity in the quality of health care, 
the issue of health disparity will only become 

. . more challenging. 
,P,fi. 
cJi"' '-
t'fl/,.Jj .. t 

),~;;·&;_.; Data Collection 
• -, :i:{~t 

~ ;tt/-..- l 

{ Am-ie .. collection of information about race and 
:_;~~~city is, essential for the development and 
,·::;i$'P,lementation of targeted strategies for the 
\t~llipination of racial and ethnic health dispari

,~_ urrently, information on race and ethnicity 
'iculate health status indicators and health

:J .utilization measures is obtained from nu
:~rous sources collected by multiple agencies 
iihe local, state, and federal levels. Categories 
~9 types of information collected include na
. ·ry, mortality, morbidity, health behavior and 
)µde, -health service utilization, health-care 
,,..: ;_ cing, population size and migration, and 

:~conomic data.18•19 Although data are col
:by different agencies and from different 

•• ; these data often need to be combined 
te health-related indicators, such as us

:1 • statistics and census data to estimate 
_dpeath rates. Because these sources use 
lp;i~thods to determine the race and eth
'individuals, substantial inconsistencies 
,'It in the categorization of race and eth

.,._~ta -collecting and reporting. For ex
prmation regarding race and ethnic
'~nsus depends on self-identification, 

,,.,-.; ' 

which may differ from race and ethnic catego
rizations assigned by an interviewer or reported 
by a health-care provider. 

Collection of vital statistics data in the United 
States dates to 1632, when the Grand Assembly 
of Virginia passed a law requiring a minister or 
warden from.every parish to appear annually at 
court on the first of June to present a register 
of christenings, marriages, and burials for the 
year. 20 Since then, various colonies and states 
have initiated and implemented their own re
quirements for vital registration and data com
pilation and reporting.20 In 1842, Massachusetts 
adopted the first State Registration Law in 
America, which required central state filing; pro
vided for standard forms, fees, and penalties; 
specified types of information, including causes 
of death; and lodged responsibility for each 
kind of record in designated officials. The Sev
enth Federal Census of 1850 was the first at
tempt in 150 years of census data collection 
to collect information on births, deaths, and 
marriages.20 

Census enumeration of vital events contin
ued to serve as the source of national vital statis
tics data, while encouraging states to intensify 
their efforts to register vital events, and included 
mortality information from these registration 
systems in the census data for areas having 
records in satisfactory detail. This approach was 
not entirely abandoned until the census of 1910, 
when the developing vital registration area was 
large enough to provide national statistics. In 
1900, the census office recommended a death 
certificate' and requested each area to adopt it 
by January 1, 1900. In 1902, the census office, 
which had previously been disbanded between 
c~nsuses, was made a permanent, full-time 
agency of the federal government and was given 
its present name, the Bureau of the Census. 

For more than 30 years, the fundamental 
task of the Bureau of the Census in the field 
of vital statistics was to extend the registration 
area for births and deaths. This primary respon
sibility was accomplished with the admission of 
Texas into the birth and death registration areas 
in 1933. Alaska was added in 1950, Hawaii in 
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1917, Puerto Rico in 1932, and the Virgin Islands 
in 1924. By the early 1930s, responsibility for 
vital records had been largely transferred from 
civil offices to health departments. In 1946, the 
National Office of Vital Statistics was established 
in the Public Health Service. Before 1900, mor
tality rates by race were reported based on data 
obtained through the census. Starting in 1900, 
mortality was reported annually by race through 
the Annual Mortality Statistics Reports.20- 22 

Race and Ethnicity Classification 

The terminology used to classify the US pub
lic by race and ethnicity has changed over the 
years to be more consistent with current lan
guage and as a result of emerging changes in 
the composition of the population. The first 
census of the United States in 1790 enumer
ated three racial groups: "Whites," "Blacks," and 
"Civilized Indians" (ie, those who paid taxes).23 

During the 1800 and early 1900s, census and 
vital statistics reports classified the US pub
lic as "White," "Black," and "Other Colored" 
(which included Indians, with a few Chinese 
and Japanese).21- 28 New racial categories were 
added in the late 19th century and beyond 
(Chinese in 1870, Japanese in 1890) as the need 
arose to track new immigrant groups. 23 Starting 
in 1930, a new category, "Other," was added 
to the "Colored" group. The new category was 
added to include Mexicans, who were given 
a separate classification in the population cen
sus of 1930, "as the number of Mexicans in the 
population had increased very rapidly."29 From 
1930 through the 1970s, categorization by race 
always included a "White" category, the rest 
of the population was categorized as "Other," 
"All Other," "Non-White," and occasionally bro
ken down further into "Black" and "Other."21- 28 

The growth of the Hispanic population in the 
United States starting in the early 1970s stimu
lated interest in obtaining vital statistics infor
mation pertaining to that group. However, the 
ability to obtain reliable and accurate health
indicator rates for racial and ethnic groups in 

the United States has been seriously limitifu! 
by the lack of clear guidance for classificatio."it 
and categorization and by the use of differeh -
systems by the various agencies collecting cfu~~c.;, 

In June 1976, a joint resolution of Congre~·' 
(Public Law 94-311) required federal agenciet~ 
to begin collecting and publishing data orf{ 
Americans of Spanish origin or descent. nur;r 
ing the 1980s, the number of states includ;f~ 
ing a Hispanic identifier on their birth and ~
death certificates steadily increased. In 1978, the t; 
Office of Management and Budget issued f 
Directive 15, titled "Race and Ethnic Stan- 1 

dards for Federal Statistics and Administrative 
Reporting. "14 The standards provided a mini
mum set of categories for data on race and 
ethnicity and called for four categories on race 
("American Indian or Alaska Native," "Asian 
or Pacific Islander," "Black," and "White") and 
two categories for data on ethnicity ("Hispanic 
Origin," and "Not Of Hispanic Origin"). The di
rective further stated that "Self identification is 
the preferred means of obtaining information 
about individual's race and ethnicity, except in 
instances where observer identification is more 
practical (eg, completing a death certificate)." 
The directive was to apply immediately to all 
new and revised record-keeping systems; all ex
isting record-keeping or reporting requirements 
were required to comply with the n~w directive 
at the time of extension or no later than January 
1, 1980.14 

In 1993, because of continuing concerns 
related to the accuracy and reliability of race
and ethnicity-specific information, the Office of 
Management and Budget (0MB) undertook a 
4-year comprehensive review of the race and 
ethnicity categories under Directive 15 in col
laboration with representatives from more than 
30 agencies representing diverse federal needs 
for d;.lta on race and ethnicity. In October 1997, 
0MB issued its decision to introduce two mod
ifications to Directive 15, as follows: (1) the 
Asian or Pacific Islander category will be sep
arated into two categories-"Asian" and "Native 
Hawaiian or Other Pacific Islander," and (2) the 
term "Hispanic" will be changed to "Hispanic i, 
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. • tegories for data on race: "American 
• Alaska Native," "Asian," "Black or 

:Afuerican," "Native Hawaiian or Other 
. slander," and "White." There will be two 

'i(&~s for data on ethnicity: "Hispanic or 
. '\f~rid "Not Hispanic or Latino." 0MB pro

&gd'idefinitions to each of these categories as 
ltJ:1fj/ht .. ,{,:-, 

() ws: 
":~ii~t 

--//'~ 

~ ,.,.·. 
Afuerican Indian or Alaska Native. A per-
15¢'6 having origins in any of the original peo

jf PJ~ pf North and South America (including 
~}C:,~nti-a.l America), and who maintains tribal 
'.f affiliation or community attachment. 
, .. , k;ian. A person having origins in any of 
• tlie,original peoples of the Far East, South-
• east Asia, or the Indian subcontinent, includ

ing Cambodia, China, India, Japan, Korea, 
Malaysia, Pakistan, the Philippine Islands, 

k· ·,~},i Thailand, and Vietnam. 
:· ~; ') Black or African American. A person hav-

,. r'f.: ; ing origins in any of the black racial groups 
]f?<,:~ of Africa. Terms such as "Haitian" or "Negro" 

. ·;,1~ f can be used in addition to "Black or African 
"' .~,,,., r 

•,/[ 

,1 i .: 
.. , ~' 

American." 

!!f • ~ -~ ,l-

/ I ', 1, ,, 

Hispanic or Latino. A person of Cuban, 
Mexican, Puerto Rican, South or Central 
American, or other Spanish culture or ori-

1:~,f 
t.fi 
; ll 

\'"''7 
! ) 
; { .. 
J f 

t 
f} 
::_1 

d 
!: 
~l 
1 ~,, 
•i 
ii 
'I 
Ji 
j, 

gin, regardless of race. The term, "Spanish 
Origin," can be used in addition to "Hispanic 
or Latino." 

• Native Hawaiian or Other Pacific 
Islander. A person having origins in any 
of the original peoples of Hawaii, Guam, 
Samoa, or other Pacific Islands. 

• White. A person having origins in any of the 
original peoples of Europe, the Middle East, 
or North Africa. 

The revised directive also requires that re
spondents be offered the option of selecting one 
or more racial designations. 0MB further rec
ommended that two formats be used for data 
on race and ethnicity. Self-reporting or self
identification using two separate questions is 

the preferred method for collecting data on race 
and ethnicity. In situations where self-reporting 
is not practicable or feasible, the combined for
mat may be used. 0MB directed that the new 
standards be used by the .Bureau of the Census 
in the 2000 decennial census. Other federal pro-· 
grams were to adopt the standards as soon as 
possible, but not later than January 1, 2003, for 
use in household surveys, administrative forms 
and records, and other data collections.15 

Data Accuracy and Reliability 

Stuc:lies have repeatedly demonstrated that a 
nontrivial proportion of non-black or African 
American minorities are misclassified as white 
on the death certificate. This numerator problem 
leads to. an underestimate of the death rates for 
American Indians, Asian and Pacific Islanders, 
and Hispanics.30- 32 Additional bias in the reli
ability of health indicators for minority popula
tions is related to the considerable heterogene
ity within each of the major racial and ethnic 
populations with significant variation in health 
status within each group. Mqreover, a relatively 
high proportion of Hispanics and other minori
ties, especially Asian Americans, is foreign-born, 
and their health profile reflects in part the im
pact of immigration. Immigrants tend to enjoy 
better health status than the native-born popu
lation, even when those immigrants are lower 
in socioeconomic status.30•33 However, with in
creasing length of stay in the United States and 
adaptation to mainstream behavior, the health 
status of immigrants deteriorates. 

Misclassification 

The current methods used for assigning race and 
ethnicity to population, deaths, and births are 
not consistent and therefore may cause a bias in 
estimating the race- and ethnicity-specific birth 
and death rates. 
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Births 
Racial classification of births is based on infor
mation provided by the family or based on ob
servation. By law, the registration of births is the 
direct responsibility of the professional atten
dant at birth, generally a physician or midwife. 
In their absence, the parents of the child are 
responsible for the report. Each birth must be 
reported promptly; the reporting requirements 
vary from state to state, ranging from 24 hours 
after the birth to as much as 10 days. Certificates 
must be filed with the local registrar of the dis
trict in which the birth occurs. 

The birth certificate does not provide for re
porting of race of the newborn. Prior to 1989, for 
statistical purposes, classification of the child's 
race or national origin was based on the race 
or national origin of the parents. When both 
parents were not of the same race or national 
origin, rules had been established for coding 
various combinations. If only one parent was 
white, the child was assigned the race of the 
other parent. If neither parent was white, the 
child was assigned the race of the father, with 
one exception: if either parent was Hawaiian or 
part Hawaiian, the child race was assigned to 
Hawaiian. Beginning with the 1989 data, natal
ity tabulations were modified to show race of 
the mother rather than race of the child. 20 

Deaths 
Race classification for deaths is recorded by the 
funeral director based on information provided 
by an informant or based on observation. The 
registration of deaths is the direct responsibil
ity of the funeral director, or person acting as 
such. The funeral director obtains the data re
quired other. than the cause of death. The per
son who supplies the information to the funeral 
director is usually required to sign the certifi
cate as informant to attest to the truth of the 
facts entered. The physician in attendance at the 
death is required to indicate the cause of death. 
If no physician was in attendance, the coroner, 
or person acting as such, is required to enter the 
cause of death. Where death is from other than 

natural causes, the coroner may be required to 
examine the body and report the cause of death, 
even, though a physician was in attendance. 20 

Population 
Information on population in the census by race 
or ethnicity is based on information reported 
through self-reports of people who respond for 
themselves or others in their household.18 

Potential Bias 

The multiple sources of data, together with the 
multiple means for classifying persons by race 
and ethnicity, have resulted in biases when data 
sources are combined to estimate health indica
tors for the various racial and ethnic groups. In 
general, studies have demonstrated good agree
ment between race reported on death certifi
cates and other sources for white and black or 
African American decedents, but poorer con
sistency between the two sources for other 
racial groups.18 An early study by Hambright 
compared race reported on death certificates 
with race reported for the same individuals on 
the 1960 census.34 The study showed greater 
than 98% agreement between the two sources 
for white and black or African American dece
dents but poorer agreement for other groups 
(American Indians, 79.2%; Japanes~, 97%; 
Chinese, 90.3%; and Filipino, 72.6%). Rosenberg 
et al compared race reported on death certifi
cates for 1979 to 1989 with response to race 
questions on the Current Population Survey, 
a monthly survey comprising· about 60,000 US 
households. The survey, which is carried out by 
the Census Bureau, asks questions about labor 
force participation and is the source of national 
unemployment figures. During certain months 
of the year, the survey asks supplemental ques
tions on various so.cial, demographic, and eco
nomic topics. Again, as in the earlier study, 
the level of agreement for the two major race 
groups was greater than 98%. In contrast, for 
American Indians, the level of agreement was 
57%; for Asian or Pacific Islanders, 82.5%; for 
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1vo/ci(Mexican, 84.9%; Puerto Rican, 
','.;180%; other Hispanic, 47.6%); and 
::lliic, 99.8%.18 

:}1uality, reliability, and accuracy of 
J$y race and Hispanic origin vary 
pulation groups. Generally, death 

1eliable for the white and black or 
·" _ ~rican populations, and the over
'."'.'of. "black or African American and 

r rtdercounts does not seriously distort , 
~lfiftb/iriterpretation of the resultin~ m~r
tah: stdata.35 However, for the other mmonty 
P.opp!~iitm groups, levels of mortality are se
riously' bias1:d from misreporting in the numer

'r<,and undercoverage in the denominator of 
• death,:tates. 

~~t&:.1' 
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):51TA AND STATISTICS 
< !<~--~;tr~ ~ 
8¢c:tlth Monitoring .. ;; 
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''Q1:le IJ.Umber of measures of health status, health 
~ ,,'' QU'ti~omes, behaviors, access, and quality of care 
,~;,,~<i$'.'potentially unlimited. A simple way to obtain 
[.'J; ~ general understanding of racial and ethnic dis-

. ... • • ;-o.;' ;,,ll, fttf'.·~~ . \:;. ,B~rities in health is to examine health indicators 
\{'.I~'.-.:_,,j,_ r' :developed by the US Department of Health and 
1-:': f · !~ .. , 'Suman Services (DHHS) to monitor the health 
;tf O 

.:' ''.·of the nation: the Healthy People 2000 Health 
'. 1} "'f'7:~Status Indicators and the Healthy People 2010 
ti,J!:, 1~/ Leading Health Indicators. 
-.r r:,: • )' • Starting in the late 1970s, the DHHS initi
J -~;, ::_ ated a process for developing and setting na-
, ·' ' tional health targets based on scientific knowl-
t ~ edge and for use in decision making and 
r:;{ '"r 
? t ~- action. This process is used to identify the most 
~j, ~- significant preventable threats to health and to 
~:, focus public and private ·sector efforts to ad-
f dress them. The first set of national health tar-
\( gets, the 1990 Health Objectives, was published 
,l in 1979 as part of "Healthy People: The Sur-
;J 

0

-,· ___ - geon General's Report on Health Promotion 
_ and Disease Prevention."36 The second set of 

targets, "Healthy People 2000: National Health 
Promotion and Disease Prevention Objectives," 

was released in 1990, and is a comprehensive 
agenda organized into 22 priority areas with 
319 supporting objectives and three overarch
ing goals: increase years of healthy life, reduce 
disparities in health among different popula
tion groups, and achieve access to preventive 
health services.37 Healthy People 2010 builds 
on both the 1979 Surgeon General's Report and 
Healthy People 2000 to set national objectives 
for2010.38 HealthyPeople2010was designed to 
achieve two overarching goals: increase quality 
and years of healthy life, and eliminate health 
disparities. 

Healthy People 2000 Objective 22.1 called 
for the development of a set of Health Status 
Indicators (HSis) to facilitate the comparison 
of health status measures at the national, state, 
and !peal levels.39•40 A group of public health 
professionals, known as Committee 22.1, de
veloped and published a list of 18 HSis in 
199140•41 (Table 1-1). The process involved in
tensive consultation and review with over 200 
public health professionals representing state 
and local health departments, professional or
ganizations, and the academic community.40 

The Leading Health Indicators were de
veloped in conjunction with Healthy People 
2010, with 10 areas of emphasis: physical 
activity, overweight and obesity, tobacco use, 
substance abuse, responsible sexual behavior, 
mental health, injury and violence, environmen
tal quality, immunization, and access to health 
care.38•42 The Leading Health Indicators serve 
as a link to the 467 objectives in Healthy Peo
ple 2010 and as the basic building blocks for 
community health initiatives. For each of the 
Leading Health Indicators, specific objectives 
derived from Healthy People 2010 will be used 
to track progress42 (Table 1-2). Like its pre
decessors, Healthy People 2010 was developed 
through a broad consultation process, built on 
the best scientific knowledge and designed to 
measure progress over time. Healthy People 
2000 Health Status Indicators measure health 
status outcomes and factors that put individ
uals at increased risk of disease or premature 
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, 1 ► TABLE 1-1. Healthy People 2000 Health Status Indicators 

0 

0 

1. Race- and ethnicity-specific infant mortality per 1000 live births 
2. Total deaths per 100,000 population 
3. Motor vehicle crash deaths per 100,000 population 
4. Work-related injury deaths per 100,000 population 
5. Suicides per 100,000 population 
6. Homicides per 100,000 population 
7. Lung cancer deaths per 100,000 population 
8. Female breast cancer deaths per 100,000 population 
9. Cardiovascular disease deaths per 100,000 population 

1 0. Reported incidence of acquired immunodeficiency syndrome per 100,000 population 
11. Reported incidence of measles per 100,000 population 
12. Reported incidence of tuberculosis per 100,000 population 
13. Reported incidence of primary and secondary syphilis per 100,000 population 
14. Percent of low birth weight as measured by the percentage of live-born infants weighing 

less than 2500 g at birth 
15. Births to adolescents (aged 10-17 years) as a percentage of total live births 
16. Prenatal care as measured by the percentage of mothers delivering live infants who did 

not receive care during the first trimester of pregnancy 
17. Childhood poverty as measured by the proportion of children younger than 15 years of age 

living in families at or below the poverty level 
18. Proportion of people living in counties exceeding US Environmental Protection Agency 

standards for air quality during the previous year 

Source: Klein RJ, Hawk SA. Health status indicators: Definitions and national data. Healthy People Statistical Notes, vol 1, 
No 3. Hyattsville, Md: National Center for Health Statistics; 1992. 

mortality, whereas the 2010 Leading Health In
dicators were selected to reflect individual be
haviors, physical and social environmental fac
tors, and important health system issues that 
greatly affect the health of individuals and 
communities.41•42 

"' Health Disparities 

Racial and ethnic disparities in mortality, disabil
ity, and morbidity have existed for many years, 
and racial and ethnic minorities, with few ex
ceptions, continue to experience higher rates of 
mortality, disability, .and morbidity than nonmi
norities. In general, blacks or African Americans 
have worse health outcomes than any other race 
or ethnic group in the United States; American 
Indians or Alaska Natives and Hispanics often 
have worse health outcomes than whites; and 
Asians fare as well as, and sometimes better 
than, non-Hispanic whites. These racial dispar-

ities have been documented for decades and 
some have widened in recent years. 

Mortality 
Since the beginning of the 20th century, blacks 
or African Americans and other minorities have 
had a higher maternal mortality rate than 
whites (see Fig. A-3). In 2001, black or African 
American women who became pregnant had 
more than three times the risk of dying of 
pregnancy-related causes than white women. 
The maternal mortality rate was 6.5 per 100,000 
live births for non-Hispanic whites, 24.7 per 
100,000 live births for blacks or African Ameri
cans, and 9.5 for Hispanics.3 Blacks or African 
Americans and other minorities have also al
ways had a higher infant mortality rate than 
whites. In 2001, the infant mortality rate among 
blacks or African Americans was 14.0 infant 
deaths per 1000 live births compared with 5.7 
among whites-2.5 times higher3 (see Fig. A-4). 
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It-;;, ~ '·:' • 
, ;1:..;2> Healthy People 2010 Leading Health Indicators and Specific Objectives to Track Them 

. ,, ',r"" - ~~ ' • 
~ ~. 

\ilai~~i 
,;_,_. p):_oportion of adolescents who engage in vigorous physical activity that 

ij(orespiratory fitness 3 or more days per week for 20 or more minutes per 

,~e-pJoport~n of adults who engage regularly, preferably daily, in moderate 
-!tt:ti:Vln, tqr at least 30 minutes per day 
if an1fbbesity: 
t_ti~'P,!9~ort!on of children and adolescents who are overweight or obese 

IR[Oport1on of adults who are obese 
se'i.' ,-,;~ 
c!gefrefte smoking by adolescents 
big?rette smoking by adults 

. . ·ee 1Af:fute: 
:;,at_;;i~'&th~_proportion of adolescents not using alcohol or any illicit drugs during the 
it ·1·.'fisffso{a·a s • _,-.,iB---""'-"ls.-;:¥--
_., - e.Jh~,proportion of adults using any illicit drug during the past 30 days 

i'Jh~ proportion of adults engaging in binge drinking of aleoholic beverages 
:\ffe, east month 
··ble Sexual Behavior: 
e1~e ·proportion of adolescents who abstain from sexual intercourse or use 
,; _if currently sexually active 

sgthe proportion of sexually active persons who use condoms 
. ~ ~alth: 

,., "?·.'":i -: :;:. ~-~ the proportion of adults with recognized depression who receive treatment 
i~~ \_:.~t•'c: ''., f~~'. ·/1~.- 1

-~.:, i. ~~ .. :~~,_,_:~. Violence: 
1 :: • · __ ',t-,. ,., tf.'.:il.;,B~qp~~ deat~~ caused by motor vehicle crashes 
:. , • . ·, !kf7. • _• Reduce hom1c1des 
] i ~~ 1, '";~{~;;ffi'rtJ@~-mental Quality: 
Li .;,~ ,.;; • ;, ,, {~' Reduce the proportion of people exposed to air that does not meet the US 
o/ r'i' '~\:" 5.':1i ·-~Environmental Protection Agency's health-based standards for ozone 
(i ;,- , 0

• J , : ;;j,. ;_ ,/ Redu_ce ~he proportion of nonsmokers exposed to environmental tobacco smoke 
\ j-C:- • :;_"':! -~\r491 • lmmurnzatlon: 
r~" ,_ , ;", ~1 ~,/f-~ ~;Jnctease the proportion of young children who receive all vaccines recommended for 
(;! • •~i~- l t,/i::1:!,lniversal administration for at least 5 years 
~~ ,.,., t" ~ -~ ~:r! • Jn~rease the proportion of noninstitutionalized adults who are vaccinated annually 

k li?•i· .. against influenza and ever vaccinated against pneumococcal disease 

r, 
r~~· 
,.:J 

11 
l 
il 

6 

t, 1,0. Access To Health Care: 
• :..: ' , • lnerease the proportion of people with health insurance 

4 
• lnerease the proportion of people who have a specific source of ongoing care 
• Increase the proportion of pregm:1nt women who begin prenatal care in the first trimester 

of pregnancy 

Source: Healthy People 2010: Leading Health Indicators. Available at: http://www.healthypeople.gov/documentlhtml/uih/ 
uih-4.htm. 



0 

0 

-

12 SECTION I HEALTH-CARE DISPARITIES ACROSS THE LIFE SPAN '?./ 

The gaps in maternal and infant mortality be
tween blacks or African Americans and whites 
have widened over time. Neonatal and post
neonatal mortality rates were also higher among 
blacks or African Americans than among whites. 
Underlying the continuing higher infant mortal
ity rate among blacks or African Americans are 
higher rates of low birth weight and preterm de
livery: in 2002, the incidence of low birth weight 
among non-Hispanic whites was 5.02% of 
births compared with 11.44% among blacks or 
African Americans and 5.44% among Hispanics; 
the incidence of preterm delivery among blacks 
or African Americans was 15.98% compared 
with 9.07% for non-Hispanic whites and 10.63% 
·among Hispanics.43 

Since 1900, general and age-adjusted mor
tality rates have continued to be higher for 
blacks or African Americans than for whites. 3 

Also since 1900, life expectancy at birth has con
tinued to be better for whites than for blacks or 
African Americans.3 In 2001, blacks or African 
Americans had an overall age-adjusted death 
rate that was 1.3 times higher than that of the 
white population. The overall death rates for all 
other minority populations were lower than that 
for whites (see Figs. A-5 through A-7). 

In 2000, elevated mortality rates for blacks 
or African Americans compared with whites ex
isted for eight of the leading causes of death.5 

Blacks or African Americans experienced the 
highest rates of mortality from heart disease, 
cancers (including breast and lung cancer), in
fluenza and pneumonia, cerebrovascular dis
ease (including stroke), HN and AIDS, diabetes, 
and homicide of any racial or ethnic group.5•44 

Compared with whites, American Indians had 
lower death rates for cerebrovascular disease 
(including stroke), heart disease, and cancer 
(including breast and lung caner), but higher 
rates of death from motor vehicle crashes, dia
betes, and cirrhosis of the liver. Hispanics had 
higher death rates than whites for diabetes, 
HIV and AIDS, and cirrhosis of the liver.5•44 

For an of the leading causes of death in the 
United States except for homicide, the Asian 
or Pacific Islander population had mortality 

t~ 
rates considerably lower than those of whites5,44 } ' 

(Table 1-3). \~ 

Disability 
The US Census Bureau reported that there were 
49.7 million people with some type of long
lasting condition or disability in the United 
States in 2000, representing 19.3% of the popu
lation 5 years of age and older. 45 The incidence 
varied among the various racial and ethnic 
groups, ranging from 16.6% among Asians to 
18.3% among whites, and 24.3% among blacks 
or African Americans and American Indians or 
Alaska Natives (see Fig. A--8). The incidence in
creased with age, but the differences held true 
for all age groups.45 The incidence was much 
higher for adults aged 65 years and older but 
continued to be highest among the American In
dian or Alaska Native population45 (Table 1-4). 

Morbidity and Health Status 
When asked to assess their own health and the 
health of family members living in the same 
household, a much higher proportion of whites 
than blacks or African Americans or Hispanics 
assessed their health as excellent or very good46 

(Table 1-5). For selected morbidity measures, 
blac;ks or African Americans had higher reported 
incidence rates than whites for HIV and AIDS, 
tuberculosis, syphilis, diabetes, and childhood 
asthma6•46 (see Table 1-5). High rates of tu
berculosis were also reported among the other 
minority groups, with the highest rate of tu
berculosis among the Asian or Pacific Islander 
population6 (see Table 1-5). In 1998, it was 
estimated that the highest proportion of peo
ple living in counties with poor air quality was 
Hispanic and Asian or Pacific Islander (60%); 
obesity was most common among adoles
cent and adult male and female blacks or 
African Americans as well as among adolescent 
Hispanics46•47 (see Table 1-5). Blacks or African 
Americans, Hispanics, and American Indians 
or Alaska Natives had higher rates of births 
among mothers aged 10 to 17 years than -whites 
and Asians or Pacific Islanders5 (see Table 1-5). 

~;,;~ 
~·,s;.1 
~'{J~ 

l,r~Je 
8/AA,I: 

Hm~ 
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► TABLE 1-3. Mortality Rates by Leading Cause, Year, and Race or Ethnicity, United States 

Indicator and Year' (Reference) 

l'i.\r.Age-adjusted mortality rate, 2001 (3) 
f Oise·ases of the heart death rate, 2000 (5) 

• 1 _< fii1'£1ig11ant neoplasm death rate, 2000 (5) 

f
~'?_..i~~ebroyascular disease death rate, 2000 (5) 

·.: :g!JDQ cancer death rate, 1998 (44) 
s:;;F~jn~I~ breast cancer death rate, 2000 (5) 

~;;lj~Ilue,nia· ~rid pneumonia death rate, 2000 (5) 
. \_;:§lf.g_~~"cc:!_~ath rate, 1998 (44) 
; Diaoet~s_.mellitus death rate, 2000 (5) 

White 

836.5 
255.5 
200.6 

59.0 
38.3 
26.8 
23.5 
23.3 
21.8 
15.6 
12.0 

Race or Ethnicity 

8/AA H/L, Al/AN A/Pl 

1101.2 306.8 686.7 492.1 
324.8 196.0 178.2 146.0 
248.5 134.9 127.8 121.9 

81.9 46.4 45.0 52.9 
46.0 13.6 25.1 17.2 
34.5 16.9 13.6 12.3 
25.6 20.6 22.3 19.7 
42.5 19.0 19.6 22.7 
49.5 36.9 41.5 16.4 
15.7 14.7 27.3 8.6 

5.5 5.9 9.8 5.5 

1 
·,, .. Mb.for yehl6fe crash death rate, 2000 {5) 

{· :;3.9\iigi.c!~rgfe; 2000 (5) 
-~ i/Gh"fqnlQ.:liv.et disease and cirrhosis death rate, 2000 (5) 

-~. r§'i:k:"rt1lated injury death rate, 2001 (5) 
9.0 9.4 16.5 24.3 3.5 
4.2 3.8 6.0 

',:.,~,- ·-• \. ~- :_9ffiH,i~-rqt~. 2000 (5) 2.8 20.5 7'.5 6.8 3.0 
2.2 23.3 6.7 2.2 0.6 , - · )Y/Al0$_·g,i~ath rate, 2000 (5) 

l~,,:~~:,- 8/~~-~;a~;o; African American; H/L, Hispanic or Latino; Al/AN, American Indian or Alaska Native; A/Pl, Asian or Pacific 
ll ,., _. lslc!nder; -, not available. 

t.;,; -<~-~';- - , 8 Rates are per 100,000 people. 
lt;: f· '• s_ourpe: Compiled from data in references 3, 5, and 44, as specified. 

L,-:.;~ f..~J 
< i: '.',,; 

• "\<i-,-l: • , 1··Qfu~r health status indicators were reported 
:;Cr1, ,;fikough the Behavioral Risk Factor Surveillance 
fl·''.-:. ·System (BRFSS).48 The 1997 BRFSS reported that 

'\,, biacks or African Americans were most likely of 
OalL'rac;ial or ethnic groups to. report that they 
;i-w:ere in fair or poor health and most likely to 
', ave 'been told by a health-care professional 

't 'i-" .. -,, J n.~ 1 

~} ;flie~,?lood pressure was high.48 American 

' 1 
f f' 

'....,'S'." x-

Indians or Alaska Natives were ~ost likely to be 
obese; whites were most likely to have been told 
by a health-care professional that their blood 
cholesterol level was high; and blacks or African 
Americans and American Indians or Alaska 
Natives were most likely to have been told by a 
health-care professional that they had diabetes48 

(see Table 1-5). 

\_"J:~E!UE. 1-4. Percent of Noninstitutionalized Population Wrt:h Any Disability by Age and Race or 
~riicity~United States, 2000 

;:l• 
::...;l 

Race or Ethnicity 

White 8/AA H/L Al/AN Asian NH/Pl 
••• ,t'·:!- ,..; fl 

24.3 20.9 24.3 16.6 · • -'l;a,· 18.3 19.0 
'· :t· l,~,i;fi,·'. ·5.7 7.0 5.4 7.7 2.9 5.1 

·1- ~~:: ~.r::~~16.2 26.4 24.0 27.0 16.9 21.0 
<' '.""~. 

" 
e -•·;,,40.4 52.5 48.5 57.6 40.8 48.5 ~-. t:· • 

,:~; .~ 

African American; H/L., Hispanic or Latino; Al/AN, American Indian or Alaska Native; NH/Pl, Native 
r Other Pacific Islander. 

il!1Y Status: 2000. Census 2000 Brief. Washington, DC: US Dept of Commerce, Economics and Statistics 
tion, US Census Bureau; March 2003. Available at: http://www.census.gov/hhes/wwwldisability.html. 
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► TABLE 1-5. Health status and Morbidity Rates by Race and Ethnicity, United states 

Indicator and Year (Reference) 

% of persons of all ages whose health status 
was assessed as excellent or very good, 
2003 (46) 

% of children 0-14 years with at least one 
episode of asthma during the past 
12 months, 2003 (46) 

% people in counties with poor air quality, 
1998 (44) 

% of male adults obese, 2003 (46) 
% of female adults obese, 2003 (46) 
% <18 years living in poverty, 2001 (5) 
% of children and adolescents overweight or' 

obese, 2001 (47) 
% of low birth weight, 2001 (5) 
Incidence rate of AIDS, 2001 (6)8 

% ::::_ 18 years diagnosed with diabetes 
mellitus, 2003 (46) 

Incidence rate of tuberculosis, 2001 (6)8 

% of births to mothers 10-17 years, 2001 (5) 
Incidence rate of syphilis, 2001 (6)8 

Incidence rate of measles, 2001 (6)8 

White 

71.0 

4.5 

35.9 

22.6 
21.1 

9.5 
8.8 

6.76 
6.67 
5.7 

3.64 
2.3 
0.67 
0.02 

8/AA 

57.2 

8.8 

45.8 

28.7 
38.3 
30.2 
16 

12.95 
60.45 
10.1 

14.07 
7.3 

10.59 
0.01 

Race or Ethnicity 

H/L 

58.2 

4.3 

59.8 

23.1 
27.5 
28 
15.1 

6.47 
9.72 
8.3 

11.33 
5.8 
2.05 
0.04 

Al/AN 

30.2 

7.33 
9.10 

11.58 
6.8 
4.08 
0.05 

AfPI 

11.5 

7.51 
3.80 

32.65 
1.3 
0.48 
0.42 

B/AA, black or African American; H/L, Hispanic or Latino; Al/AN, American Indian or Alaska Native; A/Pl, Asian or Pacific 
Islander;-, not available. 

a Rates are per 100,000 people. 

Source: Compiled from data in references 5, 6, 44, 46, and 47. 

Behavioral Risk Factors 

Behavioral risk factor information is primarily 
derived from survey data and, in the absence 
of oversampling of small minority populations, 
no such information is available for several indi
cators for small minorities at the national level. 
Recent survey data indicate that white adoles
cents and adults were more likely to use tobacco 
products and consume alcohol than blacks or 
African Americans or Hispanics, but were more 
likely to engage in physical activity; Hispanic 
adolescents were least likely to abstain from 
sexual activity or use condoms.5•46•47 Similar 
findings were reported through the BRFSS.48 

The 1997 BRFSS reported that black or African 

American adults were least likely to be involved 
in leisure-time physical activity, adult whites 
were most likely to consume alcohol (at least 
one drink during last month), and American 
Indians or Alaska Natives were most likely to 
engage in binge drinking (five or more drinks 
at least on one occasion in the past month) or 
not use seat belts48 (Table 1-6). 

Health-Care Utilization and 
Access to Care 

. 
Rates of utilization of health care are different 
among the different minority populations. For 
example, in. 2001, a higher proportion of white 
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► TABLE 1-6. Prevalence of Selected Behaviors by Race and Ethnicity, United States 

~· 

Indicator, Year (Reference) 

% of adolescents who abstain from sexual in
tercourse or use condoms, 2001 (47) 

% of adolescents who engage in vigorous 
-~ ::Physical activity, 2001 (47) 

r , % of adults (;:: 12 years) using alcohol ( at least 
¥ ;;:~ one drink in past 30 days), 2001 (5) 
tt:9/o .of adolescents using alcohol (at least one 
~t,;\r.:~.:drink in past 30 days), 2001 (47) 
C. <•r-. 

' ' ,y~ :of •adolescents who used tobacco at least 
}~~th~e i.n past 30 days, 2001 (5) 
a ,/Taclults who engage in moderate ·physical 

't!1,11ty, 2003 (46) 
t~aufts (;::12 years) who used tobacco at 
'st,orice in past 30 days, 2003 (5) 

{,bf adults (;::12 years) engaging in binge 
c;It'i.nking (5 drinks or more in 1 day at least 
gt,ce in past year), 2001 (5) 
j;ac;lults (:::12 years) using any illicit drugs 

~ici1R:~~t B.0 P?.YS, 2001 (5) 

White 

86.6 

66.5 

52.7 

50.4 

37.7 

36.2 

31.3 

21.5 

7.2 

B/AA 

85.2 

59.7 

35.1 

32.7 

19.4 

26.1 

27.7 

16.8 

7.4 

Race or Ethnicity 

H/L 

83.6 

60.5 

39.5 

49.2 

29.4 

25.2 

22.9 

21.3 

6.4 

Al/AN 

35.0 

44.9 

21.8 

9.9 

A/Pl 

31.9 (AO) 

28.5 

21.3 

7.5 

i<i~;} ~. 8/AA, black or African American; H/L, Hispanic or Latino; Al/AN, American Indian or Alaska Native; A/Pl, Asian or Pacific 
t ~~ f,. ·•~W islander; AO, Asian Only;-, not available. 
,fr -~ . =. -,/•,;_~ " 

• i !:Spiirce: Compiled from data in references 5, 46, and 47. 
"'c>}')fJ:':ft 

'~'rJ\~}'. 
'}i:~;fzjpthers received early prenatal care than moth

~,:.,, ~:;_,1~t~1of other race or ethnicity; the lowest pro
'/i;~P,~rtion of mothers receiving early prenatal care 
;: ).w,ils;.,among American Indians or Alaska Natives5 

• . ~a[l~.1-7). Whites also had the highest pro
:,~tif-P pf children receiving all recomm~nded 
• • ,cc;ines, adults 65 years or older vaccmated 

~ai.!ist.lnfluenza, adults ever vaccinated against 
:l~fi"~ococcal disease, persons having health 

•• "'.-nee, and persons having a specific source 
• gf,iihg health ~e5•46 (see Table 1-7). The 
;-$Rltss reported that Hispanics were least 
¥J.t?>~}:~ek preventive clinical services, in
;,.Rl;fi~t)ng had blood cholesterol checked 

.:.:.tlie; 'past 5 years, having a Pap smear 
)the, .past 3 years, having a mammogram 
~en, older than 50) in the past 2 years, 
i~·.cliriical breast exam (for women older 
• >:in. the past 2 years, having a home-

kit fecal occult blood test (for people aged 50 
or older), and having had a sigmoidoscopy (for 
people aged 50 or older).48 In 1997, the high
est prevalence of people with low educational 
attainment (less than high school education) 
was among the Hispanic population. Hispanics 
were also most likely to not have any health
care coverage, to not have a routine physical 
examination, and to report cost as a barrier to. 
health care48 (see Table 1-7). 

Health-Care Disparity 

Concern has grown that even at equivalent lev
els of access to care, racial and ethnic minorities 
experience a lower quality of health services 
and are less likely to receive routine medical 
procedures than white Americans. For example, 
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► TABLE 1-7. Health-Care Utilization and Health-Care Coverage by Race and Ethnicity, United States 

Race or Ethnicity 

lndicatori Year (Reference) White B/AA H/L Al/AN A/Pl 

8/AA, black or African American; H/L, Hispanic or Latino; Al/AN, American Indian or Alaska Native; A/Pl, Asian or Pacific 
Islander; AO, Asians Only; -, not available. 

Source: Compiled from data in references 5 and 46. 

blacks or African Americans with end-stage re
nal disease were less likely .to receive peritoneal 
dialysis and kidney transplantation,49,50 blacks 
or African Americans and Hispanic patients 
with bone fractures seen in hospital emergency 
departments were less likely than whites to re
ceive analgesia, and black or African American 
Medicare patients with congestive heart failure 
or pneumonia received poorer quality care 
than whites.51•52 Moreover, a growing number 
of studies have found racial differences in the 
receipt of major therapeutic procedures for a 
broad range of conditions even after adjusting 
for insuranc~ status and severity of disease, 
including situations in which differences 
in economic status and insurance coverage 
are minimized through the Veterans Health 
Administration System and the Medicare 
program.53-56 

In 1999, concerned over increasing reports 
of disparities in health care, Congress directed 
the Institute of Medicine (IOM) to assess dispar
ities in the types and quality of health care re
ceived by US racial and ethnic minorities and 
nonminorities. The IOM's Committee on Un-

derstanding and Eliminating Racial and Ethnic 
Disparities in Health Care defined health-care 
disparities as "racial and ethnic differences in 
the quality of health care that are not due to 
access-related factors of clinical needs, prefer
ences, and appropriateness of intervention. "57 

The committee examined many sources of data 
to assess the scope of disparities in health care, 
explore sources of these disparities, and gener~ 
ate strategies to eliminate them. Data sources in
cluded a review of the literature, commissioned 
papers, public testimony from professional so
cieties and organizations, input from technical 
liaison panels, and focus group and roundtable 
input. The committee concluded that racial and 
ethnic disparities in health care are, with few ex
ceptions, remarkably consistent across a range 
of illnesses and health-care services. These dis
parities are associated with socioeconomic dif
ferences and tend to diminish significantly, 
and in a few cases, disappear altogether when 
socioeconomic factors are controlled.58 The ma
jority of studies reviewed by the committee, 
however, found that racial and ethnic disparities 
remain even after adjustment for socioeconomic 
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• f erences and other health-care access-related 
. 58-60 ctors. 

: \hough most attention and research has been 
ditected toward health disparities among racial 
'.bc:Lethnic minorities, recent statistics have doc
liniented serious health disparities among other 

\~_gments of the population. 
4 :,. 

·-± ... ,.r 
;7 

'.

0 Rersons With Disabilities 
·~:i !~·;~ 
,.s "The US Census Bureau reported that in 2000, 
f '.j!t7.,million people with some type of long
• '-"'lasting condition or disability lived in the United 
• :States. 45 Persons with disability are at risk of sec

~,,;;-1~ridary conditions (preventable physical, men
':'~ 'ta1,, and social disorders) resulting directly or 

i5• :fu:directly from an initial disabling condition. 61 

3:\Bata from the National Health Interview Survey 
:t,:,2;,.ihgicate that people with disabilities are more 
• 1~'. ,,1i}{"ely to smoke and to be overweight, . and 
;:/1· 'l~ss ,likely to engage in moderate physical ac
t!r !~~vjty:. Moreover, people with disabilities are 
•• ~f.:.°i:fiific:>re likely to report that their health is 
.. , ,, .\'_P,qPt or fair ( 44.8%) compared with people 
>;:. , '3/ijhout disabilities (9.4%); and people with 
f' "' ·cfi~abilities are also less likely to become 
:J~miolved in physical activity.62 In a survey con

. ,i~ "t 4tii;:ted in Washington state, Kinne et al reported 
'•'-'"\ ,, a:tq;t-the prevalence of each of 16 secondary con
t~~ :V'.t>f:lif!tms (eg, chronic pain, sleep problems, peri
~:?r~~q:£s.:'of depression, respiratory infections, falls 

;-/::'' ··p_~p~er injuries, lack of romantic relationships, 
• :i_ ;'.;,p~,p~Jems making or seeing friends, asthma, 

t.., ·ef5)-1was two to three times higher among 
:,t,_~ ,ad'!,Jlts with disabilities than among adults with

:~f 1:·, .. ;io\Jf :disabilities.63 People with disabilities are 
. ·,{{~t -'fil§9 more likely to have smoked or to be cur-

• !;:,,/ti'.': rent~smokers.64 Data from the National Health 
,·~ ~:~ .. , 

• • Interview Survey also indicate that people with 
• '.:~ 

1disabilities are less likely to participate in social 
,{';activities such as calling friends or relatives, get

·r1 

ting together with friends or relatives, or going 
to worship, to a restaurant, or to group events.62 

Furthermore, people with disabilities are less 
likely to be employed, and if employed, they 
are more likely to have lower income than peo
ple without disabilities.62 

Geographic Location 

Health disparities have also been observed 
among people living in rural areas. For exam
ple, adult men and women living in rural ar
eas are less likely to use preventive services 
such as mammograms, Pap smears, proctosig
moidoscopy, and influenza and pneumococcal 
vaccinations.2 

Socioeconomic Status 

Another vulnerable segment of the US popu
lation are people classified as being of lower 
socioeconomic status (SES). This segment of 
the population also experiences worse health 
outcomes when compared with the higher 
SES group; for example, children from lower 
SES communities were found to have higher 
injury hospitalization and mortality rates6\ 
and white, black or African American, and 
Mexican American men and women living 
in neighborhoods with lowest incomes were 
found to have two to four times higher mortality 
rates than those living in neighborhoods with 
the highest incomes.66 Lower SES was also 
associated with lower reported health status 
and higher mortality.67 

The Census Bureau reported that, in 2002, 
poor people were more likely to be without 
health insurance for the entire year indepen
dent of gender, race or ethnicity, or nativity.68 

Newacheck et al reported that, from 1979 to 
2002, black or African American children expe
rienced a higher prevalence of disability than 
white children. However, the investigators' mul
tivariate analysis indicated that the difference in 
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disability between blacks or African Americans 
and Whites could be explained entirely by dif
ferences in poverty status. 69 

► FACTORS CONTRIBUTING TO 
HEALTH DISPARITIES 

Racial and ethnic variations in health result from 
variations in an individual's exposures or vul
nerability and are a reflection of issues related 
to the health-care system. At the individual and 
community level, factors that contribu.te to vari
ations in health include behavioral and psy
chosocial factors, material factors (education, 
occupation, and income), and environmental 
living conditions and resources. Health system 
factors include issues of access to health-care 
systems (physicai, financial, and practical ac
cess [ie, customer friendliness]), access to ser
vices within the system (getting appointments, 
completing referrals to specialists, getting after
hours advice), health services utilization, health
care quality, and the ability of the system and 
providers to effectively address patients' needs 
(awareness of patients' conditions and func
tional limitations, knowledge and clinical skills, 
and cultural competence). These factors are in
terdependent, affect one another to a large ex
tent, and often are driven by socioeconomics. 

Socioeconomics 

Being in a lower socioeconomic class usu
ally means having poorer housing conditions, 
fewer opportunities for higher education, less 
health insurance coverage, and lower access to 
health care. Environmental health risks-such 
as degradation; air, water and soil pollution; and 
other physical hazards-are more prevalent in 
low-income racial and ethnic minority commu
nities. Individual risk factors for poor health are 
pronounced among m~ny racial and ethnic mi
norities, and these risks are confounded by the 
disproportionate representation of minorities in 
the lower socioeconomic classes, as well as 
hazardous and low-paying occupations. For ex-

ample, in 1996 50% of all garbage collectors, 
over 33% of all elevator operators, and 33% of 
all nursing aides and orderlies were blacks or 
African Americans. Similarly, more than 75% of 
all miscellaneous woodworkers, 68% of all farm 
product graders and sorters, 37% of all farm 
workers, and 34% of all fabric machine oper
ators were Latino. 

Many classic case studies have documented 
differential exposure to work-related toxicants, 
resulting in disproportionately high rates of oc
cupational diseases among miners, steelwork
ers, chemical-industry workers, rubber and tex
tile workers, and others.70•71 Moreover, SES, in 
and of itself, is correlated with health status in
dependently of individual risk factors, because 
people in each ascending step along the socioe
conomic gradient tend to have better health, 
even when individual health risk factors are ac
counted for.72 Thus, research into the reasons 
for health differences between racial and eth
nic groups has focused largely on differences 
in SES (income, wealth, unemployment, and 
socia_l support) and the associated access to 
preventive health-care services, suggesting that 
inequalities in income and education underlie 
some health disparities.73- 75 Other factors, how
ever, clearly enter the picture, as minorities with 
supposedly equal access to care through insur
ance coverage and those employed still suffer 
worse health outcomes when compared with 
whites. 

During the past 40 years, major changes 
occurred that were expected to drastically re
duce or eliminate socioeconomic differences in 
health: infectious disease has declined as a lead
ing cause of morbidity and mortality; adequate 
nutrition, housing, water, and waste disposal 
have become available to most American fami
lies; and Medicaid and Medicare (federal health 
insurance for the poor and elderly) have put 
health care within the reach of many of the 
poor. Nevertheless, socioeconomic differences 
in health persist, and the traditional explana
tions alone have limited power to explain the 
continuing association between social stratifica
tion and health. 74• 76 
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·::.._Gulture and Acculturation 

•·• :culture is defined as the integrated pattern of 
, • human knowledge, belief, and behavior that 
~ ,qepends on the human capacity for learn-
. .,•-lrig and transmitting knowledge to succeeding 
·,l generations.77 That cultural factors-the cus
:. fomary beliefs, social forms, and material traits 

!i_}8f a racial, religious, or social group77-also 
'":;. H1ay a role in health disparities is demonstrated 

.. b) differences in health status among different 
subpopulations in the United States. For exam
ple, among some immigrant Hispanic popula

'\{ons birth outcomes have been found to be bet
-x~r than those of their US-born peers, suggesting 

. that sociocultural risk increases with subsequent 
.~enerations living in the United States.78 

: , Data show that despite the fact that Mexican 
.,.,, Americans tend to be poorer, less educated, 
-'',. and medically underserved compared with non
'"' Hispanic whites, they are astonishingly healthy. 
ti:.:~ 

•• • Mexican American rates of infant mortality and 
"1Bw birth weight are equivalent to those for 
":ri'.on-Hispanic whites and half those of blacks or 

:
1 fifrican Americans, and overall mortality among 

·•· ,1Mexican Americans is lower than that among 
~- '.non-Hispanic whites.5 Mexican Americans also 
:,~~ave low rates of lung cancer, heart disease, 
1; ,iliid chronic respiratory disease. 79 These find
' -~ iflgs illustrate what researchers refer to as a para

. > " d6x, because they are contrary to historical as
. .::,.. ~ s~rnptions that increased risk associated with 
;i-~,:ithnicity can be explained in terms of genetic 
;. . ~ifferences related to race or factors related to 
." SES.79 

.£1 In a 1989 study of low birth weight among 
. • !Vlexican Americans, Scribner and Dwyer pro

_posed that factors associated with Mexican 
•• -cultural orientation may be protective against 

.. )he risk of low birth weight among Mexican 
•.' Americans.80 Scribner further suggests that this 

"acculturation" hypothesis explains the para
dox in terms of cultural orientation linked 
to ethnicity.79 Mexican American ethnicity is a 

: marker of a Mexican cultural orientation· that 
"~; is defined hy behavioral norms that can ac
( count for their favorable health status. Mexican 

Americans as a group smoke less, drink less, and 
eat a better diet than do non-Hispanic whites.79 

Over time, and once Mexican Americans have 
been fully acculturated in the high-risk envi
ronments of socioeconomically disadvantaged 
communities, their behavioral norms and health 
outcomes come to resemble those of other 
socioeconomically disadvantaged groups living 
in similar community environments.79 Many 
studies have examined acculturation and re
ported that it does affect behaviors and the 
health status of immigrants. For example, recent 
adolescent immigrants were at lower risk than 
other students in relation to substance use,81 

greater acculturation was found to be associated 
with poorer childhooq immunization status,82 

and Mexican American women had generally 
more undesirable behaviors and risk factors 
than Mexican immigrant women.83 On the other 
hand, Mexican Americans who were born in the 
United States had a lower level of physical inac
tivity during leisure time84; older, US-born His
panics were less likely to be current smokers85; 
and women who were more acculturated had 
significantly higher odds of ever and recently re
ceiving a clinical breast examination and a mam
mogram than did less acculturated women.86 

Racism and Discrimination 

Racism is defined as "a belief that race is the 
primary determinant of human traits and capac
ities·, and that racial differences produce an in
herent superiority of a particular race. "77 Marx 
further proposes that, put into practice, ·racism 
refers to relationships in which one group, sup
posedly distinguished by physical differences, 
has more power (political, economic, military) 
than another, and can and does use that power 
to act on or against a similarly distinguished 
oppressed group. Racism is distinguished from 
prejudice, in that prejudice is a preconceived 
idea that is usually unfavorable but is not nec
essarily acted on with power and authority.87 

Jones offers a basic framework for under
standing racism and how it influences health 
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outcomes. She proposes that racism exists at 
three levels: institutionalized, personally medi
ated, and internalized.88 Institutionalized racism 
manifests itself both in material conditions (eg, 
differential access to quality education, sound 
housing, gainful employment, appropriate med
ical facilities, and a clean environment) and in 
access to power (eg, differential access to in
formation, resources, and voice, including vot
ing rights, representation in government, and 
control of the media). Institutionalized racism 
is often evident as inaction in the face of 
need. 88 Personally mediated racism is defined 
as prejudice (differential assumptions about the 
abilities, motives, and intentions of others based 
on their race) and discrimination (differential ac
tions toward others based on race). Personally 
mediated racism can be intentional or uninten
tional and includes acts of commission as well 
as of omission. This form of racism manifests 
itself as lack of respect (poor or no service, 
failure to communicate options), suspicion 
(shopkeepers' vigilance; everyday avoidance, 
including street crossing, purse clutching, and 
standing when there are empty seats on pub
lic transportation), and devaluation (surprise at 
competence, stifling of aspirations, scapegoat
ing, and dehumanization). Internalized racism 
is the acceptance by members of stigma
tized races of negative messages about their 
own abilities and intrinsic worth, character
ized by their not believing in others who look 
like them and not believing in themselves. 
Internalized racism manifests as an embracing of 
"whiteness," self-devaluation, resignation, help
lessness, and hopelessness.88 

Krieger et al and Williams et al suggest 
that discrimination and racism may create stress 
leading to poorer health among members of 
racial minority groups.89•90 Research indicates 
that racial discrimination and racism have a 
significant impact on health and are important 
contributors to the racial and ethnic health dis
parities in the United States.58•73,74,88- 92 For ex
ample, Krieger and Sidney reported that systolic 
blood pressure was higher among black or 

African American adults who experienced racial 
discrimination and accepted unfair treatment, 
compared with those who experienced racial 
discrimination but reported that they challenged 
unfair treatment.91 In a population-based survey 
of Chinese Americans living in Los Angeles, Gee 
reported that individual and institutional mea
sures of racial discrimination were associated 
with health status of minority group members 
after controlling for acculturation, sex, age, so
cial support, income, health insurance, employ
ment status, education, neighborhood poverty, 
and hoi,J.Sing value.92 

Psychosocial Factors 

Some researchers propose that psychosocial fac
tors (health behaviors, stress in family, residen
tial and occupational environments, social in
tegration and support, perception of mastery 
and control, social ties, and attitudinal orien
tations) represent critical links between social 
structure and health status.74•76 The social dis
tribution of these factors represents the pat
terned response of social groups to the reali- ' 
ties and constraints of the external environment 
imposed on them by social structure. Interven
ing mechanisms between social structure and 
health status are adaptive to the living and work
ing conditions of the poor.74 Accordingly, ef
forts to change the lifestyle of the poor without 
also altering social structure and life chances not 
only may be ineffective, but may do more harm 
than good. It has been reported that health ed
ucation campaigns achieve only limited success 
and are more effective in producing behavior 
change in persons from higher socioeconomic 
levels than in their lower-level peers. For exam
ple, cigarettes are widely believed to alleviate 
stress and tension, and persons of lower SES 
face more stress and have fewer resources to 
cope with it than their better educated peers; 
thus strategies to promote smoking cessation 
could be much more complex among minority 
populations.74 
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,:. I 
t_Access to Care 
~.\ 1· 

• i. ~cial and ethnic minorities are less likely than 
-whites to possess health insurance coverage 
·"and, even when insured, may face additional 
•;harriers to care because of other socioeconomic 

"'·· ,;;;factors, such as high copayments, geographic 
:¥actors, and insufficient transportation. For ex
'filllple, Newacheck et al found that minority 
.ihildren with special health care needs were 
·hlore likely to be without both health insurance 
c~verage and a usual source of care, and to re

. port inability to obtain needed medical care.93 

Poverty appears to be a major factor affect
Jrig ;access to care; in 2002, the proportion of 

,, people without health insurance for the entire 
~ year was much higher for all racial and eth

{ nic,groups living in poverty, reaching 42.8% for 
:"-tp_oor Hispanics67 (see Fig. A-9). Several other 

r,. factors contributed to having health insurance: 
I::~·· gender, age, nativity, household income, educa
C -cti.on, and work experience. In eaah case, people 
(- 7~ cliving in poverty were much more likely to have 
• :no health insurance for the entire year than the 
.~:~general public with similar characteristics.67 

lt.·', 
; :f'H~alth Care 
--1':.. - ,. 

~\:~•,:. " tJ;: 

·'B~yond access-related factors, the IOM's Com
-. ~mittee .on Understanding and Eliminating Racial 

:and 'Ethnic Disparities in Health Care con
~,Sl~ded that a range of patient-level, provider

>:.;1~y.el, and system-level factors may be involved 
: ;i~ ,racial and ethnic health care disparities. At 
.:i: lli¢ -patient level, minority patients are more 

'~~ely to refuse recommended services, adhere 
>;p,~orly to treatment regimens, and delay seeking 
/.'.~!:!.94•95 However, the committee concluded 
'.i~f.racial and ethnic differences in patient pref
"e-~ntes, care-seeking behaviors, and attitudes 
~~ ·Unlikely to be major sources of health-care 
dl;lparities. 
' At. the health systems level, the ways in 

• c~systems are organized and financed, and 
,, ~~ailability of services, may exert differ-

ential effects on patient care, particularly for 
racial and ethnic minorities. Minority popula
tions have less access to care independent of 
their insurance status because fewer physicians 
and clinics exist in their communities.96 And 
where health facilities exist, they may be less 
well equipped or staffed, or be overcrowded. 
Moreover, people who are members of minor
ity groups are less likely to be referred for tests, 
or to receive specialty care, mental health care, 
or needed procedures and surgery. Language 
barriers, for example, pose a problem for many 
patients in areas where health systems lack the 
resources, knowledge, or institutional priority 
to provide interpretation and translation ser
vices. Similarly, time pressures on physicians 
may hamper their ability to accurately assess 
presenting symptoms of minority patients, es
pecially where cultural or linguistic barriers are 
present. 

Several factors may contribute to disparities 
in health care at the provider level: greater clin
ical uncertainty when interacting with minor
ity patients, bias or prejudice against minorities, 
and beliefs or stereotypes held by the provider 
about the behavior or health of minorities.58 In 
deciding on a diagnosis and course of treat
ment, a physician must balance new informa
tion gained from a patient with his or her prior 
knowledge and expectations about the patient. 
If the physician has difficulty accurately assess
ing and understanding a patient's presenting 
symptoms and condition, he or she is likely to 
place greater weight on prior knowledge and 
expectations, resulting in an imbalance between 
treatment decisions and the patient's needs. 
Moreover, there is considerable empirical evi
dence that even well-meaning whites who are 
not overtly biased and who do not believe 
that they are prejudiced typically demonstrate 
unconscious implicit negative racial attitudes 
and stereotypes.97 Survey research suggests that 
among white Anlericans, prejudicial attitudes to
ward minorities remain more common than not, 
as over half to three quarters believe that rel
ative to whites, minorities---particularly blacks 
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or African Americans-are less intelligent, more 
prone to violence, and prefer to live off of 
welfare.98 The committee concluded that, while 
there is no direct evidence that provider biases 
affect the quality of care for minority patients, 
research suggests that health-care providers' di
agnostic and treatment decisions, as well as 
their feelings about patients, are influenced by 
patients' race or ethnicity,99- 101 and, that the 
relationship between race or ethnicity and treat
ment decisions is complex and may also be in
fluenced by providers' gender, perceptions, and 
attitudes toward patients, often in subtle ways.58 

► PROGRAMS AND 
INTERVENTIONS 

Over the past 20 years, health disparities have 
attracted the attention of many policy and pro
gram leaders at all levels. Programs have been 
developed, implemented, and evaluated at the 
local, state, and federal levels in an effort to 
"close the gap" in health disparities. Numerous 
recent federal initiatives were established both 
to draw attention to the problem of health dis
parities and to develop and implement concrete 
plans to address these disparities within the 
medical, academic, research, and public health 
communities. Programs have been initiated and 
supported technically and financially within all 
agencies of the federal DHHS to improve ac
cess to care, quality of care, workforce diver
sity, and cultural competence. During the 1990s, 
DHHS measured national trends in race- and 
ethnic-specific rates for 17 Health Status Indi
cators. All racial and ethnic groups experienced 
improvements in rates for 10 of the 17 indicators 
but, despite the overall improvements, in some 
areas racial and ethnic disparities remained the 
same or even increased.102 

It is difficult to obtain a comprehensive in
ventory of federal programs, because almost ev
ery agency has initiated special projects to study 
the racial and ethnic disparity in health and 
to act to close the gap. Websites and publica
tions of the various DHHS agencies list multiple 

projects ranging from presidential initiatives to 
department initiatives and agency projects. Fol
lowing are some examples: 

• The Health Resources and Services Admin
istration's (HRSA) Minority Management 
Development Program is a public-private 
partnership initiative designed to enhance 
the representation of minority managers 
and administrators in the managed care 
industry. The program provides managerial , 
training, work experience, and knowledge 
of the industry through focused didactic and 
interactive training opportunities. (For more 
information, see the department's website, 
at http://www.hrsa.gov/OMHIOMH/main2_ 
projects.htm#l 0.) 

• The Office of Management and Budget, 
Executive Office of the President, issued 
and modified Directive 15 (discussed ear
lier) to provide guidance on classifica
tion of race and ethnicity for use in 
civil rights monitoring and enforcement. 
(See http:/ /clinton4. nara .gov/OMB/fedregl 
ombdir15.html.) 

• The Office of the Secretary of Health and 
Human Services prepares and monitors the 
Healthy People objectives discussed earlier 
(http:/ /www.healthypeople.gov/) and cre
ated the "Cross Cultural Health Care Pro
gram" in 1992 to serve as a bridge between 
communities and health-care institutions to 
ensure access to health care that is culturally 
and linguistically appropriate. This program 
facilitates cultural competency training for 
providers and medical staff, interpreter train
ing for community interpreters and bilingual 
health-care workers, outreach to underrep
resented communities, community-based re
search, interpreter services, translation ser
vices, and publications and videos relating to 
cross-cultural health care. (See http://www. 
xculture.orgl.) 

• The Agency for Healthcare Research and 
Quality (AHRQ) has awarded grants to 
nine Excellence Centers to Eliminate Ethnid 
Racial Disparities (EXCEED). Each center 
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:·.frJ! is investigating a different theme in an ef
:'· ~t fort to understand causes of and factors in
: -' j• fluencing inequalities, and to identify and 
-- . 1-eliminate the causes of health disparities. 

;=:,r ii.(See http://www.ahrq.gov/research/exceed. 
:;_ ithtm.) 
>~i~d~ifhe Centers for Medicare and Medicaid 
• ·"•,\;Services supports the Historically Black 

_. r jcColleges and Universities Grant Program 
,· ,.;Jf(HBCUGP) and the Hispanic Health Ser
.. , ~tyices Research Grant Program (HHSRGP) 
' : lrto increase the pool of black or African 
;:;'-sJf.:'.American and Hispanic researchers available 
" j~o carry out the research, demonstration, and 

_- Jevaluation activities of the cente: and to sup
•. kport governmental and foundation research 
-:.; lt~ the health services area for the black 

;,Ji\:or African American and Hispanic com
~ii ~1~unities. Funding is provided to conduct 

_ 1~:Jrr.esearch related to health-care delivery and 
'$tllhealth financing issues affecting minority 
;~ ,populations, including issues of access to 
{ ... p 

, health care; utilization of health services; 
quality of services; health screening, 
,: ):evention, and education; racial health 

_ ;l ~lsparities; social and economic differences; 
Jzjanaged care systems; and costs of care. 
H§,~ehttp://www. ems. hhs .gov/researchers/ 

·:Jl\pjioritieslgrants.asp#HBCU.) 
~i-'.flle National Institutes of Health (NIH) estab
·rrl}shed the Trans-NIH Working Group to De-
' ·%lop a Strategic Research Agenda on Health 

:Jsparities, consisting of each NIH institute 
h:a ··center director. The goals of the work

irig .group are to develop a 5-year strategic 
lI:!§~arch agenda; recruit and train minority 
'•·. v,.~stigators; form new and enhance cur
¢fJfrpartnership~ with minority and other 
·rginizations working to close health gaps; 
,djµice community outreach activtties; 
ilJ.pe, code, track, analyze, and evaluate 
·roji~ss more uniformly across the agency; 
riB.,~•~nhance public awareness. (See http: 
. ga1tbdisparities.nih .gov/working.html.) 
_ e <;::_enters for Disease Control and Preven

Cf>rii(GPC) implements the Racial and Ethnic 
.P;i?rpaches to Community Health (REA;CH) 

¢:r.l, 

project and supports many other projects 
targeted toward reducing and eliminating 
health disparities, such as the National Pro
gram for Cancer Registry, Alaska Native Col
orectal Cancer Education Project, Hispanic 
Colorectal Cancer Outreach and Education 
Project, National Comprehensive Cancer 
Control Program, National Breast and 
Cervical Cancer Early Detection Program, 
National Training Center, and Research on 
Prostate Cancer Screening Behaviors. (See 
http://www.cdc.gov/omh/AMHIAMH.htm.) 
REACH 2010 is a federal project designed 
to eliminate disparities in six priority areas 
by the year 2010: cardiovascular disease, 
immunizations, breast and cervical cancer 
screening and management, diabet~s, HN 
and AIDS, and infant mortality. The racial 
and ethnic groups targeted by REACH 
2010 are blacks or African Americans, 
American Indians, Alaska Natives, Asian 
Americans, Hispanic Americans, and Pacific 
Islanders. Local and community-based 
coalitions design, implement, and evaluate 
community-driven strategies to eliminate 
health disparities. (See http://www.cdc.gov/ 
reach2010.) 

State and local programs also play an 
integral role in reducing health disparities, 
and almost all states have initiated projects 
to narrow and eliminate health disparities. 
For example, in the state of California, the 
Healthy Start initiative sought to improve the 
lives of children, youth, and families. Healthy 
Start provided comprehensive services wJthin 
the community, .school, and home to pro
duce measurable improvements in school readi
ness, educational success, physical health, emo
tional support, and family strength. In a 
1997 statewide evaluation of Healthy Start 
Works, the California Department of Education 
reported that parents and students expressed 
strong support and guidance when needed as 
well as increased test scores and parent involve
ment in school activities. (For more information, 
see http://www.cde.ca.gov/ls/pf/hs/facts.asp.) 
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► EVALUATION 

Most programs and initiatives developed to re
duce or eliminate health disparities have yet 
to be evaluated using rigorous methodologies. 
Evaluation of such programs is complicated be
cause of the multifactorial nature of disparities 
and the difficulty of having any one factor for 
reducing disparities emerge independent of oth
ers. Thus, in many cases when evaluation was 
conducted, it focused on process rather than 
outcome, because process is a more, readily· ob
servable phenomenon. 

The REACH 2010 evaluation model uses the 
following five stages to guide the collection of 
qualitative and quantitative data: 

1. Capacity building. Community coalition ac
tions to reduce disparities. 

2. Targeted actions. Intervention activities be
lieved to bring about a desired effect. 

3. Community and system changes. 
Changes to the community environment 
and to the knowledge, attitudes, beliefs, 
and behaviors of influential individuals or 
groups. 

4. Widespread risk and protective behavior 
changes. Changes in rates of risk-reduction 
behaviors among a significant percentage of 
community members. 

5. Health disparity reduction. Narrowing 
gaps in health status. 

Positive behavior changes that have reduced 
health risks among REACH 2010 communities 
to date include increases in the percentages of 
community members receiving mammograms, 
Pap smears, and cholesterol and glycosylated 
hemoglobin screenings. These changes have 
helped to reduce disparities in cholesterol and 
blood sugar screenings. 

The Medical University of South Carolina 
at Charleston and the Georgetown REACH Di
abetes Coalition have formed an urban-rural 
coalition to improve the health of more than 
12,000 blacks or African Americans with diag-

nosed diabetes in Charleston and Georgetown 
counties. After 24 months of program partici
pation, blacks or African Americans have more 
physical activity in their lives, healthier foods 
at group activities, and better diabetes care and 
control. Between 1999 and 2002, the gap be
tween blacks or African Americans and whites 
in annual A1c testing, which is used to m~asure 
blood glucose control, was virtually elimi
nated. The goal of the coalition is to elimi
nate all disparities in diabetes care and con
trol in Charleston and Georgetown counties 
by 2007. (For further information, see http:// 
www.cdc.gov/nccdphp/aag/aag_reach.htm.) 

One of the most successful programs in elim
inating health disparities has been the CDC ef
forts under the Childhood Immunization Initia
tive to eliminate disparities in vaccine coverage. 
During the 1989-1991 measles epidemic, which 
produced more than 55,000 cases of measles, 
the incidence of measles in minority children 
was four to seven times higher than that among 
white children.103- 105 As part of this initiative, 
a dual immunization strategy was developed 
with interventions likely to reach the majority 
of children (eg, increased funding for health de
partments and for vaccine programs, research, 
national public information campaigns, and an
nual state surveys of vaccine coverage). Ad
ditional interventions were designed to reach 
subgroups of the population with higher pro
portions of children from racial and ethnic 
minorities (eg, the Vaccine for Children pro
gram, free vaccines for uninsured or under
insured children, local immunization action 
plans, user-friendly hours for public clinics, spe
cial information campaigns).103 As a result of 
these ·strategies, and in addition to dramatically 
improving vaccination coverage and eliminat
ing measles iri all racial and ethnic popula
tions, the vaccination coverage gap between 
white and minority children was reduced from 
15% in 1985 (49% among minorities and 64% 
among whites), to 6% in 1992 (78% among 
minorities and 84% among whites), and to 
2% in 1997 (89% among blacks or African 
Americans, 88% among Hispanics, 92% among 
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f3· ifuerican Indians or Alaska Natives, and 90% 
; j 1~ong whites).104 

_..,..,.....,-~ , ... , ~ 

.· :~} J.",~SUMMARY AND 
,w.. ~1 RECOMMENDATIONS 

,, 
'f~ 

""'ealth disparities are the product of a multitude 
&f,factors, among them, racism; psychosocial, 
E~ltural, socioeconomic, and environmental fac-
• prs; quality of care factors; and policy factors. 
:Many of these factors fall outside the influence 
of the health-care system. :Accordingly, the elirn
Anation of inequalities in health status ultimately 
~ay require changes not only in psychoso

': cial factors (lifestyle characteristics and living 
. conditions) and health-care delivery, but also in 

" :·socioeconomic conditions.74 

:· ·c' ''Health services interventions, alone or in 
,: ::collaboration with social and economic inter
,(y,entions, are likely to play a significant role in 
;"! 'reducing racial and ethnic health disparities. The 
• ~health-care system can contribute by addressing 
'..specific factors that have an impact on health 
·< ·sparities, such as understanding and targeting 
jJopulation-specific differences in risk factors for 
''illness, developing prevention messages with a 
':specific clinical or population focus, and pro
inoting adequate utilization of self-care princi
ples and health-promoting services by vulner
~aple populations. This will require enhanced 
;tlata collection to define the various compo-
11:ents of the problem (health indicators as~ well 
~s 1.access, utilization, workforce competence, 
health-care quality), develop targeted interven

'~tions to deal with each component, and irn-
• .. plement these interventions in partnership with 
,community-based organizations. The system 

.,. ;should also intensify its efforts to ensure increas
,:~f]t'i!lg use of services by underserved populations 
~-·<'•' -
.,,,:.·:::.-;;:>"t~y making the system more accessible, respon-
·•;r,1{?l.•tfiive, and user-friendly. Steps in that direction , w-;~. g,t"";-. 

:;:-;_ ;~:-~:µiclude diversifying the health-care workforce 
~>; •t ; and acting to improve the cultural competence 
l"c"4 }fr, • 

• • .. ~.'. ,Pf personnel. Above all, the health-care system 
t:ir~l~ !must immediately deal with the issue of dispar
t;\"':',.:;~~;~1!Y ,in health care.106 Over the past 20 years, nu
• ; ' • .:;:(.:.zj:ierous initiatives have been established both 

)·•1~;· 

to draw attention to the problem of health dis
parities and to develop and implement concrete 
plans for addressing these disparities within the 
medical, academic, research, and public health 
communities. However, despite an overall im
provement in health, in some areas racial and 
ethnic disparities remained the same or even 
increased. 

The IOM Committee on Understanding and 
Eliminating Racial and Ethnic Disparities in 
Health Care recommended a· comprehensive, 
multilevel strategy to eliminate health-care dis
parities. The committee recommended that 
all sectors involved in health-care delivery
including health-care providers, their patients, 
payers, health plan purchasers, and society at 
large-work together to ensure that all patients 
receive high-quality health care. The commit
tee's first recommendation was to avoid frag
mentation of health plans along socioeconomic 
lines. Racial and ethnic minorities are more 
likely than whites to be enrolled in "lower
end" health plans, which are characterized 
by higher per capita resource constraints and 
stricter limits on covered services.107 The dis
proportionate presence of racial and ethnic mi
norities in lower-end health plans is a potential 
source of health-care disparities. Such socioeco
nomic fragmentation of health plans engenders 
different clinical cultures, with different prac
tice norms, tied to varying per-capita resource 
constraints.108 Equalizing access to high-quality 
plans can limit such fragmentation. 

The committee further recommended 
strengt~ening the stability of patient-provider 
relationships in publicly funded health plans. 
Several lines of research suggest that the con
sistency and stability of the physician-patient 
relationship is an important determinant of 
patient satisfaction and access to care. Having a 
usual source of care is associated, for example, 
with use of preventive care services.109 

The committee suggests that training and 
education of health-care providers are essen
tial components of the proposed overall strat
egy. Educating health-care providers to make 
them aware of racial and ethnic disparities in 
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health care, and the fact that these disparities 
often exist, despite providers' best intentions, 
can help alleviate stereotypes, bias, and clini
cal uncertainty that may influence clinicians' di
agnostic and treatment decisions. Cross-cultural 
training of all current and future health-care 
providers can enhance their awareness of how 
cultural and social factors influence health care 
while providing methods to obtain, negotiate, 
and manage this information clinically once it 
is obtained. Cross-cultural education can be di
vided into three conceptual approaches focus
ing on attitudes (cultural sensitivity and aware
ness approach), knowledge (multicultural and 
categorical approach), and skills (cross-cultural 
approach).58 It is also extremely important to in
tensify efforts to recruit and train more providers 
from disadvantaged minority backgrounds. 

The IOM committee recommended in
creased efforts to collect data on patient 
and provider race and ethnicity to allow re
searchers to better disentangle factors associ
ated with health-care disparities, help health 
plans monitor performance, ensure accountabil
ity to enrolled members and payers, improve 
patient choice, allow for evaluation of interven
tion programs, and help identify discriminatory 
practices.58 The committee made further recom
mendations in conjunction with the training and 
educational strategies to eliminate racial and 
ethnic disparities in health care, including pol
icy and regulatory' strategies that address frag
mentation of health plans along socioeconomic 
lines, and health systems interventions to the 
use of clinical practice guidelines and the use of 
interpretation services where. community need 
exists. 

There is an urgent need for the develop
ment of comprehensive programs that rely on 
evidence of successful interventions and avoid 
a one-size-fits-all approach. There is also a need 
for better coordination of initiatives and collabo
ration among public institutions, private founda
tions, and professional associations to achieve 
national health objectives. Health-care interven
tions should target high-risk populations; focus 
on the most important contributing factors for 

a given community, population, or disease con
dition; use culturally and linguistically appropri
ate methods; include measures of quality of care 
and health outcomes; and prioritize dissemina
tion efforts.75 
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;;~ INTRODU9TION 
J11, 

ifrican Americans and other ethnic minorities 
' ~[e disproportionately represented among per
'.s"ons with lower education, lower socioeco

h"1t6mic status (SES), and medical diseases. In 
,'.i- 1~96, approximately 20% of African Americans 
. • a:gd 40% of Hispanics had fewer than 12 years 
v::tif schooling, compared with less than 10% 
. ,. cif' Caucasians. In addition, approximately 40% 
;.,of African American and Hispanic children 

:( ··1 

, , . younger than 18 years of age live below the 
' :; poverty line.1 Income level is closely associated 

.,: '"\vith educational attainment, and these statis
,;; ;~t,i~s reflect the inequalities in SES and edu
\ ,,J,11-tion. These inequalities are undoubtedly re

·: ''lated to the health disparities that 'exist in the 
~ <Pnited States. Higher education and income 
; ~-!~tatus afford opportunities for individuals to 

~ ,live in safe neighborhoods, access medical 
~ 'Y care on a regular basis, and engage in eatt ing and lifestyle behaviors that promote well
( ness. More importantly, SES has been linked 
\ 'to cardiovascular risk factors2 and has been t found to be a predictor of coronary disease 
i mqrtality.3 

167 

► RACIAL DISPARITIES IN HEALTH 

There are significant racial disparities in the 
incidence of most diseases, including hyper
tension, renal disease, and cardiovascular dis
eases. Even when the incidence of disease is 
lower in African Americans (eg, breast cancer), 
the morbidity and mortality is higher in African 
Americans. Since 1932, it has been evident 
in medical literature that there is a difference 
in blood pressure among blacks and whites 
in the United States.4 Today, hypertension is 
a common disease worldwide. The prevalence 
of hypertensiop. in the United States in people 
18 years old or older is approximately 29%, 
affecting more than 58 million individuals.5 

African Americans are disproportionately rep
resented in this number. Even though African 
Americans constitute approximately 12% of the • 
US population, 33.5% have hypertension com
pared with 28.9% of non-Hispanic whites.5 This 
disparity in hypertension begins after puberty 
and persists into adult life. The greatest racial 
difference is seen among those aged 40 through 
59 .years: 50% of blacks in this age group are 
hypertensive compared with 30% of whites.6 
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Age-Adjusted Rates for CVD and CVA by Race 
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Figure 7-1. Age-adjusted rates in African Americans and Caucasians 
for cardiovascular and cerebrovascular diseases. (CVA, cerebrovas
cular accident; CVD, cardiovascular disease.) (Based on information 
in Saunders E, ed. Racial Differences in Cardiovascular Health. Pfizer 
Facts; 2003.) 

By age 65, as many as 75% of African Amer
ican women are hypertensive, compared with 
approximately 50% of Caucasian women in the 
same age group. 

Not only is hypertension precocious in 
African Americans, the disease is more severe 
and results in more target organ damage.7 More 
importantly, the morbidity and mortality associ
ated with hypertension from stroke, kidney dis
ease, and heart disease affect African Americans 
disproportionately. In the 199Os, heart dis
ease and stroke death rates declined in both 
Caucasians and African Americans, but age
adjusted rates for African Americans remained 
higher (Fig. 7-1). Specifically, age-adjusted 
heart disease and stroke death rates are 29% and 
40% higher in African Americans, respectively.6 

Hypertension in African Americans leads to an 
80% higher stroke mortality rate, a 50% higher 
heart disease mortality rate, and a 32% higher 
rate of hypertension-related end-stage renal dis-

ease (ESRD) than the general population.8 : 

1950, the cardiovascular disease mortality ra( -
was 1.6 times higher for African Americans thajt" 
Caucasians.9 Even when the general popul~-:;. 
tion has exhibited a decline in mortality, th_f 
rate of decline in African Americans is consis;-,/ 
tently lower than the decline in Caucasiansd0,[ 
Therefore, it is not surprising that in 1995, th~ 
cardiovascular disease mortality rate for Africatt 
Americans remained the same as it was in 195.9., 

Medical literature has documented the ' .
te_nce of racial disparities in health care for c# 
diovascular diseases (ie, ischemic heart diseas1 
and congestive heart failure). Superficially, thisj7 
is thought to be a result of limitations in acces,'f 
to medical care for African Americans. How.;;; 
ever, even when access to care is not an isSU.~;;: 
such as in Department of Veterans Affairs ho:Si 
pitals, physicians are less likely to refer Afri 
American patients for cardiac catheterizatio 
and African Americans are less likely to under 
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asive cardiac procedures.12 Additionally, it 
·\:been shown that among Medicare pa

neri,ts 1enrolled in managed health care plans, 
.facks were less likely than whites to receive 
~-]lockers after myocardial infarction, a known 
stafidard of care.13 

~ttf has been well documented that African 
; ericans are less likely to receive invasive car-

. .'.ofascular procedures, even after controlling 
}~health insurance. 14 Even though the rate of 

. ereutaneous transluminal coronary angioplasty 
• :; ,'s,blacks-has doubled since 1992, African 

• ~ricans are still less likely to receive this pro
. uie (248 procedures per 1000 circulatory sys

tem o.ischarges compared with 396 per 1000 dis
. arges for Caucasians).6 Similarly, blacks are 
h"ill.as likely to undergo coronary artery by
~~s .graft than whites, 40 and 81 per 1000 
Ho1?Pital discharges, respectively.6 Among those 

• ' :inducible arrhythmias, blacks are less likely 
t0!;t.eceive implantable cardioverter-defibrillators 
\iRmhites.15 

u:'fhe inequalities in access to health care 
ggest that racial discrimination influences 

. e1 :type of health care received by African 
~ericans. The impact of racism-defined as 
'Iii'! prganized system, rooted in an ideology of 
·! ~riority, that categorizes, ranks, and differen
tf".all,y allocates societal resources to human pop

a~on groups"10--on African Americans in the 
' ruted States is difficult to assess in clinical stud

\ To date, the Jackson Heart Study is the only 
<iy designed to focus on racial disparity in 

fdiovascular disease. This prospective study, 
ifently ongoing, includes approximately 6000 
j(can Americans, aged 35 to 84 years, from 
ooon, Mississippi. It is the largest study of its 
:~e'.of African Americans in the United States16 

\i' has been called by some the "Black 
tamingham Heart Study." 

• ! 

~t<i 
~e·netics and Pathophysiology 

~' • ior. at least the past half century, the obser-
ll.yation that blacks in the United States expe-

rience higher levels of blood pressure than 
whites17 spawned the doctrine that blacks and 
whites are fundamentally distinct, biologically 
and physiologically. Research has attempted 
to characterize blacks as biologically inferior, 
and thus more prone to illness.18 Titles of 
articles in peer-reviewed literature perpetuate 
this notion of innate distinction and inferiority; 
for example, "The pathogenesis of hyperten
sion: Black-white differences, "19 and "Hyper
tension in African-Americans: A paradigm of 
metabolic disarray."20 Likewise, statements have 
been made without factual basis, equating racial 
disparity with increased virulence. Even though 
several hypotheses have been generated regard
ing the racial differences that exist between 
African Americans and Caucasian Americans, 
there remains a paucity of evidence supporting 
a unique pathophysiology for the occurrence of 
hypertension in African Americans. 

One frequently cited explanation for the 
increased rate of hypertension in African 
Americans is based on the voyage from Africa 
to America on slave ships (the so-called Mid
dle Passage). Grim and others have speculated 
that during these arduous trips, the slaves were 
placed in a Darwinian situation of "smvival 
of the fittest," in which survival depended on 
"high-sodium-retaining" genes. 19 Once an indi
vidual with these genes assumed a lifestyle in 
an environment in which sodium was plentiful 
(acculturation), the hypothesis suggests, the risk 
of hypertension escalated. This theory is prob
lematic and controversial.21 

Another explanation espouses the significant 
differences in sodium handling between blacks 
and whites. Studies demonstrate that African 
Americans have increased sodium sensitivity, re
taining more sodil,im than whites and exhibit
ing a greater rise in blood pressure. 19 Although 
many hypertensive African Americans have nor
mal to high circulating renin activity, as a group, 
they are more likely to manifest suppressed 
circulating renin activity than hypertensive Cau
casians. However, this does not prove a ge
netic basis. In fact, this could be the result of 
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a secondary effect on the kidneys, caused by 
prolonged exposure to elevated blood pressure 
that has been unrecognized, untreated, or un
dertreated. If this is the norm in African Ameri
can families, then certainly this pattern could be 
passed on through generations. 

The pursuit for a specific genetic mutation 
to explain the racial differem:es in hypertension 
is ongoing. Various genes, including renin, an
giotensinogen, angiotensin-converting enzyme 
(ACE), and kallikrein, have been studied, 22 but 
this area of study has been plagued by small 
study samples. One exciting area of genetic in
terest involves the epithelial sodium cp.annel 
(ENaC) located in the cortical collecting duct of 
the kidney. This channel is involved in sodium 
reabsorption, and a gain of function mutation 
in this channel leads to increased sodium re
absorption, increased effective circulating blood 
volume, and salt-sensitive, 1ow-renin hyperten
sion. Polymorphisms of this channel have been 
identified, and one allele has been found to be 
present in approximately 6% of individuals of 
African origin, but not in white populations.23 

Changes in the sympathetic nervous system, the 
adrenocorticotropic hormone-cortisol axis, and 
vascular reactivity, particularly endothelial func
tion, have also been examined. 23 

Despite the various hypotheses, hyperten
sion is likely the result of a complex interplay 
of genetics and pathophysiology, such as dif
ferences in excretion of sodium and potassium, 
environment (particularly diet and stress), and 
demographic factors, especially, age, race or 
ethnicity, and geographic location. 

Target Organ Damage 

There is a strong and independent relationship 
between elevated blood pressure and conges
tive heart failure (CHF),24 coronary heart disease 
(CHD), stroke, and kidney disease.25 Pooled 
information from nearly 400,000 adults in nine 
observational studies reveals a five times higher 
risk of CHD and 10 times higher risk of stroke 

in individuals with a diastolic blood pressure r; 
105 mm Hg versus those with a diastolic blo~f:' 
pressure of 74 mm Hg.26 Numerous studi1 • 

have clarified the role of hypertension in ill~ 
radal disparity of prevalence and death rat~ 
for cardiovascular disease, CHF, stroke, ~d • 
ESRD.27 ·,:" 

t ~w 

Congestive Heart Failure and iii 
Hypertension in African Americans~ . :. 

CHF is twice as common in hypertensive as ,lti 
normotensive individuals.28 The developmevf 
of left ventricular hypertrophy is proportio11_M' 
to the elevation in blood pressure. A 20 mm ~ ' 
increase in systolic blood pressure incre~~ 
the relative risk of left ventricular hypertrp11 

phy by 43% in men ani:l 25% in women.29~~( 

is not surprising that hypertension in Afric?lt 
Americans contributes to the increased incl.-' 
dence ofleft ventricular hypertrophy and CHF1..cftli· 
this racial group. Even though the overall preva:-;: 
lence of CHF is similar for African Ameri > 
and Caucasians,6 African Americans with 1· 
ventricular hypertrophy have a greater risk, 3 "•'~ 

to 50% higher, for hospitalization14 and moraj.\ 
ity that is 2.5 times higher than Caucasi~•Jf! 
In a cohort of African Americans with ess~p_i 
tial hypertension and the absence of angio,,., 
graphic coronary artery disease, left ventri~. 
hypertrophy was found to be a powerful, ~; 
dependent predictor of cardiovascular morbig,.· 
ity and mortality. Furthermore, cardiovasculj;; 
mortality froin left ventricular hypertrophy w~ 
twice as likely in women as in men.30 In 199.~,: 
the age-adjusted death rates for cardiomyopJ;; 
thy were approximately twice as high in Afriqp}. 
Americans as in Caucasians.31 Hypertension W; 
the most common cause of cardiomyopathy ii:¥· 
African Americans. It is often associated with l 1 •. 

ventricular diastolic dysfunction, which can lea,d 
to heart failure with normal systolic function"'~ • 

Not only is left ventricular hypertrophy a ris~1 
factor for CHD and cardiovascular mortality, i! 
is also an independent risk factor for ischemili: ,. 
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itroke in all age, sex, and racial or ethnic 
)?ups.32,33 Specifically, concentric hypertrophy 

ifu~ been found to be associated with a 2.5-
f old increase in is chemic stroke after adjustment 
f'.lother risk factors for stroke.34 Additionally, 
Jeft ventricular hypertrophy appears to predis
.p6~~ individuals to arrhythmias, and it is known 
lh.at sudden death is more prevalent in African 
:' '"ericans than in Caucasians.15,35 

' t~{ 
{e~ronary Heart Disease and 
,jJypertension in African Americans 

illirteen million Americans have coronary artery 
• disease (CAD).31 More than 1 million peo

'\p1e experience a myocardial infarction (MI) 
/.~a.ch year. In NHANES 1999-2000, the preva
f, l~o.ce of MI among Caucasians was greater 
•':tl:ian in African Americans, approxirp.ately 
j}fo and 2.25%, resp:ctively.6 ~ is the le~ding 
f tause of all deaths m both Afncan Amencans 
. i • ¼id Caucasians.31 Even though the age-adjusted 
{ p~th rate for CHD decreased by 20% for the to
' taj. population from 1987 to 1995, the decrease 
t' ~as only 13% for African Americans.36 Thus, 
(. :African Americans still experience the highest 
;' death rates from heart disease of any racial 
t:qr.· ethnic group in industrialized countries.37 

r 'C_ompared with Caucasians, who ha9 an age
' ac:Ijµsted death rate from heart disease of 

~- 53.6 per 100,000, African Americans die 
:from heart disease at an alarming 326.5 pe~ 
/j_:()0,000.6 

•

0

~:, Aside from the contribution that differences 
,, t "'#i risk factors, time to presentation and ac
:1\ fess to medical care prior to MI, and SES 
1[ s.ontribute·:o this obv~ous ~cial disp~rity, the 
•i~ fa~ogeneSIS of ~ 1Il Afncan Amencans re
:11 mains unclear. It 1s unknown whether sig
jf :l~cant biologic .differences exist. One hy
·1'

1 

.. ~~thesis _focuses ?n abnormalities in coronary 
, i endothelial function and vasoactivity· on the 
;l3pasis of race.38•39 It has been shown that 
'.JJ! African Americans with left ventricular hyper
,; \,trophy experience a blunted response to acetyl
,,,~r,J• 
\(, 

1/ 

/1! 
:~], 

til 

choline, a nitric oxide-dependent vasodilator, 
compared with Caucasians with similar left
ventricular hypertrophy. Furthermore, augmen
tation of coronary blood flow was shown to be 
significantly depressed in African Americans as 
compared with Caucasians with left ventricular 
hypertrophy. 38 

Psychosocial stress increases the develop
ment of atherosclerosis.40 Anger has been linked 
to cardiovascular disease, including hyperten
sion and CAD.41 The experience of anger is par
ticularly reievant to blacks in the United States, a 
society built on institutionalized racism. In 1995, 
a study published by the Federal Glass Ceiling 
Commission found that African Americans earn 
21% less than Caucasians in the same jobs.42 

This suggests that skin color continues to be 
the vehicle used to allocate African Americans 
to lower SES, an unjust appointment that pred
icates health disparities. 

Cerebrovascular Accidents and 
Hypertension in African Americans 

Stroke is the third leading cause of death in the 
US population, accounting for approximately 
7% of all deaths in the United States in 2000;43 

The age-adjusted prevalence of stroke for Amer
icans is higher in both African American men 
and women than in white American men and 
women (Fig. 7-2). African Americans possess a 
disproportionate burden of the risk factors for 
stroke and stroke mortality. This racial dispar
ity is multifactorial, but strongly correlated to 
the increased prevalence of other cardiovascu
lar disease risk factors-diabetes and hyperten
sion in African Americans. Another factor that 
may contribute to this epidemic in blacks in ad
dition to greater severity of risk factors is lack 
of access to care.34 

There are racial differences in the sub
types of stroke. In particular, African Americans 
have a higher incidence of cerebral infarction, 
subarachnoid hemorrhage, and intracerebral 
hemorrhage.34 Similarly, different subtypes of 
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Figure 7-2. Age-adjusted prevalence of stroke by race and gen
der in the United States. (Based on information in Saunders E, ed. 
Racial Differences in Cardiovascular Health. Pfizer Facts; 2003). 

ischemic stroke may occur in African Americans, 
namely, lacunar infarcts and large artery in
tracranial occlusive disease.34 These racial dis
parities in subtypes of stroke are greatest at 
younger ages. Young African Americans have 
a two- to threefold greater risk of ischemic 
stroke than their white counterparts and are 
more likely to die as a result of stroke.44 In fact, 
in 2000, stroke mortality was higher in blacks 
than in whites at all ages.31 

Kidney Disease and Hypertension 
in African Americans 

African Americans suffer from kidney disease in 
disproportionate numbers to Caucasians. Pre
vious studies have suggested that the higher 
prevalence of kidney disease is linked to 
the higher prevalence of hypertension in this 
population. 45 Indeed, African Americans have 
the highest rate of hypertension-related ESRD 
of any other racial or ethnic group (five 
times higher than in Caucasians).46 In addi
tion, African Americans have a higher rate of 
diabetes-related ESRD, second only to Native 

Americans. Over the past decade, 
incidence of ESRD has steadily increased, anq 
the racial disparity related to this disease has 
persisted.47 Although African Americans corn'? 
prise approximately 12% of the US population, ~ 

they represent 31% of patients with ESRD.~- •• 
African American males aged 25 to 44 ye~ 
of age are 20 times more likely to develop: 
ESRD as a result of elevated blood pressure 
than are white males in the same age group.42 
Additionally, African Americans with ESRD arr 
the average are younger than Caucasians, witfr 
the median ages for each group 59.4 and 61.1: 
respectively.50 ·; 

A recent data analysis of the National Heal~ 
and Nutrition Examination Surveys III(~ 
III) and the United States Renal Data Sy& , 
tern (USRDS) did not find a higher prevalenc~~ '.; 
of chronic renal insufficiency (defined as ~ :, 
glomerular filtration rate from 15 to 59 mI/mili • 
per 1.73 m2) in African Americans as com.,_ • 
pared with Caucasians.51 This leads to speculi=t '1 
tion that African Americans have an increased,, ' 
susceptibility to ESRD compared with Cau·: ~ . 
casians. In fact, even when similar levels of,i. 
blood pressure control occur, renal functio ·,r.;, 
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; 1 ·-:Wrican Americans has been shown to de
-':,e five times faster than in non-African 
·- -ericans.52 The cause of this rapid progres
A to ESRD is likely multifactorial, includ

g ~e higher prevalence of renovascular dis
'se, decreased use of "renoprotective" agents, 
d ,higher prevalence of obesity in African 
• ericans. Other factors that contribute to this 
'rd demise include lower SES and education, 
·ding to suboptimal medical care, cultural 

_ ects (delaying presentation to the health sys
!1~rn, health care beliefs), and environmental ex
::~~s_~res, such as illicit drug use.53,54 

, "1(. Although_ causation is diffic~lt _to identify, it 
-~ isJclear that nsk factors for and mc1dence of car
~,:dibvascular disease are higher in patients with 

-","If. 
; .Jptlney disease. The Heart Outcomes Prevention 

::·_ .E~aluation (HOPE) study revealed that patients 
\.with microalbuminuria, a marker of kidney dis
\(;~~;;e, had a 61% increased risk of MI, stroke, 
}[and death from cardiovascular causes.55 In fact, 
: ' patients with kidney disease are more likely 
_\fq,die of cardiovascular disease than of kidney 
,:, faµure. 56 In a group of dialysis patients, mortal
·,, ·'ity ,related to cardiovascular disease was 10 to 
,r '30 times higher than in the general population.57 

"' ·This·increased burden of cardiovascular disease 
-.;•ln patients with kidney disease is a result of 

• :: ,fuultiple factors, including anemia,58 impaired 
.; -~asculature,59 increased inflammation,60 and in
;~ .c'<iKeased oxidative stresses61 in this population. 
·: :$!though many patients with kidney disease 
_; ,$:r,ve multiple cardiovascular risk factors, it is 

:1 ,gpportant to note that the presence of chronic 
: -kidney disease is an independent risk factor for 
~~--,~diovascular disease.63 

, Treatment of Hypertension 
\f6 African Americans 

:-:::', ,I;\-,:,. 

' ·'I;he rates of cardiovascular mortality have de
.; 5-Iined over the past decade.6 Undoubtedly, bet

;ter hypertension control has contributed to 'this 
'· :q~cline in mortality. Awareness of hyperten
: ~ton remains high, as well. Specifically, among 
: ,African Americans aged 40 years and over, 
: 1l-\" 
. , 

71 % to 83% reported awareness of hyperten
sion. In this group, a majority reported that 
their hypertension was being treated (83% to 
97%). Despite the high awareness and treat
ment of this disease, it is astounding that a mi
nority of African Americans receiving treatment 
achieve blood pressures below 140/90 mm Hg, 
only 31 % of all hypertensive patients meet this 
criteria63 and 25% of African American hyper
tensive patients.64 In other words, despite in
creased knowledge regarding hypertension and 
therapeutic agents to treat hypertension, ade
quate blood pressure control remains the ex
ception, not the rule. 

The seventh report of the Joint National 
Committee on Prevention, Detection, Evalu
ation, and Treatment of High Blood Pres
sure (JNC 7) revised the classification of 
hypertension65 (Table 7-1). Because African 
Americans develop a more severe hypertension, 
and do so earlier, the identification of "prehy
pertensive" should identify a larger group of pa
tients to enable more aggressive targeting prior 
to the onset of hypertension.JNC 7 recommends 
a goal of blood pressure lower than 140/90 mm 
Hg and lower than 130/80 mm Hg in patients 
with diabetes and chronic kidney disease. 

Until recently, clinical trials have not in
cluded large numbers of African American 
patients to test hypotheses regarding therapeu
tic regimens for hypertension. Two landmark 

' ► TABLE 7-1. JNC 7 Classification of Blood 
Pressure65 

Systolic BP Diastolic BP 
Classification (mm Hg) (mm Hg) 

BP, blood pressure; JNC 7, seventh report of the Joint 
National Committee on Prevention, Detection, 
Evaluation, and Treatment of High Blood Pressure. 
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trials, African American Study of Kidney Disease 
and Hypertension (AASK)66 and Antihyperten
sive and Lipid-Lowering Treatment to Prevent 
Heart Attack Trial (ALLHAT)67 have provided in
sight into the management of African Americans 
with hypertension. 

AASK, a randomized, double-blind trial, 
was designed to evaluate two different blood 
pressure goals (strict, 125/75 mm Hg, and 
usual, 140/90 mm Hg) and three different anti
hypertensives as first-step agents (a dihydropy
ridine calcium channel blocker, amlodipine; an 
ACE inhibitor, ramipril; and a ,B-blocker, meto
prolol) on the progression of hypertensive kid
ney disease in African Americans.66 This trial 
enrolled 1094 African Americans and is the 
first trial with significant power to evaluate the 
effects of inhibition of the renin-angiotensin
aldosterone system in African Americans. For 
patients with proteinuria, data revealed that the 
decline in glomerular filtration rate, the primary 
outcome, was 36% slower in the ramipril group 
compared with the amlodipine group over 
3 years. There was a similar decline in glomeru
lar filtration rate in the metoprolol group. How
ever, unique to the ramipril group was a sta
tistically significant risk reduction in secondary 
outcomes (a decline in glomerular filtration rate, 
ESRD, or death) and less proteinuria. Blood 
pressure was considerably lower during the 
follow-up period than at baseline in a large per
centage of participants (78.9%), but there was 
no statistically significant difference in blood 
pressure between the treatment groups (of note, 
additional agents were added in a stepwise ap
proach to achieve blood pressure goals with 
furosemide, used in the majority of participants). 

Additionally, the observed benefits occurred 
at similar blood pressure levels. These data sup
port the initial use of an ACE inhibitor in African 
Americans with hypertensive kidney disease, 
despite the degree of albuminuria. This rep
resents a paradigm shift from limited use of 
ACE inhibitors in African Americans (because 
of the lower potency in blood pressure reduc
tion when used as monotherapy) to an essen
tial use of ACE inhibitors in these patients be-

AASK, African American Study of Kidney Disease and 
) Hypertension; ACE, angiotension-converting 

enzyme; BP, blood pressure. 

q .: 
cause of additional benefits other than bloocf ~· 
pressure reduction. Perhaps the most importanf ~ 
lesson leaµrecf from·the AASK trial is that Africatj. • 
Americans can achieve target blood pressur~ • ~ 
goals through persistent and intense treatmen.i ·t 
Table 7-2). :... >: 

ALLHAT, the largest antihypertensive treat'f", 
ment trial ·to date, enrolled approximately';; 
15,000 African Americans (35% of the total study·· 
group).67 Pati~nts were randomly assigned t~~-1 . 

initial therapy with four antihypertensive med& . 
ications: a diuretic, chlorthalidone; an ACE in1 ' 
hibitor, lisinopril; an a-blocker, doxazosin; an~· 
a dihydropyridine calcium channel blocker, amt 
lodipine. The doxazosin arm of the trial was/ 
terminated early after patients in this arm d(t :. 
veloped CHF at a greater rate than did the p~· 1 

tients treated with chlorthalidone. There was n9 ) 
significant difference observed in the remaining '. 
three drugs in preventing the primary outcom1, • 
of the trial, major coronary events, or in theif :· 
effect on overall survival. However, chlorthali;;:/ 
done was superior to lisinopril in lowerin' • 
blood pressure and in preventing aggregate caf 
diovascular disease, including stroke and C 
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llsLE 7-3. Average Number of Antihypertensive Agents Used to Achieve Target Blood Pressure 

n'.Fobr Randomized, Controlled Trials 
·n .. : 

~to: Appropriate Blood Pressure Control in Diabetes trial; DBP, diastolic blood pressure; HOT, Hypertension Optimal 
reatment; MAP, mean arterial pressure; MORD, Modification of Diet in Renal Disease Study; UKPDS, UK 
;respective Diabetes Study Group. 
;.;.'.The goal MAP of < 92 mm Hg specified in the MORD trial corresponds to a systolic/diastolic blood pressure of 
pproximately 125/75 mm Hg. 
'ted from Lea JP, Brown DT, Upkowitz M, et al. Preventing renal dysfunction in patients· with hypertension: Clinical 
'plications for the early AASK trial results. Am J Cardiovasc Drugs 2003; 3(3):193-200. 
;i 

-~•~well, chlorthalidone was superior to am
c.J1pine in preventing CHF. In African Amer
in patients, the data revealed a greater re

'~u2tion in systolic blood pressure ( 4 mm Hg) 
~·at was more favorable for chlorthalidone than 
ot 1lisinopril. As well, this greater reduction 
~ 5 ~ystolic blood pressure appears to account 

.:Jrihe decrease in stroke risk observed only 
,;)ii.African American patients (RR 1.40, 95% CI 
;<J/17-1.68).68 Based on these results, the au
?,iliots concluded that thiazide diuretics are su-

·x~:;,. , - • 

:~~ p~rior in preventing one or more major forms 
• '-'"c'if,•cardiovascular disease and should be the pre

_:J~\,i-ed agent for first-step antihypertensi;ve ther
.. f.aRY· However, it should not be overlooked that 
.:ij~~.Iffajority of patients in AU.HAT, and other ma
"dp,f-'clinical trials69 (Table 7-3), require multiple 
-:-f~~~fnts to lower blood pressure. In other words, 
_:\, :;~notherapy is usually insufficient to treat hy
.,,, J!.ft:ension, particularly in African Americans 
i{-'.JZaple 7--4). 
• ' ,,;In light of these clinical data and other trials, 

e Hypertension in African Americans Work
. ,,,:i,ng (HAAW) Group of the International Society 

:,~ qn Hypertension in Blacks (ISHIB) published an 
.. '.i~vidence-based consensus statement regarding 
' the management of high -blood pressure in 

4frican Americans70 (Fig. 7-3). This evidence
•• )?,ased approach is a marked departure fr6m 
' .. ·(he traditional "stepwise" approach of starting 
'. A'~ith a drug and titrating up. For the first time, 
): ~dual therapy was recommended as initial treat-

ment for patients with markedly elevated blood 
pressure (systolic blood pressure ::::15 mm Hg 
or diastolic blood pressure :::: 10 mm Hg above 
their target). JNC 7,65 published shortlY. after
ward, supports a similar approach for all pa
tients with hypertension. It is also of note that 
in the HAAW /ISHIB document, it was suggested 
that among the highest risk patients (diabetes, 
kidney disease) with blood pressures above 
145/90 mm Hg, combination therapy should be 
instituted with a drug that blocks the renin
angiotensin-aldosterone system. 

► TABLE 7-4. Lessons Learned From ALLHAT 

ALLHAT, Antihypertensive and Lipid-Lowering Treatment 
to Prevent Heart Attack Trial; ACE, angiotension
converting enzyme; BP, blood pressure. 



o· 

0 

176 SECTION II THE DISPARATE BURDEN OF DISEASE 

Patient with Elevated BP 

l 
Assess cardiovascular risk 
Begin therapeutic lifestyle changes 
Set target BP 

J. 

I 
Uncomplicated hypertension . I Goal BP:< 140/90 mm Hg 

i i. 
If BP< 155/100 mm Hg, 

If BP 2:: 155/100 mm Hg, 
initiate combinatjon 

initiate monotherapy* 
therapyt 

Not at BP Goal? 
Intensity therapeutic and lifestyle changes 

Add a second agent from 
a different class or 
increase dose 

Increase dose or add a 
third agent from a 
different class 

I 
J. 

Diabetes or nondiabetic renal disease 
with proteinuria > 1 g/24 h (consider 
for all high-risk patients) 
Goal BP:< 130/80 mm Hg 

.. . ,I, 

If BP< 145/90 mm Hg, 
If BP 2:: 145/90 mm Hg, 

initiate monotherapy or 
combination therapy, 

initiate combination 

including an 
therapy including an 

RAS-blocking agent 
RAS-blocking agent 

Not at BP Goal? 
Intensity therapeutic and lifestyle changes 

l 
Add a second agent'from 
a different class or 
increase dose 

Increase dose or 
add a third agent from 
a different class 

' 

., 

' 

;· it 
Not at BP Goal with 3 Agents? 

Consider factors that may decrease compliance or efficacy with current regimen. 
Consider referral to a BP specialist. ..,.l 

t{ 
Figure 7-3. Clinical algorithm for achieving target BP in African American patients with higl") ,· 
blood pressure (BP). (*) Indicates to initiate monotherapy at the recommended starting dose :
with an agent from any of the following classes: diuretics, ,B-blockers, calcium channel blocker~} '. 
angiotensin-converting enzyme (ACE) inhibitors, or angiotensin receptor blockers (ARBs). (t) 11~- :; 
dicates to initiate low-dose combination therapy with any of the following combinations: ,B-blockE;f • 
and diuretic, ACE inhibitor and diuretic, ACE inhibitor and calcium channel blocker, or ARB and' : 
diuretic. (RAS, renin-angiotensin-aldosterone system.) (Reprinted with permission from Dougldsr , 
JG, Bakris GL, Murray-Epstein M, et al. Management of high blood pressure in African Americans:; : 
Consensus statement of the hypertension 1n African Americans working group of the lntemationt:# • 
Society on hypertension in Blacks. Arch Intern Med 2003;163(5):525-541). h 

► CLOSING THE RACIAL GAP 
IN HYPERTENSION AND 
CARDIOVASCULAR DISEASE 

With cardiovascular disease being the leading 
cause of death in the industrialized world, it 

is appropriate to examine whether this applies~ l 
consistently to all racial and ethnic groups, espe· 
dally in a country as diverse as the United State 
It is clear from the numerous data cited in thf 
chapter that this is not true. It seems that ethni 
minorities, particularly African Americans, in 

,-. 



3 

r.,:J:; } ,, ,. 
,,. 

CHAPTER 7 CARDIOVASCULAR DISEASE AND HYPERTENSION 177 

fuulticultural society experience considerable 
,; ei!th disparities, as discussed in various chap
~rs ~of this book. Considerable racial disparities 
'·, fe been reported in the incidence and preva
i~n2e of cardiovascular and renal diseases and 
:,ypirrension. Although genetics have been ex
[rtiliied as a possible source of these differences, 
:}faccount for little of the observed difference 
~~tween populations. 

. {, J:1:iere is an inverse correlation between 
0or health and socioeconomic, educational, 
-dpsychosocial factors. This has been demon

'ted conclusively with cardiovascular and re
tea diseases in African Americans, who have 

;[hlgher morbidity and mortality compared with 
/fu'efr white counterparts. Disparity in cardiovas

_: ·!hill~ health is not limited to the diseases them-,,_., 'i 
<sifves, but also to the health care given for 
i:iJitMe diseases. Therefore, it is not a surprise that 
;'Re:liih outcomes are considerably worse in mi
•• &rarity groups, such as African Americans, than 
3j,,:~e majority population. 
: 4t:hin this chapter, we presented data to sup
:::~'?rt the disparities in health and health care, 
,,1i.10hg with studies in African Americans indicat-
• tt-,w· , ing·that the risk of cardiovascular disease can be 
, 1r~ 

~: ~~qu~ed by offering the same care and access 
; :t~t is routinely given to the white population. 

. J,. 

,: ~~fiiers to such care include stereotyping, bias 
-. in);Hagnosis and tre_atment, and lack of cultural 
; '~ornpetence. There was a time in the near past 

,('. ·l!};en prominent cardiologists and academicians 
, believed that African Americans had CAD infre-. , 1; 
. g'lJ,ently, if at all. It took the effort of a number of 

0 ~¥unority medical groups [National Medical As
: "•~ociation, ISHIB, Association of Black Cardiolo-
,, 11·· 

.;: .. gists (ABC)] as well as unbiased researchers and 
:~~rc1cial activists to refute these misconceptions. 
:_1~us, we need to supplement the education, 

'. • ~3t1d ~ some cases, retrain certain cardiovascular 
·, fgec1alists. Medical students need to learn, early 
} 16, .their careers, to diagnose and to treat cardio
; • r,ascular, renal, and hypertensive diseases in mi-
• .,~rities in a culturally sensitive manner. Finally, 
' ~.ealth-care providers rendering care to minority 
, .,,patients with cardiovascular risk factors and dis
'.~ ~ases need to understand the differences in the 
p .. 

• ' -. tl 
' ~, \l 

presentation and clinical course of the disease 
that may be unique to these patients. 
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.. -. -'.\ One in four Americans is a member of a racial or ethnic minority group, with Hispanics. 
, -~--- ·,.;:!t~ African Americans, and American Indians making up more than a quarter of the nation's 
~;:;,~j~~ population. ~e U.S .. Census ~ureau pr~dicts. that by 205~, .the majority of Americans will 

,._,_.,_ •fl • be black, Asian, Nalive American, or H1spamc. In some c1t1es and states, they already 
represent a majority of the population. 

But health care for many Americans in these racial and ethnic groups has not sufficiently 
improved in our increasingly diverse society. In too many cases, race or ethnicity still 

. ·J:- \ determine health status, access to health care, and health outcomes. In its report, the Sullivan 
Commission described the current situation: " ... too many Americans are suffering life or 

death consequences ... the time is right and our citizens are anxious for action." 

Under the leadership of Dr. Louis W. Sullivan, former U.S. Secretary of Health and Human Services, and Dr. 
Lonnie R. Bristow, former president of the American Medical Association, the Sullivan Alliance to Transfom1 
America's Health Professions was established to increase diversity in the health professions in order to help reduce 
racial and ethnic health disparities. In partnership with the Health Policy Institute of the Joint Center for Political 
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Interest: Ensuring Diversity in the Healthcare Workforce and Missing Persons: Minorities in the Health 
Professions. Together, the IOM and Sullivan Commission reports, including their 62 recommendations for action, 
offer the nation a comprehensive blueprint for achieving diversity and ensuring cultural competency among our 
nation's health professionals. 

Drawing on the experience and expertise ofleading health, business, community, education, and legal experts. the 
Alliance is harnessing the momentum created by the reports and acting on initiatives focused on the 
implementation of the recommendations. Through strong leadership, deep commitment, and sustainable efforts, 
the Sullivan Alliance aims to transform the health professions and narrow the gaps in health status and access to 
health care that continue to leave too man Americans at risk. 
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Addressing Racial and Ethnic Disparities in He~ 

Care 

Fact Sheet 

The overall health of the American population has improved over the past few decades, but all Americans 

have not shared equally in these improvements. Among nonelderlyadults, for example, 17 percent of 

Hispanic, and 16 percent of black Americans report they are in only fair or poor health, compared with l O 

percent of white Americans. 

How much do differences in the health care that people receive contribute to disparities in health? What 

strategies can overcome these differences in care? These are questions for health services research, and ones 

that researchers supported by the Agency for Healthcare Research and Quality (AHRQ, formerly the Agency for 

Health Care Policy and Research) have begun to address. 

Identifying Disparities in Care 

Access to Primary Care 

Primary care is the underpinning of the health care system, and research studies have shown that having a 

usual source of care raises the chance that people receive adequate preventive care and other important 

health services. Data from AHRQ's Medical Expenditure Panel Survey (MEPS) reveal that: 

• About 30 percent of ·Hispanic and 20 percent of black Americans lack a usual source of health care 

compared with less than 16 percent of whites. 

• Hispanic children are nearly three·times as likely as non-Hispanic white children to have no usual 

source of health care. 

• African Americans and Hispanic Americans are far more likely to rely on hospitals or clinics for their 

usual source of care than are white Americans (16 and 13 percent, respectively, v. 8 percent). 

Diagnosis and Treatment 

Race and ethnicity influence a patient's chance of receiving many specific procedures and treatments. Of nine 

hospital procedures investigated in one study, five were significantly less common among African American 

patients than among white patients; three of those five were also less common among Hispanics, and two 

were less common among Asian Americans. Other AHRQ-supported studies have revealed additional 

disparities in patient care for various conditions and care settings including 

• Heart disease. African Americans are 13 percent less likely to undergo coronary angioplasty and one

third less likely to undergo bypass surgery than are whites. 

• Asthma. Among preschool children hospitalized for asthma, only 7 percent of black and 2 percent of 

httn·//u"""' <>hrn nnvlrP<,P<>rrh/rl"c, <>rit htm 
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Hispanic children, compared with 21 percent of white children, are prescribed routine medications to 

prevent future asthma-related hospitalizations. 

• Breast cancer. The length of time between an abnormal screening mammogram and the followup 

diagnostic tes_t to determine whether a woman has breast cancer is more than twice as long in Asian 

American, black, and Hispanic women as in white women. 

• Human immunodeficiency virus (HIV) infection. African Americans with HIV infection are less likely to 

be on antiretroviral therapy, less likely to receive prophylaxis for Pneumocystis pneumonia, and less 

likely to be receiving protease inhibitors than other persons with HIV. An HIV infection data 

coordinating center, now under development, will allow researchers to compare contemporary data on 

HIV care to examine whether disparities in care among groups are being addressed and to identify any 

new patterns in treatment that arise. 

• Nursing home care. Asian American, Hispanic, and African American residents of nursing homes are all 

far less likely than white residents to have sensory and com·munication aids, such as glasses and 

hearing aids. A new study of nursing home care is developing measures of disparities in this care 

setting and their relationship to quality of care. 

Identifying that disparities in care exist is important, but it is not enough. Now, researchers are also 

beginning to focus on-why these disparities exist, which disparities actually indicate poor-quality care, and 

how to develop strategies to address them. 

Looking Beyond Income and Insurance 

Disparities in health care are often ascribed to differences in income and access to insurance. Research has 

shown these to be important, but by no means the only factors. For instance, the proportion of Hispanic 

Americans with a usual source of care has declined substantially over the past decade (from 80 percent in 

1986 to 70 percent in 1996). Insurance coverage has also declined, and the lack of insurance in some groups 

is dramatic {among Hispanic men, for instance, 3 7 percent have no health insurance). Nonetheless, declines in 

insurance coverage explained only one-fifth of the change in access to a usual source of care. 

In another recent study, AHRQ-funded researchers in Boston examined the quality of care provided to 

hospital patients with congestive heart failure or pneumonia. Quality of care was measured both by physician 

review and by adherence to standards of care. The researchers found no difference in quality of care for 

patients from poor communities compared with other patients, after adjusting for other factors. They did 

find, however, that African American patients received a lower quality of care than white patients. 

Physician Decisionmaking 

A small study of physicians' decisions about whether to refer patients for cardiac catheterization, a diagnostic 

procedure for heart disease, provides supportive evidence that factors other than insurance and income can 

influence the quality of care people get. This study, which used actors portraying similar economic 

backgrounds, found that black women were significantly less likely than white men to be recommended for 

referral, despite reporting the same symptoms. {Differences between other groups studied were not 

statistically significant.) 

Hospital Characteristics 

,_ 
l_ / 1· - -- - -
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0 In the Boston study of the quality of care, quality for African American patients was lower in nonteaching than 

in teaching hospitals. In another study, white patients were more likely than Hispanic and African American 

patients to receive invasive cardiac procedures in hospitals performing a high volume of such procedures, a 

factor strongly associated with the quality of cardiac care. 

Cultural and Communication Barriers 

Adding to the increasing evidence of cultural expectations, assumptions, and language as factors affecting 

the quality of care, an ongoing study by AHRQ-supported researchers in San Francisco is surveying African 

American, Hispanic, and white patients to examine how interpersonal processes-the way patients and 

clinicians interact-affect the health care that patients get and the outcomes of their care. 

Translating Research Into Practice 

Supporting Evidence-based Decisionmaking 

One way to begin to address disparities in the quality of care is to improve clinicians' abilities to apply the 

results of previous research to minority patients whenever relevant research exists. AHRQ supports tools such 

as the National Guideline Clearinghouse™ (http://www.guideline.gov) to give clinicians and other health 

decisionmakers better access to evidence-based information about diagnosis and treatment. 

Q Helping Patients Pursue High-quality Care 

0 

To support patient decision making, AHRQ researchers and staff have developed numerous Spanish-language 

publications, including Spanish versions of: 

• Consumer Assessment of Health Plans (CAHPSl!I)_ The CAHPS 0 questionnaire provides survey-based 

assessments of consumers' satisfaction with their care and helps people select among health plans. 

• Put Prevention Into Practice Personal Health Guide and Child Health Guide. These patient booklets help 

people track whether they or their children have received recommended preventive services. 

Developing Better Strategies for Quality Improvement 

AHRQ is currently supporting several research initiatives to ~evelop new tools for improving the quality of 

care and new strategies providers can use to help them incorporate evidence into everyday practice. Several of 

these initiatives place a special emphasis on supporting research that can help address racial and .ethnic 

disparitie:s in health. In fiscal year 1 999, AHRQ directed approximately $2 million towards this specific 

objective. In fiscal year 2000, this investment is expected to increase by $10 million, including: 

• Funding for "centers of excellence" to develop practical tools in eliminating racial and ethnic 

disparities. 

• Supporting research that involves partnerships between academic researchers and health care 

providers who serve predominantly minority communities. 

• Supporting training for minority health services researchers to address the priorities identified in the 

President's Initiative to Eliminate Racial and Ethnic Disparities in Health. 

httn·//nmrw :ihrn onvlrP<:P~rrh/d1<:nnrit htm 
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Through such research, AHRQ can help close the gap between what we know and what we can do to address 

these disparities. 

AHRQ Publication No. 00-PO4 l 

Current as of February 2000 

Internet Citation: 

Addressing Racial and Ethnic Disparities in Health Care" Fact Sheet. AHRQ Publication No. 00-PO4 l, Febr':Jary 2000. Agency 
for Healthcare Research and Quality, Rockville, MD. http:/ /www.ahrq.gov/research/disparit.htm 
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Blacks are more likely than whites and Hispanics to die 

following cardiovascular procedures, despite hospital 

experience 

Black and Hispanic patients are more likely to undergo cardiovascular procedures in hospitals that perform a 

low volume of such procedures, and these hospitals usually have poorer outcomes than high-volume 

hospitals with more expertise. However, a new study shows that even after adjusting for differences in 

hospital volume, black patients were more likely than Hispanic and white patients to die after undergoing 

cardiovascular procedures. These findings suggest that hospital characteristics other than the number of 

procedures performed, such as financial resources, provider staffing, and availability of ancillary services, may 

be different in hospitals providing care to large numbers of minority patients. 

Researchers, supported in part by the Agency for Healthcare Research and Quality (T32 HS00020), examined 

racial and ethnic differences in postoperative mortality for 719,679 hospitalizations for 4 cardiovascular 

procedures: cardiac artery bypass grafting (CABG), percutaneous transluminal coronary angioplasty (PTCA), 

abdominal aortic aneurysm (AAA) repair, and carotid endarterectomy (CEA). They used 1998 to 2001 data 

from the Nationwide Inpatient Sample of the Healthcare Cost and Utilization Project. 

Blacks had nearly twice the risk of dying than whites after elective AAA repair, 1 9 percent greater risk after 

CABG, and nearly twice the risk after CEA, but did not have any greater risk of dying after PTCA. Hispanic 

patients were at no greater risk of dying after these procedures than whites. Both blacks and Hispanics had 

higher rates of urgent and emergency (rather than elective) AAA repair. This suggests inadequate screening or 

delayed referrals for surgery among Hispanic and black patients with aortic aneurysms. 

More details are in "Impact of hospital volume on racial disparities in cardiovascular procedure mortality," by 

Amal N. Trivedi, M.D., M.P.H., Thomas D. Sequist, M.D., M.P.H., and John Z. Ayanian, M.D., M.P.P., in the 

January 17, 2006, Journal of the American College of Cardiology47(2), pp. 417-424. 

http://www.ahrq.gov/research/jun06/0606RA4.htm an Q.1'.2.lliill._ 
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Death rates for cardiovascular disease are higher among 

American Indians and Alaska Natives than other U.S. groups 

National vital event data published by the Indian Health Service (IHS) prior to the early 1 990s suggest that 

cardiovascular disease (CVD) mortality rates (for example, for heart attack and stroke) are lower for American 

Indians and Alaska Natives (AIAN). This finding is somewhat puzzling, given that American Indians have for 

years had some of the Nation's highest rates of major CVD risk factors, such as smoking, diabetes, and 

obesity. 

In a recent study, Dorothy A. Rhoades, M.D., M.P.H., of the University of Colorado Health Sciences Center, 

adjusted for racial misclassification in the IHS data (something that was not done by the IHS until the early 

1990s) and concluded quite the opposite. She found that AIAN have higher CVD mortality rates than the rest 

of the U.S. population, and these rates may have been higher for more than a decade. 

Furthermore, CVD mortality is increasing among AIAN but decreasing in the general population widening a 

previously unrecognized disparity, notes Dr. Rhoades. She used IHS vital event data to compare trends in CVD 

mortality from 1989-1991 to 1996-1998 among three U.S. population groups: AIAN, all races, and whites. 

After adjusting for age and racial misclassification, by l 996-1998, the number of CVD deaths per l 00,000 

among AIAN was l 95.9 compared with 166.1 and l 59. l for all races and whites, respectively. The annual 

percent change in CVD mortality for AIAN was 0.5, a slight increase, compared with -1.8, a decline, in the 

other groups. The most striking and widening disparities were found for middle-aged AIAN, but CVD 

mortality among elderly AIAN was lower than in the other groups. Efforts to reduce CVD mortality in AIAN 

must begin before the onset of middle age, concludes Dr. Rhoades. Her work was supported in part by the 

Agericy for Healthcare Research and Quality (HSl 0854). 

See "Racial misclassification and disparities in cardiovascular disease among American Indians and Alaska 

Natives," by Dr. Rhoades, in the March 15, 2005, Circulation 111, pp. 1250-1256. 

Return to Contents 
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High Blood Pressure 

AHA Recommendation 

High blood pressure, or hypertension, is defined in an adult as a systolic 
pressure of 140 mm Hg or higher and/or a diastolic pressure of 90 mm Hg 
or higher. Blood pressure is measured in millimeters of mercury (mm Hg). 

Blood pressure 
(mm Hg) Normal 

less than 
120 

Prehypertenslon Hypertension 

Systolic (top number) 

Diastolic (bottom 
number) 

less than 80 

mm Hg = millimeters of mercury 

120-139 140 or higher 

80-89 90 or higher 

High blood pressure directly increases the risk of coronary heart 
disease (which leads to heart attack) and stroke, especially along with 
other risk factors. 

High blood pressure can occur in children or adults. It's particularly 
prevalent in African Americans, middle-aged and elderly people, obese 
people and heavy drinkers. People with diabetes mellitus, gout or kidney 
disease have hypertension more often. 

High blood pressure usually has no symptoms. It's truly a "silent killer." But 
a simple, quick, painless test can detect it. • 

Related AHA Scientific Statements: 
Hypertension 

Related AHA publications: 

• Heart and Stroke Facts 
• Understanding and Controlling Your !::!.[g_h Blood Pressure (also in 

Spanish) 
• Shaking Your Salt Habit 
• Know the Facts. Get the Stats 
• Managing Your Weight (also in Spanish) 
• High Blood Pressure in African Americans 
• Six Steps to a Healthier Heart 
• High Blood Pressure and Stroke 
• "What Is High Blood Pressure?" and "How Can I Reduce High 

Blood Pressure?" in Answers By Heart kit (also in Spanish kit) 
• "What Is High Blood Pressure Medicine?", "Why Should I Limit 

Sodium?" and "How Can I Monitor My Weight and Blood Pressure?" 
in Answers By Heart kit 

See also: 

Blood Pressure 
Blood Pressure -- Buying and Caring for Hom~_.E.Q11i12ment 
Blood Pressure Levels 
Blood Pressure Testing and Measureme[lJ 
Diabetes Mellitus 
Heart Attack 
High Blood Pr~ssure_Caus1;_~ 
High Blood Pressure in Children 

httn://www.americanheart.orQ/nrint nresenter_ihtml?identifier=4n?J 
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High Blood Pressure. Factors That Contribute To 
High Blood Pressure Statistics 
High Blood Pressure. What Can Be Done 
High Blood Pressure. Why II ls Bad 
Hypertension Primer. Third Edition 
J-Curve Phenomenon 
Kidneys and Kidney Function 
Metabolic Syndrome 
Sodium 
Stroke 
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Epidemiology 

Mortality After Acute Myocardial Infarction in Hospitals 
That Disproportionately Treat Black Patients 

Jonathan Skinner, PhD; Amitabh Chandra, PhD; Douglas Staiger, PhD; 
Julie Lee, PhD; Mark McClellan, MD, MPA, PhD 

Background-African Americans are more likely to be seen by physicians with less clinical -training or to be treated at 
hospitals with longer average times to acute reperfusion therapies. Less is known about differences in health outcomes. 
This report compares risk-adjusted mortality after acute myocardial infarction (AMI) between US hospitals with high 
and low fractions of elderly black AMI patients. 

Methods and Results-A prospective cohort study was performed for fee-for-service Medicare patients hospitalized for 
AMI during 1997 to 2001 (n=l 136 736). Hospitals (n=4289) were classified into approximate deciles depending on 
the extent to which the hospital served the black population. Decile 1 (12.5% of AMI patients) included hospitals 
without any black AMI admissions during 1997 to 2001. Decile 10 (10% of AMI patients) included hospitals with t.he 
highest fraction of black AMI patients (33.6%). The main outcome measures were 90-day and 30-day mortality after 
AMI. Patients admitted to hospitals disproportionately serving blacks experienced no greater level of morbidities or 
severity of the infarction, yet hospitals in decile 10 experienced a risk-adjus{\d 90-day mortality rate of 23.7% (95% CI 
23.2% to 24.2%) compared with 20.1% (95% CI 19.7% to 20.4%) in dei:;ile 1 hospitals. Differences in outcomes 
between hospitals were not explained by income, hospital ownership statu~. hospital volume, census region, urban 
status, or hospital surgical treatment intensity. 

Conclusions-Risk-adjusted mortality after AMI is significantly higher in US hospitals that disproportionately serve 
blacks."A reduction in overall mortality at these hospitals could dramatically reduce black-white disparities in healthcare 
outcomes. (Circulation. 2005;112:2634-2641.) 

Key Words: death, sudden ■ myocardial infarction ■ hospitals ■ outcomes ■ race 

T he Institute of Medicine study on racial disparities in 
health and health care has documented the sharp 

differences in the treatment of disea~es for blacks, partic
ularly for cardiovascular diseases. 1- 24 Less well under
stood is the mechanism generating disparities in health 
outcome. Do physicians or hospitals provide poorer quality 
care to their black patients compared with their white 

Editorial p 2582 

patients? Or are black patients more likely to be treated by a 
physician or hospital where all patients receive lower-quality 
care, regardless of race?25- 27 The importance of the latter 
hypothesis has been demonstrated recently in studies showing 
blacks are more likely to be seen by physicians with less 
clinical training than those treating whites28 and to be treated 
at hospitals with higher risk-adjusted surgical mortality and 
lower rates of evidence-based treatments and protocols.29 - 33 

However, the association between the racial composition of 
hospitals and health outcomes such as mortality is not known. 

·The present study compares outcomes, measured by 90-
day and 30-day adjusted mortality rates after acute myocar
dial infarction (AMI), for hospitals that disproportionately 
treat black patients relative to those that do not. To address 
this question, we drew on a nearly 100% sample of fee-for
service Medicare patients with an index AMI between Janu
ary 1997 and September 2001, comprising 1.14 million 
individuals. We measured the percentage of all AMI patients 
in a hospital who were black and categorized hospitals into 10 
approximate deciles ranked by the extent to which a hospital 
served the black community. Risk-adjusted mortality was 
examined across these deciles, under the hypothesis that 
hospitals with a large share of black patients were different 
from hospitals with a smaller (or zero) share. The importance 
of factors such as income, hospital ownership, surgical 

Received February 15. 2005; revision received June 28, 2005; accepted July 8, 2005. 
From lht: Center for Evaluative Clinical Sciences (J.S .. A.C.), Dartmoulh Medical School, Hanover, NH; Deparlment of Economics (J:S., A.C., D.S.), 
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Washinglon, DC; and Centt:r for Health Policy and Cenlcr for Primary Care and Outcomes Research (M.M.). Stanford University School of Medicine, 
Palu Allo. Calif 
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Centers for Medicare and Medicaid Services. 
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treatment intensity, racial composition, region, and unmea
sured health status was considered separately, with each 
factor as a potential confounder. 

Methods 

Data 
The primary data set was a longitudinal sample ,from the 100% 
Medicare fee-for-service population hospitalized for AMI between 
January 1997 and September 2001. The criterion for determining the 
presence of AMI from the claims was a primary diagnosis code of 
AMI (41000-41091) without evidence of an old myocardial infarc
tion. Federal hospitals were excluded. The initial sample with valid 
provider and location identification comprised l 254 786 individu
als. Patients were assigned to their hospital of initial admission for 
heart disease treatment, even if the patient was later treated at 
another hospital. Using information from the Medicare Denominator 
File, the race of each patient was determined as black, other (which 
includes Hispanic identification), or the residual group, which we 
denote as "white." Because of concerns about the statistical power 
required to discern outcome differences and the low sensitivity of 
Hispanic responses,34 we exclude respondents in the "other" cate
gory (n=42 200), which left 2 groups. black and white. There is a 
very strong correlation between black racial measures in the Medi
care claims data and self-reported racial identity. 34 

Observations were excluded if there was evidence from claims 
.data of a previous myocardial infarction (n=54 357) or if patients 
enrolled in a health maintenance organization during the calendar 
year after the AMI index event (n=l7 160). (Patients enrolled in a 
risk-bearing.health maintenance organization at the time of the AMI 
were not in this sample because there was no record of the AMI on 
the claims data.)· Additional criteria for exclusion were the inability 
to match the patient's zip code to the patient's region of residence 
(n = 114), lack of valid income data for that zip code (n=28 l 9), and 
hospitals with fewer than 10 AMis over the entire period of analysis 
(n= 1400), which left a sample of I 136 736. 

This sample was used •to calculate the percentage of all AMI 
patients in a hospital who were black. We then created approximate 
deciles of this measure to provide a summary measure of the extent 
to which a hospital serves the black community The lowest "decile" 
comprised the 12.5% of patients admitted to hospitals without any 
black AMI patients during the period 1997 to 2001. The use of this 
slightly larger grouping avoided the need to split the sample in an 
arbitrary way. Decile 2 is attenuated as a result, so that the bonom 2 
groups constitute one fifth of the sample. The remaining deciles are 
defined conventionally. Patient counts in each of these higher deciles 
were not exactly 10% because patients in a given hospital were 
retained in the same decile category. 

Measuring Healthcare Outcomes 
The primary measure of outcomes was risk-adjusted 90-day mortal
ity rate. Although risk-adjusted 30-day mortality rates are also 
presented, we favor 90-day rates because they are less likely to 
penalize hospitals with high rates of revascularization and subse
quent operative mortality. Previous uses of these outcome data have 
been described elsewhere.35- 38 As noted by previous studies, mea
sures of hospital perforrnance that use patient outcome data can be 
biased by differences across hospitals in the average severity of 
disease.39 However, measures of risk-adjusted AMI mortality have 
been shown to be valid indicators of hospital quality and have been 
incorporated into hospital profiling efforts, for example, those 
developed by the Agency for Healthcare Research and Quality •0 

Flexible quadratic age and gender interaction terms (age, age2
, sex, 

ageXsex, and age'"sex) were included in all analyses. As well, the 
followmg disease categories were entered separately as categorical 
variables: vascular disease, dementia, renal disease, pulmonary 
disease, diabetes (with and without complications), Ii ver disease 
(with and without "complications). and cancer (nonmetastatic and 
metastatic). Also mdudc:d were year categorical variables (with the 
year 2001 being !he reference year) and categuncal variables that 
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indicated the severity of the AMI, whether anterior, inferior, suben
docardial, or a reference "other'' category. 

Analysis 
Multivariable logistic regression models were estimated for risk
adjusted 90-day (and 30-day) mortality across the deciles of the 
percentage of black patients in each hospital. In each model reported 
here, standard errors were clustered at the hospital level, and all 
statistical analysis was performed with STATA version 8.0.41 We 
wish to facilitate exposition and to avoid misinterpreting ORs as 
relative risks when the underlying event is not rare,42 and so we 
report expected probabilities rather than ORs. We used-the ADJUST 
command in ST AT A, which sets all covariates to their mean values 
and then "turns on" each of the decile categorical variables in turn. 
For each decile, an estimate and CI was calculated in log-ORs; these 
were then converted into probability units. This was the expected 
mortality rate (and CI) for a representative patient, one with average 
risk characteristics. 

Potential Explanations for Differences in 
Risk-Adjusted Mortality Outcome Measures 
We examined the role of 6 observable factors that might explain 
differences in hospital-level mortality outcomes. The first was that 
the different raci~ composition of the deciles could lead to unmea
sured confoundinf if black patients exhibited higher rates of mor
tality even after i\djustment for risk factors. We addressed this 
hypothesis in 2 wif'ys. The first was to estimate the logistic model 
with race-decile interaction terms. which allowed for 2 separate 
mortality gradients, one for black and the other for white AMI 
patients. The disadvantage of this approach is that there were very 
few black AMI patients in the lower deciles, with a corresponding 
deficiency in statistical power. We therefore combined deciles 2 to 6 
into I group that comprised 11.4% of black patients and 39.8% of 
white patients. The second approach was to estimate a logistic model 
separately for black and white patients, but with a single variable, the 
percentage of black AMI patients in the hosprtal {a hospital-level 
variable), to test for a linear race-specific gradient in the logistic 
regression. 

Second, hospitals that admitted black AMI patients have been 
shown to be less likely to perform surgical in.terventions.3- 19-43 To 
capture these effects, hospital-specific rates of CABG and percuta
neous coronary interventions in the sample were included in 1 
specification of the regression. Third. hospitals may differ with 
respect to average volume of treatment.30-•4 - 46 The hospital-specific 
AMI volume was therefore included as an additional explanatory 
variable. Fourth, the ownership status of hospitals could confound 
racial effects if black patients were more likely to be admitted to 
government hospitals. We therefore used indicator variables to adjust 
for the teaching and ownership status of the hospital (government 
[non-Federal], not-for-profit. and for-profit). As noted by others, 
these variables are markers for multiple competing factors• 7 and 
should not be interpreted as measuring the effect of ownership. 
volume. or treatment intensity per se. 

Fifth. there may be systematic differences in income levels across 
regions, and so we adjusted by median household income by zip 
code from the 2000 US census. Finally, we adjusted for location of 
residence using the 4 US census regions and whether the individual 
lived in an urban area. We note that adjusting for geography can lead 
to underestimates (or overestimates) of true racial disparities.27 If a 
large fraction of blacks live in the South, then adjusting for Southern 
residence automatically removes l factor (average mortality differ
ences between Soulhern and non-Southern hospitals) that can e11.plain 
overall racial disparities in outcomes. 

Unmeasured confounding factors could bias estimates. Specifi
cally, if pa1ients seen m hospitals that disproportionately treated 
blacks e11.perienced a higher prevalence nf comorbidities not ob
served in the data, we would spuriously a11ribute elevated mortality 
rates to such hospitals. To examine this hypothesis, we constructed 
an rndex Clf disease seventy, as prox1ed by observed comorbidities 
and the locauon of the infarcl This index was estimated with a 
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TABLE 1. Characteristics of AMI Patients and Hospitals by Average Percentage of Black AMI Patients in 
the Admitting Hospital 

Deciles of Percentage Average Percentage Percent of Percent of 
of Black Patients of Patients Who Range No. of Patients in an Patients in No. of 
in Hospital Are Black,% (Minimum-Maximum), % Hospitals Urban Area, % the South,% Patients 

Lowest decile 0.0 0-0 1369 24.0 12.5 142 666 

2nd 0.3 0.0-0.4 162 40.1 9.7 84971 

3rd 0.7 0.4-0.9 276 47.8 21.3 113 853 

4Ih 1.4 0.9-1.8 342 43.9 29.8 113 526 

51h 2.2 1.8-2.8 287 48.4 36.9 113 769 

6Ih 3.4 2.8-4.2 291 43.9 38.3 112 265 

71h 5.2 4.2-6.4 326 41.2 39.9 114056 

8th 8.2 6.4-10.4 337 43.6 51.2 114 348 

9Ih 14.2 10.4-19.4 358 43.8 71.6 114 686 

Highest decile 33.6 19.5-98.6 541 35.2 68.9 115 596 

Total 6.9 0.0-98.6 4289 40.8 38.0 1136 736 

Based on AMI index events from January 1, 1997, -to September 30, 2001, for beneficiaries enrolled in fee-for-service Medicare. 
In calculating averages, each hospital is weighted by the number of patients treated over the study period. Urban areas are defined 
as counties that are classified as being part of a Metropolitan Statistical Area. Stales are cla\sified as being in the South or West using 
US Census Bureau definitions for these regions. All differences across deciles are jointly Jignificanl at the P<0.001 level. 

logistic regression that predicts· 90-day mortality and included race, 
age, sex, all measured comorbidities, and the severity of the AMI. 
Differences in the severity of the comorbidities and location of the 
AMI genera'ie variation in the index of predicted mortality and are 
presented by hospital racial decile in terms of predicted 90-day 
mortality. When there are no differences across hospital deciles in 
the comorbidity index, the role for unmeasured confounding vari
ables to bias estimates is circumscribed. because confounding 
variables tend to be correlated with one another; smokers (an 
unmeasured variable), for example, tend to have lower incomes and 
are more likely to present with chronic obstructive pulmonary 
disease or cancer (measured variables). The finding that the mea
sured variables are unassociated with hospital deciles therefore 
reduces the likelihood that the unmeasured (correlated) covariates 
are positively associated with hospital deciles.48 

Results 
Table I presents summary statistics for fee-for-service Medi
care beneficiaries who were treated for AM] between January 
I, 1997, and September 30, 200 I. The table illustrates the 
construction of the deciles used in the analysis. The average 
Medicare AMI patient was treated in a hospital at which 6.9% 
of the patients were black. The bottom "decile" accounted for 
12.5% of the population who were admitted to 1369 hospitals 
(comprising 32% of all hospitals) that saw no black AMI 
patients over the duration of the study period. These hospitals 
constitute decile I (the lowest decile) of percentage of black 
patients in the hospital. On the other end of the spectrum, 
33.6% of patients in decile IO hospitals were black. Patients 
admitted to hospitals with the highest fraction of black 
patients were more likely to live in the South and less likely 
to live in an urban setting. Differences across the deciles were 
significant statistically (P<0.00 I). 

There was large variation in ownership status and treat
ment rnlensity between hospitals based on the extent to which 
they treated the black population (Table 2). Relative to the 
hospital at which the average AMI pallent was treated, 
hospitals that disproportrnnately treat blacks were more likely 
to be teaching hosp11als, more likely to be government 

';-
(non-Federal), and less likely to be not for profit. These 
hospitals were similar in terms of CABG and PTCA intensity 
but have lower AMI volume. All differences across the 
deciles were highly significant statistically (P<0.001). 

With the exception of hospitals that treated no blacks, the 
distribution of comorbidities and severity of the AMI across 
hospitals (adjusted for age, race, and sex) was similar (Figure 
I). In decile 2 hospitals (where only 0.3% of patients were 
black), the index of predicted 90-day mortality based solely 
on comorbidities and severity of the AMI was 22.2% (95% CI 
22.1 % to 22.3%). It was 22.l % (95% CI 22.0% to 2:?.2%) and 
22.0% (95% .Cl 21.9% to 22.l %) for hospitals in deciles 9 
and 10, respectively. The noticeable exception to the similar
ity in comorbidities across deciles of percentage of black 
patients was seen for patients in decile I hospitals. These 
patients, all of whom were white, had predicted 90-day 
mortality of23.7% (95% CI 23.6% to 23.8%), 7% higher than 
the expected mortality in the other deciles. Although not 
reported in Table 1, the elevated mortality in decile I was 
attributable largely to the elevated prevalence of renal failure 
(2.9% in this decile compared with 2.2% for other deciles; 
P<0.001) and a lower likelihood of being diagnosed with a 
subendocardial infarction (39.0% versus 49.0% for other 
deciles; P<0.001). 

Figure 2 illustrates risk-adjusted 90-day mortality across 
hospital deciles. Hospitals that had a greater share of black 
AMI patients had substantially higher risk-adjusted mortality 
Even though patients in decile I hospitals were the sickest (as 
measured by the index of comorbidities), they experienced 
the lowest risk-adjusted mortality after AMI. Figure 2 pres
ents results from 2 models. ln the first, outcomes were 
adjusted for age, race, sex, and comorbidities. In the second, 
we further adjusted for income, hospital ownership. region, 
and treatment characteristics. The 2 models yielded similar 
results, which suggests that the hospital characteristics and 
111come were not significant explanatory variables once we 
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TABLE 2. Hospital Ownership Characteristics and Hospital Treatment Characteristics by Average 
Percentage of Black AMI Patients in ttie Admitting Hospital 

Hospital Teaching and Ownernhip Status, % Hospital Treatment Characteristics 

Percentage of Black Average CABG Average PTCA 

Patients in Hospital Government Not For For Rate After Rate Aller Annual 

(Deciles) Teaching Non-Federal Profit Profit AMI,% AMI,% AMI Volume 

Lowest 3 18 76 7 9 16 48 

2 7 6 91 3 12 25 143 

3 8 7 77 15 12 22 139 

4 8 9 82 9 11 21 117 

5 16 ,B 81 11 13 23 154 

6 15 7 83 11 13 24 154 

7 23 8 8D 13 12 23 152 

8 28 14 74 12 12 23 143 

9 20 17 70 13 12 23 129 

Highest 30 17 70 13 11 20 107 

Average 16 11 78. 11 12 22 126 

Based on AMI index events from January 1, 1997, to September 30, 2001, for beneficiaries enrolled In fee-for-service Medicare. 
Each hospital is weighted by the number of patients treated over the study period. Anm\1 AMI Volume is the average number of 
patients aged at least 65 years in the Medicare program admitted to the hospital for AMI, All differences across deciles are Jointly 
significant at the P<0.001 level. !' 

had adjusted for comorbidities. The area under the receiver 
operator curve was 0.679 for the first model and 0.681 for the 
second. 

Figure 3 presents estimated adjusted mortality separately 
by race. Because of the small number of black AMI patients 
in deciles 2 to 6, these deciles were combined to improve 
statistical power in estimating race-specific adjusted mortal
ity. Estimated mortality for blacks in decile l O hospitals was 

significantly higher than for decile 2 to 6 hospitals (P=0.04). 
The differe!).ce between black and white adjusted mortality 
rates was not significant within each hospital decile, but a joint 
test of significance rejected the null hypothesjs of equality 
(P<0.001). For the logistic regressions estimated separately for 
white and black AMI patients, the mortality gradient (by fraction 
of black admissions to the hospital) was significant for both 
white (P<0.001) and black (P=0.007) patients. 
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Figure 1. Index of comorbidity and AMI severity by average percentage of black AMI patients admitted to the hospital. The graph 
reports the average index of comorbidity and AMI severity by hospital decile according to the average percentage of black AMI 
patients admitted to that hospital. Multiple indicators for severity were used: the presence of vascular dis.ease, pulmonary disease. 
dementia, diabetes, renal failure, or cancer, and the location of the infarct (anterior, inferior, subendocardial, or other). These indicators 
were combined inlo 1 index with the coefficients from a prediction model for 90-day mortality used as weights. Thus, the index predicts 
90-day mortality based on comorbidities and severity of the AMI, after adjustment for age, gender, and race. This index was intended 
to test lhe hypothesis that AMI patients are sicker 1n hospitals that disproportionately admit blacks. The graph indicates that this 
hypothesis was rejected; indeed those patients admitted to the lowest decile (no black admissions) experienced elevated risk factors. 
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Dedie of Pen:ient African ~ In Ho.pltlll 

Figure 2. Risk-adjusted 90-day mortality after AMI by the average percentage of black ~I patients admitted to the hospital. The 
graph reports 90-day mortality after adjustment for age, gender, race, comorbidities, andJocation of the infarct (anterior, inferior, sub
endocardial, or other). Comorbidities included presence of vascular disease, pulmonary gisease, dementia, diabetes, renal failure, and 
cancer. Hospital ownership and treatment characteristics are listed in Table 2 and includ~ teaching hospital, government non-Federal 
ownership, nongovernmental not-for-profit ownership, investor-owned (for-profit), hospitaf PTCA and CABG rates, and annual AMI vol
ume. Income refers to beneficiary's zip code income. Region refers to the 4 US census regions. A joint test of the importance of hospi
tals deciles was significant at the P<0.001 level. 

We obtained similar results regarding the associatmn 
between hospital deciles and mortality using 30-day mortal
ity. In these models, which also adjusted for age, race, gender, 
comorbidities, hospital teaching status, region, ownership, 
and treatment i[!tensity, 30-day mortality in decile 1 hospitals 
was 14.9% (95% CI 14.6% to 15.2%), in decile 2 15.6% 
(95% CI 15.2% to 16.1%), and in decile IO 17.6% (95% CI 
17.2% to 18.0%). With these estimates, hospitals in decile IO 
experienced 18% higher mortality relative to decile I hospi
tals; however, 30-day mortality within hospitals· was not 
significantly higher among black patients. 
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Figure 3. Risk-adjusted 90-day mortality after AMI by race and 
average percentage of black AMI patients admitted to the hos
pital. This regression included all covariates described in the 
legend for Figure 2, but with black and white hospital decile 
effects allowed to differ To improve statistical power, deciles 2 
to 6. which together constituted 11 % of the black AMI sample, 
were combined. 

! 
j 

Any potential burdens of higher mortality risk in hospitals 
that serve blacks was borne disproportionately by black 
patients, because a large fraction of this population was s.een 
in the hospitals that comprised decile 9 and decile I 0 
hospitals. As Figure 4 shows, nearly half of blacks were seen 
in decile 10 hospitals, which were those with among the 
highest risk-adjusted mortality. Sixty-nine percent of black 
patients were seen in the 21 % of hospitals that constituted 
decile 9 and 10 hospitals. 

Discussion 
Risk-adjusted mortality after AMI was significantly higher in 
hospitals that disproportionately served blacks, and this result 
held even after adjustment for a variety of potential con
founding factors. The results of the present study may appear 
inconsistent with those in the study by Kahn et al,49 who 
found that blacks with a variety of clinical conditions were 
more likely to be admitted to higher-quality urban teaching 
hospitals. However, their study used a different time period 
(1981-1986), and their sample was limited to 5 states. More 
recently, several studies have noted that black patients are 
treated by physicians with less clinical training,28 referred to 
lower-quality cardiac surgeons,50 and treated at hospitals with 
higher risk-adjusted surgical mortality.30 Other studies have 
also found a negative association between the fraction of 
blacks admitted to the hospital and the use of emerging 
medical technologies33 and favorable birth outcomes.51 -52 

Within hospitals, 90-day mo11ality rates for blacks were 
somewhat higher than for whites. These results contrast with 
most studies using data from earlier periods that generally 
have not found elevated mo11ality nsks among black AMI 
patients.6•1~-1~-~0 ~9535 4 More recent studies, however, have 
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Figure 4. Distribution of black and white 
patients by the average percentage of 
black AMI patients admitted to the hos
pital. The graph reports the share of 
each racial group,(relalive to all black or 
white AMI patients in the Medicare fee
for-service population) treated in hospi
tals within each decne category. A joint 
test of the importance of hospitals 
deciles was significant at the P<0.001 
level. 
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found higher rates of mortality and functional disability 
among black AMI patients.18-19 

The most important limitation of the present study is the •• 
possibility that the unobservable health status of AMI patients 
in neighborhoods served by hospitals with a disproportionate 
number of-black AMI admissions is systematically different 
from the average. If so, the higher mortality rates observed in 

. these hospitals could be the result of unmeasured confound-
ing factors, rather than hospital performance per se. One 
obvious difference across·hospital deciles is simply that there 
are more black patients in the higher deciles, and if they ~e 
systematically sicker, conditional on covariates, then the 
estimates could be biased. However, even if outcomes are 
measured using white mortality rates or black mortality rates 
separately, a significant mortality gradient is obtained. 

Another limitation arises if risk adjustment does not adjust 
adequately for underlying illness. If the categorical comor
bidity variables do not measure the severity of the disease (for 
example, if diabetes is more severe among black AMI 
patients in decile 2 hospitals than among black AMI patients 
in decile JO hospitals), then the results could be biased. It 
could also be the case that unmeasured confounding factors 
(for example, smoking or exercise behavior) play a role in the 
elevated rates of mortality in the high-decile hospitals. But 
the role for unmeasured confounding factors is constrained. 
For unmeasured confounding factors to bias the results, they 
would need to be unassociated with the measured confound
ers, which, as shown in Figure 1, explain none of the 
observed mortality gradient. 

In addition, hospitals serving a disproportionate number of 
black AMI patients tend to be located in low-income neigh
borhoods, so the race variable could reflect socioeconomic 
status. A parallel analysis (not reported) assigning hospitals to 
deciles of zip code income (rather than deciles of the 
proportion of black AMI patients) failed to show any consis
tent patterns. risk-adjusted mortality in decile IO (h1gh
mcome) hospitals was not significantly different rrom nsk
adJustcd mortalrty in decile I (low-income} hospitals 

9 Highest 
Dedk! 

Similarly, acc9lmting for the broad region of residence or 
urban status di~·not alter the results of the present study. 

Why is risk-atllusted mortality, for both blacks and whites, 
associated with h higher fraction of black hospital admis
sions? One hypothesis is that black AMI patients are more 
likely to be admitted to hospitals with lower volume, and 
lower volume has predicted worse outcomes in other stud
ies.44- 46 Similarly, it could be the cas~ that overall revascu
larization rates in hospitals with a large fraction of black 
patients could be lower, as suggested by previous research 
documenting racial gaps in surgical treatment of cardiovas
cular disease.3- 19.43 These explanations alone cannot explain 
the gradient, because the regression analysis adjusted for such 
factors. A plausible explanation is that differences in hospital
level quality not adequately adjusted for in the present 
analysis but highlighted in recent studies, such as time to 
reperfusion, the prescription of .{3-blockers, postsurgical mor
tality, or the quality of physicians, could explain observed 
differences in outcomes.2s.Jo-n.ss,s6 

Another limitation of the study is that it does not address 
racial disparities that take place within the hospital because of 
differences in the use of effective treatments or lack of 
communication between black patients and a largely white 
clinical staff. For example, Barnato et aP2 documented 
substantially lower rates of PTCA and CABG for black AMI 
patients even after adjusting for the hospital to which they 
were admitted. Statistical analysis that distinguishes between 
these 2 explanations-disparities within hospitals and dispar
ities that occur because blacks go to different hospitals than 
whites-is therefore critical for future research on 
disparities.57 

The potential benefits that come from increasing quality of 
care are wt.:11 understood.58 - 61 One implication of the present 
study 1s that reducing mortality rates in high-mortality hos
pitals can have implications for reducing racial disparities in 
health outcomes. Because 21 % of hospitals treat 69% of 
elderly black AMI patients, targeting quality improvements al 

hospitals that disproportionately serve blacks could dramati
cally reduce black-white disparities in care. In addition, 
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because many black Medicare beneficiaries live in urban 
areas with more than I hospital, efforts to better direct 
patients toward high-quality hospitals may also be an effec
tive means of reducing disparities. 
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ABSTRACT In its study of racial and ethnic disparities in health care, the Institute 
of Medicine (IOM) concluded that there were large and significant disparities in the 
quality and quantity of health care received by minority groups in the United States. 
This article shows that where a patient lives can itself have a large impact on the level 
and quality of health care the patient receives. Since black or Hispanic populations tend 
to live in different areas from non-Hispanic white populations, location matters in the 
measurement and interpretation of health (and health• care) disparities. There is wide 
variation in racial disparities across geographic lines: some areas have substantial dispar
ities, while others have equal treatment. Furthermore, there is no consistent pattern of 
disparities: some areas may have a wide disparity in one treatment but no disparity in 
another. The problem of differences in quality of care across regions, as opposed to 
racial disparities in care, should remain the target of policy makers, as reducing quality 
disparities would play a major role in improving the health care received by all Amer
icans and by minority Americans in particular. 
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GEOGRAPHIC VARIATION IN HEALTH CARE AND RACIAL DISPARITIES 

I N ITS COMPREHENSIVE STUDY OF racial and ethnic disparities in healthcare, the 
U.S. Institute of Medicine (IOM) concluded that there were large and signif

icant disparities in the quality and quantity of health care received by minority 
groups in the United States. Explicit in that review is the finding that "many 
sources-including health systems, healthcare providers, patients, and utilization 
managers-may contribute to racial and ~thnic disparities in healthcare" (Smed
ley, Stith, and Nelson 2003, 10). In this paper, we argue that another key factor 
must be included in that list: geography. We show that where a patient lives can 
itself have a large impact on the level and quality of health care the patient 
receives. This matters in the measurement and interpretation of health (and 
health care) disparities, since black or Hispanic populations tend to live in dif
ferent areas from non-Hispanic white populations. 

Although an earlier study suggested that geography might work in favor of 
low income and African American populations because of their closer proxim
ity to inner-city academic medical centers (Kahn et al. 19\4), we find 'a gener
ally different result: that blacks tend to live in parts of the 'l=ountry that have a 
disproportionate share of low-quality providers. Within those hospitals, both 
whites and blacks tend to receive low-quality care, but since blacks are over-rep
resented in such areas, the quality of the hospital will cause an overstatement of 
the role- that race plays in disparities at the level of the health care provider. 

A second lesson from our analysis is that racial disparities in health care are a 
local phenomenon. Hospitals and regions ?f the country vary enormously in the 
extent to which such health care disparities are present; there are health care 
markets that serve large numbers of minorities that do not have disparities, al
though a plurality do.This finding limits the extent to which anecdotal evidence 
or even detailed quantitative studies from a given hospital, city, or state may be 
used to shed light on the larger problem of racial disparities at the ~ational level. 
Nor is it entirely clear to what extent some regions are systematically worse, or 
systematically better, at eliminating health care disparities. In related work, we 
have found some reg10ns have small (or no) disparities for one procedure, but 
high disparities for another (Ba1cker et al. 2003). The weak systematic correla
tion m racial disparities across myriad different procedures undermines the case 
for explanations that rely on a "legacy of segregated and inferior healthcare for 
African Americans" (Smedley, Stith, and Nelson 2003, 103). Alternatively, a more 
powerful explanation may lie in the presence of "surgical signatures" in different 
areas (Roos and Roos 1981; Wennberg 1990; Wennberg, McPherson, and Caper 
1984). Surgical signatures refer to the persistent and dramatic differences in the 
rates at which certain surgical procedures are performed m adjacent regions with 
very smular panent populat10ns. They are the consequence of the practice pat
terns of individual phys1c1ans and the local medical culture regarding a particu
lar treatment. They have not been found to be correlated with patient charac
tenst1cs or differences m phys1c1an supply. The 1d10syncrat1c vanat10n m the 
locat10n and size of dispant1es suggests that future mgumes should mvestigate 
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the potential role of a few individual providers, who account for a large propor
tion of the caseload, in generating disparities. 

A focus on the geography of heath care will also suggest a different perspec
tive than the conventional wisdom on the role of public policy in mitigating the 
deleterious effects of the under-use of health care in some minority populations. 
Often, interventions are designed to ensure the· treatment a patient receives in a 
given hospital or by a given provider is independent of the patient's race. In con
trast, we argue that, in the presence of geographic disparities in health care, poli
cies designed to equalize patients' treatment within hospitals will not erase dis
parities at the national level, as differences in where minority groups live would 
still result in large disparities in care. What is necessary to erase health cai::e dis
parities is to implement national policies designed to improve the overall qual
ity of treatment or health of all patients, which in turn will have a dispropor
tionate effect on reducing racial, ethnic, and geographic disparities in health care 
and health outcomes. Interventions focused on the ove~ll quality of hospitals in 
a few regions of the country (where a disproportionate mare of minorities com
munities are located) could dramatically reduce racial difparities in care. 

We certainly do not argue that geographic variations in health care explain 
the full amount of the measured racial disparity in care. Indeed, in some cases 
geographic variations in health care may even mask existing disparities a't the 
local level. Instead, our view is that overall health and health care disparities 
should be considered to be the sum of two components: (1) unequal treatment 
within a hospital or by a given provider, and (2) unequal treatment because of 
where people live. The reason that this distinction is important is because the 
sources of inequity are quite different: in the first case it 1s either at the level of 
the health care interaction (whether because of bias by the provider or poor in
formation or preferences of the patient), while in the second case it is related to 
differences in where people live, which is- dependent on factors such as wage and 
income, as well as barriers to housing that are less likely to be associated with the 
health care system per se. 

Our analysis proceeds in four sections. First, we establish that the best unit of 
analysis for geographic variations in health care is the geographic area that is 
served by a maJor tertiary care hospital.We formalize this notion by introducing 
the concept of a "hospital referral reg10n" (HRR) from the Dartmouth Atlas of 
Health Care (Wennberg and Cooper 1999). Second, we use these HRRs-to illus
trate the enormous variation in the quality of care that patients, independent of 
race, receive in different regions of the United States. Third, we show that there 
is significant residential clustering by race among these regions, with blacks dis
proport10nately represented in the Southeast. Fourth, we use these results to 
quantify the relationship between geographic vanat10n m health care and the 
measurement of racial dispanues in care, usmg as an example eye exammations 
for diabetics m the Medicare populat10n. We conclude with a discussion of the 
policy implicatwns of our research The degree to which racial dispanties are 
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driven by differences in care within regions, as opposed to between regions, has 
profound implications for designing health care policy. 

MEASURING GEOGRAPHIC VARIATION IN HEALTH CARE 

Understanding the role that geographic variation plays in driving racial dispari
ties in health care requires a careful delineation of different health care service 
regions. The Dartmouth Atlas ef Health Care divides the United States into 306 
"hospital referral regions" (HRRs). These regions, some of which cross state 
borders, are constructed using a complex algorithm of commuting patterns of 
patients to major referral hospitals, and correspond to the level at which care is 
actually given. More simply, one may think of HRRs as representing local mar
kets for health care, or the geographic level at which "back end" services such as 
cardiac surgery and end-of-life care are received. The regions are derived from 
data on Medicare beneficiaries, and thus capture the g\~ographic pattern of 
where beneficiaries go for care. 

l 

We use data on residential clustering and the delivery ;of health care treat-
ments by HRR from the Dartmouth Atlas, which is based on Medicare claims 
data. Treatment rates are determined by where the patient lived rather than 
where he or she received services. Thus if a Medicare enrollee living in Hartford, 
Connecticut, were admitted to a hospital in Boston, the utilization would be 
attributed to Hartford, and not to Boston. This means that the variations ob
served at the HRR level are blurred somewhat-since the practice patterns of 
Boston hospitals are assigned back to the Hartford HRR-but it avoids the 
potentially more serious shortcoming of unusually high utilization rates in large 
:referral centers such as Boston or Rochester, Minnesota. Analysis at the HRR 
level is preferable to analysis at the city or state level, since it uses the empirical 
pattern of patient commuting to determine the geographic boundaries of each 
referral region, rather than assuming that the arbitrary political boundaries of 
states and cities also define the level at which the health care is delivered. 

Throughout this paper we rely on data from the Medicare program.There are 
several advantages to usmg this data. First, the Medicare program is a substantial 
component of the U.S. health care system that comprises almost 20% of all 
health care expenditures and is regulated by policies designed to influence the 
delivery of care. Second, analysis of the Medicare populat10n can dramatically 
mitigate the extent to which differences in health insurance contammate esti
mates of racial disparities in health care. Third, we have a rich data set to draw 
on, based on tens of millions of patient visits per year.These sample sizes are nec
essary for a comprehensive mvest1gation of race disparities m health care, in order 
that small sample sizes do not affect the quality of the mferences bemg made. 
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GEOGRAPHIC VARIATION IN HEALTH CARE 

We now examine the extent to which geographic disparities affect health care 
across hospital referral regions, including the quality of care provided to patients 
in different HRRs. The data we use are obtained from the Dartmouth Atlas cif 
Health Care and are based on Medicare claims data for 1995-1996 (Wennberg 
and Cooper 1998). 

One way to measure the quality of health care provided in a region is the use 
of low-cost, highly effective procedures that have known medical benefits and 
are rarely contraindicated. This methodology was pioneered by the Medicare 
Quality Improvement Organization and is designed to capture interventions and 
evaluations "for which there is strong scientific evidence and professional con
sensus that the process of care either directly improves outcomes or is a neces
sary step in a chain of care that does so" Oencks et al. 2000, 1670).As such, detail
ed r1sk adjustment is less critical, as few patients are i:;ontraindicated for these 
procedures (such as the prescription of warfarin for atr1nl fibrillation or biennial 
eye examination for diabetics). Following Wennberg, Fisf,er, and Skinner (2002), 
we use an "effective care" index of 11 such measures, including the administra
tion of angiotensin-converting enzyme inhibitors, aspirin, and beta-blockers 
after heart attacks; mammograms for older women; influenza and flu vaccines; 
and eye exams and the evaluation oflipid profiles and HbA 1 c for diabetics. The 
use of these procedures should be relatively insensitive to the preferences and 
characteristics of the population and relatively uniform across areas-most ben
eficiaries should be receiving this care across the country. Nevertheless, we also 
adjust the use of the measures for the age, sex, race, and underlying illness of the 
population (as reflected by discharges for a number of conditions such as heart 
attacks, gastrointestinal bleeding, hip fracture, and the like). These adjustments do 
not affect the results of the analysis. 

Figure 1 shows the distribution of the use of effective care across HRRs. 
Some HRRs use effective care at a much higher rate than others, with the mean 
use varying from a low of 30% to a high of almost 60%. Residents in the North
east, for example, are much more likely to get effective care than those in the 
Southwest. 

What causes this wide geographic variat10n in the use of cheap and effective 
care that we would argue should be universal? A substantial literature stemming 
in large part from the Dartmouth Atlas documents and explores the causes of this 
geographic variation-seen not just in effective care, but in rates of many differ
ent surgical procedures and intensity of treatment (Baicker and Chandra 2003; 

, Baicker et al. 2003; Chandra and Skinner 2004; Fisher et al. 2003a, 2003b;Wenn
berg and Cooper 1999_; Wennberg, Fisher, and ~kinner 2002). Differences could 
stem from historical practice patterns, the slow d1ffus1on of technology, differen
nal supply of specialists and hospital capacity, differences in patient characteris
tics and preferences, or any of a number of other factors. Our analysis does not 
attempt to discern the root causes of geographic d1spant1es, but rather seeks to 
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Distribution of effective care in health referral regions (HRRs). 

establish the importance of these disparities in wide~pread racial differences in 
the quality of care received. 

GEOGRAPHIC CLUSTERING BY RACE 

Blacks and whites are not equally represented in different parts of the country. 
In order to understand the role that this uneven distribution plays in health care 
disparities, we need to understand how much segregation there is in the health 
care providers and hospitals used by blacks and whites. 

Figure 2 shows the extent to which black and white residents are not evenly 
distributed across the country. The shading of each HRR represents the fraction 
ofblacks living in an area relative to the national average (of approximately 14%). 
If blacks and whites were not residentially clustered, all of the HRRs would have 
a ratio of around 1, meanmg that each one would have the same mix of black 
and white residents-each would be about have about 14% black residents. Only 
37 of the 306 HRRs have a nat10nally representative mix of residents. In fact, 
several reg10ns of the country have black population rates that are three to six 
times greater than the nat10nal average. Blacks d1sproport10nately hve m the 
Southeast, while whites d1sproport10nately hve m the West and m the Northeast. 
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FIGURE 2 
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Relative distribution of blacks in HRRs. 

DISENTANGLING WITHIN-AREA AND BETWEEN-AREA 

RACIAL DIFFERENCES IN CARE 

There is a substantial literature documenting racial disparities in health care. In 
nearly every study, Afncan American or Hispanic patients experience lower lev
els of health care even when high-quality controls for patient risk adjustment are 
included in the analysis (Smedley, Stith, and Nelson 2003). Most previous stud
ies have used national samples, and thus their results represent an average across 
the many regions in the United States (although some focus on a smgle area). 
Having established above both that there is substantial variation in care between 
different hospital areas and that there is substantial residential clustering by race, 
we turn to the role that residential segregation plays in driving observed racial 
disparities in health care. 

To understand the role of residential segregation m racial dispanues, we first 
establish that there are different patterns of care in areas with different racial com

pos1t10ns. We focus on one particular component of effective care-annual eye 
exams for diabetics-as an example.We d1v1de the 306 HRRs mto qumules based 

on the fraction of their population that 1s black, and then examme the fraction of 
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FIGURE 3 

Black-white differences in eye exams for diabetes in. HRRs with differ,:{lt percentages ef black patients. 
I 

Notes: Each quintile contains an equal proportion ef beneficiaries. Numbers below quintile bars report 
the average percent ef blacks in the HRRs that comprise the quintile. Horizontal lines report the US. 

rate for white (light line) and black (dark line) beneficiaries. The analysis adjusts for age and sex. 

patients in these quintiles receiving effective care and other surgical procedures. 
The 61 HRRs with the highest proportion of black residents are, on average, 22% 
black, while the 61 with the lowest proportion are less than 1 % black. The two 
horizontal lines on the graph in Figure 3 report the use of annual eye exams for 
diabetics for the average white and average black beneficiary across all quintiles. 
As Figure 3 shows, a significantly lower fraction of blacks livmg in the fifth of 
HRRs with the most blacks (that is, those areas that are on average 22% black) 
receive annual eye exams, relative to those living m the fifth of HRRs with the 
fewest blacks. In other words, the quality of care received by African Americans 
deteriorates as the black population in an area increases. The same pattern holds 
true for whites: the rate at which white diabetics receive an annual eye exam falls 
as the percentage of blacks in an area increases. In the quintile with the fewest 
proportion of blacks (areas that are 0.6% black on average), black diabetic patients 
receive eye exams at a slightly higher rate than the average white beneficiary. 

This graph highlights the fact that there are disparities in care within HRRs, 
but that residential segregat10n increases racial differences. To explore this point 
further, we examined racial p.ispanties within specific HRRs. Figure 4 shows 
data for the 25 HRRs with the greatest number of black residents. More than 
45% of blacks live m these 25 HR .. Rs. In the Bronx, black diabetics receive eye 
exams at a higher rate than do whites. S1m1larly, there are several HR.Rs where 
racial d1sparit1es are small to negligible-for example, m Birmmgham,Alabama, 
Raleigh, North Carolina, and Washmgton, D.C. On the other hand, HRRs like 
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FIGURE 4 

Black-white differences in eye exams for diabetes in cities with the largest black populations. 
Notes: Vertical line indicates the disparity for the typical black beneficiary in the United States. 

Cities are ranked by the magnitude of racial disparity. The analysis adjusts for age and sex. 

St. Louis, Atlanta, and Jackson, Mississippi, have disparities that exceed the aver
age national disparity. Thus, even within cities with a sizeable black community, 
there are large differences in the degree of disparity between white and black 
treatment: Birmingham and Jackson have large African American populations 
and share a history of institutionflized segregation, yet the two areas have re
markable different levels of disparities for the procedure that we have studied. 

What is it about some cities that causes them to provide high-quality care to 
African Americans? Standard explanations that rely on a legacy of discrimination 
are not borne out by the data, since places such as Raleigh and Birmmgham 
show almost no racial dispanties. For some surgical treatments, the differences 
may arise from one or two surgeons accountmg for the majority of procedures 
m their region. In other cases, the differences in racial disparities may arise from 
spatial "mismatches" of patients and physicians, for example, because of segrega
tion in residential areas, the location of hospital services, or the efficiency of the 
public transportation system. Skinner and colleagues (2003) found that Detroit 

had one of the largest dispantles m knee replacement surgery for both men and 
women, which contrasts with ltS more positive ranking for eye examinations. 

What fraction of the overall difference m the health care that blacks and 
whites receive can be attributed to different care w1thm a reg10n, ar.id what frac

tion 1s attnbutable to the fact that blacks and whites often live in different 

regions? We can decompose the d1spant1es mto a withm-area component and 
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Black-white differences in eye exams for diabetes in cities with the largest black populations. 

Data from Figure 4 is incorporated. 

between-area component graphically, by plotting the white rate along one axis 
and the black rate along another; as in Figure 5. Each point represents the one 
of the 80 largest HRRs in terms of African American population. These 80 
HRRs account for over 80% of the African American population; the HRRs in 
the Figure 5 include those in Figure 4 and additional ones. The five HRRs with 
the largest African American populations are Chicago, Detroit, Memphis, New 
York, and Washington, D.C. In HRRs close to the 45-degree line, such as De
troit or Washington, D.C., black diabetics receive annual eye exams at rates equal 
to whites. In HRRs below the line, such as Chicago, black diabetics receive an
nual eye exams at a lower rate than whites 

The fact that most of the points are below the line shows that, on average, 
blacks receive eye exams at a lower rate within a local region. If all of the dif
ference m the treatment that blacks and whites receive 1s driven by different res
idential patterns, and none by d1fferent1al treatment within a hospital referral 
reg10n, then each HRR would be located along the 45-degree !me shown on 

the graph. We can decompose the national difference m the rate at which black 
and white diabetics receive eye exams mto the port10n attributable to differences 

w1thm reg1_ons and the portion attnbutable to different res1dent1al patterns. For 
this procedure, more than 56% of the racial d1spanty 1s attributable to blacks and 
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whites living in different hospital markets. Conversely, 44% of the observed dis
parity in eye exams for diabetics is the consequence of blacks and whites being 
treated differently within hospital referral regions. Figure 5 also illustrates an 
interesting point regarding the preoccupation with studying disparities as op
posed to noting differences in the levels of care received by race: in HRRs such 
as Chi_cago and Memphis, the white rate is substantially below the black rate in 
HRRs such as New York.Therefore, whites in Chicago and Memphis would also 
benefit from quality improvements that raise the 'level of care for all diabetics in 
these HRRs. 

& long as African Americans continue to live in regions with disproportion
ately low rates of treatment, policies that simply aim to equalize rates within hos
pitals will still result in national disparities in care. Furthermore, such policies do 
nothing to improve the quality of care received by non-black Medicare benefi
ciaries who also reside in areas with low rates of effective care. While it is not 
our view that the welfare of these (non-black) individ\Xi;}ls exceeds that of black 
beneficiaries, it is a mathematical fact that there are more non-black beneficiar
ies than black beneficiaries. As such, policies that target tft'e geographic schism in 
health care, as opposed to a narrow focus on racial disparities, will positively af
fect a greater number of Americans. 

POLICY IMPLICATIONS 

This analysis highlights two important points with significant implications for 
health policy. First, geographic variations in health care are responsible for a sub
stantial component of the observed racial disparity in care, since blacks live dis
proportionately in parts of the country that have low-quality hospitals and pro
viders. Second, there is wide variation in racial di~parities: some areas have 
substantial disparities, while others have equal treatment. Furthermore, there is 
no consistent pattern of disparities-some areas may have a wide disparity in one 
treatment but no disparity in another. These facts mean that studies of individ
ual conditions or areas are at best uninformative and at worst misleading for 
national policy makers. 

There are many barriers to providing high-quality health care to minority 
populations, particularly in the presence of distrust and poor information sur
rounding health care procedures (Ibrahim et al. 2002). In this paper, we have 
argued that even aggressive behavior on the part of regional health providers to 
improve the quality of information and access to care at the local level cannot 
ehmmate entirely overall racial or ethnic disparities. The problem of differences 
m quality of care across regions should still remam a target of policy makers, as 
reducing such disparities would play a maJor role m 1mprovmg the health care 
received by all Americans m general and by minority Americans m particular 
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0 1. Midcourse Review Overview 

Healthy People 2010 is a comprehensive, nationwide health promotion and disease 
prevention agenda to improve the health of the United States population during the 
current decade. It has two overarching goals: (1) increase quality and years of healthy 
life and (2) eliminate health disparities. In the November 2000 edition of Healthy Peopl_e 
2010, these goals were supported by 467 specific objectives in 28 focus areas, which 
addressed specific components of health promotion and disease prevention. Every 
measurable objective had a target to be achieved by the year 2010.1 

Each focus area is managed by a lead agency or co-lead agencies of the U.S. Department 
of Health and Human Services (DHHS). Lead agencies are responsible for undertaking 
activities to achieve the year 2010 goals and for reporting progress on the focus area 
objectives over the course of the decade. Focus area work groups consisting of experts in 
the subject area provide ongoing support and continuity. Guidance for the overall effort 
is provided by the Healthy People 2010 Steering Committee, which is chaired by the 
Assistant Secretary for Health and includes representatives from the DHHS agencies. 
The Healthy People 2010 process is coordinated by the Office of Disease Prevention and 
Health Promotion, under the direction of the Assistant Secretary for Health.1 

Midway through the decade, DHHS conducted a comprehensive assessment of Healthy 
People 2010. The purpose of the 2005 Midcourse Review was to: 

m Assess progress toward the two overarching goals of increasing the quality 
and years of healthy life and eliminating health disparities 

&!! Assess progress toward the targets for the objectives 

ll Modify, add, or delete objectives, as necessary 

Ill Adjust targets for objectives with baseline data revisions 

m Update the statistical documentation and databases 

Under the direction and leadership of the Office of Disease Prevention and Health 
Promotion, a Midcourse Review Executive Committee was formed to assist the Healthy 
People Steering Committee in guiding and coordinating the Midcourse Review process 
and products. Members of this committee were the Healthy People 2010 agency 
coordinators fro_m the National Institutes of Health, the Substance Abuse and Mental 
Health Services Administration, the Centers for Disease Control and Prevention (CDC), 
the Health Resources and Services Administration, and the Agency for Healthcare 
Research and Quality, as well as staff from the Office of Minority Health, the Office of 
Women's Health, and the CDC National Center for Health Statistics. 

During the Midcourse Review, measures for increasing the quality and years of healthy 
life and eliminating health disparities were developed and assessed (see sections 2 and 3: 
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Measuring Quality and Years of Healthy Life, and Measuring Health Disparities). 
Progress toward target attainment and elimination of health disparities was evaluated, and 
areas were identified that were successful or facing challenges. Progress toward the 
targets of Healthy People 2010 objectives with data beyond the baseline was assessed 
using the percentage of targeted change that was achieved, or "progress quotient." (See 
section 4: Target Setting and Assessing Progress for Measurable Objectives.) The 
Midcourse Review publication and related information can be accessed at 
http://www.healthypeople.gov/ data/midcourse/ default.htm#pubs. 

The Midcourse Review provided an opportunity for updates and modifications to the 
objectives, including deletions and additions, and produced a revised list of all Healthy 
People 2010 objectives and subobjectives. Changes to the objectives were considered for 
the following reasons: 

rm To more accurately communicate what the objective is measuring and/or to 
allow it to be measured; 

ill To use a new or different data source or new research/science; 

Im To reflect new science or research; 

fl To establish a baseline and set a target for a developmental objective; 

El To acknowledge that data are not available and a funding commitment does 
not exist. 

Some objectives lacked baseline data in the November 2000 edition of Healthy People 
2010, but were considered areas of sufficient national importance to be placed on the 
national agenda for data collection. These objectives were called "developmental" 
objectives. Healthy People 2010 stated that "Developmental objectives with no baseline 
at the midcourse will be dropped."1 The Healthy People Steering Committee determined 
that a developmental objective could be retained at the midcourse if baseline data had 
been collected but not yet analyzed, or a data source was identified and a funding 
commitment was made by December 31, 2004 (even if the baseline data were not yet 
available). Of the 140 developmental objectives, 84 became measurable with the 
establishment of baselines, 27 objectives were deleted due to lack of baseline data, and 29 
with data anticipated by the end of the decade were retained as developmental despite a 
lack of data at the Midcourse Review. 

As part of the Midcourse Review, DHHS lead agencies could request changes in 
objective wording, measure, or data source subject to approval by the Healthy People 
2010 Steering Committee and the Assistant Secretary for Health. A number of changes 
were approved. These changes are shown within each focus area chapter in the 
Midcourse Review publication. 

During the Midcourse Review, proportional target adjustments also were made to 
objectives and subobjectives whose baselines for the total population had changed since 
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the publication of Healthy People 2010. (See section 4: Target Setting and Assessing 
Progress for Measurable Objectives for details.) 

Between August 15 and September 15, 2005, the public was given an opportunity to 
comment on the Midcourse Review modifications that had been approved by the 
Assistant Secretary for Health. Electronic comments were solicited on objectives and 
subobjectives that were: 

em Moving from developmental to measurable status 

m Modifying language 

Bil Proposed for addition 

ra Proposed for deletion 

IS'! Establishing new baselines targets target-setting methods·, or changes to data 
sources. 

The public comments were reviewed and considered by the co-lead agencies, the Healthy 
People Steering Committee, and the Assistant Secretary for Health 

The public was not invited to comment on: the two overarching goals; baseline revisions 
and proportional target adjustments resulting from baseline revisions; changes in the 
Federal standards for collecting and presenting data on race and ethnicity2; or other 
adjustments to data in the population template for population-based objectives. (See 
section 6: Population Template.) 

The entire Tracking Healthy People 2010 publication was revised to include new and 
updated data issues, and new and revised operational definitions for all objectives and 
subobjectives that have changed since the original publication in 2000. It is available on 
the internet through DATA2010, the Healthy People 2010 online database 
(http://wonder.cdc.gov/data2010/). DATA2010 was completely revised and updated to 
reflect the modifications in the objectives and tracking data that occurred prior to and 
during the Midcourse Review, including changes in the way the data on race and 
ethnicity are collected and tabulated.2 (See section 6: Population Template.) Currently, 
DA TA2010 not only shows the most recent Healthy People 2010 data, updated quarterly, 
but has a new option to display the final data tables at midcourse, upon which the 
Midcourse Review measures of progress and disparity were based. (See section 12: 
Healthy People 2010 Database.) 
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Introduction 

The first overarching goal of Healthy People 2010 is to help individuals of all ages 
increase life expectancy and improve their quality of life.1 

Life expectancy is the average number of years people born in a given year are expected 
to live based on a set of age-specific death rates. At the beginning of the 20th century, 
life expectancy at birth was 47.3 years. Life expectancy has increased dramatically over 
the past 100 years; in 2002 life expectancy at birth was 77.3 years.2 

The gains in life expectancy since the early 1900s are largely attributable to the control of 
infectious diseases through improved sanitation, vaccines, and antimicrobials; improved 
nutrition; and advances in medical research and treatment. However, longevity is no 
longer a sufficient measure of the ·health of a population. Over the last century, chronic 
diseases have replaced infectious diseases as major causes of death, resulting in an 
increase in the number of persons with functional limitations associated with chronic 
illness. Preventing disabling conditions, improving function, relieving physical pain and 
emotional distress, and maximizing health across the life span have become issues that 
are as important to address as increasing life expectancy.3 

Measuring Life Expectancy 

Life expectancy is measured by constructing a life table. There are two types of life 
tables: the cohort ( or generation) life table and the period ( or current) life table. The 
cohort life table presents the mortality experience of a particular birth cohort (for 
example, all persons born in the year 1900) from birth throughout their lives. The cohort 
life table is based on age-specific death rates observed throughout the lifetime of the 
cohort members and thus reflects the mortality experience of an actual population from 
birth until the final group member has died.2 

Unlike the cohort table, the period table does not represent the mortality experience of an 
actual birth cohort. Rather, the period table presents what would happen to a hypothetical 
cohort if it experienced throughout its entire- life, the mortality conditions of a particular 
period in time. Thus, for example, a period life table for 2002 assumes a hypothetical 
cohort subject throughout its lifetime to the age-specific death rates prevailing for the 
current population in 2002.2 The period table is used to construct the life expectancies 
tracked in Healthy People 2010. The methodology for constructing period life tables for 
the United States has been published elsewhere.4 

Measuring Quality and Years of Healthy Life 

Given the multi-dimensional nature of health, assessing quality and years of healthy life 
is much more complex than measuring life expectancy, and the field is still evolving. 
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0 Various measures are used nationally and internationally to measure healthy life. These 
measures fall into three general categ9ries:5 

Im Self-assessments of overall health status by individuals or their proxies. 

!II Composite measures that include multiple dimensions of health. Scores on 
the various dimensions are combined into a single measure using a 
predetermined algorithm. 

II Measures that combine mortality and morbidity (where the morbidity 
measure can be either of the types described above or a measure of a single 
dimension of health). These measures use years as the metric to quantify 
healthy life. 

Healthy People 2010 mentioned several possible measures of population health: self 
perceived health status, healthy days, and Years of Healthy Life (YHL ), 1' 

6 the measure 
used in Healthy People 2000. In 1998, the National Center for Health Statistics convened 
a workshop to select measures that best capture the complexity of assessing years of 
healthy life within the context of Healthy People 2010.7 Three summary measures that 
combine mortality with different measures of morbidity were selected to track progress 
towards Goal I of Healthy People 2010. The measures are: (1) expected years in good or 
better health; (2) expected years free of activity limitation; and (3) expected years free of 
chronic disease. The first two summary measures evolved from the YHL measure. YHL 
combines information about mortality, self-rated health, and activity limitation into a 
single measure. The new measures separate the self-rated health component from the 
limitation of activities component to better track change over time. Expected years oflife 
free of chronic diseases was added to provide an additional aspect of population health. 

Healthy Life Measures 

The three healthy life measures used for Healthy People 20 IO are defined as follows: 

Expected years in good or better health is the average number of years a person can 
expect to live in good or better health. This :µieasure assesses healthy life using a single 
global assessment question which asks a person to rate his or her health as "excellent," 
"very good," "good," "fair," or "poor". 

Expected years free of activity limitation is the average number of years a person can 
expect to live free from a limitation in activities, a need for assistance in personal or 
routine care needs, or a need to use special equipment. 

Expected years free of chronic disease is the average number of years a person can 
expect to live without developing one or more of the following conditions: heart disease, 
cancer, diabetes, hypertension, kidney disease, arthritis, or asthma. 
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Healthy life expectancies are calculated using a period life table methodology as 
described above.4 Age-specific mortality rates are combined with age-specific 
prevalence rates to produce an estimate of overall healthy life expectancy. The 
methodology has been published elsewhere.7 

Healthy life expectancies can be compared across populations, as well as over time, as 
long as the age-specific prevalence rates are reliable across all age categories. Often, 
several years of data must be combined to produce reliable rates. 

Data Sources for Healthy Life Measures 

Healthy life calculations use mortality data from tl;ie National Vital Statistics System and 
health data from the National Health Interview Survey (NHIS). (See Part C for 
descriptions of these systems.) Although the NHIS provides detailed information on 
health and health behaviors, the institutionalized population is excluded from the NHIS 
sample. Since the institutionalized population is more likely to report poor health, 
measures may underestimate the effect of the health component on healthy life 
expectancies and, therefore, may overestimate healthy life expectancy. 

Data items used for Healthy LHe measures 

Self-rated health status is measured by the single question in which the respondent is 
asked to rate his or her health as "excellent," "very good," "good," "fair," or "poor." 
This self-assessed health rating has been validated to be a useful indicator of a person's 
actual health for a variety of populations and thus permits broad comparisons across 
different conditions and populations.8 In addition to the NHIS, the National Health and 
Nutrition Examination Survey, the Behavioral Risk Factor Surveillance System, and 
other surveys include the measure. 

Activity limitation is measured using questions about personal care needs, limitations of 
activities, and use of special equipment. Adults are asked whether they need assistance 
with personal care needs, such as eating, bathing, dressing, or getting around inside the 
home; if they need assistance with routine care needs, such as household chores; if they 
have mental or physical problems that prevent them from working at a job; or if they 
have health problems that require the use of special equipment, such as a cane, 
wheelchair, or special telephone. Persons responding "yes" to any of these questions are 
classified as having an activity limitation. Children are considered limited in activity if 
the proxy adult respondent answers "yes" to any of the limitation, special services, or 
special equipment questions. 
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0 Chronic disease status is measured by a question which asks if a doctor has ever 
diagnosed the respondent with a given disease. The list of selected chronic diseases 
includes hypertension, stroke, coronary heart disease, arthritis, kidney disease, diabetes, 
and cancer. All selected chronic diseases have r~lated objectives within Healthy People 
2010. Respondents who answer "yes" to any of the selected diagnoses are classified as 
having a chronic disease. The NHIS does not request information on the severity of the 
disease, even though relative risk of mortality varies with the severity and type of chronic 
disease. 

Future Directions 

Since the measurement of healthy life is an evolving field, it is important to continue to 
develop better measures of healthy life and to improve the data on which these measures 
are based. 

Refining Measurement of Quality and Years of Healthy Life 

The three summary measures selected for use in Healthy People 2010 will provide trend 
data for the final decade review. However, measures incorporating other aspects of 
health that have not been included in summary measures of health, such as healthy 
behaviors and mental health, are needed to provide different ways of summarizing this 
important construct. Work is continuing in this area. 

Expanding Data Col_lection 

Better data are necessary to support both the current measures and any newly developed 
measures. Limited sociodemographic data are a particular problem. Currently, the black 
and white populations are the only population groups with sufficiently reliable data in 
most national data sources to produce healthy life estimates. Moreover, social 
determinants of health, such as education, income, or occupation, are sometimes lacking 
from national health data sources. For the Healthy People objectives, understanding the 
status of subgroups of the population is important for public health policy. 

Another challenge is collection of data on the institutionalized populations such as those 
in prisons and nursing homes. Household-based surveys, the source of much of the data 
used to measure the health components of healthy life expectancy, do not collect 
information on these populations or on the homeless. Many of these individuals are 
likely to experience poor health, and estimates of healthy life that do not include these 
populations are biased. 
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3. Measuring Health Disparities 

The second overarching goal of Healthy People 20 IO is to eliminate disparities among 
segments of the population, including differences that occur by gender, race or ethnicity, 
education or income, disability, geographic lo9ation or sexual orientation.1 The specific 
population groups associated with each of these characteristics are defined in section 6: 
Population Template. The goal of eliminating health disparities applies to 498 
population-based objectives and subobjectives in Healthy People 201 O; that is, those 
objectives that measure health aspects of the population. The goal is not applicable to 
objectives that measure schools, worksites, or States or to objectives that are tracked 
using counts of events rather than rates or percents. 

In Healthy People 2010, disparity is defined as the quantity that separates a group from a 
reference point on a particular measure of health that is expressed in terms of a rate, 
proportion, mean, or some other quantitative measure.2 In order to measure disparity 
between groups, four critical analytic issues need to be addressed: 

If/I What reference point should be used to measure disparity? 

m Should disparity be measured in absolute or relative terms? 

II Should disparity be measured in terms of favorable or adverse events? 

W How can disparity be summarized across multiple subgroups? 

A detailed discussion of these conceptual issues and their implications for measuring 
disparity in Healthy People 20 IO has been published. 2 A brief synopsis of the issues and 
the approaches adopted for Healthy People 20 IO is provided below. 

Choice of reference point 
Disparity can be measured in relation to various reference points, including the year 20 I 0 
target, the total population rate, an average of group rates, or the rate for a specific group 
such as the largest group, or the group with the most favorable or "best" rate. There are 
advantages and disadvantages associated with each of these reference points. 

The "best" group rate has been chosen as the reference point for measuring disparities in 
Healthy People 20 IO because it emphasizes the potential for improvement among the 
comparison groups. Implicit in the use of the "best" group as the reference point is the 
idea that the best group rate is theoretically achievable by the other groups. 

The best group is used as the reference point in analyses of characteristics with two 
groups (e.g., gender, disability, geographic location) and characteristics with three or 
more groups (e.g., race and ethnicity, education or income). The disparity for a particular 
characteristic is measured by comparing the rate for the best group and the rates for the o other groups at a given point in time. It is important to remember that, for a particular 
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objective, the best rate will differ from one characteristic to the next. In addition, for a 
particular characteristic, the group with the best rate may change over time. 

In some instances, the group with the most favorable rate is not suitable for selection as 
the best group because it does not meet an additional criterion for statistical reliability. In 
Healthy People 2010 disparity analyses, a group can only be selected as the best group if 
its rate has a relative standard error of less than 10 percent. This criterion is more 
stringent than the 30 percent relative standard error used by many Healthy People 2010 
data sour~es for data suppression.3 This criterion prevents the measurement of disparity 
from a highly variable reference point. If the group with the most favorable rate does not 
meet the criterion for selection as the best group, then the group with the next most 
favorable rate that meets this criterion is selected as the reference point. If no more than 
one group meets this criterion, measures of disparity are not computed for that 
characteristic. 

Measuring disparity on an absolute or relative scale 

Differences between the best group rate and the other group rates can be measured in 
absolute or relative terms. Absolute measures, such as the simple difference, describe the 
arithmetic difference between group rates and are expressed in the same units of 
measurement as the group rates. Relative measures, such as the percent difference, 
describe the arithmetic difference between group rates relative to a reference rate - that 
is, as a percentage of the reference rate. Relative measures are unitless. Absolute 
measures are valuable in assessing public health impact and can be easier to interpret than 
relative measures. However, relative measures make it possible to compare disparities 
across objectives that are measured on different scales. 

In general, absolute and relative measures yield concordant conclusions about disparity at 
a point in time. However, in some instances absolute and relative measures of disparity 
may lead to different conclusions about changes over time. For example, when the best 
group rate is declining, a reduction in the absolute difference from the best group rate can 
occur without a reduction in the relative difference. Relative statistics are more 
appropriate for trend analyses because they adjust for changes in the level of the 
reference point over time and adjust for differences in the level of the reference point 
when comparisons are made across objectives. 

Measuring disparity in terms of favorable or adverse events 

Some Healthy People 2010 objectives are expressed in terms of favorable events or 
conditions that are to be increased while others are expressed in terms of adverse events 
or conditions that are to be reduced. For example, objective 1-1 is expressed in terms of 
favorable events: increase the proportion of persons with health insurance. Conversely, 
objective 3-1 is expressed in terms of adverse events: reduce the overall cancer death 
rate. 
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The magnitude of an absolute measure of disparity at a particular point in time does not 
depend on whether an indicator is expressed in terms of adverse or favorable events. 
However, the magnitude of a relative measure of disparity does depend on the way that 
the objective is expressed. In a_ddition, conclusions about changes in disparity over time 
depend on whether the objective is expressed in terms of favorable or adverse events. A 
more detailed explanation, including numerical examples, has been published.2

'
4 For 

these reasons, it would not be appropriate to compare the relative disparity for one 
objective expressed in terms of favorable events with the relative disparity f?r another 
objective expressed in terms of adverse events or to compare changes in disparity for 
these objectives over time. 

Given the desire to compare disparity across the Healthy People 2010 objectives, a single 
approach- expression of all objectives in either favorable or adverse terms - was needed. 
A decision was made to measure disparity in terms of adverse events. Dichotomous 
objectives that are stated in terms of favorable events (increase desired) are expressed in_ 
terms of adverse ·events (reduction desired) when measures of disparity are computed. 
The objectives themselves are not restated or changed in Healthy People 2010. 

Statistics for measuring health disparity 

Pair-wise statistics are being used to monitor progress toward the elimination of disparity 
for individual groups (compared to the best group) for all characteristics. For 
characteristics with three or more groups (e.g., race and ethnicity, education level, and 
income level), summary statistics are also used. A detailed description of the statistics 
and techniques employed to measure disparities in Healthy People 20 IO has been 
published.2 The key pair-wise and summary statistics being used for Healthy People 
2010 disparity analyses are presented below. 

Pair-wise statistics 

The percent difference is used to quantify disparities between the best group rate and 
another group rate. The percent difference is computed as: 

Percent difference 
R.-R 

' 
8 X 100 

RB 

where Rs is the best group rate for a particular characteristic and Ri is the rate for any 
other group of interest for a particular characteristic. For example., racial and ethnic 
disparities are measured as the percent difference between the best racial and ethnic 
group rate and each of the other racial and ethnic group rates. Methods for assessing the 
statistical significance of the percent difference are provided elsewhere.2 
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Q Summary statistics {characteristics with three or more groups) 

The index of disparity is used to determine whether the overall disparity from the best 
group rate is increasing or decreasing for the set of groups that make up a characteristic. 
It represents the average percent difference between the individual groups and the best 
group for the characteristic. The index of disparity is calculated as: 

0 

0 

Index of disparity = 
(I~:/PD ;) 

n -1 

where PD; is the percent difference from the "best" group rate for each of the groups of 
interest (i), and (n-1) is the number of groups minus 1. Because the percent difference is 
calculated with the best group rate as the reference point, the number of comparisons is 
equal to the number of groups minus one. Methods for assessing the statistical 
significance of the index of disparity have been developed.2 These methods involve 
generating a standard error for the index of disparity using a type of resampling or 
"bootstrap" procedure. 

Assessing changes over time 

When data beyond the baseline are available for an objective, the change in disparity 
from the baseline to the most recent data point can be measured. For pair-wise 
comparisons, changes in disparity over time are measured by subtracting the percent 
difference from the best group rate at the baseline from the percent difference from the 
best group rate at the most recent data point. The change is expressed in percentage 
points: positive differences represent an increase in disparity and negative differences 
represent a decrease in disparity. Similarly, for comparisons involving three or more 
groups, the change over time is calculated by subtracting the index of disparity at the 
baseline from the index of disparity at the most recent data point. This statistic can be 
used to make comparisons over time only when data are available for the same groups 
defined in the same way at the baseline and at the most recent data point. 

When standard errors for the constituent rates are available, the statistical significance of 
the change in the percent difference or the index of disparity over·time can be evaluated.2 
When standard errors for the constituent rates are not avaiiable, the statistical significance 
of the change in the percent difference or the i.ndex of disparity over time cannot be 
evaluated. 
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Q 4. Target Setting and Assessing Progress for Measurable 

Objectives 

Target-Setting Methods 

One of the three overarching goals for the Healthy People 2000 prevention initiative was 
to reduce health disparities among Americans.1 The framework of Healthy People 2010 
has taken this a step further by proposing to "eliminate health disparities" as one of the 
two ovenµ-ching goals for the next decade. 

To support the goal of eliminating health disparities, a single national target that is 
applicable to all selected populations has been set for each measurable, population-based 
objective. Three guiding principles were used in setting targets for the measurable, 
population-based objectives: 

G For objectives that address health services and protection (for example, access to 
prenatal care and health insurance coverage) the targets have been set so that . 
there is an improvement for all racial/ethnic segments of the population; that is, 
the targets are set to "better than the best" racial/ethnic subgroup shown for the 
objective. Data points for at least two popuiation groups under the race and 
ethnicity category are needed to use "better than the best" as the target-setting 
method. 

m For objectives that can be influenced in the short term by policy decisions, 
lifestyle choices, and behaviors (for example, physical activity, smoking, suicide, 
alcohol-related motor vehicle deaths), the target setting method is also "better 
than the best'~ group. 

II For objectives that are unlikely to achieve an equal health outcome in the next 
decade, regardless of the level of investment (for example, occupational 
exposure and resultant lung cancer), the target represents an improvement for a 
substantial proportion of the population and is regarded as a minimum acceptable 
level. Implicit in setting targets for these objectives is the recognition that 
population groups with baseline rates already better than the identified target 
should continue .to improve. 

Beyond this general guidance, the exact target levels were determined by the focus area 
workgroups that developed.the objectives. The workgroups used various methods for 
arriving at the target levels, including retention of the year 2000 target, computation of a 
statistical regression using current rates to project a target, knowledge of the programs 
currently in place and expected change, and expert judgment. 

0 The following target-setting methods have been used: 
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~ Better than the best. 

el _ percent improvement. 

ii "Total coverage" or "Total elimination" (for targets like 100 percent, 0 percent, all 
States, etc.). 

ml Consistent with ________ (another national program, for example, national 
education goals). 

Im Retention of the Healthy People 2000 target. 

The specific method for developing the target is described under each objective in 
Healthy People 2010.2 

Baseline revisions 

Targets were adjusted for those objectives for which a change was made to the total 
population baseline data point after the publication of Healthy People 2010. Baseline 
data were changed for a variety of reasons including revisions in methodology, survey 
questions, baseline year, and population denominators. Baseline data for several 
objectives were revised to accommodate updated public health recommendations. In 
several cases, baseline data were revised because the previously published data were 
based on preliminary analyses. Target revisions were not made in cases in which the 
baseline data for a select population had changed but data for the total population were 
unchanged. 

The method used to adjust the target for an objective with a revised baseline for the 
total population depended on the original target-setting method outlined in Healthy 
People 2010. 

El Targets based on·"better than the best" racial/ethnic subgroup were revised using the 
same percent improvement from the racial/ethnic group with the "b'est" rate as was 
computed for the original target. 

Ill Targets based on percent improvement were revised using the original percent 
improvement. 

Im Targets based on total elimination, total coverage, or consistent with another program 
were not revised. 
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Q Developmental objectives 

The target-setting method for developmental objectives that became measurable during 
the 2005 midcourse review takes into account the reduced time period (approximately 5 
years) to achieve the target. The recommended method for setting targets for previously 
developmental population-based objectives is one unit "better than the best" racial and 
ethnic group, using the units in which the objective is measured. That approach 
represents the minimally acceptable improvement for all racial/ethnic groups. 

If the objective is measured in whole numbers, the unit is 1. If the objective is measured 
in tenths, the unit is 0.1, etc. The original target-setting for population-based objectives 
was not limited to one unit "better than the best" racial/ethnic group. 

The focus area workgroups had the option of proposing a target setting method greater or 
less than one unit "better than the best" population group ( e.g., a specified percent 
improvement, etc.) subject to approval by the Assistant Secretary for Health. 

Non-population-based developmental objectives that became measurable during the 2005 
midcourse review set targets consistent with similar objectives in the focus area. Targets 
for these objectives could also take into consideration the reduced period to achieve the 
target. 

Assessing Progress 

Progress is assessed by the movement from the baseline measure toward or away from 
the target. This is determined by the progress quotient which indicates the change 
between the baseline and most recent data as a percent of the total change sought. The 
formula for the progress quotient (PQ) is as follows: 

PQ = (most recent value - baseline value) I (year 2010 target - baseline value) * 100 

A number of objectives contain multiple measures. Progress is assessed l?eparately for 
each measure. For these objectives, therefore, the progress may be mixed if some 
measures are progressing toward the target and others are regressing. Whenever possible, 
assessment of progress should consider the standard errors associated with the data (see 
section 11: Variability of Estimates). 
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5. Population Estimates 

Healthy People 2010 uses population estimates from the U.S. Census Bureau to calculate 
morbidity and mortality rates for many of the objectives. Every 10 years, the U.S. 
Bureau of the Census (Census Bureau) conducts a full census of the resident population 
of the Uniteq States, Puerto Rico, and U.S. territories and collects data on gender, race, 
age, and marital status; the estimates produced represent the U.S. population as of April 1 
of the census year. More detailed data on education, housing, occupation, income, and 
other information are also collected fr.om a representative sample of the population (about 
17 percent of the total population).1 

The increasing diversity of the population has necessitated modification of the way race 
data are collected. In both the 1980 and 1990 censuses, a substantial number of persons 
did not specify a racial group that could be classified as any of the categories on the 
census form (white, black, American Indian, Eskimo, Aleut, Asian, or Pacific Islander).2 

In 1980, the number ofpersons of"other" race was nearly 7 million; in 1990 it was 
almost 10 million. In both censuses, the majority of these persons were of Hispanic 
origin (based on response to a separate question on the form), and many wrote in their 
Hispanic origin, or Hispanic origin type (for example, Mexican, Puerto Rican) as their 
race. 

The Census Bureau presents population data by race in two different ways. In decennial 
census publications, persons of unspecified race are maintained in the single category of 
"other." For the purpose of providing comparable denominator data to other Federal and 
non-Federal data users, in both 1980 and 1990, the Census Bureau produced another set 
of population estimates for census years; in these population estimates, persons of 
unspecified race were allocated to one of the four tabulated racial groups (white, black, 
American Indian or Alaska Native, Asian or Pacific Islander), based on their response to 
the Hispanic question. These four race categories conformed to the Office of 
Management and Budget (0MB) Directive 15, "Race and Ethnic Standards for Federal 
Statistics and Administrative Reporting',3 and were more consistent with the race 
categories used in most major data systems, including vital statistics.4 The postcensal 
and intercensal population estimates described below were based on these "OMB
consistent" populations. 

In 1997, 0MB issued "Revisions to the Standards for the Classification of Federal Data 
on Race and Ethnicity,"5 which supersedes the 1977 Statistical Policy Directive 15. Both 
documents specify rules for the collection, tabulation, and presentation of race and 
ethnicity data within the Federal statistical system. The 1977 standards required Federal 
agencies to report race-specific tabulations using four single-race categories, namely, 
White, Black, American Indian or Alaska Native, and Asian or Pacific Islander. The 
1997 revision incorporated two major changes designed to reflect the changing racial and 
ethnic profile of the United States. First, the 1997 revision increased from four to five the 
minimum set of categories to be used by Federal agencies for identification of race. As 
in the past, these categories represent a social-political construct and are not 
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anthropologically or biologically based. The five categories for race specified in the 
1997 standards are: American Indian or Alaska Native; Asian; Black or African 
American; Native Hawaiian or Other Pacific Islander; and White. Second, the revised 
standards add the requirement that Federal data collection programs allow respondents to 
select one or more race categories when responding to a query on their racial identity. 
This provision means that there are potentially 31 race groups, depending on whether an 
individual selects one, two, three, four, or all five of the race categories. Collection of 
additional detail on race or ethnicity is permitted so long as the additional categories can 
be aggregated into the minimum categories. 

In recent years, data systems have been revising their collection and tabulation 
procedures to comply with the 1997 standards. Some data systems implemented the new 
standards between 1999 and 2003, while others are still in the process of planning for or 
implementing the new standards. Therefore, templates for race and Hispanic origin vary 
across objectives. In addition, the data systems used to track the population-based 
objectives in Healthy People 2010 may not provide data for all of these domains and 
subgroups. However, some data systems provide data for additio:qal subgroups, for 
example, Hispanic origin subgroups such as Cuban, Mexican American, and Puerto 
Rican.6 

During the transition to full implementation of the 1997 standards, two different 
standards for the collection of race and ethnicity data are being used, creating 
incomparability acrpss data systems. Further, within a given data system, the change in 
the race standards results in incomparability across time, thus making it difficult to 
perform trend analyses. The 0MB recognized that approaches to make data collected 
under the 1997 standards comparable to data collected under the 1977 standards would be 
needed. Therefore, the 0MB issued "Provisional Guidance on the Implementation of the 
1997 Standards for Federal Data on Race and Ethnicity."7 The guidance document 
contains a detailed discussion of bridging methods. (Bridging is a mechanism for 
collapsing the multiple-race- group population counts into single-race-group counts.) 

Postcensal Population Estimates 

National population estimates for the years after the decennial census (postcensal 
estimates) are calculated using the decennial census as the base population and adjusting 
those counts using the following measures of population change: births and deaths 
(provided by the National Center for Health Statistics), immigration data (provided by the 
U.S. Immigration and Naturalization Service), data on the movement of Armed Forces 
personnel (from the U.S. Department of Defense [DoD]), movement between Puerto Rico 
and the U.S. mainland (from Puerto Rico Planning Board), and movement of Federal 
employees abroad (from the Office of Personnel Management and DoD). These 
estimates reflect the U.S. population as of July 1 of each year. Postcensal estimates for 
State and county populations are also calculated using these data, as well as data from the 
Internal Revenue Service and State departments of education. Postcensal estimates 
become less accurate as.the date of the estimates moves farther from the date of the 
census.8 
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0 The population estimates in the postcensal years are based on the April 1, 2000, resident 
population as enumerated by the Census Bureau. They result from bridging the 31 race 
categories used in Census 2000, as specified in the 1997 0MB standards, to the four race 
groups specified under the 1977 0MB standards. The bridged-race postcensal estimates 
were prepared by the Census Bureau's Population Estimates Program under a 
collaborative agreement with the National Center for Health Statistics.9 

Intercensal Estimates 

After each decennial population census, intercensal estimates for the preceding decade 
are calculated to replace postcensal estimates. These estimates reflect the population as 
of July 1. Intercensal estimates are more accurate than postcensal estimates because they 
incorporate data from the enumerations at the beginning and end of the decade. The 
intercensal estimates for the 1980s were used to revise some of the baselines for mortality 
objectives in Healthy People 2000; these were published in the Healthy People 2000 
Midcourse Review and 1995 Revisions.10 Intercensal estimates for 1991-99, 
incorporating the bridged 2000 Census data, were produced by the Census Bureau under 
a collaborative agreement with NCHS.11 These estimates have been used to recalculate 
some of the morbidity and mortality data for Healthy People 2010 baselines and tracking 
data for data years prior to the year 2000. 

Population Undercounts 

Some subgroups of the population (including some racial, ethnic, and age groups) are less 
likely than other groups to be completely enumerated in the decennial census. The 
undercounts of these groups lower the denominators and result in higher morbidity and 
mortality rates for these populations.12

' 
13 The Census Bureau makes estimates of net 

census undercount for the total, white, and black populations by age. These estimates are 
then used to weight the populations used by most of the national health surveys, 
including National Health Interview Survey, the National Health and Nutrition 
Examination Survey, the National Survey of Family Growth, and the National Health 
Care Surveys. The National Vital Statistics System (mortality and natality) use 
population denominators that are not adjusted for net census undercount. 

Target Populations 

Several types of target populations are used for Healthy People 2010 objectives: 

Resident Population 

The resident population includes all persons whose usual place of residence is in one of 
the 50 States or the District of Columbia, including Armed Forces personnel stationed in 
the United States. The resident population is usually the denominator when calculating 
birth and death rates and rates of new cases of disease. The resident population is also the 
denominator for selected population-based rates that use numerator data from the Q National Nursing Home Survey. 
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Civilian Population 

The civilian population is the resident populqtion, excluding members of the Armed 
Forces (although their family members are included). The civilian population is the 
denominator for other Healthy People 2010 data sources, such as the National Hospital 
Discharge Survey. 

Civilian, Noninstitutionalized Population 

The civilian, noninstitutionalized population is the civilian population not residing in 
institutions (for example, correctional facilities, psychiatric hospitals, and nursing 
homes). This population is the denominator for rates from Healthy People data sources 
such as the National Ambulatory Medical Care Survey and the National Hospital 
Ambulatory Care Survey. This population is also used in the weighting procedure to 
produce national estimates from health surveys such as National Health !interview 
Survey, the National Health and Nutrition Examination Survey, and the National 
Household Survey on Drug Abuse. 

Details on the specific populations targeted for each major Healthy People 2010 data 
system can be found in the data source tables included in Part C: Major Data Sources. 
The objective operational definitions shown in Part B indicate the population covered by 
each objective, if applicable. 
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Minimum Template 

During the review of the September 1998 Healthy People 2010 Draft for Public 
Comment, 1 the need for greater consistency in tracking population groups became 
apparent. To address this issue, a minimum template for all Healthy People 2010 
population-based objectives was adopted. Population-based objectives may show more 
detailed and additional breakouts if appropriate. 

This minimum select population template applies to most measurable population-based 
objectives and is also applied to developmental population-based objectives (see section 
2. Developmental Objectives) as data become available. The template does not apply to 
non-population-based objectives such as those that measl!,re schools, worksites, or States. 
Because of problems in interpreting risk, the template is also not shown for population
based measurable objectives that are tracked using counts of events rather than rates or 
percents. 

The minimum template for all population-based objectives is: 

• Race: 
o American Indian or Alaska Native 
o Asian 
o Black or African American 
o Native Hawaiian or Other Pacific Islander 
o White 

• Two or more races 
o American Indian and Alaska Native; White 

• o Black or African.American; White 

• Hispanic Origin and Race: 
o Hispanic or Latino 
o Not Hispanic or Latino 

• Black or African American 
• White 

• Gender: 
o Female 
o Male 
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• Socioeconomic status: 
o Family income level or Education level 

• Poor ♦ Less than high school 

• Nearpoor ♦ High school graduate 

• Middle/high income ♦ At least some college 

Additional subgroups are included for specific objectives, including: geographic location 
(urban/rural), health insurance status, disability status, chronic disease status, sexual 
orientation, and specific age groups. These subgroups are defined elsewhere in this 
publication. 

The categories for Race differ from those used with Healthy People 2000 and during the 
development of Healthy People 2010. (See Race and Hispanic Origin, below.) 

The groups listed under most headings (race, Hispanic origin, gender, and income) in the 
minimum template are comprehensive; that is, they are intended to sum to the population 
(excluding "unknowns") tracked by the objective. For example, the three groups under 
income equal the total population tracked by the objective. The exception is the 
education category, which is limited to people of a minimum age or, in some cases, a 
maximum age (see Socioeconomic Status discussion below). The groups listed under the 
subheading "Not Hispanic" are not inclusive. 

If data are not provided for a group, this is indicated by one of four statements: data have 
been collected but have not yet been analyzed (DNA), data are not collected by the data 
system used to track the objective (DNC); data do not meet the criteria for statistical 
reliability, data quality, or confidentiality (DSU); or the specific breakout is not 
applicable (NA). In cases where data for the entire template are not collected by the data 
system tracking the objective, a note to this effect will replace the template. (For more 
information on statistical reliability, see section 11: Variability of Estimates and Data 
Suppression.) 

Race and Hispanic Origin 

0MB Classification 

On October 30, 1997, the Office of Management and Budget (0MB) published 
"Standards for Maintaining, Collecting, and Presenting Federal Data on Race and 
Ethnicity".2 These standards revised the 1977 0MB Directive No. 15, "Race and Ethnic 
Standards for Federal Statistical Reporting.3 The revised standards modified the Federal 
data collection policy, requiring Federal agencies to collect information that reflects the 
increasing diversity of our Nation's population. 

The- revised standards were used by the U.S. Census Bureau in the 2000 decennial 
census. Other Federal programs were required to incorporate them into household 
surveys, administrative forms and records, and other data collections by January 1, 2003. 
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Section 5: Population Template, includes a discussion of issues related to the transition 
from 0MB Directive 15 to the 1997 Standards. 

0MB Directive No. 15 defined the basic racial and Hispanic origin categories for Federal 
statistics and program administrative reporting as American Indian or Alaska Native, 
Asian or Pacific Islander, Black, White, and Hispanic.3 The 1997 policy requires 
agencies to offer respondents the option of selecting one or more of the following five 
racial categories: 

ffl American Indian or Alaska Native. A person having origins in any of the 
original peoples of North and South America (including Central America), 
and who maintains tribal affiliation or community attachment. 

iJ Asian. A person having origins in any of the original peoples of the Far East, 
Southeast Asia, or the Indian subcontinent including, for example, Cambodia, 
China, India, Japan, Korea, Malaysia, Pakistan, the Philippine Islands, 
Thailand, and Vietnam. 

13 Black or African American. A person having origins in any of the black 
racial groups of Africa. 

m Native Hawaiian or Other Pacific Islander. A person.having origins in any 
of the original peoples of Hawaii, Guam, Samoa, or other Pacific Islands. 

~ White. A person having origins in any of the original peoples of Europe, the 
Middle East, or North Africa. 

These five categories are the minimum set for data on race for Federal statistics, program 
administrative reporting, and civil rights compliance reporting. The new standards 
explicitly do not include an "other race" category for data collection; however, an "other" 
category may be used for tabulating and data reporting.3 For Healthy People 2010, the 
designation "black" is used in place of "Black or African American." 

The "some other race" option is increasingly being selected in the U.S. Census. Of 
persons self-identifying their race as "other", 97 percent also identify themselves as 
Hispanic. In the 2000 Census, 44 percent of persons of Hispanic origin selected some 
other race as their sole racial identification.4 

• 

The 0MB standards require that at a minimum, the total number of persons i_dentifying 
with more than one race be reported when data are available. It is stressed that this is a 
minimum; the presentation of detailed information on specific racial combinations 
subject to constraints of data reliability and confidentiality standards is preferred. Based 
on preliminary research, it is estimated that less than 2 percent of the Nation's total 
population is likely to identify with more than one race.3 Over time, this percentage may 
increase as those who identify with more than one race become aware of the opportunity 
to report more than one race group. 
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The standards regarding Hispanic origin provide for the collection of data on whether or 
not a person is of"Hispanic or Latino" culture or origin. This category is defined as 
follows: 

Hispanic or Latino. A person of Cuban, Mexican, Puerto Rican, South or Central 
American, or other Spanish culture or origin, regardless of race. The term, "Spanish 
origin," can be used in addition to "Hispanic or Latino." Persons of Hispanic origin may 
be of any race and persons in the various race groups may be of any origin. 

To provide flexibility and to assure data quality, the new 0MB guidelines recommend 
that a two-question format (separate race and Hispanic ethnicity questions) be used, 
especially when respondents can self-identify. When race and ethnicity are collected 
separately, ethnicity should be collected first, Most Healthy People data systems that use 
self-identification, such as the National Health Interview Survey and the National Health 
and Nutrition Examination Survey, use the two-question format. When self-identification 
is not feasible (for example, the National Notifiable Disease Surveillance System) or 
when there are overriding data collection considerations (for example, the Youth Risk 
Behavior Surveillance System), a combined race and ethpicity question can be used that 
includes a separate Hispanic category co-equal with the other (racial) categories. When a 
combined question is used, more than one entry (race and ethnicity or multiple races) is 
possible. 

Misreporting Racial and Ethnic Data 

Most health surveys and censuses obtain the self-reported race of the respondent. This is 
considered to be the most accurate representation of a person's racial or ethnic 
background. However, some data systems cannot collect self-reported race or ethnicity .. 
For example, the National Vital Statistics System mortality component collects 
information about the decedent from an informer. In other systems, such as those derived 
from hospital/patient care records, it is often unclear whether the information is self
reported. In these cases, race and ethnicity may be entered by someone else (for 
example, clerical staff or hospital personnel) based on observation or the report of proxy 
respondents. Several of these data systems are discussed below. 

National Vital Statistics System (Mortality) 
Death rates by race and Hispanic origin may be biased from misreporting of race and 
Hispanic origin in the numerator of the rates and misreporting and undercoverage in the 
denominator of the rates.5 Numerator data are from the death certificate as reported by 
the funeral director based on information from an infonnant, usually a family member.6 

Denominator data, from surveys or the Census, is either self-reported or reported by a 
member of the household. Studies comparing death certificate information with that 
from independent sources such as the Current Population Survey, indicate that the 
reporting of race on the death certificate is good for the white and black populations; 
however, the reporting of race and Hispanic origin for other groups may be seriously 
under-stated.7 Additional problems, such as population undercounts (see section 5: Q Population Estimates), affect population censuses and estimates.8 As a consequence of 
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the combined effect of numerator and denominator biases, it has been estimated that 
death rates for the white and black populations are overestimated by about 1 percent and 
5 percent respectively. Death rates are underestimated for the American Indian or Alaska 
Native population by approximately 21 percent; for the Asian or Pacific Islander 
population by 11 percent; a,nd for the Hispanic population by 2 percent. 5 These estimates 
are approximations; they do not take into account differential misreporting by age and 
sex among the race/ethnic origin groups. 

For Healthy People 2010, infant mortality rates for races and ethnic populations are based 
on linked files of infant deaths and live births.9 These rates use the race of mother as 
self-reported on the birth certificate and, therefore, are not affected by the misreporting of 
race on the death certificate. 

Patient Care Data 
Systems that collect data from patient records such as the National Hospital Discharge 
Survey (NHDS), the National Ambulatory Medical Care Survey, the National Hospital 
Ambulatory Medical Care Survey, the National Notifiable Disease Surveillance System, 
the HIV/ AIDS Surveiilance System, also may misreport the race of individuals. It is 
often unclear how race and ethnicity are reported_ in these systems. The race and 
ethnicity of the patient may be reported by hospital or other medical care personnel by 
observation, by proxy report, or by the patient. Therefore, one must use information on 
race and ethnicity from these systems with caution. 

Q Missing Data 

In addition to the problems of misreporting race and ethnicity, the information on race 
rep01;1:ed by some data systems are often missing or incomplete. Some of these systems 
are described below. Specific information on the quality and completeness of reporting 
of race and ethnicity for the major Healthy People 2010 data systems is included, where 
available, in the data source description in Part C: Major Data Sources. 

National Hospital Discharge Survey 
Race is not reported in about 18 percent ofNHDS records since data on race are not 
reported by many hospitals due to the omission of a race field on hospital discharge 
reporting forms.10 More hospitals have automated their discharge systems in recent years 
and are currently using form UB-92 which does not require race reporting. A comparison 
ofNHDS data with data on persons who reported being hospitalized in the National 
Health Interview Survey (NI-IIS) (NHIS data were adjusted to exclude hospitalizations of 
1 day or less) indicated that underreporting for the white patients was about 22 percent in 
1991; the difference for African Americans was negligible.10 Hispanic origin is not 
reported for 50 percent of the NHDS records. 11 

National Ambulatory Medical Care Surveys 
Race is not reported for about 10 to 21 percent of records in the National Ambulatory 
Medical Care Survey and the National Hospital Ambulatory Care Survey. However, 

Q missing values are imputed for both surveys.12
• 

13
• 

14 
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0 National Notifiable Disease Surveillance System 
Although staff in State health departments and the Centers for Disease Control and 
Prevention attempt to obtain complete demographic information associated with 
nationally notifiable cases of disease, some data (particularly for the variables of race and 
ethnicity) are not available for some cases of disease. Laws, regulations, and mandates 
for public health reporting (including specific data items that are reported) fall under the 
authority of individual States, and in some States, race and ethnicity may not be approved 
for reporting to the national level. Race and ethnicity data may also be unknown when 
cases are reported from a laboratory or when cases are reported as aggregate disease 
totals. 

Socioeconomic Status 

One of the three overarching goals for the Healthy People 2000 prevention initiative was 
to reduce health disparities among Americans.15 Healthy People 2010 has taken this a 
step further, making the elimination of health disparities one of the two primary goals to. 
be achieved by 2010. While disparities among racial and ethnic groups-especially 
between whites and blacks-received considerable attention over the last decade, 
differential health outcomes and access to social and health care resources often reflect 
differences in education, occupation, income, and wealth. Monitoring progress toward 
eliminating social and economic disparities in health requires improved collection and 
use of standardized data on the socioeconomic status of individuals. 

Socioeconomic status (SES) may be represented by income, level of education, or type of 
occupation. Healthy People 2010 uses education and income-related measures as primary 
measures of SES. The following discussion presents data issues for income and 
education measures. 

Income 

Income is the most common measure of SES and is probably the most relevant to health 
policy formulation. Current income provides a direct measure of the quality of food, 
housing, leisure-time amenities, and health care an individual is able to acquire, as well 
as reflecting the relative position in society. However, income may fluctuate over time so 
that income received in a given year may not accurately reflect one's lifetime income 
stream or total wealth, the measures of resources more relevant to health. For example, 
elderly persons who have low incomes may also have accumulated assets that offset their 
need for a high annual income. Of particular importance in considering the relationship 
between income and health is the fact that income may be low because illness has limited 
the amount of income earned or prevented earning income entirely. The use of income as 
a measure of SES also involves more practical difficulties. In many heath surveys a 
substantial number of persons either do not know or refuse to report their incomes. 16 

Family Income 
The National Health Interview Survey (NHIS) and the National Health and Nutrition 
Examination Survey consider all persons within a household who are relate to each other 
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by blood, marriage, or adoption to constitute a family. Each member of a family is 
classified according to the total income of the family. Unrelated individuals are classified 
according to their own income. Since 1997, the NHIS has collected family income data 
for the calendar year prior to the interview (for example, 2003 family income data were 
based on 2003 calendar year information). Family income includes wages, salaries, rents 
from property, interest, dividends, profits and fees from their own business~s, pensions, 
and help from relatives. Family income data are used in the computation of the poverty 
level. To handle the problem of missing data on family income in the NHIS, multiple 
imputations were performed for survey years 1997-2000 with five sets of imputed values 
created to allow for the assessment of variability due to imputation. Family income was 
imputed for 25 percent of families in 1997, 29 percent in 1998, and 31-32 percent in 
1999-2002.17 A detailed description of the imputation procedure is available from: 
V{Vv'W .cdc. gov /nchs/about/maj or/nhis/200 3 imputedincome.htm. 

When income is selected for the template, poor, near poor, and middle/high income 
categories are used unless overridden by programmatic or data considerations (for 
example, eligibility for the Special Supplemental Nutrition Program for Women, Infants, 
and Children). In these special cases, the poverty categories appropriate for the program 
or system are used. For most health surveys, income is defined as money income before 
taxes and does not include the value of non-cash benefits such as food stamps, Medicare, 
Medicaid, public housing, and employer-provided fringe benefits. 

Poverty Level 
f:onverting income to poverty status adjusts for family size and inflation, facilitating 
comparisons among groups and over time. Poverty status measures family income 
relative to family size using the poverty thresholds developed by the U.S. Bureau of the 
Census, based on definitions originally developed by the Social Security Administration. 
These thresholds vary by family size and composition and are updated annually to reflect 
changes in the Consumer Price Index for all urban consumers. Families or individuals 
with income below their appropriate thresholds are classified as below the poverty level. 
Focusing simply on the dichotomy of"abpve" versus "below" poverty, however, 
obscures the full gradient of inequalities in income distribution and in health. 
Understanding burden across the income gradient provides information useful for 
potential eligibility expansions or other programmatic modifications. For Healthy People 
2010, the three categories of family level income that are primarily used (see figure 4 for 
the distribution of population by poverty status) are: 

a Poor (below the Federal poverty level), 

l!'llll Near poor (100-199% of the Federal poverty level), and 

Im Middle and high income (200% or more of the Federal poverty level). 

For a family of four, the average Federal poverty level weighted for family composition 
was $18,810 in 2003. Table 1 shows the 2003 poverty thresholds by size of family and o number of related children under 18 years. 
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0 Table 1. Poverty thresholds in 2003, by size of family and number of related children 
under 18 years. 

Size of Family Related Children Under 18 Years 

Unit None 1 2 3 4 5 6 7 8 

One person 

Under 65 9,573 
years 

65 years and 8.825 
older 

Two persons 

Householder 12,321 12,682 
under 65 years 

Householder 11,122 12,634 
65 years and 
older 

Three persons 14,393 14,810 14,824 

Four persons 18,979 19,289 18,660 18,725 

Five persons 22,887 23,220 22,509 21,959 21,623 

Six persons 26,324 26,429 25,884 25,362 24,586 24,126 

Seven persons 30,280 30,479 29,827 29,372 28,526 27,538 26,454 

Eight persons 33,876 34,175 33,560 33,021 32,256 31,285 30,275 30,019 

Nine persons or 40,751 40,948 40,404 39,947 39,196 38,163 37,229 26,998 35,572 
more 

Note: Numbers represent income in U.S. dollars. 
Source: U.S. Bureau of the Census, Current Population Sur.vey, 2004 Annual Social and Economic Supplement. 

In addition to the limitations discussed for income, converting income to poverty status 
introduces other issues that need to be considered. If income data are collected by 
selecting an appropriate income category, rather than giving the actual dollar amount, 
then the conversion to poverty status must be performed using category means or 
medians and will thus result in some misclassification. 

Education 

Education is frequently used as the measure of SES in presentations of health data. There 
are several reasons for this preference. Education is generally more completely reported 
than income; usually 95 percent or more of respondents report their attained level of 
education. Unlike occupation, all adults may be characterized by their education level. 
Education, unlike income or occupation, remains fixed for most people after the age of 25 
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and usually is not influenced by health. In addition, education is highly related to both 
income and occupation. 

Education cannot be used to characteri~e the socioeconomic position of children ( except 
through the educational level of parents or head of household). The average education 
level of the U.S. population has increased steadily over time, complicating comparisons 
across age groups. Between 1971 and 1997, the educational attainment of persons aged 
25 to 29 years completing high school rose from 78 to 87 percent; the percentage with 
some college rose from 44 to 65 percent; and the percentage with 4 or more years of 
college rose from 22 to 32 percent.18 

Educational attainment is typically measured either by the number of years of education 
the individual has completed or by the highest credential received. The categories t;or 
educational attainment that are primarily used in Healthy People 2010 are: 

B Less than high school (persons with less than 12 years of schooling or no 
high school diploma), 

II High school graduate (persons with either 12 years of schooling, a high 
school diploma, or Certificate of General Educational Development [GED], 
and 

!l1 At least some college (persons with a high school diploma or GED and 13 or 
more years of schooling). 

In general, data on educational attainment are presented for ages beginning with 25 years, 
consistent with guidance given by the U.S. Bureau of the Census. However, objectives 
using different data systems may have different age groups for the education variable. 
The actual ages that are use to calculate educational attainment for some of the major 
Healthy People 2010 data systems are shown in Table 2. Because of the requirements of 
the different data systems, the age groups used to calculate educational attainment for an 
objective may differ from the age groups used to report the data for other select 
populations and the overall measure of the same objective. For clarity, each objective in 
Healthy People 2010 states the age groups used to measure the levels in the educational 
attainment category. Caution must be used in comparing the data by educational 
attainment with data for the main objective and .other select populations. 

Healthy People 2010 baseline education data for the mortality objectives are based on 
reports from 46 States and the District of Columbia. Mortality statistics do not report 
data by education for the elderly population (65 years and older) because the percentage 
with "education not stated" is higher for this group and because of possible bias due to 
misreporting of education on the death certificate. The death rate for high school 
graduates (12 years of education) is generally overstated because there is a tendency for 
some people who did not graduate from high school to be reported as high school 
graduates on the death certificate; by extension, the death rate for the group with less than 
12 years of education tends to be understated.19 
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Table 2. Healthy People 2010 data systems and ages used to report educational 
attainment. 

Data System Ages Used To Report 
Educational Attainment 

Behavioral Risk Factor Surveillance System (BRFSS) 

National Health and Nutrition Examination Survey 

(NHANES) 

National Health Interview Survey (NHIS) 

National Survey of Family Growth (NSFG) 

National Vital Statistics System-Mortality (NVSS-M) 

National Vital Statistics System-Natality and Linked 
(NVSS-N and NVSS-L) 

National Survey on Drug Use and Health (NSDUH) 

Other Population Groups 

25 years and older 

25 years and older 
(unless otherwise noted) 

25 years and older 

22-44 years 

25--64 years 

20 years and older 

18 years and older 

Several other groups were considered for inclusion in the minimum set of select 
populations but were left to the discretion of the Public Health Service agencies 
responsible for each Healthy People 2010 focus area to include under specific objectives 
where appropriate. These groups included urban/rural residence, health insurance status, 
disability status, age, sexual orientation, the institutionalized population, and immigrant 
status, some of which are discussed in greater detail below. Some objectives also include 
select populations of persons with specific conditions-such as persons with diabetes, 
persons with hypertension, and persons with arthritis. 

Urbanization 

Urban residence in Healthy People 2010 is specified as either residing )Yithin or outside a 
metropolitan statistical area or residing within or outside an urbanized area or urban place 
(called "urban" in the template) as designated by the U.S. Census Bureau. 

Urban 
Urban residence is defined as people living within the boundaries of an urbanized area 
and the urban portion of places outside an urbanized area that have a decennial census 
population of 2,500 or more. An urbanized area is an area consisting of a central place(s) 
and adjacent urban fringe that together have a minimum residential population of at least 
50,000 people and generally an overall population density of at least 1,000 people per 
square mile ofland area. The U.S. Census Bureau uses published criteria to determine 
the qualification and boundaries of urbanized areas. For more information see the Census 
Bureau Web site at http://www.census.gov/geo/www/tiger/glossary.htm. 
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Metropolitan Statistical Areas (MSA ~s) 
Metropolitan statistical" areas (MSAs) are established by the U.S. Office of Management 
and Budget. The MSA standards are revised before each decennial census. When census 
data become available, the standards are applied to define the actual MSAs. An MSA is a 
county or group of contiguous counties that contains at least one urbanized area of 50,000 
or more population. In addition to the county or counties that contain all or part of the 
urbanized area, an MSA may contain other counties that are metropolitan in character and 
that are economically and socially integrated with the main city. In New England, cities 
and towns, rather than counties, are used to define MSAs. Counties that are now within 
an MSA are considered to be nonmetropolitan.20 

Health Insurance Status 

The health insurance status template applies only to persons aged under 65 years. Those 
65 years and older are considered to be covered by Medicare. Respondents are identified 
as having health insurance if they are covered by either private or public health plans. 
Private insurance includes fee-for-service plans, single service hospital plans, and 
coverage by health maintenance organizations. Public insurance includes Medicaid or 
other public assistance, Temporary Assistance for Needy Families, Supplementary 
Security Income, Medicare, or military health plan coverage. 

Disability 

In 1980, the World Health Organization published the first version of the International 
Classification oflmpairments, Disabilities, and Handicaps (ICIDH)21 as a classification 
of the "consequences of disease." The International Classification of Functioning, 
Disability, and Health (ICF) was published in 2001.22 

According to IFC, components of disability include: 

Ei Impairments to body functions, 

m impairments to body structures, 

lii1 limitations to participation in activities with or without assistance or the use 
of assistive devices, and 

i/il!J barriers and facilitators which make up the physical, social and attitudinal 
environment (environmental factors). 

The major sources of national data on people with d1sabilities include: 

ffl Decennial Census 

ml Survey oflncome and Program Participation 

l'il National Health Interview Survey (NHIS) 

mi National Health and Nutrition Examination Survey (NHANES) 
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a Medical Expenditure Panel Survey 

11! Current Population Survey 

For Healthy People 2010, the major sources of disability data are the NHIS and 
NHANES for national data and the Behavioral Risk Factor Surveillance System (BRFSS) 
for State-level data. The NHIS has several variables that can be used to operationally 
define disability status, including limitation of activity, restriction of participation (bed 
days, work-loss days, school-loss days), and assessed health status.23 The BRFSS also 
collects information on health-related quality of life, limitation of activity, and self
assessed health status. 

Disability is operationally defined in a number of different ways for program purposes 
and for analytic and research purposes, depending on the data collected by the data 
systems. In Healthy People 2010, disability is primarily defined using information on 
activity limitation or the use of special equipment. The definitions used by the NHIS, 
BRFSS, and NHANES are described below. 

In the 1997 NHIS, a person is classified as having a disability if a "yes" response was 
obtained to any of the age-appropriate limitation questions or to the use of special 
equipment. (See the operational definition for the denominators used for objectives 6-2 
(children) and 6-3 (adults) in Part B for the specific questions used from the 1997 NHIS.) 
For NHIS data prior to 1997, the special equipment questions were not asked, so persons 
are categorized in the templates as "with activity limitation" rather than "with 
disabilities." 

State data are available from the BRFSS telephone surveys. For Healthy People 2010, 
using 1998 BRFSS data, people answering "yes" to any of the following questions define 
adults 18 years and older with disabilities: 

El Are you limited in any way in any activities because of any impairment or 
health problem? 

m If you use special equipment or help from others to get around, what type do 
you use? 

The 1999-2002 NHANES is also used to classify persons with disability. Persons 20 
years and older were identified by NHANES as having a disability if they met any of the 
following criteria: 
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Im Unable to work at a job or business because of a physical, mental, or 
emotional problem 

m Limited because of difficulty remembering or because of periods of 
confusion 

II Limited in any activity because of a physical, mental or emotional problem 
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Im Uses special equipment, such as a cane, a wheelchair a special bed, or a 
special telephone. 

Disability data from the NHANES III were limited to the second phase (1991-94) and are 
calculated only for people 20 years and older. People are classified as having a disability 
if a "yes" response was obtained to any of the following questions: 

in Are you limited in the kind or amount of work you can do because of any 
impairment or health problem? 

Ii Are you limited in the kind or amount of housework you can do because of 
any impairment or health problem? 

liil Are you limited in any way in any activities because of any impairment or 
health problem? 

m Do you usually use any device to help you get around such as a cane, 
wheelchair, crutches or walker? 

The Centers for Disease Control and Prevention proposed that a standardized set of 
questions on disability status be developed. As standard questions are adopted by the 
data systems, the data produced from them are being incorporated into the Healthy 
People 2010 objectives that specifically identify people with disabilities. This presents 
the opportunity to have a standard definition of people with disabilities that can be used 
across data systems and geographic levels. Objective 6-1 of Healthy People 2010 is 
tracking the incorporation of a standard definition in major data systems used to monitor 
the Healthy People 2010 objectives. As of 2004, 33 percent ofrelevant data systems had 
adopted the standard questions. 

To a large extent, disability measures are related to the generation of many summary 
measures discussed in the goals section of Healthy People 2010 24 Summary measures of 
health generally combine information on mortality and health into a single measure. 
Many of these summary measures use variables that directly relate to disability status to 
generate the health component (often referred to as health-related quality of life) of the 
measure. Because of this, disability measures have importance beyond the assessment of 
the disability status of a population. 

Age 

Age is not included in the minimum template because showing inclusive age categories 
would add considerable complexity to the minimum set. Furthermore, age is often stated 
in the objective (for example, mammograms for•females 40 years and older) and many 
objectives are relevant only for a subset of age groups. Age-specific select populations 
are added to objectives where needed and may not be inclusive of the total population. 
For example, age-specific measures for the elderly, adolescents, or children have been 
added to some objectives without adding other groups, although showing inclusive age 
breakouts, if relevant, is preferred. 
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Because many Healthy People 2010 objectives have outcomes that vary by age, data for a 
number of objectives are age adjusted. Age adjustment is a technique to control for 
differences among populations or changes over time due only to differences in age 
composition. Healthy People 2010 uses age-adjusted rates computed by the direct 
method, that is by applying the age-specific rates in a population of interest to a 
standardized age distribution in order to eliminate differences in observed rates that result 
from age differences in the population composition. 

Age-adjusted rates are useful for comparing two or more populations (such as race/ethnic 
groups) at a point in time or a single population at two or more points in time. They 
should not be used to measure absolute magnitude. (Absolute magnitude is best 
measured by the number of events or by crude [unadjusted] rates.) The actual numerical 
value of an age-adjusted rate is dependent upon the standard population used and should 
be viewed as a construct or index rather than a direct or actual measure. It is also 
important to note that age-adjusted rates may only be compared to rates adjusted to the 
same standard population.1 

In Healthy People 2010, many of the mortality objectives are age adjusted, as are many 
of the objectives that measure health outcomes and risk factors. Age-adjusted data may 
be shown for objectives that target either the total population or a subgroup of the 
population with a large age range. Objectives or population subgroups that target groups 
with relatively small age ranges (generally less than 40 years) are not adjusted.2 Data for 
older adult age groups (e.g. 50 and over, 65 and over, etc.) are generally age adjusted. 

For some population groups, the age-adjusted rates are considerably different from crude 
rates. This happens because the age distribution of the group is quite different from the 
age distribution of the standard population. For example, for the Hispanic population has 
a much younger age distribution than the standard population. Consequently, the age
adjusted rates in this population for those outcomes and behaviors that are generally more 
frequent among the older population are considerably higher than the corresponding 
crude rates. 

With the exception of two objectives ( 4-1 and 4-7), all age-adjusted rates in Healthy 
People 20 IO are based on the year 2000 standard population, which was derived from the 
United States projected 2000 population. The selection of the standard age distribution, 
or standard population, is to some extent arbitrary.3

'
4 A number of different standards 

have been used over the years by Federal and State statistical agencies. Prior to 1999, the 
National Vital Statistics System used a standard based on the 1940 population, while 
other agencies of the U.S. Department of Health and Human Services (DHHS) used 
different standards. Since data year 1999, all DHHS agencies have been using the 2000 
standard.5

' 
6 
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0 Those objectives tracked with age-adjusted data are noted in Part B: Operational 
Definitions. Data not specifically denoted as age adjusted, should be considered crude 
(unadjusted) data. 

Mortality 

There are about 55 Healthy People 2010 objectives and subobjectives that monitor 
mortality outcomes. Most of these use data from the National Vital Statistics System, of 
which 27 are tracked with age- adjusted death rates (see Appendix D). The remaining 
mortality objectives and subobjectives are measured using either: 

El Numbers of deaths 

ID Age-specific death rates 

Ill Maternal/infant mortality rates, for which births are the denominator, or 

rm Crude death rates from data systems other than the National Vital Statistics 
System, such as the Fatality Analysis Reporting System or the Census of 
Fatal Occupational Injuries 

The measurement details for each objective are specified in the operational definitions. 

The age-adjusted death rate (AADR) is.a weighted average of age-specific death rates 
where the age-specific weights represent the relative age distribution of a standard 
population. The AADR is calculated by the direct method using the following formula:9 

AADR= LWsi ·Ri 

where Riis the age-specific death rate for age interval i and Ws; denotes the standard 
weight for age interval i such that 

I Psi 

where Psi denotes the population in age interval i in the standard population, O<wsi<I, 

and the Wsi sum to 1. 

After publication of Healthy People 2010, all mortality baselines were revised to data 
year 1999 to accommodate the change to I CD-10 ( see Section 8). Age-adjusted death 
rates used for Healthy People 2010 are based on the 2000 population standard. 
Therefore, they differ from rates shown in previous Healthy People 2000 reports7

, which 
were based on the 1940 standard population. Thus, the rates computed for Healthy 
People 2000 cannot be used in trend comparisons with rates computed for Healthy People 
2010. 
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Age adjusted mortality rates for the period 1999-2003 were calculated using the 2000 
standard age distribution for mortality and the corresponding weights shown in Table 3. 

Table 3. 2000 standard million age distribution. 

Age Population Standard Proportion 
(in Million Distributions 

thousands) (Ws1) 

All ages 274,634 1,000,000 1.000000 

Under 1 year 3,795 13,818 0.013818 

1-4 years 15,192 55,317 0.055317 

5-14 years 39,977 145,565 0.145565 

15-24 years ~8,077 138,646 0.138646 

25-34 years 37,233 135,573 0.135573 

35-44 years 44,659 162,613 0.162613 

45-54 years 37,030 134,834 0.134834 

55-64 years 23,961 87,247 0.087247 

65-74 years 18,136 66,037 0.066037 

75-84 years 12,315 44,842 0.044842 

85 years and 4,259 15,508 0.015508 
older 

Source: U.S. Census Bureau, Population Estimates Program. 

The age-adjustment weights shown in Table 3 were created from populations rounded to 
the thousands and aggregated into larger age groups. This method of computing weights 
was used for all age-adjusted rates appearing in the Healthy People 2010 Midcourse 
Review, including objectives tracked by mortality and health survey data. In early 2006, 
the method for creating weights was changed. Since that time, whole number 
populations by single years of age have been used to create the age adjustment weights 
for Healthy People 2010 age-adjusted objectives. This allows users to age adjust data 
using any combination of age groups. Table 4 shows the 2000 U.S. standard population 
by single years of age. There is very little difference between the weights using 
populations rounded to the thousands and weights based on whole number populations. 
Additional information about the whole number standard population can be found at: 
http://seer.cancer.gov/stdpopulations/ 8. 
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Table 4. U.S. standard population by single years of age. 

Age in Years 
2000 U.S. Standard Population 

Sincile Acies to 99 Sincile Aaes to 84 

00 3,794,901 3,794,901 

01 3,758,562 3,758,562 

02 3,773,025 3,773,025 

03 3,791,001 3,791,001 

04 3,869,031 3,869,031 

05 3,896,081 3,896,081 

06 3,917,855 3,917,855 

07 3,978,143 3,978,143 

08 3,903,983 3,903,983 

09 4,223,778 4,223,778 

10 4,230,322 4,230,322 

11 4,027,959 4,027,959 

12 3,941,299 3,941,299 

13 3,923,270 3,923,270 

14 3,933,929 3,933,929 

15 3,952,423 3,952,423 

16 3,853,629 3,853,629 

17 4,012,263 4,012,263 

18 3,936,904 3,936,904 

19 4,064,299 4,064,299 

20 4,037,599 4,037,599 

21 3,764,802 3,764,802 

22 3,555,718 3,555,718 

23 3,489,233 3,489,233 

24 3,409,873 3,409,873 

25 3,421,099 3,421,099 

26 3,328,203 3,328,203 

27 3,434,987 3,434,987 

28 3,450,602 3,450,602 

29 4,087,176 4,087,176 

30 3,999,004 3,999,004 

31 3,810,183 3,810,183 

32 3,774,385 3,774,385 

33 3,840,938 3,840,938 

34 4,086,860. 4,086,860 

35 4,288,078 4,288,078 

36 4,349,620 4,349,620 

37 4,469,476 4,469,476 

38 4,290,207 4,290,207 

39 4,782,575 4,782,575 

40 4,666,685 4,666,685 
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2000 U.S. Standard Population 

Single Aaes to 99 Sinale Aaes to 84 

41 4,493,582 4,493,582 

42 4,487,560 4,487,560 

43 4,424,004 4,424,004 

44 4,407,398 4,407,398 

45 4,268,017 4,268,017 

46 4,033,859 4,033,859 

47 3,958,468 3,958,468. 

48 3,681,489 3,681,489 

49 3,863,960 3,863,960 

50 3,720,935 3,720,935 

51 3,504,329 3,504,329 

52 3,475,657 3,475,657 

53 3,754,218 3,754,218 

54 2,769,220 2,769,220 

55 2,749,739 2,749,739 

56 2,786,795 2,786,795 

57 2,947,472 2,947,472 

58 2,404,462 2,404,462 

59 2,418,766 2,418,766 

60 2,259,141. 2,259,141 

61 2,'179,759 2,179,759 

62 2,132,873 2,132,873 

63 2,030,730 2,030,730 

64 2,051,769 2,051,769 

65 2,033,933 2,033,933 

66 1,862,107 1,862,107 

67 1,849,893 1,849,893 

68 1,788,769 1,788,769 

69 1,875,238 1·,875,238 

70 1,843,087 1,843,087 

71 1,784,744 1,784,744 

72 1,802,080 1,802,080 

73 1,674,285 1,674,285 

74 1,621,378 1,621,378 

75 1,610,943 1,610,943 

76 1,530,137 1,530,137 

77 1,450,062 1,450,062 

78 1,456,186 1,456,186 

79 1,367,231 1,367,231 

80 1,172,978 1,172,978 

81 1,065,672 1,065,672 

0 82 963,587 963,587 
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2000 U.S. Standard Population 

Single Ages to 99 Single Ages to 84 

83 890,893 890,893 

84 807,104 807,104 

85 693,158 4,259,173 

86 607,940 

87 536,762 

88 452,814 

89 387,893 

90 327,827 

91 273,709 

92 226,917 

93 180,330 

94 143,772 

95 118,131 

96 88,924 

97 65,909 

98 46,278 

99 37,194 

100+ 71,615 

Total. 274,633,642 274,633,642 

Table 5. United States standard population for age-adjusting death rates. 

Age Standard 
Population 

All ages 274,633,642 

Under 1 year 3,794,901 

1-4 years 15,191,619 

5-14 years 39,976,619 

15-24 years 38,076,743 

25-34 years 37,233,437 

35-44 years 44,659,185 

45-54 years 37,030,152 

55-64 years 23,961,506 

65-74 years 18,135,514 

75-84 years 12;314,793 

85 years and 4,259,173 
older 

·O Source: U.S. Census Bureau, Population Estimates Program. 
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Health Surveys 

A-number of other Healthy People 2010 objectives use data from national health surveys 
that are also age adjusted. These are specified in the operational definition for each 
objective. They include objectives tracked by the National Health Interview Survey, the 
National Hospital Discharge Survey, the National Hospital Ambulatory Medical Care 
Survey, the Behavioral Risk Factor Surveillance System (BRFSS), and the National 
Health and Nutrition Examination Survey. Data for these objectives are age adjusted to 
the 2000 standard population, using the equations previously shown where Ri is the age
specific rate for the health status, health behavior, or health care utilization variable, as 
appropriate. 

While the same standard population is employed, the age groups used to adjust survey 
data may differ from those used to adjust mortality data. In general, to maximize the 
stability of the rates, fewer age groups are used. Differences in adjusted rates resulting 
from the different specific age groups used should be relatively small. 

In some cases, the applicable age range for the objective may not be the total population. 
For example, an objective may refer to persons aged 18 years and older, females aged 40 
years and older, or persons aged 45-74 years. In these cases, the weights are based on the 
population in the specified age range selected for adjustment. 

The age groups used to adjust Healthy People 2010 survey data are shown in the 
operational definition for each objective. The specific grouping used depends on the data 
system and the population targeted by the objective. 7 

When the denominator for an objective is persons with a chronic disease (diabetes, 
cancer, chronic kidney disease, arthritis, and coronary heart disease), the data for age 
groups under 45 years (or, in some cases, 40 years) are aggregated into a single group for 
the age-adjustment calculation. This is done to stabilize the age-adjusted rates. The age 
distribution of persons with chronic diseases tends to differ considerably from the 
standard population used for age adjustment. Using the standard age groups to age-adjust 
an objective with a chronic disease denominator places relatively large weights on the 
younger age groups. The relatively small numbers of people with those conditions in 
these age groups may result in highly variable rates. Combining the younger age groups 
increases stability and reliability. 

More information on age adjustment of survey data for Healthy People 2010 can be 
found in Klein and Schoenborn.7 
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8. Mortality and Morbidity Classification 

Mortality Data 

Data for objectives that monitor specific causes of death are classified and coded 
according to the World Health Organization's (WHO) Tenth Revision of the International 
Classification of Diseases (ICD-10).1 The ICD is a classification system that provides 
basic guidance for coding and classifying causes of death. It includes disease, injury, and 
poisoning categories, as well as the rules used to select the single underlying cause of 
death from the several diagnoses that may be reported on the death certificate. The ICD 
also includes definitions, tabulation lists indicating cause-of-death groupings used to 
present mortality data, and the format of the medical certification of death. Use of the 
ICD for the classification and coding of mortality statistics is required under an 
agreement between the United States and the WHO.2 

Since 1900, the ICD for mortality has been revised approximately every 10 years, with 
the exception of the 20-year interval between the Ninth and Tenth revisions. The 
revisions are essential to ensure that disease classifications are consistent with advances 
in medical science and changes in diagnostic practice. I CD-10 was implemented in the 
United States effective with deaths occurring in 1999.3 

The original Healthy People 20 IO baselines for mortality objectives were based on 1997 
and 1998 data coded to the Ninth Revision of the ICD (ICD-9).4 The introduction of a 
new ICD revision creates discontinuities in time series trends for causes of death because 
of the reclassification and changes in coding rules. Consequently, to minimize these 
discontinuities, the baseline data year for cause-specific mortality objectives was revised 
to 1999. Subsequent tracking data for these objectives are classified according to ICD-
10. The specific ICD-10 codes used for each mortality objective are shown in the 
operational definitions (Part B of this publication) and in Appendix C. 

Data for most Healthy People 20 IO mortality objectives are based on the underlying 
cause of death. The underlying cause of death is defined as the disease or injury that 
initiated the sequence of events leading directly to death or as the circumstances of the 
violence or accident that produced the fatal injury.1 It is selected from the conditions 
entered by the physician in the cause of death section on the death certificate. When more 
than one cause is entered by the physician, the underlying cause is determined by the 
sequence of conditions on the certificate, provisions of the ICD, and associated selection 
rules and modifications.3 Generally, more information is reported on the death certificate 
than is directly reflected in the underlying cause of death. This is captured in the multiple 
cause-of-death statistics. Several objectives use all mentions of a cause ( or "multiple" 
cause) on the death certificate. Specific objectives tracked by multiple-cause statistics 
are noted in the operational definitions. 

The United States Standard Certificate of Death was revised in 2003 to improve the 
quality of data reported on the death certificate and to facilitate the collection of data 
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needed to address coding changes resulting from the implementation of ICD-10. Some of 
the revisions include: the provision of additional space in the cause of death section to 
give the attending physicians more opportunity to list contributing conditions; the 
addition of a question regarding tobacco use to help reduce under reporting of tobacco 
use as a contributing factor to death; the addition of a question regarding pregnancy status 
of female decedents to improve the reporting of maternal deaths; and the add°ition of a 
question to gather information about the decedent's role in transportation accidents. The 
education item was revised from an open-ended item about years of education to check 
boxes of educational degree categories. In addition, the race and Hispanic origin 
questions were changed from open-ended items to check boxes in order to replicate the 
format of the race and Hispanic origin items on the Census questionnaire.5 The 
transition to the 2003 Standard Certificate of Death by the States is occurring over 
multiple years. Five areas ( 4 States and New York City) implemented the revision in 
2003.6 States that have transitioned to the 2003 Standard Certificate of Death are 
excluded from education analyses. Due to the different educational profiles of the 
excluded states, data from 2003 and onward is not directly comparable to earlier years. 

Morbidity Data 

Baseline data for cause-specific morbidity objectives are coded to International 
Classification of Diseases, 9th Revision, Clinical Modification (ICD-9-CM).7 The 
specific ICD-9-CM codes used are shown in the operational definition for each morbidity 
objective and in Appendix D. 

ICD-9-CM is a clinical modification ofICD-9. The ICD-9-CM coding system includes a 
fifth digit, thus providing greater specificity and detail than ICD-9. ICD-9-CM is 
intended to serve as a tool in the classification of morbidity data for indexing of hospital 
medical records, medical care review, and ambulatory and other medical care programs, 
as well as for basic health statistics. It is used to code and classify morbidity data from 
inpatient and outpatient records, physicians' offices, long term care facilities and most 
health surveys. ICD-9-CM is compatible with its parent classification (ICD-9), thus 
meeting the need for comparability of morbidity and mortality statistics.7 

Code assignment using ICD-9-CM is based on official national coding guidelines. The 
guidelines for selecting the "first-listed" or principal diagnosis for m.orbidity records 
differ from those used to select the underlying cause of death on death records. Under 
morbidity coding rules, the first listed or principal diagnosis is that condition established 
after study to be chiefly responsible for occasioning the admission to the hospital or the 
encounter with the health care provider for care. In some instances the principal 
diagnosis may be a manifestation of the disease rather than the underlying cause. For 
example, if a patient with a primary malignant neoplasm with metastasis is admitted to 
receive treatment directed toward a secondary site, the secondary site would be 
designated on the hospital discharge form as the principal diagnosis.8 
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In general, the morbidity objectives in Healthy People 2010 are tracked using the 
principal diagnosis. However, in some cases "all-listed" diagnoses, which include the 
principal and all other diagnoses appearing on the medical record, are used (as many as 7 
to 10 diagnoses may appear in some records). Specific objectives tracked by all-listed 
diagnoses are noted in the operational definitions 

Additional codes have been added and code changes have been made to the ICD-9-CM 
since its implementation in 1986. A conversion table for diagnosis and procedure code 
changes between 1986 and the current data year is available to assist users in data 
retrieval. The table shows the date the new code became effective and its previously 
assigned code equivalent. The latest additions to the classification appear in bold print.8 

A clinical modification ofICD-10 (ICD-10-CM) has been developed as a replacement for 
ICD-9-CM. As of this writing, a pre-release of the ICD-10-CM is available, however, 
there is no anticipated implementation date. The results of a joint testing of the JCD-10-
CM pre-release are available from the American Hospital Association and the American 
Health Information Management Association, at the following addresses: 

http://www.cdc.gov/nchs/about/otheract/icd9/icd10cm.htm 
http://www.hospitalconnect.com/aha/press room-info/content/I CD 1Oreport030922.pdf 
http://librarv.ahima.org/xpedio/groups/public/documents/ahima/pub bokl 020969.html 

Once implemented, revised coding guidelines, training materials and crosswalks between 
ICD-9-CM and ICD-10-CM will be made available on the NCHS Web site. 

Data for the Healthy People 2000 morbidity objectives from the sources listed above 
were also coded according to ICD-9-CM, although in a few cases, the specific codes used 
for the 2010 objectives are different from those used for the comparable Healthy People 
2000objective. These differences are noted in the operational definition for the objective 
in Part B: Operational Definitions. 
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9. National Data 

Data used to track the Healthy People 2010 objectives are based on events occurring in 
the 50 States and the District of Columbia, where available. Unless specifically noted, all 
objectives exclude data for U.S. territories. The data used to track most population-based 
Healthy People 20 IO objectives are derived from either a national census of events (for 
example, the National Vital Statistics System and the National Notifiable Disease 
Surveillance System) or from nationally representative sample surveys (for example, the 
National Health Interview Survey and the National Survey on Drug Use and Health). 

For some objectives, however, complete national data are not available and data for 
selected States and/or areas are used to monitor the objectives. In these cases, the 
coverage area is described with the data for the objective and in the operational 
definitions. Examples of these data systems include the Adult Spectrum of Disease 
Project and the Health Care Cost and Utilization Project. Data for these objectives may 
not be representative of the United States as a whole. If the data used to track an 
objective are not nationally representative, the number of States in the reporting area is 
noted. If during the decade national data become available, they will be used to track the 
objectives. 

For some national data systems that cover the entire United States, such as the National 
Vital Statistics System and the Behavioral Risk Factor Surveillance System, data are not 
available for some variables for all States. This is either because data for a specific 
variable are not collected by some States or because the quality of data for some States is 
not sufficient to produce reliable estimates for some variables. Some examples are 
shown in Table 6, with the number of States reporting in the baseline and most recent 
data years. The number of reporting States can vary from year to year. This information 
is also shown in the operational definitions for selected objectives. 

Table 6. Variables in major data systems for which data are not available from all 
States. 

Data System 

National Vital Statistics 
System (Mortality) 

National Vital Statistics 
System (Natality) 

Behavioral Risk Factor 
Surveillance System 
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Variable 

Education 

Maternal 
smoking 

Diabetes 
variables 

Number of States With 
Data Available 
(Baseline year) 

46 States + District of 
Columbia (1998) 

46 States + District of 
Columbia and New York 
City (1998) 

39 States (1998) 

Number of States With 
Data Available 
(Most Recent Data Year) 

46 States + District of 
Columbia (2002) 

49 States + District of 
Columbia and New York 
City (2002) 

46 States (2003) 

Tracking Healthy People 2010 



0 10. State and Local Data 

Healthy People has provided a framework for national, State, and local health agencies 
and non-governmental organizations to assess health status, health behaviors, and 
services and to plan and evaluate health promotion programs.1

' 
2 The national Healthy 

People initiatives have served as a "menu" for identifying State and local priorities and 
selecting objectives that are most relevant to specific States, communities, and specific 
settings (schools, worksites, etc.), and health care delivery systems.3

'
4 Twenty-two 

percent of the objectives included in the Department of Health and Human Services's 
strategic plan ( developed in accordance with the Government Performance and Results 
Act of 1993) were adopted from Healthy People 2000. 

This focus on performance has prompted State and local health agencies to shift from 
their emphasis of primarily providing services to one that conducts needs assessment and 
quality assurance.5•

6 This shift has required increased collection and analysis of data. 
Health care delivery organizations have also experienced this shift and have increased 
efforts to collect standardized data on patients, services, and outcomes. Many health care 
organizations are using the Health Employer Data Information System as a mechanism to 
standardize the collection of data and to evaluate outcome~. The increased emphasis on 
data collection and analysis for purposes of assessment and evaluation has increased the 
need to address the associated issues of data availability, validity/reliability, 
comparability, and utilization. These issues also affect the relevance of the national 

1 Q Healthy People objectives at the State and local level. 

'O 

The large number and diversity of State and local health agency structures and resources 
amplify the impact of these data issues when trying to compare Healthy People plans, 
objectives, and progress among States or between a State and the nation. States also vary 
considerably in their capacity to monitor the objectives they identify as most relevant to 
their constituents. In 1997, States reported an average ability to measure 39 percent of 
the Healthy People 2000 objectives.1 To focus on the need to develop capacity for 
tracking at the State and local level, Healthy People 2010 includes a.separate focus area 
(focus area 23) aimed at improving infrastructure and surveillance capability.7 

Some key areas where these issues need to be examined at State and local levels are 
discussed below. 

Objective Wording/Operational Definition 

The Healthy People "menu" provides a useful way for States and localities to focus on 
serious health issues, but many agencies and organizations have tailored the objectives to 
better focus on specific concerns of their constituents. These modifications may more 
effectively address the health concerns of the State or local population, but they also 
reduce comparability when evaluating objective progress relative to the nation, other 
States, or localities. For example, Objective 8-18 tracks the proportion of persons living 
in homes tested for radon at the national level. Some States have adopted this objective 
verbatim, while qthers have included schools or day care centers within the same 
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objective. In addition, the operational definitions and data sources for the same or similar 
national and State/local objectives may vary considerably. Self-reported data from a 
household survey is used to monitor the national radon objective, whereas some States 
use data based on actual installation of radon monitors and picocurie information 
collected. 

Population Data/Race and Ethnicity Reporting 

Many Healthy People objectives are population based and are expressed in terms of 
mortality or morbidity rates (for example, lung cancer deaths per 100,000), where the 
denominator is a population estimate. National, State, and local health agencies primarily 
rely on population estimates produced by the United States Census Bureau. The Bureau 
provides population counts from the decennial census for the nation, States, counties, and 
large municipalities. It also produces annual postcensal estimates for the years following 
the census (see section 5: Population Estimates). These estimates are available by 
gender, age, race and ethnicity (see section 6: Population Template). However, the sizes 
of some racial groups (American Indian or Alaska Native, Asian, and Native Hawaiian or 
Other Pacific Islander) are relatively small, even at the national level, and are distributed 
unevenly across State and local areas. This precludes many jurisdictions from producing 
reliable rates for objectives that focus on these populations. 

"Rare" Events/Confidentiality 

Some Healthy People objectives (for example, suicide or HIV deaths) address important, 
sensitive health issues which are, fortunately, relatively rare events. Small numbers of 
suicides or HIV deaths in a county or municipality with a relatively small population may 
result in unreliable, nonrepresentative rates. Reporting these rates by certain 
characteristics, or geocoding and displaying maps of the distribution of sensitive or rare 
events may jeopardize confidentiality. Thus, it may be necessary to aggregate data over 
geographic areas, personal characteristics, and/or data years to address these issues. 

Age Adjustment 

In general, States and localities age-adjust mortality data to the same standard population 
used for the national data (see sec;;tion 7: Age Adjustment). 

Data Sources 

The availability and comparability of data for national, State, .and local monitoring of 
Healthy People objectives vary considerably. Some data, especially vital statistics, are 
readily available at all geographic levels. The standardization of vital statistics data 
contributes to. its comparability across jurisdictions. Because they are readily accessible 
and generally comparable, mortality and natality data were key parts of the 18 Health 
Status Indicators (HSI) selected for widespread State and local use in Healthy People 
2000.8 However, vital statistics data provide only a limited perspective on health st~tus, 
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risk behaviors, and access to health care. Morbidity and risk factor data are required to 
monitor a large proportion of the Healthy People 2010 objectives. Data for these 
objectives come from a wide range of household surveys, environmental hazard data, and 
other sources. 

Many of the national Healthy People objectives are monitored using data from the 
National Health Interview Survey (NHIS). Some of these objectives are monitored at 
State and some local levels using data from the Behavioral Risk Factor Surveillance 
System (BRFSS). In general, it should be noted that both differences in the data 
collection methods (household interview versus telephone interview) and wording of 
questions used to monitor the same objectives at the national vs. the state level can affect 
the comparability of the information collected. In addition, some objectives monitored 
with identical questions in the NHIS and the BRFSS (for example, firearm storage) are 
only included periodically in a specific rotating module of the BRFSS or supplements to 
the NHIS. Not all ·States use these modules and/or the year of the "rotation" may not 
coincide with national data from the NHIS. This limits comparability between national 
and State data. 

Other national Healthy People objectives are monitored using composite data sources. 
The national data from these systems are aggregated from data collected at State or local 
levels. Unlike the vital statistics data (which include all bµths and deaths), several of 
these systems are samples of events that use somewhat different data collection and 
analysis methods among States or communities. For example, the National Water 
Quality data are compiled from State data on "assessed" rivers, lakes, and estuaries. 
States-vary in the proportions and the specific bodies of water they assess across time. 
Hence, both State and national estimates may be subject to considerable variation. This 
affects the quality and comparability of national, State, and local data. 

State and local jurisdictions were unable to monitor progress toward some of the Healthy 
People 2000 objectives. This prompted the development of Healthy People 2000 Priority 
Data Needs,9 which identified sources of State and local data that could be used to track 
important health issues, such as adult immunization and access to primary health care. 
During the development of the Healthy People 2010 objectives, participants proposed 
that a set of Leading Health Indicators be selected to further- improve national, State, and 
local agencies' abilities to measure and evaluate health status and programmatic 
activity .10 The availability of data for the Leading Health Indicators may be somewhat 
limited at the State level and it represents a substantial challenge for measurement at the 
local level. 

While local data are not yet available, state data are currently available through 
DATA2010 for selected measures (see section 12: Healthy People 2010 Database). State 
data can be accessed through all table generating options available in DAT A2010. 
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11. Variability of Estimates and Data Suppression 

Two main types of data systems are used to track Healthy People 2010 objectives: sample 
surveys and population-count systems (also called surveillance systems). Evaluating data 
from both types of systems requires consideration of variability. For sample surveys, 
sampling error (also called sampling variability) is of interest. For population-count 
systems, random variation is of interest. Issues of data quality (for example, item non
response, bias, non-representativeness) can affect data from both types of sources. 

Sample Surveys 

For many health outcomes, assessing all ind1viduals in a population may be impossible, 
impractical, expensive, or inaccurate. Therefore, it is usually advantageous to study a 
sample of the original population. Much of the data used to monitor the Healthy People 
2010 objectives are derived from sample surveys (for example, the National Health 
Interview Survey and the National Survey on Drug Use and Health) that make estimates 
for a population from a representative sample of respondents. These estimates are subject 
to sampling error. One commonly-used measure of sampling error is the standard error. 
The standard -error represents the variation in an estimate that can occur by chance since 
only a sample of the population is surveyed rather than the entire population. Assuming a 
normal distribution of events, the chances are about 68 in 100 that an estimate from the 
sample would differ from a complete census by less than the standard error. The chances 
are about 95 in I 00 that the difference would be slightly less than twice the standard 
error. This is often referred to as the 95 percent confidence interval, where the estimate is 
expressed as a range of the observed rates, approximately +/-1.96 standard errors. 

To properly interpret differences between rates for different population groups or changes 
over time in data derived from sample surveys, it is important to consider the variation 
associated with each rate. Healthy People 20 IO uses a population template that includes 
detailed racial, ethnic and socioeconomic categories for all population-based objectives 
(see section 6: Population Template). This template necessitates the tabulation of data for 
relatively small population groups. These data are often associated with large standard 
errors. Thus, apparent differences between population groups or between a population 
group in the template and the total population may be within expected sampling error. 
Standard errors should be considered when evaluating progress or comparing population 
groups for objectives using survey data. For ease of presentation, the standard errors 
associated with the estimates for the Healthy People 2010 objectives do not appear in 
either Healthy People 20101 or Tracking Healthy People 2010. However, where 
available, they are included in the Healthy People 2010 database, DATA2010 (see 
section 12: Healthy People 2010 Database). More information on the sample design and 
variance estimation for some of the major data systems used to monitor the Healthy 
People 2010 objectives can be found in Part C: Major Data Systems, and in other 
publications.2

-
9 
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Population-Count Systems 

Some of the data systems used to track the Healthy People 2010 objectives are based on 
complete counts of events occurring to the population (for example, the National Vital 
Statistics System, the HIV-AIDS Reporting System, and the United States Renal Data 
System). As such, these data are not subject to sampling error, although they are subject 
to errors in the registration process. However, when the estimates are used for analytical 
purposes, such as the comparison of rates over time or among groups or areas, the 
number of events that actually occurred may be considered as one of a large series of 
possible results that could have arisen under the same circumstances. This is known as 
random variation. When the number of events is large, random variation is usually small. 
However, when the number of events is small (fewer than 100) and the probability of 
such an event is small, random variation can be substantial and considerable caution must 
be used in interpreting the change described by the estimates. In these cases, it is 
desirable to compute the standard error of the rates and use that computation in the 
comparison of interest. Standard errors for rates derived from population-count systems, 
where available, are included in DAT A2010. More information on random variation and 
small numbers can be found in the "technical notes" section of the annual National Vital 
S .. R 1011 tallstzcs eports. ' 

Data Suppression 

Healthy People 20 IO shows data for all of the groups included in the population template, 
when available. However, in some instances data are not available and one of the 
following symbols is shown in place of a data value: 

m DNC - Data are not collected by the d_ata system used to monitor the 
objective. 

ml DNA - Data have been collected but have not yet been analyzed. 

Iii! DSU -Data do not meet the criteria for statistical reliability, data quality, or 
confidentiality ( data are suppressed). 

The first two categories, DNC and DNA, are self-explanatory. There are three main 
reasons a statistic in Healthy People 2010 is suppressed (shown as DSU): 

ml The number of events is too small to produce a reliable estimate or may 
violate confidentiality requirements. 

II The sample design does not produce representative estimates for a particular 
group. 

!ID There is a high item non-response rate or a large number of unknown entries. 

Different criteria for data suppression have been adopted by the various data systems 
used to monitor the Healthy People 2010 objectives. Some sample surveys use a single 
criterion for data suppression. For example, data from the Behavior Risk Factor 
Surveillance System are considered unreliable and are suppressed if the denominator is 
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based on fewer than 50 sample cases. Other sample surveys use a combination of 
criteria. For example, data from the National Health Interview Survey are suppressed if 
the denominator is based on fewer than 50 events or if the relative standard error is 
greater than 30%. For population-count systems that are based on a complete census, 
typically a single criterion for data suppression based on the number of events is used. 
For example, the National Vital Statistics System considers rates based on fewer than 20 
events to be unreliable. 

In presenting data for the Healthy People 2010 objectives, NCHS adheres to the specific 
criteria for data suppression delineated by each data system. More information on data 
suppression, including a summary of the criteria used by the "major data systems" for 
Healthy People 2010, has been published elsewhere. 12 

For most objectives, an estimate or count based on a single year can be shown. However, 
for some objectives ( or subgroups in the population template) that are based on relatively 
few events, multiple years of data are used to produce more stable estimates. For 
exampl~, all of the objectives measured by the National Health and Nutrition 
Examination Survey use estimates based on either 2, 4, or 6 years of data. 
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12. Healthy People 2010 Database 

The Healthy People 20 IO database, DAT A20 I 0, is an interactive, on-line database 
developed by the Centers for Disease Control and Prevention, National Center for Health 
Statistics (NCHS). DATA2010 can be accessed through NCHS's Healthy People 2010 
website at http://Vv"\VW .cdc. gov /nchs/hphome .htm or at http://wonder.cdc.gov/data2010. 

DAT A20 IO contai~s the baseline and tracking data for all measurable Healthy People 
2010 objectives. National data are available for all of t!}e measurable objecJives. State 
data are available for a subset of the measurable objectives. Socio-demographic data for 
population-based objectives are also provided; data are shown by race and Hispanic 
origin, gender, and socio-economic status ( education or income). Through a series of 
menus and drop-do"Yn boxes, users can obtain data for: 

m 

iii!i 

l;M 

B 

II 

fll 

llli1 

All objectives for one of the twenty-eight focus areas 

Objectives used to track the U.S. Department of Health and Human Services' 
Steps to a Healthier US. initiative 

Objectives used to track the ten Healthy People 2010 Leading Health 
Indicators 

All objectives for a particular data source 

A single objective within a focus area 

Objectives containin~ a specific word or phrase 

All objectives for a specific population group (e.g., adolescents, Hispanics, or 
women). 

The standard data table output includes the following information: 

!Ill Objective number 

e Objective text 

II Baseline year and data 

li!ll Tracking data for subsequent years 

el 2010 Target 

~ Footnotes 

Ii Data source( s) 

The standard data tables can be constructed in ASCII, comma-delimited, or HTML 
format for use in common software applications such as EXCEL, Lotus 1-2-3, and SAS. 
Users can also download statistical data spreadsheets in EXCEL format that contain 
unrounded data and standard errors (where available). Data can be graphed in 
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DATA2010 using an advanced selection option to create horizontal and vertical bar 
charts or line charts. 

In addition to data, DA TA2010 contains other technical information related to tracking 
the Healthy People 2010 objectives. For instance, users can obtain operational 
definitions for each objective, ICD-9 and ICD-10 codes for morbidity and mortality 
objectives, and the age-adjustment categories used for age-adjusted measures. 

DA TA2010 is updated on a quarterly basis to provide the most accurate and up-to-date 
data for the Healthy People 2010 objectives. New data and revisions to d11ta previously 
shown are added during each update. 
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RACIAL DIFFERENCES IN THE TREATMENT OF EARLY-STAGE LUNG CANCER 

PETER 8. BACH, M.D., LAURA D. CRAMER, Sc.M., JOAN l. WARREN, PH.D., AND COLIN 8. BEGG, PH.D. 

ABSTRACT 
Background If discovered at an early stage, non

small-cell lung cancer is potentially curable by surgi
cal resection. However, two disparities have been 
noted between black patients and white patients with 
this disease. Blacks are less likely to receive surgical 
treatment than whites, and they are likely to die soon
er than whites. We undertook a population-based 
study to estimate the disparity in the rates of surgical 
treatment and to evaluate the extent to which this dis
parity is associated with differences in overall survival. 

Methods We studied all black patients and white 
patients 65 years of age or older who were given a 
diagnosis of resectable non-small-cell lung cancer 
(stage I or II) between 1985 and 1993 and who resid
ed in 1 of the 10 study areas of the Surveillance, Ep
idemiology, and End Results (SEER) program (10,984 
patients). Data on the diagnosis, stage of disease,· 
treatment, and demographic characteristics of the 
patients were obtained from the SEER data base. In
formation on coexisting illnesses, type of Medicare 
coverage, and survival was obtained from linked 
Medicare inpatient-discharge records. 
Results The rate of surgery was 12.7 percentage 

points lower for black patients than for white· patients 
(64.0 percent vs. 76.7 percent, P<0.001), and the 
five-year survival rate was also lower for blacks (26.4 
percent vs. 34.1 percent, P<0.001). However, among 
the patients undergoing surgery, survival was simi
lar for the two racial groups, as it was among those 
who did not undergo surgery. Furthermore, analyses 
in which adjustments were made for factors that are 
predictive of either candidacy for surgery or survival 
did not alter the influence of race on these outcomes. 

Conclusions Our analyses suggest that the lower 
survival rate among black patients with early-stage, 
non-small-cell lung cancer, as compared with white 
patients, is largely explained by the lower rate of sur
gical treatment among blacks. Efforts to increase the 
rate of surgical treatment for black patients appear to 
be a promising way of improving survival in this 
group. (N Engl J Med 1999;341:1198-205.) 
<&>1999, Massachusetts Medical Society. 

1198 • October 14, 1999 

IN the United States, lung cancer is the leading 
cause of death attributed to cancer among both 
men and women, claiming the lives of more than 
150,000 people each year. About one third of 

patients with the most common histologic type of 
lung cancer, non-small-cell cancer, are first given 
the diagnosis at an early, potentially curabJe stage. If 
treated by surgical resection, these patients have a 40 
percent likelihood of surviving for five years or long
er. In. contrast, patients who present with advanced 
disease or who do not undergo surgical resection have 
a median survival ofless than one year.1 In the light 
of this information, it is important to determine 
whether patients who have potentially curable dis
ease actually receive surgical treatment. 

Several studies have uncovered an association be
tween race and the likelihood of receiving surgical 
treatment for resectable non-small-cell lung cancer. 
Greemvald et al. found that patients with stage I dis
ease in Seattle, San Francisco, and Detroit were less 
likely to undergo surgical resection if they were black 
or of lower socioeconomic status than if they were 
white or of higher socioeconomic status.2 Smith et 
al. found similar disparities in the treatment of black 
patients and white patients in a cohort in Virginia.3 

Samet et al. found that older age and Hispanic ances
try wer~ associated with lower rates of surgical treat
ment in a cohort in New Mexico.4 

We undertook a study to answer two questions 
about the treatment of early-stage, non-small-cell 
lung cancer. First, is there a difference in the rate of 
surgical treatment between white patients and black 
patients with this type of lung cancer, and if so, is 
the discrepancy still apparent once we account for the 
effects of coexisting illness, socioeconomic status, 
insurance coverage, and availability of care? Second, 
does this discrepancy in part explain the differences 
in survival between black patients and white patients 
with lung cancer? To answer these questions, we 
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ology and Biostatistics (P.B.B., L.D.C., C.B.B.), and the Department of 
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RACIAL DIFFERENCES IN THE TREATMENT OF EARLY-STAGE LUNG CANCER 

chose a setting and design that mitigated the efiect 
of the confounding factors. We proposed two hypoth
eses: that black patients would receive surgical treat
ment less frequently than white patients and that dif
ferences in survival between black patients and white 
patients would be substantially explained by the dif
ference in the _rates of surgical treatment. 

METHODS 

Sources of Data 

We tested our hypotheses with the use of data from the Sur
veillance, Epidemiology, and End Results (SEER) cancer regis
tries that have been linked with data on Medicare hospitalizations. 
The SEER-Medicare data base has been used extensively to as
sess patterns of care for persons with new diagnoses of cancer. 5,6 

The SEER registries, sponsored by the National Cancer Institute, 
list all incident cases of cancer in five metropolitan areas (San 
Francisco-Oakland-San Jose, Detroit, Atlanta, Seattle, and Los 
Angeles County) and five states (Connecticut, Utah, New Mexico, 
Iowa, and Hawaii) and cover approximately 14 percent of the pop
ulation of the United States.7 These data contain information on 
each newly diagnosed case of cancer, including the month and year 
of the diagnosis; µie location, histologic type, nodal involvement, 
and spread of the tumor; and the type of treatment provided within 
four months after diagnosis (e.g., surgery or radiation). The site 
of cancer is coded in the SEER data according to the Internation
al Classifzcatitm of Diseases for Oncology, 2nd edition (ICD-O-2).8 

Toe Medicare program, which provides health care coverage 
for 97 percent of persons 65 years of age or older, collects claims 
for all services covered by the program. Information about hos
pitalizations is included in the Medicare Provider Analysis and 
Review {MEDPAR) files, which contain information on all hos
pital admissions since 1984. Medicare·also maintains files that doc
ument the dates of death of beneficiaries and whether they were 
covered by a traditional indemnity program or by a health main
tenance organization (HMO). 

The SEER and Medicare data bases have been linked in order 
to permit population-b~ed studies of health outcomes. The data 
on 94 percent of the persons included in the SEER files who arc 
65 years of age or older have been successfully linked to Medicare 
records.7 Focusing on this group of people who were eligible for 
Medicare Jed to the exclusion of the 44 percent of patients in the 
SEER data base who received diagnoses of lung cancer before the 
age of 65 years, but this allowed us to adjust for coexisting con
ditions, .eliminated the confounding effects of insurance coverage, 
and provided sufficient geographic specificity to allow us to con
trol for the av;iUability of health care. 

Study Participants 

The subjects were persons ,vith a form of lung cancer for 
which surgical resection has been shown to confer a definitive ben
efit - stage I or stage II non-small-cell lung cancer.9 We ip.clud
ed all patients classified as non-Hispanic white or bl,i.ck who were 
65 years of age or older, who resided in 1 of the 10 SEER areas, 
and who were given a diagnosis between 1985 and 1993 of pri
mary cancer of the lung, non-small-cell histologic type {SEER 
codes 34.0 to 34.9 and ICD-O-2 morphology codes 8()10 to 
8040, 8050 to 8076, 8140, 8250 to 8260, 8310, 8320, 8323, 
8430, 8470 to 8490, 8550 to 8573, 8980, and 8981); there were 
a total of 59,365 patients. 

From this group we excluded patients who had not undergone 
a complete evaluation to determine the stage of disease - that is, 
those for whom there was either no documentation or incomplete 
documentation with regard to tumor size, spread, or nodal in
volvement in the SEER data base (21,006 patients [35.4 per
cent]). We then identified patients with stage I or stage II disease 
(12,900 patients) according to the staging system of the Ameri
can Joint Committee on Cancer,10,11 using the information in the 

SEER data base on size, spread, and nodal involvement of the tu
mor. The definitions of these stages were constant throughout the 
study period. We then excluded patients for whom diagnoses 
were obtained from death certificates or at autopsy (127 patients 
[1.0 percent]) and those in whom a second cancer was diagnosed 
within two months of the primary lung cancer (1789 patients 
[13.9 percent]), leaving a cohort of 10,984. 

Surgical Treatment and Survival after Diagnosis 

Patients were considered to have undergone ~cal resection 
if the variable for site-specific surgery in the SEER data base in
dicated that a procedure that was curative in intent had been per
formed. Such procedures included local resection, wedge resection, 
segmentectomy, lobectomy, sleeve resection, partial pneumonec
tomy, and radical pneumonectomy (SEER codes 10 to 70). The 
month and year of diagnosis were documented in the SEER data 
base; for analytic purposes, we assumed that the diagnosis was 
made on the first day of the month. Dates of death were obtained 
from Medicare, which receives this information from the Social 
Security Administration. All records of death are complete through 
December 31, 1994, which was therefore chosen as the date of 
data censoring for patients who were last known to be alive. 

Characteristics of the Participants 

Demographic Characteristics and Co_existing Illnesses 

Information on the sex of the patients was obtained from 
Medicare records, and information on race and age at diagnosis 
was obtained from the SEER data base. The socioeconomic status 
of each patient was estimated on the basis of Medicare data on 
the median income for the ZIP Code of the patient's residence. 
This variable was necessarily an aggregate measurement of in
come, as opposed to a factor that reflected socioeconomic status 
on an individual basis. We constructed two strata: one containing 
the patients who resided in areas in the lowest quartile of median 
income, and the other containing the remaining patients. 

The burden of coexisting illness was determined with the use 
of MED PAR inpatient records through an examination of all hos
pital admissions occurring within the 12-month period before the 
month of diagnosis. We calculated two indexes of coexisting illness 
for each patient: one according to the method suggested by Ro
mano et al.,12 in which the maximal Charlson comorbidity index13 

was calculated on the basis of inpatient records during this period 
and the other according to the total number of hospital admissions 
during this period. In order to calculate tl1ese two indexes, we 
needed one year of recorded Medicare data before diagnosis. We 
therefore calculated the comorbidity indexes and conducted the ad
justed analyses only for patients who at the time of diagnosis were 
66 years of age or older and were covered by traditional indem
nity insurance, since Medicare does not collect data on hospital
ization for persons in HMOs (84 percent of the total sample of 
10,984). The Romano-Charlson index could not be determined 
for patients without a hospitalization during this period. 

Access to Care 

All patients ,vere insured by Medicare. We assigned each patient 
the coverage (HMO or indemnity) that he or she had during the 
month in which the diagnosis was made. To assess the local avail
ability of care, we used the health care sen1ce areas defined by the 
Health Resources and Services Administration. These areas rep
resent regions with certain characteristics of health care availabil
ity, and they have been used in other studies of the availability of 
health care.1<,is The areas range in size from parts of a city to sub
stantial portions of less populous states. The health care service 
area corresponding to each patient's area of residence was docu
mented in the SEER data base - our 10,984 study participants 
resided in 80 health care service areas. To determine whether some 
of our findings could be related to variations in the local availability 
of health -care services, we looked for heterogeneity in our find
ings with respect to the health care service areas and SEER areas. 
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Statistical Analysis 

We assessed the association between the race of the patients 
and the receipt of surgical treatment by comparing the overall 
rates of resection (among black patients as compared with white 
patients) for the entire cohort; by comparing the resection rates 
between black patients and white patients within relevant sub
groups, such as those defined by age, comorbidity-index, and area 
of residence; by determining the effect of race on the receipt of 
surgical treatment while controlling for other important factors, 
such as sex, median income in the ZIP Code of residence, age, 
stage of disease, and comorbidity { one of the two measures); and 
by determining whether the disparities in resection rates were 
consistent with respect to the SEER area (with use of the 
Breslow-Day test for heterogeneity), health care service area 
-(with use of the Mantcl-Haenszel test for heterogeneity), and 
study year (with use of the Mantel-Haenszel tcst).1• 

Survival curves were constructed with the Kaplan-Meier meth
od and compared with use of the log-rank statistic.17 For analyses 
involving adjustments for potential con.founding factors, we used 
the Cox proportional-hazards method.17 All P values arc two-sid
ed. All analyses were performed with SAS software (version 6.12, 
SAS Institute, Cary, N.C.). The estimated survival benefit under 
a scenario in which black patients received surgical treatment at a 
rate identical to that of white patients is based on the estimated 
survival probabilities derived from the observed population. 

RESULTS 

Characteristics of the Study Participants 

There were 10,984 patients in this study; 860 
(8 percent) were black, and 10,124 (92 percent) were 
non-Hispanic white (Table 1). There were no sub
stantial diflerences between the two groups with re
spect to the stage of disease, type of insurance, num
ber of hospitalizations in the 12 months before the 
diagnosis, or the Romano-Charlson comorbidity in
dex. Black patients were slightly younger and some
what more likely to be men. The most important 
disparity between the two groups was that black pa
tients were substantially more likely to reside in a 
ZIP Code area with a low median income. Also, the 
distribution of patients among the SEER areas dif
fered between the two groups. 

Resection Rates and Association with Survival 

Black patients and white patients who underwent 
surgery had roughly similar rates of survival at five 
years - 39.1 percent among black patients and 42.9 
percent among whites {P=0.10) (Fig. I). TI10se who 
did not undergo surgery also had similar five-year 
survival rates ( 4 percent among blacks and 5 percent 
among whites, P=0.25) (Fig. 1). However, 76.7 per
cent of the white patients underwent surgery, where
as only 64.0 percent of the black patients received this 
treatment (P<0.001) (Table 2). The combination of 
discrepant resection rates and similar survival rates 
after treatment contributed to a substantial difference 
in the overall survival rates, as shown in Figure 2. 

We diagrammed the effect of these results in a hy
pothetical cohort of 1000 white patients and 1000 
black patients (Fig. 3): 76.7 percent of the whites 
underwent surgery, and 42.9 percent of these patients 
survived for five years, whereas only 5.2 percent of 
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TABLE 1. CHARACTERISTICS OF BLACK AND WHITE MEDICARE 
BE..~EFICIAIUES 65 YEARS OF AGE OR OLDER WlTII STAGE I OR II 

NON-SMALL-CELL LUNG CANCER., 1985 TO 1993.* 

BLACK WHITE 
CHARAC'IERISTIC PATIENTS PATIENTS 

no.(%) 

All participants 
Total no. 860 10,124 
Age (yr) 

65-69 376 (44) 3,502 (35) 
70-74 280 (33) • 3,261 (32) 
;;,75 204 (24) 3,361 (33) 

Sex 
Male 583 (68) 6,264 (62) 
Female 277 (32) 3,860 (38) 

Stage of disease 
I 682 (79) 8,003 (79) 
II 178 (21) 2,121 (21) 

Median income in ZIP Code of residence 
Lowest quartile 451 (52) 1;907 (19) 
Highest tltrcc quartiles 289 (34) 6,914 (68) 
Not determined 120 (14) 1,303 (13) 

SEERarcat 
Atlanta 122 (14) 730{7) 
Connecticut 69 (8) 1,662 (16) 
Detroit 375 {44) 1,792 (18) 
Los Angeles County 85 (10) 589 (6) 
San Francisco-Oakland-San Jose 

Type of Medicare insurance 
165 {19) 1,595 (16). 

Health maintenance organization 75 {9) 961 (9) 
Indemnity 780 (91) 9,112 (90) 
Not determined 5 {<l) 51 (<l) 

Participants ;;.66 yr with indemnity 
insurance 

Total no. 712 8,479 
Total no. of hospitalizations 

in prcvions year 
0 520 {73) 6,455 (76) 
l 133 (19) 1,446 {17) 
2 41 (6) 368 (4) 
>2 18 (3) 210 (2) 

Highest Romano-Charlson index 
in prcvions year:j: 

Not evaluated§ 520 (73) 6,455 (76) 
O· 67 (9) 697 (8) 
l 72 (10) 801 (9) 
>l 53 (7) 526 (6) 

*Because of rounding, all percentages do not total 100. 

tSEER denotes tl1c Surveillance, Epidemiology, and End Results pro• 
gr~m. Only tl1e patients from tl1c areas that contributed more than 5 per• 
cent of the black cohort are listed. 

+The Romano-Charlson index was calculated only for the patients who 
were hospi~.tlized in tl1e 12-momh period before tl1e diagnosis. 

§These participams constitute tl1c cohort for whidt comorlrldity scores 
could not be calculated. 

the remaining 23.3 percent of patients who di_d not 
receive surgical treatment survived for that long. Thus, 
overall, 341 patients (34.1 percent) were alive at five 
years. In contrast, of the 1000 black patients, only 264 
patients were alive at five years - 77 (7.7 percent) few
er than in the white cohort. Two factors are respon
sible for this difference: the lower rate of resection 
among blacks ( 64.0 percent, vs. 76.7 percent among 
whites) and the slightly (though nonsignificantly) 
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Years after Diagnosis 

No. OF PATIENTS AT RISK 

White, surgery 7763 4495 2255 1069 407 12 
Black, surgery 550 301 145 69 30 0 
White, no surgery 2361 458 110 30 6 0 
Black, no surgery 310 60 14 2 0 

Figure 1. Survival of Medicare Beneficiaries 65 Years of Age or Older Who Were Given a Diagnosis of 
Stage I or II Non-Small-Cell Lung Canc·er between 1985 and 1993, Acc!Jrding to Treatment and Race. 

lower five-year survival rate after surgery among blacks 
(39.1 percent vs. 42.9 percent). If black patients had 
undergone surgery at a rate similar to that for white 
patients, we estimate that 308 black patients would 
have been alive at five years, a number only 3.3 per
cent lower than that for whites. These figures suggest 
that of the 77 more deaths per 1000 black patients, 
the majority ( 44) can be attributed to the failure to 
provide surgical treatment for a curable disease. 

Stratified and Adjusted Analyses 

We performed a number of stratified and adjusted 
analyses to test the robustness of these results. The 
pivotal disparity in rates of resection was evaluated 
in several important subgroups (Table 2). The re
sults show that the lower resection rate among black 
patients was consistent. In addition, we found no ev
idence that the disparity in resection rates differed 
according to the health care service area (P=0.85) 
or SEER area (P=0.64) or that the overall resection 
rate or the disparity in resection rates varied during 
the years of the study (P=0.62) (data not shown). 

The disparity also persisted in two multivariable 
logistic-regression analyses in which we controlled 
for age, sex, stage of disease, median income in the 
ZIP Code of residence, and coexisting illness, as meas
ured by either the Romano-Charlson index or the 
number of hospitalizations in the previo~s year. On 
the basis of these analyses, the odds ratios for under
going surgery among black patients, as compared with 
white patients, were 0.54 when the Romano-Charl
son ·index was used as a measure of coexisting illness 
and 0.~3 when the number of hospitalizations was 
used - findings that were consistent with the unad-

justed odds ratio of0.52. The results of all the analy
ses support the hypothesis that race is an important 
independent factor in determining the likelihood that 
a patient with early-stage, non-small-cell lung can
cer will re~eive surgical treatment. 

The observed similarities in survival among black 
patients and white patients after either receiving or 
not receiving surgical treatment were also evaluated 
in analyses adjusted for factors previously identified 
as affecting survival. These analyses showed a slightly 
increased risk of death among black patients after 
surgery (relative risk, 1.10; P=0.18) and a slightly de
creased risk of death for black patients who did not 
undergo surgery (relative risk, 0.84; P=0·.02) (Table 
3). The analyses also confirmed tl1at in this cohort, 
residence in an area with a lower median income, male 
sex, older age, a higher stage of disease, and more co
existing illness all conferred an increased risk of death, 
regardless of treatment. 

DISCUSSION 

The optimal treatment for early-stage, non-small
cell lung cancer is surgical resection - a treatment 
with a substantial cure rate.9,18,19 In this study, we de
termined whether the rate of surgical treatment for 
stage I or stage II non-small-cell lung cancer was 
lower for black patients 65 years of age or older than 
it was for white patients in the same age group. Then 
we compared the survival rates between black pa
tients and white. patients who had undergone sur
gery and between black patients and white patients 
who had not undergone surgery. Using several ana
lytic techniques to control for the confounding effects 
of disease stage, type of insurance coverage, avail-
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TABLE 2. RATE OF RllsECTION AND REIATIVE RlsKACCORDING TO RAcE. 

No.OF RELATIVE RlsK p 
VARIABUE PA'llcNTS RESECTION RATE lo/a) 1ssr. en• VALUE 

BLACK WHITE 
PATIENTS PATIENTS 

Total 10,984 64.0 76.7 0.83 (0.79-0.88) <0.001 
Age (yr) 

65-69 3,878 73.7 85.4 0.86 (0.81-0.92) <0.001 
70-74 3,541 64.3 80.2 0.80 (0.73-0.88) <0.001 
;;,,75 3,565 45.6 64.2 0.71 {0.61-0.83) <0.001 

Sex 
Male 6,847 64.8 76.7 0.85 (0.80-0.90) <0.001 
Female 4,137 62.1 76.6 0.81 (0.74-0.89) <0.001 

Stage of disease 
I 8,685 64.1 77.0 0.83 (0.79-0.88) <0.001 
II 2,299 63.5 75.5 0.84 {0.75-0.94) <0.001 

Median income in ZIP Code of residence 
Lowest quartile 2,358 61.9 70.7 0.88 {0.81-0.95) <0.001 
Highest three quartiles 7,203 67.5 78.0 0.87 (0.80-0.94) <0.001 
Not determined 1,423 63.3 78.2 0.81 (0.71-0.93) <0.001 

SEERarcat 
Atlanta 852 55.7 70.4 0.79 (0.67-0.93) <0.001 
Connecticut 1,731 69.6 79.5 0.88 (0.75-1.02) 0.05 
Detroit 2,167 59.2 73.l 0.81 (0.74-0.89) <0.001 
Los Angeles County 674 65.9 79.3 0.83 (0.71-0.97) 0.006 
San Francisco-Oakland-San Jose 1,760 74.6 79.9 0.93 (0.85-1.02) 0.10 

Type of Medicare insurance; 
Health maintenance organization 1,036 70.7 76.3 0.93 (0.80-1.08) 0.27 
Indemnity 9,892 63.5 76.7 0.83 (0.78-0.87) <0.001 

Comorbidity§ 
No. of hospitalizations in previous year 

0 6,975 64.0 77.6 0.83 (0.77-0.88) <0.001 
1 1,579 59.4 72.3 0.82 {0.71-0.95) 0.002 
2 409 56.1 70.7 0.79 (0.60-1.05) 0.06 
>2 228 50.0 56.2 0.89 (0.55..:.1.43) 0.61 

Highest Romano-Charlson index in 
previous Ycari 

0 764 59.7 81.6 0.73 (0.60-0.89) <0.001 
1 873 58.3 67.3 0.87 (0.71-1.06) <0.12 
>l 579 54.7 60.l 0.91 (0.71-1.18) 0.45 

•Relative risks arc of undergoing surgical resection for black patients as compared with white pa-
ticnts. CI denotes confidence interval. 

tSEER denotes the Surveillanci; Epidemiology, and End Results program. Only data from the areas 
that contributed more than 5 percent of the b)ack cohort arc listed. 

;Data were missing for 5 black patients and 51 white patients. 

§TI1is category includes only the patients who were 66 years of age or older and who had indemnity 
insurance coverage at the time of diagnosis. 

fl11e Romano-Charlson index WdS calculated only for the p-atienrs who were hospir-,1Jized in the 
12-montb period before the diagnosis. 

ability of care, socioeconomic status, age, and coex
isting illnesses, we found that black patients were 
less likely than white patients to undergo surgical 
resection (a difference of 12.7 percentage points). 
Both unadjusted and adjusted analyses showed that 
black patients who underwent surgical resection had 
a five-year survival rate similar to that of white pa
tients who underwent resection, and we estimated 
that of the 77 more deaths per 1000 black patients, 
the majority (44) could be attributed to the lack of 
surgical treatment. 

If black patients were to undergo surgery at a rate 
equal to that of white patients, their survival rate 
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would probably be substantially improved and would 
approach that of white patients. Given equal rates of 
resection, we estimate that there would be a 3.3 per
cent discrepap.cy in survival at five years (341 survivors 
among 1000 white patients vs. 308 among 1000 black 
patients). The survival curves shown in Figure 2 for 
black patients and white patients after surgery sug
gest a similar conclusion: given equal treatment, black 
patients will have a survival rate that is only margin
ally.lower than that for white patients. The small dis
parity in survival between black patients and white 
patients with equal resection rates is not surprising, 
even if surgery confers an equal benefit in each group. 

Downloaded from www.nejm.org on May 8, 2009 . For personal use only. No other uses without permission. 
Copyright© 1999 Massachusetts Medical Society. All rights reserved. 



0 

0 

0 

RACIAL DIFFERENCES IN THE TREATMENT OF EARLY-STAGE LUNG CANCER 

1.0 

0.9 
Cl 

0.8 C: ·s: 
0.7 -~ 

:::J 0.6 
en 
C: 0.5 
0 

t 0.4 
0 0.3 0. 
0 

0.2 ... 
a. 

0.1 

0.0 
0 1 2 3 4 5 6 7 8 9 10 11 

Years after Diagnosis 

No. OF PATIENTS AT RISK 

White patients 10,124 
Black patients 860 

4953 

361 

2365 

159 
1099 

71 
413 

31 
12 

0 

Figure 2. Survival of Medicare Beneficiaries 65 Years of Age or Older Who Were Given a Diagnosis of 
Stage I or II Non-Small-Cell Lung Cancer between 1985 and 1993, According to Race. 

White Patients 
(n=1000) 

/ 
Yes No 

Black Patients 
(n=1000) 

/ 
Yes No Surgery 767 (76.7%) 233 (23.3%) 640 (64.0%) 360 (36.0%) 

Proportion 
Surviving 329 (42.9%) 12 (5.2%) 250 (39.1%) 14 (3.9%) 

Five-Year 
Survival 

341 

/ / 
264 

Figure 3. Relation between the Rate of Surgical Resection for Stage I or II Non-Small-Cell Lung Cancer 
and Five-Year Survival in Hypothetical Cohorts of 1000 Black and 1000 White Medicare Beneficiaries 
65 Years of Age or Older. 
If 76.7 percent of the black patients had undergone surgery, 308 of them would be expected to be alive 
five years after diagnosis. 

The actuarial data ( deaths due ·to all causes) in the 
same population show a larger gap: on average, a 73-
year-old black person has a 76 percent likelihood of 
survival for five years, as compared with 81 percent for 
a 73-year-old white person.20 

These results should be viewed with caution. We 
focused on Medicare beneficiaries who were 65 years 
of age or older, and it is not clear whether there is 
similar variability in the care provided to younger pa
tients with lung cancer. In addition, in all the patients 
in our study, the diagnosis of non-small-cell lung 

cancer and the stage of disease had been established, 
which meant that ·all the patients had had extensive 
involvement with the health care system. Our study 
did not address the care received by patients who 
present with advanced disease or those in whom the 
stage of disease has not been determined. Two other 
factors that we did not investigate also increase mor
tality due to non-small-cell lung cancer in black per
sons. The annual incidence of non-small-cell lung 
cancer in this population of people who are 65 years 
of age or older is higher among black persons (359 
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TABLE 3. EFFECT OF RACE AND OTHER FACTORS O~ SURVIVAL 
AMONG PATIENTS WHO UNDERWEm SURGERY 

AND THOSE WHO DID NOT. 

FACTOR REIATIVE RlsK OF DEATH 

PATIENTS PATIENlli NOT 
UNDER.GOING p UNDEl\GOING p 

SURGERr VALUE SURGERr VALUE 

Race 
White• 1.00 1.00 
Black 1.10 0.18 0.84 0.02 

Income 
Highest three quartiles• 1.00 1.00 
Lowest quartile I.IO <0.05 1.15 0.007 

Sex 
Female• 1.00 1.00 
Male 1.44 <0.001 1.21 <0.001 

Age 
65-69 yr• 1.00 1.00 
70-74yr 1.17 <0.001 1.10 0.17 
;;,,75yr 1.46 <0.001 1.20 0.004 

Stage of disC2Se 
1• 1.00 1.00 
II 1.98 <0.001 1.35 <0.001 

Romano-Charlson 
comorbidity index 

Not available• 1.00 1.00 
0 1.01 0.84 1.25 0.02 
1 1.23 <0.001 1.22 0.006 
>l 1.49 <0.001 1.42 <0.001 

•This was the reference category. 

per 100,000 population) than among white persons 
(294 per 100,000).21,22 Also, among persons 65 years 
of age or older in whom the stage of disease is deter
mined at the time of diagnosis, the SEER data show 
that black patients are less likely than white patients 
to have resectable (i.e., stage I or II) disease {27 per
cent vs. 31 percent) (unpublished data). 

In this study, we were also limited in our ability 
to make adjustments for two factors that might have 
influenced the interpretation of our results. We used 
an aggregate measure of income as a surrogate for 
the socioeconomic status of each patient. Some inves
tigators have argued that our aggregate measure is an 
adequate surrogate marker for socioeconomic status,23 

but others have argued that the optimal socioeco
nomic variable is at the level of the patient, not at 
the level of the community.24 Therefore, we cannot 
be sure that we have separated the effects of race 
from those of socioeconomic status. 

In addition, we could not ascertain the Romano
Charlson comorbidity index for the 76 percent of 
our patients who were not hospitalized in the year be
fore the diagnosis. However, it seems unlikely that 
this lack has led us to make incorrect conclusions, 
for three reasons. First, in the 24 percent of patients 
in whom we could evaluate coexisting illness in terms 
of the Romano-Charlson comorbidityindex, the dis
parity in treatment was consistent. Second, most cli
nicians would agree that, barring the presence of 
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severe pulmonary disease, a patient who had not re
quired hospitalization for a year could probably tol
erate a thoracotomy and partial lung resection. 25 

Third, we can predict that the bias we may have in
troduced by using this measure of coexisting illness 
would, if anything, have led us to underestimate the 
disparity in treatment between black and white pa
tients. Specifically, for chronic diseases that are re
sponsive to outpatient management, such as chronic 
obstructive pulmonary disease, blacks are more like
ly than whites to be hospitalized for the same degree 
of illness, thus increasing our estimate of the burden 
of coexisting illness among blacks. 25,26 

Variations in the care of patients with similar dis
eases have been observed since Wennberg and Git
telsohn first called attention to the phenomenon in 
1973.27 Unlike the treatments under scrutiny in many 
other studies, the optimal strategy for the treatment 
of early-stage, non-small-cell lung cancer is unam
biguous: surgical resection confers a meaningful prob
ability of cure, whereas other therapies do not. We 
cannot determine from our data why black patients 
have a lower rate of resection than their white coun
terparts, but we can conclude that the difference in 
treatment has a substantial efiect on survival. Others 
have argued that the preferences of black patients 
may <lifter from those of white patients or that black 
patients may weigh the risks of surgical therapy dit: 
ferently. 28,29 An alternative explanation is that black 
patients are offered optimal treatment less frequently 
tl1an their white counterparts.30 These are certainly 
issues worthy of investigation in future studies. 

We are indebted to the Applied Research Branch, Divirion of Can
cer Prwention and Population Science, National Cancer Institute; 
to the Office of Information SeTPices and the Office of Stratr,gic 
Planning, Health Care Financing Administration; to,Information 
Management SeTPices; and to the SEER program. The interpreta
tion and reporting of the data from the linked SEER-Medicare data 
base are the sole responsibility of the a:ithors. 
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r►:lPreface 

Ci.'Jintroduction 

Although the health of all Americans has 

continued to improve over the more than two 

decades since the 1985 Task Force Report on 

Black and MinorityH,ealth was issued, racial and 

ethnic health disparities persist and, in some 

cases, are increasing. The persistence of such 

,disparities suggests that current approaches 
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and strategies are not producing the kinds of results needed to ensure that all Americans 

are a_ble to achieve the same quality and years of healthy life, regardless of race/ethnicity, 

gender and other variables (as reflected in the two overarching goals of Healthy People 

2010). 

The mission of the HHS Office of Minority Health (OMH) is to 

improve the health of racial and ethnic minority populations 

through the development of health policies and programs that will 

help eliminate disparities. OMH has a unique leadership and 

coordination role to play within the Department and across the 

nation, relative to this mission. However, such a mission cannot be 

accomplished by OMH alone. We need the active engagement and 

sustained efforts of all stakeholders working together with us and 

each other to effect the necessary changes at every level and 

across all sectors over time. These stakeholders include racial and 

ethnic minority communities and those who serve them, other HHS 

and Federal entities, academic and research institutions, State and 

Garth N. Graham, MD, MPH Tribal governments, faith- and community-based organizations, 
Deputy Assistant Secretary 

for Minority Health 
private industry, philanthropies and many others. We also need to 

examine what we are doing, identify what must be done differently 

and determine how best to work together - within and across our respective disciplines, 

areas of interest, organizational/institutional or geographic boundaries and spheres of 

influence - to enhance our individual and collective effectiveness and impacts. 

0 The Strategic Framework for Improving Racial and Ethnic Minority Health and Eliminating 

Racial and Ethnic Health Disparities (Framework) presented here is intended to help guil;le, 

organize and coordinate the systematic planning, implementation and evaluation of efforts 

httn• //umm, nm hrr. onv/nna/temolates/content.aspx?ID=78&lvl= 1 &lvlID= 13 4/29/2009 
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within OMH, HHS and across the nation to achieve better results relative to minority health 

improvements and health disparities reductions. The Framework reflects current knowledge 

and understanding of the nature and extent of health disparities, their causes or 

contributing factors, effective solutions and desired outcomes and impacts. It reinforces 

the importance of having and using science and knowledge as the basis for planning and 

implementing our program-, research-, or policy-oriented actions and activities. The 

Framework also suggests the need to adequately evaluate our efforts so that new 

knowledge can be used for continuous improvement. In addition, the Framework infers the 

need to fund our efforts accordingly, and to explore ways to enhance efficient use of 

programmatic and research funds as well as other resources and assets at our disposal. 

Several aspects of this framework are worth highlighting: 

1. By using a logic model approach, which builds upon current science and expert 

consensus about racial/ethnic minority health/health disparities and systems 

problems, contributing or causal factors and strategies that work, the Framework 

provides the rationale for efforts funded and conducted as well as for the kinds of 

outcomes and impacts needed . This approach can be used as a guide to move us 

toward a common set of objectives and goals. 
) 

2. In addition ,to identifying the usual determinants of health, the Framework 

emphasizes the role that "systems-level factors" play in promoting or inhibiting the 

effectiveness of strategies and practices aimed at improving racial and ethnic 

minority health or reducing racial and ethnic health disparities. These systems 

factors include: the nature and extent of available resources and how they are used, 

coordination and collaboration through partnerships and communication, leadership 

and commitment through strategic visioning and sustained attention, user-centered 
design in which the products and services of the system are conceived with the needs 

of their users in mind and the use of science and knowledge to inform programs and 

policies. 

3. Ultimately, the Framework presents a vision - and provides the basis - for a "systems 

approach" to addressing racial/ethnic minority health problems within and outside of 

HHS. A systems approach implies that all parties engaged, in this case, in 

racial/ethnic minority health improvement and health disparities reduction are, 

themselves, part of a 'system' or 'nested' system~. As such, each party considers the 

causal or contributing factors and problems it is most likely to be able to impact with 

its particular strengths and talents. Resources and assets can then be coordinated 

and leveraged in more systematic and strategic ways, to achieve a range of outcomes 

and impacts needed so that, together, all parties can more effectively and efficiently 

contribute to and achieve long-term objectives and goals. This focus on systems 

applies as well to how various fields of research work together for greater 

effectiveness and efficiency to address weaknesses and gaps in s.cientific knowledge. 

A systems approach to working across diverse research disciplines may be better 

able to illuminate our understanding about the nature and extent of minority health 

and health disparities problems, especially for small population groups, the relative 

httn://www.omhrc.imv/noa/temolates/content.aspx?ID=78&lvl= 1 &lvlID= 13 4/29/2009 
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importance of and interrelationships between causal or contributing factors, more 

effective ways to break the causal chain that produces greater burdens of preventable 

disease and premature death among racial and ethnic minorities and the means for 

measuring desired outcomes and assessing progress. 

We believe that the structure and approach outlined in the Framework offers a rational and 

systematic, yet broad and flexible, way of viewing and informing our efforts to achieve the 

OMH and, in reality, the national mission. We hope that the Framework will provide context 

for the actions needed by OMH and its partners across HHS and the nation to better 

leverage resources, establish priorities for ensuring effectiveness of programs and activities 

funded and conducted, enable identification and promotion of best practices and concrete 

solutions at all levels and serve as the foundation for a national results-oriented culture on 

racial and ethnic minority health improvement and the elimination of racial and ethnic 

health disparities. 
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r►lPreface 

t}1Introduction 

The Challenge. - The U~~ is a dfv'e'rse wBackground on the Framework 

nation. According to 2~ data:(tES·i- mThe Strategic Framework 

Census Bureau, 2000), ~~tion ofthe: v-'.lNext Steps 
United States grew by 1 !~ aver the 1·asn 6'.1Conclusions 

decade, and has increas.mi:.~sft¥.at ant t•lReferences 
even greater rate. Raci~~ minorities , f.jComplete Framework (print version) 

are among the fastest Qlli~f &El 
communities in the co~.mtDrla,; In this section .. .Introduction 
comprise approximatetg:."W$~tt of-the.total 

f►ffhe Challenge 
U.S. population (U.S. Ow,s2\~u¾ Z006a,;2). 

~Role arrd Responsibilities 
It is projected that, by ~@percent of the 

population will be non~,m?5"-Census Bureau, 2004) . 

Data on heal.th status ~fact:that there· is significant evidence of poor health 

outcomes among racia\1Wlilmmmarit¥ populations with respect to premature death and 

preventable disease. ~f:rea.ltn outc:::omes for racial/ethnic minorities are reflected 

in the pervasiveness ~es, (J:',J:0te: This paper will often use the term "health 

disparities" to refer to~jjlrecise-,;.butiionger term, "disparities in health care and 

health status.") that e~mxmriplE' 

• The prevalencerffi!i~-b£00:odpressure'-a major risk factor for coronary heart disease, 

stroke, kidney ~heattfailure - is nearly 40 percent greater in African 

Americans thanii~mestimated 6.4 million African Americans have 

hypertension); .aiuimfmasculaf and!r;enal disease damage are more frequent and 
severe (HHS, 2~'3¥. In addition;: African Americans continue to experience a 

higher rate of~ mare, severe strokes and continue to be twice as likely to 

die from a strok~Amefif;:a11s (HHS, 2000a, G-11 ). 

• Racial and ethai!illi!li'fHJJoup.s.; especially the elderly, are disproportionately 

affected by dia~'ffiaieragea~ ,Aj.'j;i<!'.an Americans are 2.1 times as likely as Whites 

to have diabet~6a, Tab'i~SS). African Americans with diabetes are also 

more likely thatlllhittiDH:J5perience< e::omplications of diabetes, such as 

amputations oRimm.memities (CD.CE,. 2006a) and end-stage renal disease (CDC, 

200Gb). On a~can lndi.anSI/Alaska Natives are 2.3 times as likely as non

Hispanic Whitu~a.geta have diabetes (Barnes et al, 2005). Hispanics are 1.7 
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times as likely to have diabetes as Whites (Lethbridge-Cejku et al, 2006), with 

Mexican Americans-the largest Hispanic subgroup· - more than twice as likely (NCHS, 

2006a, Table 5 5). 
• African Americans are 21 percent more likely to die from all types of cancer than 

Whites, adjusting for age (NCHS, 2006a, Table 29). African American men are more 

than SO percent likelier to die from prostate cancer than are Whites (Ries et al, 2006, 

Tables 1-23 and 1-24). In addition, while breast cancer is diagnosed 10 percent less 

frequently in African American women than in White women (Ries et al, 2006, Tables 

1-20 and 1-21 ), African American women are 36 percent more likely to die from the 

disease (Ries et al, 2006, Tables 1-23 and 1-24). In other minority communities, 

cancer also takes a disproportionate toll. Among Hispanics, women are 2.2 times 

more likely to be diagnosed with cervical cancer than non-Hispanic White women 

(NCHS, 2006b, Table 53). Asian/Pacific Islander women are 2.7 times as likely to fall 

ill from stomach cancer as non-Hispanic White women (NCHS, 2006b, Table 53), and 

Asian American men suffer from stomach cancer 93 percent more 9ften than do 

non-Hispanic White men (Ries et al, 2006, Tables 1-20 and 1-21 ). 

• Mexican American and African American mothers are more than 2.5 times as likely as 

non-Hispanic White mothers to begin prenatal care in the third trimester, or not 

recerve prenatal care at all (NCHS, 2006b, Table 7). 

• Among adults ages 18 to 64, nearly half of Hispanics (49 percent) and more than one 

of four African Americans (28 percent) .were uninsured during 2006, compared with 

21 percent of Whites and 18 percent of Asian Americans ((Beal et al, 2007). African 

Americans and Hispanics also experience differential access to a regular doctor or 

source of care, with approximately 43 percent of Hispanics and 21 percent of African 

Americans reporting that they do not have a regular doctor or source of care, 

compared with 1 5 percent of Whites and 16 percent of Asian Americans (Beal et al, 
2007). 

These health issues have been key public health concerns at the Federal level since the 
1985 Secretary's Task Force Report on Black and Minority Health (HHS, 1985) under then 

Secretary of Health and Human Services Margaret Heckler. However, data demonstrate that" 

these disparities remain formidable challenges today. Reports of progress on the "reducing 

health disparities" goal of Healthy People 2000 (HHS, 1990} showed that, in many respects, 

racial/ethnic minority populations have remained in relativeJy poor health, and continue to 
be underserved by the health care system. In many case~, the health gaps identified in the . 

1985 Task Force Report have grown (NCHS, 2001, 8) . .The need to address racial and ethnic 

minority health status and health disparities was reinforced in the two overarching goals of 

Healthy People 2070-. to increase the quality and years of healthy life for a//U.S. 

populations, and to eliminate health disparities, including those that affect racial and ethnic 

minorities (HHS, 2000a). The challenge for the U.S. is to adequately address poor 

racial/ethnic minority health status and persistent racial/ethnic health disparities at a time 

of rapidly increasing racial and ethnic diversity. Successfully meeting this challenge will 

promote the continued strength and vitality of the Nation. 

http:/ /www.omhrc.gov/npa/templates/content.aspx?lvl= 1 &lvlid= 13&id=79 4/29/2009 
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OMH's Role and Responsibilities. - The Office of Minority Health (OMH) resides within the 

Office of Public Health and Science (OPHS), in the Office of the Secretary of the U.S. 

Department of Health and Human Services (HHS). Its creation was one of the most 

significant outcomes of the 1985 Task Force Report (HHS, 1985). OMH is a key player in the 

Federal effort to improve racial/ethnic minority health and to reduce and, ultimately, 

eliminate racial/ethnic disparities in health care and health status. The OMH mission is "to 

improve the health of racial and ethnic minority populations through the development of 

health policies and programs that will help eliminate disparities". (Note: Racial and ethnic 

minorities encompassed in OMH's mission include Black or African Americans, Asians, 

Native Hawaiians or Other Pacific Islanders, American Indians and Alaska Natives and 

Hispanics.) This mission statement points to the two key action areas-policies and 

programs-through which OMH serves as the focal point within HHS for efforts to improve 

racial/ethnic minority health and eliminate racial/ethnic health disparities. 

While OMH is the focal point within HHS for racial/ethnic minority health and health 

disparities efforts, it is not the only Federal agency involved in efforts to address 

racial/ethnic minority health and health disparities. Within HHS, a number of agencies and 

operating divisions engage in extensive activities to improve racial/ethnic minority health 

and reduce racial/ethnic health disparities. They fund a range of racial/ethnic minority 

health- and health disparities-related efforts, including health services to underserved 

(often racial/ethnic minority) communities, community-based health education and health 

communication campaigns and programs, biomedical, behavioral and social science 

research and health services and community-based prevention research. Such efforts also 

extend outside of HHS to other public- and private-sector organizations that have a stake 

in improving the health of racial/ethnic minorities and addressing racial and ethnic health 

disparities. In spite of these efforts, there is still much room for improvement. 

http://www.omhrc.gov/npa/templates/content.aspx?lvl= 1 &lvlid= 13&id=79 4/29/2009 
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Framework 

Purpose of the Strategic Framework - The 

purpose of this strategic framework is to guide 

and organize the systematic planning, 

implementation, and evaluation of OMH and 

other efforts aimed at improving racial/ethnic 

, minority health-and reducing and, ultimately, 

eliminating racial/ethnic health disparities. 

The Strategic Framework 

fJ.1Preface 

61Introduction 

msackground on the Framework 

filThe Strategic Framework 
r►'.iNext Steps 

r►1Conclusions 

r►'JReferences 

r►JComplete Framework (print version) 

In this section ... Background 

Efforts include those aimed directly at [IJPurpose 

racial/ethnic minority health problems, but also r►:.iApproach 
those that support a "systems approach" to r►.JConsiderations and Limitations 

addressing such problems across the country. This systems approach has not been 

previously available in efforts targeted to racial/ethnic minority_health and health 

disparities issues. 

OMH, through the application of a strategic framework, can sharpen the focus, 

coordination and dissemination of its work, as well as that of its partners inside and 

outside of HHS. The ultimate goal, for all stakeholders, is that individual and collective 

efforts on behalf of racial/ethnic minority health will be more evidence-based and will use 

available resources effectively and efficiently. The strategic framework provides: 

• Rationale for efforts conducted and supported: The Framework can provide a rational 

basis for identifying and developing effective strategies, practices, and other efforts 

that are conducted and supported by OMH, its partners and other stakeholders 
across the country. The Framework does this by drawing on existing science and 

knowledge about the nature and extent of the long-term problems that OMH must 

address, the factors that contribute to those problems and the effectiveness of 

various strategies and practices in addressing those problems. 

• Support for increased quantity and enhanced quality of evaluations of the 

effectiveness of efforts: The Framework will strengthen OMH's ~valuation efforts with 

its grantees and other partners. Increased quantity and quality of evaluations will 

help OMH assess whether racial and ethnic minority health improvement and health 

disparity reduction efforts (funded or supported by OMH and others) are really 

http://www.omhrc.gov/npa/templates/content.aspx?lvl= 1 &lvlid= l 3&id=80 4/29/2009 
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making a difference and are producing meaningful results. 
• Basis for enhancing effectiveness and efficiency: The Framework can promote the 

effectiveness and efficiency of efforts by OMH and others to improve racial/ethnic 

minority health and reduce health disparities through more coordinated and 

systematic actions. 

go to top 

Approach to Developing the Strategic Framework - To maximize clarity, a logic model 

approach is employed for developing the strategic framework. Logic models originate from 

the evaluation field as a way to plalJ, implement and evaluate programmatic efforts, and to 

provide the theory or rationale, undergirding what is being done (HHS, 1999; Taylor

Powell, Jones, and Henert, 2002). Similarly, the Framework presents the rational basis for 

efforts related to racial/ethnic minority health and health disparities by tying together the 

following components typically found in logic models (Note: Numerous sources exist for 

information on the use of logic models to enhance program performance. Examples 

include, but are not limited to, the following sources identified in OMH's evaluation 

planning guidelines: The Centers for Disease Control and Prevention at 

http://www.cdc.gov/eva1/resources.htm#logic%20model; the University of Wisconsin 

Cooperative Extention athttp://www1.uwex.edu/ces/lmcourse @; and the W.K. Kellogg 

Foundation at http:/ /www.wkkf.org/Pubs/Tools/Evaluation/Pub3669.pdf [PDF, 1 .4MB] @·) 

• Long-term problem(s) to be addressed 

• Factors that must be addressed, which contribute to the problem(s) 

• Strategies and.practices, and supporting resources, which can be mobilized to 

address the factors and the problems 

• Measurable outcomes and impaas that can be expected to result from implementing 

the strategies and practices and 

• Long-term objectives and goals that can be achieved by effectively producing 

impacts on the factors and the problems. 

Figure 1 is a graphic depiction of the general structure of the strategic framework, which 
builds upon each of these five components. 

• 
0Long,..Term ·-·· 
Problems 

[D] 

Figure 1 . A graphic depiction of the general structure of the strategic framework 

Developing a strategic framework using a logic model development process emphasizes 

five steps, which correspond to each of the components in _Figure 1: (1) examination of the 

long-term problems that OMH and others are trying to address, (2) review of the major 

factors known to contribute to or cause the long-term problems, (3) identification of 

promising, best and/or evidence-based strategies and practices known to impact the 

http:/ /www.omhrc.gov/npa/templates/ content.aspx?lvl= 1 &lvlid= 13&id=80 4129/2009 
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causal or contributing factors, (4) presentation of measurable outcomes and impacts that 
might be expected from the strategies and practices and (5) assessment of the extent to 
which long-term objectives and goals have been achieved. 

As the components of the Framework- using this five-step logic model approach-were 

developed, extensive literature reviews. and environmental scans were conducted to identify 

what is known-and not known - about the long-term problems, contributing or causal 

factors, effective strategies and practices to address the factors and identification and 

measurement of expected outcomes and impacts. As necessary, targeted reviews of the 

literature from fields other than public health and medicine (e.g., systems research) were 

also carried out to inform OMH's understanding of the content needed in the Framework. In 

this way, the components and subcomponents of the Framework build on existing science 

and knowledge. 

go to top 

Considerations and Limitations in Developing the Framework- The five-step process 

, outlined above results in a strategic: framework for addressing racial and ethnic minority 

health improvements and reducing and, ultimately, eliminating racial and ethnic health 

disparities. However, several points must be made regarding the task of identifying "best" 

or evidence-based strategies and practices: 

• First, many strategies and practices address multiple contributing factors and may 

contribute to multiple outcomes and impacts. There is not a one-to-one 

correspondence or a strictly linear relationship between contributing factors, 

strategies and practices and outcomes/impacts. 

• Second, there is not adequate scientific evidence to demonstrate the effectiveness of 

all the strategies and practices that are considered effective. Thus, for some 

strategies or practices, it will be necessary to rely on expert opinion regarding what 

might be effective, and to continue to stress the importance of sound and systematic 

evaluation to determine the effectiveness of particular approaches, interventions or 

activities in producing desired results. 

Given these limitations and the certainty that any framework will be used within a complex, 

public policy and decision-making environment, this framework should be viewed as a 
dynamic, evolving document that provides guidelines for action rather than as a linear, 

predictable model for problem-solving and decision-making. 

In addition, the utility of thi~ framework does not end with the achievement of some 

objectives and goals. Rather, results can and should be used to inform OMH and its. 

partners on their level of success in improving racial/ethnic minority health and tackling 

health disparities. Thus, any knowledge gained can be focorpo_rated into the continuing 

efforts of all stakeholders. This process will help OMH, its grantees and other partners 

consistently monitor and adjust program and policy efforts in ways that will result in 

http://www.omhrc.gov/npa/templates/c0ntent.aspx?lvl= 1 &lvlid= 13&id=80 4/29/2009 
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greater effectiveness, efficiency and success. The logic model approach used in the 

Framework and its general structure can, thus, also serve as a guide for action in a number 

of ways, and for a variety of public and private entities. ' 

go to top 

You will need Adobe Acrobat® Reader™ to view PDF files located on this site. If you do not 

already have Adobe Acrobat® Reader™, you can download here for free. @ 
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Ill. The Strategic 
Framework 

The Framework is presented in five .sections, 
organized sequentially into the components 

presented in the graphic depiction of its general 
structure shown in Figure 1. Each component of 

the Framework, and the corresponding step 

The Strategic Framework 

~Preface 
f>1Introduction 
mBackground on the Framework 
mThe Strategic Framework 
r:ViNext Steps 
[►}Conclusions 

t►JReferences 

f.TIComplete Framework (print version) 

, toward its development, is discussed 
In this section ... Framework separately. The major elements within each of 

these sections are drawn from the literature and r►'JBegin with Long-Term Problems 
briefly outlined and discussed below. V::lAddress Contributing Factors 

r►lSupport Effective Strategies and 
Practices 

Step 1: Begin with Long-Term Problems 
mMeasure Intermediate Outcomes 

There are two sets of long-term problems that r►JAchieve Long-Term Objectives and 
Goals 

OMH and its partners must continue to address: 

(1) racial and ethnic minority health problems and (2) systems issues that inhibit the ability 

to effectively impact racial/ethnic minority health problems. These long-term problems are 
depicted graphically in Figure 2. 

lo 
I 

Figure 2. Long Term Problems. 

[D] 
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• Racial and ethnic minority health problems fall into two categories: racial/ethnic 

minority health status and, related to that, racial/ethnic health disparities. 

Racial/ethnic minority health status problems encompass preventable morbidity and 
premature mortality experienced by racial and ethnic minority individuals and groups 

without reference to others. Racial and ethnic health disparities entail differences in 

health status and health care that often ~eflect a greater burden of morbidity and 

mortality on racial and ethnic minorities as compared to the majority population. 

• Systems issues encompass a wide variety of conceptual, organizational, structural 

and process-related variables that influence the ability to adequately and effectively 

address complex problems - and that can exacerbate these problems, or constitute 

problems in their own right. These variables include the availability of adequate 

resources to support the systems and the strategies and practices aimed at the 

problems and contributing factors, the extent to which systems support strategies 

and practices that are evidence-based as well as systematic planning and evaluation 

of actions undertaken, the extent to which the systems (and the strategies/practices) 

are well-coordinated and strategically directed, and the extent to which existing 

stakeholder groups are willing to work together as parts of an interconnected 

system. This need for a 'systems approach' and systematic actions applies broadly 

across all efforts conducted for the purpose of improving minority health and 

reducing health disparities. It also applies specifically to research and evaluation 

efforts to address gaps and weaknesses in science and knowledge about the nature 

and extent of racial and ethnic minority health problems and effective solutions to 

such problems. 

The two racial/ethnic minority health issues-health status and health disparities-parallel 

and link to the two principal goals ~f Healthy People 20 l 0. (HHS, 2000b) Thus, success in 

addressing racial/ethnic minority health issues will contribute to the achievement of the 

two central goals of Healthy People 20 l 0 . 

go to top 

Step 2: Address Contributing Factors 

Since the factors contributing to poor racial/ethnic minority health-and to racial/ethnic 

health disparities-,are many and complex, they have been organized into three categories 

or levels: individual-level factors, environmental-/community-level factors and systems

level factors. 

• Individual-level factors include the knowledge and attitudes that individuals have 

about health risks, disease prevention, and treatment, the skills that individuals have 

to put knowledge into practice, the individual behaviors that have an impact on one's 

own health or the health of others, and the genetic factors that may enhance or 

reduce individual susceptibility to particular health conditions. In the graphic 

representation of the contributing factors component of the Framework (see Figure 

http:/ /www.omhrc.gov/npa/templates/content.aspx?lvl= 1 &lvlid= 13&id=81 4/29/2009 
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3), individual-level factors are identified as knowledge, attitudes, skills, behaviors 

and biological or genetic risks. 

• Environmental- and community-level factors include the physical environment (both 

natural and built), social and cultural characteristics of a community, and other 

economic, political and organizational/institutional conditions that are not generally 

within the control of specific individuals but provide the context of their lives. These 

factors may be either protective of, or pose risks to, health. Such factors include, but 

are not necessarily limited to: natural and physical hazards or biochemical risks, 

crime and violence, cultural values and norms that influence individual behavior and 

can protect or hinder the health and well-being of residents within communities, bias 

and discrimination, housing conditions and residential segregation, access to and 

quality of health care as well as schools, parks and recreational sites, nutritious food 

sources, transportation and other goods and services, communication networks and 

infrastructure, family and social networks or other supports for diverse segments of 
the community, low-income arid poverty, unemployment, and the lack of health 

insurance. For purposes of framework development, environmental- and community

level factors are divided into those related to the physical environment, the social 

environment or economic barriers, with the social environment subdivided into 

community values, community assets or community involvement (see Figure 3). 

(Note: Because these factors are so complex and interrelated, many public health and 

social science researchers investigate and discuss such factors in combination, rather 

than as the discrete categories that are shown in this particular framework. The 

literature (see, for example, Kawachi, Kennedy, and Wilkinson, 1999) is replete with 

examples of the associations between socioeconomic status (SES) and 

morbidity/mortality-and the significant implications of SES for health. While 

problems related to low SES also affect White populations, the greatest impact is on 

racial/ethnic minorities who are overrepresented in the lower socioeconomic 

categories.) 

• Systems-level factors include the "kinds of systems that a community, state, region or 

nation might have (or not have), and approaches used (or not used), for identifying 

the problems or needs- health-related or otherwise-in their respective jurisdictions 

and for directing resources to address the problems or needs. Whether such systems 

and approaches (including public health a,nd health care systems and approaches) 

effectively address such problems or needs depends upon the presence or absence 

of certain factors that are characteristic,-or key components, of systems-oriented, 
systematic and strategic thinking and actions. These systems-level factors include, 

but are not limited to: the adequacy, appropriateness and mix of components, 

resources and assets; the effectiveness of efforts to configure, coordinate, and 

leverage such components, resources and assets, the extent to which leadership and 

commitment are provided to direct and sustain the components and the use of 

resources and assets, especially as guided by a vision and a strategic plan, the nature 

and extent of information- and knowledge-sharing and supportive infrastructure, the 

extent to which systems-and the products or services provided by such systems-are 

designed, implemented and evaluated with the needs of their users and beneficiaries 

http://www.omhrc.gov/npa/templates/content.aspx?lvl= I &lvlid= l 3&id=81 4/29/2009 



0 

0 

0 

A Strategic Framework for Improving Racial/Ethnic Minority Health and Eliminating Ra ... Page 4 of 12 

in mind, and the continued, coordinated and effective production of research and 

evaluation results that are widely shared and adopted for continuous improvement. 

As depicted in Figure 3, in the strategic framework, systems-level factors are 

organized into five major categories: components and resources, coordination and 

collaboration, leadership and commitment, user-centered design and science and 

knowledge. 

,. 

L-orm-Term 
Probmms 

Figure 3. Contributing factors. 

These three levels, or sets, of factors interact to form the context for considering health 

outcomes in general (see Evans and Stoddart, 1990; Green and Kreuter, 1999; Green, 

Potvir.i, and Richard, 1996), including those specific to racial/ethnic minority health 

improvement and health disparities reduction. A good example of an interacting factors 

model that is organized into levels or categories is the Determinants of Health Model in 

Healthy People 2010 (HHS, 2000c). In this model, key categories-or factors include biology, 

behavior, social environment, physical environment, policies and interventions and access 

to quality health care. The determinants, or factors, approach to health is used herein to 

synthesize some of what the literature, research and expert opinion have identified as the 

key factors that contribute to racial/ethnic minority health problems and disparities in 

health status and health care. (Note: Approaches to population health that describe 

relationships and interactions between multiple determinants of health at the individual 

and environmental/community levels and how they affect health or illness are sometimes 

referred to as "ecological models" of health.) 

go to top 

Step 3: Support Effective Strategies and Practices 

The contributing factors identified above form the basis for the targets to be addressed by 

a range of strategies and practices employed by OMH and its partners. The strategies and 

practices discussed. in this document represent what cur.rent evidence and expert 

consensus suggest to be successful in impacting contributing factors. Those strategies and 
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practices that address the contributing factors and fit into OMH's mission are emphasized. 

It is important to note that many of the strategies and practice~ may address several factors 
at the same time or in sequence, rather than only one factor. A number of strategies and 

practices are also often effectively combined with others, in more comprehensive 
approaches. In a number of c::ases, new strategies or practices need to be developed and 

tested, as guided by available science and practice. Figure 4 is a graphic depiction of the 

necessary relationship between the strategies and practices supported and the individual-, 

environmental-/community-, and/or systems-level factor(s) that cause or contribute to the 

problem(s) to be solved. 

• Strategies and Practices to Address Individual-Leve/ Factors - Approaches that 

address individual-level factors include efforts to increase knowledge, promote 

positive attitudes, and imP.rove skills that affect decisions about health-related 

behavior. A broad range of informational/educational methods and materials, 

dissemination channels and venues may be used (e.g., written materials, including 

popular and professional publications, radio and television broadcasts, computer

and web-based technologies, mass media campaigns, and one-on-one or group

oriented education, counseling and training in schools, clinics, worksites and 

community settings). With respect to biological and genetic risks, individual-level 

efforts include informational, screening and counseling strategies and practices. 

Strategies and practices may be aimed at a variety of individua,ls and groups of 

individuals, including, but not limited to, those who are racial/ethnic minorities 

themselves, those meeting some other particular characteristic (e.g, age range, 

gender, health literacy level) and those who interact with or serve minorities (e.g., 

health care providers). Effective efforts tend to reflect integrated approaches that 

address a combination of individual-level factors as well as their interactions with 

environmental factors that inhibit or support desired behaviors. In addition, health 

messages are more readily accepted if they do not conflict with existing cultural 

beliefs and practices, and take into account unique historical and cultural 

experiences of target audiences, including racial and ethnic minorities. 
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Long-Term 
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Figure 4. Strategies and Practices. 
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• Strategies and Practices to Address Environmental- and Community-Leve/ Factors -
The strategies and practices included in this category are aimed at those factors that 

extend beyond individuals, and shape the broader communities and environments 

within which people live, work and play. Examples of such efforts are: (1) promotion 

of a healthy physical environment through the development of policies that promote 

public health and safety, (2) fostering of a positive social environment by nurturing 

community values and norms conducive to good health, strengthening community 

capacity and "assets" for general well-being, and/or increasing community 

involvement, supports and networks (i.e., "social capital") via opportunities for civic 

engagement and positive social interaction that promote self-reliance, buffer stress 

and otherwise protect the health and well-being of diverse members in the 

community, and (3) provision of health care·financing and other initiatives that 

provide support to poor, low-income and underserved populations (e.g., children's 

health insurance for low-income families, implementation of prescription drug 

coverage for Medicare beneficiaries). Many other program efforts have tried to link 

multiple community-based strategies and practices together to address the 

interactive nature of all of the environmental- and community-level factors 
influencing health. 

• Strategies and Practices to Address Systems-Level Factors - A review of systems 

literature and a research synthesis of "effective" public health and health care 

systems found that effective systems aimed at complex problems have certain 

characteristics in common. The systems-level strategies and practices recommended 
in the Framework include efforts to: . 
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o Establish, increase and strengthen system components and resources, such as 
infrastructure, staffing and funding to ensure specific attention to racial/ethnic 

minority health and health disparities. This often involves obtaining resources 

from mixed funding streams in order to leverage assets and expand the 
resource base. 

o Promote coordination, collaboration and partnerships to build relationships 

and trust, allow for pooling and leveraging of resources, expertise and talent, 

and foster synergies that benefit all involved parties. Such coordination and 

collaboration requires strong information and communications systems and 

infrastructure. 

o Foster and ensure leadership and commitment, including the development and 

implementation of strategic plans that provide vision and direction, set 

priorities and coordinate and target resources. Ideally, strategic plans for 

addressing minority health and health disparities should draw on existing data 

on minority groups, incorporate input and feedback from community partners, 

build upon the best of existing and emerging evidence of successful strategies 

and practices, structure activities around expected outcomes and impacts tied 

to goal-setting processes (e.g., Healthy People 20 l O) at the State and Federal 

levels, and employ performance assessment and evaluation results for 

continuous improvement. Legislative or regulatory initiatives, executive orders 

and other administrative mandates comprise another important set of 

strategies for ensuring sustained attention and commitment to minority health 
and health disparities issues. 

o Promote user-centered design to address racial/ethnic minority needs 

Racial/ethnic minorities may be disproportionate-ly impacted by such 

experiences as lack of access to the public goods and services that are 

important for health and well-being, limited health care coverage or the 

inability to pay for health services, lack of trustworthiness on the part of health 

care and research institutions, racial/ethnic bias or discrimination, cultural and 

linguistic barriers, and lack of respect because of racial, ethnic, cultural or 

linguistic differences. Recommended strategies and practices to address these 

concerns include efforts that: increase participation of racial/ethnic minorities 

in pJanning, imp.lementation, monitoring and evaluation of programs and 

initiatives intended to meet the_ir needs (i.e., community-based participation), 

incr~ase health care access and coverage, increase availability of culturally and 

linguistically appropriate services (CLAS), increase workforce diversity, and 

improve the collection, analysis and use of racial and ethnic data for 

performance monitoring and quality improvement purposes. 

0 Improve science and knowledge about successful strategies and practices 

through increased and enhanced research, demonstrations and evaluation 

(RD&E). This includes RD&E efforts that strengthen knowledge and 

understanding about: the nature and extent of minority health/health 

disparities problems, especially for small or hard-to-reach populations for 

which data continue to be lacking, the mechanisms by, and extent to, which 

http:/ /www.omhrc.gov/npa/templates/content.aspx?lvl= I &lvlid= 13&id=81 4/29/2009 



0 

0 

0 

A Strategic Framework for Improving Racial/Ethnic Minority Health and Eliminating Ra ... Page 8 of 12 

systems factors inhibit the ability to address minority health and health 

disparities, the relative importance of the various factors that cause or 
contribute to the long-term problems and how interactions between these 
factors promote or inhibit health, effective interventions that not only improve 

racial/ethnic minority health, but actually reduce racial/ethnic health gaps 

among populations, effective systems and evidence-based systems approaches 

to addressing minority health/health disparities problems, and effective 

methods· for disseminating results of research, "translating research into 

practice and policy" and "putting practice into research" (making research 

results "practitioner-centered"). Transdisciplinary approach.es to research, 

which can inform more multi-faceted solutions to the long-term problems at 

hand are also emphasized. 

go to top 

Step 4: Measure Intermediate Outcomes and Long-Term Impacts 

This step identifies measurable outcomes and impacts that might be expected to take place 

following implementation of the indicated strategies and practices. Such outcomes and 

impacts relate to the contributing factors. Generally, outcomes refer to short-term results 

(e.g., increased awareness and knowledge about disease prevention or risk reduction) and 

impacts refer to long-term results (e.g., reduced morbidity or mortality). The outcomes and 

impacts include those for which there is actual research evidence as well as those based on 
expert judgment. 

In many current efforts to address racial/ethnic minority health and health disparities 

problems, the strategies and practices have not been clearly tied to desired or intended 

outcomes and impacts. Nor have adequate and appropriate evaluations been performed to 

determine if, indeed, the strategies and practices produce meaningful results. This is a 

major shortcoming. It is necessary to structure future minority health and health disparity 

efforts so that they will be more health outcome- and impact-oriented. It is also important 

to determine the outcomes and impacts of systems-oriented strategies and practices on 

efforts to affect·health outcomes and impacts. Identifying the outcomes and impacts 

expected from programmatic and policy-oriented minority health/he_alth disparities 

efforts-as well as systems approaches to addressing minority health/health disparities 
issues-will inform, and be informed by, future research and evaluations. The Framework 

identifies and organizes a range of outcomes and impacts that might be expected, with 

reference to the contributing factors and the strategies and practices already discussed. 

These outcomes and impacts are organized into three categories, or levels, as depicted in 

Figure 5. 
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Figure 5. Outcomes and Impacts 

0 A wide range of short-term, intermediate and longer-term outcomes and impacts are 

possible and desirable at the individual, environmental/community and systems levels to 

move OMH and other stakeholders toward long-term objectives and goals. The desired or 

expected results are dependent upon the kinds of strategies and practices being planned 

and implemented, the factors and problems to be affected, the populations being targeted 

and the settings in which interventions are taking place. Some examples of the general 

outcomes and impacts that might be produced by the strategies and practices are outlined 

below. 

0 

Individual-Level Outcomes and Impacts 

• Increased awareness/knowledge about disease prevention, risk reduction and 

treatment and management for racial/ethnic minorities 
• Improved attitudes/beliefs conducive to health and health-seekin_g _behaviors among 

racial/ethnic minorities 

• Improved attitudes/beliefs among health care/human service providers and 

researchers conducive to meeting the needs of racial/ethnic minorities 

• Increased skills for racial/ethnic minorities to adopt healthy lifestyle behaviors 

• Increased skills for public health/health care providers and other service 

professionals to provide culturally and linguistically appropriate services (CLAS) 

• Increased patient satisfaction with patient-provider communications and 

interactions. 
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• Increased patient adherence to prescribed treatment regimens 
• Increased engagement in/adoption of healthy lifestyle and appropriate health

seeking behaviors; reduced engagement in/adoption of risky behaviors 

• Reduced morbidity and mortality 

Environmental- and Community-Level Outcomes and Impacts 

• Decreased exposure to risks in the physical environment 

• Increased awareness/knowledge about racial/ethnic minority health problems and 

racial/ethnic health disparities among racial/ethnic minorities, among public 

health/health care providers and service professionals and in the general public 

• Increased health-conducive changes in community attitudes, values and norms 

• Increased community assets that are protective of the health and well-being of its 

residents (e.g., health centers in underserved communities, neighborhood 

restaurants and grocers with healthy food options, faith-based organizations, 

gathering places) 

• Increased number of active organizations and family or social networks that meet the 

social needs and promot~ the general health and well-being of racial/ethnic minority 

populations in the community (e.g., church groups, social clubs, recreational and 

after-school programs) 

• Increased health care access and appropriate utilization 

• Increased number of plans and policies that promote and protect health and well

being at the community, state and national levels, in general, and for racial/ethnic 

minorities, in particular 

• Increased engagement in/adoption of healthy lifestyle and appropriate health

seeking behaviors, reduced engagement in/adoption of risky behaviors 

• Reduced morbidity and mortality 

Systems-level Outcomes and Impacts 

• Increased inputs, assets and oth_er resources allocated for racial/ethnic minority 

health and health disparities-in general and for specific priorities 

• Increased dedicated assets and other resources for minority health/health disparities 

(including, but not Hmited to, state offices of min(?rity health) and related priorities 

(as reflected in administrative, legislative, budgetary and other mandates) 
• Increased formal partnerships and collaboration leading to coordination/leveraging 

of resources for greater efficiency, and enhanced effectiveness of minority 

health/health disparities initiatives 

• Increased strategic planning and implementation of plans, with clearly articulated 

goals and objectives, for racial/ethnic minority health improvement and health 

disparities reduction 

• Increased integration of evaluation, performance measurement and monitoring, and 

continuous improvement in planning and implementation of racial/ethnic minority 

health and health disparities efforts 
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• Increased collection, dissemination and use of racial/ethnic data for planning, quality 
assurance and performance monitoring/improvement purposes (e.g., to assess 

whether clinical care guidelines for specific diseases are being employed consistently 
and appropriately, to address health care disparities) 

• Improved system design characteristics that are directed to specific racial/ethnic 

minority health needs, such as the need to address cultural and linguistic differences, 

promote trust and trustworthiness, etc., (with measures that focus on, for example, 

increased involvement/participation of racial/ethnic minorities or representatives in 

health care quality and research initiatives, increased adoption of CLAS standards by 

health plans, and/or increased diversity in the public health/health care workforce) 

• _Increased knowledge development/science base about successful strategies and 

practices for improving racial/ethnic minority health and reducing health disparities 

• Increased dissemination and diffusion of evidence-based strategies and practice to 

improve racial/ethnic minority health and reduce health disparities 

• Increased formal partnerships and collaboration across research discipline~ leading 

to coordination/leveraging of research dollars and more multi-faceted approaches to 

impacting factors that contribute to poor racial/ethnic minority health outcomes and 

health disparities 

• Increased and improved outcomes and impacts at the individual and environmental/ 

community levels 

The identification of expected outcomes and impacts is an important part of the planning, 

implementation and evaluation processes needed in minority health- and health 

disparities-related efforts conducted or supported by OMH and its partners. Once desired 

or expected outcomes and impacts are identified, the process of determining performance 

measures or indicators of progress in achieving such outcomes and impacts can occur. 

With the identification and selection of performance measures or indicators of the expected 

outcomes or impacts, the effectiveness of the strategies and practices in producing the 

desired results can then be evaluated. Hence, the identification of outcomes and impacts 

within the strategic framework becomes the basis for identifying and developing 

performance measures as we!i as the kind of evaluation needed to promote an outcome or 

results orientation in the efforts being funded or otherwise supported by OMH and other 

stakeholders. 

go to top 

Step 5: Achieve Long-Term Objectives and Goals 

An important part of the strategic framework is its focus on long-term objectives and 

goals, including those in Healthy People 2010. (Note: OMH encourages and supports efforts 

that contribute to the long-term objectives and goals specified in Healthy People 2010, 

especially those that are of particular relevance to racial/ethnic minority populations and 

-systems-related priorities.) OMH, states, communities and other stakeholders can use this 

framework to guide the selection of problems, factors and strategies/practices that can be 
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linked to short-term, intermediate- and long-term objectives and goals, based on 
identified outcomes and impacts. And, as shown in Figure 6, these objectives and goals can 

be set, if desired, for the individual, environment/community and/or systems level(s). With 
the collection of the appropriate output, outcome and impact data, stakeholder 

organizations can evaluate the extent to which the objectives and goals have been attained. 

lo-ng-Term, 
Protnems 

Figure 6. Long-Term Objectives and Goals. 

To the extent that strategies and practices result directly or indirectly in impacts on the 
determinants of health, and achieve health outco.mes, more progress will be made toward 

the long-term goals of improving racial/ethnic minority health and eliminating 

racial/ethnic health disparities. Such efforts will necessitate a systems approach and a. 

concerted effort to build and deploy evidence-based practice in order to pro!'llote 

continuous improvement based on coordinated and strategic application of the most 

current science and knowledge and to mobilize the resources and talents of all 

stakeholders. 
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t~Complete Framework (print version) 
The Framework clearly identifies five steps that -~----------------' 

must be taken to ensure that strategies and practices aimed at improving racial/ethnic 

minority health and reducing racial/ethnic health disparities are effective. The five steps 

include: (1) identify the long-term problems, (2) identify the key factors that contribute to 

those long-term problems, (3) identify or develop strategies and practices that effectively 

address the contributing factors and the long-term problems, (4) identify expected 

outcomes and impacts and determine appropriate measures or indicators of such results, 

and (5) document progress in achieving agreed-upon objectives and goals. The Framework 

highlights many of the relationships between and among these five steps, and suggests a 

variety of-ways in which the Framework can be used at a national, state, Tribal, regional or 

local level. 

While health status is the ultimate measure of health disparities, the intermediate 

outcomes-representing key steps along the path toward greater equity in health care and 

health status-must be based on the kind of rationale and model presented in this 

document. This is a model that explicitly encompasses the full range of multiple and 

complex factors that contribute to poor health for many racial/ethnic minorities and high 

l.evels of racial/ethnic health disparities. This model is unique in that it includes the need 

for a "systems approach" to addressing racial/ethnic minority health problems (i.e., 

working together as an interconnected system) and the lack of systematic planning, 

implementation and evaluation of current e.fforts as a separate set of long-term problems 

that can have profound and persistent impacts on racial/ethnic minority health status and 

health disparities. Given their great importance, these systems issues must be addressed as 

problems in their own right, with attendant strategies and practices that are already proven 

or that need to be developed and rigorously evaluated. Improvements in systems that have 

population-wide scope can accelerate progress. 

The strategic framework is simply structured! and its structure permits flexibility in its 
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application by various stakeholders to different situations and for different purposes. First 

and foremost, the Framework can be used by OMH, other HHS entities and HHS partners to 

focus programmatic and policy-oriented actions that are based on existing science and 

knowledge about the problems and contributing factors to be addressed and about 

strategies and practices known to be effective in producing desired outcomes and impacts. 

Secondly, the Framework can also provide the basis for a protocol to systematically 

evaluate OMH-funded and other activities in a way that produces more consistent 

information on what grantees and others are actually doing to improve racial/ethnic 

minority health status and reduce racial/ethnic health disparities. (Note: As part of its 

Spring 2007 grant cycle, OMH issued its new Evaluation Planning Guidelines for Grant 

Applicants to strengthen evaluation within its grant programs. These guideiines were 

informed by the strategic framework and serve as the preliminary version of OM H's 

evaluation protocol for its state-based and other funded efforts.) 

In addition, through more systematic and rigorous research and evaluation, the Framework 

can facilitate more targeted and efficient methods for identifying and developing best or 

evidence-based practices, and can strengthen the justification for directing resources 

toward such efforts. Any effort to identify best practices, however, requires a set of criteria 

by which to make that judgment. The work of established, respected, scientific expert 

bodies within and outside of HHS-such as, the U.S. Preventive Services Task Force, the Task 

Force on Community Preventive Services, and the British-based Cochrane Collaboration-can 

inform this process. Both the Guide to Clinical Preventive Services (U.S. Preventive Services 

Task Force) and the Guide to Community Preventive Services (Ta~k Force on Community 

Preventive Services) provide examples of how expert opinion-used as the basis for some 

strategies and practices where scientific evidence of their effectiveness is not adequate-and 

empirical evidence can be reconciled. 

Thus, the Framework can promote use of existing science and knowledge while 

concurrently fostering the development of new evidence of effective strategies and 
practices for continuous improvement. 
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V. Conclusions 

The Framework presented in this document is 

intended to help OMH, its partners and other 

stakeholders to use a more systems-oriented 

and strategic approach, based on existing 

science and knowledge, to attack the problems 

related to racial/ethnic minority health and 

health disparities. In the short run, this 

The Strategic Framework 

mPreface 

ffilntroduction 

t;.JBackground on the Framework 

11irhe Strategic Framework 

mNext Steps 
IT.lCdnclusions 

o-JReferences 

mcomplete Framework (print version) 

framework is being used by OMH to guide the development of a protocol for the evaluation 

of activities being funded in the states and elsewhere to improve racial/ethnic minority 

health and reduce racial/ethnic health disparities. In the longer run, this strategic 

framework can help in multiple ways: 

• First, the Frameworkcan help enhance the understanding of policymakers, policy 

analysts, researchers, practitioners and others about the key strategic components 

that must be addressed in developing policies or programs that affect racial and 

ethnic minority populations. These components are identified as the major categories 

and subcategories in the strategic framework. 

• Second, the f:ramework can help deepen understanding about the many ways in 

whjc,!1Jhe components relate to one another. These relationships are multiple and 

complex, but the strategic framework has been designed to make it easier to 

articulate these multiple and complex relationships, as they play out in concrete 

situations within communities, states, Tribes and the nation. 

• Third, the Framework will make it easier to identify areas and issues that need more 

input-whether by improved research, data systems, coordination in the use of 
research results, provision of services or training of practitioners-if progress is to be 

made in improving racial/ethnic minority health and reducing or eliminating racial/ 

ethnic health disparities. 

• Fourth, the Framework can evolve and improve, both in its structure and in its 

details, through the full participation of interested parties at the national, state, 

Tribal and local levels, and in both the public and the private sectors. 

• Finally, the Framework can give rise to more systematic planning, testing, 

documentation and use of evidence-based strategies and practices that really work. 

Because of its flexibility, the Framework makes it clear that progress in developing 

and using evidence-based strategies and practices can arise from any number of 
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sources. The Framework can provide users with a .better understanding of the exact 
/ 

problems and factors to be addressed, the kinds of components of strategies and 
practices that may best contribute to effectiveness, the measures of outcomes and 

impacts that are appropriate and feasible and the kinds of goals and objectives that 

are realistic and achievable. 

Improving the health of racial and ethnic minorities and reducing and, ultimately, 

eliminating the burden of health disparities will require a- multi-faceted process sustained 

over many years. This process must be guided by systems-oriented, strate.gic and 

systematic approaches. 
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Chart. A Strategic Framework for Improving Racial/Ethnic Minority Health and Eliminating 

Racial/Ethnic Health Disparities. 
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National Standards on Culturally and Linguistically Appropriate 
Services (CLAS) 

The CLAS standards are primarily directed at health care organizations; however, individual 

providers are also encouraged to use the standards to make their practices more culturally 

and linguistically accessible. The principles and activities of culturally and linguistically 

appropriate services should be integrated throughout an organization and undertaken in 
partnership with the communities being served. 

The 14 standards are organized by themes: Culturally Competent Care (Standards 1-3), 

Language Access Services (Standards 4-7), and Organizational Supports for Cultural 

Competence (Standards 8-14). Within this framework, there are three types of standards of 

varying stringency: mandates, guidelines, and recommendations as follows: 

CLAS mandates are current Federal requirements for all recipients of Federal funds 
(Standards 4, 5, 6, and 7). 

CLAS guidelines are activities recommended by OMH for adoption as mandates by Federal, 

State, and national accrediting agencies (Standards 1, 2, 3, 8, 9, l 0, 11, 12, and l 3). 

CLAS recommendations are suggested by OMH for voluntary adoption by health care 
organizations (Standard 14). 

Standard 1 

Health care organizations should ensure that patients/consumers receive from all staff 

member's effective, understandable, and respectful care that is provided in a manner 

compatible with their cultural health beliefs and practices and preferred language. 

Standard 2 

Health care organizations should implement strategies to recruit, retain, and promote at all 

levels of the organization a diverse staff and leadership that are representative of the 

demographic characteristics of the service area. 

Standard 3 

Health care organizations should ensure that staff at all levels and across all disciplines 

receive ongoing education and training in culturally and linguistically appropriate service 

delivery. 

Standard 4 

0 
Health care organizations must offer and provide language assistance services, including 

bilingual staff and interpreter services, at no cost to each patient/consumer with limited 

English proficiency at all points of contact, in a timely manner during all hours of operation. 

httn:// .o hr .rmv/t n ates/ owse asnx?lv1=2 I id= 5 :Ai'1nr1nnn 
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Standard 5 
Health care organizations must provide to patients/consumers in their preferred language 

both verbal offers and written-notices informing them of their right to receive language 

assistance services. 

Standard 6 

Health care organizations must assure the competence of language assistance provided to 

limited English proficient patients/consumers by interpreters and bilingual staff. Family and 

friends should not be used to provide interpretation services (except on request by the 

patient/ consumer). 

Standard 7 

Health care organizations must make available easily understood patient-related materials 

and post signage in the languages of the commonly encountered groups and/or groups 

represented in the service area. 

Standard 8 

Health care organizations should develop, implement, and promote a written strategic plan 

that outlines clear goals, policies, operational plans; and management 

accountability/oversight mechanisms to provide culturally and linguistically appropriate 

services. 

Standard 9 

. Health care organizations should conduct initial and ongoing organizational self

assessments of CLAS.:related activities and are encouraged to integrate cultural and 

linguistic competence-related measures into their internal audits, performance 

improvement programs, patient satisfaction assessments, and outcomes-based evaluations. 

Standard 1 O 

Health care organizations should ensure that data on the individual patient's/consumer's 

race, ethnicity, and spoken and written language are collected in health records, integrated 

into the organization's management information systems, and periodically updated. 

Standard 11 

Health care organizations should maintain a current demographic, cultural, and 
epidemiological profile of the community as well as a needs assessment to accurately plan 

for and implement services that respond to the cultural and linguistic characteristics of the 

service area. 

Standard 12 

Health care organizations -should develop participatory, collaborative partnerships with 

communities and utilize a variety of formal and informal mechanisms to facilitate 

community and patient/consumer involvement in designing and implementing CLAS-related 

activities. 

http://www.omhrc.gov/templates/browse.aspx?lvl=2&lvlid=15 4/29/2009 
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Standard 13 
Health care organizations should ensure that conflict and grievance resolution processes are 

culturally and linguistically sensitive and capable of identifying, preventing, and resolving 

cross-cultural conflicts or complaints by patients./consumers. 

Standard 14 

Health care organizations are encouraged to regularly make available to the public 

information about their progress and successful innovations in implementing the CLAS 

standards and to provide public notice in their communities about the availability of this 
information. 

For more information, visit: 

• National Standards on Culturally and Linguistically Appropriate Services (CLAS) in 

Health Care (Final Report) 

• National Standards for Culturally and Linguistically Appropriate Services in Health Care 

(Executive Summary) 

• Normas nacionales para servicios cultural y lingtifsticamente apropiados en la 

atenci6n sanitaria (Resumen ejecutivo) 

• Cultural Competency Site 

0 
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Recommendations from the lnteragency Committee for the Review of the Racial and Ethnic 

Standards to the Office of Management and Budget Concerning Changes to the Standards 

for the Classification of Federal Data on Race and Ethnicity 

AGENCY: Executive Office of the President, Office of Management and Budget (0MB), Office 

of Information and Regulatory Affairs 

view document 

Executive Order No. 13166: Improving Access to Services for Persons with Limited English 

Proficiency- The White House, Office of Management and Budget (0MB) Released the 

Benefit-Cost Report of Executive Order No.131 66 (Improving Access to Services for Persons 

with Limited English Proficiency)(Aug.2000), designed to improve access to federally 

conducted programs and activities and programs and activities of recipients of Federal 

funding for persons, who as a result of national origin, are limited in their English 

proficiency (LEP). More 

Policy Guidance on the Prohibition Against National Origin Discrimination as It Affects 

Persons With Limited English Proficiency- Office for Civil Rights (OCR) issued internal 

guidance to its staff in January 1998 on a recipient's obligation to provide language 

assistance to LEP persons. That guidance was intended to ensure consistency in OCR's 

investigation of LEP cases. This current guidance clarifies for recipient/covered entities and 

the public, the legal requirements under Title VI that OCR has been enforcing for the past 30 

years. More 

Inclusion of Race and Ethnicity in U.S. Department of Health and Human Services' Data 

Collection Activities - The Department has adopted a policy that requires all HHS-sponsored 

data collection and reporting systems to include standard racial and ethnic categories. In 

addition, the Department has established a policy to implement the Office of Management 

and Budget's (0MB) revised standards for classifying race and ethnicity in government 

statistics, making it r:nandatory for federal data col.lectors to separate out data on Native 

Hawaiians and other Pacific Islander groups from Asian American data. These inclusion 

policies will help monitor HHS programs to determine that Federal funds are being used in a 

nondiscriminatory manner and to promote the availability of standard racial and ethnic data 

across various agencies. 

Executive Order on Improving Access to. Federally Assisted and Federally Conducted 

Programs and Activities for Persons with Limited English Proficiency - The Federal 

government is committed to improving the accessibility of Federally-assisted and Federally

concjucted programs and activities for eligible persons with limited-English proficiency. 

Title VI Prohibition Against National Origin Discrimination As It Affects Persons With Limited 

English Proficiency Policy Guidance -Although Title VI of the Civil Rights Act of 1964 

httn://www.omhrc.2:ov/temnlates/browse.aspx?lvl=3&lvlid=16 4/29/2009 
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Policies - The Office of Minority Health 

prohibits discrimination against persons with limited English proficiency, there are statutes 

in many states that have "English only" requirements. The use of state funds to provide 

linguistic access services is strictly prohibited by these states. There is a perception that 

even Federal funds cannot be used for the provision of linguistic access services within 

English only states. This continues to be litigated at the state and Federal levels. English, 

Spanish, and Chinese languages versions are available. 

http://www.omhrc.gov/templates/browse.aspx?lvi=3&lvlid=l6 
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CHAPTER21 
Cultural Competency 

ANA NUNEZ, MD* 

CANDACE ROBERTSON, MPH 

~INTRODUCTION AND 
,' DEFINITIONS 

•yltural Competence 
~;x 

: ~hlth-care providers aspire to attain finite sets 
of ·skills not only in clinical behaviors such as 
)Qpation and auscultation, but also in provider
:~fient communication. "Clinical competence" 

afup,Iies achievement of the level of skills needed 
tp- diagnose disease and deliver care. "Cultural 
G1lm.petence" has come to represent the ability 
of health-care providers to interact with patients 
~ho are different from themselves. This differ
·iti~e implies ethnicity, but from a broader per
SJ?ective encompasses differences that include 
g~nder, race, age, religion, culture, language, 
~~µcation, socioeconomic status, and permuta
tipps of these parameters. 
• -JCultural competence has been described, 
ariously, as knowledge, attitude, and skills 

(-educational perspective)1 about health-related 
~eliefs and cultural values (socioeconomic 
perspective), disease incidence and prevalence 
(epidemiologic perspective), and treatment 
fficacy (outcomes perspective).2 It has also 

~en defined as "a set of behaviors, knowl
? 

~e McGraw-Hill Companies acknowledge the substantial 
eci!torial contributions of Donna M. Frassetto and Nancy N. 
~oelfl in preparation of this chapter. 
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edge, attitudes, and policies that come together 
in a system, organization, or among health 
professionals that enables effective work in 
cross-cultural situations. "3 

Health-care providers must be able to shift 
from a problem- or disease-focused perspective 
to the human and contextual perspective of the 
patients who present to them. They must also 
be able to recognize and acknowledge their 
own biases, prejudices, and stereotypes. This 
change of perspective includes considering how 
patients' concerns might influence communi
cation and clinical assessments. To succeed in 
this more patient-centered approach, providers 
must enhance the communication skills neces
sary to negotiate effectively and collaborate with 
patients to optimize outcomes that work within 
the patients' world. 

Cross-Cultural Efficacy 
and Cultural Humility 

Cross-cultural efficacy and cultural humility pro
vide two additional perspectives for examining 
the knowledge, attitudes, and skills needed in 
the health-care setting to bridge the gap be
tween the science of medicine and the art of 
healing. 

Cross-cultural efficacy focuses on the dy
namic between the patient and the provider. 
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This perspective emphasizes the acquisition of 
skills as an ongoing process rather than the at
tainment of a finite set of skills at one point in 
time, and that neither the caregiver nor the pa
tient culture is preferred. The traditional medical 
encounter involves the intersection of three cul
tures: the culture of the physician, the culture 
of the patient (which is rarely the same as that 
of the physic;ian), and the medical culture that 
provides the context for the interaction. In the 
cross-cultural efficacy model, the emphasis for 
health-care providers is on learning to see their 
own culture and understand the impact of their 
behaviors on others whose culture is different, 
as well as the impact of the patients' behaviors 
on the provider. ' 

Cultural humility, described by Tervalon et 
al, 4 sheds light on the important role of health
care provider insight and awareness in the clini
cal encounter. In this perspective, the provider is 
encouraged to engage in regular self-evaluation 
and self-critique. The goal is to shift the power 
differential in patient-physician interactions and 
develop balanced relationships with individuals 
and populations.4 

The power differential plays a role in the 
provider-patient interaction. In some settings, 
the goal of the provider-client interaction is de
velopmental and advocacy focused. For exam
ple, when a client initiates psychotherapy, the 
client is at the low end of the power scale and 
the psychologist at the high end. If progress 
is made, the client becomes more empowered 
and better skilled in self-care, resulting in in
creased power on his part and a decrease on 
the provider's scale. In general, the consumer 
movement has shifted encounters away from 
a paternalistic (adult-child) approach to one 
that is more equitable (adult-adult). Nonethe
less, the provider, with his or her knowledge 
and skills, retains more power in the interaction. 

There are advantages and disadvantages to 
this dynamic. However, in general, the less col
laborative a provider, the more likely it is he or 
she will truncate communication with the pa
tient. For example, telling patients they must 
take their medicine is not an unreasonable thing 
to do. Patients may readily consent but not, 

i,-, 
however, change their behavior. A more comiB 
orative approach would involve asking a pati~fi. 
whose condition has not improved after mediii? 
tion was prescribed whether he or she has takfi 

• • •'/41)' 

the med1cme and what problems were expiti:.. 
enced. This approach creates an opportunity} 
openly discuss the matter, which may lead
greater understanding and compliance. 

The consumer movement may also influe 
health practitioners' perceptions of the nee , 
enhance skills in this area because insured 
tients have a choice as to which provider 
see. If clinicians seem unresponsive, pati 
can go elsewhere, as described in the follo, 
ing example. 

A female obstetrician/gynecologist practiced in, 
a 17-member group. She suggested to her col;;· 
leagues, all of whom were male, that gend;~ <ti. 
communication skills were important in ~ 4 ~ 
Her colleagues were not interested until insur.Lr '. 

,~h'< 
ance coverage changed and a large number of' , 
patients left the practice. The other members .. 
of the group then quickly expressed interest in ,: 
hiring a consultant to teach them gender-based,·~·, . ,; 

communication skills. ' ' 
;t 

Patients' value and belief systems, belt 
iors, and health-care practices are critical fac 
influencing the success of a clinical encoun 
Differences in recognition of sympto 
health-seeking behaviors, communication ' 
expression of symptoms, ability to underst_ 
treatment plans or instructions, expectatio 
care, and adherence to prevention efforts'. N 

treatment regimens contribute to dispariti~{ 
health and to poor health outcomes.5 Fail~; 
to address the cultural aspects of care ,Hi_ 
have an impact on health and health car~~ 

,'/~, -
clearly detrimental: Patients who are minori,t;i • 
experience higher rates of disease, disabUif½, 
and death, and often receive a lower quality:•b 
care compared with nonminorities.6 1,· -:• 

~ ,,;. .. ' 
~ ' .~ ~ 

► COMPONENTS OF CULTURAL .,t~ . 
COMPETENCE ' • 

-'u 

Whether one uses the term cultural competeftce, 
~ross-cultural efficacy, or cultural bumf!i 



··le ultimate goal of efforts to incorporate these 
l proaches into practice is to better prepare 
nf!alth-care providers to recognize, unde_rstand, 
:-:d manage sociocultural issues that emerge 

;-Mthin the clinical encounter.7 All three ap
~foaches require knowledge, attitudes, and 

slillls. 
;~ 
Knowledge 
~~1 

'Q:µltural competence efforts seek to increase 
Joviders' knowledge of cultural beliefs, pra,c
tit'es, and changing attitudes toward health care 
~~d health-seeking behaviors. Recognizing dis
':rf:;Irities in the incidence and occurrence of dis
-~~e, especially among racial and ethnic patient 
p:ppulations, is also an important aspect of the 
'.cajltural competency knowledge base. Three ex
"ftinples illustrate why awareness is an important 
J~ctor in reducing disparities and improving out-

/f':ft 

:iii, Although breast cancer occurs less of
·, ••ten in African American than Caucasian 
:;._;:;'.women, African American women experi
.' ,-· ence a higher mortality rate. There is debate 
t} as to the genetic and physiologic mechanisms 
--1, of the disease in African American women, 

•· ; but delays in obtaining treatment and barri
;. J,ers to care may play a role in the different 
• - ~' outcomes seen in this patient population. . \ 

i2f The onset of prostate canc~r may occur ear-
/i _lier in African American men than in men of 
'\;l other ethnic and racial groups. Despite rec

; J ommendations for scre~ning evaluations to 
·.·;-begin at age 40, many African American men 

;_ ;~ are not screened even though th~re is an op
/': portunity to do so when they seek care for 
'_ -~? other conditions. • 
' .. · Many studies that have evaluated carpiac care 
,:, \ have demonstrated differential care based on 
f: gender and ethnicity.8- 13 These differences 
• } persist even when controlling for income and 
'' ];insurance coverage.14 

-~ I 
:-·y· 

~ ?· Race and ethnicity are not the only contrib
ulors to health disparities. Providers must also ,· (; 
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be f~ar with gender differences in occur
rence. As an example, ankylosing spondylitis 
was once thought to occur almost exclusively 
in men (10:1 ratio). Research later determined 
that women also developed the disease, but its 
manifestation was less severe and more likely to 
be overlooked. A male predominance still ex
ists, but the ratio is 3:1. Both Caucasian and Na
tive American men are at increased risk for this 
disease.15 

Patient <;:ompliance with treatment regimens 
is influenced by health-care beliefs and group 
norms developed within the family system. Clin
ician education about health-related topics may 
not change the patient's core health beliefs, 
which are internalized. But clinicians can help 
patients verbalize their beliefs so they can col
laborate on a mutually acceptable treatment 
plan. Data alone will not sway values, attitudes, 
or beliefs. 

At times, it is not just single patients with 
whom clinicians negotiate. Social relationships 
may be linear, collateral, or individual. In med
ical culture, the social relationship traditionally 
has been individualistic; that is, clinicians pre
fer to relate to the patient one-to-one. In other 
cultures, the social relationship is one-to-many 
or one-to-family. With the exception of pedi
atricians, clinicians are not uniformly comfort
able opening the examination room door to find 

) 

more than one person in the room, or having a 
family member as the chief informant. Yet, if pa
tients prefer that decision making occur within 
the family context rather than as the sole re
sponsibility of the individual, it is beneficial to 
the encounter if the ·clinician is skilled at com
municating and negotiating with more than one 
person and able to address the health issue with 
a varied audience. 

Attitude 

Addressing attitudinal issues {eg, enhancing 
self-awareness of one's attitudes toward peo
ple of different racial, religious, or socioeco
nomic backgrounds) can minimize the influence 
of stereotypes and beliefs on the recognition, 
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diagnosis, and treatment of disease, enabling 
clinicians to provide better care. Attitudinal 
components of cultural competence are often 
th~ most challenging areas in which to edu
cate health-care providers. Relevance and inter
est are important factors in learner motivation, 
but there is often still a great deal of provider 
resistance to discussing issues of culture and di
versity in health care. Some health professionals 
experience anger toward perceived preferential 
treatment of minorities; conversely, others feel 
guilt. Still others deny differences exist or gen
eralize that "everyone is just the same; we are 
all human." 

Discussions of cultural issues must address 
I 

racism and a "blame the victim" mentality that 
is sometimes seen in health care. If these issues 
are not discussed in a nonjudgmental context, 
larger attitudinal objectives are unlikely to be 
attained. These objectives include but are not 
limited to: 

1. Understanding the importance of cultural is
sues in optimal health-care delivery; 

2. Awareness of others as having both similar 
and dissimilar characteristics; 

3. Developing comfort with issues of difference; 
4. Increasing self-awareness in dealing with 

cross-cultural situations; 
5. Developing an ability to acknowledge issues 

that include stereotyping and bias; and 
6. Avoiding the presumption of understanding 

without asking. 

The issue of stereotyping is particularly chal
lenging for health-care providers. The very skills 
and competencies that are fostered during train
ing may contribute to this issue. Much of the 
learning process in health professions educa
tion is based on identification and classification 
of phenomena. For example, a streptococcal in
fection appears as a gram-positive coccus under 
the microscope. Pattern recognition is integral 
to diagnosis, and this mindset is so well devel
oped in health-care providers that they subcon
sciously look for patterns in populations anc!_ ap
ply them to individuals. 

Training in medicine oriented toward; 
evidence, and disease does not transfat~ 
into an understanding of the role individua , 
cultural influences play in patient behaviol 
the clinical encounter. ,_ 

Skills 

To incorporate cultural knowledge and 
ally sensitive attitudes into care delivery, h 
professionals must be able to integrate, sy 

.'1.7~"'-,!r!,· 

size, and apply them in the form of skills. •· """ • 
skills include: 

1. Integrating knowledge and 
demonstrating respect and validating 
cultures; _ 

2. Applying knowledge and attitudes to,; 
cover the cultural context of the health.-:: 
problem as well as patient needs, expf 
tions, and culturally appropriate resourc_ 

3. Adapting communication skills to situa 
in which English is not the common Ian''.' 
between health-care provider and patieii}:j' 

4. Demonstrating proficiency in the use qfr· . ·} 
terpreters; and i::/·. 

5. Considering the influence of culture on all~
pects of care delivery including negotiaµ. 
problem solving, diagnosis, manage~¢J:l;., 
and treatment to achieve optimal health~~3;}f 
outcomes. _t' r 

The following example illustrates the im~~r: 
tance of these skills in everyday patient i: •' · 

A Mexican American man, who was a h~ 
pital anesthesiologist, needed to have kt}?i :· 
arthroscopy. He was admitted to the outpat;~l}t'. 
surgery unit, where a third-year medical ~¥f~:: 

~~ 

obtained his medical history. During the ~w· 
ination, the clerk asked the patient whether J;i_~ :. 
lived with his family, and the patient rep!J!# ~ 
he did not. The clerk did not pursue furtl!~,f • 

questions about the patient's family. -i; 
Before the procedure, the orthopedic Sllfi 

geon decided to review the patient's chart, Ij,._ ,, 
1.··~ 



was surprised to see the student had listed the 
patient as single and living alone, given that 
the surgeon had met the man's wife and son 
at hospital functions. The patient'.s cultural in
terpretation of "living with family" meant living 

::. :1 with his parents. Since this was not true, he had 
' ,~ 
:. i answered that he did not live with family . 
.. ~·11 

,?i As this example illustrates, something as sim
roe as the word "family" can have many mean-

1~gs, with implications for health care. 
;_ ~ Other skills that are not always included 
:..fu cross-cultural effectiveness training include 
: demonstrated ability to work as a member of 
4 team with other health professionals and 

:'.",tJ:ie ability to recognize situations in which pa
. tI~nt advocacy is needed. The issues health-care 
~- pjoviders must address in providing patient care 
;:qften require resources that extend beyond the 
.";4idividual clinician. Some health-care providers 
i:-iire evaluated on their level of team performance 

·: :Bµt this is not always the case for physicians. 
~. ,i\;team approach to health service delivery not 
'.c:qi:iJ.y provides more resources, but also prevents 
,;Jndividual clinician "burn-out." For appropriate 
·•· patient advocacy, the provider must be able to 
)iisess not only instances when the patient does 
pot fit into the system, but also situations in 
'£ 

/which the system does not fit the patient. 
•. "i\ Increasing proficiency in this area leads 
:~. improved communication skills, enabling 
t. pJoviders to effectively ask patients questions 
i:~bout race or ethnicity, family, religion, rela-
. qpnships, immigration experiences, social sup

f:p,<;>rt, and other life factors that may influ
Jpce their health-care beliefs,· practices, and 
,:·,ftealth-seeking behaviors. These skills ultimately 
· enhance the patient-provider encounter and 
h~tter equip providers with the tools neces

. sary to treat patients in a culturally appro
.. ppate manner.6 Research has demonstrated 
}hat provider-patient communication directly 
}tlfluences patient satisfaction, patient compli
~~p.ce, and health outcomes.7 Enhancing cultural 
/Qmpetence among health-care providers also 
prpvides health care that is more responsive to 
pie needs of diverse populations, enhancing the 
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quality of this care and recipients' satisfaction 
with care.-6 

► WHY ADDRESS CULTURAL 
ISSUES IN CARE? 

The gap between patient and provider expec
tations is not new. Historically the literature 
provides examples of disparities in care due 
to ethnicity and gender. Prior to introduction 
of the informed consent process, abuse of pa
tients' rights often occurred as a result of what 
appeared to be compelling scientific questions. 
Physicians and scientists are motivated to find 
problems arid solve them. Patients, on the other 
hand, want healers, sometimes miracle work
ers, and certainly desire physicians who never 
err. Patients often want to be heard, to be un
derstood, and to have physicians understand 
the larger context of their lives. Physicians face 
the tension between being scientists and being 
healers. Armed with facts, data, and technology, 
they are trained to know. Experts on the work
ing of the human body, they are less comfort
able addressing aspects of the patient encounter 
that seem intangible and cannot be measured. 

Multicultural education has emerged in re
sponse to the need to provide health profession
als with the skills required to meet the needs of 
an incteasingly diverse patient population that 
expects holistic care ~nd views cultural identity 
as an integral component of self . 

► HEALTH DISPARITIES 

Despite improvements in the overall health of 
Americans and continued advances in medical 
and scientific research, health disparities persist 
for ethnic and racial minorities in the United 
States, particularly in regard to health promo
tion and prevention. Racial differences exist in 
the incidence and prevalence of health condi
tions, access to health care, health outcomes, 
and treatments received. Poverty, gender bias, 
racism, language differences, homophobia, 
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housing status, lack of sick leave, child-care 
needs, health insurance, domestic violence, sub
stance abuse, and homelessness are variables 
that contribute to the health disparities observed 
in minority populations. 16 

More than 30 million residents of the United 
States do not speak English as their primary 
language. Research has shown that Spanish
speaking patients discharged from emergency 
departments are less likely than their English
speaking counterparts to "understand their 
diagnoses, prescribed medications, special in
structions, plans for follow-up care, [or to] be 
satisfied with their care or willing to return if 
they had problems."17 Research has also shown 
that patients with limited English proficiency are 
less likely to receive eye, dental, or physical ex
aminations as well as mammograms, breast ex
aminations, and Pap smears.17 

Additional variables, including stereotypes 
about minority women and particular health be
liefs, may also le~d to poor medical care and 
treatment outcomes.18 Differences in the diag
nostic studies and therapies prescribed for mi
nority patients have been observed in coronary 
artery. angioplasty, bypass surgery, and cancer 
treatment. Minorities are less likely to receive 
best-practice therapies, even when confound
ing variables such as insurance status, income, 
and severity of disease are controlled. Similar 
patterns have been described in the principal di
agnostic procedure performed on patients, the 
history and physical examination. Therapeutic 
disparities such as these are associated with 
poor health outcomes.19 

Culturally diverse populations are at in
creased risk for premature mortality, morbidity, 
and disability. These increased _rates have been 
attributed to barriers such as lack of health ip
surance, inaccessible "free" clinics, language dif
ferences, cultural conflicts, and lack of trust. 20 

Minorities are less likely to be screened, diag
nosed, ref erred, treated, or insured. 21 

Table 21-1 outlines the prevalence of se
lected risk factors and chroi:;iic illnesses among 
four minority groups. Native Americans have the 
highest prevalence of risk factors for chronic 

disease, exceeding even that of other ... 
ties. Increased incidence of obesity, snieiklff 
rates, cardiovascular disease, hypertensioni?fir . 
cholesterol, and diabetes are observed iii't 
tive American populations.22 In many tribe·~ 
abet~s has become a major cause of md 
ity and mortality,23 and tobacco use is 
among American Indians and Alaskan N 
than other minority groups. 22 African Ame 
and Hispanic Americans continue to expen ,_ 
disproportionate rates of diabetes as well. J! 

Cardiovascular Diseases 
and Asthma 

Disparities in the occurrence of hyperten • 
cardiovascular disease, stroke, and asthma -~ . 
seen among minorities. Hypertension oc •• , • • 
higher rates among African Americans and 
tive Americans of both genders than am 
other racial and ethnic groups.24 The pr, .. 
lence of hypertension among African Amener 
is 40% higher than in whites. Research rep§( 
similar disparities between Hispanic pop·'-' 
tions and non-Hispanic whites. In additio. 
higher rates of hypertension, minorities ten 
develop the disease at an earlier age and· 
less likely to receive treatment to control it., 

Death rates for heart disease are more • 
40% higher among African American pop . 
tions than among whites. Death rates from h 
disease are generally higher overall in men 
in women, but women have poorer outcom 
immediately after myocardial infarction. Fo "' 
four percent of women die within 1 year:':· 
myocardial infarction versus 27% of men. A.. 
ditionally, disparities in income and educatip; 
levels are associated with differences in the"i?G. 
currence of heart disease. Farnilies in the low? ._. 
income levels report limitation in activity due; t<'!:. 
chronic disease that is three times that of th'.e . -~ 
highest income families. Americans who resio~-
in rural areas have higher rates of heart diseas •• 
than Americans residing in urban areas.26 ? • 

""{ 
Use of antihypertensive drugs, partlC}l 

larly angiotensin-converting enzyme inhibitof t 
~-
~:.r-' 
i· 
1 • r I, 

~ s~ r- . 
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TABLE 21-1. Prevalence of Selected Risk Factors and Chronic Diseases Among Four Miniorty 
pulations, by Race and Ethnicity 

American Indian 
%(n = 1040) 

American Indian 
%(n = 751) 

Women 

Black 
%(n = 7735) 

Black 
%(n = 3218) 

Men 

Hispanic 
%(n = 2722) 

Hispanic 
%(n = 1535) 

Asian 
%(n =2549) 

Asian 
%(n = 1655) 

''apted from Centers for Disease Control and Prevention (CDC). Health Status of American Indians compared with 
·;;other racial/ethnic minority populations-selected states, 2001-2002. MMWR, Morb Mortal Wkly Rep 

2003;52(47):1148-1152. 

:~1'J 
:,'Iiicreases the risk of stroke by 40% in African 
. ~ericans when compared with use of diuret-
1f;s alone. 27 Although stroke rates for the pop

•. uJation at large have been declining, the de
.: dl,ine is not as significant in the African American 

2opulation. Racial differences in stroke morbid
i .i!Y and mortality are even greate; than those 
;,tor coronary heart disease. The age-adjusted 
~~\:rake death rate for African Americans is almost 

0% higher than that of whites, with the high
~st rates seen among African American women 

~~om prior to 1950.26 Among children, African 
A;mericans have a relative risk for stroke of 2.12 

. ,;#hen compared with white children.28 This. is 
~plained in part by the higher incidence of 
• lckle cell disease in African American children, 

~. illness that has no counterpart among white 
, ildren. 
, According to the American Heart Associa-
• n, women are more likely than men to have 

stroke within 6 years of a heart attack28 and 

have a one-in-five lifetime risk of stroke versus 
a one-in-six lifetime risk for men.29 This trans

lates into an excess of 40,000 female deaths per 
year from stroke-related causes. 

The' rate of asthma among preschool chil
dren is increasing more quickly than that of any 
other age group. African American children are 
twice as likely to be both diagnosed with asthma 
and hospitalized for it.30 A study of child Med
icaid beneficiaries with asthma reported that 
African American children had worse asthma 
status based on physical and emotional health 
scores, symptoms, and missed days of school. 
Latino children also had increased school ab
sences and, along with African American chil
dren, were less likely to use inhalers and more 
likely to rely on home nebulizers.31 

Death from asthma is two to six times more 
likely to occur among African Americans and 
Hispanics than whites. The death rate from 
asthma among children doubled from 1979 to 
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1993 and was slightly higher among women 
than men. 

Asthma hospitalization rates among 'Chil
dren, young adults, and women are high. 
African American patients are hospitalized at 
rates three times higher than whites and along 
with inner-city asthma patients, use emergency 
departments most often. African Americans are 
four times more likely than white patients 
to visit an emergency department for asthma 
treatment.26 

Boudreaux et al32 reported that black anq 
Hispanic patients with asthma were hospital
ized more often than whites, used emergency 
departments more frequently, had lower mean 
peak expiratory flow rates, and were mbre likely 
to report severe symptoms 2 weeks after dis
charge. Apter et al33 observed that race, low 
educational achievement, and lower household 
income were associated with poor patient com
pliance. In a study exploring the contributions 
of race and income to disparities in asthma 
prevalence among children, Akinbami et al34 

found that although there was no difference in 
asthma prevalence between racial and poverty 
groups, asthma morbidity, activity limitations, 
and severity of limitations were increased 
among African American and poor children. 34 

Organ Donation 

Although notable among all groups, the prob
lem of insufficient organ donation rates is partic
ularly acute among minority communities. Stud
ies of donors by race indicate that 70% of donors 
are Caucasian, while approximately 13% are 
African American; 13%, Hispanic; 2%, Asian; and 
2%, other or multiracial.35 Minorities, ho'?{ever, 
constitute approximately half of the persons on 
national transplant waiting lists, including al
most 24,000 African Americans; 13,000 Hispan
ics and Latinos; and 4500 Asians and Pacific 
Islanders. 

Various reasons have been reported for the 
apparent disparity in donor rates. These include 
lack of knowledge about organ donation, reli-

gious beliefs, distrust of the health-care', . 
munity, fears about premature declaration 
death, and the perception that organs of ;J 
and ethnic minorities will not go to memb ', 
these communities who need them. 36 Call 
ee al37 reported several variables that con • 
to the shprtage of minority donors, parti • ;.,,.,,,,;, 
African Americans. These include lack of -.~;, 
munity awareness regarding the great ne. 
transplants within the African American' ,, 
munity, religious beliefs such as "wanting f 
whole when you go to heaven," awarene;· 
the Tuskegee study and fear of being used 
guinea pig, fear that signing an organ donor 
could result in premature death, and racis • 
the beli!:!f organs donated by African Amenc;: 
would go to Caucasian patients).37 ,t 

Decreased donation rates among His.~ 
donors are also a concern, given the rapi. 
mographic growth of the Hispanic popufa 
Frates and Garcia Bohrer explored barri~ 
organ and tissue donation38 and reported 
terrents similar to those for African Amen 
patients.36,37 A common theme was reluc :~~ 
to discuss dying and plans for death. Hisp~ 
Americans also indicated lack of knowledgfr; 
lated to organ donation procedures; feat,.',. 
declaring themselves donors meant health;01r 
professionals would not try as hard to save tfye 
and would allow them to die so their orf:· 
could be harvested; and the wish to die· wi • 
body parts intact. 

► EDUCATION TO REDUCE 
HEALTH DISPARITIES iJ} 

)-,: 

Cultural diversity continues to present ~ 
challenges for health-care professionals. ·1P. 
Institute of Medicine and the Office of:·: ·
nority Health recommend increasing awarei)~s 
of racial and ethnic disparities by integratihg 
cross-cultural education into the training of~ 
current and future health professionals. 
Health-care providers must be able to addt:, 
these issues in a comprehensive manner acr~ 
the life span. Patient mistrust of the health:pi 



tern, socioeconomic variables, physician 
. 1as, impaired physician-patient communica
.tibn, and lack of cultural competence among 
j1~alth-care professionals all contribute to the 
~'disparities described in this chapter.19 

: 'if Lack of cultural competence has been re
\ ported as a major barrier to elinlinating health 
•d)sparities.4° Culturally competent care moves 
,b-t;:yond biologic parameters to a more holis
\12 approach, and seeks to increase knowledge, 
' d:iange attitudes, and hone clinical skills.41 Cul
:tµre shapes the way in which individuals ratio

; nalize their world and provides a lens through 
. .vhich they create meaning.1 We are all influ
'~riced by and belong to multiple cultures that 
include and extend beyond race and ethnicity.42 

An examination of individual biases and ef
•Je"c:tive cross-cultural communication skills are 
. p'aramount to the elimination of intercultural 
'Barners and the optimal delivery of health care 
td diverse people. 

Cultural competence education seeks to cre
,'-~te an understanding and appreciation of cul
. rural cliff erences and similarities as well as the 
;pripact of these factors on the patient. Cul
:. ti'.iral competence can enhance patient trust 
: fill.d co,mmunication, improving overall health 
. 6utcomes.43 The ultimate goals of culturally sen
. sftive environments are to decrease medical er
i rqrs and safety concerns,40 to improve and in
'. ·cl'ease patient compliance, and to reduce health 
: ·e:4sparities. 

, f CULTURALLY EFFECTIVE 
·,. 

1 SYSTEMS OF CARE 

>~nether at the practice or the health sys
}te_m level, cultural -effectiveness is difficult to 
h:cbieve. The health-care environment is not in
:,n~rently a respectful place. Time constraints 
~d limited resources exacerbate this problem. 
~ome hospitals, for example, encourage house 
:P;tficers to draft discharge orders at the time 
0f admission to improve efficiency. The atti
,,~de of "not my job" plays a role as well. 
:Y?ung physicians often feel that asking, "Who 
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lives at home with you?" is the responsibility 
of a social worker, not a busy resident. Shrink
ing resources to provide ancillary services may 
shift the onus of responsibility back to a. time
challenged provider. Civility, much less cultural 

, competence, becomes a scarce commodity in 
these situations. 

This mentality of scarcity can restrict 
providers' ability to affirm the successes of oth
ers and may even lead them to feel satisfac
tion at their misfortune (ie, cultural bullying). 
Problem-solving ability, even when there is a 
solution, becomes limited as well. The danger 
of operating under this type of mindset is the 
competition it fuels and the belief that, "with 
only so much to go around," the successes of 
one person always come at the expense of an
other. For health-care providers with a scarcity 
mentality, the allocation of more resources to
ward one person or group may be seen as leav
ing fewer resources for others. A generation of 
providers is thus created that may have trouble 
sharing resources, accepting change, planning 
positively, and believing the best about other 
people.44 

Among the consequences of this mental
ity for medicine is the stereotyping of certain 
groups and strategic limitation of the resources 
available to them. Under the fafade of limited 
resources, judgments regarding the provision of 
services are made on racial, ethnic, or socioeco
nomic grounds. When differences come to be 
viewed negatively, the opportunity to develop 
creative solutions to the challenges of provid
ing care to diverse populations is lost. Some 
argue that health-care resources are expensive 
and there is a need for even more limits than 
currently exist. This view is not necessarily un
realistic from a national or global perspective. 
However, when an individual practitioner acts 
on the belief that denying resources to a partic
ular group of patients is justified, the result will 
be negative health outcomes. 

Finally, if an entire practice, hospital, or 
other health-care setting does not engage all 
staff members in the effort to enhance cultural 
skills, patients may never reach the health-care 
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provider, no matter how skilled and effective he 
or she is. Feelings must be elicited and acknowl
edged so staff trainees can evaluate their im
pact and move beyond them to establish com
mon goals for creation of a culturally inclusive 
care environment. What values, beliefs, and per
ceptions do the staff hold concerning a "good" 
patient and a "bad" one? Discussions of system
atic bias within institutions, although emotion
ally challenging, are an essential component of 
the dialogue about -cultural competence. 
• None of these steps can be accomplished 

in a single presentation or event related to cul
tural competence. The process requires leader
ship, commitment, and directed growth toward 
a plan for transforming the health-care organi
zation into one that fully embraces the diver
sity of patients and dedicates itself to improving 
health delivery for all people. The value of this 
effort for institutions that undertake it will be 
optimization of its strengths and a high level of 
patient satisfaction. 

Incorporating Cultural Change 
Initiatives into Practice 

Several models have been proposed as ways to 
initiate cultural competency training programs. 
The LEARN model incorporates the follow
ing aspects: Listen with sympathy and under
standing; .Explain your point of view in under
standable, nonmedical language; Acknowledge 
and discuss similarities and differences to your 
approach and viewpoint; Recommend a mu
tually acceptable course of action; Negotiate 
an agreement.45 CRAASSH, an acronym for 
Culture, Respect, Assess, Affirm, Sensitivity, Self
Awareness, and Humility, is a model developed 
by the National Center for Primary Care at More
house School of Medicine that emphasizes· the 
importance of the following components: 

1. Cultural dynamics and the expression of the 
many variables that influence culture; 

2. Demonstrating respect by asking questions, 
addressing patients appropriately, respecting 
personal boundaries and space, and express-

ing respect for and seeking to learn abo' 
patient's culture; 

3. Assessing health beliefs, knowledge, lit 
(described in Healthy People 2010 a_ 
degree to which individuals have the • _J 
·ity to obtain, process, and understan
sic health information and services n 
to make appropriate health decisions"),.~~ 
seeking behaviors, and relevant relation.§ 
( who is important to the patient, wh . 
that person plays in the patient's life 
how the patient would like that pet ' 
be included); 

4. Affirming the positive values and chara,'. 
istics of other cultures by recognizing, 
expertise and experience that the patie1{, 
fers and reframing cultural differences tQ 
dress positive characteristics that con . -~-. 
to practices we may often view as diffet,",;;:.-. 

5. Offering sensitivity through awarenes~ 
cultural nuances, historical, political; -:' 
gious, and social concerns, and differe . 
in models of disease and health; ,. -

6. Examining one's personal attitudes and~ 
ases through identifying .pernonal norms ' 
values; and 

7. Exhibiting a measure of humility in recog 
ing that cultural competence is not a, : 
skill set that is acquired but rather a life-1 
journey and commitment.46 

Encouraging patients to talk about what¢ -
believe and how -they actually behave is an~~ 
sential element of cultural communicationst i 
patients disclose broader contextual inf6t~ 
tion about their lives rather than simply reii:~r .. 
ating the health-care providern' instructions, Wf 
health professional may gain insights that- \~li'. 
to greater patient compliance with prescri[e,JI 
therapies. In clinical care, it is more irnpoJ'taIJ 
Jo listen to the patient than to operate from "~l
tural FAQs," as illustrated by the following:,> 
ampl<:: ;;· ' 

A senior medical student who worked in 
health center that provided -care for und 
served Latinos met with a teenage mother wh:, 



H ·,; 
;·- {l 
t :;t had come with her infant to the clinic. Around 
.;_?"' the infant's neck was a leather amulet that 
;:); the student recognized from a health beliefs 
t,;. and practices lecture she had had. She_told 
"f~•,t the mother, "I know what that is-it's a charm 
;~ t to keep your baby from harm." The teen re
-• if sponded, "No, it'~ just a thing my grandma put 

l on the baby." 
"?_', 

' " In this case, inquiring about the patient's be
ef would have been more helpful than assum

.. :1pg it. As a result of what the Latino woman may 
·'/:[ave perceived as stereotyping, the medical stu

•- &ent probably lost a valuable opportunity to ed-- ~ . 
: \11::ate and alert the young mother to the danger 
' ·'<5f infant strangulation. 

'~ 
.--,1.-7, 

~- -.ii-' 

c:' Before and After the Patient Encounter 
:tThese techniques can be incorporated into clin

._ 1g_al practice at several points. Fundamentally, 
• clinicians can address these issues before or af-

_ :-;- ,, 
, J~r patient encounters. 
:'. J, Before the patient encounter, health-care 
{,·providers can scan the literature for evidence
c\ ~~sed information on disparities that highlights 
: rlicial, ethnic, and gender differences. They can 
: '®:arify racial and ethnic sample composition 
: f6r clinical trials of new medications to assess 
:. • i11ether it resembles their practice population. 
.'.i1;bey can link to sites that giv:e ethnically spe
• Qi.fie data and use it as a guide to formulat
:~@:g differential diagnoses. Clinicians can en
,~gage in continuing education that increases their 
(~owledge base with respect to cultural issues 
::i~levant to patients in their care. If engaged 
(W- research, health-care providers can learn 
• ~~bout community- and culturally responsive re

--- s~arch strategies that optimize patient. "buy-in" 
~ :a,~d avoid research that could be perceived as 
<~xploitative. 

C ' \ . 

• fp,uring the Clinical Encounter 
i\lthough some authors have suggested that a 

grtion of the history be dedicated to cultural 
·: :·estions,5 rather than marginalizing the in
~iry, these issues can be incorporated into the 
J.fi1tial examination (Tables 21-2 and 21-3). Dur
/:- ( 
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ing this time, the maximal amount of informa
tion is obtained about the patient's world. Sensi
tive issues are often divulged later, after rapport 
is developed, affording another opportunity to 
explore the patient's beliefs, health practices, 
an~ expectations. 

During Clinical Problem-Solving 
Clinicians can employ additional strategies for 
patient encounters that involve challenges to 
care delivery, such as less-than-optimal com
pliance, failure to understand health-care in
structions, or an impasse in resolving the 
active medical condition. Leaming about the 
cultural context of care enhances clinician un
derstanding of the complexity, reality, and hu
manity of patients. Too often, cultural issues are 
viewed as barriers to be overcome. Although a 
deficit approach to cultural issues in care un
dermines the value of diversity, it is important 
to recognize that clinicians are primarily prob
lem solvers. Thus, in refractory cases, it is use
ful to explore culture and health practices as 
the following example shows: The blood pres
sure of an Asian Indian woman with hyper
tension and diabetes was poorly controlled us
ing three antihypertensive agents. After multiple 
changes to medication schedules, patient educa
tion, consultation evaluations, and a secondary 
workup for hypertension, the patient made a 
casual comment about the difficulty -she had 
in swallowing pills. l'he clinician followed up 
by asking how the patient compensated for this 
long-standing problem, to which she responded 
that she placed all of her pills in a candy jar 
and during the course of the day, as she walked 
around her home, she randomly took a few 
pills. The woman's perception of cause and ef
fect, onset of action of medicine, and control 
was probably not a cultural habit, but a result 
of miscommunication between the provider and 
patient. 

The clinical encounter provides several 
points of entry at which clinicians can include 
cultural influences on health care and discuss 
their impact with the patient. Inquiring about 
health practices rather than assuming behavior 
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► TABLE 21-2. Techniques to Incorporate Cultural Issues into Care in the Physical Exam and, • 
Delivery •.c 

Portion of History Inquire About 

~-,'¾ Chi~f '.c9mplaint ~n~ ,. 
"',. history of presenting 
" illness ' 

What health beliefs are conveyed 
with the presentation, patient· • 

;, understanding, anci expectations? 
,"".\ /¾~..; .. ~ 

.. ~,\.:~ ~'!- .,/' ?'--..~7+ ;..i .ft• 

,,,_~P'ast Miaicai:ahd;_ '·' 
.... :,;;,7,.·.;•'. £<.Ji, ·,t 

"~,_,. ~urgk:~1 History-1 

4-~~~t. t~l:ll 

1'~~1-·.t''9' 

i~ .&-;-.._"~~i:; 

/1:-.:t' .. ........ ~ •• ~ 

; ~~~Fanili/Hstory 
,,_>-~ .;,~.{\"~::,-; .r.,j o 

~ :f$,_~ 

What are health j:>erceptions a6'out' 
' ,•· risk? ·, • • " 

~ 't. 1-·, .<,':t• ... ,~-,. • 

' ' Whathas the patient's experience 
-, b~eerj in the medfcal system? 

• What: js the relative importance that 
the patient places on medical 

1, ,.;;. x.eJ~l.J~. pl!rgical_ qare? 
• ,.Ar.~._ll1~Qtal he?lt11.i~~l,!eS divulged of 

. even addressed· as health issues? 
1 :• \-<.,- .N,;; ~ 1.' ' ,1 • J.'t -J ,.__ -:._ 

Beyond 9isease-spe<;:ific questions, 
6'r6iclen the inquiry to ask the ' 
g'?ftht"~bout hi~ or her an_9estry,_ 
wtlere· ancestors came from, and 
~p~t iiff,esses paii~'nt per<;:eite~ 
h'Efor- she is at 'rfsk for based on 
genetics. Introducing the idea that 
diffehmt peoples have different 
opinions and approaches to 

" h~?ltiJ ~~in lead to a direct 
t t~ ~y~sti~n about ttlg relationship 

-:-2e~~,en e\hrJcif¥. or family 

1,-,bi~~f9un.? and ?~~Ith. 
~.f.\dc:IH~l?-~,Y..,~llness and illness in 

que;tiohs. ' 
Iii &r~~ bf health habits, ask about .. , ... ·--~ ~,~. - ... ~ 

• ~ ' 'self-'care that the patient learned 
in tfie· home. 

• lnqfiire into social support, and 
obtain information about the 
p~tient's world. 

.Sp~cJ{iq~lly ask about the role of 
~~!ritually !n healt~!. as the patient 
m~Y, be r~luctant to sh~re thfs 
\'.l(iW. h,ei;:ijth-cqre providers. Ask if 
tf.i~ p~tierit participates in 
'iellgiO}JS practice~ that could 
infl'uen'ce his or her health care. 

- .-:; ,., ~-Ji. ... ., ....... • ·- • 

Wlien asking about smoking, drug, 
or alcohol usage, include 
qu~stions about family of origin 
and current family habits as well 
(broaden the circle to the world 
b_eyond the individual). 

lnquit~ about self-qare in stress 
reduction. 

Example 

'"{'/hat do,n~ thih~Js t~e-.c;• 
this?" "' , ... -;: 

"What do yo·u feel might w~ 
work?" s.·- '1 .,....,.,: 

"What do you think pµt Y.,.O.l! 
for the illness(es) yoµ _ '' 

"In your encounters iri ho 
offices, ·have their be~if 
b~d experiences? if so, 
abo~t them." i ~ ::.:·i 

- ~ 2 "' r,s:f 
~ ,.. .... ,_ .. ~r J !.: ~ - ", .4!-

"I am sure that you are aw .. 
your genes influence y6!'.l 
risk. What ancestry ?(e,;y 
"Where d.id your ance.~m 

... your family] come frorpt 
"Do you feel that there is if: 

relationship between your"' 
and your ethnicity or family 
i::: •·,>' -"d?"'_,,... : ,..,,,, ., uac"groun .·-' :,, -"·'. r:+ ,. 

:t_. t ,, ·::;: .t~~; 
..... Ji_"'.'-\ ;-;" -1,:_~ t 

.~it .,e :,, " j.. .. ~ ,..~".:.'",;~ .. \:.:. 

"W,h_at ~fcJ yoJ,J. l~~rh grqwintfJ!P,' 
, about_taking c~r,e i?f Y9l:'(ti:l: 
"W~q ali lives at ~qlJlij~ wfff:i,§W . 

(tnis'.tngui!i' ~~s, 91ar~ l~»Jt 
thari~ "Are you married··oti:(01,· 

. ' ; ' .,· ... ~ - • '. - ., "• 

have ~ partner.") . _, . _ , 
"'{el), me a6_6ut y~ur, fal,11il~"'.· t.,: 
"Some p~ople ~ho are~ops~ryl 

their reljgi_or performja§ttibj' .;, 
period$ _6ftlme 6iflAv.1f:tfaJ.liypiis 
that are important tP' '5n9wt;itto_ut! 

sine~ i( 0~¥, infi4~ngf~VJ~- ~ i 
med1cat1orn;; at t:erta11,1_t!IJJ~-~;;J;~ 
tiiere ·a~y cuiturai ~i-'iejigiq.~f ;/ 
practices .that: might inflti@f!.if.e . 
your healtfi or heal!li. ~~r,eJ:..:;; ; 
•• ~ ,-!:. ~~~_r-,:.,. ... ) t·"~J,._-< t.-1.,,~':i'_ .. .,__:)..•:r"'.'. 

When·yol! a,r~ very str~ssl;ld:QJ.Jt, J 

how do you take care of yo_µrs-elf, 
-r' '.,, 

Who h~lps, yqu when you' n~~~;- f 

help?, VV,!1q ar~ YOJ,!J emerg~,~cy 
c9qtast p..,~PPJ~l ~1)9 11.o~, a~~/tie.~ 
connected to you?"' • • 
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LE 21-2. (9ontinued) 

• n of History Inquire About, Example 

19?. ''-'.;'f,:!;:i~;,!.tr::; i}:;if,' 
,, .•• ,il, 
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► TABLE 21-2. (Continued) 

Portion of History 
{:_~~ I ' 

:~ff.~~ 

,_,_1:2~~ }:~ ·:· 
'".' •• -1'( ,. .. ~.,.'! .-i '4,-

r:. J,ey~ew of systems 

.~:;)?!~::"~" -~ 

l,r~-, 
,,;' - 'i 

i', J~~ <~ --~ ~· 
,'' _;i,,o,1; ,_, 

-" 

Inquire About Example 
.·- < ~- ~' • '( ... -

maspuJinity}, and gender role and 
. _exp~c.f~tiori~. and d.~iVe into , ;;. 
• ~'? ,:- r't;.~· ·• . • . '~•i';\-\~)c,} ,"6' I 

screening for violence 011.,abuse; ,.... . . 
t~ .. ,~.-, .- -~r;..•< .,;!.\"'";.1• ',. • ,,., , ·, ~ ··r · ; . . ·- ~ ~"-t."' 

Beyond differentiating trt.'.fe;alreirgies•;• •J ''Wnat was it alfout youi::r • 
.·1' - ... _,• • .. ~:t.~..r·.~"'/1 ~ ,.. .' ·1.--;--1{-'-...•"...,"'I:.,._. .--a:_,~'::'\ 

frojn _intolerances, expl_pre tne tl)l:l' tneaic:irie that mad~. 
hiiaith b(31iefs of the pati~!1t;~- . yqti were iefll~rgic?: ,, _: 

As'ai:-eas are focused 6nfatteha to ''Wnen I askeaabc:iufc<;i' 
ttt~ importance or sig'l)ificance the diarrhea, you seem~c(_ 
patient places on the· sy!>ler'n. uncomfortable, A_s cni:Jf 
Some areas may be pel'ceived as , have to ask a fot of per' 
more' important, as 4ntom1orfable ~ q~estiohs~- .. ' • ,<· ') \ ·. 
to discuss, or as having additional Is there something about tn 
meaning. , 1:irea·-that concerns y6u·t 

"Is there anything else you'. 
like to tell me about?" •• 

► TABLE 21-3. General Issues in the Physical Examination 

Issue 

"~~'Kt1adesty 

~!ii"~~~ 
tr~·-/· . 
j l'!Yrfif:1_er otp~bple in 
; :' • th~ examination room 

i_,;.J'• ,:;. ,, 

'\?•··r __ ,,~ 
.--:--":I..J, ... 

'~~ff·~- ~~- .-:~ 

{;~ -~~~~ -
~?: -_y 
./~ 

'.!'~~:=:,_, ~ 
•:Jr.-< .. 

,}··:~; .. 

• :,,~Bea,lth care delivery 
-~J::~·"'Y'-, ~~ 

., 

Culturally Competent 
Provider Action Example 

Adequately cue the pa_t_ient to what • "! need to perform a te~U~ 
will occur next in the' examination, ·1oreast] examlnation ne , . 
and explore areas where she or will t .... ] The rea~on i~[ttf 
he seems reluctant.. •• :- ':J; 

lnq~ire if the patient vi~nt$ someone "I stri\lei to give privacy.tp'm:. 
ki be in the room with him her -' patients ih ttie °j:ihysicai • 
d~ring the examim~tion. examination: b~t ify~1.J 

There are some limitations that someone in the room' • 
patients and their famiiy may pleas~ let ·me know/ .... 
prefer in 1erms of disco'rdance of If there is no way to atteni;I 
genders of the patient arid same~{jehder, requestJff 

- pfovider. For exam.pie,- some patiehfand.famjly, th1{if' 
female patients will refuse thein'ancl riegotiatef. ~ 
exarninations, including getliiit(care at this rf' 
gynecologic, if the provider is a higher prib-~fy ii,~ff , . 
male. anoth_er prc:iviaer. lncf6 ~' -

·domihanf male family rii_gml:f 
the f~rrtaie patient wishes1,irqAo 

Emphasize personal interest in what 
the patient is actually likely to do 
o.r has done, recognizing that , 
change happens slowly and tfiat 
sharing the truth about behaviors' 
is what is most important: 

be in the room. ,, ·, ··, --s: 
"Wliat were{~p~ able to do or wt: 

·c10?" , • - ~ ' . 
"Hov,r are you handling _the :::- ' 

'" m~c:liq~tions?· Any probl~ajt 
questions?" ' --:ii: 

:1°etrme what you really' are i:l' 



ased on knowledge about culturally based 
~:ilth habits eliminates the danger of mis
: 'bution. One clinician, for example, told 
'~'African American patient with hyperten-

1~Ii to cut salt pork out of her diet. The pa
-. j, a practicing Muslim woman, said noth-

• t'.but left the encounter offended because 
i[ did not eat ,pork. The clinician was try
·)'to convey the relationship between salt 
:. umption and blood pressure control. In

. id of noting that foods high in salt can raise 
, 9:oc:l pressure and inquiring whether there 

e_te any foods, such as salt pork or soy, that 
·e. patient ate on a regular basis, the clini

ciin incorrectly attributed the patient's subop
•: -al control to a food that she did not eat. 

~NATIONAL ISSUES 

gw does emphasis. on cultural competence fit 
uito national trends? In rulings on affirmative 
cudn, higher courts have, by and large, elimi
g_t~d programming to increase the likelihood 
-,l!!l ethnic minorities have access to education 
•• d: related career opportunities. Other forces 
~ 'iµoving away from larger social goals for 
(;fal equity, believing disparities in education, 
l workplace, and health care have been 

re~glved. The group that appears to have ben
efiffd most from affirmative action was white 
.W:(!inen.47•48 Over the past 10 years, the share-
-alder movement has pushed corporate boards 
'~o being more responsible, thus prompting 

'tq~i:n to "change their complexion. "49 Through
u_( ,the 1980s and 1990s, there was a rise in 
,· "'r~ 

:e.f.inclusion of "nonnormative" individuals, 
filp'i6ugh this trend may be declining.47 As the 

_oqrs of affirmative action close to women, they 
~6 close to those disproportionately affected 
J ,health disparities, leaving them without 
t- stat at the table to influence institutional 
•&ficy. 
"i:¥ow, then, do health professionals advocate 

<lit rreductions in health disparities? How do 
"'~; for example, help patients who have no 

irlstirance choose whether to take medications 
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for cardiac problems or diabetes, when they 
can afford only one? These challenges speak 
to the larger issue of a culturally effective 
health-care system and move the debate 
from the confines of the individual provider's 
office to the larger arena of health-care 
delivery. • 

Cultural competence at one level can be 
seen to deal with the "haves" and the "have 
nots." As the numbers of working under- and 
uninsured swell and the middle class shrinks, 
the at-risk population becomes larger. The 
current "safety net" is not sufficient to help the 
number of under- and uninsured people in the 
United States who do not have health care. Ac
cording to the US Census, between 15% and 30% 
of the population was uninsured in 2003. The 
segment of the population with employment
based health coverage dropped from 70.1% in 
1987 to 64.2% in 2002. In 2001 and 2002, both 
the number and percentage of Americans 
covered by health insurance declined. 50 

The United States must transform its health
care financing network into a realistic and 
tenable health-care system that provides bet
ter access to health care for all its citizens. 

► SUMMARY AND 
RECOMMENDATIONS 

I 

Cultural effectiveness is an essential clinical 
competence, a goal to be pursued rather than 
a discrete end point. It is an ongoing process 
of learning and skill building, of refining and 
improving upon.1 By allowing patients to dis
close their lives, experiences, and the personal 
factors that influence them, health professionals 
can develop strategies to address the whole pa
tient, not just his or her disease. By enhancing 
communication between patients and clinicians, 
health care professionals can also. elicit infor
mation that can change the course of a clinical 
encounter. Moreover, with added knowledge 
and skills, health professionals can craft solu
tions in a number of "languages" of cultural rel-
evance, affording patients a number of ways to 

,I 

II 
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ii 
ii 
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connect with care, ultimately decreasing health 
disparities and improving wellness in patients. 

Educational objectives can be defined by 
beginning at the end and asking, "What do 
you want to achieve?" Once that is clarified, 
the best way to measure the objectives can be 
identified. There needs to be consensus among 
health-care providers, health industry adminis
trators, governmental officials, and patients that 
health disparities need attention, education, and 
research. From the individual student to the 
largest managed care organization, a dedicated 
effort needs to be put into place, involving re
sources and measurements of impact, to train 
clinicians working in offices and hospitals. Or
ganizations need to be receptive to the change 
needed to encourage culturally responsive and 

► TABLE 21--4. Summary of Main Points 
Regarding Cultural Competency 

... -_:;.j~..(,"t_f"='\ '• ·i ,. .. 

' Pa!ie_nfs' value an_d. o.~lief systems, 
.. --Oc!,.._..~ • "' w., i-' • $< 

~ ti~liaviors, and hS:alth-care 'practices are 
''.:-.eJiJical to a suci::e~s~t.if c)i.niciil encounter 
Diifearities in the recog)1!!ii3h· 9.f symptoms, 

health-care-seeking bt?_havicirs, 
communication and expression of 
syrhpt0!TIS, ability to undirst~nd treatment 
pia_n~ 0( instructions, expectations of care, 
·and adherence ~o gr~¥~nJi~m. <=~arts and 
tre~tment reg!m.e~1~ ifi9ti,c,9~!riqL_Jt~ to 
disparities in health and poor health 
outcomes • 

WorldfViJws, family systems, and barriers to 
• care are importanl'aspetts' ot ' 

knowledge-based issues for culturally 
~ff~ctive care deltVeiy ,.: ~ 

To.proyide quality he~ft6~¢~re, providers 
fl"!USt recognize th1;ri1."td.!y.Lc:l1;1_~1 and cultural 
i,l"Jf\ye]'l~s that affect a. P,atient's behavior 

Phy,~i~iar:is _must rgc_ogrJi.zeJ1n!'.J 1.,mderstand 
!fj!3Jay~rs. of in_flj~ns~ t,f:l~i cu\ture irnparts 

~ on _pi;opl~~; !1.~~-lth i[! or~~~jo d~liy1;.r high 
. !1uality-c~re an,cj ~lim_i,naf~ health disparities 
The entire office, fiospifal', or other 

lleatth.:Car~ ;ettirig~must ihciude all 
memoers (office staff as' weir as 
h~aitli-care professionais) in the effort to 
enhance ttie medical encounter and· 
provide a culturally appropriate experience 

appropriate health care for diverse patients .. ,, 
ble 21-4 summarizes the main points about;~~
tural competency that have been outline9:! '.' 
this chapter. Recommendations to help achl.l • e 
the goal of a culturally responsive hea.}_. 
care system are summarized in Table 2;.i' 
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CHAPTER25 
Trust, Medical Care, and 

Racial and Ethnic Minorities 
VANESSA NORTHINGTON GAMBLE, MD, PhD 

.,, 

iJ:t is the cornerstone of the provider-patient 
·~tionship and the foundation for quality 

n°'e?Jth-care delivery and outcomes. It is an el
e ,-ent of constructive relationships between in
estigators and participants in biomedical re
-!fCh. Trust also plays a role in sustaining 

[P.U~lic support for health-care professionals, 
~t>inedical research, and public health. 

~'The American public's trust in medicine has 
~ed over the past several decades. Rea

SJ_b,s behind this decline include the increased 
Rehetration of managed care, limits on patient 
filioice, the growth of for-profit medicine, the 

,owing medical sophistication of patients, and 
m,~dia coverage of medical errors and research 
q.ndals.1- 3 Research. suggests this lack of trust 

• :Particularly acute in racial and ethnic minority 
•0qununities.4 Thus, the erosion of trust is a sig
.: . cant obstacle in efforts to improve the health 
f minority communities that must be addressed 

·, :me are to eliminate racial and ethnic dispari
ti~s in health and health care. 
:: This chapter examines the complex relation
:MP among trust, racial and ethnic minorities, 

at).~ health care. It provides an overview of the 
6pic, reviews the literature on the topic, and of
e~some recommendations on how to develop ,..__ 

J :~-
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a trustworthy health-care system that benefits 
racial and ethnic minorities. 

► TRUST AND HEALTH CARE 

In recent years, a growing body of research has 
examined the concept of trust in health care: its 
definition, components, impact, and measure
ment. As of yet, there is not a universally"" ac
cepted definition or conceptual model of trust. 
But there are definitions that provide a useful 
conceptualization of the topic. Rotter defines 
trust as "an expectancy held by a person or· 
group that the word, promise, verbal or written 
statement of another person or group can be 
relied upon."5 Mechanic and Schlesinger state 
that "trust refers to the expectation of the pub
lic that those who serve them will perform their 
responsibilities in a technically proficient way 
(competence), that they will assume responsi
bility and not inappropriately defer to others 
(control), and that they will make patients' wel
fare their highest priority (agency)."6 

There are two broad categotj.es of trust: in
terpersonal trust and social trust. Interpersonal 
trust refers to trust in individuals such as physi
cians and other health-care professionals. Goold 
cogently described the importance of trust in the 
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physician-patient relationship when she asked, 
"Without trust, how could a physician expect 
patients to reveal the full extent of their medi
cally relevant history, expose themselves to the 
physical exam, or act on recommendations for 
tests or treatments?"7 Interpersonal trust usually 
comes as a result of direct personal experience 
with an individual. Social trust refers to trust in 
collective institutions such as hospitals, health 
plans, or health-care professions. Social trust 
usually arises not only as a result of personal in
teractions, but also from collective relationships, 
media portrayals, and historical experiences. Al
though the two categories are interrelated, they 
are not mutually exclusive. For example, an 
individual may trust his or her own personal 
physician, but not trust the generic "medical 
profession." Or, a person might seek care from 
an unknown provider affiliated with a particular 
hospital because he or she trusts the reputation 
of the facility. Trust is not a static process, btit 
rather an ongoing, dynamic one that is created 
through consistent positive relationships.8 Me
chanic reminds us that trust is also fragile and 
can be "easily challenged by a discomforting act 
or by a changing social situation."1 

Researchers have identified trust as a fac
tor critical for positive health outcomes.9- 11 

It has been associated with increased patient 
and physician satisfaction, improved provider
patient communications, greater adherence to 
medical recommendations, and continuity of 
primary care. Trust may also help reduce health
care costs because it may obviate the need for 
additional tests and referrals that patients re
quest in order to feel reassured about physi
cians' recommendations and diagnoses.12 Pa
tients themselves have identified factors such 
as caring and comfort, technical competence, 
and good communication skills as some of the 
physician behaviors that engender trust.12 

► RACE, TRUST, AND 
MEDICAL CARE 

Research has demonstrated that racial and eth
nic minorities have lower levels of trust in 

medical providers and in medical instituti • 
than do white Americans. Distrust can lead~' 
decreased patient satisfaction, low enrollni\ 
in clinical trials, greater reluctance to seek m~; 
ical care, poorer patient adherence to trea -%t 

recommendations, and increased unwillin 
to donate organs. Hence, distrust can adve • 
affect health outcomes and contribute to da\ 
and ethnic disparities in health and health ,,$f/i'! 

Most of the studies that have examined. 
health care, and racial and ethnic minorities 
have focused on African Americans. ReseJ'cln 
has demonstrated that African Americans h~i" ..,,,., 
lower levels of social trust toward medical iristi-

- \"J;-'.. 

tutions than do white Americans. For examp_l~ 
in a 2000 study that examined the attitudes¾, 
781 African American and 1003 white car'.,;,_ 
patients, LaVeist et al found that patients'' 
ceptions of the existence of racism in the·1ft 
ical care system and their level of medical •:~ 
trust were significant predictors of patient/'' 
1sfaction. In this study, African Americans 
more likely to perceive racism in the health: 
system and report distrust in clinical se 

lP~.t!i 
and thus expressed less satisfaction with': • • 
medical care.4 , 

Research by Boulware et al underscore· 
need to better understand minority patien' 

~ 

titudes toward the various components o 
health-care system rather thah the systf 
general. In a 2003 study, they analyzed.di 
titudes of 118 Maryland residents (42%:[fl.:;., 
Hispanic black and 58% non-Hispanic white)! .• 
ward physicians, health plans, and, hosp~~ • 
Their results demonstrated that the levels of· 
differed according to the object of trustii 
found that African Americans were near!~ 
as likely to express trust in their physic"'" 
whites and were 20% less likely than whit , 
express trust in hospitals. Paradoxically, Afri • 
Americans were twice as likely to express., 
in their health plans. The researchers hyp, 
size that perceptions of distrust may be·, 
pervasive in situations where race cann~ 
hidden. Thus, the finding about increase . 
in health plans might be explained 'by 
fact that the respondents rarely had fai:: 
face interactions with health plan perso~-,., 
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"i situation that yields racial anonymity and per
lhaps less fear of racial discrimination. This re-
1search also revealed that the black participants 

~}had greater concerns about personal privacy. 
~ Studies have also suggested that African 
;!Americans have lower levels of interpersonal 
tttrust toward physicians and have demonstrated 
• if that they fear that physicians might, because 
,]of their race, make decisions that are detri
:Jmental to them.10•14 Still it should be noted 
· tmat these analyses have demonstrated that most 
• 1i~rican Americans do trust their physicians, but 
;lJ~ significant minority do not. When asked in a 

~~~iJ.999 study whether they trusted their primary 
rnephrologist's judgment about their medical 
~care, African Americans responded "somewhat 
~br hot at all" more often (men, 22%; women, 
f'~4%) than whites (men, 11%; women, 12%).15 

~-/Concerns about raced-based discrimination in 
·_,the physician-patient relationship may affect the 
• evel of trust that minority patients initially of

r physicians who are not of the same race. 
, esearch has shown that race concor<lance be

een patient and physician is positively corre
ted with higher perceptions of quality of care, 

. ommunications, patient satisfaction, and par
fticipatory decision making.16- 19 Such research 
•'makes plain that for many African Americans, 

:~~eir relationship with their physicians is not 
: :solely a medical one, but a racialized one ·that 
:;aarries with it experiences bom out of this coun
-:trY's legacy of racism and racial discrimination. 
:,r~pdeed, racial bias has been demonstrated to 
:;play a role in physicians' interactions with mi

~T.9ority patients. 
:•,tr- Researchers have also analyzed African 
•,¾fl1ericans' attitudes toward particular measures 

,i.:~ch as organ donation and have found lower 
•'1,i:!vels of trust. 20•21 African Americans are less 
/Jfkely to be organ donors-attitudes that are 
qased, in part, on their beliefs about their dif

'.>{~rential treatment in the medical care ~ystem 
, and the devaluation of black lives in the United 
• States. One study found that more African Amer
'J~ans (37.9%) agreed that physicians would be 
·: ~ss likely to save their lives if they were known 
J9 be organ -donors than did white Americans 
}~l.2%).21 African Americans disproportionately 

suffer from chronic kidney disease and develop 
it at an earlier age than white populations. 
Therefore, the demonstrated paucity of live and 
cadaveric kidney donations from African Amer
icans significantly contributes to the disparities 
in the mortality and quality of life of African 
Americans with kidney disease. 

Participation of racial and ethnic minorities 
in medical and public health research studies 
is a critical component of efforts to eliminate 
health disparities. Trust is a critical factor de
termining whether a person will enroll in a re
search study.22 However, members of minority 
groups express low levels of trust toward re
search. Using data from a national telephone 
survey, Corbie-Smith et al found that in co,m
parison to white Americans, African Americans 
were more likely not to trust their physician to 
fully explain research participation (41.7% ver
sus 23.4%); more likely to believe that they had 
been used as participants in'an experiment with
out their permission (79 .2% versus 51.9%) and 
more likely to express concerns that someone 
like them would be used as guinea pigs with
out their permission (24.5%versus 8.3%).23 In an 
earlier study, Corbie-Smith et al found that a lack 
of trust among African Americans led to strains 
in the informed consent process. 24 They demon
strated that distrust led African Americans tp be
lieve that informed consent was solely geared 
toward persuading them to participate in clin
ical trials, not to protect them. Corbie-Smith et 
al concluded that informed consent seemed to 
hinge on• the presence or absence of interper
sonal trust. 

Despite the burgeoning diversity of Amer
ica's racial and ethnic minorities, most of the re
search into trust has focused almost exclusively 
on African Americans. There is a critical need 
to assess the attitudes of other racial and eth
nic minorities. However, preliminary research 
suggests that other racial and ethnic minori
ties are also more distrustful of the health-care 
system than are white Americans. One study 
that assessed the attitudes of African Ameri
can and Hispanic women regarding their will
ingness to undergo breast cancer screening re
vealed racial differences. It found that Hispanic 
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and African American women were less likely 
to perceive the testing as beneficial, and that 
Hispanic women were the most opposed to 
screening before adjustment for other sociode
mographic factors. The lower levels of trust 
of the African American and Hispanic women 
were also associated with less adherence to rec
ommended breast screening protocols, suggest
ing that a lack of trust may be a barrier to 
racial and ethnic minorities seeking preventive 
care.25 

Other studies suggest the existence of lower 
levels of trust in Asian, Hispanic, and Native 
American communities. Research has demon
strated that Hispanics are less willing to do
nate organs than are whites.26 Culturally sen
sitive organ recruitment programs could play a 
role in increasing organ donation from minority 
communities. For example, a study conducted 
on Native American reservations revealed that 
Native Americans were more likely to donate 
if asked by a health care worker from their 
own culture.27 Native Americans have also ex
pressed distrust of genetic research. Other stud
jes have demonstrated that Asian Americans are 
less likely than white Americans to be satis
fied with their care and less likely to have trust 
in their physician.28•29 Ngo-Metzger et al found 
that rates of dissatisfaction and loss of trust 
were higher in Asian Americans who thought 
that their physicians did not listen to them 
or did not understand their backgrounds or 
values.28 These findings underscore the impor
tance of cross-cultural education and commu
nication skills in promoting trust in clinical set
tings. 

Research has also indicated that it is impor
tant to take both race and gender into consid
er.ation to obtain a fuller understanding of is
sues of trust and racial and ethnic minorities. 

• Doescher et al found racial and ethnic dispari
ties in perceptions of physician style.and trust. 14 

Both African American and Hispanic patients re
ported less positive perceptions of physicians 
than did white patients; the differences, how
ever, were most pronounced in African Ameri
can and Hispanic men. In a telephone survey 

that examined the attitudes 
residents, Boulware et al found racial and· 
der differences in willingness to donate b 
and cadaveric organs.20 African American (4l¾i 

t'ls?!~'"~,MJ 

and white (59%) women were less likely t.8§ ., 
willing to donate blood than African Ame 
(66%) and white (86%) men. In addition, 
jority of the white respondents had agre • 
be cadaveric organ donors, whereas only . 
nority of the African American respondents~ 
Sixty-five percent of the white men surv_ .. 
had signed up to be organ donors, as had 60%( 
the white women. In contrast 38% of the Afrig 
American women surveyed had signed up tq/' , 
organ donors and only 19% of the African ... 
ican men had. Mistrust of hospitals and, ~\ 
cerns about hospital discrimination expl~iµ 
most of the differences in willingness to de{•· 
blood, whereas religious beliefs and spiri'' 
ity explained most of the differences obse,, 

.,; 

in willingness to donate organs among the· • 
groups. 

► WHY THE DISTRUST? 

The reasons underlying the erosion of tru.st} 
the general public toward medicine alsQ'J:.< -
feet the attitudes of racial and ethnic minon_· 
however, given their lower levels of trust{!. 
ditional causes must be considered. A compf 
interplay of social, political, cultural, and h,isJ0. 
ical factors influence the expectations, b~li -. 
attitudes, and behaviors that patients bripg:.' • 
the health-care system. 

Historical examination helps shed ligp.t\ .. 
the attitudes of racial and ethnic minoritiei;-f 
ward medical care and medical research~. -m 
Tuskegee Syphilis Study, the 40-year US g?:
ernment study (1932-1972) in which 399 bl~C 
men from Macon County, Alabama, we~- d -
liberately denied effective treatment for Sfl)~ 
in order to document the natural histO:ry,J 
the disease is frequently cited as the p --~ .-·~ 
source of distrust, particularly among . Afii..: 
Americans. However in an article on the his 
of African American attitudes toward me • • • 
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•. amble has noted that the distrust 
·ublic revelations of the Tuskegee 
~ dy and that African Americans' at
•:ard medical care and research are 
;mplex than can be attributed to one 

;event.3° They are also rooted in other 
,~xperiences, such as slavery and legal
gation, as well as contemporary racial 

. tion. 
yer, empirical research about the in-

• f the ,Tuskegee Syphilis Study is equiv
'9§Y.,telephone survey of 218 African 
,. and •203 white Americans from Jef
;·ti11~ty, Alabama, found that 52% of 
.• n .~ericans and 46% of the whites 
j)µt the Study. Twenty-two percent of 
:an Americans stated that the Study 
i'rl less willing to participate in a re
):ly, compared with 10% of white 

6nts.31 In contrast, a 2000 study found 
~": eness of the Tuskegee Syphilis Study 

uence an individual's willingness to 
te':tn a clinical trial.32 The researchers 

. eir findings on ten focus groups con
·~, ith -103 African Americans also from 
; ,4\2002 survey of 91 African Ameri

cl 8? y.rhite Americans from Detroit also 
• clal differences in knowledge about 
. egee Syphilis Study.33 Eighty-one per
'African Americans and 28% of whites 

.. ·•wledge of the Study. This research re
jthat White respondents were more likely 

rican:-1\merican respondents to be will
·awcipate in medical research and that 
~:Americans were less likely to believe 
:-racial and ethnic groups shared the 
. ~ burdens of medical research. The re
' however, found that knowledge of 

. ~egee Syphilis Study alone did not in-
• the willingness of an individual to par-

- 'irI a research study. Furthermore, al-
. 1IIla!lY African Americans know about the 
ee Syphilis Study, many hold iriaccurate 

"; ut it. For example, a persistent myth 
• study is that the men were irijected 
• ·s. Nonetheless the Study is part of 
tive memory of many African Amer-
·' 

icans and continues to exert a profound im
pact on mirid-sets of many African Americans 
because it has become a symbol of their mis
treatment by both the federal government and 
the medical profession.3°,34-36 

The histories of other racial and ethnic mi
norities also help further our understanding of 
the foundations of distrust. US immigration poli
cies have influenced the attitudes of Latinos 
toward medical care. In 1994, California vot
ers approved Proposition 187, which denied 
undocumented immigrants (or those suspected 
of beirig so) access to state services, includ
ing health care and public education. The ref
erendum never went irito effect because it was 
<leclared unconstitutional at the federal district 
court level and Governor Gray Davis tlecided 
not to appeal this decision. Despite the failure 
of Proposition 187, undocumented immigrants 
irI California and in other locations often view 
health-care workers as agents of immigration 
authorities and therefore are often reluctant to 
access health-care services.37 

The experiences of Latina women as victims 
of reproductive abuse have also contributed to 
attitudes of distrust. For example, irI a study con
ducted in 1969 at a family planning clinic in 
Austin, Texas, poor mostly Chicana woiµen re
ceived what they believed to be contraceptives. 
However 76 patients, without their knowledge, 
received placebos. Those who became pregnant 
were not provided with abortion services even 
after they requested them. 38 In addition, there is 
evidence of high rates of sterilization of Puerto 
Rican women, both irI New York City and in 
Puerto Rico; and of Chicanas irI California and in 
the Southwest.39 The Internation~l Planned Par
enthood Federation and the Puerto Rican gov
ernment waged a sterilization campaign on the 
island that proved so successful that by 1968, 
more than one third of women of childbearing 
age on the island had been sterilized, the high
est percentage irI the world at the time.40 Puerto 
Rican women were used extensively during the 
1950s as research subjects in early clinical trials 
of birth control pills, intrauterine devices, and 
contraceptive foam. 39 

,, 
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Research abuses have also occurred in Na
tive American communities. A sterilization ef
fort on Indian reservations during the 1970s left 
more than 25% of Native American women ster
ile. Between 1973 and 1976, physicians at four 
Indian Health Service hospitals sterilized more 
than 3000 women without obtaining adequate 
consent.40 The distrust of Native Americans to
ward medical institutions must be understood in 
the context of the abrogation of treaty rights, the 
desecration of sacred burial grounds, and the 
history of off-reservation boarding schools.41 

Notwithstanding the importance of these 
historical events, the most critical factor in ¥n
derstanding the attitudes of minorities toward 
medical providers and institutions is the con
tinuing discrimination and unequal treatment of 
racial and ethnic minorities in today's society. 
An ever-growing body of research has defini
tively demonstrated racial and ethnic disparities 
in access to care and quality of care. To offer 
just a few examples, relative to whites, African 
Americans--and in some cases Hispanics-are 
less likely to receive appropriate cardiac proce
dures; less likely to receive hemodialysis and 
kidney transplantation; less likely to receive 
state-of-the art care for human immunodefi
cJency virus (HIV) infection and acquired im
munodeficiency syndrome (AIDS); and more 
likely to receive lower quality preventive ser
vices even when variations such as insurance 
status, income, age, and coexisting condition are 
taken into account. 42- 44 In addition, trust is a 
social contract that builds over time, and a lack 
of health insurance negatively affects the con
tinuity of care. Racial and ethnic minorities are 
significantly less likely than white Americans to 
have health insurance. In 2002, approximately 
32% of Latinos were uninsured. In comparison, 
20% of African Americans, 18% of Asian Ameri
cans, and 12% of white Americans did not have 
health insurance.45 

This research confirms the beliefs of mem
bers of minority groups that their race or eth
nicity may determine the quality of their health 
care. Distrust, it seems, may result from expe
rientially based expectations for care. A 1999 

study commissioned by the Kaiser Family F 
dation found that 67% of the African Ameri 
surveyed stated that they were very or s6-' 
what concerned that they or a family meih • 
would 'be treated unfairly in the future v,. 
they sought medical care because of their, ,,..
or ethnicity.46 Fifty-eight percent of the La:., 
polled were very or somewhat concerned~ 
they or a family member would be treated"" 
fairly when they sought health care. In con:· 
only 24% of whites in the survey stated that'"_ 
were very or somewhat concerned that th( 
a family member would be treated unfairly;: 
cause of their race or ethnicity. A 2002 Ka.,, . 
Family Foundation survey revealed that min' 
ity physicians also believe that racial and e ,,~~-
minorities receive poorer health care thari'\ 
white Americans.47 This survey found that -izVt 
of African American physicians, 52% of tatlnp 
physicians, 33% Asian physicians, and 25%,o. · 
white physicians said that the health-care • 
tern very or somewhat often treated people·~
fairly based on their race and ethnicity. Td, .• 
sure, individuals who have experienced ra~t 
or perceive racism in the health-care systein/ 
less likely to place trust in the system. •• • 

► STEPS TOWARD A 
TRUSTWORTHY HEALTH-CARE" 
SYSTEM 

Crawley offers an important corrective tci'\,, .· 
distrust literature.48 She notes that most of''@ . ...-..,.;.. 
research on trust and minority commu!).l.~es 
has focused on the attitudes of these popµl ., 
tions towai:d providers and health-care ~U~
tions. Crawley criticizes such an approa¢t;" 
inadvertently promoting stereotypes thatc,flll!,19 
ity Americans are inherently mistrustful. Su: . 
stereotyping, she argues, might convin,e~t 
searchers to curtail their efforts to recruit . 
norities into clinical trials or lead clinid,_ .. 
omit full explanations of treatment optiq 
minority patients because of a belief that 

J,·· 
would be nonadherent to therapeutic re· 
mendations. 

Cr: 
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:;jjJ Crawley views distrust as a breach of trust 
tind calls for a paradigm shift that focuses on 

}itustworthiness rather than on distrust. Such a 
·,• ift puts the onus on health-care profe~sionals 

nd health-care institutions to address the prob
lem of trust. It encourages them to look within 
:their own environments and institutions for the 
~-iources of untrustworthiness. Her work prompts 
J'fhe critical question, "What have health-care 
• ·rofessionals and health-care institutions done 
Jo demonstrate that they deserve the trust of 
:i--acial and ethnic minorities?" 

;.,b There are several steps that health-care pro
''.Jessionals and health-care institutions can· take 
,;l,to create a trustworthy health-care system for 
)racial ahd ethnic minorities. Initiatives that help 
·jtaff and institutions to provide care in a cul
,,Jhirally competent fashion need to be advanced 
.. :, nd supported. Cultural competence education 

-an help providers better understand the his
ories, culture, experiences, preferences, and 
ealth behaviors of their minority patients. In-

. reasing physicians' knowledge of the African 
{f American experience, including the Tuskegee 
t\Syphilis Study and the history of racism in this 
.. '.':'.~ountry, would help them better understand the 
...,<,'perceptions of some of their African American 
_-\patients. Cultural competence could also help 
"'health-care professionals bridge cultural divides 
: iby providing them with a better understand
'' iing of a racial or ethnic minority group's views 
.' ;of symptoms and illness. For example, knowl
., ~edge of the health behaviors of Asian popula
•. 'itions c~mld help providers see that distrust of the 
_\Western health-care system and patients' per
'"; ceptions that Western practitioners are critical 
. 1 of Asian health beliefs can manifest as lack of 
. :adherence, ranging from refusal to follow treat
' i ment recommendations to reluctance to con

•_ isult Western physicians.49 But cultural compe
• ~; tence must go beyond the creation of training 
·.lfprograms; it must become part of the institu
:i\tional fabric of the US health-care system. The 

1~February 2000 decision of the Liaison Commit
·11 ~ee on Medical Education, the body responsi
Jl:>le for accrediting medical schools, to mandate 
:fi,thatcultural competence be a criterion for med-
·f,_. 
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ical school accreditation is an example of an im
portant siep in the institutionalization of cultural 
competence. 

Research has demonstrated that health-care 
professionals need good communication skills 
to facilitate the development of trusting rela
tionships with patients. Thus, it is important 
that health-care professionals have training that 
advances communication skills emphasizing 
honesty, respect, and inclusiveness. To promote 
the importance of good communication skills 
for quality health care, it may be necessary to 
have the assessment of such skills as a require
ment -of professional certification. 

Studies have also shown that language bar
riers can adversely affect the development of 
trusting relationships with racial and ethnic mi
norities. Health-care institutions should create 
programs that address the needs of their pa
tients with limited English proficiency (LEP), 
especially in light of the nation's changing 
demographic shifts. According to data from the 
National Health Law Program, 15 states have 
had a greater than 100% LEP growth between 
1990, and 2000. Under Title VI of the Civil Rights 
Act and its implementing regulations, health
care providers who receive federal funds have 
a legal obligation to ensure that people with 
LEP have meaningful access to health services. 
Failure to do so would constitute discrimina
tion based on national origin. However, many 
health-care providers and institutions have op
posed the implementation of Title VI because 
they view it as an unfunded mandate. In addi
tion, many providers do not know the expec
tations of Title VI and how to implement this 
federal mandate. Overcoming language barri
ers is critical to the development of trust. Thus, 
it is important that health:-care institutions and 
providers develop efficient and cost-effective 
practices that implement Title VI. 

Health-care providers and institutions can 
also improve the levels of trust of minor
ity patients by supporting efforts to diversify 
the health-care professions and to eliminate 
racial and ethnic disparities in health care. Re
search has demonstrated that racial and ethnic 
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concordance between patient and provider was 
associated with more positive satisfaction with 
the care received. Patients believed that these 
visits were more participatory, supportive, and 
less discriminatory-in other words, more trust
worthy. At a time when affirmative action and 
diversity initiatives are increasingly under at
tack, it is important that health-care providers 
and institutions advocate for the continuation of 
diversity programs and make the case that such 
programs are critical for the provision of quality 
health care. Likewise, it is important that health
care providers and health-care institutions be 
visible supporters of efforts to eliminate racial 
and ethnic disparities in health care. ,Such ad
vocacy would demonstrate to racial and eth
nic minority patients that health-care providers 
and health-care institutions acknowledge the 
disparate treatment that they may receive in the 
health-care system and are prepared to address 
the problem. 

Resear-ch into understanding the role of trust 
in improving the quality of care is in its early 
stages of development, especially with regard to 
minority populations. More studies need to be 
done to develop validated measurement instru
ments and to better elucidate the mechanisms of 
the ways in which trust influences health care. 
Much of the research on trust in minority pop
ulations has focused on African Americans, re
sulting in a significant research gap with respect 
to other minority populations. In addition, most 
of the research has concentrated on the role 

► Case Study 

Mrs Elizabeth Jones is a 79-year-old black 
woman with a history of high blood pressure 
and diabetes. A widow, she is a retired high 
school principal who is very active in her church 
and volunteers in the Foster Grandparent pro
gram. One evening she develops paralysis on 
the left side of her body and her family rushes 
her to the local hospital, where she is diagnosed 

of physicians in influencing trust; more w. ' 
needed to understand the role of other h 
care professionals. 

Another critical step in the developme • 
a trustworthy health-care system for mirl'd 
populations is for health-care providers:; 
health-care institutions tQ provide mech i, 
for community consultation, evaluation {~ 
collaboration. They must develop stron~: r~UC
tionships with members of minority comm1{ ··
ties so that community members can assist thi • 
in determining sources of distrust and acti?itl" 
to address and overcome them. For exani~( 
researchers may think that the source of di::; : 
is the Tuskegee Syphilis Study when·it ~y ~ 
fact be a local or institutional breach of ~t! 
By consulting members of minority comrrf :<· 
ties, health-care providers and health-care .. • 
tutions clearly demonstrate that they respec; ' 
needs, thoughts, and experiences of racial : 
ethnic minorities and understand that trus ·-p 
something that should be earned, not assum 

On May 16, 1997, President Bill Clinton a' 
ogized for the Tuskegee Syphilis Study.•": 
White House ceremony. The legacy of~
that has become associated with the Syp' 
Study prompted the campaign for the apol9 · 
Commenting on the need for the apology;;., 
David Satcher, then Surgeon General and ;..,•, 
tant Secretary for Health and Human Se~ic . 
remarked, "The distrust is hurting us. I th: , 
we've got to really focus on it. "50 Those wcif ., • 
still hold today. i}~ • 

with a stroke and is admitted to the hospj 
intensive care unit in stable condition. She 
conscious but has difficulty speaking and; : . 
not move her left arm or leg. The next da'f, ~\ 
is visited by the neurology team, which incl_ud 
the attending physician, chief resident, jumo 
resident, and two medical students. All ri!$,P
bers of the team are white and none has·.i.::i· 

.< . ...:i,.~ 

f1,~~-



CHAPTER 25 TRUST, MEDICAL CARE, AND RACIAL AND ETHNIC MINORITIES 445 

.~et Mrs Jones. Dr Charles, the attending physi
cian, greets her, "Hello Elizabeth. How are you 
,aping today?" During his visit with Mrs Jones, Dr 
~€harles does not make eye contact with her or 
:h~r son who is in the room. He talks about her 
• ~ edical condition with the other members of 
···e team as if the family were not there. He ap
'foaches the issue of end-of-life care. He asks 
er if she would want her heart restarted if it 

§topped. He also asks her whether she would 
Ji,ant life support systems withheld if her ,con
~.dition were to drastically worsen. She says that 
, she does not know. "Well we need to have these 
, things on your chart as soon as possible," the at
. ~ending replies. At this point the son confronts 
• .the physician because of the disrespectful man
:' lier in which his mother has been treated. "First 
• ·of all, her name is Mrs Jones, not Elizabeth. 

• • .you are asking these questions about withhold
'hlg treatment because she is an elderly black 

.,;'woman. I am sure that you do not ask white pa-
• )Ients these questions. I know that black patients 
\;,receive different care than white patients. You 
,/think that because she is black that she is poor 
:;'\'and cannot pay for her treatment. That is why 
;you are asking these questions. She does have 
:,/insurance." As he leaves the room, Dr Charles 
;iresponds, "Black and white patients receive the 
;'t~ame care. This is not a racial issue." 
ri Later that afternoon, Mrs Jones's primary 

, l,1 physician, Dr Ruggere, who is also white, comes i;, to visit her. She has been his patient for more 
·\ than 10 years. "Hello, Mrs Jones. Hello Mr. 
·'\Jones," he says as he sits down on her bed. 
. ; Holding her hand, he· discusses her medical con
) dition and her fears. He too approaches the is

'.·;., sue of end-of-life care. "For several years we 
. i. have discussed what you would want done if 
. } you became critically ill and could not make de
i cisions for yourself. I know that you have also 

• ~ discussed this with Reverend Morris. I know that 
• J this is a difficult discussion for you, but we need 
{ to move toward making some decisions." The 
1 son again r?ises his concerns about the differ
/ ences between the treatment of black and white 
t patients. Dr Ruggere asks why he thinks this. 

, ".. The son explains that black lives are not often 

valued as much as white lives. "The Tuskegee 
Syphilis Study showed that. I have also read 
some newspaper articles about recent medical 
research that confirms that black patients are 
treated differently than white patients." "Yes, I 
know about the Syphilis Study and am famil
iar with those recent medical studies. I under
stand your concerns," Dr Ruggere responds. He 
reassures Mr Jones that his mother, along with 
.the family, not physicians, would be making the 
decisions. Mrs Jones says that she is afraid to 
have this discussion without other family mem
bers being present. "I understand," Dr Ruggere 
replies. "Why don't we call your daughter and 
other son, and perhaps Reverend Morris and 
I can meet with them later." Mrs. Jones's son 
thanks the physician and agrees to set up a fam
ily meeting. 

► SUMMARY AND 
RECOMMENDATIONS 

Trust is the cornerstone of the provider-patient 
relationship and the foundation for quality 
health-care delivery and outcomes. It is also 
an element of constructive relationships be
tween investigators and participants in biomedi
cal research. Caring and comfort, technical com
petence, and good communication skills have 
been idei;itified as physician behaviors that en
gender trust. 

Research has documented that racial and 
ethnic minorities have lower levels of trust in 
medical providers and in medical institutions 
than do white Americans. Distrust can adversely 
affect health outcomes and contribute to racial 
and ethnic disparities in health and health care . 
It leads to decreased patient satisfaction, low en
rollment in clinical trials, greater reluctance to 
seek medical care, poorer patient adherence to 
treatment recommendations, and increased un
willingness to donate organs. Race concordance 
between patient and physician is positively cor
related with higher perceptions of quality of 
care, communications, patient satisfaction, and 
participatory decision making. 
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► TABLE 25-1. Summary of Recommendations 
~"""·-~'- t• 1 6 -.. L-' 1?~--"'\ ~·:;,.f :r..-~0.::t;.,t-."'"fo:j{j;.\lf .i:;r.1;:;H~ .~ ":".~ ,1,::- ~;,-

"·• _lnifiatiye~ th~{ help_ Ji~~ltfi,care_ '. . " • 
,, • f.pfofe~sion'als' i:ind0

1nstituill:5liltb' pr6~fde 
';,!; cultu'rally dornJ?etent' cafe trfouicfhe 

Eidvanced an~d supportedi1 ·'-,/'' J.i,, i 

,_ ~~ Health-care pfofessionaiiheed training td '· 
l develop- colnriltmicatidn skills that 

H e·mph~sii;e~horre,sty; ~es-i~e_ct;i.and-
., in,,_glu_§iyen~ss .- , }, ~,, 
, Efficient and cost-effective. measures that 

3mple~entTitl~ vf 'ai ih;;Ci~f Rights ict 
-·~.ti- • .i-~,,._ -:· • _,..-..:,._=!, ':'i~j:~ ~.,~, ,;·1 ~;,,!-~.., .... --..-•• , .i"f ~ _fi 

.,...,,;~h~~~, JJ~e .d§l,v~l~P;E:~JR: ~r,7,~J.~8~! _and 
•· ,~Wai5i [l_ingril!~~-wi~li ljrriite,q,~,rigllrh 
'·t~ f ·t•'"•.l .,,. ,~ - • - J. -~ ~-

I?rq 1,9!eJ.!~Y , . . . -·,.,.~ .... 1 
·• Healtti-care providers and institutions must 
,; befc'&rrfe visible acfoocates of' effb'rts td 

ilicreas1 the cliversity of tns ti~alth-care 
profession and td eliminate racial· and 
ethnic disparities in health • 

• More research must be conducted to better 
understand the role of trust in improving the 
quality of care for mino_riJy patien_ts; this 
researqh mu~t ~nclupf)~trp\nqrity,, 1 

ppptJlations 
• Health-care providers and institutions need 

.. ,..,. ~ "'tC>:. - "" ,.... ' - i',..._... - •t ~ -- , • 
t6 have strcin'g relationsliips with the 
dommt.inities that tfi~y sJrve. Mechanisms 
for community consultatiori, evaluation, and 
collabo'ration must be developed 

Most of the research on issues of trust in mi
nority communities has focused almost exclu
sively on African Americans. There is a critical 
need to as~ess the attitudes of other racial and 
ethnic minorities. Preliminary research suggests 
that other racial and ethnic minorities are also 
more distrustful of the health-care system than 
are white Americans. 

Race and gender play roles in the develop
ment of trust:- African American and Hi~panic 
men report less positive perceptions of physi
cians. The erosion of trust in minority 
communities is a complex interplay of social, 
political, cultural, and historical factors. Empir
ical research on the impact of the Tuskegee 
Syphilis Study is equivocal. 

Trustworthiness, rather than distrust, ma 
a more useful conceptual framework to di&_'. 
the relationship of minority populations to.: 
health-care system. It shifts the onus to he • 
care professionals and health-care institutio __ 
address the problem of trust. Health-care prQ.~ _ 
sionals and health-care institutions can initlft 
several activities to create a trustworthy he· ,;;:
care system for racial and ethnic minorities. -
ommendations aimed at achieving this goal 
summarized in Table 25-1. 
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► INTRODUCTION 

This chapter reviews the historical develop
ment of community health centers (CHCs) in 
the United States, their provision of basic health 
services to uninsured and poor in both urban 
and rural areas, and their promise in population
based health research. Originating in the neigh
borhood health center concept of the 1960s, 
CHCs today provide health and social services 
to more than 14 million individuals, nearly two 
thirds of whom belong to minority groups. 
CHCs also play a role in decreasing health dis
parities by becoming a nidus for health dispari
ties research. 

Special attention is paid to the Southern 
~ommunity Cohort Study (SCCS), an ongoing 
investigation into the higher rates of incidence 
and mortality from most forms of cancer among . 
African Americans. Recruitment into the SCCS 
is now taking place at CHCs across the South. 
The study serves as an example of collabora
tive CHC-based research into determinants of 
health disparities and indicates the potentiai for 
CHC-led involvement in the development of 

Supported by 1R01-CA91408-03; P20-MD000516-02; U54 
CA91408-03; and P60 DK 20593-25. 
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community-supported measures aimed at dis
ease prevention. 

► FEDERALLY QUALIFIED HEALTH 
CENTERS SYSTEM 

The federally qualified health centers (FQHC) 
system is perhaps the single most significant 
component of the health-care delivery sys
tem designed to correct health disparities. The 
FQHC system targets a range of vulnerable pop
ulations such as the elderly, children, the poor, 
the uninsured, the homeless, migrant laborers, 
and individuals living with human immunod
eficiency virus (HIV) and acquired immunod
eficiency syndrome (AIDS). The cornerstones 
of the system are CHCs. CHCs are operated 
by a variety of nonprofit organizations, local 
health departments, health and hospital depart
ments, religious or faith-based organizations, 
medical schools, and other local government 
entities. Costs are covered through a variety 
of sources: private insurance, Medicare, Med
icaid, children's health programs, sliding fee 
scales based on the patient's family income and 
size, foundation or corporate grants, govern
ment contracts, and other funds.1•2 
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Origin and Evolution of Community 
Health Centers 

Contemporary CHCs represent an enduring 
legacy of the War on Poverty, the surviving heirs 
of the neighborhood health center (NHC) move
ment of the 1960s and early 1970s. Responding 
to the imperative to eradicate poverty and rec
ognizing the reinforcing, self-perpetuating cycle 
of poverty on health, on March 16, 1964, Pres
ident Lyndon B. Johnson, in a special message 
to Congress, introduced a program that came 
to be known as the War on Poverty. 'Shortly 
thereafter, Congress passed Public Law 88-452, 
the Economic Opportunity Act. Its declaration 
of purpose established public policy in rela
tion to the elimination of poverty. The Act, <li
vided into seven titles, was to provide employ
ment and training opportunities for the poor and 
to provide community-developed, consumer
directed self-help programs through commu
nity action programs that aimed at the "maxi
mum feasible participation of members of the 
community. "3 • 

One of the most far-reaching and unique fea
tures of CHCs has been the staunch involve
ment of community residents in the planning, 
development, and governance of health cen
ters. The concepts of "community-developed," 
"consumer-directed," "maximum feasible partic
ipation" gave voice to community residents in 
decision making in community organizations. It 
opened new sources of psychological,. financial, 
and political power as the poor found them
selves having a say in, and in some instances 
even controlling, the programs and institutions 
that affect their lives.3•4 

Originally, the Act did not concern itself with 
the development of a health -services delivery: 
system. Its intent was to establish social service 
programs that would enhance the productive 
ability of the poor and facilitate their transition 
from welfare to work. However, physicians H. 
Jack Geiger and Count Gibson, who were on 
the faculty of Tufts Medical School, saw the in
extricable tie between the productive ability of 
the poor and their health status. They sought 
funding to establish a <lemonstration project, 

f ... 
i? 

Clinic 8S, in which the social conditions affect/ 
ing health would be addressed.3 • 

Viewing medical services as one vital com 
ponent of the broader context of health and so· 
cial ,well-being was a novel idea at the time: 
Although the Economic Opportunity Act wa·" 
essentially ari antipoverty program of service ; . 
Geiger and Gibson made a persuasive case tha • 
medical services were merely another social ser 
vice. The Office of Equal Opportunity (OEO 
agreed, believing the provision of both heal 
care and job opportunities to neighborhood res
idents were important, and money was made 
available to demonstrate this new model of. 
health-care delivery. Thus, OEO's involvement· 
in health-care delivery and the development of 
the NHCs was born. 

In 1965, Geiger and Gibson established the 
first NHC in the United States in Columbia Point;,' 
an isolated, largely black, low-income housing', 
project in Boston.3•4 Having worked in the civ~ 
rights movement in the early 1960s, Geiger aQ~ .? 
Gibson were also acutely aware of the speci~J~ 
problems of rural poverty and the lack of healtJ:1./ • 
services in rural areas. Working with local re~,it 
dents in Mound Bayou, Mississippi, they estal;! • 
lished the Delta Health Center, the first rur;iJ 

• health center in the coun_!:ry. A confluence• ~l 
health and social legislation, including the enJ 
actment of Medicare and Medicaid legislatioqe 
also occurred in the same year as the initiatio11,: 
ofNHCs. 

Community Health Center Growth, · 
Change, and Adaptation 

;.: 
NHCs were designed to meet the health and sq:;, 
cial needs of the poor and the at-risk. Their d~j; 
velopment filled a chasm in the infrastructur~ :: 
of the health-care system and addressed healtfi • ~ • 
disparities in minority populations. By the earlz' '. 
1970s, the OEO-NHC program was at its peak,. -
with an estimated 200 NHCs nationwide. In th~~ 

/,, 

mid-1970s, the program was renamed the Com-;•' 
munity Health Center Program, and i~ scop~ 
was narrowed to concentrate on the delivery o 
medical care, with less emphasis on the social: 
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roles of NHCs. CHCs were encouraged to ex
pand their services to the nonpoor.1 By the early 
1980s, the number of CHCs grew to approxi
mately 800,5 and today there are more than 1000 
FQHCs and 3500 health center delivery sites 
in rural and urban settings, serving more than 
14 million people. 6 

The goal of NHCs and subsequently CHCs 
was to provide comprehensive ambulatory 
services--preventive and rehabilitative as well 
as curative-to the poor living in inner cities 
and rural areas, services that were to be deliv
ered sensitively, to be affordable and of high 
quality, and to intervene in the cycle of poverty. 
Although each center reflected its own commu
nity, they shared common characteristics. For 
example, in urban areas, they provided access 
and care to medically underserved, inner-city 
minority groups. In rural areas, CHCs more of
ten served poor populations of mixed racial 
composition? They used physicians, nurses, 
social workers, and community health work
ers in multidisciplinary team practice. Commu
nity health worke~indigenous neighborhood 
residents--were a new type of health worker 
that combined basic nursing with social service 
and outreach skills. In fact, CHCs pioneered in 
the training and employment of nurse practi
tioners and physician assistants. 

Over the years, as with most organizations, 
po!itical, policy, and priority shifts necessitated 
that CHCs adapt to the changing political, so
cial, and economic conditions and take on new 
roles. By the early 1980s, CHCs focused on ur
ban and rural medically underserved popula
tions, and later in the decade, the strategies 
for the CHC program expanded to serve only 
high-need areas, work closely with state gov
ernments and medical societies, support only 
well-managed projects, promote self-sufficiency 
in projects, and help projects adapt to changing 
conditions. • 

In the 1990s, the age "Of managed care, 
sqme CHCs became affiliated with health main
tenance organizations (HMOs) and other man
aged care forms. In 2002, President George W. 
Bush- announced the ·Health Center Initiative. 
Over5 years, the initiative proposed to add 1200 

new facilities, eventually doubling the numbers 
of patients served.8 

► COMMUNITY HEALTH CENTERS 
AND THI;: TREATMENT OF 
MINORITIES 

Population Served 

CH Cs are now positioned to target medically un
derserved individuals and families throughout 
the United States. The target populations include 
42 million uninsured Americans, 62 million 
rural Americans, and 78 million racial and ethnic 
minorities.8 Of the more than 14 million people 
now served, 36% are white and 64% belong to 
minority groups. Of the total, 35% are Hispanic; 
25%, African American; 4%, Asian and Pacific 
"Islander; and 1 %, American Indian and Alaska 
Native,9 although the percentages vary consid
erably by area of the country, with much higher 
percentages of African American participants in 
the South. Nearly one third of patients served 

- have limited English proficiency.6 Almost 40% 
of these patients are uninsured; the remainder 
have Medicaid (36%), Medicare (7%), private 
(15%), or other public sources (3%) of insur
ance. The incomes of almost 70% are at the fed
eral poverty level and below.6 

Services Provided 

CHCs serve a high-risk, low-income population 
that is expected to grow over the coming years. 
By virtue of their mission, CHCs must meet five 
unique requirements to be funded.9 They must: 

1. Be located in high need areas; 
2. Provide comprehensive services; 
3. Be open to all, regardless of income and in

surance status; 
4. Be governed by community boards; and 
5. Follow rigorous administrative, clinical, and 

financial operational methods. 
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Services provided include not only primary 
and preventive health care, obstetric and gyne
cologic care, dental services, mental health and 
substance ·abuse services; radiologic and labo
ratory services, pharmacy, hearing and vision 
screening, and blood tests, but also support
ive or so-called enabling services. These include 
case management, health education, parenting 
education, nutrition education, outreach, inter
pretation or translational services, transporta
tion, and horn~ visits, 10 which enable clients to 
achieve health-care goals. New roles assumed 
by CHCs, such as participation in Health Dispar
ities Collaboratives (discussed later), contribute 
to that achievement. 

Impact on Hea_lth Disparities 

With such activities, there is growing recogni
tion that CHCs are contributing to a decrease in 
health disparities. Recent analyses conducted by 
the National Association of Community Health 
Centers indicate that CHCs are contributing 
to quality health care that is satisfying to its 
clients11-clients who are also experiencing de
creases in health disparities beyond those ex
perienced by the general population. CHCs in
crease access to care and have been reported 
to reduce disparities in access to mammograms, 
and to decrease racial and ethnic differences 
in infant mortality rates, early prenatal care, tu
berculosis, diabetes, and overall mortality.12- 13 

According to Tommy Thompson, Secretary for 
Health and Human Services, "CH Cs are the most 
effective tools to reduce health disparities."14 

► COMMUNITY HEALTH CENTERS 
AND HEALTH DISPARITIES 
RESEARCH 

Community Health Centers 
As Population-Based Centers 
for Health Research 

The CHC network provides basic health ser
vices to a segment of US society, namely the 

poor and uninsured, that is often underrept~O: f 
sented in health research. Although the center ~ 
primary functions relate to health care, CHeli 
can .also engage in the conduct of researcmfo-: 
evaluate the causes and prevention of chrorli~ { 
and acute illnesses. In some ways CHCs c~:~ 
serve as ideal laboratories for population-basi'J;f 
research because they provide unique ace 
to underserved populations; have earned 
trust, respect, and appreciation of the popul 
tions served; and have or ca:q arrange for the • 
frastructure and professional staffing needed fi 
epidemiologic, behavioral, clinical, and oth' •. 
health studies. 

The initiation of such research was in p ' 
stimulated by the Health Disparities Collabo . 
tives, a national initiative for CHCs develope , 
by the Bureau of Primary Health Care, Heal 
Resources and Services Administration, and D 
partment of Health and Human Services in 199~.-. 
to improve health outcomes for chronic con¥~ 

- ditions among the medically vulnerable.10 Thei 
initiative is structured around the chronic carif 
model, defined as a "population-based module.:'\~ 
that relies on knowing which patients need care'if/ 
assuring that they receive knowledge-base • ,. 
care, and actively aiding them to participat 
in their own care."15•16Conditions addressed • 
elude diabetes, cardiovascular disease, cancetj'if;-;~ 
asthma, depression, HIV, and prevention. Th .t•~ 

initiative is also based on the Plan-Do-Stud 
Act cycles from the continuous quality improve 
ment field.17 There were major challenges t 
implementing the collaborative, including nee 
for more time and resources, difficulty deve 
oping computerized patient registries, team anq.<-> . 
staff turnover, and need for more administrativ~: .-... 
support.17 

a 
Southern Community Cohort Study'~ 

Our recent experience with CHCs as sites fo~ 
health research arises from the conduct of 
the Southern Community Cohort Study (SCCS)r 
The SCCS is a National Institutes of Health:f,.. 
funded epidemiologic investigation into the <let • 
terminants of disparities in -cancer incidenc~:, ; 
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and mortality.18 Plans call for a total of nearly 
100,000 individuals, aged 40 to 79, to be re
cruited into the cohort over a 5-year span. More 
than two thirds of the participants will be African 
American, and more than half will be recruited 
from CHCs located in the states of Mississippi, 
Alabama, Georgia, Florida, South Carolina, Ten
nessee, and Kentucky, with possible future ex
pansion to a broader geographic area. 

The goals of the SCCS are to better under
stand the causes of cancer and other common 
illnesses so that measures aimed at disease pre
vention can be developed. In particular, the 
study aims to discover what underlies the dis
parities in cancer risk, including why people liv
ing in the Southeast experience higher rates of 
several types of cancer and why African Amer
icans experience a disproportionate burden of 
cancer and other chronic diseases. As a cohort 
study, the SCCS will be able to evaluate, in ad
dition to cancer, various potential risk factors 
for and determinants of the elevated risks of 
heart disease, hypertension and stroke, renal 
disease, diabetes, and other chronic illnesses 
among African Americans. 
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As noted elsewhere in this monograph, 
cancer mortality rates tend to be elevated 
among African Americans. Figure 29-1 illus
trates the nearly 50% higher total cancer death 
rate among black men versus white men, with 
a similar but somewhat smaller disparity for 
women.19 As seen in Figures 29-2 and 29-3, 
most individual cancers demonstrate the mor
tality disadvantage.19 The higher mortality rates 
among African Americans tend to arise from 
a higher incidence of cancer, compounded by 
a poorer rate of survival once the cancer is 
diagnosed.20 

The SCCS will study various potential con
tributors to the cancer differentials, including: 

• Use of various tobacco products 
• Diet (food groups, foods, macronutrients, 

micronutrients) 
• Physical activity 
• Personal and family medical history 
• Over-the-counter and prescription medica

tions 
• Access to health care and barriers to health

care services 

Black Males 

□ ~ □ White Males 

• • • Black· Females 

White Females 

1990 1995 

Figure 29-1. Trends in age-adjusted US total cancer mortality rates by sex and race. 
(Adapted by Blot from Ref. 19.) 
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• Reproductive patterns 
• Body size and obesity 
• Occupational exposures 
• Stress, depression, and social support 
• Hormones 
• Genetic predispositions 

As of early 2004, more than 25,000 partici
pants, including over 20,000 African Americans, 
have been recruited from CHCs throughout the 
South. At enrollment, comprehensive interview 
data, as well as blood and mouth cell samples, 
are collected from participants. Over the years, 
the cohort members will be periodically recon
tacted for follow-up information about changes 

in behaviors. The cohort rosters also will be 
linked with the National Death Index and with 
state cancer registries to identify deaths and in
cident cancers. Eventually, the interview data 
and frozen biologic specimens will be used to 
perform analyses assessing disease risk factors, 
including the interaction between endogenous 
susceptibility traits and exogenous environmen
tal exposures. 

CHC involvement has been critical in the 
planning, operation, and success of the SCCS. 
The NIH grant has thus far enabled funding 
to 25 CHCs in areas shown in Figure 29-4, 
with plans to more than double this number 
and expand into North Carolina, Virginia, West 
Virginia, Arkansas and Louisiana. 

Figure 29-4. Initial community health centers in the Southern Community Cohort Study (SCCS). 
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The SCCS and CHCs are natural partners be
cause both share a common goal of promoting 
and protecting the health -of populations that 
traditionally have had limited resources. CHCs 
bring together the exact populations (poor, mi
nority, and rural) that have been greatly under
represented in medical research. Furthermore, 
the trusting environment in which to conduct 
health studies offered by the CHCs is important 
to counteract the mistrust sometimes directed 
toward researchers. 

During the course of the SCCS, successful 
enrollment at the CHCs has been enhanced by 
having the support of the center's administra
tion and health professionals. This has been 
achieved in simple ways that have key•effects, 
such as the CHC preparing a letter of support for 
the study that can be shown to clinic patients, 
providing space for the interview and for dis
playing SCCS posters and brochures, and having 
staff who are knowledgeable about the study, its 
goals, and its importance. 

CHCs have provided a fertile setting for 
recruitment. The SCCS clinic interviewers ap
proach age-appropriate visitors to the center, 
introduce themselves, and provide information 
about the study. After obtaining informed con
sent from participants, the interviewers admin
ister a specially designed computer-assisted in
terview that takes about 1 hour. The study takes 
advantage of existing CHC facilities for blood 
collection, with interviewers coordinating with 
CHC phlebotomists for blood sampling or col
lecting mouth rinse samples themselves. The 
biosamples are then sent via overnight deliv
ery to Vanderbilt University Medical Center for 
long-term storage and later bioassay. 

Table 29-1 shows selected characteristics of 
the initial participants in the SCCS. The educa
tional level of these adults, aged 40 to 79 years, 
is low: approximately one third have a high 
school diploma, one third have lesser schooling, 
and the remaining third have greater school
ing. Income is also low (mediaq: approximately 
$14,000 annually). Participants tend to have a 
high prevalence of obesity and diabetes and 
a current smoking rate that. is near-ly double 

► TABLE 29-1. Characteristics of Initial SC~ 
Participants 1

• 

Indicator 

·~;:tl~1n4~J:~··;ii .. ti~e,: 
, f'ercetit be.es)? (1;3_MI, ?'.:- 30)"':.. • , ._ • 

Mi;di~t!m~pflq~fvisJit<h;;·. ~,-t 
-~Pet;~~~}~li~;rf~w~~~:~} *::,~'f ~::~~i-r:_. 

BMI = body mass index; PSA = prostate-specific antigen\ 

the national average. Hence, the population ,} 
der study is at high risk for several chro ' 
illnesses. Communication with the cohort p '. _ 
ticipants about poor health behaviors (such is'Er 
smoking) is under way1 and selected targe([d;, :· 

>s=J; 

interventions are planned. • ·."i,' 
The CHC network has provided an idealf:'; 

base for epidemiologic research on cancer a1{ ·: ' 
other common illnesses disproportionately 

1 

flicting African Am~rican and low-income pof>; 
ulations. This model is suitable for expaJ!; 
sion to other etiologic and preventive researc:;h 
endeavors. • 

Community Health Centers and 
Intervention Approaches 

The Health Disparities Collaboratives and 
SCCS are, respectively, excellent general ~ 
specific initiatives for the CHCs. The forrp. 
tends to strengthen the service approach av'.>~·" 
vacated by CHCs, and the latter, the reseai:cfii..• 
infrastructure, particularly with respect to eti~:., •• 
logic studies. There is also room to test int~i-!,; • 

• -
vention approaches based on accepted beh~v- .. 

/,,.1: 
ioral models. The collaboratives demonstrat~, . 
that many CHCs can be brought together,.i:q;"''. 

',;, 
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accomplish mutual objectives relating to dis
eases that occur with great frequency in these 
centers. The SCCS has demonstrated that the 
CHCs can participate m epidemiologic research. 
This experience and those of the collaboratives 
can be replicated to test true experimental de
signs. The CHC provides an excellent environ
ment for the conduct of low-risk clinical trials 
and the community-based approach that is ad
vocated as the best approach to a low-literacy, 
high-risk population. Many CHCs have demon
strated they can coordinate several projects at 
once; many are conducting several collabo
ratives simultaneously,21 while others may be 
lead22 or collaborating23 institutions on large
scale REACH 2010 population-based projects. 

► TABLE 29-2. Summary of Major Findings Re
garding Community Health Centers (CHCs) 

The literature offers few examples of 
projects and programs designed to determine 
barriers to behavioral change or to test behav
ior change models for the population targeted 
by the CHCs. Nevertheless, CHCs offer enor
mous potential to help carry out research and 
establish the scientific basis for interventions to 
reduce health risks among all segments of the 
US population, especially those most in need. 
With the increased number of C<;!nters projected 
as a result of the new congressional initiatives, 
CHC-based I"esearch will assume even greater 
importance. 

► SUMMARY AND 
RECOMMENDATIONS 

Table 29-2 summarizes key points outlined in 
this chapter. Recommendations to ameliorate 
current disparities are.provided in Table 29-3. 

► TABLE 29-3. Summary of Recommendations 
for National Interventions to Ameliorate Current 
Disparities 
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CHAPTER34 
The Role of Government in 

Minority Health: A Surgeori 
General's Perspective 

DAVID SATCHER, MD, PhD 

► INTRODUCTION 

From the founding of the United States to the 
present day, the right to good health and well
being has been a basic tenet the nation holds 
dear. The US Constitution, with its affirmation of 
the right to "life, liberty, and the pursuit of hap
piness," implies the right to the pursuit of good 
health. The best example in modern history of 
this nation's commitment to the right to good 
health is the role the government plays at the 
federal, state, and local levels as it seeks to pro
vide increased protection of citizens from the 
spread of infectious diseases. I was privileged to 
spend nearly 9 years serving the American peo
ple in leadership in the Public Health Service-
5 years as director of the Centers for Disease 
Control and Prevention (CDC) and 4 years 
as Surgeon General of the United States, ~ of 
which I concurrently served as Assistant Sec
retary for Health. Today I am more convinced 
than ever of the need for government to remain 
vigilant in protecting the health of its citizens. 

Attitudes toward governmental services vary 
widely from person to person. I often illustrate 

this by relating what some consider to be the 
two biggest lies in history. The first one is, "The 
check is in the mail." The second one is, "We are 
from the government and we're here to help." 
However, I agree with those who believe that 
government is perhaps the only institution that 
can be representative of and responsible to all 
the people. Implied in this statement is the belief 
that, regardless of race, creed, color, gender, re
ligion, 'social standing, or sexual preference, the 
US government has a responsibility to protect 
the health of all of its citizens. Throughout my 
tenure in government, whether it was as direc
tor of the CDC, Surgeon General of the United 
States, or Assistant Secretary for Health, this was 
a responsibility I took very seriously. 

When I began as director of the CDC in 
1993, one area we focused on closely was 
immunization rates, believing that government 
had the responsibility to ensure that all of its 
dtizens were immunized. That year, just over 
50% of US -children were being immunized by 
2 years of age, and the rates for African Amer
ican, Hispanic, and American Indian children 
were much lower than those for their majority 
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counterparts. There were also striking variations 
in immunization rates in certain regions of the 
country. For example, immunization rates for 
children up to age 2 in the state of Vermont, 
which has a population that is over 95% white, 
approached 70%; but in the city of Detroit, 
which is predominately African American, the 
immunization rate for children in the same age 
group was less than 30%. Disparities also ex
isted in adult immunization rates, despite the 
fact that Medicare covered immunizations. Con
cern over these and the many other examples 
of health disparities, coupled with the govern
ment's responsibility to promote the health of all 
of its citizens, led me to adopt a new approach 
for eliminating disparities. In the year 2000, we 
made the task of eliminating health disparities 
among different racial and ethnic groups one 
of the two goals of Healthy People 2010, the 
nation's health plan for the dec;:ade leading up 
to 2010.1 

In this chapter, I explore the critical role gov
ernment plays in social programs aimed at im
proving health and health outcomes for minority 
groups and the underserved. One thing is clear: 
the US government continues to play a signifi
cant role in protecting and enhancing the health 
of citizens at the local, state, and federal levels. 
In fact, over 50% of the current expenditures 
for health care in the United States are made 
by the government or the ·public sector.2 This 
level of expenditure by the government pro
vides significant leverage in the nature of health 
services delivered. Beyond that, the interaction 
between public and private sectors increasingly 
is shaping the nature of health expenditures afld 
services. 

► A BRIEF HISTORY OF THE 
GOVERNMENT'S ROLE IN 
PUBLIC HEALTH AND 
HEALTHCARE 

There is a long history of governmental involve
ment in the nation's health. In 1798, President 
John Adams signed the Act of Congress that 

gave rise to the Marine Hospital Service. This 
service grew out of a concern for the health 
of merchant seamen, who often became ill or 
disabled during their voyages at sea. In many 
cases, the diseases they contracted were conta
gious and could spread throughout the commu
nities to which they returned. One of the better
known examples occurred with the yellow fever 
epidemic of 1793 in Philadelphia. It is also one 
of the best-documented events in public health 
history. It was -so notable that, in 1998, the Pub
lic Health Service, which grew out of the Marine 
Hospital Service, revisited the Philadelphia sites 
hardest hit by the epidemic as part of its bicen
tennial commemoration.3 

In its early years, the Marine Hospital Service 
consisted of several hospitals located near ports 
where merchant seamen embarked and disem
barked. In 1871, out of concern for controlling 
the spread of major infectious diseases, includ
ing yellow fever, tuberculosis, and smallpox, Dr 
John Maynard Woodworth was appointed as the 
nation's first Supervising Surgeon. In 1873 his 
title became Surgeon General. His responsibil
ity was to coordinate a national response to 
this threat and provide leadership for the Ma
rine Hospital Service. He began by appointing 
a corps of physicians to assist him, which he as
signed to the various marine hospitals. In 1889, 
this corps of physicians officially became known 
as the Commissioned Corps, which consists to
day of 6000 health professionals of various train
ing. As responsibilities for the Marine Hospital 
Service grew in scope and complexity, its name 
was changed in 1912 to the Public Health Ser.:. 
vice and its oversight assigned to the Surgeon 
General.3 

In 1953, the Department of Health, Educa
tion and Welfare (DHEW) was established under 
President Dwight D. Eisenhower and a Secre
tary appointed to oversee it. The Public Health 
Service became a part of DHEW and reported 
to the Secretary directly or to the Assistant Sec
retary for Health, although for many years the 
Surgeon General retained all of his authority. 
In 1979, the Department of Education Organi
zation Act was signed into law, which provided 
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for a separate Department of Education. This re
sulted in a name change from the Department 
of Health, Education and Welfare to the Depart
ment of Health and Human Services (DHHS). 
In 1995, the Social Security Adillinistration was 
split off to became a separate agency. This time 
the department's name did not change because 

it continued to be responsible for services to the 
elderly and to children.3 

The government's role in health and health 
care, in part, is defined by the various DHHS 
agencies. Figure 34-1 shows how the depart
ment is organized and defines its role in areas 
s1,1ch as research, prevention, quality oversight, 
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Figure 34-1. Organizational structure of the US Department of Health and Human Services. 
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regulation, and health care for the poor and ing of community health centers, which prov(q,efJi"J -1~ '0'{!! ; 
elderly. health care in underserved communities. •• f'~,,.,,<~~,;;,.\~\' ... i 

also funds the National Health Service. Corp§ " " 

► MAJOR GOVERNMENTAL 
AGENCIES INVOLVED IN 
MINORITY HEALTH 

The major governmental programs dealing with 
the health and health care of the American 
people are centralized within DHHS. By far, 
the Centers for Medicare and Medicaid Services 
(CMS) (formerly the Healthcare Financing Ad
ministration or HCFA) incurs the largest govern
mental expenditures to support health care for 
the elderly through Medicare and health care for 
the po.or through Medicaid. Although Mecj.icare 
is a federal program funded by a trust estab
lished though payroll taxes, Medicaid is jointly 
funded by federal and state governments based 
on a formula involving proportional contribu
tions that vary from state to state. Participa
tion among African Americans and other mi
norities in Medicare is fairly proportionate to 
their representation in the overall population, 
but the same is not true for Medicaid. Minorities 
are generally over represented in Medicaid pro
grams, due to their higher rate of poverty when 
compared with the majority population. Recent 
Medicare re.form legislation expanded Medicare 
to include prescription drug coverage for the el
derly through a complex formula that is beyond 
the scope of this discussion. This is the first time 
since the establishment of Medicare in 1965 that 
such a major reform has taken place. Dually eli
gible persons covered under both Medicare and 
Medicaid because of their age and low-income 
status will receive prescription drug coverage 
through the Medicare Prescription Drug Benefit 
instead of Medicaid. It is not yet clear how this 
will affect the ability of these individuals to ac
cess drugs compared with the present coverage 
through Medicaid.4 • 

Other DHHS programs influencing the care 
of minorities are funded through the Health 
Resources and Services Administration (HRSA). 
One of HRSA's most significant roles is the fund-

an effort to increase the-representation of phy, 
cians and other health professionals in. urid . 1\,A ., 
served dmmunities, and it supports the fifilti$:'' 1~'::;s;" 
ing of medical education for minority groups~:ilr";ii;i<~' 
addition, HRSA funds loan forgiveness prograuis~:l 
and other strategies aimed at increasing the rep~-~t)"','~ 
resentation of minorities in the health profit • -
sions, tying it to a commitment to underserv~ 
communities.5 • -~:}; 

The Indian Health Service (IHS) provid~ l. :~ 
health care to Native Americans on rese1Yatio~;1:· 
through contractual arrangements with tribal:~_~ 
governments. A major challenge confrontin/i·''" 
this arrangement is delivery of health-care ser?f~;, 
vices. Today more than half the Native Ameri<!~d 
can population lives outside of the reservatio~~1;'\) 
in primarily urban communities, making thefii;;!-"; ·; 
ineligible for IHS coverage. The IHS has in r~ f 
cent years received funding from the CDC and, 
the National Institutes of Health (NIH) to imp~ ; 
ment programs for the prevention, early detec- . 
tion, and treatment of diabetes, a disease that "'.
disproportionately affects the Native American 
population. These programs are developing in,:· • • 
novative strategies aimed at preventing the on~ ., • 
set of type 2 diabetes, as well as detectin& tnf?'!·.:; 
disease early in its course to prevent complica':;~ l, .. 
tions such as end-stage renal disease.6 J:- { ii ·&I 

As the nation's prevention agency, the CDC;'{ ,:.:: __ .,,~: :J-"ii 
targets many of its programs to minority comf4 '.•~•;: 'f 

-~ ' '1~• .... -~ a;,,, .. 

munities, where health problems have a dispr<f~;-f~'#~:',,.JC 
portionate impact. For example, in 1993 wherrL-~ •. •• .. -.. -. 
began as-director of the CDC, we set a goal of in\7&; 
creasing childhood immunization rates from just' l 
over 50% to 75% by 1996. Because low-income,; 

, minority communities tended to have the loV{~ -~ ,.. ,.,,. , 
est immunization rates for children 2 years of-:~ ,.'':: •-'\1-. ·i 
age and under, we focused a great deal of en:,, 1: '~t,'9 ;:J{ l 
ergy on them. Among other things we p~~ f. ,.{ ../ I _, 
nered with such organizations as the Congress ·,-,.,,: ~ ;: ~-
of National Black Churches, the Women, Infants ' ··.,, A :. 
and Chil~en Program (WIC), and other estab- . ., .,, ' 
lished programs that were well positioned to ,f f .;~,i ·¥. 

reach low-income communities. Perhaps one of ".'.'.. ..,, , 

1iif? 
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the best examples of CDC programs targeted 
to minority communities is the Racial and Eth
nic Approaches to Community He~lth (REACH) 
program, which was conceived in 1998 as part 
of the federal initiative to eliminate disparities 
in health. To date more than 40 communities 
have been funded through this program to de
velop innovative approaches for reducing and 
ultimately eliminating disparities in health.7 

Within the US government is the largest re
search institution in the world: the National 
Institutes of Health (NIH). This is the agency 
through which the government funds most 
biomedical research. During a 5-year period 
from 1997 through 2002, Congress doubled the 
NIH budget from $13 billion to $27 billion, fur
ther strengthening its ability to influence re
search. There has been concern that not enough 
NIH-funded research has targeted disparities in 
health that affect minority communities. In Jan
uary 1999, the Institute of Medicine (IOM) re
leased a report8 that looked at disparities in 
research relative to cancer. This report demon
strated that the level of NIH research funding 
that would influence cancer rates in minorities 
was, in fact, inadequate.8 As a result, in 2000 
Congress passed legislation establishing the 
National Center on Minority Health and Health 
Disparities (NCMHD) at NIH. This center not 
only makes grants for research geared toward 
the reduction and ultimately the elimination of 
disparities but also works with the other NIH 
institutes to support the targeting of research 
funding to problems that disproportionately af
fect minorities. For a 1-year period, from 2002 
through 2003, all NIH institutes underwent a 
strategic planning process to define how they 
would work to better target their resources to
ward the elimination of health disparities. This 
plan represents a major step forward in N:JH's 
efforts to focus on the elimination of disparities 
in health.9 

Using funding from Congress and through 
DHHS, the IOM completed and released a 
report in 2002 entitled, Unequal Treatment: 
Confronting Racial and Ethnic Disparities in 
Healtbcare. 10 This report documented dispari-

ties in the quality of health care received by 
minorities in the United States. These dispari
ties persisted even when studies controlled for 
differences in socioeconomic status, insurance 
coverage, and the nature of the complaints with 
which patients presented.10 The major DHHS 
agency concerned with the quality of health 
care is the Agency for Healthcare Research and 
Quality (AHRQ). AHRQ has now funded sev
eral Centers of Excellence in health-care qual
ity research or disparities. As part of the na
tional effort to eliminate disparities, in 1999 the 
agency was also mandated by Congress to sub
mit an annual report tracking health dispari
ties, entitled the National Healthcare Dispari
ties Report.11 The 2004 report on the quality of 
care and disparities was met with much con
cern by members of Congress as well ?-5 by per
sons in th~ private sector. Representative Henry 
Waxman (D-CA), members of the Congressional 
Black Caucus, and others expressed concern 
that the report lacked a sense of urgency when it 
came to the elimination of disparities and signif
icantly downplayed the magnitude of the prob
lem and the nature of the concern. A major con
cern centered on the danger of losing momen
tum and a sense of urgency and importance re
garding the nation's efforts to confront and elim
inate disparities. 

► THE NATION'S HEALTH PLAN: 
HEALTHY PEOPLE 2010 

In 1979, Surgeon General Julius Richmond, 
while also serving as Assistant Secretary for 
Health, issued a report on health promotion and 
disease prevention in the United States.12 His re
port led to the beginning of the strategy of plan
ning for the health of the American people by 
issuing goals and objectives for each decade and 
monitoring progress toward them. The nation is 
now in its third decade of the Healthy People 
initiative, as it works toward the goals of Healthy 
People 2010. In my role as Assistant Secretary 
for Health and Surgeon General, I oversaw the 
development of the 2010 plan, which hinges 
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on two goals: (1) increasing the quality and 
years of healthy life, and (2) eliminating dispar
ities in health among different racial and ethnic 
groups. 

Supporting Healthy People 2010's two goals 
are 467 objectives. The majority are measurable 
and can therefore be used to monitor the na
tion's progress throughout the decade. Several 
objectives are not measurable and are labeled 
"developmental" because they lack the base
line information necessary to track and monitor 
progress. 

Perhaps no Healthy People goal has re
ceived as much attention and targeted support 
as the goal of eliminating disparities in health. 
This goal has sparked a spirit of rejuvenation 
in public health, as both the public and p,rivate 
sectors have become engaged in achieving it. 
As stated earlier, Congress acted to create the 
NCMHD at NIH, and it has begun to fund Cen
ters of Excellence for the elimination of dispar
ities. The NCMHD is also working with other 
institutes at NIH on the development of their 
strategic plans and targeting their resources to 
elimination of health disparities. NIH obviously 
must be a major player if the nation is to be suc
cessful with this goal of Healthy People 2010. 
In addition to funding communities through its 
REACH program to .develop models for the elim
ination of disparities in health, CDC also plays a 
major role in health promotion and disease pre
vention, especially in dealing with the nation's 
epidemic of overweight and obesity. This epi
demic disproportionately affects African Ameri
can and Hispanic women and children. 

When Healthy People 2010 was launched 
in 2000, it was also the first time any Healthy 
People plan included leading health indicators 
(LHis). With assistance from the IOM, 10 LHis 
were defined, which are geared toward help
ing communities target their efforts as they be
come involved in working to reach the goals of 
Healthy People 2010. One or two measurable 
objectives are associated with each LHI. The in
dicators can be grouped into three categories: 
(1) health system, (2) environment and envi
ronmental quality, and (3) lifestyle. Induded in 

the health system category are access to quaH• • 
ity health care, access to mental health care; 
and access to immunizations. Two indicators 
are included under the category of environt 
ment and environmental qua-Hty: injury and vi" 
olence prevention, and the enhancement ~f 
environmental quality as it affects individuals. 
physically, socially, and spiritually. Included tin:,, 
der the lifestyle indicators are physical activifyt 
overweight and obesity, tobacco use, substance 
abuse, and responsible sexual behavior. 

These LHis, in and of themselves, repre! '~ "' .. 
sent an opportunity for better communicating ·-, • '/-~'.;·f;; 
to the American people the goals of Healthy..- ~ ~~ t<z1. . 
People 2010 and the strategies that must be~ ~ _:,._ -Ii./;}? .: 
plemented to reach the goal of eliminating ~ -·~J> if-!ijf~· ' 

,r"".!.ilf'.., •••. 

parities in health. For example, although the ,:,_:··"" 
·lifestyle indicators focus attention on indivich :~ ; ';;;rJ ~c;'; !, 

,.... . j,._- >~..f~, .. ,,;, l 

ual responsibility for being physically active and :: ,. ;J':i;.$.f:'_,, . 
eating right, it is also clear there are major .com{ r~,~ 1t'?f cJ ; 
munity responsibilities for providing access• to :~ _ :"'t.,,~;J~,£ ;t 
healthy lifestyles. If, for example, communities {:t;!.;,jj:~
do not provide safe places for people to walk t" ,t:1-t;\ 
or engage in physical activities or if there are y ,'c:,i, f '3: ~ 
no parks in the neighborhoods, the communify • ti-~1~'-(,1": 
is not living up to its responsibility for promot;, ~ , 
ing healthy lifestyles. Likewise, if schools do not i ::,_ 
require physical education for all students from ~- ' 
kindergarten through grade 12, then they are ::,-~), 
not living up to their responsibility to promote ,_:,i'.'·f=: . ,,, . 

-~ ".•; .. 
healthy lifestyles. It is clear from both exarri;: ·-,#,:~f-~fii 
pies that minorities will be disproportionate!¼ ·:, ~ ,, ·;; ,.:! . 
affected, because they are more likely to live iri -::,J t;._"'.{i, 

th C trails' ,;1·<'Jl,,?,;,,;,. urban areas where ere are 1ewer parks, i •·,.,-- "h~;'c';c,; 
and safe areas to be physically active, and chil~ ;, ir ii~:;J\ 

-.. ~~tt. :.;).)!-it-:-

dren in minority groups are most likely to reside ~;i;;~"'~~~~~ 
{ ., ;,;:, 'i:i:---~-:.t 

in communities that lack the resources to supi ·-;,. ,J.;,. 

-port physical activities in their schools. i f :t,f 
Another major barrier to eliminating dispari" 't g.Y . :, 

.f· l,. ~ , ~.~·: 

ties in health is the US health-care system itself .. ; ·:"'"1s1.0f; .. ,.,;,tv 
a system that excludes over 43 million unin;:; /' \;i,~~{}:: 
sured people, including 36% of Hispanics and 1 '\ t tJ• 
over 25% o~ African Americans.13 Likewise, in:: " _,:,,_.'.f ,~. • :;,;~ 
adequate emphasis on health promotion and i "r;; 1:tf) 
disease prevention also has a major impact on • ,.. • '~ 

the health of minorities. At present, less than , . '' .. i 
3% of the national health budget is spent dii .t,,.:,o;~" 

_;;~:: .. • 
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population-based prevention, and those who 
suffer most from this neglect are clearly mi
norities. Another major concern with the health 
system is the underrepresentation of minorities 
in the health professions, which leads to other 
problems, including distrust and the inability 
of the system to relate to different cultures. 
Whereas underrepresented minorities make up 
25%-30% of the US population, they constitute 
only 10% of health-care professionals.14 Unfor
tunately, the future does not look bright, given 
that government programs to correct this under
representation have been losing support as chal
lenges to affirmative action continue to mount. 
Tbe importance of increasing the number of 
minorities in the health professions cannot be 
overstated because of the added benefits they 
bring to the system overall. It is clear that minor
ity health professionals are more likely to care 
for other minorities, more likely to practice in 
underserved communities, and more likely to 
accept patients on Medicaid. These advances do 
not just benefit people in minority groups, they 
benefit the nation's health system as a whole. 

Finally, the role of government in programs , 
to improve minority health can be viewed from 
the perspective of the functions of public health. 
In a landmark report released in 1988, the IOM 
defined the following three functions of pub
lic health: assessment, assurance, and policy 
development. In carrying out these functions, 
the IOM declared that public health was in 
disarray .15 But it also noted it was not too late for 
government to get it right. Nowhere is that chal
lenge and opportunity more clear than in the 
Healthy People 2010 goal of eliminating dispar
ities in health among different racial and ethnic 
groups. 

In the area of assessment, we look to gov
ernmental programs-especially the CDC's Na
tional Center for Health Statistics (NCHS)..!......to 
define the health status of minorities as a base
line for setting measurable objectives and to 
monitor progress in the reduction and ultimate 
elimination of disparities in health. For exam
ple, in 1999, the infant mortality rate for white 
infants was 5.8 per 1000; for black infants, it 

was 14 per 1000 births, a mortality rate that is 
2.4 times higher.16 

As we implement programs in communities 
throughout the country to reduce disparities in 
health, we look to data from NCHS to mea
sure the ultimate impact on this national figure. 
This function of assessment also applies to ar
eas such as cardiovascular disease, cancer, di
abetes, human immunodeficiency virus (HIV) 
infection, and acquired immunodeficiency syn
drome (AIDS). 

The role of government does not end with 
assessment. The second role of public health 
as defined by the IOM was that of assurance. 
The assurance of access to basic health ser
vices such as immunizations, prenatal care, and 
emergency medical care has often defined pub
lic health for many people. For the millions 
of Americans who are uninsured and underin
sured, public hospitals, community health cen
ters, and Medicaid have been critical elements 
of public health assurance. 

Although African Americans and Hispanics 
in the United States comprise about 25% of the 
population, they account for over 50% of the 
uninsured. When asked if they have a personal 
physician or health-care provider, over one third 
of African Americans and almost half of Hispan
ics say they do not.17 

Too often public health programs, such as 
publio hospitals and Medicaid, are the first to be 
cut when there are budgeting problems at the 
state level. Yet it is clear that without reasonable 
access to care, minorities will always lag behind 
in health status. Disparities in health cannot be 
eliminated without governmental assurance of 
access to care. 

In great part, the role of assurance in
cludes the assurance of a diverse health pro
fessional workforce. If health professionals do 
not speak the language of patients or under
stand their culture, .then access is not a reality 
for those patients. Studies also show that mi
nority health professionals are more likely to 
care for minorities, more likely to practice in un
derserved communities, and more likely to ac
cept Medicaid for payment. Thus, the continued 
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underrepresentation of minorities in the health 
professions is also a failure of assurance on 
the part of the government. HRSA programs, 
such as the National Health Service Corp, which 
tie scholarships or loan repayment for medi
cal or dental education to a period of service 
in underserved communities, enhance access to 
care and represent the public health function of 
assurance.5 

Central to all functions of government or 
public health is policy development. Public 
health generally conducts or supports research 
needed to aid policy development. It also com
municates information in such a way as to im
prove the understanding of policy makers and 
their constituents about the need· for policy, the 
effectiveness of existing policy, and the indica
tions for new policies. This can be illustrated by 
considering the points of attack for the elimi
nation of disparities in health. ·These points of 
attack include access to quality health care, en
vironmental quality, lifestyle enhancement, and 
research to identify cases and interventions that 
might be effective. 

At present, the United States stands alone 
among industrialized countries in not providing 
universal access to health care. As previously 
discussed, this lack of access disproportionately 
affects minorities. In 2000, the annual report of 
the World Health Organization (WH0)18 ranked 
the US health system below 36 other member 
nations, despite the fact that the United States 
spends more money overall, more per capita, 
and a greater percentage of its gross national 
product on health care than virtually any other 
country in the world. The WHO report pointed 
to two major weaknesses in the US health sys
tem: the lack of universal access, as indicated 
by the fact that so many people are excluded 
from _the health system, and the lack of balance 
in the system, as reflected in the fact that over 
90% of US health-care expenditures are for treat
ing diseases and their complications, many of 
which are preventable. At the same time, the 
United States spent just 2% of its health budget 
on population-based prevention.18 

The policy changes necessary to assure uqi';;,, 
versal access to care and a more balanced healJi: 
system are critical to achieve the goal of elimi:
nating disparities in health among the different 
racial and ethnic groups that comprise the pop,~ 
ulation of the United States and to ensure that 
the protections of the US Constitution extentj 1 ~.,:,: 
equally to all of its citizens. .r "'('~ ", 

.J;,-- ~ 
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Figure A-7. Age-adjusted mortality rates per 
10,000 people by race or ethnicity, United 
states, 2000 (A/Pl, Asian or Pacific Islander; 
Al/AN, American Indian or Alaska Native; B/AA, 
black or African American.) (Source: National 
Center for Health Statistics, 2003.) 
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Figure A-9. Percent of people without health 
insurance by race or ethnicity and poverty sta
tus, United states 2002. {B/AA, black or African 
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Blacks, Hispanics Less Apt to Get Best Heart Failure Care 
By Alan Mozes 
HealthDay Reporter 

FRIDAY, March 6 (HealthDay News) - When black and Hispanic Medicare 
recipients suffer severe heart failure, they are less likely than their white 
counterparts to be treated with the most cutting-edge treatment available, a new 
analysis suggests. 

Latest Heart News 

• Cholesterol Drugs May Help in Cardiac Emergency 
• Genes May Affect Complications After Heart Surgery 
• Urine Test for Heart Disease Shows Promise 
• Computerized Scan Detects Heart Disease 
• Heart Patients Less Likely to See Cardiologists 
• Want More News? Sign Up for MedicineNet Newsletters! 

"We found that there were real but modest differences between racial and ethnic 
groups in the use of the most advanced devices for the treatment of severe heart 
failure, even after considering all the medical and diagnostic factors when 
providing those treatments," explained the study's author, Dr. Steven A. Farmer, a 
fellow of cardiovascular medicine in the cardiovascular division of the Hospital of 
the University of Pennsylvania in Philadelphia. 

In this case, the treatment in question is actually a combination of two 
interventions: the insertion of a small, battery-powered, implantable defibrillator 
(!CD) to regulate heart rhythms; and "cardiac resynchronization therapy" (CRT), a 
newer approach that relies on a special pacemaker that realigns heartbeats 
whenever the normally simultaneous pulsing of the right and left ventricle fc1lls out 
of sync. 

Farmer's team, which reports the finding in the March issue of Heart Rhythm 
Journal, noted that the combined treatment, known as CRT-D, is appropriate for 
15% to 20% of heart failure patients. 

The authors further noted that gmgestive heart failure strikes more than 5 million 
Americans each year. Racial and ethnic minorities are particularly vulnerable, with 
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2005 figures from the U.S. Department of Health & Human Services indicating 
that more than a quarter of all deaths in those groups are attributable to heart 
disease, making cardiovascular illness the number one killer of blacks and 
Hispanics. 

In particular, the department noted that black men have a 30% greater risk of 
dying from heart disease than non-Hispanic whites -- even though a smaller 
proportion of blacks than white actually have heart disease (10 vs. 12%). 

The current findings are based on a national comparison of more than 108,000 
white, black and Hispanic cardiac patients who received care for severe heart 
failure between 2005 and 2007 at one of more than 1,000 hospitals across the 
United States. 

All the patients were enrolled in the National Cardiovascular Data Registry, which 
by definition meant that all were Medicare patients and all had received either ICD 
alone or the combined CRT-D treatment. 

Despite the fact that minority patients were actually more likely to qualify for the 
combined approach than white patients, the authors found that blacks and 
Hispanics were nonetheless more likely to receive just the defibrillator device. By 
contrast, white patients were more likely to get the double therapy - whether or 
not they met the treatment guidelines. 

Farmer and his colleagues specifically found that among white patients 
considered "eligible" for CRT-D, 79% got the treatment. However, among blacks, 
that figure fell to 77%, and among Hispanics it fell further, to 75%. 

"Now certainly these are not whopping differences," Farmer noted. "They're 
modest, and other studies have shown this kind of difference in the past. But 
what's new here is that all the many factors that typically might account for the 
differences we did see -- being uninsured, the lack of availability of a particular 
device, patient preferences, the specific medical condition being handled -
cannot explain it." 

"This is ·because," he continued, "all the patients in our study were from a group 
where everyone had gone to a doctor and gotten diagnostic testing, and everyone 
was already set to get treatment for their heart failure with a device of some kind. 
And an expensive device at that. It's just that you were more likely to get the most 
sophisticated and most expensive device if you were white." 

"So this initial study," Farmer said, "shows that there are differences in treatment 
by race that are not accounted for by medical factors. And we are now doing 
additional studies to look at all the economic and socioeconomic factors at the 
hospital level that might account for this, at least in part." 

Dr. Paul Underwood, former president of the Association of Black Cardiologists 
and medical director at Boston Scientific Corp., said the findings are not 
unexpected. 

.e .LL' .U-,,..o..r.:,..L'lo. 
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"I can't say one would be really surprised, if we looked at disparities in terms of 
cardiovascular disease and morbidity across race in this country," he noted. 

"So, yes, here we may not yet know what the exact answer is, which factors 
working togeth.er are contributing to the problem," Underwood said. "But what is 
clear is that there is a lot of work that needs to be done in terms of leveling the 
playing field in terms of providing opti9ns for treating cardiovascular disease." 

SOURCES: Steven A. Farmer, M.D., Ph.D., fellow, cardiovascular medicine, 
cardiovascular division, Hospital of the University of Pennsylvania, Philadelphia; 
Paul Underwood, M.D., interventional cardiologist, Boston, former president, 
Association of Black Cardiologists, Atlanta, and medical director, Boston Scientific 
Corp.; March 2009 Heart Rhythm Journal 
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of Care, and Patterns of 
Care for Hypertension 
I Thomas R. Konrad, PhD, Daniel L. Howard. 

PhD, Lloyd J. Edwards, PhD, Anastasia lvanova, 
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To assess the effects of physi
cian-patient racial concordance and 
continuity of care on hypertension 
outcomes, we described patterns of 
care for hypertension; we used 
cross-tabulations and repeated 
measures (generalized estimating 
equations) analyses with panel sur
vey data from elderly persons in
terviewed and examined in 1987 
and 1990. Continuity of care was as
sociated with recognition o! hyper
tension, receipt of medication, and 
lower incidence of undetected hy
pertension. Physician race had lit
tle effect, but continuity is impor
tant for successful management of 
hypertension in older persons.(Am 
J Public Health. 2005;95:2196-2190. 
doi:10.2105/AJ PH.2004.046177) 

Despite progress in hypertension man
agement, African A:merican persons1

•
2 

have lower rates of recognition, treatment. 
and control of hypertension than do White 
persons.3

•
4 Elderly persons have similar 

hypertension treatment rates but poorer 
control than do younger persons. Demo
graphic dissimilarities underlie doctor
patient communication difficulties affecting 
health outcomes,5

-
11 whereas patient

provider racial concordance correlates 
with patient participation in care, satisfac
tion, and treatment adherence. 12

-
19 Stabil

ity in doctor-patient relationships corre
lates with patient satisfaction and access 

to care. 1 This study assessed how physician
patient continuity and racial concor-

odancc 5
•
20 affect hypertension diagnosis 

and medication use in White and African 

American elderly patients. 

RESEARCH AND PRACTICE 

METHODS 

The Piedmont Health Survey of the Elderly 
conducted in-home interviews and recorded 
blood pressure readings in 4162 persons 
aged 65 years or older in 1986 to ]987 .(ap
proximately 800/o response) and followed up 
3536 surviving older persons in 1990 21

.2
2 

Our subsample (1834 African American indi
viduals; 1533 \Vhite individuals) excluded 
respondents who lacked critical survey re
sponses (n=25l or who named unidentifi
able, out-of-state, or nonphysician practition-

r;s (n=45) or non-White, non-African J 
L American physicians (n=99). 

Named physicians were matched to licen
sure files. Anonymous physicians' race, age, 
gender, graduation year, and specialty were 
linked to the Piedmont Health Survey of the 
Elderly files that had respondents' care site 
location, demographics, trichotomized self
reported health ("poor" or "fair" vs combined 
"excellent" and "good"), chronic illness 
indices23 (hypertension, diabetes, heart dis
ease, stroke, cancer), and dichotomized Katz 
scale.24 Physician affiliation was (1) discon
tinuous (naming no physician. at least once), 
(2) switching physicians (naming different 
physicians at each survey), or (3) continuous 
(naming same physician both times). A 4-
valued racial concordance measure compared 
physician with patient race. Methods for mea
suring hypertension-related outcomes are de
scribed in Table 1. 25 

Descriptive comparisons used x_2 and I 
tests. For each repeated outcome, a multivari
ate linear model was fit with generalized esti
mating equations. allowing assessment of the 
effects of multiple predictors across time for 
each analysis.26

•
27 Initial analyses tested asso

ciations between outcomes and respondent
physician racial dyads and continuity of care; 
subsequent models controlled for respondent 
and physician characteristics .. Analyses of 2-
way interactions between care source, racial 
dyad, and continuity of care aimed to detect 

subgroup effects. Subject clustering within 

physicians was assessed by alternating logistic 
regression28 to detect patterns of physician 
clustering of repeated binary outcomes within 
subjects. Clustering witl1in physicians showed 
weak or no statistical significance and was 
not reported. 

We incorporated Piedmont Health Survey 
of the Elderly weights into multivariate analy
ses when possible, but weighting had to in

clude respondents not meeting inclusion crite
ria Some strata lacked variation in physician 
characteristics or had only 1 physician yield
ing apparent "missing"cases in analyses. affect
ing more than 310/o of the baseline sample. 
Hence we report full final models run without 
survey weights; we adjusted for sample de
sign; showed adjusted odds ratios, significance 
levels, and confidence intervals in a table; and 
used footnotes for significant covariates. Given 
numerous statistical tests, P<.01 was consid
P.red statistically significant, with .01 <P<.05 
considered a trend. We used SAS software 
(SAS Institute Inc, Cary, NC). 

RESULTS 

Descriptive 
The cohort size declined mostly through 

mortality (Table 1). Surviving respondents lost 
spouses; had higher income, better health sta
tus, and higher illness scores; and had more 
nursing home use and functional declines 
than they did at baseline. More older persons 
reported regular care sources in 1990; fewer 
named local private physicians who were 
younger and trained more recently than 
1987. More than 100/o nan1ed no physician at 
either survey; 240Jo named none at I survey. 
Twenty-five percent switched physicians; 
38% had the same physician each time. 
African American physician-patient dyads 
decreased over time, replaced by White 
physician-African American patient dyads. 
Severe hypertension was comparable at each 
survey. 

No racial differences were evident in age. 
gender, employment, or disease severity. 
Fewer African American individuals were mar
ried, and, as a group. they had less education, 
income, and private insurance and more Med
icaid. Self-reported health improved, whereas 
impairment increased for both groups, but ra

cial disparities pen.isted. Racial groups had par
ity in "usual source of care" in 1990, but 
White patients were more likely seeing nearby 

private physicians; public sources cared for 
I in 3 African American patients and only 1 
in 10 White patients. More African American 
individuals than Wnite individuals lacked 
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0 
TABLE 1-Flrst and Second Wave Survey Variables, by Race of Respondents and Characteristics of Their 

PhYsiclans: 1987 and 1990 

Wavel Wave2 
(n~4136) (n~3536) 

African American White African American White Probability Probability 
(n~2261J (n~1875) (n-1943) (n•1593) 1987' 1990b 

Demographic characteristics 

Male 34.9 35.0 33.4 33.8 NS NS 

Age,y,mean 73.6 73.5 76.4 76.2 NS NS 

Years of education, mean 7.3 10.0 7.4 10.1 .0001 .0001 

Married 33.8 43.7 31.1 40.0 .0001 .0001 

Currently working 11.5 12.2 8.7 9.3 NS NS 

Income categories,$ 

0-3999 30.6 11.1 19.5 7.3 .0001 .0001 

4000-6999 43.4 29.5 48.7 26.7 

7000-14999 18.6 28.3 22.6 30.2 

~15000 7.4 31.2 9.2 35.9 

Medicaid insurance 11.0 3.3 18.1 6.3 .0001 .0001 

Medi-gap insurance 32.7 73.7 31.0 66.7 .0001 .0001 

Resided in rural area 56.1 46.6 57.4 46.8 .0001 .0001 

Health and functional status 

Self-reported health status 

0 Excellent or good 48.6 58.3 52.4 60.4 .0001 .0001 

Fair 36.3 28 36.l 29.4 

Poor 15.1 13.7 11.5 10.2 

Severity of illness categories 

Good 23.0 24.1 30.8 30.5 NS NS 

fair 51.5 51.2 43.7 42.3 

Poor 25.5 24.8 25.5 27.3 

~lADl limitation 13.5 10.7 21.9 18.7 .0062 .0207 

Diagnosed health condition 

Heart condition 13.1 17.3 15.8 18.6 .0001 .0001 

Diabetes 24.2 15.3 26.0 16.9 .0001 .0001 

Stroke 9.6 8.1 10.4 9.7 .0245 .0675 

Cancer 7.5 16.8 8.1 19.2 .0001 .0001 

Use of health services 

Ever in a nursing home 1.1 2.9 5.5 7.8 .0001 .0064 

lived in same county where care provided 56.4 75.2 48.1 63.7 .0001 .0001 

No usual source for care 5.3 4.0 3.2 2.6 .0394 NS 

Received care in public clinic or hospital 34.9 9.3 34.7 10.4 .0001 .0001 

or emergency department 

Received care in private office or hospital 59.6 86.4 53.6 77.7 .0001 .0001 

Physician characteristics 

Male 88.5 94.6 87.9 94.0 .0001 .0001 

Age, y,mean 49.9 52.7 47.3 48.9 .0001 .0015 

~65 13.5 12.9 9.6· 6.2 

36-64 73.6 82.1 71.5 82.3 

~35 12.9 15.0 18.9 11.5 

Years since medical school graduation, mean 22.7 26.9 19.8 22.7 .0001 .0001 

0 
Generafist' 63.3 72.5 53.8 65.1 .0001 .0001 

Continued 
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TABLE 1-Continued 

Continuity of care 

No physician in 1987 or 1990 NA 

Physician in 1987 or 1990 but not both NA 

Same physician in 1987 and 1990 NA 

Dependent variables 

Measured blood pressure• 

Normal 8.6 

Prehypertensive 35.0 

Stage 1 34.4 

Stage 2 (severe)' 22.0 

Told about high blood pressure by physician' 63.2 

Taking high blood pressure medication' 80.9 

Note. NS•not significant; ADL~activity of daily frving; NA a not applicable. 
'Pvaluesfrom x,2 and t tests for African American andl'lhiteromparisons for 1987. 
'Pvalues from x,2 and ttesls forNricanAmerican and While romparisons for 1990. 
'Family practice, general practice, internal medicine, geriatrics 

RESEARCH AND PRACTICE 

NA 14.9 

NA 27.5 

NA 30.4 

9.2 10.7 

37.0 38.2 

34.3 30.1 

19.6 21.0 

50.4 63.7 

82.9 80.2 

5.5 

20.3 

46.7 

10.3 

42.3 

30.9 

16.6 

53.5 

76.0 

NA 

NA 

NA 

.0605 

.0001 

NS 

.0001 

.0001 

.0001 

.0023 

.0001 

.0312 

'When these data were collected in 1986 and 1990, the prevailing guidelines, the 1984 Joint National Committee on Detection, Evaluation, and Treatment of High Blood Pressure, recommended a 
modest treatment regimen for the elderly. This recommendation was that among those with existing systolic blood pressure higher than 160 mm Hg, drug treatment, even in the presence of 
nonpharmacological therapy, should be considered on an individual basis. Thus, although the clinical guidelines were less aggressive during the time of the data collection compared with the 
Seventh Report of the Joint National Committee on Prevention, Detection, Evaluation, and Treatment of High Blood Pressure (JNC-7) recommendations, disparities in care among racial groups 
would have the same implications in both periods. Blood pressure, as measured in both 1986 and 1990, was the average of 2 consecutive readings but was collapsed into 4 ordered JNC-7 
categories: (1) normal, (2) prehypertensive, (3) mild (stage 1), and (4) severe (stage 2). Hypertension was categorized as stage 1 (systolic a 140-159 mm or diastolic•90-99 mm) or stage 2 
(systolic~ 160 mm or diastolic~ 100 mm).AII other readings were categorized as either prehypertensive (systolic=, 120-139 mm and diastolic a 80-89 mm} or•norrnat" if readings were below 
those levels. 
'x2 test for stage 2 hypertension versus all other states combined. 
r.Yes· and ·suspect or possible" answers to the question "Has a doctor ever told you that you have high blood pressure?" at either survey were coded as self-reported hypertension and prompted 
inquiry about the subject's taking ·blood pressure medication. Undetected hypertension was ascribed lo respondents whose field readings were consistent wtth hypertension but who did not report 
at either StJrvey that a physician had said that they had high blood pressure. The subset with high enough readings were considered to have undetected stage 2 (i.e., severe) hypertension. 

- regular physicians at both surveys (14.90/o vs Conclusion 

5.5%) or named a physfcian only once (27.5% 

'1"'' §vs 20.3%). Conversely, more White patients 
,, JJ than African American patients had the same 

/

physician across surveys (46.7% vs 30.4%). 

More African Ame1ican persons reported that 
a physician had told them they had high blood 

pressure. Adverse racial differences were 
largest for severe hypertension, wideniug be-

generalist physicians also may have been at 

risk for having severe hypertension previously 
undetected. Those who Jacked or had 

switched physicians received fewer hyperten
sion diagnoses and, if diagnosed, took fewer 
medications compared with those keeping 
the same physician. 

Unlike cross-sectional, retrospectively self
reported "usual person and place" surveys, 
we measured longituclinal patient-physician 
relationships with 2 temporally separated re
spondent reports, minimizing error in physi

cian characteristics by combining survey and 
license data. Study limitations include small 
numbers iu one southern state, which omitted 

0 

tween surveys. 

Multivariate Analyses 
Table 2 shows no significant effects on 

measured hypertension. There was a ten

dency for those with discontinuity in care to 

have had undetected hypertension more 
often than did those with continuity of care. 

Compared with White patients with White 

physicians, African American patients had a 

lower incidence of undetected hypertension 

(and of severe hypertension) regardless of 

physician race. Elderly persons with discon

tinuous care were more likely to have unde

tected severe hypertension, but those naming 

Interaction tests suggested that African 

American respondents who switched physi
cians may have been more likely to be taking 

hypertension medications if their new physi
cian was White (P<.02). African American 
patients whose usual care sources were public 
clinks and who had African American physi

cians may have been more likely to have 

been taking hypertension medications than 
were African Amedcan patients usiug White 

physicians or private practitioners (P<.03). 

Those expericnciug discontinuity in physician 

care and whose usual care sources were pub

lic clinics were more likely to have been tak

ing medication (P<.001) than were those 

who had discontinuous care but from a pri-

vale practitioner. 

l~t I;, 
" 

non-African American_ non-White physicians 

and patients. Cumulative reduction in cases 
for multivariate analyses came from a few 
·missiug values in many predictors. 

C~nsist~~~ _y;i_fu. oJ!:i~r clµ-p!].ir;, p/!ie_il,?.e.st:ud.:-. 

ie_~t9 contiuuilJ. ~! ~e entailed j:>_f:!!~!:.~~t
comes. Ongoiug physician affiliation improved 

-hypertension detection and medication use 

once diagnosed. Rates of detection in individ

uals changing physicians sometimes were 

midway between those v,;thout physicians .. __ 

and those keeping the same physician. Afri- J 
can American individuals' elevated hyperten-
~i-~~ dragn~ nsk was unaffected by physi

ciansrace, suggesting widespread awareness 
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TABLE 2-Generallzed Estimating Equations Logistic Regression Analyses: Relations of Continuity 
and Racial Dyads to Hypertension-Related Outcomes: 19~7 and 1990 

Racial Dyad• 

African American Physician White_ Physician Continuity of Careb 

African American White African American No Nanied Physician: Different Physician 
Respondent Respondent Respondent 19S7, 1990, or Both in 19S7 and 1990 

Regression Model: Dependent Variable No. OR (95% Cl) OR(95% Cl) OR (95% Cl) OR(95% Cl) OR (95% Cl) 

Ordinal logistic regression: measured 2075 0.97 (O.SO, 1.19) 1.14 (0.52, 2.4S) 0.89 [0.7 4, 1.07) 1.06 (0.84, 1.33) 1.00 (O.S4, 1.20) 

hypertension levels' ----1 
Binaiy lo~stic regression: undetected 1332 0.43· (0.30, 0.60) j 0.47 (0.14, 1.63) 

hypertension' 

Blnaiy lowstic regression: undetected 596 o.2s• 10.14, o.54) 0.35 (0.04, 3.50) 

1.47 ... (1.02, 2.13) 1.31 (0.9S, 1.76) 

0.44 .. [0.24, 0.7S) 2.46 .. (1.30, 4.66) .I 1.22 (0.73, 2.04) 

severe hypertension• 

Binaiy lowstic regression: ever told of 2016 1.s1• (1.43, 2.44) 1.03 (0.42, 2.50) 2.00· (1.56, 2.56) 0.11 • [0.53, 0.95) 0.74· (0.59, 0.93) 

high blood pressure' 

Binaiy logistic regression: currently 1999 1.41 (0.95, 2.07) 1.53 (0.46, 5.05) 1.05 (0.7 4, 1.49) 0.44• (0.29, 0.66) 0.64· (0.47, 0.88) 

taking hypertension medication' 

Note. OR•odds ratio; Cl=confidence intelYill. 
•For racial dyad, the omitted reference categoiy for this 4-valued variable is "White patient with White physician~The other 3 values are shown in column headings in the table. 
bFor continuity of care, the omitted reference categoiy is same physician named in 1987 and 1990 surveys (i.e., continuous care). The other 2 values are shown in column headings in the table. 
'Significant covariates predicting measured hypertension Include the passing of time (i.e., second survey; OR• 1.06; P< .001); education (OR= 1.04/y; P< .001); being currently employed (OR· 1.31; 
P< .05); receiving Medicaid [OR= 127; P< .05); and having a stroke (OR =0.66; P<.01). 
'Significant covariates predicting undetected hypertension Include being male (OR= 2.04; P< .001); being older (OR= 1.03/y; P< .01); claiming fair self-rated health (OR• 0.73; P < .05); and not 
having heart disease (OR =0.65; P< .001), stroke (OR= 0.48; P< .001), or cancer (OR• 0.60; P< .001). 
'Significant covariates predicting undetected severe hypertension include being mate [OR= 2.89; P < .001); being older (OR• 1.04/y; P< .05); having fair (OR= 0.60; P < .05) or poor (OR= 0.32; 
P < .01) self-reported health; having stroke histoiy (OR= 0.37; P < .01); and receiving care by a generalist physician (OR• 0.55; P < .05). 
'significant covariates predicting self-reported hypertension include the passing of time (i.e., second survey; OR= 1.04; P< .001); being male (OR• 0.44; P< .001); being younger (OR-0.97 /y; 
p < .001); having elevated blood pressure measurement (OR= 3.96; P< .001); having heart problems (OR= 1.62; P< .QOl) or stroke (OR=2.36; P<.001); and having fair (OR= 1.50; P< .001) or 
poor (OR• 1.44; P< .05) health status. 
1significant covariates predicting use of hypertension medication include being male (OR· 0.70; P< .05) and having income less than $1000 per year (OR· 2.45; P< .01). 
•P<.001; .. P< .01; .. ,P<.05. 

of African American persons' worse cardio
vascular disease prognoses.1.3° African Ameri
can patients had a lower risk of having unde

tected severe (stage 2) hypertension, but 
elderly patients lacking physicians had a 
higher hypertension risk. Patient-physician 
racial concordance effects seemed contextu
ally conditioned (e.g., African American pa
tien!s using public sources of care may use 
medication more often if their physician is 
African American, whereas African Ameri
can patients who switched physicians may 
use medication more often if their new physi· 

cian is White). 
Regular access to a usual care source and 

sustained affiliation with a physician can im

prove the management of hypertension in 
older African American and \1\/hite patien!s. 
Because African American Medicare benefici

aiies are cared for by a subset of African 
American physicians often in challenging 

practice situations,31 better µnderstanding of 
hypertension care may require more longitu
dinal study of physician availability and the 

dynamics of physician selection in addition to 
racial concordance and continuity of care. ■ 
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ABSTRACT 

Background The antecedents and epidemiology of heart failure in young adults are poorly understood. 

Methods We prospectively assessed the incidence of heart failure over a 20-year period among 5115 blacks and whites of 
both sexes who were 18 to 30 years of age at baseline. Using Cox models, we examined predictors of hospitalization or 
death from heart failure. 

Results Over the course of 20 years, heart failure developed in 27 participants (mean [±SD] age at onset, 39±6 years}, all 
but 1 of whom were black. The cumulative incidence of heart failure before the age of 50 years was 1.1 % (95% confidence 
interval [Cl], 0.6 to 1.7) in black women, 0.9% (95% Cl, 0.5 lo 1.4) in black men, 0.08% (95% Cl, 0.0 lo 0.5) in while women, 
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kidney disease (hazard ratio, 19.8; 95% Cl, 4.5 to 87.2). Three quarters of those in whom heart failure subsequently 
developed had hypertension by the time they" were 40 years of age. Depressed systolic function, as assessed on a study 
echocardiogram when the participants were 23 lo 35 years of age, was independently associated with the development of 
heart failure 1 O years, on average, later (hazard ratio for abnormal systolic fmction, 36.9; 95% ·cJ, 6.9 to 198.3; hazard ratio 
for borderline sysloli:: function. 3.5; 95% Cl, 1.2 to 10.2). Myocardial infarction, drug use, and alcohol use were not 
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Primary Care Physicians Who Treat 

Blacks and Whites 

Peter B. Bach, M.D., M.A.P.P., Hoangmai H. Pham, M.D., M.P.H., 
Deborah Schrag, M.D., M.P.H., Ramsey C. Tate, B.S., andJ. Lee Hargraves, Ph.D. 

ABSTRACT 

BACKGROUND 

In the United States, black patients generally receive lower-quality health care than 
white patients. Black patients may receive their care from a subgroup of physicians 
whose qualifications or resources are inferior to those of the physicians who treat 
white patients. 

METHODS 

We performed a cross-sectional analysis oflS0,391 visits by black Medicare beneficia
ries and white Medicare beneficiaries 65 years of age or older for medical "evaluation 
and management" who were seen by 4355 primary care physicians who participated 
in a biannual telephone survey, the 2000-2001 Community Tracking Study Physician 
Survey. 

RESULTS 

Most visits by black patients were with a small group of physicians (80 percent of visits 
were accounted for by 22 percent of physicians) who provided only a small percentage 
of care to white patients. In a comparison of visits by white patients and black patients, 
we found that the physicians whom the black patients visited were less likely to be 
board certified (77.4 percent) than were the physicians visited by the white patients 
(86.1 percent, P=0.02) and also more likely to report that they were unable to provide 
high-quality care to all their patients (27.8 percentvs.19.3 percent, P=0.005). The phy
sicians treating black patients also reported facing greater difficulties in obtaining ac
cess for their patients to high-quality subspecialists, high-quality diagnostic imaging, 
and nonemergency admission to the hospital. 

CONCLUSIONS 

Black patients and white patients are to a large extent treated by different physicians. 
The physicians treating black patients may be less well trained clinically and may have 
less access to important clinical resources than physicians treating white patients_. Fur
ther research should be conducted to address the extent to which these differences 
may be responsible for disparities in health care. 

N ENGLJ MEO 351;6 WWW.NEJM.ORG AUGU;iT 5, 2004 
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T HEELIMINATIONOFRACIALANDETH· 

nic disparities in health care is one of the 
two goals of the initiative Healthy People 

2010 (the other being to increase the quality and 
years of healthy life), but the causes underlying 
these disparities have not been established.1 Be
cause patients who are members of minority groups 
and white patients to some extent reside in differ
ent locations and seek their care in different set
tings, itis possible that doctors who treat these pa
tients may differ with regard to both ·their clinical 
qualifi~tions and their clinical resources. We hy
pothesized that such discrepancies account for the 
pervasiveness of racial and ethnic disparities in 
health care. 

Several studies support this hypothesis. In a 
study of primary care physicians in New York City 
comparing physicians who had patient panels in 
which less than 50 percent were members of mi
nority groups with physicians whose patient pan
els included more than 50 percent minority-group 
patients, Gemson et al. found that those who treat
ed a greater proportion of minority-group patients 
were less knowledgeable about preventive care 
practices and less likely to be board certified. 2 •3 

Schneider et al., in a study of managed-care plans, 
observed that physicians working for plans in which 
black patients were heavily enrolled provided pri
mary care of a lower quality to all patients in the 
plan than did physicians working for plans in which 
fewer black patients were enrolled.4 Differences in 
qualifications and competency between physicians 
treating black patients and those treating white pa
tients have also been described with regard to car
diovascular surgery and the care of patients infect
ed with the human immunodeficiencyvirus.5•6 

We studied a nationally representative sample 
of primary care physicians who treated patients 
enrolled in Medicare, the nation's largest health 
insurance plan. We focused on primary care physi-· 
cians, because they are largely responsible for the 
coordination of care, often counsel patients regard
ing the need for referrals to specialists and for di
agnostic tests and therapies, and provide continu
ity of care for many patients with complex diseases. 
Studies have suggested that poor performance by 
physicians in these domains may lead to dispari
ties in preventive care, evaluation of symptoms, 
treatment, and outcome.7·13 

METHODS 

DATA 

We combine_d data from two main sources in order 
to investigate the relation of primary care physi
cians' training and resources to the race of patients 
to whom they provide "evaluation and manage
ment" services. 

Data on Physicians 
The Community Tracking Study Physician Survey 
is a biannual telephone survey conducted by the 
Center for Studying Health System Change ofa na
tionally representative sample of physicians who 
are not federally employed. The survey is conduct
ed in 60 randomly selected metropolitan statistical 
areas and is supplemented by a national sample. In 
2000-2001 (round 3 of the survey), the response 
rate among physicians was 59 percent. Details of 
the survey are available at www.hschange.org/ 
index.cgi?data=04; many of the findings have been 
described previ.ously.14"17 The survey included only 
physicians who reported providingatleast20 hours 
per week of direct patient care in an office-based 
or hospital-based practice, including at sites of the 
Bureau of Primary Health Care of the Department 
of Health and Human Services. Residents and fel
lows were excluded. Our study included the partic
ipating physicians whose primary specialty was 
family practice or gerieral practice, general internal 
medicine, or geriatrics (which we subsumed under 
the category ofintemal medicine). 

Data on Patient Visits 
The Medicare program provides health insurance 
for 97 percent of Americans who are 65 years ofage 
or older. In 2001, the program covered 40 million 
persons, 86 percent of whom were enrolled under 
Part A and Part B indemnity insurance (fee for ser
vice), in which providers submit detailed claims to 
the Centers for Medicare and Medicaid Services for 
reimbursement for services rendered.18 Data were 
obtained from the 2001 "5 percent carrier file," 
which contains claims histories ofa representative 
sample of5 percent of Medicare beneficiaries. We 
analyzed line items for "evaluation and manage
ment:" that were identified according to the Ber
enson-Eggers Type of Service Codes used by Med
icare: MlA (office visit!;i - new patient), MlB 

N ENGL) MED 351;6 WWW.NEJM.0RG AUGUST 5, 2.004 
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(office visits - established patient), and MG (con- they were board certified, and ability to provide ac
sultations); but we excluded items with the Health- • cess to necessary health care resources for their 
care Common Procedure Coding System codes patients. The demographic characteristics includ-
99381, 99411, 95115, 99391, 95117, 99236, 99262, ed age, sex, and self-declared race or ethnic back-
99251, 99255, 99261, 99254, G0175, 99253, and ground. Information on payer mix and practice set-
99252. (Information about the codes is available at ting was based on the reported percentage of 
www.cms.hhs.gov/data/betos.19) We limited our revenue the practice derived from Medicare, Med
analysis to data on black Medicare beneficiaries icaid, and managed-care plans, the number and 
and white Medicare beneficiaries (as documented specialties of the physicians in the practice, wheth
in Medicare files) 65 years ofage or older. Other er ornot physicians provide~ care for which they re
racial or ethnic categories included in the Medicare ceived reduced compensation or rio compensation 
data - Hispanic, Asian, North American Native, ("charity" care), location in an urban area (00-03) or 
other, and unknown - are less well studied and a rural area (04-09), according to metropolitan sta
less reliable.20•23 tistical area codes in the Area Resource File, 25 and 

Linkage of Data 
Data on physicians and patient visits were linked 
with the use of the physicians' unique provider 
identification number, which is recorded on claims 
submitted to Medicare.24 Of5859 primary care phy
sicians who were interviewed by telephone as part 
of the Community Tracking Study Physician Sur
vey, 5627 (96.0 percent) had a unique provider iden
tification number. Of these physicians, 729 (13.0 
percent) were not associated with claims that ap
peared in the 2001 Medicare 5 percent carrier file, 
and 543 (9.6 percent) were associated only with 
claims that were ineligible for our study-for ser
vices other than evaluation and m:µiagement, or for 
services rendered to patients who were not black 
or white and 65 years of age or older. A total of 
4355 physicians (77.4 percent) and 43,032 patients 
were included in our study, and together they con
tributed 44,756 unique physician-patient pairs (a 
few patients saw more than one physician included 
in our study) and 150,391 visits to our analysis. The 
number of visits per physician ranged from 1 to 304 
(median, 24; interquartile range, 10 to 48). These 
data were used to derive national estimates that re
flected the characteristics of 87,803 primary care 
physicians and of the 58 million visits (by 54 million 
white patients and 4 million black patients) for eval
uation and management that these physicians pro
vided to black and white Medicare beneficiaries 65 
years of age or older in the United States in 2001. 

CHARACTERISTICS_ OF PRIMARY CARE PHYSICIANS 

On the basis oftheirresponses to the Community 
Tracking Study Physician Survey, physicians were 
characterized according to their demographic char
acteristics, setting of the practice and mix of pay
ers, medical education, specialty, whether or not 

the income level in the area where the practice was 
located, according to data from the Census Bureau 
for 2000 on the median income within the area of 
a ZIP Code. The site of the physicians' medical edu
cation was dichotomized as either the United States, 
including Puerto Rico, or elsewhere. Board certifi
cation was determined for the physicians' primary 
specialty. Data on each of these measures were 
missing for less than 1 percent of physicians. 

To gain insight into the ability of physicians in 
the study to provide access to resources for their 
patients, we analyzed physicians' responses to five 
questions in the following form: "How often are 
you able to obtain access for your patients to [type 
of service] when you think it is necessary?" The five 
types of service were "subspecialists ofhigh qual
ity," "ancillary services ofhigh quality," "nonemer
gency hospital admissions," "adequate number 
of inpatient days," and "high-quality diagnostic 
imaging." The physicians could respond "always," 
"almost always," "frequently," "sometimes," "rare
ly," and "never." On the basis of the distribution of 
the responses, and on our beliefthatprovidinghigh
qualitycare requires reliable access to such servic
es, we dichotomized the responses into "always" 
(in which "always" and "almost always" were sub
sumed) or "not always" (in which the remaining re
sponses were subsumed). Less than 0.25 percent 
of the responses were missing or in a category not 
listed, such as "don't know," and were not includ
ed in the analysis. 

Physicians were asked to respond to two state
ments: "It is possible to provide high-quality care 
to all my patients," and "The level of communi
cation I have with specialists about the patients 
I refer to them is sufficient to ensure the delivery 
of high-quality care." We dichotomized the re
sponses into "agree" (in which "strongly agree" and 
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"somewhat agree" were subsumed) or "disagree" 
(in which "strongly disagree" and "somewhat dis· 
agree" were subsumed). Less than 3 percent of the 
responses were missing, "neither agree nor dis• 
agree," or in a category not shown, such as "don't 
know"; these responses were not included in the 
analysis. 

STATISTICAL ANALYSIS 

The unit of analyi;is was the patientvisit. For statis
tical purposes, the visits were nested within unique 
physician-patient pairs. Some patients saw more 
than one physician and therefore contributed to 
more than one physician-patient pair. Many physi• 
clans were part of multiple physician-patient pairs, 
since they saw multiple patients (individual physi• 
cians who saw both black patients and white pa• 
tients are represented in the counts of both visits 
by black patients and visits by white patients). 

The distribution of visits by black patients and 
visits by white patients among physicians was es· 
timated by means oflogistic regression, with ran• 
dom effects for each phy_sician, with the use of SAS 
software (version 8.U). The estimated random ef
fects were used to calculate the proportion ofblack 
patients in each physician's Medicare patient pan• 
el. This approach was used to correct for sam· 
pling error. 

The responses to the questions in the Commu
nity Tracking Study Physician Survey were evaluat• 
ed with the use ofSUDAAN software (version 7 .0), 
to accommodate the multilevel design of the sur• 
vey. 26 Associations between the patient's race and 
the physician's characteristics were analyzed with 
the use of unadjusted logistic regression, with the 
patient's race as the outcome. Associations between 
the patient's race and the physician's self-reports 
of access to resources were analyzed with the.use 
of both unadjusted and adjusted logistic regres• 
sion. In the primary analysis, the race of the patient 
was the outcome. In the secondary analysis, per
formed with the use of cumulative logistic regres
sion, the race of the patient was the predictor and 
the physician's response to the survey question was 
the ordered outcome. 

In the adjusted analysis, we included measures 
of the payer mix, with binary variables for the cat• 
egories of charity care and urban or rural location 
and continuous variables for the proportion of rev• 
enue the practice derived from Medicare, Medicaid, 
and managed-care plans; median income within 
the area of the ZIP Code of the practice; and the lev-

el of the availability of resources in the county in 
which the practice was located, according to the 
2001Area Resource File. For the arialysis of the phy• 
sicians' ability to gain access to specialists, the mea
sure of available resources was the number of pa• 
tient care surgeons and medical subspecialists per 
capita. For the analysis of the physicians' ability to 
gain access to nonemergency admission and hos• 
pital days, the measure of available resources was 
the number of short-term hospital beds per capi· 
ta. For the arialysis of the physicians' ability to gain 
access to high-quality imaging, the measure of 
available resources was the number of patient care 
radiologists per capita. In a separate arialysis (data 
not shown), adjusted for the median income with
in the ZIP Code of the patient's residence rather 
than the ZIP Code of the physician's practice, our 
findings_were similar to those reported here. 

To evaluate whether the characteristics of the 
population of primary care physicians in the geo• 
graphic area where black patients and white pa· 
tients received care were similar to those of the phy• 
sicians who actually saw black patients and white 
patients in that area, we arialyzed data on physi• 
cians' characteristics with the use of two geograph• 
ic categories used in the Dartmouth Atlas ofHealth 
Care project: the Hospital Service Area (a small geo• 
graphic unit) and the Hospital Referral Region (a 
larger geographic unit) (information on these cat
egories is available at www.dartmouthatlas.org). 
We arialyzed data on all physicians included in our 
study and generated weighted averages of these 
characteristics with respect to the geographic loca
tion of the visits with black patients and white pa• 
tients. 

Our findings are reported after weighting, which 
was performed to render them nationally repre• 
sentative. All P values are two-sided. The studywas 
approved by the Center for Medicare and Medicaid 
Services under Data Use Agreement number 12993. 
The institutional review board officer at Mathemat
ica Policy Research who oversees the conduct of 
the Community Tracking Study approved the con• 
fidentiality provisions of our study and determined 
that the Medicare data linkage did not violate the 
guidelines of the CommunityTracking Study. 

RESULTS 

DISTRIBUTION OF VISITS 

The distribution of visits by Medicare patients who 
were white or black among primary care physicians 
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is shown in Figure 1, ordered according to the pro
portion of black patients in each physician's prac
tice. The height of the bars reflects the number of 
visits by white patients and black patients. The cu
mulative-distribution Lorenz curves indicate that 
the bulk of visits by black patients are clustered 
among physicians whose patient panels include a 
higher percentage of blacks, whereas only a small 
percentage of visits by white patients are with these 
physicians. Visits by white patients are mostlywith 
physicians who provide only a small amount of 
care to black patients. Of primary care physicians, 
78 percent (68,311 physicians) with a relatively 
small proportion ofblack patients in their practice 
account for 78 percent of the visits by white pa
tients but only 20 percent of all visits by black pa
tients, whereas the remaining 22 percent of primary 
care physicians (19,492) account for 80 percent of 
all visits by black patients and 22 percent of visits 
by white patients. If visits by black patients and 
white patients were equally distributed among phy
sicians, the Lorenz curves in Figure 1 would be su
perimposed on each other. 

CHARACTERISTICS OF PHYSICIANS 

Both primary care physicians treating black pa
tients and those treating white patients were typi
cally near 50 years ofage, male, non-Hispanic, and 
working in solo or two-physician practices in an 
urban location (fable 1). E~otig~ ft.le majority 
of,v.isiJ:S l;iy both black patients (59. 7 percent) and 
white pati_ents (85.3 percent) were to white physi
cians, visit:s by black patients were markedly more 
likely than visits by white patients to be to black 
physicians (22.4 percentv~. 0.7 percent). Physicians 
treating black patients provided more charity care, 
derived a higher percentage of their practice reve
nue from Medicaid, more often practiced in low
income neighborhoods, and were less likely to have 
obtained board certification in their primary spe
cialty (77.4 percentvs. 86.lpercent, P=0.02) than 
physicians treating white patients. 

ACCESS TO IMPORTANT HEALTH CARE SERVICES 
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physicians treating white patients. They were also 
more likely than physicians treating white patients 
to report that they could "not always" provide ac
cess for their patients to subspecialists of high 
quality (24.0 percentvs.17.9 percent), high-qual
ity diagnostic imaging (24.4 percent vs. 16.6 per
cent), nonemergency hospital admissions (48.5 
percent vs. 37.0 percent), and high-quality ancil
lary services (36.6 percentvs. 27.7 percent). These 
findings were significant in both unadjusted and 
adjusted analyses; the finding with regard tb access 
to specialists was not significant in the cumulative 
logistic-regression analysis (data not shown). 

The physicians' assessment of their ability to pro- GEOGRAPHIC DIFFERENCES AND PHYSICIANS' 

vide particular aspects of care to their patients also CHARACTERISTICS 

differed with respect to the race of the patient (fa- We assessed whether the differences between phy
ble 2). When physicians were asked if they were sicians treating black patients and those treating 
able to provide access to high-quality care for all of white patients were associated with the character
their patients, 27.8 percent of physicians treating istics of physicians practicing in the geographic 
black patients responded that they could not do so areas where black patients and white patients re
("disagreed"), as compared with 19.3 percent of ceived their care (fable 3). This type of geographic 
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r,~l~ !· S:';~~~~~~ o{Pri~ary.Care Phy~idans According to '115,~-by·w~~e and Black ~~di?~~ B~~eff~~ri~:~._:·, 

Visits by Visits by Odds Ratio 
Characteristic of Physicians White Patients Black Patients (95%CIJ·j· 

No. of physician-patient pairs 41,545 3211 

Mean age 48.3±0.27 49.1±0.66 1.01 (1.00-1.02) 

Sex-% (no. of pairs) 
Male 85.6 (34,860) 82.3 (2491) 0.78 (0.60-1.02) 
Female 14.4 (6685) 17.7 (720) 1.00 

Race-% (no. of pairs) 
White 85.3 (35,824) 59.7 (1947) 1.00 
Black 0.7 (370) 22.4 (650) 39.9 (21.1-75.3) 
Asian 11.2 (3939) 15.7 (483) 1.69 (1.02-2.81) 
Other 2.7 (1067) 2.3 (98) 0.81 (0.44-1.52) 

Hispanic ethnic background-% (no. of pairs) 
Yes 3.6 (1458) 2.8 (97) 0.78 (0.51-1.20) 
No 96.4 (39,925) 97.2 (3103) 1.00 

Type of practice-% (no. of pairs) 
Hospital or medical school 16.3 (7428) 16.5 (781) 1.00 
Solo or two-physician 42.2 (15,331) 47.5 (1237) 1.11 (0.79-1.56) 
Group 34.8 (15,011) 29.7 (868) 0.84 (0.60-1.18) 
HMO 1.3 (659) 0.6 (45) 0.48 (0.24-0.95) 
Other 5.4 (3116) 5.7 (280) 1.04 (0.74-1.45) 

Location of practice-% (no. of pairs) 
Urban 73.0 (34,256) 72.9 (2744) 1.00 (0.45-2.32) 
Rural 27.0 (7289) 27.1 (467) 1.00 

Income in area of practice 
Mean±SE $52,963±777 $44,045±1876 0.97 (0.95-0.99) 
No. of pairs 40,722 3039 

Provide some charity care each mo - % (no. of pairs) 
Yes 78.8 (31,317) 83.4 (2452) 1.35 (0.98-1.85) 
No 21.2 (10,228) 16.6 (75:) 1.00 

Source of practice revenue-% (no. of pairs) 
Medicare 42.0±0.69 (41,545) 40.8±1.46 (3211) 1.00 (0.99-1.00) 
Managed care 37.0±1.10 (41,545) 35.0±1.82 (3211) 1.00 (0.99-1.00) 
Medicaid 9.3±0.37 (41,545) 13.4±0.73 (3211) 1.03 (1.02-1.04) 

Primary care specialty-% (no. of pairs) 
Internal medicine 56.1 (20,898) 65.4 (1884) 1.00 
Family practice 39.9 (18,881) 30.4 (1173) 0.65 (0.39-1.09) 
General practice 4.0 (1766) 4.2 (154) 0.90 (0.58-1.39) 

Medical education - % (no. of pairs) 
Graduate of U.S. medical school 81.9 (34,531) 79.2 (2528) 0.85 (0.60-1.18) 
Graduate of foreign medical school 18.2 (7014) 20.8 (683) 1.00 

Board certification - % (no. of pairs) 
Board certified 86.1 (36,570) 77.4 (2644) 0.55 (0.33-0.92) 
Not board certified l3.!f(4822) 22.6 (559) 1.00 

PValue 

0.18 

0.07 

<0.001+ 

0.26 

0.29 

0.99 

<0.001 

0.06 

0.43 
0.14 

<0.001 

0.26 

0.32 

O.Q2 

* Plus-minus values are means ±SE. Number of pairs refers to the number of physician-patient pairs. Means and percentages for a given char
acteristic reflect weighted estimates and may not bear a numerical relation to the number of pairs. Cl denotes confidence interval, and HMO 
health maintenance organization. A group practice was considered to include three or more physicians. 

t For categorical variables, the odds ratio represents the likelihood that the patient in a given physician-patient pair, represented by a visit, is 
black as opposed to white. For continuous variables, the odds ratio represents the likelihood that the patient in a given physician-patient pair 
is black as opposed to white for each unit ofincrease (i.e., one year of age, $1,000 _of income in the location of the practice, or an increase of 
1 percent in the revenue of the practice). , 

:J: Hypothesis tests excluded 8 of the 60 sites in the Community Tracking Study Survey, because not all race or ethnic group combinations were 
present in these sites. 
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Table 2. Primary Care Physicians' Perceptions of the Qualify of Care Pro~ded in Relation to the Race of Patient.* 
~-' > • ,. • r • • 

Unadjusted Adjusted Odds 
Visits by White Visits by Black Odds Ratio Ratio 

Index of Quality of Care Patients Patients (95%Cl)t PValue (95%Cl}t PValue 

Access to high-quality specialists 
-% (no. of pairs) 

Always 82.1 (33,271) 76.0 (2437) 0.69 (0.47-1.01) 0.05 0.67 (0.46-0.99) 0.04 

Not always 17.9 (8189) 24.0 (774) 1.00 1.00 

Access to high-quality diagnostic imaging 
-% (no. of pairs) 

Always 83.4 (34,443) 75.6 (2449) 0.62 (0.42-0.91) 0.01 0.60 (0.43-0.84) 0.003 

Not always 16.6 (7082) 24.4 (762) 1.00 1.00 

Access to nonemergency hospital admission 
- % (no. of pairs) 

Always 63.0 (23,414) 51.5 (1613) 0.62 (0.48-0.81) <D.001 0.69 (0.53-0.90) <0.001 

Not always 37.0 (13,946) 48.5 (1261) 1.00 1.00 

Access to an adequate number ofinpatient days 
-% (no. of pairs) 

Always 63.4 (24,058) 55.l (1549) 0.71 (0.50-1.00) 0.05 0.74 (0.52-1.05) 0.08 

Not always 36.6 (13,761) 44.9 (1328) 1.00 1.00 

Access to high-quality ancillary services 
-% (no.of pairs) 

Always 72.3 (29,556) 63.4 (2039) 0.66 (0.47-0.95) 0.02 0.69 (0.49-0.97) 0.03 

Not always 27.7 (11,875) 36.6 (1168) 1.00 1.00 

Able to deliver high-quality care to all patients 
-% (no.of pairs) 

Agree 80.7 (32,588) 72.2 (2398) 0.62 (0.44-0.87) 0.005 0.68 (0.48-0.95) 0.02 

Disagree 19.3 (7960) 27,8 (688) 1.00 1.00 

Have good communication with subspecialists 
-% (no. of pairs) 

Agree 88.5 (34,773) 85.9 (2573) 0.79 (0.55-1.13) 0.19 0.77 (0.54-1.09) 0.14 

Disagree 11.5 (5638) 14.1 (584) 1.00 1.00 

* Number of pairs refers to the number of physician-patient pairs. Values are weighted and may not bear a numerical relation to the number 
of pairs. Cl denotes confidence interval. 

i" For each variable, the odds ratio represents the likelihood that the patient in a given physician-patient pair, represented by a visit, is black as 
opposed to white. Adjusted odds ratios have been adjus;ed for payer mix, with binary variables for the categories of charity care and urban or 
rural location and continuous variables for the proportion of revenue the practice derived from Medicare, Medicaid, and managed-care plans; 
median income within the area of the ZIP Code of the practice; and the level of the availability ofresources of the county in which the practice 
was located, according to the 2001 Area Resource File. 

explanation of the quality ofhealth care has been 
explored in other studies of racial differences in 
health care.27•28 

The degree of racial concordance between pa
tient and physician appeared greater than what 
would be expected if the local availability of physi
cians of different races were the only explanation of 
the matching of the patient's and physician's race 
(Table 3). Of visits by black patients in our study, 
22.4 percent were to physicians who were black, 
whereas in the Hospital Service Areas and Hospital 

Referral Regions, the percentage of black physi
cians was lower -12.5 percent and 6.7 percent, 
respectively- a fin~_µiat supports the hypoth
..e~.i§.~le;£½.E:19e!1~_prefertr.njally §.e~k ~e from 
l'!~marysgJ:e.physician~ oftg~ir 9WI! t~ce,.2~:

30 

Other characteristics of the primary care physi
cians treating white patients and those treating 
black patients were similar to the overall popula
tion of primary care physicians in the geographic 
areas where the visits occurred. For example, 77.4 
percent of visits by black patients were to physi-
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Table 3. Chara~ri$tics of Primary Care Ph~!9.a!'.1;5 ~~o Tre~ted White Patients and Those Who Ti'eati!d Blai:k Pati'e!1~ 
and ~fthe Overall Population in the Are~ Where Visits Occurred.* 

Variable White Patients Black Patients 

Average in Average in Average in Average in 
Hospital Hospital Hospital Hospital 

Patient Service Referral Patient Service Referral 
Visits Area Region Visits Area Region 

percentage of physicians 

Physician characteristic 

Race 

White 85.3 81.5 80.1 59.7 69.7 75.2 

Black 0.7 2.5 3.5 22.4 12.5 6.7 

Asian 10.3 13.0 13.2 15.7 13.0 14.8 

Other 2.5 3.0 3.2 2.3 4.8 3.3 

Board certified 86.1 85.5 85.1 77.4 77.7 80.1 

Index of quality of care 

Access to services 

High-quality specialists 82.1 79.7 79.2 76.0 76.6 78.8 

Diagnostic imaging 83.4 81.l 80.7 75.6 76.7 79.6 

Hospital admission 63.0 62.3 62.0 51.5 56.1 59.5 

Days in hospital 63.4 61.8 61.4 55.1 55.7 58.6 

Ancillary services 72.3 69.6 69.2 63.4 63.9 66.9 

. Able to provide high-quality care 80.7 79.8 79.7 72.2 75.3 77.9 

Good communication with subspecialists 88.5 86.1 85.3 85.9 84.8 85.3 

* Location is defined according to categories used in the Dartmouth Atlas of Health Care Project as the Hospital Service Area 
(a small geographic unit) and the Hospital Referral Region (a larger geographic unit). Data show percentages of respons• 
es of primary care physicians participating"in the Community Tracking Study Physician Survey in 2000 and 2001. Each 
patient visit is categorized according tci whether the patient is white or black. 

clans who were board certified; the average rates of 
board certification in the areas where the visits oc
curred were 77. 7 percent according to the Hospital 
Service Area and 80.1 percent according to the Hos
pital Referral Region. 

DISCUSSION 

We evaluated the hypot:Q.esis that differences be
tween primary care physicians who treat black pa
tients and those who treat white patients play a role 
in health care disparities. We found that visits by 
black patients were highly concentrated among a 
small subgroup of primary care physicians, were 
more often with physicians who were not board 
certified in their primary specialty, and were more 
often with physicians who reported facing obsta
cles in gaining access to high-quality services for 
their patients. Each of these observations poten
tially has implications for disparities in health care. 

In our study, the great majority of the visits by 

black patients (80 percent) were to a small group 
of primary care physicians (22 percentofthe total), 
whereas the remaining physicians (78 percent) 
accounted for the majority of visits by white pa
tients. This finding indicates that the care ofblack 
patients and white patients rests to a large extent 
in tlie hands of different physicians. Disparities in 
health care could emerge if these two groups of 
physicians differed in their ability to provide high
quality care, either because of differences in their 
clinical training or because of differences in their 
access to resources. In addition, our study shows 
thatitwould be possible to identify physicians who 
treat black patients or who treat white patients 
through claims databases. 

The differences in the rates ofboard certifica
tion between the two groups of physicians sup
port the notion that the poorer quality of care re
ceived by black patients may in part result from 
the fact that their physicians are less well trained 
than those who mostly treat white patients. For in-
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stance, the rates of screening for most diseases are 
lower among black patients than among white pa
tients, and black patients more often than white 
patients receive diagnoses when diseases are at 
a relatively advanced stage. Previous research has 
shown that physicians who scored poorly on their 
licensure examinations or who are not board certi
fied in their specialty are less likely to follow screen
ing recommendations and more likely to prescribe 
symptom-directed treatment, rather than diagno
sis-directed treatment - tendencies that may re
sult in delayed diagnoses.31-35 

The differences in physicians' reported ease of 
access to services for their patients point to addi
tional mechanisms underlying health care dispar
ities. Differences in access to subspecialists, imag
ing studies, nonemergency hospital admission, and 
ancillaiy services might help explain why black pa
tients see fewer subspecialists and receive less time
ly treatment for complex chronic illnesses than do 
white patients.36-39 

Our findings should be interpreted within the 
context of the data that we analyzed. The responses 
of physicians regarding access to resources are nec
essarily subjective and reflect the physicians' experi
ence with all their patients, not onlywith the Medi
care patients included in our analysis. Moreover, 
we cannot be certain of the extent to which differ
ences in physicians' responses signify differences in 
the care that their patients received, because we did 
not examine patients' outcomes. We could not con
sider the role of some other identified deficiencies 
in primary care ofblack patients. For example, pre
dominantly black communities have fewer primary 
care doctors than predominantly white communi
ties; black patients are more likely than white pa
tients to receive care in inpatient and emergency
departmentsettings, rather than outpatient settings; 
and a larger fraction of visits for primary care by 
black patients are to physicians with whom the pa
tients do not have an established relationship.4 0--4z 

Because health care disparities are pervasive and 
because the disparities are not due solely to differ
ences in the patients' insurance coverage, hypothe
ses regarding the role of physicians in their gene-
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Numerous studies have demonstrated that 
minority patients receive poorer quality health 
care than non-minorities. The mechanisms un
derlying this problem have not been identified, 
but the pervasiveness and consistency of racial 
and ethnic differences in healthcare quality 
have led most investigators to identify at most 
one or two overarching causes. To some, the 
consistency of these findings supports a hy
pothesis that physicians are at the heart of the 
problem. It- is posited that due to sub-con
scious biases, more overt prejudice, or cultural 
insensitivity, physicians do not treat minority 
patients as well as they treat non-minority pa
tients. This hypothesis has received a great deal 
of attention, both in reviews from the Institute 
of Medicine and position statements from the 
American Medical Association and National 
Medical Association. In this paper, I review 
several studies that have focused on an alter-

' native potential mechanism of racial and eth
nic disparities in health care; which is based 
more on inequities in the structure of the 
healthcare system, rather than inequities in the 
treatment patterns of individual physicians. 
Determining the relative contribution of each 
of these mechanisms to racial and ethnic dis
parities in health care should be a priority. 
(Ethn Dis. 2005;1 S[suppl 2):52-31-52-33) 

Key Words: Racial Disparities, Physician 
Bias, Healthcare Inequities 
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RACIAL DISPARITIES AND SITE OF CARE 

INTRODUCTION 

Decades of research have demon
strated two related deficiencies in the 
United States healthcare system. The 
quality of care in the United States is 
low overalP.2; and particular vulnerable 
groups of patients, such as those who 
are non-White, poor, or elderly, system
atically receive lower quality care than 
their less vulnerable counterpans.3- 7 

Most of these studies have focused on 
large, representative datasets and exam
ined either determinants of quality or 
the quality of care provided to vulnera
ble groups, but not both. As such, the 
relative contribution of variations in 
quality overall to variations in quality 
between vulnerable and less vulnerable 
patients have not been disaggregated. As 
emphasized in a recent Request for Ap
plications from the National Institutes 
of Health: 

"the documentation of wide-spread dis
parities. . . has been an irnponant con
tribution of outcomes and effectiveness 
research. Nevertheless, these insights 
have infrequently led to significant im
provements in racial and ethnic dispari
ties, in part, because the causes of and 
contributing factors to these inequalities 
are inadequately understood."• 

In this article, I review several recent 
studies, in which researchers have en
deavored to identify to what extent var
iations in care between vulnerable and 
less vulnerable patients are explained by 
systemic variations (ie, structural varia

tions) in quality of care. Although these 
studies use both different analytic meth
ods and analyze different metrics, they 
all have the same basic intent, which can 

be summarized in epidemiologic terms: 
to determine to what extent variations 

in care quality between patient groups 
are confounded by variations in quality 

of care settings. The studies also all fo-
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cus on patients divided by their race or 
ethnicity. 

REvmw OF STUDIES 

Differences in the Healthcare 
System Quality by Patient 
Race/Ethnicity 

Bach et al eval_uated primary care 
physicians who treated Black and White 
Medicare beneficiaries in 2001.9 The 
purpose of the study was to first deter
mine to what extent Black and White 
Medicare beneficiaries were treated by 
different groups of physicians, and then 
to determine if there were systematic 
differences between the two groups of 
physicians. In this analysis, the investi
gators observed that the care of Black 
and White Medicare beneficiaries rests 
to a large extent in the hands of differ
ent physicians, with the care of 80% o_f 
Blacks being provided by only one-fifth 
of all physicians. When comparing the 
physicians treating Blacks and Whites, 
the authors found that the physicians 
treating Blacks were less likely to be 
board- certified in their primary spe
cialty, and more likely to report that 
they faced obstacles when trying to refer 
their patients to specialists for imaging 
tests or for elective hospital admission. 
Most of these findings were paralleled in 
analyses focusing on the geographic ar
eas where Blacks and Whites received 
care, in that the physi.cians treating 
Blacks and Whites mirrored those who 
worked in the neighborhood in general. 
This study provides some evidence that 
the disparities in care received by Blacks 
and Whites may in parr be due to dif
ferences in the qualifications or resourc
es of their providers. However, this 
study neither demonstrated that the 
physicians treating Blacks and Whites 
actually provided different quality of 
care to their patients, nor did it deter-
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Table 1. Association between patient race and hospital volume 

Very 
Hospital Volume Low 

Pancreatectomy (o/o Blacks) 8.7 
Esphagectomy (% Blacks) 12.0 

mine to what extent racial disparities are 
explained by this difference in treating 
physicians. 

Chandra and Skinner evaluated sites 
of cardiac care for Blacks and Whites 
experiencing a myocardial infarction, in 
order to address a similar set of hypoth
eses.12 In this study, the investigators 
also examined only Medicare beneficia
ries. They found that 50% of Black care 
occurred in a subset of hospitals in 
which only 14% of non-Blacks received 
care, and also cited a related study show
ing that the quality of the myocardial 
infarction care was lower at the hospitals Q where Blacks were more likely to go. 

1 This study not only shows that Blacks 
and Whites receive their care to a great 
extent from different providers in dif
ferent settings, but also supports the hy
pothesis that the differences in site of 
care are probably linked to differences 
in care quality. However, the investiga
tors did not determine to what extent 
care differences between Blacks and 
Whites were due to the differences in 
care settings. 

Birkm~yer et al have performed sev
eral analyses of surgical outcomes, show
ing that when care is stratified by either 
the procedure volume of the hospital or 
the performing surgeon, outcomes are 
superior in association with higher vol
ume.1°·11 Coupled with this finding, 
Birkmeyer et al have shown that the vol
ume of a procedure performed at a par
ticular hospital is inversely associated 
with the percentage of patients treated 
at that hospital who are Black. The find
ings are shown for esophagectomy and 

0 pancreatectomy in Table I, the two pro
cedures for which volume is associated 
with the greatest difference in ouccome. 
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Very 
Low Medium High High 

8.0 6.8 6.0 5.0 
7.6 6.7 6.5 5.5 

This study provides similar information 
to that emerging from the study of 
Chandra and colleagues.12 Blacks receive 
their care to some extent in lower qual
ity facilities than Whites. The extent to 
which this pattern explains disparities in 
outcome is not defined.13 

Studies That Use Stratified 
Analyses to Disaggregate 
System Effects 

There are not too many studies that 
have performed this type of analysis, 
perhaps because it is difficult to accu
mulate enough high-quality data to per
mit for the construction of multiple 
strata that c9ntain a sufficient number 
of events. However, stratified analyses 
can allow an investigator to directly de
termine to what extent healthcare dis
parities are due to differences in care set
ting. Schneider et al4 examined care re
ceived by Black and White Medicare 
beneficiaries enrolled in Health Main
tenance Organizations (HMOs), as in
dicated by performance on 'HEDIS' 
measures (a set of measures proposed by 
the Nacionai Committee on Quality As
surance). The example they cited for 
differences in treatment of Blacks and 
Whites and its relation to care setting 
focused on mammography. Overall, race 
was associated with mammography 
rates, which differed by 8% between 
White and Black women aged 65 to 75 
(70.9% vs 62.9% respectively, P<.001). 
The investigators stratified the 294 
HMO plans in the study based on the 
proportion of Blacks enrolled, which 
served to separate those plans who pro
vided most of the care to Blacks from 
chose chat provided only a small amount 
of care to Blacks. The investigators ob-
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served that in those plans with the great
est number of Black patients, the mam
mography rates were only 60% for 
Whites and 58% for Blacks. In those 
plans with the fewest number of Black 
patients, the White and Black mam
mography rates for women were much 
higher: 76% and 74%, respectively. 
This study suggests that an important 
source of healthcare disparities is the site 
of care, in that the investigators docu
mented that Blacks and Whites were 
treated in different settings, that the care 
provided in settings where Blacks re
ceived more care was lower quality over
all, and that the aggregate differences in 
care between Blacks and Whites overall 
was explained by differences in care set
ting. 

Studies That Use Multi
Variable or Hierarchical 
Modelling to Disaggregate 
Structural Effects from R.ace/ 
Ethnicity ~ffects 

Some other studies have used multi
variable methods to disaggregate the ef
fects of treatment site from the effects 
of race. Skinner et al, for instance, ex
amined rates of knee arthroplasty for 
several groups of Medicare beneficiaries, 
noting that the rates of knee arthroplas
ty for White men were more than twice 
that for Black men (4.82 vs 1.84 per 
1000).15 The investigators then assessed 
whether the fact that Blacks and Whites 
reside in different geographic regions of 
the country explains the overall large 
difference, under the hypothesis that the 
overall quality of care probably varies 
between regions. Specifically, they hy
pothesized that Blacks predominantly 
reside in regions with low rates of knee 
arthroplasty, while Whites reside in re
gions with high rates of anhroplasty. 
Stratifying at the level of the Hospital 
Referral Region, the investigators dem
onstrated that clustering of Black pa
tients in low anhroplasty regions led to 

25% of the total racial differences in 
care quality. 

Bradley et al analyzed data from a 



0 

0 

0 

representative sample of patients with 
acute myocardial infarction, analyzing at 
the hospital level, rather than the small 
geographic unit. The authors observed 
that overall times, with variances adjust
ed for clustering of patients within hos
pital, were greater for Blacks than 
Whites in terms of time for 'door to 
drug' ( +7.3 minutes, 6.4-8.3) and 
'doorto balloon' (+18.9 minutes, 16.5-
21.4). Then, they re-analyzed their find
ings in hierarchical models that includ
ed random effects for each hospital, and 
found that the difference between 
Blacks and Whites was explained by 
14% and 33%, respectively. This result 
is consistent, the authors argued, with 
overall differences reflecting in part "dif
ferences between the hospitals in which 
patients were treated. "14 

In both of these studies, statistical 
methods were used to account for the 
clustering of Blacks and Whites in dif
ferent care settings, and in each case, less 
than half of the difference in care qual
ity between Blacks and Whites appears 
to be due to differences in care setting 
or geographic location. 

DISCUSSION 

Determining the causes of health 
disparities is an important first step in 
the creation of programs to r~duce 

them. At the time of the Institute of 
Medicine's report on Unequal Treat
ment, few studies had examined to what 
extent differences in treatment might be 
due to differences in care settings be
tween Blacks and Whites. Moreover, the 
hypothesis was not really widely consid
ered. Since that time, a number of stud
ies have provided evidence that suggests 
that at least some of healthcare dispari
ties are due to such differences. To the 
extent that Whites and Blacks receive 
their care in different settings and those 
settings vary in their quality, specific in
terventions might be considered to im
prove the care in those latter settings. 
However, more studies are needed be
fore that determination can be made. 
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This article examined the relationship between socioeconomic status and rates of chronic infection in 

children. Infection or inflammation in children may predispose them to chronic disease and play a role in 
l.ater-life health disparities. 

Researchers used biomarker data from the Third National Health and Nutrition Examination Survey 
(NHANES) to relate information on children's common chronic infections with height-for-age and asthma to 
their socioeconomic status. 

Key Findings: 

• Higher rates of infection were associated with lower family income, lower levels of parental education, 
and belonging to a racial/ethnic minority. 

• Burden of infection was associated with lower height-to-age ratios, suggesting childhood growth and 
development may be related to infectious environments. 

The rate of chronic infection in children varies by socioeconomic conditions and may lead to health 
disparities early in life. 
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Recent work in biodemography has suggested chat lifetime exposure to infection and inflammation may 
be an lmpor,:anr determinant of lacer-life morbidity and mortality. Early exposure to infections during 
ctitical periods can predispose individuals to chronic disease, in pan through the reallocation of energy 
away Crom d=lopment needed for immune and inflammatory responses. Furthermore. markers or 
inflammation are lcnown to vary by sodoc:conomic status in adults and lllilY contribute ro overall 
socioeconomic health inequalities, but little is known abom how the sources of thill inflammation differ 
over the life course. This paper uses novel biomarker data from the Toird National Health and Nutrition 
Examination Survey (NHANES Ill) to test the association of the burd~ of common chronic infettions 
(Hellcobaccer pylori (H. pyfori), cycomegalovirus (CMV), herpes simpl~ virus-1 (HSV-1). hepatitis A and 
hepatitis BJ with height-for-age and asthma/chronic respiratoIY conditions in us. children ages 6 ,1nd 
older, and the association of tltese chronic infections to children's ~odoeconomic starus. A higher burden 
or infec:tion is found co be associated with lower height-for-age as well as an increased likelihood of 
asthma net of rate/ethnicity. family lncon,e. and pa.rental education. Children with lower family ltlco1ne, 
lower parental education, and non-white race/ethnicitY have a higher likelihood of infcccion with seve!"<II 
individual parbogens .is well as the overall burden of inrection. Differential e)lposure Jnd/or s11scepli• 
billty to infections may be one mechanism through which early social facrors get embodied and shape 
later-life health outcomes. 

Background 

Rece1,t work in biodemography has suggested that reductions in 
lifetime exposure to infection and inflammation m.iy have been an 
important determinant of cohort declines in later-life morbidity 
and mortality. Crimmins and Finch a.rgue that cohorts with lower 
infei:cious disease mortality in childhood can be characterized by 
a "cohort morbidity phenotype" thac links their early-life experi• 
ence to later-life cohort mortality patterns (Crimmins & Finch. 
2006; Finch & Crimmins, 2004). More broadly, life-course epide
miology has drawn attention to the potential long-term impacts 
of early-life exposures for rhe development of chronic disease 
(Ben-Shlomo & (<uh, 2002). Social scientists are also increasingly 
drawing links becvveen early-life conditions and later-life outcoines 
(C.ise. Fertig, & Paxson. 2005: Hayward & Gorman. 2004: Heckman. 
2006), however, the precise biological pathways linking early-life 
conditio11s m later-life outcomes are not well understood, 

• Com:Sponding author. Tel.: -t-1,734 358 1;;473, 
E•mail address: jdowd@hunrer.cuny.edu U,B, Dowd). 
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Early exposure to infections during critical periods is thought to 
predispose individuals to chronic disease, in part through me 
reallocation of energy away from development needed for immune 
and inflammatory responses (McD.ide, 2005). Early environments 
inay model immune and inflammatoi:y responses for the remainder 
of the life course. It is well known that socioeconomic status (SES) is 
consistently associated with adult health outcomes. Childhood 
socioeconomic status may shape early•life exposures such as 
chronic infections. wich potentially important il'nplications for later 
chronic disease. Infections may have a direct impact not only on 
adult health, but also on rurure socioeconomic outcomes. For 
example, ir, utero exposure to the 1918 flu pandemic has been found 
to increase the risk of health outcomes including cancer, hyper
tension, and heart disease, as well as lower educational attainment 
and income {Almond, 2006; Almond & Maiumder. 2005). These 
results illustrate the potential for cady-\iFe infections to influence 
human capital accumulation as well as healrh. reinforcing ht:alth 
inequalities across the life course. 

In contemporary cohorts, markers of inflammatory proteins 
sum as C-reactive protein (CRP) have been found to vary by 
socioeconomic status in U.S. adults (Alley et al., 2006: Loucks et a)., 
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2006; Ranjit et al., 2007). Toe sources of these differences in adult 
inflammation are less clear. but differences in pathogen biirdcn are 
one possibility (Zhu. Q.uyyumi, Nonnan, Csako. et al. 2000). 
Infections elicit an inflammatmy response from the innate immune 
system upon cotry into the body, and chronic infections. may elicit 
a persistent inflammatory response (Eskandari & Sternberg. 2002; 
Kiecolr-GJaser, MtGuire, Robles, Bi Glaser, 2002; Segerstrom & 
Miller, 2004). 

Seroprevalence rates of several persistent infections have been 
found to differ among adults by race/ethnicity and socioeconomic 
status in the U.S. (Dowd, Aiello. Bz Alley, 2008; McQuillan et al., 2004; 
Zaja.cova., Dowd, e, Aiello, in press). If differences by socioeconomic 
status or race/ethnicicy exist in the early -acquisirian of lifelong 
chronh: infections. this might contribute to later-life health 
inequalities in. two ways; through direct links to later-life health and/ 
or through effects on cognitive functioning and human capital 
accumulatioo. C\lmmtly, little is Icnownaboutwhetherdifferences in 
chronic infections exist during the citical early ages in U.S. children. 

Infections and chronic disease 

In addition to the idea that the lifelong burden of infection ma.y 
help explain cohort i::hanges in life expectancy over the last century 
(Finch & Crimmins, 2004), there is g('Owing epidemiological 
evidence linking speciHc chronic infections to chronh; disease 
outi::omes in contemporaneous populations. For example. herpes
viruses such as cycomegalovirus (CJ\AV) and herpes simplex virus 
type 1 (HSV-1) have been linked to inflammatozy proi::esses, 
cardiovascular disease, frailty, cognitive outcomes, and Alzheimer's 
disease (Aiello er al .. 2006; Iczhaki, Wozniak, Appelt. & Balin. 2004: 
Liu et .al .. 2006; Schmaltz et al, 200S; Sorlie et al., 2000). Foetising 

0 earlier in the life course, recent work has suggested a link between 
fetal exposure to herpesviruses and p.eterm birth (Gibson et al., 
2008). Exposure to CMV and HSV-1 is very common in early life 
( Star as et al., 2006), with average scroprevalence in the U.S. c:lose to 
50% in the 20-29 age group, rising to 89% by ages 70-79 (Staras 
et al.. 2006). Although infei::tion with CMV and HSV-1 often passes 
undiagnosed because of their asymptomatic properties, these 
vil'lJSCS remain latent in the host for life, with risk of ceactivation 
due to stress and aging (Koch. Solana, Rosa. &. Pawelec, 2006). Most 
people will be infe<:ted with these viruses by the time they reach 
older ages, but it is possible that individuals infected earlier in life 
will face a greater pro-inflammatory toll over their life course. 

In addition to herpesvlruses, several other pathogens have been 
linked to the development of chronic disease. Helicobacter pylori 
(H. pylori) can lie dormant in the body for decades until the 
bacteria-host equilibrium is disturbed. Besides its well-known role 
in peprlc uli::er disease. H. pylori is the major risk factor for gastric 
i::ancer. H. pylori has also been implicated in the development of 
stroke and ischemic heart disease through suggested pathways 
including thronic inflammation, lipid alterations, and endothelial 
dysfuncrion (Manolalds, Kapsorjtakis, & Potamianos, :2007). H. 
pylori has also been explicitly implicated in growth impairment in 
children (Mohammad, Hussein, Coward, & Jackson, 2008; Prentice 
& Darbee. 2008). Hepatitis B vi.n.lS (HBV), known for its role in 
chronic liver disease, has been hypothesized to contribute to 
artherogenic diseases via systemic effects on immune response and 
colonitation of vascular tissues, though che evideni::e for irs asso
ciation with strolce and myocardial infarction is mixed (lshizaka 
et al .. 2002: Rong et al., 2007; Sung, Song, Choi, Ebrahim, & Davey 
Smith. 2007). Hepatitis A (HAV), though commonly thought to be 

0 eliminated from the body after acute infection, may also persist in 
the host or establish a. chro1,1c, subclinica.l inflammatory condition. 
Seropositivicy to hepatitis A was found to be associated with both 
coronary artery disease (CAD) and elevated C-reactive protein (CRP) 

levels in U.S. adults, after controlling for age. race, sex, smoking, 
diabetes. cholesrerol. hypertension, other infections, and occupa
tional status (Zhu. Quyyumi. Norman, Costello, et at .. 2000). Beyond 
me impact of individual infections, there ls developing evidence 
that the presence of multiple chronic infections may contribute to 
disease through an overall downregulation of immune function and 
a sysremic pro-inflammatory environment (Elkind & Cole. 2006; 
Espinola-Klein et al., 200:Z; Fernandez-Real et al., 2006; Zhu, 
Quyyumi. Norman, Csako, et al., 2000). 

Infections and healch outcomes in children 

Height 
Although much prior research has focused on links between 

infecr!ons and adult chronic health ourcomes, the health costs of 
early infections may manifest themselves earlier in the lifii course. 
One potential marker of the costs of infection is differences in 
growth. which has rarely been explored in children in developed 
countries. Crimmins and Finch suggest ·that cohort differences in 
infectious burdan are reflected in differences in adult heighr ~s 
a result of the high metabolic demands af the inflammatory 
response (Crimmins & Finell, 2006). Pro-inflammatotY cycokines 
such as TNF-alpha and Interleukin-6 released· in response t:o 
infection may directly affect the process of bone remodeling 
required for long bone growth, and direct viral infection of osteo
clasts and osteoblastS has also been detected (Stephensen, 1999). 
Ocher mechanisms through whii::h chronic infections are thought to 
affect growth include lower food intake, impaired nurrient 
absorption and direct nutrient loss (Stephensen, 1999). Height ma.y 
also be ;;i useful marker of broader healtli capital Adult height has 
been of interest: to ei::onomists due to its consistent relationship 
with wages, performance on cognitive tests, and longevicy (Case & 
Paxson. 2006; Deaton, 2007). 

Ast/tma 
Asthma. causes considerable morbidity in U.S. children and is the 

third leading cause of hospitalization in persons 18 or under in 
the United States (Eder, Ege, & Von Mutius, 2006). Debate around 
the secular trend in increased asthma and other allergic diseases 
has focused on the ''hygiene hypothesis," tlie idea that modem 
under-exposure to infectious agents may lead to immature and pro-
allergic irnmtme responses (Liu. 2007; Strachan, 1989). On the other 
hand. asthma is an inflammatory airway condition rhat may be 
exacerbated by infection-induc:cd production of pro--inflammarory 
c:ytokines such as IL-6, whkh have been found to contribute to rhe 
structural remodeling of the airway wall in chronic asthma (Rode! 
cc al., 2000). The expected association of infectious burden wlrh 
reported asthma in U.S. children is thus not clear a priorL 

This paper seeks to bring together these different lines of 
research with novel biomarker dara to test (1) whether the burden 
of common chronic infections including H. pylori, cytomegalovirus 
(CMV), herpes simplex virus-1 (HSV-1 }, hepatitis A virus (HAV) a.nd 
hepatitis B virus (HBV) is related to socioeconomic status in U.S. 
children ages 6-16, and (2) whether this infectious burden is 
associated with height-for-age or reported asthma/chronic respi· 
ratory conditions in U.S. children. 

Data 

The analyses are based on dara from the National Health and 
Nutrition Examination Survey (NHANES Ill). collecred becween 
1988 and 1994. NHANES III contains a cross-sectional representa• 
rive sample of the: U.S. civilian non-institutionalized population, 
with an oversample of Mexkan-Americans and non-Hispank 
blacl(s. Data were collected in household face-to-face imervicws 
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and medii:al examinations. whicb included che collection of blood 
and urine for laboratory tests. Data were collected in two phases, 
phase 1 from 1988 to 1991 and phase 2 from 1991 to 1994. Each 
phase was designed to be individually nationally representative. 
Derails of the sampling desigtl and protocol are available fl'Om 
National Center for Health Statistics (Gunter, lewis, & I<oncilcowski, 
1996). For rhe youth sample, there was over a 90% response rate to 
the initial inteiview portion of survey (Schafer er al., 1996) and 
6936 children age 6-16 were included In th~ interview sample. Of 
these, 606 (8.7%) were missing data on family income. Those 
missing income data were more likely to be Mexican-American and 
have less parental education than those not missing. Of the 
remaining 6330 respondeni:s, 1407 (22.2%) did not have their blood 
drawn during the medical examination. Higher child's age a11d non
white race/ethnicity were associated with a. greater likelihood of 
having blood drawn. Of the 4923 respondents with blood drawn. 
4342 (882%) had data on at least one infection although 198 ( 4.5%) 
were missing data on one or more of the three infedions that were 
tesred in both suivey waves and all age groups (CMV, HAV. HBV). 
Those missing data for one or more or these infections were slightly 
more likely to be blat:k. but did not significantly differ in family 
ini:ome or education. i1or did they significantly differ in average 
heighr-for-age or reported asthma/i:hronic respiratory conditions. 
H. pylori was only tested on samples from phase 1 of the survey, so 
all analyses directly including H. pylori have a smaller samples si2e 
(N = 1962). Each phase of the survey was desigaled to be separately 
nationally represrmtative. so missingnc:ss by phase can be consid
efcd i:ompletely-at random. Similarly, HSV-l was only tested M 
samples or childn:a 12 and over. limiting analyses including HSV-1 
ro a sample size of1379. We excluded additional obsetvations wirh 
missing data on parental education (N:;; 23) and either one of the 
two health outcomes (N = 7). There were no missing values on age, 
gender, race, and region. The final number of observations used in 
analyses was 4319. 

Measures 

Sociodi:mographics 

Childhood socioeconomic starus was measured using the years 
of education of the household reference person and annual family 
income. Family ini:ome was coded as the midpoint of eai:h of the 26 
reported i:ategories (using $65,000 ror the ini:omes above $50,000) 
and adjusted for inflation between the two NHANES III phases 
using the Consumer Price lndex. rncome was log-transformed due 
to the skewness of the distribution, Education was mt?aSured as the 
highest completed year of schooling and was used in models as 
a continuous predictor or as a trkhotomized measure, with less 
than 12 years. 12 years (reference), and more than 12 years. Race/ 
ethnicity was categorized into four groups (non-Hispa('liC white 
(reference). non-Hispanic black, Mexican-American. ·and Other). 
Other control variables included age (in years), sex (male as refer
ence), and region or residence (Northeast as reference). 

Individual infections 
We used seropositive status for H. pylori, CMV, HSV-1, HBV, and 

HAY, coded as 1 = seropositive. O = seronegative. 1-1. pylori serologic 
resting was done using a commercial Immunoglobulin G (lgG) 
Enzyme-Linked lmmunoSorbent Assay (EUSA) (Wampole labora
tories, Cranbury, NJ) (NHANES III second laboratory data file 
documentation, Series 11, No. 2A, 1998). H. pylori testing was 
conducted on samples from phase 1 only. CMV specific IgG sero
positivicy was measured with an ELISA (Quest International Inc., 
Miami, FL) (NCHS, .2006). Solid-phase enzymatic immunodor assays 
were used to detect antibody seropositivity to HSV• l (NHANES III 

second laboratory data file documentation, Series 11, No. 2A, 1998). 
HSV-1 serostatus was obtained only fur respondents ages 12 and 
older. Hepatitis B serostarus was detennined by core antigen 
enzyme-Jinked immunoassay (CORAB. Abbott Laboratories) 
(Gunter et al., J996). Hepatitis A serostatus was determined using 
a commercially available enzyme immunoassay (HAVAB-EIA, 
Abborr Laboratories. Abbott Pijrk, Illinois) (Bell et a.I., 2005). 

Burden of infection 
Serostatus of H. pylori, CMV, HSV-1. HAV, and HBV was used to 

construct ii latent infection burden variable using a confirmatory 
factor analysis. 

Outcomes 
Height was measured at the medical examination. The value 

was converted into a sex- and age-specific z-score, based on the 
2000 CDC growth charts. Chronic respiratory conditions were 
measured by-parental report of whether a doctor ever said the child 
had asthma or chronic bronchitis (0 ""no, 1 =yes). 

Descriptive statistics for the a11alysis sample are shown in 
Table 1. Among U.S. i:hildren aged 6-l6, scroprevalence or H. pylori 
Was 26.4%, Q\,IV 38,5%, hepatitis A 9.9!1:, and hepatitis B 1.8%. Among 
children ages 12-16, seropre\'alence of HSV-1 was 41.6%. Almost 
15% of t:hildren have been told by their docror that they have 
asthma. or chronk bronchitis. The average educational attainment 
for a reference pet'son in the household was 12.5 years and the 
mean family- income was just over $37,000. Toe distribution of race 
reflects dosely the total population distribution in this age group, 
with non-Hispanic white child~n comprising 67.8% of the sample, 
non-Hispanic blade children 14.5%. Mexican-American children 
83% and other race/ethnit: groups 9.4%. 

Methods 

First, we calculated means (s.e.) and proportions for key analysis 
vai·iables. Next we estimated tetrachoric (polychorlc) con-elations 
among the five infection seropositivity sratus indicators and used 
a lilcelihood ratio test to determine whether the correlations were 
statistically significant. Legit models were then used to estimate the 
association of race/eth.oicicy, education. and income with sero
positivity to individual infections, as well as the association 

Thblc1 
Descriptive sCJ.tl.scJc:.<:; ~bildrcn age 6--16. NW.NFS 111, 

Age: 
Howchald size 
Income (lnft.~cljll$ted dollars) 
Education of head (years) 
Fem.le 

Race 

MCilll or proportion 
11,1 
4,7 
S37,10-4.4 
12.5 
49.0% 

Non-Hispanic Wllil~ 67.8% 
Non-lilspani~ black 14.5% 
Mexlc~n-American 8.3:l: 
ocher r,1,;e/cthnic (ll'OUps 9.4% 

lnrcctions - pro_pottion scroposltlve 
H pylori 26.4% 
CMV 38.5% 
HSV-1 41.6% 
1-lAV 9.9% 
HBV 1.8% 

Healtl1 oulcomr?S 
l\sthma(chronle bronchitis 
Height (~ge-ipcdlic z-scores) 

Welgllted, N=4319. 

14.8% 
0.18 

Standard ern1r 
(0.10) 
(0.06) 
(1273.9) 
(0.13) 

(0.03) 

Nu[o,: H, /;IY[Orl =-HeliL'Oba~m- wlorl. Cll,IV- c:ytomegalovlrt.ts, HSV• 1 ~ heri:,l!!I 
sirnplcX virus type 1, HAV :-: hepatitis A virus, HBV = bepadri~ 8 Virus. 
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0 
between the infections and the dichotomous asthma/chronic 
respiratory illness measure. Linear regression models were 
employed to estimate che relationship between socioeconomic 
status and infection burden. as well as the association ofindividual 
infections and rhe infec:tion burden with the age-specific height 
z-scores. 

Confirmatory factor analysis (CFA) was used to construct an 
infection burden index using information from the five individual 
infection serosratus dummies. Toe advantages of using CFA to 
co1,struc::t the infection burden, as opposed to altematives 511ch as 
a crude summation or mean index, relate to its handling of 
measurement error and missing data. Within the CFA framework, 
tne burden of infection is conceptualized as a latent (unobserved) 
variable. measured by a number of observed variables, referred to as 
factor indicators. The measurement error in the factor indkators is 
included in the regression model that describes their association 
with the latent variablt:. The second major advantage to CFA 
concerns the prattical constraints of the NHANES TIT data, where 
some infections have only been measured in a subset of the sample 
(ror instance, H. pylori was assessed only during phase 1 (1988-
1991) of the survey). CFA allowed us co use an obsenrations with 
one or more infection data points by using a full-informarion 
maximum lil<i.-lihood estimation under the assumption of ignorable 
missingness. The model calculated a latent infection burden score 
for eath individual using the posterior distribution of the burden 
variable, based on the mode) and the data .Sl)eclfic co the person. 

We also estimated a full structural equation model where the 
latent infection burden was a predictor of health outcomes. Tue 
findings were substantively eq11ivalent to those shown here and are 
available from the authors. 

Analyses were conducted using Srata 10.0 (2007, SrataCorp, 

0 
College Station. lX) and Mplus version 5.1 (2008, Muthen and 
Muthen, Los Angeles, CA), with proper adjustments for the NHANES 
Ill complex survey design. 

Results 

Associations among individual infections 

Table 2a shows tetrachoric correlations among the five indi~ 
vidual infections. The con-elations show a modcrace positive a.s.c;o
ciation between masc infection pairs. Correlations among H. pylori, 
CMV, and HSV-1 are gener.illy stronger (0.25-0.37) than those with 
hepatitis A and B (ranging from 0.04 to 0.29). overall, these results 
suggest some degree of clustering of individual infettions that 
might indkate a shared environment of pathogen exposurc or 
susceptibility. 

Table 2b shows results rrom the confirmatory Factor analysis 
(CFA) used to construct rhe index of latent infection burden. The 
factor loadings show that the burden constl'l.lct explained 
a moderate but statistically significant proportion of variance in me 
observed infections. The R-squar~d values for che individual 
infections ranged .from 11% for hepatitis B to 38% for HSV-1. All 

Tobie 2.1 
Correlations .imong individu.11 infections: children ~xc 6-16. NHANES Ill. 

tf.pylol'! cMV HSV-1 HAV HBV 

H.pyloti 1 
CMV o.2s··• t 
t-isv-1 0.3r•· 0.37••· 1 
HAV 0.29--• 0.20··· 0.04 1 
HBV 0,24'" 0.16""" 0.26""" 0.09 1 

0 ... p < 0.01. ··p-:: 0,05, •p < 0.1. 
Note: weight~d. The p-values ~n: from a llkellhood ratio test at no ,orrclation. 
H. pylori-, Hclicobacrer pylori, CMV = cyromeg,dQVVU5. HSV-1 - herpes simplex 
virus cype I, HAV - hepatitis A viru~. 1-!BV = hepatitiS H Virus, 

Tilble 2b 
Cilnllrmatcn, factor analysis of l,1feciion burden: children age 6-16. NHANES UL 

Factor loadings 

UnstandJ.rdi2ed Standardl2ed R2 
II.pylori 1.00 0.57 0,33 
CMV 0.94""" 0.54 0.29 
HSV•1 I,OB""' 0.62 0.38 
HAV 0.64'" 0.3G 0.13 
HBV 0.59 .. 0.34 0,11 

Model nr indite~ 
Clli square (d.f..) 6.63 (4) n.s. 
CFI 0,97 
RMSEA 0.01 

···p,:; 0,01. •·p < D.05, •p < 0.1. 
11. J}Jllori ._fleUcobai:rtr 11Ylori1 CMV.:.. cyi:omr:salovirus. HSV-1-herpi::s :simplex 
virus type 1, HAV - ht'pacitis A virus, HBV ..., hepatitis B virus. 

factor loadings were statistically significant. Tue standardized 
factor loadings for H. pylori, CMV. and HSV-1 were higher (0.54-
0.62). as might be expected rrom the correlation analysis above, 
while the loadings for hepatitis A and B were smaller (0.34-0.36). 
The model had an adequate fir to the data based on multiple indices 
(liu & Bentler, 1998). The chi square test was notsignificant(6.6 for 
4 d.f.). Cfl = 0.97. and RMSEA = 0.01. 

Social con·elates of infec;tion 

Fig. 1 shows age- and sex-adjusted prevaience of the individual 
infections by race and education category. The figure shows 
educational gradients i11 prevalence for most individual infections. 
and highr:r overall levels of infection for non-Hispanic black and 
Mexican-American children. Fig. i shows the mean burden of 
infection, operationali~d as the mean latent factor score from the 
CFA. for each category of parental education by race. Educational 
gradients are evident withi11 eath race, as well as higher overall 
levels of infection burden for non-Hispanic blacks and Mexican
Americans. 

The first S' columns in Table 3 report associations between 
sociodemographic characteristics and eath infeccion based on 
individual legit models for seropositivity of each infection. Column 
6 In Table 3 also show similar results from linear regl'C'ssion models 
predicting the value of the latent infection burden. These models 
are all simultaneously adjusred for race/ethnicity, parental educa
tion, and family income, and additional control variables. The 
likelihood of being infected with H. pylori and liSV-1 is significantly 
higher ror non-Hispanic black compared to non-Hispanic white 
children. The odds of setopositivity to CMV, HSV-1. and hepatitis A, 
are also higher for Mexica11~American children and ·other· race 
children compaxed to hon-Hispanic white children. 'Other race' 
children also have a much higher likelihood or seroposicivity for 
hepatitis B. In addition to race/ethnicity, parental education is 
significantly associated with the likelihood of infection for three 
pathogens: H. pylori. HSV-1, and hepatitis B. Controlling for parental 
education and race/ethnicity, increased family income is associated 
with lower odds of infection for CMV, HSV-1, and hepa citis A. The 
results ror rhe infection bl!tden are in the same direction but 
stronger than chose of the individual infections. All other race/ 
ethnic groups have a. significamly higher infection burden 
compared to non-Hispanic whites. Parental education and family 
income are both significantly inversely related to the burden of 
infection afrer adjustment for race/ ethniciry. 

Relatiori of infections ro asthma and heighr{or-oge 

Table 4 shows results fi•o1"n logit models of the individual 
infections' associations with the likelihood of reporting asthma/ 
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Fig. 1. Ag~ and Sl!l(-.1dJ1JSted pre'lillena: of pmistent infectlo1toi. by r~ce ~nd parental education: children .1ge 6• 16, NHANES )IL NaCl!! H. pylori- Hellcomiw:r vylori. CMV .. cy
tomegaJovitus, HSV•l = herpes simplex virus cype 1. H/\V = bei,aritis A virus, HBV - heparltl5 B virus, White= non-Hispanic whlre, black-, MA-1-lispanic black. Mex. - MeJClc.111-
Arnerican. parental education refer.1 m rhe educ.iticinal auainmcnr of the household he.id, 

chronic bronchitis. Linear regression is used to predict age-specific 
height z-scores. The first column for each outcome (model 1) 
reports age- a,1d sex-adjusted relationships. rhe sec:0mi i;olumn 
(model 2) reflei;ts results adjusted for age. sex. race, education and 
income, household size, and region of residence. The coefficients on 
all infections are positive with regatds to asthma, suggesting 
increased odds of reporting aschma in the presence of infections, 
thoogh only one infection reaches statistical significance (hepatitis 
A in model 2). In the models of height. the coefficients on all 
infections, both unadjusted and adjusted, are negative, suggesting 
a decrease in ag~specific height wich the presence of an infci::tion. 
CMV and hepatitis A significantly predict lawer age.specific height 
in unadjusred models, with only hepatitis A remllining significant 
after adjustment for race/ethnicity, income, and education. 

2 

Whil8 Blaclt 

- Leas inan HS !llfijllll!tlf HS , , Mora than HS __, 9~% Cl 

Fig:. z.. Mean infection burden by race Jnd parental c:ducarion: d1i1aren ill!e 6-16, 
NHANES Ill, Note; whire-non-Hlsp~nic white, black- non-Hisp~nic black. 
MelC, = MeKican-Amcrican, parenr;I education refers to the ed1ie:itiOnal attainment of 
rhe hDu5chold head. The figure sho~ the me.an infection burden factor score by race 
3nd education. The facror scare indii;.itillS" infecclon burden wa~ ~kulatcd using rhe 
flve infection indicator.1 anti srandardizcd with a mean of one and a variance of one, 

In Table 5, a higher infection burden is associated with an 
inCteased likelihood of repotting asthma/chronic respiC'atocy 
problems and lower age-specific height. Model 1 shows the asso
ciation of infection burden with ea,h health outcome adjusting for 
age and gende(', The coefficients show that a one standard deviation 
increase on the infection butden scale is associated with a 16% 
increase in the odds of reporting asthma or chronic bronchitis. The 
second model shows that no demographic or socioeconomic factors 
included in the analyses are significantly associated with reported 
asthma. Adjusting for all predictors in model 3 does not change the 
coefficient of infec:tion burden substantially. Adjusting for race and 
parental soc:ioeco1,omic status, each srandard deviation increase in 
infl?ction burden increases the odds of asthma/dtronic respiratory 
conditions by 22%. In the age- and sex-adjusted height model, each 
standard deviation increase in infection burden is associated with 
a 0.11 standard deviation decrease In age-specific height Race and 
household size. but not parental education and income, are asso
ciated with height, with non-Hispanic black children found to be 
caller and Mexican-Amerkan and 'other race' children shorter than 
their white counterparcs. Wbile these factors explain some of the 
effect of infection burden (model 3), the association remains 
significant Since genetic potential is also a11 important determinant 
of height, we estimated an additional model (1lOt shown) adding 
controls for mother's and father's height Parental height, as 
expected, strongly predicts child height. lrs inclusion reduces ~he 
coefficient of infection burden to -0.035, with a p-value = 0.19. lt is 
possible. however. that inclusion ofparenral height: in this case is an 
over-adjustment. since in addition to genetic transmission of 
height, there is likely to be Intergenerational correlation of path
ogen burden via direct parent-child transmission or shared envi
ronments lhat affect both parental -.nd child height 

Discussion 

To our knowledge, chis is the first study to examine rhe 
relationship between the buroen of chronic infections and 
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'lllblrl 
Assoclaclor1$ between infecdor1s ~nd $0ciodemographlc: cl1~ractcristics: chlld,·en age- 6-16, NHANl'ls Ill. 

H, pylori CMV HSV-1 1-LW HIIV Infection burclen 

Age 0.09" .. ( 0.02) 0.04"" (0.01) 0,02(0-07) 0.03 (0.04) 0.05(0.06) 0.02··· (0.01) 
Female -0.16 (0.14) 0.24•• (0,11) 0.03 (0.14) 0.13 (0.20) -0.23 (0.33) 0.06(0.04) 
Non-Hispanic black D.83··· (0.19) 0.12 (0.14) D.37"" (0.14) -0.38 (0.27) 0.73 (O.S4) o.1s··· co.osi 
Mcxican-Amerie~n 0.12. (0.20) o.ss··· (0,15) o.ss·-· (0.19) o.ss··· (a-31) -1.00 (0.67) o.J;r· co.o7) 
Other race 0.43 (0.30) 0,96"'" (0.30) o.,s·· (o.3s) 1.00- (0,39] z.7s-• co.42J o.ss••· (0.13) 
Educatlor1 of head -o.os··· co.o3) -0.03 (0.02) -0.11•· (0.04) -0.05 (0,04) -0,13" (0.07) -0.03 ... (D.01) 
Income (lo!!l -0.15 (0.10) -0.21-· (0.06) -o.Jz·-- co.1oi -0.29" (0.11) 0.19(025) -a.12-· (0,03) 
Household size 0,04(0.05) 0.1,--• (0,04) O.n""(O.OS) 0,14~• (0.05) 0.19• (0.11) 0.01·- (0,01) 
N 1962 4185 1379 42S8 4257 4319 

•·•p < 0.01, ••p < 0.0S, •p < 0.1. 
Shown "~ coelliciems and Standard errors. 
Nole; each column preScnl results from .s separate model Re$ults for single Jnfect.iollli arc from logistic models, resulrs for infection bute1~11 from a line"-!' regression moael. 
l(efcrcnce categoljl for gender is Ill.lie, .u,d for race Is nol\-HiSJ:Janicwhlce.fofection burdeow.u c~li;ulatcd using cont!tl'l'latory factor.10.,.lysisusing the five individual lnfect!OT!S 
and was st.111dardizcd with a me.10 of ttro and a V.ln.ll'I~ of on11. All mo!lels arc adjusted. fot ~mpling de.sign .i11tl control forreglon of rcsidcnce.1he l:.1rnph: sizes dlfft=r~cross 
infectioM liecause not all blood i;era were tested for each infecrlol\. 
H. pylori.,. Helicobacter pylori, CMV = cytomeg;aJovirus. HSV-1 .. him,cs sirnp(e'll vlru~ 1,ype 1. HAV .,_ hep~{itis A virus, HBV - hepatitis 8 virus. 

socioeconomic status in U.S. children. Toe resuJts show tlm ramily 
income, parental education, and race/ethnicity are significantly 
associated with the likelihood of infection with several persistent 
infections in U.S. children aged 6-16, as well as the overall burden 
of multiple infections. These differences in the burden of infection 
at early ages might have important implications fur chronic 
diseases later in life. through pathways such as an increase in 
lifetime immune and inflammatory burde11. 

Since our dara were cross-sec:t!onal, we could not directly 
examine the impact of these infections on later-life outi=omes. 
Instead, we examined whether rhe burden of infection is associated 
wich outcomes at younger ages. While a relationship between these 

pathways, similar to work that has investigated the association of 
low birth weight: to these outromes (Black, Devereux, & Salvanes, 
2007; Case et al.. 2005; Conley 8a Bennett. 2000). 

0 infections and health in childhood is not necessary for the emer
gence ofa relationship between early infections and chronic disease 
later in the life course, these analyses allow us to look for evidence 
of any early biological costs of infection. We found evidence that the 

This paper seeks to bring together several disparate literatures 
to shed light on a novel life-course risk factor for health inequalities 
in the United States. Crimmins and Finch have suggested that 
lifelong chronic inflamrnation resulting from early infectious 
environments might contrib1,1tc to cohort differences in mortality. 
Their work focused on differential infectious environments over 
time or across countries with different levels of development, We 
extend this approach by looking for potential sources of differel')ces 
in inflammatory burden wirhiIJ cohorts, specifically differences by 
race/ethnicity and family inc01ne and education. One strength of 
chis study is the use orindividual data 1neasuring seropositivity to 
infections, as opposed to previous work looking at infanc inortality 
rates as a proxy for early-life infectious exposures. A limitacion of 
che current study comes fi'om the fact that rhe particular infections 
available to us are imperfect proxies for the overall pathogen and 
inflarnmatocy burden. Depending on how representative these 
infections are ofrhe overall pathogen environment of an individual. 
our infection burden index could have considerable measurement 
error, potentially biasing our estimates downward We have used 
confirmatocy- factor an.alysis in order to model these infections as 
imperfect proxies of the overall pathogen burden of an individual. 

burden of infection was associated with shorter height•foNge and 
an increased likelihood of reporting asthma or chronic respiratory 
conditions. These results suggest that even in the context of rela
tively contemporacy cohortS (aged 6-16 in 1988-1994) or U.S. 
children, infectiol.lS environments encoumered early in life may be 
affecting growth and fut1.1re health O\lti:omes. Since height has also 
berm found to be associated with educational attainment and 
wages. early inFectious burden may contribute to future economic 
disadvantage as well. Prospci:tive studies that measure early-life 
infectious exposure and inflammation should in the future be 
linked to educational and economic outcomes to test these 

Table4 
GrO!S ind net associ:itions of individual infections Wilh health ouu;omts; children 
;igi: 6-16, NHANES JIT. 

H,_pylori 
CMV 
HSV•1 
1-{J\V 
HBV 

Aschma/cJ,ronic bronchitis 

Model 1 

0.15 (0.34) 
0.19 (0,18) 
D.19 (0,21) 
0,38 (0,26) 
0,62 (O.SS) 

Modcl2 

0.21 (0.3G) 
0,25 (0,20) 
0-25 (0.23) 
0.49' (0.28) 
0,70 (0.45) 

···p ,:, 0.01, ··p ~ o.os. 'p <. 0.1. 
Shown ;1rc cocfflclenc. and stand:ird errors. 

Height (age-specific .r-scorcs) 

Model 1 Model 2. 

-0.13 (0.09) -0.09 (0.08) 
0,12 .. (0.05) -0.04 (ODS) 

-0.13 (o.n) -0.01 co.11 J 
-OAS--• (O,Jt) -0.33••• (0,10) 
-0.-42. (0.26) -0.25 (0.25) 

Note: each co~fficienr reflects results from a se,c,;ratc regression 1110dcl. Model 1 
.1!lj11SlS ror age .1nd gender. Model 2 adjusts tot age, gender, t;ir;e. householll size. 
r~mily income, education of the: hausehold 11ead, and reg\on. RcSlllcs tot asthma 

Owcrc cstlm.u~ using logistic; regression, Results for height were estimated using 
OLS. All Models were .1.cljustcd for sa,npling design. 
1-1. pJlrlri = Helicobacrer pylori, CMV- cytomeg.alovirus, HsV-1 - herpes slmi:,1 .. x 
virus cype 1, I-IAV = hep.ltiti.• A virus. HBV - heparlti9 B Vil'IIS, 

Epidemiological research suggests a potential role for persistent 
infections in the development of inDammation-relatca diseases of 
aging. Given our finding of signific.ant socioeconomic differences in 
US. children in several lifelong persistent pathogens, ruture work 
should examine the sources of differential rates of seropositMt:y 
among U.S. children. With current NHANES III data, it is impossible 
to distinguish whether different rates are a result of increased 
exposure, increased susceptibility, or both. While H. pylori, hepatitis 
A and hepatitis B all have some hygiene and sanitation related 
etiologies, CMV and HSV-1 are e~tremely prevalent pathogens 
spread through very casual contact similar to other common 
viruses such as colds. It is therefore Jess obviolls why rates of these 
viruses would differ by social factors in the U.S. While household 
size was associated with a1, increased likt:!lihood of several infec
tions, it did not alter the rel.arlonship between SES or race/ethnicity 
and the h1foctions. It is possible that in groups with historically 
higher rates of infection who predominantly live and wort< 
together, higher levels would persist over time. Environmental 
factors associati:d with socioeconomic: status such as household 
crowding or use of public rl'ansportadon. could contribute directly 
to exposure risk. Suppr1;ssed immune function as a result of stress, 
poor nutrition. smoking, or ocher environmental exposures could 
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Tible5 
Tnc association betwee,, infection burden and h~;,Jth outcomes: children.~ 6-16. NHANES III. 

AStnmafchronic bronchlds Height (~c-$J)ccific Z·SCOl'e!I) 

Modc:11 MOdc:12 Modc:13 Mo<!c:11 Modc:12 Modcl3 

Infeetion burden 1-16" (O.tO) 1.22· (0.13) -0,11 ... (0.03) -0.07" (O.Ql) 
Age t.01 {0.03) 1.01 (0.03) t.01 (0.03) o.ot (a.al) 0.00(0.01) 0,01 (0.01) 
Female 0.75 (0.13) 0.77(0.13) 0.76(0,13) -0.13" (0,06) -0.13" (0.06) -0.12"(0.06) 
Non-Hl$p~1'ir; black 0-93 (0.17) 0,90(0.16) 0.21 ••• (0.06) 0.22··· (0.06) 
Mexi12<1-American 0.81 (0.18) 0,76 (0.18) -o.2s··· ca.oeJ -0.23"" (0.09) 
ocherra,c 1.08(0.47) 0.96 (0.46) -o.24- co.101 -o,2t- (0.10) 
Ec.'luc;ation of head 1.01 (0.03) 1.02 (0.03) 0.01 (0.01) 0.01 (0.01) 
Income (log) 0.89(0.07) 0.92(0,07) 0.04(0.04) 0.03 (0.04) 
Household Si2C D.95(0.05} 0,93(0.05) -0.07··· (0.02) ..:0.01•·· (0,0:Z) 
N 4318 4318 4318 4313 4313 4313 

... p < 0.01, ""p c.:: 0.05. •p < 0.1. 
Shown ;ire odds raclos for .:i.sUlma, OIS regression coefficients ror helgllt and standard errors. 
Nace: mlllts for: asthm.1 were estimated using togfatic regression. R.e$11lts for height were estimated using OLS. Model 1 csclmai:es J;h1: effect or infecrlon burden on a healm 
oq1,01rn:, adjusting ror age: and gender. Model 2 adjusts for .1gc:, gc:nder, race,-edu~cion of the household head, family lnct)mc:, household size, n:aion. and rural/urll.ln 
dassilicatlan. Model '3 estimates the ell'ecc of infc:ctlon buraen on a health outcom,:, net or me same sec of predictors, Refetenr;c: category ror gendc:r is male, and for t.;u;,: i! 
non•Hlspanie white:, Infection burden was calculated llSh\g i;onlinnatoiy factor ~nalysis using tha live individual Infections and was scandatdizcd with a mea,1 /Jr :ll:ro and 
a variance or QDC', 

inc;rease susceptibility to infections given equal levels of exposure. 
Low social status as well as indicators of psychosocial stress has 
been linked to increased risk of respiratoiy infections in humans 
and other primates in experimental studies (Cohen. -1999, 2_00S; 
Cohen, Doyle. Tumer. Alper. & Sko11er, 2004; Cohen et aL. 1997). 
Much less is known about the links between social status. stress. 
and susceptibility to infections in the broader U.S. population. I.ow 
social dass was associated with lower secretory immunaglabulin 
(slgA), cited as a first line of defense against: infection, in a large 
commu-nity sample In Sc:otland (Evans ct al., 2000). Taken together, 
these studies suggest thar psychological stress assodared with low 
SES could down-regulate various aspects of the ct?llular immune 
response, increasing susceptibility co infection. TI1ese ties are 
spcc;ulative at this rime wirh respect to the current findings, and 
future work should aim to build evidence regarding the sources of 
such early 'differences in infection rares. 

NHANES III biological specimen testing also pre-dated high 
sensitivity c-reactivc protein resting, and therefore we were unable 
to directly test rhe links between SES, infections. and inflammation 
in U.S. children. As new dara become available, we are eager to 
directly test wherher differences in chronic infections contribute to 
differences in inflammatory burden amongsc U.S. children, and 
whethel" the5e differences might help explain differences in chronic 
disease later in life. 

With regards to height-for-age, our results suggest that the 
relationship becween infectious environments and height may not 
be a historical relic or exist only in developing countries. The cela
cionship between early environments and height has often been 
expressed in terms of net nutrition. to which infections detract. In 
theory Infections might take less of a roll on height in countri~s or 
cohorts wh<.:re undemutrition is less of a concern. It is perhaps more 
surprising then to find any evidence that infections and height are 
linked in U.S. children in 1988-1994, though we did not oxamine 
food intake directly. It is posSJ"ble that particular micronutriencs 
affected by infections are more importanc In chis regard than total 
calories. or it could be that other mechanisms regarding the effects 
of inflammation on bone re1nodeling mlghr be at play. 

One important limitarion of this work is that there are other 
explanations for rhe relationship between infections and height 
that are difficult to exclude with these clara. Rather than a direet 
link berween infecrions and height in the children measured, the 
association could reflect an association between che overall health 
of the mmhcr and the height af the child. The morher herself may 
have been affeaed by early infectious environments. and these 

infections rnay also be more likely to be passed on to the child 
without directly affecting his height. In sensitivity analysis, che 
relationship between infectious burden and height-for-age weak
ened with the inclusion of both motncr's and father's height We 
also rested whether the child's infecrious burden predicted the 
mother's height, which would haw: suggested a more intergener
ational story, but these results were noc significant (not shown). To 
test whether general frailty thar could be related to both susi::cp
cibility to infections and height might be a factor, we tested an 
indicator for the child being born low birth weight ( <2500 g). 
While being bom low birth weight was assodared with lower 
beight-for--age, it did nor alter the association between burden of 
infection and height-for-age and was not predictive of pathogen 
burden. While these rests suggest chat our results are robust co 
some alternative explanations for our results, we cannot causally 
link infections and height from these data. 

Our finding that an increased burden of infeccion is associated 
with a higher likelihood of reporting asthma or chronic respiratotY 
problems is consistent with recent evidence from the U.K that 
a decline in cold viruses was associated wl~h declining races of 
asthma bi:tween 1993 and 2003, rhoughc to be due to che role these 
viruses played in exacerbating respiratory problems (Urquhart. 
Anderson. & McKenzie, 2008). While our infection burden measure 
did not include any cold or respiratory viruses, to rhe extent that 
they share common exposure, transmission, or susceptibility 
pathways with our measttred pathogens, they might have been 
picked up in our latent infection burden ind~ Evidence regarding 
the hygiene hypothesis is decidedly mixed, and other research has 
shown an inverse relationship between infections such as H. pylori 
and .isthma and allergy (Chen & Blaser. 2007; Ponsonby Si. Kemp, 
2008). Our measure included reported asthma combined with other 
chronic respiratory problems that by definition might have involved 
respirato11' infections sharing common pathways with our measure 
of infection burden. Moreover. it is likely that the timing and 
intensit.Y of exposure to pathogens are important for the relation
ship between Infections and atopic diseasr:s such as asthma, which 
prospective data would br: better-suiced to investigaci:. 

In sum, a high lifetime burden of chronic infections may lead to 
ovr:rall heightened inflammation and earlier development of 
chronic disease and mortality, The social distribution of these 
infections and their combined burden is thus an important ropic for 
research on health disparities. This pai:,1:r suggeru char disparities 
in illfectious burdl?n may begin early in life in the U.S. and these 
infections may also manifest themselves in children's growth and 
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de'1elopment early in life, contributing to the intergenerational 
tral'lsmission of health inequalities. 
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In the first session in the second series of assessments of Healthy People 2010, ADM John 0. Agwunobi, Assistant 
Secretary for Health, chaired a focus area Progress Review on Access to Quality Health Services. He was assisted by 
staff of the lead agencies for this Healthy People 2010 focus area-the Health Resources and Services Administration 
(HRSA) and the Agency for Healthcare Research and Quality (AHRQ). In his introduction to the Progress Review 
participants, ADM Agwunobi noted that the Access objectives address services within four components of the healthcare 
system: clinical preventive care, primary care, emergency services, and long-term and rehabilitative care. He stated that 
ensuring high standards and readily available care is essential to achieving the two overarching goals of Healthy People 
2010--eliminating health disparities and increasing quality and years of life for all Americans. Also participating in the 
review were representatives of other U.S. Department of Health and Human Services (HHS) offices and agencies. 

The complete text for the Access to Quality Health Services focus area of Healthy People 201 0 is available online at 
Vo(WW.healthyg_eople.gov/document/htmllvolume1/01access.htm. For comparison, the report on the first-round 
progress review (held on June 4, 2002) is archived at www.healthY..P-~QP!f!.gov/data/201Qprp.9l_lq!;_µ~_Q1/.4!)Q_4fa_01.htm 
The meeting agenda, tabulated data for all focus area o_bjectives, charts, and other materials used in the Progress 
Review can be found at a companion site maintained by the National Center for Health Statistics (NCHS)/Centers for 
Disease Control and Prevention (CDC): www.cdc.gov/nchslabout/otheract/hpdata201 0lfocusareas/fa01-
atqhs2.htm. 

Data Trends 

Richard Klein of the NCHS Division of Health Promotion Statistics summarized the status of the 16 Healthy People 201 0 
objectives in the Access focus area as follows: little progress on a large scale overall, but no notable retrograde 
movements; new data since the first-round Progress Review for five objectives; no updates since the baseline for five 
objectives; and, as reported in the earlier Progress Review, one objective (1-12; 24-hour toll-free access nationwide to 
poison control centers) with a target that has been met. In general, relative health disparities between population groups 
have remained much the same, even when their objectives have registered progress overall. However, increases in 
disparity were noted for Hispanics with regard to having a source of ongoing care (Obj. 1-4) and a usual primary care 
provider (Obj. 1-5). About three quarters of objectives and subobjectives with data beyond the baseline year are moving 
toward their targets. Mr. Klein then reported in greater detail on progress achieved toward meeting the targets of 
selected objectives in the focus area. 

The proportion of persons under age 65 with health insurance varied from 83 percent to 84 percent from 1997 (baseline) 
to 2004. Among poor people, the proportion increased from 66 percent in 1997 to 69 percent in 2004. 

Certain age groups showed improvement in coverage during that time span: an increase from 86 percent to 91 percent 
among persons aged 10 to 14 years and an increase from 80 percent to 85 percent among those aged 15 to 19 years. 
The 2010 target is 100 percent (Obj. 1-1 ). In 2001, the first year for which data became available on subobjectives 1-3a, 
b, c, and d, the age-adjusted proportion of adults aged 18 and older who had been counseled by their provider about 
four kinds of health behaviors varied by the targeted behavior as follows: physical activity or exercise--45 percent 
(target 54 percent); diet and nutrition--43 percent (target 56 percent); smoking cessation-66 percent (target 72 
percent); and risky drinking-11 percent (target 17 percent). For the first three behaviors, the highest proportion of 
counselees was in the 45- to 64-year age group; for the fourth behavior, risky drinking, the highest proportion was in the 
65- to 74-year age group (16 percent), with only 7 percent of young adults aged 18 to 24 years receiving counseling. In 
another component of this objective, 24 percent of females aged 15 to 44 years received counseling about unintended 
pregnancy in 2002, compared with 19 percent in 1995. The target is 50 percent (Obj. 1-3f). Also,.40 percent of females 
aged 45 to 57 years received counseling about management of menopause in 2001, the first year for which data 
became available. The target is 42 percent (Obj. 1-3h). 

In 2003, 78 percent of the total population had a usual primary care provider, a small proportional increase from 77 
percent in 1996. Among racial and ethnic groups for whom data were available in 2003, Hispanics, at 63 percent, ranked 
lowest in access to primary care providers. Males, at 74 percent, lagged behind females, at 81 percent, and adults with 
less than a high school education had a comparatively low access rate of 68 percent. In terms of disability status, 85 

hnn://www.healthvneon e.2ov/data/201 0nro2/focus0l/ c:.nnnnn.o. 
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percent of persons with activity limitations had a usual provider, marking a comparatively large contrast with the 77 
percent of persons without activity limitations who had such a provider. The target for all groups is 85 percent (Obj. 1-5). 
In 2001, 12 percent of the total population experienced difficulty or delay in obtaining needed health care, the same 
percentage as in 1996. The target is 7 percent (Obj. 1-6). Notable among the groups that experienced relatively high 
degrees of difficulty or delay were Hispanics (14 percent); females (13 percent, compared with males at 10 percent); the 
poor (19 percent); and people with activity limitations (19 percent). In the school year 2003-2004, the proportion of 
degrees granted by health profession schools to members of under-represented racial and ethnic groups was as follows: 
American Indians/Alaska Natives-0.5 percent, compared with 0.6 percent in 1996-1997; blacks-7.4 percent, 
compared with 6.5 percent in 1996-1997; and Hispanics-5.9 percent, compared with 5.2 percent in 1996-1997. The 
targets for these groups are, respectively, 1.0 percent, 13.0 percent, and 12.0 percent (Objs. 1-8a, c, d). In 2003, the 
rate of hospital admissions for uncontrolled diabetes in people aged 18 to 64 years was 7 .8 per 10,000 people, 
compared with 7.2 per 10,000 in 1996. In terms of health insurance status, the rate for Medicaid patients was 30.0 per 
10,000, compared with 3.9 per 10,000 for privately insured patients, and 6.7 per 10,000 for uninsured patients. These 
rates show a relatively large increase from 1996, when the rate for Medicaid admissions had been 23.5 per 10,000. The 
target is 5.4 per 10,000 people (Obj. 1-9b). 

In 2002, the first year for which data became available, 30 states had in place processes to monitor and evaluate trauma 
system outcomes. The target is all 90 states and the District of Columbia (Obj. 1-13h). In 2001, data also became 
available on the age-adjusted proportion (9.6 percent) of persons aged 65 and older with long-term care needs who do 
not have access to home health care. The proportion of blacks in that category without such access was 17.3 percent 
and of Hispanics, 14.8 percent. Among the poor, 13.6 percent lacked access, compared with 7.7 percent of those with 
middle or high income. Persons in the category who lived outside metropolitan statistical areas (MSAs) fared relatively 
better (at 7.5 percent lacking access) than those within MSAs (10.4 percent lacking access). The target is 7.7 percent 
(Obj. 1-15a). 

Key Challenges and Current Strategies 

In the presentations that followed the data overview, the principal themes were introduced by representatives of the two 
co-lead agencies-Elizabeth Duke, Administrator of HRSA, and Carolyn Clancy, Director of AHRQ. These agency 
representatives set the stage for discussions among participants in the review by identifying a number of barriers to 
achieving the objectives and citing activities under way to meet these challenges, including the following: 

Challenges 

• The costs of early death and poor health among the uninsured are estimated to total between $65 billion and 
$130 billion. An April 2006 survey found that half of all young adults in the United States go without health 
insurance and that more than 15 million Americans were uninsured for 4 consecutive years. 

• Almost 50 percent of bankruptcy filings are due to medical expenses. Over a 10-year period ending in the early 
part of this decade, healthcare costs in the United States rose an average of 8 percent yearly. 

• About 20 percent of the U.S. population reside in localities federally designated as Health Professional Shortage 
Areas (HPSAs). Shortages in the healthcare workforce, especially in nursing, have a negative impact on 
continuity of care, patient waiting times, and access to after-hours care. 

• Underuse of multidisciplinary teams in primary care and the continued use of a system focused on disease care 
rather than on health care in a broader sense create an environment that discourages any counseling dialog 
between providers and patients. 

• From 1993 to 2003, the population increased by 12 percent. During this period, emergency room visits increased 
by 27 percent, and 425 emergency departments were closed, imposing increasing strain on those that remain. 
Hospitals that are still open have a·smaller total number of inpatient beds than a decade ago. Emergency 
department overcrowding has also depleted the surge capacity needed to deal with a natural disaster or 
terrorism event. 

• In some instances, expanded access to health care can result in increased rate), of adverse health outcomes 
(e g., diagnosis of previously undiagnosed conditions, doctor visits, hospitalizations, etc.). 

• The aging of the population makes long-term care (L TC) services increasingly important. Persons with LTC 
needs require the help of other persons to perform activities associated with personal care and the routine needs 
of daily living. 

httn://www.healthvoeonle.1rnv/data/201 0orog/focus0l/ 5120120.09 



0 
' 

0 

0 

Progress Review - Access to Quality Health Services - June 2006 Page 3 of 4 

Strategies and Opportunities 

• The 2005 National Healthcare Quality Report (2005 NHQR) is a comprehensive national overview of the quality 
of health care in the United States. With 179 measures to monitor progress, the 2005 NHQR focuses on 46 core 
measures that represent the most important and scientifically sound measures of four components of quality
effectiveness, patient safety, timeliness, and patient centeredness. The 2005 NHQR is a product of q:illaboration 
among agencies across HHS, in which AHRQ plays a leading role. 

• The companion 2005 National Healthcare Disparities Report (2005 NHDR) uses the same core measures as the 
2005 NHQR to monitor the nation's progress toward eliminating disparities in both quality and access to health 
care for both the general population and for congressionally designated priority populations. The 2005 NHDR 
includes an additional 13 core measures of access and adds two components of quality to·the 2005 NHQR's four 
core measures. The additional components are facilitators and barriers to health care and healthcare utilization. 

• AHRQ's initiative on health information technology (HIT) includes more than $166 million in grants and contracts 
in 41 states to support and stimulate investment in HIT, especially in rural and ·underserved areas. AHRQ also 
works with HRSA to integrate HIT systems in health centers to improve patient safety. 

• HRSA has been engaged since 2001 in an unprecedented expansion of the health ce_nter network. To date, 865 
health center sites have been created or expanded, for a total of about 3,800 sites throughout the system. The 
number of patients treated each year by community, migrant, homeless, public housing, and school-based health 
centers increased by nearly 2.9 million, from about 10 mi[lion ·in 2001 to about 14 million in 2005. The latest 
estimate is that, in 2006, the system will serve 14.6 million patients who are mostly minorities of low income. 

• HRSA's Diabetes Prevention Pilot Collabor_ative has greatly reduced the time required to translate scientific gains 
to practice, improved the success rate of treating prediabetic patients, and reduced the untoward consequences 
of failure to treat such patients with full success. HRSA's pilot projects typically ensure a high degree of patient 
involvement in their own care and provide for a team approach in their healthcare providers' followup strategies. 

• With its headquarters in HRSA, the National Health Service Corps .(NHSC) marks its 35th anniversary this year 
and is currently fielding more than 3,900 physicians, dentists, nurses, and other healthcare professionals to 
deliver primary health care in HPSAs to more than 5 million people nationwide. Almost four out of five NHSC 
clinicians remain in the communities to which they are assigned after their term of service is over, a testament to 
their commitment to their medically underserved patients. 

• A national toll-free telephone number (1-800-222-1222) able to access 61 poison control centers is fully 
operational 24 hours a day in all states, Puerto Rico, and the District of Columbia. Dialing the number connects a 
caller to a poison control center in his or her geographic area. 

• The year 2006 is the fifth consecutive year that HRSA has provided funding through the Hospital Preparedness 
Program to health departments in all states and territories. Currently four metropolitan areas also receive 
funding. This year, the program's focus is on efforts to·improve the capability of local and regional healthcare 
systems to address a variety of public health and health promotion topics. 

• AHRQ has developed an elder-care-based knowledge transfer partnership with the Administration on Aging, 
CDC, and the Centers for Medicare and Medicaid Services to establish and support a learning network for teams 
of state and local officials and program managers to increase the use of evidence-based prevention in 
community-based settings that are linked to public health and clinical settings. 

Approaches for Consideration 

Participants in the review made the following suggestions for public health professionals and policymakers to consider 
as steps that might enable further progress to be made toward achievement of the objectives for Access to Quality 
Health Services: 

• To provide a sharper focus for public policy, continue research on efforts to quantify Goal 1 of Healthy People 
2010, "Increase quality and years of healthy life," recognizing the wide range of issues of measurement and 
interpretation that are involved with developing summary measures of health. 

• Encourage the use of health information technology, which is conditioned on continuing education to foster the 
acceptance and proficiency in the use of such tools. 
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• In all programs relating to clinical care, seek to foster and strengthen the recognition and application of sound 
public health concepts and practices. 

• To aid in controlling and decreasing the prevalence of chronic diseases, promote the concept and application of 
a "medical home" for people with chronic illnesses (i.e., a customary setting for interaction with primary care 
providers). Make use of clinical and community linkages in these efforts. 

• Encourage healthcare institutions to make greater use of financial incentives (e.g., rewards and bonuses) to 
effect improvement in the performance of healthcare providers they employ. 

• In public information and outreach .activities relating to accessibility and quality of healthcare services, highlight 
proven best practices in a succinct and pointed form that lends itself to wide media coverage. 

• Whether healthcare professionals are in private practice or in institutional settings, seek to make· them aware of 
the central and critical role they play in ensuring that patients have timely and effective access to health services. 
Work to decrease the communication gaps that exist. 

• With a view to reducing and eliminating health disparities, explore in greater depth the interplay of varying factors 
in the lives of Hispanics in the United States-such as location, background, immigration status, folk practices, 
literacy, conditions of employment, income, and education-which can disadvantage them in obtaining access to 
high-quality health care. 

• With healthcare costs rising less steeply than in the past, seize the opportunity to direct additional resources to 
the translation into practice of lessons learned about enhancing access to quality health services. 

Contacts for information about Healthy People 201 D focus area 1-Access 
to Quality Health Services: 

• Health Resources and Services Administration-Samara Lorenz, , 
§.g.!]1ar~.lorenz@hrsa.hhs.gov 

• Agency for Healthcare Research and Quality-Claire Kendrick, 
ckendric@ahrq.gov 

• Office of Disease Prevention and Health Promotion (coordinator of the 
Progress Reviews)-Lenee Simon, lenee.simon@hhs.gov 

[Signed August 15, 2006] 
Admiral John 0. Agwunobi, M.D .. M.B.A., M.P.H. 
Assistant Secretary for Health 

Back to Top 
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Control of CVD risk factors has improved, but disparities between 
ethnic groups persist 
APRIL 20, 2009 I Fran Lowry 

Boston, MA - From 1999 to 2006, the control of blood pressure, blood glucose, and cholesterol 
improved for adults with cardiovascular disease and diabetes, but disparities in health outcomes 
between racial, ethnic, and socioeconomic lines persisted. However, Medic;are coverage after age 
65 years significantly reduced these disparities, according to a report published in the April 21, 
2009 issue of the Annals of Internal Medicine. 

"Our findings suggest that quality improvement has occurred, but it hasn't led to reductions in 
disparities. In other words, the tide is rising, it is lifting all boats, but there are still many left 
behind," lead author Dr J Michael McWilliams (Harvard Medical School, Boston, MA) told 
heartwire. "Our results also tell us that making access to healthcare in the US universal would 
result in healthier,Americans." 

McWilliams and his colleagues sought to determine whether disease control for adults with 
cardiovascular disease and diabetes had improved from 1999 to 2006 and, if so, whether that 
improvement led to decreased racial, ethnic, and socioeconomic disparities in disease control. They 
also asked whether Medicare coverage at age 65 decreased any disparities in disease control. 

Blacks, Hispanics, undereducated still lag behind 

The investigators analyzed data on 6000 adults from the National Health and Nutrition 
Examination Survey (NHANES) 1999 to 2006. The adults ranged in age from 40 to 85 years and 
had at least one of the following conditions: diabetes, hypertension, coronary heart disease, or 
stroke. Information on control of blood pressure, hemoglobin A1c levels, and cholesterol levels were 
obtained for whites, blacks, Hispanics (born in the US), and socioeconomic status as determined by 
education level (high school vs non-high school graduates). 

During this time period, absolute improvements in control rates were 10.3% for blood pressure 
control, 21.0% for glycemic control, and 19.2% for cholesterol control. 

However, results for blacks, Hispanics, and less educated adults, although improved, remained 
worse th.an for whites. Between whites and Hispan'ics, the gap in glycemic control widened 
significantly (p=0.042). 

Rates of disease control among ethnic and socio~conomic groups 

Group Blood pressure <140/90 Hemoglobin A1 <7.0 Total cholesterol level <200 
mm Hg(%) (Ofo) C mg/dl (%) 

White 52.8 58.1 50.7 

0 
Black 44,4 41.6 54.1 

Hispanic 42.5 37.8 46.4 

High school grad 51.9 57.7 51.9 

http://www.theheart.org/article/96 I 653/print.do Ll.1'101').D!lO. 
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Medicare narrowed the gap 
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42.8 48.3 

Once Individuals became eligible for Medicare, disparities in disease control narrowed. Black-white 
differences in systolic blood pressure were smaller among adults aged 65 to 85 years (reduction in 
difference 4.2 mm Hg; p=0.009). Black-white differences in hemoglobin A1c levels were also 
smaller after age 65 (reduction in difference 0.7%; p=0.005), as were Hispanic-white differences 
(reduction in difference 0.7%; p=0.007). Differences in hemoglobin A1c between less and more 
educated adults were reduced by 0.5% (p=0.03). 

The authors cite the cross-sectional design of their study, which did not allow them to follow 
individual participants as they became older and eligible for Medicare. They were also unable to 
adjust for mortality-rate trends, which may have altered the outcome for some of the groups in the 
analysis. 

Nevertheless, the study has important policy implications, they say. 

"We need more targeted efforts for racial and ethnic minorities, not just for Hispanics, where the 
gap in glycemic control widened, but in other groups," McWilliams told heartwire. "But the good 
news is that Medicare coverage is associated with fairly dramatic reductions in these disparities. 
This suggests that, even though current quality-improvement efforts may have not reduced 
disparities, universal coverage might." 

Universal coverage is not enough 

Agreeing with McWilliams, Dr Ashwini R Sehgal (Case Western Reserve University, Cleveland, 
OH) commented in an accompanying editorial [Z] that the findings "provide strong circumstantial 
evidence that universal health insurance coverage sharply narrows disparities." 

Sehgal writes that McWilliams and colleagues nicely contrast the effects of improving the quality of 
healthcare with the effects of acquiring health insurance. "While their findings add to existing 
evidence that improving access to care does not completely eliminate disparities, they also suggest 
that covering the uninsured is key to reducing health disparities in the US," he writes. 

He adds that eliminating disparities will require other interventions, such as targeting the needs of 
minorities, the poor, and other disadvantaged groups. 

Asked for additional comment by heartwire, Dr Brian Smedley (Joint Center for Political and 
Economic Studies, Washington, DC) echoed Sehgal, saying that the study is important but that it 
highlights the fact that disparities still exist. 

What the study did not address, however, is the fact that healthcare resources are poorly Q distributed, he said. • 

' 
"Racial groups remain segregated, and healthcare providers are few and far between in 
underserviced, poor neighborhoods. There are fewer providers who are willing to accept Medicaid. 
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Even when they do, they tend to lack the resources to provide state-of-the-art medical care. So 
maldistribution of medical care exacerbates the lack of insurance coverage," said Smedley. 
"Extending insurance is important but not necessarily sufficient to reduce disparities. If we can 
address the maldistribution and the social and economic conditions, then we may make inroads 
into better healthcare for all." 
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• Heart-failure risk sky-high in young and middle-aged African American adults: Population study 
[Heart failure > Heart failure; Mar 18, 2009] 

• Racial disparities seen in adding CRT pacing therapy to ICDs in heart failure 
[Arrhythmia/EP > Arrhythmia/EP; Mar 06, 2009] 

• Statistics show a drop in heart-disease rates for women. but ethnic gaps still exist. and obesity a growing 
problem 
[HeartWire > News; Feb 09, 2007] 

• Booming Hispanic population in US means rocketing economic costs for treating stroke 
[HeartWire > News; Feb 22, 2006] 
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Acute lschemic Heart Disease 

Do race-specific models explain disparities in 
treatments after acute myocardial infarction? 
Ashish K. Jha, MD, MPH,"·h Douglas 0. Staiger, PhD,C F. Lee Lucas, PhD/ and Amitabh Chandra, PhDc.d 
Bost<>JZ and Cambridge,. MA; Hmzover, NH; and Portland, ME 

Background . Racial differences in healthcare are well known, although some have challenged previous research 

where risk-adjustment assumed covariates affect whites and blacks equally. If incorrect, this assumption may misestirnate 

disparities. We sought to determine whether clinical factors affect treatment decisions for blacks and whites equally. 

Methods We used data from the Cardiovascular Cooperative Project for 130709 white and 8286 black pal;enls 

admitted wi_th an acute myocardial infarction. We examined the rates of receipt of 6 treatments using conventional common

effects models, where covariates affect whites and blacks equally, and race-specific models, where the effect of each 

covariate can vary by race. 

Results The common-effects models showed that blacks were less likely to receive 5 of the 6 treatments (odds ratios 0.64-
1. 10). The race-specific models displayed nearly identical treatment disparities (odds ratios 0.65-1.07). We found no 

interaction effect, which systematically' suggested the presence of race-specific effects. 

Conclusions Race-specific models yield nearly identical estimates of racial disparities to those obtained from 

conventional models. This suggests that clinical variables, such as hypertension or diabetes, seem to affeci treatment 

decisions equally for whites and blacks. Previously described racial disparities in care are unlikely to be an artifact of 

misspecified models. (Arn Hearl J 2007; 153:785-9 l.) • 

Racial differences in healthcare are widely known; 
however, the reasons behind these differences are not as 
\Vell understood. Although clinicians and policy makers 
worry that these healthcare disparities might reflect 
provider decisions to treat blacks and whites differently, 
others question whether the srudies are adequately 
rigorous.,.,, Critics suggest that inadequate accounting for 
confounders or inappropriate statistical approaches 
might overestimate the gaps in care between black and 
white Americans. 1 

••
1 

Past research focused on accounting for potential 
confounders, such as patient choice. "·6 economic dif
ferences, 7·

8 or differences in access to care 9, but less on 
the use of appropriate statistical technique. To account 
for baseline differences between blacks and whites, 
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most studies use multivariate modeling techniques that 
assume covariates, whose values often differ strikinglr, 
affect blacks and whites equally. For example. in 
evaluating racial differences in cardiovascular treat
ments, investigators usually adjust for baseline differ
ences in hypertension rates, assuming that the impact of 
hypertension on cardiovascular therapy is the same for 
whites and blacks. However, if physicians weigh the 
presence of hypertension differently in blacks and 
whites, simply including this covariate in a multiv:ui:tble 
model would be inadequate. 

Given the priority and substantial resources dedicated 
to the issue of racial differences in healthcare, it is 
critical that the measured racial gap in care not be the 
partial consequence of inadequate statistical techniques. 
Specifically, the assumption of ''common-effects." that 
covariates such as hype1tension or diabetes affrct 
physician treatment decisions for blacks :md whites 
equally, needs to be tested. If this assumption is not 
correct, understanding how certain covariates impact 
physician decisions to treat blacks and whites might 
offer insights into why racial disparities exist. In 
addition, the true magnitude of racial disparities in 
healthcare would need to be carefully reexamined. 
Alternatively. if the assumption is correct, clinicians and 
policy makers can clismis~ this argumem as a potential 
mechanism for explaining disparities and focw, on 
ensuring equitable care. Therefore, \\e examin•·d hm, 
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well common-effects models perfonu compared with 
other approaches and whether previous findings of 
disparities would change meaningfully if we used race
specific models that allowed for covariates to have 
differential effects based on race. 

Methods 
Data collection 

To determine whether racial differences in treatment might 
be due to race-specific effects of comorbidities, we used data 
from the Cooperative Cardiovascular Project (CCP), which 
collected detaikd chart-based clinical data on Medicare 
patients admitted to a hospital for acute myocardial infarction 
(AMI). The CCP data collection process, detailed else-
where, rn· 11 is briefl}' described here. The CCP used adminis
trative t!ata to identify patients admitted with an AMI 
(International Classification of Diseases, Ninth Revision, 
Clinical ,Uodification, principal diagnosis of 410.xx, exclud
ing episodes with a fifth digit of 2, which designates a 
subsequent episode of care). Among patients \\-ith multiple 
myocardial infarctions (Mis) during the study period, only the 
first AMI was examined. Our sample consisted of all Medicare 
beneficiaries admitted during an 8-rnonth period between 
1994 and 1995. 11 Detailed clinical data were abstracted from 
each patient's chart using a standard protocol. For our 
analysis, we included only whites or blacks and excluded all 
patients who were tr..tnsferred from another emergency room 
or acute care facility. 1 

J 

Variables 
For each admission, we categorized patients into 1 of 5 age 

categories: 65 to 69, 70 to 74, 75 to 79, 80 to 84, and 85 tµ 99. 
To be consistent with prior work using these data, we 
converted the most continuous variables into categorical ones 
using cutoffs previously chosen. 15 Specifically, we defined 
hypotension as systolic blood pressure Jess than 100 mm Hg; 
renal function. as measured by creatinine levels, into 3 catego
ries (<1.5, l.5·1.9, or ~2.0 mg/dL); anemia as hematocrit 
level less than 30'Y.,; low albumin as a level less than 3.0 mg/dL. 
low ejection fraction as that less than 40%; and high creatine 
kinase (CK) as a level greater than 1000. '3 

Outcomes 
\X'e examined 6 treatments for blacks and whites as our 

outcomes: the receipt of reperfusion (defined as thrombolysis 
or percutaneous coronary interventions [PCls]) within 6 hours, 
aspirin during the hospitalization, !~blocker during hospitali
zation, cardiac cathct:crization within 30 days of admission. PCl 
within 30 days of admission. and coronary artery bypass graft 
(CABG) surgery within 30 days. 

Statistical analysis 
For each of the 6 treatments outlined, ·we estimated 2 

alternative random-effects models LO asccnain whether differ
ent clinical factors, such as hypenension or diabetes, affect 
blacks and whites differently The first model was the 
conventionally used common-effects model, where we c~ti
mate the effect of each covariate on the receipt of treatment for 
blacks and whites together Using the models' coefficients and 

Table I. Characteristics of patients in the CCP 

Whites, 

Demographics 
Age 
Female sex (%) 
Admitted from a 
nursing home {%) 
Limited mobility (%) 
Had DNR an file at 

admission (%) 
Clinical history 

Previous revoscularization (%) 
Previous myocardial 

infarction {%) 
History of CHF {%) 
Diabetes (%) 
Hypertension (%) 
Current tobacco smoker 
History of o low EF (%) 
Metastatic cancer (%) 
History of PVD (%) 
History of COPD (%) 
Dementia {%) 

Clinical features at presentation 
Atrial fibrillation 
Received CPR {%) 
Non-Q-wave Ml 
Anterior location of Ml 
Inferior l~cotion of Ml 
Other location of Ml 
Heart block {%) 
Congestive heart 

failure{%) 
Hypotensio~ (%) 
Cardiogenic shock (%) 
Elevated CK {%) 
Albumin <3.0 mg/dL (%) 
Creatinine >2.0 mg/dl (%) 
Hemotocrit <30% {%) 

N = 130709, 
Mean (95% Cl) 

76.7 
48.9 

5.8 

18.7 
9.7 

17.5 
29.5 

21.5 
29.6 
60.5 
14.4 
3.7 
0.8 

10.3 
20.7 

6.1 

9.8 
3.4 

40.2 
30.7 
19.6 
9.4 

15.9 
28.5 

3.8 
2.3 

30.2 
4.4 

15.4 
4.5 

Blacks, 
N = 8286, 

Mean (95% Cl) 

75.6 
58.8 

6.1 

26.2 
6.2 

9.9 
29.0 

27.2 
42.1 
79.5 
17.8 
4.5 
0.9 

12.6 
17.8 
8.3 

6.8 
4.2 

42.7 
30.9 
15.9 
10.5 
14.l 
33.2 

3.6 
2.0 

33.4 
6.9 

17.8 
91 

All differences were significant at P value less than .001, except far lhe following 
characteristics: admitted from a nursing home, previous myocardial inforclion, 
history of low ejection fraction, metastatic cancer, anterior location of AMI, 
hypotension, and cordiogenic shock. CHF, Congestive heart failure; EF, ejeclion 
fraction; PVD, peripheral vascular disease; COP0, chronic obslrudive pulmonary 
disease; CPR, cardiopulmonary resuscitation. 

associated standard errors, we adjusted for baseline ditft.:rcncc~ 
between blacks and whites using age, sex, and each of the 
covariates available in the CCP that were likely w be associated 
either with the predictor (race) nr one of the omcom(:s 
(receiving therap)' for AMrJ. The full list of covariate:; in our 
model, presented in T:1hk- l, were selected based upon ( I l 
availability within the CCI' databas<:, (2) likclihnud of in011-
encing physician treatment decisions, and (3) 11sc in pnor 
studies using these data.'" 11 r-; 

In our second approach, we estimated race-~pecific modeb 
where thc effect of each covariate could vary by race Th,~ 
was accomplishecl through the inclusion of an aclditional ~c·t 
of variables, where we included each of the covariatc:s 
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Table II. Rates of lreotments (and 95% Cl) using race-specific versus common·eflect coelficienls lo adjust* for baseline differences 

Reperfusion Cardiac CABG 
within 6 h Aspirin ~-Blocker catheterization PCI within 30 d 

Treahnents of patients in the CCP 
Aclual role 11. 9 (11.2-12.6) 77.6 (76.7-78.5) 42.4 (41.4-43.5) 39.2 (38.1-40.2) 12.3 (11.6-13.0) 8.9 (8.3-9.5) 

for blacks (%) 
Aclual rate 18.4 (18.2-18.6) 78.3 (78.1-78.5) 45.6 (45.4·45. 9) 46.6 (46.3-46.8) 18.1 (17.9-18.3) 13.7 (13.5-13. 9) 

for whites (%) 
Predicted rotes using models with common-effects coefficients 

Predicted role 13.3 (12.6-14.0) 79.6 (78.7·80.5) 43.4 (42.4-44.4) 42.1 (32.9-35.3) 14.0 (13.3-14.8) 9.2 (8.6·9.8) 
for blacks (%) 

Predicted role 18.3 (18. 1-18.5) 78.1 (77.9-78.3) 45.6 (45.3-45.8) 46.4 (46.1-46.6) 17.9 (17.7-18.l) 13.7 (13.5-13.8) 
for whites (%) 

ORt 0.68 (0.65, 0.72) 1.10 (1.03, 1.19) 0.92 (0.88, 0.95) 0.84 (0.81, 0.87) 0.75 (0.70, 0.79) 0.64 (0.59, 0.69) 
Predicted rotes using models with roce·specific coefficients 

Predicted role 12.7 (11.8-13.6) 79.3 (78.3-80.3) 42.7 (41.5-44.0) 41.2 (40.2-42.3) 13.8 (12.9-14.7) 9.5 (8.7- 10.3) 
for blacks (%) 

Predicted role 18.3 (18.0·0. l 8.5) 78.1 (77. 9-78.3) 45.6 (45.3-45.8) 46.4 (46.1-46.6) 17.9 (17.7-18. l) 13.6 ( 13.5-13.81 
for whites (%) 

ORt 0.65 (0.60, 0.70) 1.07 (1.01, 1.14) 0.89 (0.85, 0.94) 0.81 (0.78, 0.85) 0.73 (0.68, 0.79) 0.66 (0.60, 0.73) 

•Adjusted for age, sex, source of admission (nursing home, other facility), level of mobility, the presence of a DNR at admission, previous revascularization, prior Ml. hislory of any 
of the Following: CHF, diabetes, hypertension, low ejection fraction, metaslatic cancer, peripheral vascular disease, chronic obstructive pulmonary disease, or demenlla. Also 
odjusled For lhe presence of any of the fallowing ot admission: olrial fibrillation, location of Ml, heart block, CHF, hypolension, cardiogenic shock, elevated creatine kinase, law 
albumin, elevated creatinine, or low hematocril. 
\Blacks compared with whiles. 

interacted with the race indicator- variable. Because the 
common-effects model is nested within the race-specific 
model (the fonncr lacks the race interactions effects.- which 
ar-c included in the latter-), we examined whether- pr-edictcd 
values from these 2 models and the resultant odds ratios 
(OR) on race were substantively different. To formally 
evaluate whether the 2 models yielded statistically different 
predictions. we performed a Wald test to determine if the 
interactions effects were jointly equal to zero. 1 

' We also 
computed likelihood-ratio tests to assess the I.it of the 
2 models and noted that the r-esults were indistinguishable 
from the conclusion of the Wald tests. The statistical 
approach to our models is explained in greater detail in the 
Technical Appendix. 

We report bootstrapped standard errors for the predictions 
based on 100 replications. In all of our rJndom-effects models. 
we clu:;tered our standard errors at the level of the hospital 
referral r-cgion. The standard errors reponcd arc not sensitive 
to whether we clustered at this level, the level of. a given 
hospital, or used generalized estimating equations to perfom1 
the analysis. We used these standard em>rs to compute 95% 
confidence intervals (Cis) for the adjusted rates at which 
whites and blacks receive each tr-eatment. 

All analrscs were conducted using STATA 9.0, College 
Statit>n, TX. 

Results 
Of the 138 995 Medicare beneficiaries hospitalized for 

AJ\11 in the CCP database, 8286 (6.0~!to) were blacks. 
Black Americans were younger. more likely to be 
female, admitted from a nursing home, have limited 
mobility, and less likely to have a "do nor resuscitate" 

(DNR) on file at the time of admission (Table 1). Blacks 
had higher rates of hypertension, diabetes. tobacco use, 
and other comorbidities associated with higher cardio
vascular risk. Finally. there were important racial 
differences in clinical presentation that are outlined 
further in Table I. 

Blacks had lower unadjusted r.ttes of reperfusion 
within 6 hours of µdmission and f',-blocker use, although 
the rates of aspirin use were comparable between the 2 
groups. By 30 days after admission, black patients had 
significantly lower rates of cardiac catheterization. PC!, 
and CABG surgery (fable 11). 

The common-effects multivarfable model demonstrat
ed that blacks were less likely tQ receive 5 of 1he 6 
therapies (all but aspirin during hospitalization. rows 
3 and 4, Table 11) with ORs (comparing blacks to whiles)• 
that varied from 0.64 (95% Cl 0.59-0.69) for CABG 
within 30 days to 1.10 (1.03-1.19) for aspirin during 
hospitalization. Our examination of treatment differ
ences using race-specific prediction models revealed 
nearly identical results (rows 6 and 7, Tabk: ll). The 
predicted rates for whites using race-specific models 
were nearly identical for each nf 1he 6 nu1comes. The 
predicted rates for blacks using "black-specific" models 
were also comparable. though generally lower. than 
using common-effects models Cl able Ii). Finallr, the 
ORs for the common-effects models were nearly identi
cal to those from the race-specific models (rows 5 and 8. 
1 ab\: !I), with race-specific models u~ually demon~1ra1-
ing a slightly larger racial gap in care Similar re~ul!:,, 
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Table III. Effect of selected pofi,3nt characteristics on likelihood of receiving 3 selected treotmenls 

Catheterization Reperfusion ~-Blocker 

OR, blacks OR,whites OR, blacks OR, whites OR, blacks OR, whites 

Female 0.91* 0.75* 0.93 0.93 1.00 0.99 
Age 

70·74y 0.75 0.81 0.94 0.85 0.91 0.96 
75-79y 0.57 0.59 0.82 0.70 0.81 0.89 
80-84y 0.33"' 0.27* 0.57 0.48 0.87 0.83 
~85y 0.09 0.09 0.31 0.28 0.62 0.70 

Previous revascularization 1.40 1.24 1.20 0.97 1.04 1.01 
Dementia 0.35 0.28 0.30 0.52 0.99 0.89 
Metastatic cancer 0.19 0.23 0.62 0.26 0.99 0.97 
History of peripheral vascular disease 1.00 0.94 0.86 0.81 1.01 1.07 
History of chronic obstructive pulmonary disease 0.84* 0.71" 0.82 0.78 0.55 0.53 
History of previous angiogrom 1.37 1.32 1.00 1.09 1.62 1.81 
Atrial fibrillation at admission 0.73 0.71 0.82 0.82 0.85 0.79 
CPR at admission 0.42 0.48 0.55 0.57 0.74 0.72 
Anterior Ml 0.99 0.94 4.50 4.09 1.04 1.03 
Inferior Ml 0.97 1.0 4.39 4.79 1.05 1.02 
Other Ml 0.66 0.69 0.81 0.68 0.64 0.75 
Heart block at admission 0.85 0.84 0.74 0.75 0.68 0.78 
Hypotension at admission 0.80 0.78 1.46 1.54 0.47 0.50 
Elevoted CK at admission 1.03 0.98 2.75 2.78 1.25 1.20 
Admitted from a nursing home 0.32 0.33 0.56 0.46 0.73 0.72 
Admitted from another institution 1.11 0.74 0.92 0.73 1.14 0.95 
Unable to walk 0.22* 0.35* 0.37 0.51 0.57 0.69 
Walk with assistance 0.58 0.56 0.61 0.61 0.88 0.84 
Low albumin at admission 0.94 0.80 1.05 0.98 0.81 0.82 
High bilirubin at admission 0.59 0.66 0.48 0.64 0.73 0.88 
Low hematocrit at admission 0.65 0.56 0.61 0.56 0.87 0.81 
Previous Ml 0.83 0.78 1.06* 0.87* 1.12 1.02 
History of CHF 0.61 0.59 0.58 0.61 0.62 0.62 
History of diabetes mellitus 0.99" 0.81 * 1.02* 0.78* 0.93 0.86 
History of hypertension 1.18 1.15 1. 17* 0.96• 1.46 1.39 
History of low ejection froction 1.02* 0.71* 0.81 0.75 0.90 0.80 
History of peripheral vascular disease 1.00 0.94 0.86 0.81 1.01 1.07 
Current tobacco smoker 0.94 0.91 
CHF at admission 0.70 0.69 0.63 0.63 0.63 0.62 
Shock at admission 1.28 1.12 1.36 1.64 0.52 0.49 
DNR ot admission 0.27 0.25 0.67 0.71 0.69 0.67 
Renal dysfunction 

Creatinine 1.5-2.4 mg/dL 0.85* 0.70* 0.81 0.81 0.87 0.80 
Crealinine 22.5 mg/dl 0.43 0.37 0.48 0.52 0.70 0.72 

Dalo missing if the models could not create o parameter estimate in a race·specifi'c model. CPR, Cardiopulmonary resusc,talian; CHF, congestive heart fa,lure. 
•Represents stotislicolly significant differences al P < .05. 

were also obtained for the use of angiotensin-conve.rting 
enzyme inhibitors in the hospital (not reported in the 
tables). Here, the common-effects model for blacks 
yielded an adjusted rate of 0.39 (95% CI 0.37-0.40), and 
the race-specific model yielded an identical adjusted rate 
of 0.39 (95% CI 0.37-0.40). 

\Vaid and likelihood ratio tests were performed to 
formally evaluate whether the interaction effects we.re 
jointly different from zero. Both tests rejected the null 
hypothesis that the coefficients on the interaction effects 
were jointly zero (P < .001), but these tests are 
influenced by the large samples available to us. Even 
though the 2 models produce estimates that are 
statistically different Cl able II). these differences are 
small and not of clinical significance. For example, the 

predicted rate of PCI for blacks in the common-effects 
model is 14.0% versus 13.8% in the race-specific model. 

When we examined the interaction terms, we found 
them to be inconsistent in size and statistical significance 
across different treatments. In Table Ill, we present the 
results of the interactions between race and patient 
characteristics for 3 common cardiac treatments. Of the 
interaction variables presented, only a previous history of 
diabetes had interactions that were significant (P < .05) 
for 2 of the 3 examined treatments, and 8 other covariates 
had l interaction that was statistically significant 
(fable lll). The ORs for each of these covariates ·were 
relatively similar for blacks and whites acro:.s all :, treat
ments (fah'.t: Ill). We found no covariates where there 
were important interactions across multiple treatment!>. 
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Finally, we examined graphically the relationship be
tween the predicted rate of treatment using common
effect models on the x-axis and the predicted r..tte using 
race-specific modelc; on the y-axis. We found that for both 
groups of patients, the common-effects rates closely 
predicted the race-specific rates of cardiac catheteri7.ation 
across the entire spectrnm of patients, from those who had 
low predicted rates to those with high predicted rates of 
treatment O"igure l, A). The results were very sintilar for 
!3-blocker use (Figure 1, B) as well as for the other 
4 treatments (data not shown). Because white patients 
constitute most of the patients, and therefore contribute 
hea,ily to the estimation of the common-effec.1:s model, it is 
unsurprising that predictions for these patients are 
insensitive to the choice of model. However, even for black 
patients who constitute a small fraction of the overall 
population, the common-effect models still closely predict 
the rates found using the race-specific model. 

Discussions 
We examined whether race-specific coefficients in 

risk-adjustment models affect the degree of disparities 
observed for cardiac care and found nearly identical 
results as common-effects models. For 5 of the 6 out
comes examined, the common-effects models slightly 
overestimated the rates of treatment for blacks, but only 
to a small degree. There were no interactions that 
consistently modified the relationship between race and 
all of the 6 treatments. 

While blacks and whites clearly have different levels of 
comorbid conditions (ie, diabetes) and important differ
ences in socioeconomic factors, previous research on 
healthcare disparities has accounted for these differences 
based on the assumption that clinicians treat comorbidity 
in the same way for blacks and whites. It is heartening to 
know that this assumption, whether or not clinically 
appropriate, has only modest effects on the trne relation
ship between race and treatment outcomes. Although 
clinicians clearly take these covariates into account in 
making clinical decisions, we could find no evidence that 
they weigh these factors differently for whites than they do 
for blacks. Therefore, our study suggests that an inappro
priate common-effects assumption is unlikely to be 
responsible for treatment disparities seen in cardiac care. 

Our results might provide some insight about one 
potential mechanism for racial differences in treatment: 
the role of clinician discrimination against minority 
patients, a factor emphasized by the Institute of 
Medicine Report as being of paramount importance in 
expl:1ining racial disparities in healthcare. One might 
believe that if clinicians discriminated against black 
patients, they would do so "at the margins." That is, 
although they might treat white and black patients with 
clear indications for a treatment the same, among 
patients who might be marginal candidates for a therapy. 

Figure 1 
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A, Predicted rates of cardiac cotheterizotion using common·effects 

versus race-specific models for whites and blocks. B, Predicted rotes 

of ,~-blocker use in the hospital from common-effects versus race

specific models for whites and blacks. 
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blacks may be less likely to be offered the treatment. 
Under this view, variables such as age and the presence 
of certain comorbidities (which measure the clinical 
appropriateness of patients) should affect the receipt of 
treatment differently in whites and blacks. If this 
mechanism of discrimination were responsible for 
dispalities in treatment, our race-specific models and our 
interaction analyses would have likely identified this 
phenomenon. Our failure to find any consistent inter
action effect makes this potential explanation for 
disparities much less likely. Either physicians discrimi
nate against blacks regardless of clinical appropriate
ness, or the race effect is proxy for other explanations 
such as blacks being treated at lower quality facilities. 

Our study has important limitations. First, we examined 
data frnm the CCP, which are now more than 10 years old, 
and it is likely that the rates of each of these treatments 
have risen. However, there is substantial evidence that 
treatment disparities for patients with AMI have not 
changed during this time. 15

•
1
'' Furthermore, changes in 

the prevalence of underlying comorbidities would not 
make our results any less relevant. The main threat to the 
generalizability of our finding is the unlikely scenario that, 
over time, the impact of these comorbidities on treatment 
decisions has changed. Second, our study does not 
account for contraindications, which is a limitation of the 
CCP data. We are not aware of any data that demonstrate 
racial differences in rates of contraindications to these 
treatments. Therefore, although the ideal rate for all of the 
therapies is likely Jess than 100%, it is likely that the ideal 
rates should not differ substantially by race. TI1ird, we 
examined treatment dif(erences only and not outcomes. 
Although the presence of certain comorbidities does not 
differentially affect the receipt of treatment for whites 
and blacks, the same may affect downstream survival 
differently by race. We did not explore this possibility in 
our analysis primarily because we were interested in 
clinician decision making and whether physicians weight 
these covariates differently. Also, given our ability to risk 
adjust for survival remains limited with c.lata sets such as 
the CCP, we chose not to examine these outcomes. 
Finally, we only examined treatment decisions for 
patients with AMI, and our findings here cannot neces
sarily be generalized to patients with other conditions. 

In conclusion, we examined whether using race
specific models affects the relationship between race 
and treatment outcomes using a large clinical data set 
and found minimal effects. The lack of any relationship 
between comorbidities and differential treatment be
tween whites and blacks suggests that clinicians weigh 
patient characteristics the same for whites and blacks, at 
least in cardiovascular care. Therefore, using either race
specific or a more general model is reasonable, and this 
debate should not distract clinicians and policy makers 
from the difficult work of understamling and reducing 
rach1I disparities in healthcare 
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Appendix A. Technical appendix 

To illustrate our technique with a stylized example 
that incorporates 2 covariates-age and diabetes-for 
ease of exposition, consider the following equations. 

A. 1. Common-effects model 
This is the conventionally estimared model ·where the 

effect of each covariate on the probability or receiving 
treatment is constrained to be the same by race· 

Pr( Catheterization = 1) = F(/l0 + fl I Black + /hAge 

+ /13 Diahetesi (I) 
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The function F( ) indicates the logistic distribution 
ftmction F(z) = exp(z)/[1 + exp(z)]. After estimating 
this model, we calculate the predicted probability of 
receiving catheterization for each patient as if they were 
first white, then black. For each observation, we set the 
race indicator variable on and off to calculate: 

Pr(Catheterization = II White)= F(/30 + /32Age 

+ f33Diabetes) (2) 

Pr( Catheterization = 1 !Black) = F (/30 + fJ 1 + /32Age 

+ f33Diabetes) (3) 

The (adjusted) racial disparity in the probability of 
receiving catheterization is the difference between the 
average probability obtained from Eqs. (2) and (3). This 
is an adjusted disparity because we used identical 
distributions of the covariates (age and diabetes) to 
obtain the predictions for patients as if they were 
white or black. 

A.2. Race-specific model 
In this model, age and diabetes can have different 

effects for whites and blacks on the probability of 
treatment. Therefore, we estimate the following: 

Pr(Catheterization = 1) = F(c5o + c51Black + c)zAge 

+ D3Diabetes+D4Black*Age 

+ b5Black*Diabetes) (4) 

The variables D.; and {J 5 represent the differential effect 
of age and d.iabetes on the receipt of treatment for 
blacks. Statistically, the race-specific model is distin
guished from the common-effects model by simulta
neously testing '5 4 = c5 5 = 0 using a Wald or likelihood 
ratio test. For this reason, the race-specific model is the 
more general model and nests the comll)on-effects 
model. To assess whether the different models yield 
estimates that differ from a clinical perspective. we 
compare the predictions from each. Predictions from the 
race-specific model, assuming that all patients are first 
white and then black, will be given by the following: 

Pr( Catheterization = I I White) = F( Do + c52Age 

+ c53Diabetes) (5) 

Prl Catlzeterization = I I Black) = F( Do + D 1 + D2Age 

+ D3Diabetes + 154-4.ge 

+ 155Diabetes) ( 6) 

These predictions will be different than those obtained 
from the common-effects model as long as D., and c5 5 are 
different from zero. In contrasting these predictions to 
ones obtained from the common-effects model, if the 
treatment ii, and c'i., are positive. using a common-effects 
approach would overstate racial disparities, and if(), and 

Jho et al 791 

155 are negative, the common-effects approach ·would 
understate disparities. In our tables. we contrast the 
racial disparity as measured by the difference· in the 
average predictions from Eq. (2) to· those in Eq. (5), and 
those from Eq. (3) to those in Eq. (6). The first 
comparison provides insights about the degree to which 
common-effects models produce biased estimates for 
whites, whereas the second set of comparisons elm:i
dates the degree to which common-effects models 
produced biased estimates for blacks. 

In theory, it is possible that the 2 models yield similar 
estimates when pooling across all patients, but produce 
very different estimates for nonstandard patients. For 
example, it may be the case that the common-effects 
model produces estimates of receiving cathetelization 
that are considerably different than those from the race
specific model for extremely young or old patients. To 
examine this possibility, we used each patient's actual 
values for each covariate and obtained the probability of 
receiving the treatment from the common-effects and 
race-specific models. If the 2 models yield similar 
predictions (not only on average, but throughout the 
distribution of covariates). then a plot of predictions of 
one model on those from the other should. on average, 
align along a 45" line. This provides yet another test of the 
robustness of the common-effects model vis-a-vis the more 
general race-specific model by exploiting the full range of 
covariate values and interactions available in the data. 

In other work not reported, we calculated racial 
dispaiities from the common-effects and race-specific 
effects models by predicting the probability of receiving 
treatment for a patient with the clinical characteristics of 
the avernge patient (pooling across whites and blacks), 
as well as the average black patient and the average 
white patient. For example, after estimating the com
mon-effects model. we calculated the following: 

Pr( Catlzeterizarion = I I fP1ite) = F (fio + [31Age 

.L fi3Diahetes) 

Pr(Catlzeterization = IIB!ack) == F(IJ0 + [{ 1 -1- JJ1Age 

+ /13Diahetes) 

The bar above each variable denotes explicitly that we 
evaluated the prediction at the full-sample (combining 
white and black patients) average value of these 
covariates. The (adjusted) racial disparity in the proba
bility of receiving catheterization is the difference 
between the probability obtained from Eqs. (2) and (3). 

These predictions yielded estimates of the racial dispar
ity that were identical to those reported in this ;malysis, 
but produced estimates of the probability of receiving 
treatment that were substantially different than the 
observed rates by race It is only in linear models that the 
average of the dependem variable is equal to the 
predicted average at the point of sample mean!-.. 
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A Conversation With Herman T:1ylor 

Mississippi's 'Heart Man' Examines Links Between Race and Disease 
By CLAUDIA DREIFUS 

JACKSON, Miss. - When Dr. Hennan A. Taylor Jr. goes for breakfast in this city of 180,000,he orders carefully: granola, fresh fruit. "People look 
at what I put on my tray," he said on a recent morning at the Broad Street Bakery, a local cafe. "They wonder if I practice what I preach." 

Around Jackson, where a common breakfast can be eggs fried in lard, Dr. Taylor, a University of Mississippi cardiologist, is known as "heart man." 
He is the director of the Jackson Heart Study, the largest epidemiological investigation ever undertaken to discover the links between cardiovascular 
disease and race. 

From now until 2014, Dr. Taylor and his team will be following 5,302 black residents of three Mississippi counties - Hinds, Rankin and Madison 
- observing their lives and how their heart health is related to their environment 

For the .study's participants, there will be periodic medical examinations and referrals for care when problems are detected. The ultimate aim of the 
$54 million investigation, Dr. Taylor said, "is to gain the information we need to stop an epidemic of cardiovascular diseases within the African
American community." 

Q. The Framingham Heart Study, which tracked cardiovascular disease in three generations of New EnglandeIS, is thought to be the most productive 
investigation in public health history. With Framingham's research continuing, why do sometl1ing similar here in Jackson? 

A. Framingham can't tell us everything. You can probably count the number of blacks in the original study on one hand. Well, maybe two. It's no 
one's fault When that study was first begun in 1948, the town ofFramingham was mostly populated by second-generation immigrants and Yankees. 
That's just what it was. 

0 1 But ifthere are unique risks and environmental agents triggering cardiovascular disease in African-Americans, Framingham's data can't be that 
helpful. 

Q. Is there a special problem with heart disease in African-Americans? 

A. For the nation as a whole, death from cardiovascular dis~ase has declined since 1963. Yet, if you look at African-Americans in regions like 
Mississippi, mortality from heart disease is flat, or trending upward. This is particularly true for women. A middle-aged black woman in Mississippi 
will have fuur times the risk of death from cardiovascular disease than a white woman elsewhere in the country. 

We have reasonable guesse~ why this is so. We think obesity is hugely important. We also think that smoking, inactivity, high blood pressure and 
access to health care figure into the problem, too. But we have to pin it down. We need more information on things like social support, anger, 
hostility, aptinlism. There may also be some unique buffers agairlst stress within our community-like religion and extended family. 

When you do a study like this, you want to figure out what's killing people. You emoll a large number and follow them. Over the yeaIS, some people 
will get sick; others won't. So the job is to try to determine the difference between those who got sick and those who didn't 

That's how Framingham worked. 

Q. Why do a health study in Jackson? 

A. What did the bank robber Willie Sutton answer when asked why he robbed banks? "Because that's where the money is!" Mississippi is where the 
heart disease is. We·have !he highest rates ofit in the country. 

Q. You've just finished collecting your base line data. Have you found anything interesting? A. Very high levels ofobesity, higher than the national 
average. African- American women lead the way in obesity nationally, and our numbers here are significantly higher than that. The rates of diabetes 
and hypertension are quite high. • 

Interestingly, alcohol consumption among the women is much lower than average. There are some other findings, but we'll have to hold off on 
announcing them until they are published in professional journals. 

Q. Are you looking at the unique stresses that African-Americans experience- racial discrimination, for instance? 

0 A. We have questionnaires that zero in on discrimination. But we also look at the response, how you cope with it. 

Also, a lot of the areas where blacks hve are economically depressed. One of the things we're looking at is, What kind of access do you have to a 
healthy lifestyle? 
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Can you get out of there to walk, do exercise - or is the level of violence in your immediate surroundings so high that this would be a risky 
proposition? We look at how many grocery stores are in a certain area. Do you have to rely on the comer market with its jars of pickled eggs and 
pigs' feet on the countet'? 

Q. Is the traditional diet of Mississippi a problem related to heart disease? 

A. Yes. In the traditional diet, the fat and calories are astronomical. They add up to our being the fattest state in the union. The soul food diet·needs a 
lot of tweaking ifit's ever to be remotely healthy. 

There was a study ofblacks and whites in a Georgia county in the 1960s. It showed that even given the traditional diet, blacks had a sm:prisingly low 
rate of coronary heart disease. The big difference: they were sharecroppeis, people who did physical work. They didn't have nearly the access to bad 
things all day long that people have now. 

The problem today for people living under stressful conditions is that harmful stuff is sometimes a cheap way to take a load off their lives and feel 
less stressed. I think that drives a lot of eating and smoking. 

Q. Do you think that some people are going to hate your message of heart health? 

A. Some will think we're further stigmatizing a group with a lot of problems already. But if you have conversations with African-Americans from the 
South, they already suspect that a lot of things they love are no good for them. 

Q. Do you try to intervene in the lives of the peopleyou're studying? 

A. We're an obsewational study. But we have to- be careful. If you don't share helpful information because you don't want to interfere with the natural 
history of their disease, then you're on a slippery slope. That was the rationale behind keeping information from the sick in the Tuskegee study. 

People around here remember that. So, of course, we take an active role in spreading the word about prevention. 

Also, when one ofour medical exams shows something of clinical importance in a participant, we contact their physician. If they don't have one, we 
have a group oflocal doctors who've volunteered to take them on. 

Q. Did you grow up in the South? 

A. Near Binningham My mother was a teacher, my father a steelworker, active in his union. 

During my childhood, I think there were two big influences, beyond my family: the incredibly heroic acts you saw from individuals like Martin 
Luther King. and the space program. I wanted to grow up and help my people. I also dreamed about science. For me personally, the wonderful thing 
about working on this study is that it's a way for me to do both. 
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__ fliminating Racial and Ethnic Disparities in Cardiac Care 
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Of all the forms of inequal
ity, injustice in health care 
is the most shocking and in
humane. 

- Martin Luther King, Jr. 

The Institute ofMedicine (IOM) 
includes "equity" as one of six 

key domains of health care quali
ty, yet equal treatment for Ameri
cans of all races and ethnic groups 
remains an incompletely realized 
goal. It has been 25 years since 
significant unexplained racial 
variation in the use of coronary
artery bypass grafting (CABG) 
was noted in a single institution.1 

Although this finding raised an 
alert, the medical community was 
skeptical, assuming that the data 
were anomalous or confounded. 
Since then, however, multiple 
studies have identified similar un
explained racial and ethnic differ
ences in cardiac care, leaving us 
today with three pivotal questions: 
Do racial and ethnic disparities 
persist in contemporary practice? 
If so, what are their health conse
quences? And how can these dis
parities be overcome? 

Racial or ethnic differences in 
the prevalence of cardiac risk fac
tors and the natural history of 
cardiovascular disease are well 
documented. The incidence of hy
pertension is several times as high 
among blacks as among whites, 
and diabetes, obesity, and the 
metabolic syndrome are signifi
cantly more common among 
blacks and Hispanics than among 
whites.2 Yet such health differ
ences do not necessarily signify 
true racial disparities. The IOM 

noted that there may indeed be 
differences in care or outcome 
that are attributable to differenc
es in underlying pathophysiology, 
patients' expressed preferences 
regarding care, or the appropri
ateness of care for different pa
tients. Health care disparities are 
those "unexplained" differences 
that persist after these factors 
have been accounted for; such 
disparities are most likely attrib
utable to socioeconomic barriers, 
language differences, cultural in
sensitivity, bias, or frank racism.3 

The magnitude and extent of 
racial or ethnic disparities in 
health care have been summa
rized in several reports.3•4 In car
diac care, disparities have been 
most frequently reported with re
gard to costly, invasive procedures 
such as cardiac catheterization, 
percutaneous coronary interven
tion, CABG, cardiac transplanta
tion, and the implantation of 
defibrillators or cardiac resyn
chronization devices. Disparities 
are also evident in the rapidity 
with which different groups gain 
access to new cardiac technolo
gies, as exemplified by the delayed 
adoption of device therapy for 
heart failure and drug-eluting stents 
for black patients as compared 
with white patients. Though less 
studied, Hispanic and American 
Indian populations typically re
ceive care at an intermediate level 
between blacks and whites, where
as care for Asian Americans par
allels that given to whites. 

Disparities also extend to both 
primary and secondary prevention. 
After hospitalization for acute 

Related article, p. 1179 

myocardial infarction, heart fail
ure, or stroke, black patients are 
less likely than white patients to 
receive certain evidence-based med
ical treatments. Similarly, blacks 
and Hispanics are generally less 
likely than whites to be screened, 
receive treatment, or reach target 
therapeutic goals for hypertension, 
dyslipidernia, and obesity.2•4 

Documenting racial or ethnic 
disparities is a start, but it's more 
important to determine whether 
such unequal care is associated 
with adverse patient outcomes. 
To date, studies linking such dif:. 
ferences in care to health outcomes 
have been limited in size and du
ration of follow-up and have failed 
to examine the full spectrum of 
important patient outcomes. Nev
ertheless, worrisome data are 
slowly accumulating. Although 
black patients with coronary dis
ease, acute myocardial infarction, 
or heart failure have short-term 
outcomes that are at least as 
good as those among white pa
tients, their long-term survival, 
readmission rates, and function
al outcomes tend to be worse. 
Similarly, less aggressive risk
factor management in minority 
populations has been associated 
with more downstream compli
cations. Hispanic and black pa
tients are three to five times as 
likely as white patients to require 
hospital admission for uncon
trolled diabetes, and black pa
tients with hypertension are sev
eral times as likely as whites to 
have a stroke or end-stage renal 
disease. 

In this issue of the Journal, 
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Bibbins-Domingo et al. extend 
this linkage, reporting striking 
race-based differences in the nat
ural history of heart failure (pag
es 1179-1190). Among persons 
younger than 30 years of age, the 

yield a more complete character
ization of risk-conferring genetic 
polymorphisms, which, in com
bination with social, environmen
tal, and epidemiologic factors, will 
permit more informed personal-

There is growing and disturbing evidence that 
disparities in care result in preventable excess 
morbidity and possibly increased mortality. 

likelihood of heart failure devel
oping over th_e ensuing 20 years 
was 20 times as high among 
blacks as among whites. Heart 
failure in blacks was more often 
preceded by hypertension, obesi
ty, and kidney disease. At base
line, hypertension was untreated 
or poorly controlled in. 840/o of 
black patients with this condi
tion; after 10 years, the propor
tion with poorly controlled hy
pertension remained a striking 
76%. Thus, there is growing and 
disturbing evidence that dispari
ties in care result in preventable 
excess morbidity and possibly in
creased mortality. 

How can such dispariti~s be 
overcome? First, the question of 
race and genetics must be put in 
proper perspective. Race is nei
ther a genetic trait nor a physi
ological designation. However, 
groups with similar heritage and 
cultural experiences can have simi
lar genotypes (and phenotypes) 
that may be associated with dif
ferential risks for disease or re
sponses to therapies. Although 
some studies have noted race as 
a factor in differential responses 
to treatments (such as angio
tensin-converting-enzyme inhib
itors, beta-blockers, and isosor
bide dinitrate-hydralazine), future 
genomic work will most likely 

ized treatment selection. 
A second set of issues to be 

addressed are socioeconomic. 
More complete coverage and im
proved access to care should 
greatly promote equitable health 
care. Greater access should also 
facilitate the impl~mentation of 
early "primordial prevention" 
strategies designed to prevent the 
development of risk factors as 
well as further support adequate 
control of risk factors and dis
ease once they are present. The 
study by Bibbins-Domingo et al. 
raises the possibility that a pro
active approach to diet, lifestyle, 
and weight management might 
avert the development of hyper
tension; and more complete con
trol of hypertension, once it is 
present, might reduce the down
stream disparity in the incidence 
of heart failure. Such an oppor
tunity should not be missed. 

Recommendations that pa
tients and providers become 
more fully engaged in health and 
disease management raise a third 
set of issues. Even where access 
to care is similar for people of 
different races and ethnic groups, 
target levels of risk-factor control 
appear less likely to be reached 
in blacks than in whites. Over
coming this gap will require bet
ter patient education, better tools 

for patient engagement, and in
creased provider awareness of 
population-specific barriers to 
care. Providers will also need to 
improve the skills required to care 
for patients from dissimilar back
grounds - that is, the relevant 
language skills and cultural com
petence .. Admittedly, the effective
ness of cultural-competence train
ing remains untested, but its 
potential benefits should not re
main unexplored. 

Focusing performance-mea
surement and quality-improve
ment efforts on care for at-risk 
populations may be a particu
larly effective approach to reduc
ing gaps in health care. It has 
been well documented that care
givers respond to constructive 
feedback regarding quality of 
care. Providers' performance 
may be further modified in re
sponse to influences from pub
lic reporting and pay-for-perfor
mance initiatives. Perhaps the 
most hopeful approach would 
be to integrate such data mea
surement into systems for qual
ity improvement. For instance, 
centers participating in the Get 
with the Guidelines program of 
the American Heart Association 
(AHA) routinely achieve greater 
than 90% adherence to core mea
sures for coronary artery disease, 
stroke, and heart failure in all 
patients regardless of race or 
ethnic background. Similarly, the 
Expecting Success program of 
the Robert Wood Johnson Foun
dation showed that an initiative 
focused on the quality of care 
for patients with heart failure 
and those who had myocardial 
infarction dramatically improved 
care for all patients, with the 
most striking improvements seen 
among high-risk populations.5 
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Both programs demonstrate that 
even within the current health 
care environment, real change is 
possible. 

Both the Healthy People 2010 
initiative sponsored by the De
partment of Health and Human 
Services and the recent statement 
on health care reform from the 
AHA embrace the elimination of 
health disparities as one of sev
eral prominent goals. Regretta
bly, the study by Bibbins-Domin
go et al. shows that much work 
remains. As we enter an era of 
anticipated sociopolitical trans
formation, we must make the 
elimination of disparities in 
health care one of our highest 
priorities. Our society spould no 

Denial 
Ranjana Srivastava, F.R.A.C.P. 

The medical student is watch
ing closely. In an overfilled 

clinic, time is scarce and the 
teaching staccato. I point out a 
malignant lymph node here, an 
enlarged liver there. She wit
nesses the abbreviated version 
of my breaking bad news and I 
hope finds some parallel with 
what she has been taught. I try 
to offer her a window into my 
thinking, as I talk patients into 
and out of having chemotherapy. 
Then I pick up an unfamiliar file. 
In response to an urgent request 
from her primary care doctor, 
the patient has been sandwiched 
into a virtual slot. Ushering her 
in, I introduce her to the medical 
student, who has respectfully 
tucked herself behind the bed. 

"How are you today?" I ask, 
leafing through the patient's 
record. 

ELIMINATING RACIAL AND ETHNIC DISPARITIES IN CARDIAC CARE 

longer accept treatment driven 
by economics, convenience, and 
familiarity; we should insist in
stead on care guided by science 
and focused on quality. 

Drs. Peterson and Yancy report serving 
on the steering committee for Get with the 
Guidelines program from the American 
Heart Association. Dr. Yancy reports re
ceiving consulting fees from Arca Discov
ery and grant support from Medtronic. No 
other potential conflict of interest relevant 
to this article was reported. 

Dr. Peterson is a professor of medicine in the 
Division of Cardiology and associate vice
chair for quality at Duke University Medical 
Center and director of cardiovascular research 
atthe Duke Clinical Research Institute-both 
in Durham, NC. Dr. Yancy is medical director 
of the Baylor Heart and Vascular Institute and 
chief of cardiothoracic transplantation at Bay
lor University Medical Center in Dallas. 

"Okay." 
She is a plain-looking, over

weight woman in her 50s, well 
protected from the winter chill 
in a thick green parka atop sev
eral layers of clothing. A knitted 
scarf cocoons her neck. 

"So, when were you last here?" 
"A while ago." 
"I think part of your stuff is 

missing. The last notes are from 
7 months ago." 

She looks at me without 
comment. 

"I can see that you were diag
nosed with breast cancer and had 
chemotherapy. I can't find your 
operation report or any other 
notes." I stop jabbing at the com
puter keyboard. "Can you fill me 
in on what happened next?" 

"Not much." 
I sigh, realizing that I will have 

to slowly reconstruct her history 
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while the queue outside length
ens. The notes reveal that she 
presented to the clinic with a lo
cally advanced breast cancer. A 
multidisciplinary team assessed 
her as requiring preoperative 
chemotherapy followed by a 
mastectomy, radiation therapy, 
and hormonal therapy. The file 
neatly charts her progress 
through chemotherapy before 
stopping abruptly. 

"How was the chemo?" 
"I wasn't as sick as they reck

oned." I detect a note of pride in 
her voice. 

"Good! And then the opera
tion?" 

"I didn't have an operation." 
"Oh? Did the surgeon change 

his mind?" 
She looks uncertain. "I fig

ure so." 
"What did he say?" 
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Guidelines for Heart Care Show Promise 
3y Lll,URA LANDRO 

!\. push to get hospitals to follow prescribed treatment guidelines is showing promising results in improving care 
:or stroke and heart-attack patients and preventing repeat hospitalizations for those with heart failure. 

}uidelines for treating such patients have been around for years. But surveys have shown that they often aren't 
:allowed, especially for women and minorities, and that adherence to the guidelines varies widely around the 
~ountry. 

!\. program called Get With the Guidelines, launched in 2000 by the American Heart Association, aims to 
.mprove outcomes and eliminate disparities in care of heart and stroke patients. About 1,600 U.S. hospitals, or 
1bout a third of the total, have so far signed up with the program. Following the release of recent studies showing 
.mproved outcomes at hospitals enrolled in the program, institutions are joining at an accelerated pace, program 
)fficials say. 

)ne patient is Beverly Henry Smith, who underwent quadruple bypass surgery 14 years ago and has long 
;truggled with heart failure, a condition that keeps his heart from pumping blood efficiently. The 58-year-old is 
m his third implantable defibrillator, a device that helps regulate his heart's rhythm. 

For the past four years, however, Mr. Smith, a retired town planner in Elizabethtown, N .C., has avoided being 
1dmitted to hospital, thanks to careful monitoring of his condition at Duke University Medical Center in 
Durham, N.C., which is participating in the guidelines program. Doctors there make sure Mr. Smith carefully 
.nonitors his weight, adheres to a special diet and exercise program and uses a telephone monitoring service at 
10me that takes readings from his defibrillator. 

rhe Duke program "is helping me live with this condition and have a better quality oflife," Mr. Smith says. 

Deaths from heart disease have sharply declined in recent years, thanks to advances such as angioplasty to open 
)locked arteries and beta-blocker drugs that reduce the workload on the heart. But heart disease still remains 
:he leading killer of Americans, accounting for 36% of all deaths. The heart association estimates that total costs 

)f cardiovascular dis.ease in the U.S. exceed $475 billion a year, with more than 80 million Americans suffering 
=ram one or more types of heart disease. 

}uidelines for treating heart and stroke patients were developed over the years by the American College of 

:::ardiology and other medical groups. They range from simple interventions like making sure heart-failure 
)atients are counseled to stop smoking, watch their weight and exercise, to complex measures that should be 
:aken in emergency situations. Certain stroke patients, for instance, should be given cl at-busting drugs within 
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the first one-to-three hours of arrival in the emergency room. 

Fall Through the Cracks 
Medical experts say that hospitals often don't have a systematic method for evaluating each patient using the 
guidelines. In a chaotic hospital environment, such things can fall through the cracks. Heart-attack patients, for 
example, may end up back in the hospital because doctors neglected to discharge them with medications known 
to prevent a recurrent attack. 

"Rather than rely on their memory, doctors need to have the guidelines and evidence right there at the bedside," 
says Gregg C. Fonarow, associate chief of cardiology at the University of California Los Angeles Medical Center, 
and chairman of the Get With the Guidelines steering commit~ee. 

Patients can learn more about the guidelines and see a list of participating hospitals at 
americanheart.org/getwiththeguidelines. The heart association also sponsors a patient Web site, heart360.com, 
which includes interactive tools to help reduce the risk of cardiovascular disease. 

The heart association is pushing use of guidelines for three conditions: stroke, heart failure and coronary-artery 
disease. Hospitals, which can sign up for one or more of these efforts, have access to guideline checklists for 
doctors and nurses and educational materials for patients. For an annual fee of about $1,800, hospitals can enter 
their own data in a registry, which they can use to compare their performance to other hospitals, and participate 
in online seminars to help improve their P!'!rformance. Hospitals that consistently follow treatment guidelines 
can achieve recognition such as bronze, silver and gold status, which they can use in negotiating with payers and 
recruiting new patients. The Get With the Guidelines program is sponsored in part by unrestricted grants from 
pharmaceutical companies and medical-device makers. 

Heart failure is the most frequent cause of hospitalization and re-hospitalization for Medicare beneficiaries, 
according to a study of 11.3 million Medicare patients published this month in the New England Journal of 
Medicine. The study found that 26.9% of the heart-failure patients in the study were rehospitalized within 30 
days after discharge. 

The American Heart Association says that 259 hospitals who used the guidelines program for heart failure from 
March 2003 to December 2004 reduced the risk that patients would have to be re-hospitalized or die by 20% in 
the first 60 days after discharge, which is the period of highest risk. There are currently 460 hospitals treating 
more than 275,000 heart-failure patients enrolled in this program. 

Of course, hospitals are paid to treat heart attacks, strokes and other cardiac diseases, so "right now there are not 
strong incentives to keep people out of the hospital," says Adrian Hernandez, Mr. Smith's cardiologist at Duke 
and a researcher who analyzes data for the guidelines program. "Reimbursement for primary care and 
preventive care lag far behind the reimbursement for procedures." 

Meanwhile, some doctors object to the idea of strict guidelines and have labeled the practice "cookbook 
medicine." Healing is an art, and treatment needs to be worked out between the doctor and patient on an 

individual basis, these physicians say. 

Still, treatment guidelines are getting a big push from Medicare, which is aiming to reduce preventable illness 

and hospital admissions. Starting next year, the federal insurance program for older and disabled people 

hospitals will have to report their rate of heart-failure re-admissions in order to get the full increase in Medicare 
payment rat~s for the year. Eventually, hospitals with higher re-admission rates may eventually have their 
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0
) payments reduced. Medicare is evaluating whether to adopt similar policies for stroke care. 

Getting Certified 

0 

In another move, the heart association is teaming up with the Joint Commission, a nonprofit group that 

accredits hospitals, to offer an advanced heart-failure certification program for Get With the Guidelines 
participants. The idea is that insurers will be able to use the certifications to steer health-plan members to 
hospitals that meet the highest standards of care. The heart association is also developing an outpatient 
guidelines program that can be used by primacy-care physicians and cardiologists to better treat patients with 
heart disease and prevent new cases from developing. 

At St. Joseph's Regional Medical Center in Paterson, N.J., staffers were able to improve their compliance with 
guidelines for treating heart-failure patients to 98% in 2008 from 57% in 2004, says Robert Faillace, chief of the 
cardiology department. Nurse practitioners teach patients before being discharged what they need to know to 
manage their disease, and help with other issues such as care at home and finding generic drugs or low-cost 
medication programs if they can't afford their prescription drugs. 

Saving Money Over Time 
Dr. Faillace says that while staffing the program added costs, it paid for itself by reducing the length of time that 
patients spend in_ the hospital. This in turn enabled St. Joseph's to get better terms in contracts from private 
insurers, he says. And because Medicare pays a set fee for hospitalizations, shorter hospital stays also help the 
hospital's bottom line, he says. 

The heart association's Get With the Guidelines program for stroke patients has been used by more than 1,400 

hospitals to treat some 800,000 such patients. 

Lee Schwamm, vice chairman of neurology at Massachusetts General Hospital and a member of the guideline 
program's steering committee, led a study of data from 790 hospitals participating in the stroke-guidelines 
program from 2003 to 2007. The research found that the percentage of eligible patients treated ·with clot-busting 
drugs within.two hours of a stroke increased to 72.8% from 42%. Also, the percentage of patients started on 
recommended cholesterol-lowering drugs increased to 88.3% from 73.3%. The number of patients who were 
counseled to quit smoking -- a guideline that is often not followed -- rose to 93.6% from 65.2%. 

"There is no excuse for not following evidence-based care," Dr. Schwa mm says. 

■ Email informedpatient@wsj.com. 
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Editorial 

The Cardiovascular State of the Union 
Confronting Healthcare Disparities 

Robert 0. Bonow, MD; Augustus 0. Grant, MD, PhD; Alice K. Jacobs, MD 

As we reach the midpoint of the first decade of the 
twenty-first century, we are also at the midpoint in 
the timeline of the American Heart Association 

(AHA) strategic plan to reduce coronary heart disease, stroke, 
and risk by 25% by the year 2010. 1•2 Encouraging evidence 
demonstrates important gains toward that goal, with de
creases in coronary heart disease and stroke mortality, as well 
as reductions in certain risk factors such as cigarette con
sumption and untreated hypercholesterolemia. Still, troubling 
evidence indicates that other ominous risk factors-physical 
inactivity, overweight and obesity, diabetes, and hyperten
sion-are on the rise,3 especially among adolescents and 
young adults, and these may contribute to the next wave of 
the cardiovascular epidemic. And there is undeniable evi
dence that not all Americans have shared equally in the 
improved cardiovascular outcQmes. Individuals in specific 
subgroups defined by race, ethnicity, socioeconomic status, 
and geography have a disproportionate burden of myocardial 
infarction, heart failure, stroke, and other cardiovascular 
events. These individuals also have a worse outcome after 
these events, including higher mortality rates, and a higher 
prevalence of unrecognized and untreated .risk factors places 
them at greater likelihood of experiencing these events. 
Differences such as these arise not only from disparities in 
access to care and quality of care but also from disparities in 
awareness and access to knowledge. 

Disparities in cardiovascular prevention, diagnosis, treat
ment, and outcomes have been documented, in a number of 
publications from the US Department of Health and Human 
Services (DHHS),4 - 6 the Institute of Medicine,7 and the 
Kaiser Family Foundation,8 and reports of continuing racial 
and ethnic disparities appear regularly in cardiovascular 
scientific journals_'J.w If this unacceptable situation fails to be 
rectified, it is unlikely that the AHA's 2010 goals or the 
DHHS Healthy People 2010 goals can be achieved. 

In the autumn of 2003, the AHA convened a 3-day meeting 
to discuss the current understanding of the scientific basis of 
cardiovascular healthcare disparities and to assist the Asso
ciation in formulating the next phase of its scientific, pro-

The opinions expressed in this article are not necessarily those of the 
editors. 
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grammatic, and advocacy agendas to address these issues. In 
addition to attendees representing the basic, clinical, popula
tion, and social sciences, stakeholder organizations attending 
the meeting included the National Institutes of Health, the 
Centers for Disease Control and Prevention, the Association 
of Black Cardiologists, the National Medical Association, the 
International Society on Hypertension in Blacks, the National 
Council of La Raza, the National Association for the Ad
vancement of Colored People, and The Robert Wood Johnson 
Foundation. The Executive Summary of the meeting in this 
issue of Circulation 11 provides a number of key research, 
advocacy, and educational recommendations to aid in the 
long-term goal of eradicating healthcare disparities. Another 
objective of the meeting planners was the publication of this 
issue of Circulation, which is dedicated to research and 
clinical studies in cardiovascular disparities, with the goals of 
raising further awareness of the importance of this topic 
within the scientific community and demonstrating the high 
priority the AHA assigns to the elimination of healthcare 
disparities. 

Several of the reports in the present issue of Cirrnlation 
add to the growing mass of data confilming that cardiovas
cular healthcare disparities are deeply rooted and pervasive in 
our society. Sopel and the CRUSADE (Can Rapid Risk 
Stratification of Unstable Angina Patients Suppress Adverse 
Outcomes With Early Implementation of the ACC/AHA 
Guidelines?) investigators12 substantiate the findings of ear
lier studies of myocardial infarction (Ml) by reporting that 
African American patients with acute MI, although younger 
than white patients, have a greater risk factor burden and are 
less likely to receive many evidence-based treatments, par
ticularly treatments that are newer or more costly. Similarly, 
Sabatine and the TIMI investigators•~ report that nonwhite 
patients with non-ST-elevation acute coronary syndromes 
(ACS) are at greater risk of death, MI, or rehospitalization for 
ACS and arc less likely to undergo angiography or percuta
neous coronary intervention as compared with white patients. 
These studies add to voluminous data on the underutilization 
of evidence-based treatments in minority patients with 
ACS.7-8 It is hoped that ongoing hospital-based national 
quality improvement programs, such as Get With the Guide
lines, 14 will help to level the playing field for all patients 
hospitalized with ACS and acute MI. This will remain a 
challenge, however, in patients with more chronic fom1s or 
coronary artery disease, inasmuch as data continue to show 
disparities in medical management nnd secondary prevention. 
Kaul et a\1 5 report a lower utilization of revascularization 
procedures in black than in white patients, which Iranslates 
into higher rates of angina and lower mental health and 
emotional health scores. Moreover. Konety et al1 6 provide 

Downloaded from circ.ahaj~i:!0.fols.org by on May 12, 2009 



0 -

0 

0 

1206 Circulation March 15, 2005 

evidence of less effective secondary prevention strategies 
after coronary artery bypass surgery in African American 
patients. After adjusting for differences in outcomes of 
hospitals used by African American versus white patients, 
30-day and 90-day postoperative mortality rates were the 
same in both groups, but African Am~rican patients had a 
17% higher mortality rate at I year. It is noteworthy in this 
latter study that before adjustment for hospital outcomes it 
was clear that African American patients did have higher 
short-term mortality, which was related to treatment at 
hospitals in the highest mortality category and in the lowest 
volume category. 

Studies of providers also are revealing. Lurie et al 17 report 
that only 34% of cardiologists agree that disparities of care 
exist in the United States, but even fewer (5%) believe that 
these disparities exist in their own practices. Werner et al 18 

demonstrate evidence of physician bias based on perceived 
higher risk of minority patients undergoing bypass surgery, 
resulting in fewer minority patients undergoing surgery 
shortly after the introduction of physician report cards in New 
York. Thus, a system change designed to improve healthcare 
quality actually aggravated racial and ethnic disparities in 
health care. 

A study in the present issue provides new evidence of 
major disparities in cardiovascular disease mortality among 
Native Americans19 that have increased dramatically in the 
past decade, and another provides additional evidence of 
increased stroke risk among African Americans and Hispanic 
Americans compared with white individuals.20 Unfortunately, 
the increased stroke risk among minority populations is 
coupled to a lower level of awarenes~ of stroke and stroke 
warning signs among minority women compared with white 
women.21 

Current data from the Centers for Disease Control and 
Prevention reported in this issue22 substantiate the persistent, 
significantly higher prevalence of risk factors in minority 
populations, most notable for striking rates of hypertension 
(41 %) in African Americans independent of gender or edu
cational status and obesity (47%) in African American 
women. High rates of obesity are also reported among 
Mexican American men and women (33% and 38%, respec
tively) and among white women with lower levels of educa
tion (37%). These 1isk factor profiles translate into signifi
cantly higher rates of stroke in African Americans and heart 
failure in African Americans, Hispanics, and Native Ameri
cans compared with whites. Overall, ischemic heart disease 
and stroke incidence are inversely related to education and 
,income levels. 

Thus, the studies reported in this issue of Circulation 
provide a unique, compelling, and sobering series of snap
shots of the cardiovascular slate of the union in 2005. They 
pi'ovidc different perspectives on the various components that 
together define the disparity problem. The overall picture is 
the immense and pervasive nature of healthcare disparities, 
from lack of provider and population awareness. to dispro
portionate risk factors and disease prevalence, to higher 
cardiovascular disease event rates and adverse outcomes 
among the highest-risk segments of our population. One can 
only conclude that the current situation is not acceptable. 

The current situation calls for constant surveillance; for 
renewed efforts to increase awareness of health disparities 
among medical professionals, the public, and legislators; and 
for the design and implementation of effective interventions 
to reverse these troubling trends. One example is the 
community-based multiple risk factor intervention program 
discussed by Becker et al.23 Another is the faith-based Search 
Your Heart program of the AHA,24 which is targeted to 
African American and Hispanic communities and which has 
been implemented nationwide. 

Another component of the solution, but one that is also 
difficult to deliver, is the development of a more diverse and 
more culturally competent cardiovascular workforce. Cur
rently, the supply of minority healthcare professionals, espe
cially cardiovascular specialists, is inadequate to meet the 
demand, and the pipeline of future minority doctors and 
nurses is nearly empty. Greater efforts to stimulate the 
brightest young people to pursue careers in biomedical 
science are required. 

Recommendations for a strategic framework to eliminate 
cardiovascular disparities are articulated by Dr George 
Mensah.25 His proposed strategic imperatives' to eliminate 
disparities in cardiovascular health call on strong partnerships 
at the community and state level based on sound clinical, 
population, and public health science. We support this call to 
action. As pointed out in the Guiding Principle for Improving 
Minority Health from the Centers for Disease Control and 
Prevention, "The future health of the nation will be deter
mined to a large part by how effectively we work with 
communities to reduce and eliminate health disparities be
tween non-minority and minority populations experiencing 
disproportionate burdens of disease, disability, and premature 
death."26 The AHA guide for improving cardiovascular health 
at the community leveJ27 could serve as a template to begin 
implementing changes in at-risk communities. Important 
steps include exercise facilities that are safe and secure, 
supermarkets that provide fresh fruits and vegetables of 
comparable quality to those in more affluent communities, 
elimination of cigarette advertising in minority neighbor
hoods, and schools that provide physical education and 
healthy lunches, to name a few. 

The underlying causes for healthcare disparities are deeply 
rooted in our society and are not.merely medical issues. Thus, 
healthcare professionals and scientists alone cannot solve 
them. But the conununity of medicine and science, when 
challenged and mobilized, can be a powerful force that can 
help to implement change through education, research. and 
advocacy. 

We commend the editors of Circula1io11 for publishing this 
special issue dedicated to such an important area of cardio
va5cular health and disease, and Dr Emelia Benjamin in 
particular for her editorial efforts in selecting the articles that 
cover the full spectrum of the disparity landscape. We hope 
the information contained in these excellent articles will 
generate considerable thought, discussion, and fruitful debate. 
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Racial Misclassification and Disparities in Cardiovascular 
Disease Among American Indians and Alaska Natives 

Dorothy A. Rhoades, MD, MPH 

Background-National vital event data suggest that cardiovascul~r disease (CVD) mortality rates are lower for American 
Indians and Alaska Natives (AIAN) than for the general US population, but these data are disproportionately flawed for 
AIAN because of racial misclassification. 

Methods and Results-Vital event data adjusted for racial misclassification and published by the Indian Health Service 
were used to compare trends in CVD mortality from 1989 to 1991 to 1996 to 1998 between AIAN, US all-races, and 
US white populations. Without misclassification accounted for, AIAN initially had the lowest mortality rates from major 
CVD, but by the end of the study, their rates were the highest. Adjustment for misclassification revealed an early and 
rapidly growing disparity between CVD mortality rates among AIAN compared with rates in the US all-races and white 
populations. By 1996 to 1998, the age- and misclassification-adjusted number of CVD deaths per 100 000 among AIAN 
was 195.9 compared with age-adjusted rates of 166.1 and 159.1 for US all races and whites, respectively. The annual 
percent change in CVD mortality for AIAN was 0.5 compared with -1.8 in the other groups. Regardless of racial 
misclassification, the most striking and widening disparities were found for middle-aged AIAN, but CVD mortality 
among AIAN ::::65 years of age was lower than in the other populations. 

Conclusions-A previously underrecognized disparity in CVD mortality exists for AIAN, particularly among middle-aged 
adults. Moreover, these disparities are in°creasing. Efforts to reduce CVD mortality in AIAN must begin before the onset 
of middle age. (Circulation. 2005;111:1250-1256.) 

Key Words: cardiovascular disease ■ epidemiology ■ Indians, North American ■ Inuits 

Several racial disparities in cardiovascular disease (CVD) 
mortality and health care have been documented in the 

United States.1•2 The Institute of Medicine reports that racial 
and ethnic disparities in health care are widespread, are 
associated with worse health outcomes, and occur indepen
dently of socioeconomic status.1 

Nevertheless, national vital event data suggest that CVD 
mortality for American Indians and Alaska Natives (AIAN) is 
lower than in the general US population and has been for 
decades.2•3 Similar findings have been reported in other 
AIAN population-based studies using vital event data.4 •5 

These findings are somewhat puzzling because American 
Indians have for years had some of the nation's highest 
prevalence rates of major CVD risk factors6 such as smok
ing,7 •8 diabetes,9-10 and obesity.11 -12 CVD is also the leading 
cause of death among AIAN and has been for decades. 
Furthermore, AIAN are among the most disadvantaged pop
ulations in the United States. Despite improvements in life 
expectancy and total mmtality over the past century, dispar
ities in these health status indicators remain for this popula
tion compared with the general population. Also, AlAN death 
rates for several major diseases, including cerebrovascular 
disease, increased during the 1990s, unlike rates in other 
racial and ethnic groups.3 

Data from the nation's only longitudinal epidemiological 
study of CVD and its risk factors among a diverse group of 
American Indians, the Strong Heart Study (SHS),13 suggest 
that CVD incidence and mortality rates are as bad as or worse 
thaJJ those in comparable general populations.14-15 

The seemingly disparate findings between national data and the 
SHS may be explained by errors in national data· resulting from 
racial misclassification and population estimates. These enurs dis
proportionately affect AIAN16 and likely contn'bute to falsely low 
estimates of CVD. The Indian Health Service (IHS), the nation's 
leading source of health care for AIAN, has compiled data since the 
1950s on mortality rates for =60% of the US AIAN population. 
These rates are derived from the vital event and census data and are 
repo1tcd in the IHS Trends in Indian Health (Trends) se1ics of 
publications. The IHS began to adjust for racial misclassification 
beginning with data from the eady 1990s. 

The present article uses data from the IHS to report trends in. 
CVD mortality and to assess the impact of racial misclassifica
tion on an undcrrecognized CVD disparity among AIAN. 

Methods 
Data were obtained from the IHS as published in the Trends series 
for the periods of 1989 to 1991,17 1991 to 1993,18 1992 to 1994,19 

1994 to 1996,20 and 1996 to 1998.21 
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Population Estimates 
IHS obtains population estimates from the US Bureau of the Census 
and defines its service population as those persons who identified 
themselves as American Indian, Eskimo, or Aleut on the 1990 census 
and who resided in geographic areas "on or near" reservations or 
trust lands. Estimates of the IHS service population are census based, 
not "user" or clinic based. This population is also characterized by 
marked geographic and cultural diversity. The IHS service popula
tion from the 1990 census consisted of =1.21 million AIAN, =60% 
of the total AIAN population. CVD mortality rates for the IHS 
service population from 1989 to 1991 on have been corrected by the 
IHS for revisions in the census counts made by the US Bureau of the 
Census. Rates before 1989 to 1991 were not adjusted for changes in 
census estimates and therefore are not included in the present study. · 
Populatiof! estimates for subsequent periods used consistent assump
tions and projections obtained with linear regression techniques. 21 

By 1998, the IHS service population was estimated at 1.46 million.21 

Vital Event Data 
Vital event statistics as reported in Trends were derived by the IHS 
from the National Center for Health Statistics (NCHS) publications 
and from unpublishe~ data supplied by the NCHS.20 The NCHS 
compiles vital event data for all US residents on the basis of 
information reported on official birth and death certificates from 
state departments of health. 

Causes of death were identified by the NCHS from death 
certificates and coded with the lntemario11al C[assificarion of Dis
eases, ninth revision, definitions. The codes for categories of CVD 
were consistent throughout the study period and included. the 
following: 390 to 448 for major CVD; 390 to 398, 402. and 404 to 
429 for diseases of the heart; and 430 to 438 for cerebrovascular 
diseases. 

The IHS uses 3-year averages to minimize the random fluctuations 
that may result from uncommon events. Rates for the US all-races 
and US white populations represent single years corresponding to the 
"center" year for the IHS period. For example, the US all-races and 
white rates corresponding to the AIAN rates for ,1989 to l 99 l were 
obtained from 1990 data. 

Age group data for those 45 to 54 and 55 to 64 years of age are 
reported in Trends from 1991 to 1993 on. Age-adjusted.total CVD, 
heart disease. and cerebrovascular disease mortality rates were not 
available by sex in the Trends publications. Although data were 
stratified by sex within age groups, they were available for <5 years 
and were subject to wide fluctuations resulting from the small 
number of events. 

Adjustment for Racial Misclassification and Age 
In the 1990s, the IHS conducted a study to determine the frequency 
of racial misclassification and to develop methodology for adjust
ment for underreporting of AIAN cleaths.22 Brietly. records of the 
IHS user population were matched with data from the National Death 
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Mortality rates for major CVD by popula
tion, 1989 to 1991 to 1996 to 1998. 
*Age-adjusted to 1940 US standard pop
ulation. tRates for years in parentheses 
were averaged between time periods. 
:j:Misclassification-adjusted (Missclass
adD rates for the periods 1989 to 1991 
and 1991 to 1993 were estimated by the 
author, not Indian Health Service. 

Index (NDI) for the years 1986 to 1988. Adjustment factors were 
determined from the ratio of the actual number of AIAN deaths in the 
matched IHS NDI database to the number of AIAN deaths reported 
on state death certificates. Adjustment factors were developed for 
each of the 12 IHS regional administrative "areas" and the IHS 
overall and selected age groups; however, data were insufficient to 
reliably determine adjustment factors by subgroups within IHS 
area.22 Because misclassification rates varied more widely across the 
IHS areas, only the area-specific factors were chosen for use in the 
Trends publications (personal communication, Debra A. Heller, 
PhD, consulting statistician, !HS, December 2004). 

Misclassification- and age-adjusted mortality rates in Trends were 
obtained as follows (personal communication, Debra A. Heller). 
First, the unadjusted number of total deaths from CVD, diseases of 
the heart, and cerebrovascular disease was adjusted by the IHS 
area-specific factor within age groups. These rates were subse
quently applied to the 1940 standard US population for age adjust
ment using the direct method used by NCHS.20 The 2000 standard 
US population was not available at the time these data were 
prepared. Because the IHS service population was much smaller than 
the US white and all-races populations, misclassification of AIAN as 
another race on death certificate data has a negligible effect on 
mortality rates for these populations. 

The IHS first reported misclassification-adjusted CVD mortality 
rates for data from 1992 to 1994.19 To estimate adjusted rates for 
earlier periods, the average percent differences between the unad
justed and adjusted rates for the periods 1992 to 1994, I 994 to 1996, 
and 1996 to 1998 were calculated. The average of these differences 
over the 3 periods was then applied to .ihe rates from previous years. 

The annual percent change in rates was also calculated by use of 
the midpoint years of the first and last time periods. Because these 
are census-level data and because denominator data were not 
available. statistical testing for significant differences in the annual 
percent change by race was not done. 

Results 
The Figure shows that, without adjustment for misclassifica
tion, a favorable gap in major CVD mortality rates at baseline 
existed for AIAN compared with the other groups, although 
this gap narrowed as a result of increasing rates in AIAN and 
decreasing rates in the other groups. 1n contrast, adjustment 
for racial misclassification, which resulted in a 16% increase 
in major CVD mortality rates, revealed a baseline and rapidly 
growing dispaiity in CVD mortality rates among AIAN 
compared with whites and, after the initial study period, US 
all races. The average annual percent change in major CVD 
mortality was 0.4 for AIAN rates compared with - J .8 for 
both the US all-races and white populations. 
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TABLE 1. Trends and Annual Percent Change in Age-Adjusted* Mortality Rates Per 100 000 for Diseases of the Heart 
and Cerebrovascular Disease by Population, 1989-1991 to 1996-199Bt 

Annual 
Race 1989-1991 17 1991-199318 1992-199419 1994-199620 1996-199821 Change,% 

Diseases of the heart 

AIAN 132.1 132.4 133.4 132.4 132.9 0.1 

Misclassification-adjusted AIAN (155.9) (156.2) 157.6 156.0 157.1 0.1 

US all races 152.0 144.3 145.3 138.3 130.5 -2.0 

US while 146.9 139.2 139.9 133.1 125.9 -2.0 

Cerebrovascular disease 

AIAN 25.2 25.3 25.1 27.2 26.7 0.9 

Misclassification-adjusted AIAN (28.0) (28.1) 27.8 38.5 29.5 0.8 

US all races 27.7 26.2 26.5 26.7 25.9 -0.9 

US white 25.5 24.2 24.5 24.7 24.0 -0.8 

*All rates are age-adjusted lo the 1940 standard US population. 
tlntervals between lime periods are not to scale. Numbers in parentheses and the annual percent changes were provided by the author, not by 

the IHS. 

Table 1 presents mortality data for diseases of the heart and 
cerebrovascular disease for the total populations. Rates for 
diseases of the heart and cerebrovascular disease increased 
18% and 11 %, respectively, after adjustment for misclassifi
cation. Mortality rates from diseases of the heart were highest 
among AIAN after adjustment for misclassification, and the 
differences increased over time as a result of declines in the 
US all-races and white rates. The AIAN mortality rates from 
diseases of the heart changed minimally over the periods of 
study. Cerebrovascular disease mortality among AIAN rose 
during the study period but declined in the US all-races and 
white populations. 

Diseases of the heart were the leading cause of death 
among AIAN beginning at 45 years of age for all periods 
reported in this study (data not shown). In contrast, diseases 

of the heart wi;re not the leading cause of death for the US 
all-races or white populations until 65 years of age. Mortality 
rates from diseases of the heart and cerebrovascular disease 
stratified by age group are shown in Tables 2 and 3, 
respectively. Mortality rates among the 45- to 54-year-old 
AIAN group were dramatically higher than for the US 
all-races or white populations, regardless of adjustment for 
misclassification for both diseases of the heart and cerebro
vascular disease, and these disparities increased over time. 
Death rates for diseases of the heart and cerebrovascular 
disease for AIAN 55 to 64 years of age were also substan
tially higher than for their non-AIAN counterparts, again 
regardless of adjustment for misclassification. Although de
creases in the AIAN rates were found over time for diseases 
of the heart in this age group, the rate of decline was less than 

TABLE 2. Diseases of the Heart Mortality Rates per 100 000 and Annual Percent Change by Age Group 
and Population, 1991-1993 to 1996-1998* 

Annual 
Age/Race 19.91-199318 1992-199419 1994-199620 1996-199821 Change,% 

Age 45-54 y 

AIAN 127.0 146.2 154.9 153.2 4.1 

Misclassification-adjusted AIAN (151.1) 174.7 182.6 181.8 4.1 

US all races 114.6 114.0 111.3 104.9 -1.7 

US white 103.6 102.9 100.4 94.6 -1.7 

Age 55-64 y 

AIAN 380.8 373.1 369.5 361.4 -1.0 

Misclassification-adjusted AIAN (453.2) 444.7 439.2 436.3 -0.7 

US all races 346.5 344.3 324.1 302.4 -2.5 

US while 325.6 311.7 303.9 282.3 -2.7 

Age 2:65 y 

AIAN 1353.2 1327.3 1293.2 1324.9 -0.4 

Misclassification-adjusted AIAN {1569.7) 1538.5 1502.3 1534.3 -0.5 

US all races 1844.5 1891.0 1837.4 1781 .1 -0.7 

US while 1849.7 1895.6 1843.7 1795.1 -0.6 

•intervals between time periods are not to scale. Numbers in parentheses and the annual percent changes were provided by the 
author, not by the IHS. 
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TABLE 3. Cerebrovascular Disease Mortality Rates per 100 000 and Annual Percent Change by Age Group 
and Population, 1991-1993 to 1996-1998* 

Annual 
Age/Race 1991-199316 1992-199419 1994-199620 1996-199821 Change,% 

Age 45-54 y 

AIAN 16.6 14.9 27.1 24.1 9.0 

Misclassification-adjusted AIAN (18.5) 16.2 30.7 26.2 9.0 

US all races 17.5 17.6 17.7 16.9 -0.7 

US while 13.8 13.7 13.8 13.1 -1.0 

Age 55-64 y 

AIAN 58.8 59.3 47.4 56.1 -0.9 

Misclassification-adjusted AIAN {64.3) 64.9 52.3 60.8 -1.0 

US all races 46.4 46.0 46.2 44.4 -0.9 

US while 39.1 38.8 . 39.0 36.9 -1.1 

Age ~65 y 

AIAN 298.1 294.4 319.5 , 315.8 1.2 

Misclassification-adjusted AIAN {326.5) 325.2 353.1 346.4 1.1 

US all races 388.5 401.4 414.2 411.9 1.2 

US while 384.3 397.4 410.0 411.3 1.4 

*Intervals between lime periods are not to scale. Numbers in parentheses and the annual percent changes were provided by the 
author, not by the IHS. 

half that of the non-AIAN groups. In contrast, rates of decline 
were similar between populations in this age group for 
cerebrovascular disease. 

Among persons .::65 years of age, AIAN had lower 
mortality rates from heart disease and cerebrovascular dis
ease, regardless of adjustment for racial misclassification. 
Overall, heart disease mortality rates decreased and cerebro
vascular disease mortality rates increased in this age group 
for each population, with roughly similar annual percent 
changes. 

Discussion 
This report assesses recent trends in CVD mortality for the 
> 1 million AIAN residing on or near reservations and trust 
lands. Fjndings suggest that total CVD mortality for AIAN is 
higher, not lower, than in the rest of the nation and may have 
been higher for more than a decade. Furthermore, CVD 
mortality is increasing in this population but decreasing in the 
general population, widening a previously unrecognized dis
parity. National vital event data had consistently suggested 
that CVD mortality rates among AIAN compared favorably 
to the general population, even to the present2 ,4 •5.2:<-25; how
ever, prior studies did not account for the effect of racial 
misclassification. 

This study also reveals differences in CVD mortality 
among adults by age groups. The marked disparity in CVD 
mortality between middle-aged AIAN and the US all-races 
and white populations is striking and is increasing. Other 
studies have also recently demonstrated a higher burden of 
premature heart disease mortality for AIAN.26•27 In contrast, 
lower rates of heart disease and cerebrovascular disease 
mortality occurred among AIAN compared with US all-races 
and white populations .::65 years of age, even after adjust
ment for racial misclassification. This finding is also consis-

tent with some other studies27•28 but not all.14•15 In addition, 
heart disease mortality rates for AIAN .::65 years of age 
decreased and cerebrovascular mortality rates increased. Al
though it is tempting to speculate that the lower mortality 
from diseases of the heart, coupled with a rising prevalence of 
hypeitension,29 increased the number of AIAN elders at risk 
for dying· of stroke, reasons' for this pattern are not clear. 
Similarly, the increasing trend in mortality from diseases of 
the heart among middle-aged AIAN compared with the 
decreasing trend in older AIAN cannot be explained by this 
study. This may reflect the birth cohort effects of diabetes and 
smoking, which have increased markedly in prevalence 
among younger AIAN in recent decades. Additional evidence 
that the burden of CVD among AIAN was not as low as 
suggested by national vital event data can be found in 
previous studies. The 1987 Survey of American Indians and 
Alaska Natives found that the self-reported percent preva
lence of CVD was nearly equal to that reported for the general 
US population.28 Among AIAN in Washington State, heait 
disease and cerebrovascular mortality did not differ signifi
cantly between urban AIAN and urban whites, but rural 
AIAN had significantly higher mortality than either of these 
2 groups. 10 Other smaller, tribally based studies in the late 
1980s also suggested that AIAN heart disease rates rivaled or 
exceeded rates in the general population or were rising 
rapidly.6 

Findings from the largest study of CVD among American 
Indians provide even stronger support for a growing burden 
of CVD. The SHS is an epidemiological study of CVD 
among a well-defined but culturally diverse population of 
American Indians 45 to 74 years of age residing in Arizona, 
Oklahoma, and Nmth and South Dakota_13 The SHS included 
a population-based survey to estimate CVD mortality rates in 
these communities for 1984 to 1988.1-1 Major CVD mortality 
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rates were dete1mined from death certificate data and con
firmed by independent review of medical records. In contrast 
to studies using national event data, the SHS found that CVD 
mortality rates were close to the US averages in Arizona and 
Oklahoma and >2 times higher in North and South Dakota 
for persons between 45 and 64 years of age. Furthermore, 
American Indian CVD mortality rates were often higher than 
the respective state rates for most age and sex groups. 

The SHS also longitudinally ascertained CVD morbidity 
and mortality from medical record review, clinical history, 
and physical examinations in a cohort of 4549 American 
Indians 45 to 74 years of age in the 3 regions described above. 
Lists of tribal rolls were used to identify eligible persons, thus 
eliminating racial misclassification.13 Medical records and 
death certificates were independently reviewed by 2 physi
cians to determine whether the deaths were due to CVD. 
After 7 years of follow-up, combined coronary heart disease 
incidence rates were nearly twice as high as those reported in 
the national Atherosclerosis Risk in Communities study 
cohort. 15 This finding suggests that rates of coronary disease 
in this cohort exceed those of other US populations. 

Racial Miscoding and CVD 
Several studies support the use of adjustment for racial 
miscoding in reporting AIAN mortality rates. The National 
Center for Health _Statistics evaluated the quality of the 
national death rates and found a markedly disproportionate 
underestimation of AIAN total mortality rates compared with 
other races. 16 Specifically, the study found that death rates for 
AIAN were underestimated by nearly 21 % compared with 
11 % for Asians and 2% for Hispanics. In contrast, death rates 
for black and white populations were overestimated by 5% 
and I%, respectively. In the misclassification study of death 
certificate data for the IHS user population, AIAN race was 
misidentified an average of 10.9%, with rates varying widely 
from 1.2% to 30.4% across the different service units and age 
groups.22 Also, in Washington State, nearly 15% of AIAN 
were misclassified as a different race.30 

Racial misclassification among AIAN has resulted in 
substantial underestimation of cancer mortality ,3 1 injury 
rates,32 and prevalence of end-stage renal disease.33 Further
more, mortality from "signs, symptoms, and ill-defined con
ditions" was a disproportionately leading cause of death 
among American Indians in New Mexico,34 likely leading to 
underestimation in rates of death from CVD. 

Study Limitations 
The adjustment factors developed by !HS were based on 
racial misclassification of deaths from all causes in the IHS 
user population from 1986 to 1988. Although overlap exists 
between the IHS user-defined population and the census
defined IHS service population, misclassification may be 
greater in the wider service population. Because adjustment 
factors by both age group and IHS area could not be 
determined,22 only the area-specific adjustment factors were 
applied, forcing the assumption that rates of misclassification 
across age groups were uniform. Also, rates of misclassifica
tion of AIAN race may be increasing.3° Finally, disease
specific misclassification rates have not been determined for 

the IHS populations. Still, misclassification might vary by 
cause of death, with racial misclassification occurring less 
often for conditions well known to affect AIAN such as 
alcoholism than for conditions such as cancer.35 Because 
CVD has not been widely recognized as disproportionately 
affecting AIAN, it may be subject to greater rates of misclas
sification. Mortality from ill-defined causes is also markedly 
disproportionate for some American Indians,34 leading to 
undercounting of CVD as a cause of death. The comb~ned 
effect of these biases may result in conservative estimates of 
CVD mortality among AIAN; therefore, the disparities in the 
present study may be greater than demonstrated. 

Data were not available for a sensitivity analysis of 
CVD-specific adjustment factors. The adjustment for mis
classification led to a 16% increase in total CVD mortality 
rates, which, as discussed above, may be conservative. If the 
overall correction of the misclassification of CVD deaths had 
resulted in only a 10% increase in m011ality rates, the 
disparity would be apparent only 2 years later. 

Another limitation ·in the IHS data is the use of the standard 
1940 population rather than a more recent standard popula
tion for age adjustment. It is unlikely, though, that the 
observed disparities would be substantially affected by use of 
a different standard population. 

The lack of sex-specific age-adjusted CVD m011ality rates 
is another limitation of the I.HS data. Such information would 
contribute to a better understanding of the disparities demon
strated in this study, especially if the disparities affect men 
and women differentially. 

Despite these limitations, the data clearly show an enlarg
ing disparity in CVD mortality among AIAN compared with 
the US white and all-races populations. These disparities are 
particularly marked among middle-aged AIAN even without 
adjustment for racial misclassification. 

Reasons for the widening disparities in CVD mortality 
cannot be determined from the present study. One factor may 
be the severe epidemic of diabetes mellitus, which is mark
edly disproportionate among AIAN9-36-37 and may be exacting 
its toll. Diabetes mellitus is the most common modifiable 
CVD risk factor for many AIAN populations38•39 and is one of 
the strongest risk factors for incident CVD among partici
pants in the SHS. 15 Indeed, diabetes is a stronger risk factor 
among the SHS cohort than among the Framingham cohort.•0 

The role of socioeconomic status and access to specialty care 
cannot be assessed with these data but could also account for 
some of the disparities found here. For instance, in the 1990 
census, 31.6% of the AlAN living in states with reservations 
lived below the poverty level compared with 13.1 % of the US 
all-races population.20 Also, in 2000, the IHS annual per 
capita healthcare spending was $1430, less than one half that 
for the general US population ($3766),41 raising the specter 
that some of the observed disparities could be due to 
underfunding of the IHS. 

Although > 1.2 million AlAN were included in this study, 
the extent to which these data can be generalized to other 
AlAN populations is unknown. Many AIAN may have 
different access to health care or different risk profiles 
compared with the IHS service population. Furthermore, 
marked heterogeneity in CVD risk factors,:9 mortality,~1 and 
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racial misclassification exists among AIAN.42 The present 
report cannot provide region- or tribe-specific information. 

Conclusions and Future Directions 
Unfavorable and widening disparities in CVD mortality for 
AIAN have been largely unrecognized because of errors in 
national vital event data that disproportionately affect AIAN. 
Even without misclassification accounted for, disparities in 
CVD are most marked among middle-aged AIAN, which in 
turn suggests an even higher burden of chronic disease among 
younger AIAN. Rigorous data collection efforts to ensure 
accurate and adequate representation of AIAN in national 
data sets are required. Reassessments of national rates of 
racial misclassification should be conducted periodically to 
help ensure the accuracy of CVD mortality data. IHS should 
be commended because it is the only federal healthcare 
agency to routinely account for misclassification of AIAN in 
its health status reports. Researchers using national event data 
to assess trends in the health of AIAN should follow its lead. 

This study shows an alarming increase in CVD mortality 
among middle-aged AIAN and a growing disparity in CVD 
mortality for AlAN compared with the general population. 
Further research is needed to discover the root causes of these 
disparities and to identify persons at high risk. Although the 
premature CVD deaths may be attributable in part to the 
disproportionate and rising scourge of diabetes among 
younger AIAN, this hypothesis has not been tested. How 
AlAN men and women are affected differently by CVD 
mortality needs further elucidation. Also, manifestations of 
CVD among AIAN may differ from the general population or 
may be less recognized. To best address these questions, 
future research should include longitudinal comparative epi
demiological studies of AIAN and non-AIAN men and 
women before the onset of middle age. Finally, AIAN 
communities should be alerted to the increased risk of early 
CVD mortality so that they can develop programs targeted at 
decreasing this risk. 
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be rare among American Indians, Indian Health Service data suggest that CVD mortality rates vary 

greatly among American Indian communities and appear to be increasing. The Strong Heart Study 
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was initiated to investigate CVD and its risk factors in American Indians in 13 communities in 
Arizona, Oklahoma, and South/North Dakota. 

Methods and Results-A total of 4549 participants (1846 men and 2703 women 45 to 74 years old) 
who were seen at the baseline (1989 to 1991) examination were subjected to surveillance (average 4.2 
years, 1991 to 1995), and 88% of those remaining alive underwent a second examination (1993 to 

1995). The medical records of all participants were exhaustively reviewed to ascerta.in nonfatal 
cardiovascular events that occurred since the baseline examination or to definitively determine cause 
of death. CVD morbidity and mortality rates were higher.in men than in women and were similar in 
the 3 geographic areas. Coronary heart disease (~HD) incidence rates among American Indian men 
and women were almost 2-fold higher than those in the Atherosclerosis Risk in Communities Study. 
Significant independent predictors of CVD in women were diabetes, age, obesity (inverse), LDL 
cholesterol, albuminuria, triglycerides, and hypertension. In men, diabetes, age, LDL cholesterol, 
albuminuria, and hypertension were independent predictors of CVD. 

Conclusions-At present, CHD rates in American Indians exceed rates in other US populations and 
may more often be fatal. Unlike other ethnic groups, American Indians appyar to have an increasing 
incidence of CHD, possibly related to the high prevalence of diabetes. In the general US population, 
the rising prevalence of obesity and diabetes may reverse the decline in CVD death rates. Therefore, 
aggressive programs to control diabetes and its risk factors are needed. 

Key Words: cardiovascular diseases• heart disease• mortality• Indians, North American• risk 
factors 
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Robert Wood Johnson Foundation 

Racial Disparity in Hypertension Control 
Tallying the Death Toll 

More than 7,600 African Americans die from strokes and heart disease each year because their blood 

pressure is not as well controlled as that of White Americans, according to this study which analyzed racial 
disparity in hypertension control. 

Previous studies have shown hypertension, a precursor to cardiovascular disease, is more prevalent and 
not as well controlled in African Americans, versus Whites. But this is the first study to attempt to quantify 
annual heart disease and stroke deaths that would be avoided or postponed if the hypertension of African 
Americans was controlled as well as that of White Americans. The findings are based on national survey 
data of 1,545 African-American adults and 1,335 White adults. 

Key Findings: 

• African-American men and women with hypertension have higher mean systolic blood pressure than 
their White counterparts, 6.5 mm Hg higher for African-American men and 8.2 mm Hg higher for 
African-American women. 

• Eliminating this racial disparity would reduce annual African-American deaths from heart disease and 
stroke by an estimated 5,480 and 2, 190, respectively. 

' Racial parity in hypertension control also would reduce annual mortality rates from heart disease and 
stroke among African-American men by 17 percent and 16 percent. respectively, and among African
American women by 9 percent and 14 percent, respectively 

Previous studies reveal little evidence of difference in diagnosis and treatment between the two racial 
groups; African Americans do not have more severe hypertension than Whites and do not respond less 

favorably to drug treatment. But there is evidence of racial disparity in adherence to medication treatment 

plans. This difference has been reduced in programs designed to address the reasons why people do not 

take their medication as prescribed, such as medication costs, personal beliefs, anticipated adverse effects 
and health literacy 

The authors conclude better hypertension control among African Americans is likely an attainable goal, if 

sufficient resources are available to discover and address barriers to treatment adherence. Noting 

ltrrntat1ons of their data, they call for more research, especially regard mg gender differences and the 
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underlying reasons for the disparities that lead to so many more African-American deaths. 

Copyright 2009 The Robert Wood Johnson Foundation http://www.rwjf.org 

The Robert Wood Johnson Foundation, based in Princeton, N.J., is the nation's largest philanthropy 
devoted exclusively to health and health care. 
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ABSTRACT 
PURPOSI: Black Americans with hypertension have poorer blood pressure control 
'than their white counterparts, but the impact or this disparity on mortality among 
black adults is hot known. W<:! assessed differences in systolic blood pressure (SBP) 
control among white and black adults with a diagnosis of hypertension, and mea• 
sured the impact of -chat dirference on cardiovascular and ~rebrovascular mortality 
among blacks, 

METliODS Using SBP measun?rrients from white and black adults participating in 
the National Health and Nutritiol'I Examination Survey. 1999-2002, we modeled 
d1anges in mortality rat<:1s resulting from a reduction of mean SBP among blacks 
to tl')at of whites. Our data source for mort;;ility estimates of blacks with hyper
tension was a meta-analysis of obserVrltional studies of SBP: our data source 1or 
reduction in mortality rates was o meta-analysis of SBP treatment trials. 

l{ESULTS The final sample of participants for. whom SBP measurements were 
available lnclud~d 1,545 black adults and 1,335 white adults. The mean SBP 
among blacks with hypertension was approxfmately 6 mm Hg higher than that 
for the total adult black population and 7 mrn Hg higher than that for whites 
with hypertension. Within the hypenensiv<:: population, a reduction in mqan 
SEP among blacks to that of whires would reduce the annual number ot dec1ths 
among blac;ks from heart disease by S,480 and from stroke by 2,190. 

CONCLUSIONS Eliminating rc1cial disparity in blood pressure control among 
adults with hypertension would substantially reduce the number of deaths 
among blacks from both heart dis~as<? and stroke. Primary care clinicians should 
be particularly diligent when managing hypertensi<;in in bl;;icl< patients. 

Ann film Med 200B:6:497-502. DOI: 10,1370/a(m,873. 

INTRODUCTION 

Cardi~llscular disease, Lhc lec1ding cause of death in lhe United 
States, occ;urs al the highest rate ilmong blac:k Americans.' A~ a 
precursor lo cardiovasculal' disease, hypertension is one of the 

most imporLant contributors to racial disparities in murtality rate.1 The 
age-adjusted prevalence: ~>f hypertension ls significilnlly higher amont? 
blllcks (39%) thi:m among whites (19%).1 Uncontrolled bypt:rLcnsion has 
a11 enormous impact on the hr:allh of minorilies,1:4 o.c.:counling fo1•up to 
l)ne-quartcr of all deaths .imong black adults, primarily from cardiovascu
lar and cerebrovascular causes.' 

Rcccm data :1uggest that amo11g peri;ons under rrenunent for hyperten
sion, blockll have poorc1• blood pre~!>urc control.-4 Only a lcw studies have: 
quaritiflcd the cffocts of racial disparities in he'11th care intervcntinns 011 

the number of tli:aths among.''•7 Tu uur knowledge, none: have quat1tilled 
the impact uf dispariW in hyperll!n~ion com1·ol on black mortality. 

To modd the impnc:t of thi., disparity in hypr:nc:nsion comrol, we 
used national data on !.)'1:Lolic blood pr~~surc (SBP), mortality dc1ia, and 
publir.hed e!rthnates of the rela1ivt rl!.k .issociaced-wilh tlet:rcascs in SBP. 
Spccilkally, wr: calculated the annu.il numbers of heart and stroke di:.iths 
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that would be: avoided or postponed nqsuminu blacks 
with hypertension had Lhc:ir blood pressure controlled 
to the -:nme h:vcl .is whites. 

METHODS 
Data Sources 
We used SBP data from the National t-Iealth nnd 
Nutrition Examination Survey (NHANES) for the 
years 1999-2002. NHANES is a periodic nalional 
survey of Lhr: health status of the United Sti!tc:s and is 
dL'Signr:d to yield nationally ri:prr:sr:ntlltivc estimnte~. 
It includes darn r roin qur:slionnaircs, physical examina
tions, and medical tests. Eligibility criteria for our san~
ple inc:ludcd {1) self-idenlillcation as white or black, (2) 
age of 25 year~ or older, and (3) diagnosis of hypcrtcn• 
~ion (regardless if treated or not). We also used 2001 
US black morlality data for heart disei!SC .ind stroke, 
stratified by sex and ilgt:,8 

We estimated the addilional risk associated wilh 
.:in elevated SBP ha~cd on a mern.-analysis of epidemio·• 
logic studies of SBP and mortality, This me,a-analyc;lc;, 
based on approxitniltc:ly I million individuals, estimated 
lhe risks, slratillcd by age and sex, of hc:art dir.casc 
and tLroki: a,~och1tcd with elevated blood pri:issltreY 
We c~tirnated th~ eff ecL of reductions In SBP b.:ised 
on relative risks for heart disease and stroke mort.illty 
from a mt!la-analysis of randomi:z:.eJ Lrcatment trials of 
hypertension. 111 

Estimating Black Mortality Risk 
From Hypertension 
National mortality rates arc known for nil blar;k i!dults 
(ic, those with and without hypertension), bu. not for 
black adul(s with hypertension. To estimate sex- and 
age- ~pecinc mortality rati:s for this group, we 1.1sc:d 
NHANES data to derive the mean difference in SUP 
between blnch with hypertension and .ill blacks by sex 
and age. Next, we calculated the relative risk associ
ati:d with a given diffr:rcncc in SBf> betwi:en blacks 
.with hypc:rtcnsion and all blacks using the following 
~ex- and age-spec.Ille exponential funclitm, derived 
trom a mela-analysi!, of obsi:rvaLion.il studies of bltmd 
pre~surr: c1nd mormlityq, 

where aSliP i:qua!s che dmerence in mean SBP 
hccwee11 blacks with a hyperlenshm diagnosis and 
all bfocks aged 25 years or older, and RRs equal~ the 
relative risk for heart diseai;c or stroke by aw: and sex 
for a sr;mdardized ~SBP ot 20 mm Hg. The relative 
risk was then applied ro eiic.:h &r:lC and age caLi:gory for 
heart disease and stroke mortality Lo [')roducc mortalily 

races adjusted for hypertension. For example, lhc dif- • 
lcn:ncc in mean SBP among black mr:n aged 55 Lo 64 
years wilh hyp~rlension relative to all black 1nen In lhis 
agr: r;atcgory wa!r 5 mm Hg (142 vs 137 mm Hg). ·rhis 
difference rcprc:,t:11ts a relative risk for heart disease 
mortality of 1.17 (1/0.53 m'~Ol), The overall mortality 
rnli: f1,r bh1ck. men in Lhis age-!{ruup is 605 deilths per 
I00,000. Among black men of this age wilh hypr:rten
!.ion, the overall mortality is thus c&timatcd at 708 per 
J_00,000 (605 X 1.17), This estimate is consc:rvativc 
because il doc:s no~ adjust lor comorbidily (such as 
dfobctcs, hyperlipidemia, or ohe~ity) associated with 
hy1:1crtension.11 

Estimating Relative Risk From Disparity in SBP 
We c~limatcd the relative risk ac;i:odatcd wi1h mcial dis
pariry in S8P ba~ed on a. reduction in lhe mean SBP for 
hb1cks to that of whites in the slime sex and age ~ro1.1p. 
We cakulated the mean dilfereni::i: in S8P betwecm 
blacks and whiles for r:ach group using NHANES 
<lala and u5cd a relative risk for n:1,h1r;tion in SBP from 
a rncm-analysis of randomi:i:ccl trials of hypertcni.ion 
trcatment.1P In that meta-analysis, nn 8.3-mm Hg reduc, 
Lion in SBP was associated with a relative risk of 0.80 
(95% co116dcnce iiitervnl [Cl], 0.77-0.84) for hea.rt 
disease mortalily and a relative risk of 0.67 (95% Cl, 
0.61-0.74) for r;trokc mortali[y. We then estimated rhe 
rclativc•risk in heart disease rnortaliry for various reduc
tions in SBP u$ing the following formula: 

RR-= RR,. "111w~ 1 

whi:n: ASHP equal~ the: tlifkrcncc in SAP betwccn 
blacks and white!! matr;hc:d for ~ex and age based on 
NJ--IANES data, and RR. is the relacivc risk for heart 
disea~i: ur ~trokc standn.rdized to an 8.3-nim Hg 
dccr<:ilSC in SBP. We then i;;onverted relative risks to 
relative risk reductions (RRR= 1-RR). 

Estimating Deaths F~om Disparity in SBP 
To estimate the numbet of,dea~hs among ~lncks that 
wc)uld be postponed or avoided it parity in SBP control 
were achievcd, we multiplied Lhc relative risk redui;;
tic)n by the sex- and agc:-spccilk mortality rates (AMR) 
for blacks ndjusu:d for SBP la oht.iin the absolute risk 
reduction, We then mt.dliplir:d this by thi: ei;tlmated 
number ofblacks (N) in r:c1ch ~ex and age group, 
derived froin NHANES data. Our estimate for deaths 
was thus equal to RRRXAMRXN. 

Statistical Analyses 
The nuinher of persons in c:acl, sex and age grolTp and 
mean SBPs for biilch .ind whiies wi:rt: derived f rorn 
NHANES daLa, weighted LO yield nationalr eslimi!tcs 
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using SAS (SAS Institute lnc, Cary, Norlh Carolina), 
All other calculations were performed ttsing Microsofl 
Excel (Micr1)Sol t Corp, Redmond, Washinglon), 

Sensitivity Analyses. 
We conducted a serir:s of sensitivity analyses ~round 
key estimates in rhe modd, First, we assessed the df ect 
of assuining a .i.30% black-white difference: in S81'; 
We: alsli assumed a constanl diffr:rr:ncc in SBP across 
.ill agc-groups ush'1g the mc;an SBP by sex to asscij~ 
the dlect of age distributions on our flnclings. Next, 
we used the 95% Cls surrounding the estimated rel:i
tives risks associated with di::cn:ases in SBP.10 Last, we 
clS5llmcd comparable risk per change In SBP regardless 
uf the source of Lhe eslimatc, for example, obc:r:rva
tionai data vs treatment dara.10 

RESULTS 
There w-crc 661 blnck :i.dulls .ind 1,335 white adults 
with hypertension in thi: sample and an additional 
884 blacks withollt hypertension. Tnbh: I shows the 
numhi:r of black men and 'W(>mr;o in the sample wilh 
hypertension In each age-group along with Lhcir rncan 
Sl3P nnd corrc:'iponding 95% Cls. For mi:n, the mean 
SBP was n mm Hg higher in lhi: oldest as compared 
with the you1,gest cohort. For women, lhat difference 
was 26mm Hg. 

The differencr:s in mean SBP by atrr: and sex among 
blacks with hypertension, the: entire black adult popu
lation, and non-Hi~panic whites wilh hypertcnsio11 are 

Table 1, Mean Systolic Blood Pressures of Blacks 
With Hypertension by Age and Sex, Unit@d 
States. NHANES 1999-2002 

Mean Systolic Blood 
Age-Group, US Population Pressure ·(95% OJ, 
Years 2002 lllmHg 

Men 
2~-3q -',537,000 126 (12.1-135) 
3H4 2,681,000 135 (130-14 I) 
45.54 Z,116,000 136 (133-143) 
55·64 1,116,000 142 (136-1'18) 
65-74 693.000 139 (138-1'1'1) 
275 436,000 150 (141-l!i9) 

\I/omen 
is-:14 2,792,000 126 (121-l~0J 
35.114 3,024,000 135 (13~-141) 
15·54 2,460,000 142 (136-147) 
55•64 1,438,000 141 {136-146) 
65•74 977.000 148 (1-42-15}) 
275 849,000 152 (14';1·159) 

NNIINeS • N~1,on•I Hc•llh ulld N~1ri11011 E>•min~11on Survey- 0 = confid~nr.Q 
1n1llf\lul, 

,;hown in Table l, The mean SBP amc,ng black men 
with hypertension was 6 mm Hg higher than thal fcJr 
all black men and 6,5 mm Hg higher than thc1t for 
white men with hyp~tr:nsion. For women, the differ
ences were 6.5 and 8.2 min Hg, ri:spcctivcly. 

Table 3 shows the annual mortality rates by age 
and sex for heart Jisc:c1sc and stroke for the enlirc blc1ck 
population, estimates of annual mortality rates for 
-those with hyperlt:n~icm, and estimates for blacks with 
hypertension ai;i,uming racial parity in blood pressure 
control. Parily in SBP control would reduce: annual 
mortality rares I' roin he.in;- disc.is<? und stroke among 
men by 17% and 16%, respectively. for women, the 
reductions would be -.inalli:r, 9% and 14%, res,,ectivdy. 

Racial parity in hyperte1lsion control would reduce 
Lhc: annllal number Q( dr:aths from heart disease: and 
stroke by an estimated 5,48_0 and 2,190 (Table 4). Sc:n
sitiviiy analyses arc shown in the Supplc:mc!l(af Appen-
di;,c (.ivailable online at http://www.amlfa1nmc:d. , ~ 
org/cgi/contcnt/full/6/o/497/DCt). U,;c of 30% f~ 
• lower ar highc:r estimates Ior racial dilkrcnces in 
SHP yielded a 23% lo 28% variation in death r:~timiltcs, 
Use of a consumt (mr:an SBP differenL~ by T'i!CC) acro~s 
age-group; yielded slightly lowc:r c:slimatcs for men, 
but subi;tamially higher c:.stimate5 for women relative to 
the base ca~e. In gem:ral, use of a constant difference 

Table 2. Differences in Mean Systolic Blood 
Pressures by Age and Sex Between Blacks With 
Hypenension vs the Black Population and vs 
':'Jon-Hispanic Whites With 'Hypertension 

Group 

Men 
Age-group, years 

25-31 
35-44 
45.54 
55•64 
65•74 
:.:75 

Unweighted mean .i. 
Women 
llgc-group, y.-i~rs 

25-34 
35-44 
45-54 . 
5?·54 
65-i',t 
~i';i 

Unwe,ghtoo mo,m ~ 

Difference in Systolic 
Blood Prenure, mm Hg 

8l11cks Wlth Blades With 
Hypertension 

vs Enllre Blad( 
Hypertension 

vs Whites With 
Popvl11tj11n Hype~ensi11n 

8 
9 7 
7 9 

5 10 

3 
6 9 
6.0 6.5 

12 14 
13 13 
12 10 
3 4 

1 4 
2 1 
6,5 8.2 
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lable 3. Bla~k Mortality Rates by Age, Sex. and Blood Pressur~ in SBP ini:r<:ased the number of dcalhs 
from.hearl di~c::a~i: by 43% and that 
from stroke by 49%. Use of the ()5% 
upper and lower Cls yielded roughly 
8% lo IS% variations in esthnaki. for 
heart disease deaths and 18% to 22% 
vatialions in those for Slrokc:: dc::aths. 
Last, st1bstitution nf ngc- and ,;cx•spe• 
cific relnlive rh,k vak1es from observa
tiunal St\ldies for those r rum treatment 
sit1dies yielded c1 9% higher eslimale 

Group 

Men 
Age-groop. years 

25•34 
35.44 
45.54 
SS-64 
65•74 
r:75 

Age adjusted 
Women 
Age-group, years 

25-34 
35·44 
45,54 

55·64 
65•74 
:l:75 

l\ge adJUStQd 

Entire Blai;k 
Population-

Stroke 

6S 12 
107 zo 
2JLG 47 

605 110 

1,192 ~62 

3,556 864 
419 90 

.. 
24 7 
58 17 

125 36 
312 70 
734 181 

3,438 975 
-100 109 

Black 
Adults With 

Hypertensionb 
Hl!a?t 

Olsea~ Stroke 

BS 19 
146 ;:; 
314 69 
709 1-41 

1,225 2/3 
4,047 1,01? 

733, 167 

39 11 
96 28 

186 54 

334 75 

758 167 
3,527 1,000 

589 159 

Nat1,• mon~ll1y ,mes are ~xpre1:s"'1 ai number of deatM per 100,000 

'Data front Kueh•n~k ~nd S111hh,• 
•· Deriv~~ t:\im•lo:s, S~c Methods lot takulatian details, 

Table 4. Annual Deaths From Heart Disease 
and Stroke AvQided er Postponed Among 
Blacks Through Parity in Blood Pressure 
Control Between Black and White Adults With 
Hypertension, by Age and Sex 

Annual No. of Deaths• 
Group Heart Dl~llk Stroke 

Men 
Age-qroup, yi=oll 

2~·.34 10 0 
35.44 120 50 
45-54 480 170 
55-64 9-40 300 
65-74 420 160 
:,7S 1.-1~0 600 

Owrall Mio 1,260 
Women 
Age-9ro1.1p. ycors 

29-3-4 so :!O 
35-44 2~0 110 
45-54 420, 200 
55-6'1 !)60 210 
55-7'1 440 190 
~7S 360 .160 

Overall 2,060 910 
M1m and women 5,480 2,190 

• Dtt1vdd cnim,;te1, see MeU10ds lar c~lculation tMails. 

W'1th Racial 
Parity in Blood 

·Pressure Contro[b 
Heart 

l)isease Strok~ 

63 
121 
246 
542 

1,1;10 

3,177 
603 

7 
69 

142 
277 
680 

3,433 
538 

19 
24 

44 
87 

236 
6S9 
1.:10 

54 
154 
953 
136 

ol deaths from heart disease: and a 21% 
lower eslitnalc of deaths from slrakc: 
relative to the base case, but very simi• 
Jar eslimalc:s of death from hc::art dii.cas<: 
and sirokc combined (7,670 vs 7,720). 

DISCUSSION 
Our finding;; show that racial disparity 
in S'BP control canlribulcs to nearly 
8,000 excess dc:o.ths annually from 
heart dl~~a&c·and stroke arnQnlf blacks. 
Thc:sc findings nn:: fairly robust Lo 

change:$ in key model nssumption5. Pre, 
vious analyses havi: shown thal hypc:r
ten~ion is the single large .. t i;;ontributor, 

of any mc:dic:al condiLion, lo racial disparity in adult 
mortality.~ 'fhis excc:~s morta_lity resull~ from a com• 
bioatio1i uf ;i higher age-aclJu<ilc::d prevalence or hyper
tension and poorer conlrol i,f hlood pressure: among 
tbosc: imder treatmc::nt,l Our analysis c::"rimatcd the 
contribution tif just the latter f aclor to deaths among 
blacks, but ncmctheles!., f uunll a !.libstaml~I impact ;n 
the number of dcnths in thi,; racial group. 

To our knowlc:d!:[c:, this study rc:prc:scnts che first 
dforl to quanlify the toll of racial dispnrillcs in blood 
prr;i;surc concrol. Given the high prevalence of hypc:r
tenslon i11 blilcks, ;ippreciable bc11C?0ts of bloo4 pres
sure reduction, and ~igninc;inc di.,parity in contn1l, it is 
not surprising that disparity in blood pressure co,nrol 
n;r,ults in appreciably more denlh,; than ,hose estimated 
from ocher hi:akh care di~parilics, including influenza 
vaccination, mammography screening, ~tsc of 13-block
ers ;iftcr myocardial infarction, ln:atmcnt of childhood 
asthma, and diahetr:s,n,, 

The causc::s of racial .disparhy In blood pressure 
conlwl if.TC not known.'l Thc1·e arc ,;evcral potential 
cxplan;nlon,-diffcrences in acccss re, care, dini• 
cian management, hypc:rn::nsioo severity, and palir:m 
adherence. Surprisingly, NHANES dara !thc,w no 
racial difforc:ncc in irealmc:nt among all patients with 
hypi:rtcnslon, sug~c:Sting thnt ralei; of diagno~is and 
trc:atmcnc an\ong blacks in thi<i sample ntc:: th,· s;ime 
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as among whites,,. Although thete h, <:onsiderable 
evid~ncc: for racial disparity in m.Jnagement of car
diovascular d!sea~e,1'1 there is little cvidt:m:e of racial 
disparity in rrcatment of hypc:rtr:nsion. Speciilcally, 
.imong those with hypc:rtension, there is no significanc 
difference: in rc1tcs of drug lreatmc:nt of hypertension 
by race-, 12 ln addition, some clata suggest nu difference 
in clinician adherence to national hypcr{ension Lreat
rnc:nt guidelines or iritensifkation of anlihypem:nsiVQ 
treatment by r11ce. 14 

It is pni;siblc that blacks have mor~ severe hypc:r
cension or rc;po11d less favor;1bly to ancihypcrtc-nsive 
drugs. There is no clear evidence, however, for racial 
diff en;m:es in scverily, and meta-analyses of treatment 
ffials show a ~imilar response to ,mtihypcrtensive 1'111:dl
cation by race, with whiles having .i slightly grcc1ter 
response to (3-blor.;kcrs and biD.ck!I having a slightly 
greater response to diurelic:s.15 

There is evidc:m;c; for racial disparity in patient 
adherence tn .intihypcrtensive mr.:clication, i1lcluding 
studies conducted 'W_ithin the Veterans Administra• 
tion Health System, where fewer diffcrc:nccs in access 
appear to exist.1••1tt Differences in adherence by race 
may be clue to aff ordahility of medich\i:$, personal 
beliefs, antidpatc:d ad-v(!rse effects, and health literacy 
that disproportionalely affect blacks.1N° 

Although multiple causes may contribute co racial 
disparity in blood pressure control, lhis disparity i~ 
not inevitable. Disparity in hypertension r;oritrol is 
~ignificantly smallc:r in the Veteran,; Admloiscralion 
Healtl, System, where access barriers are fewer,l 1 Little 
or no disparity in blood pri:ssurc control w;is noted in 
lhc treatment arms of 1 forge co1nmunity-bascd hyper
tension trealmc:nt ~Tials, the Hyrc:rtcnsion Detection 
and Follow-up Program and the Multiple Ri~k Factor 
Intervention TriaPl 2• It is thus probable ,hat elin,.ina
·tion of racial disparity in SBP is an attalnablr.: goal, pro
vided 5ufficient rc:ijt>un;es are available to discover and 
c1dd ress adherence barriers. 

The ,;trc::ngths of lhir, scl!dy include ur;c of a nalion
ally rcpresc1ltalive sample to esLimatc blood prc:~surcs 
among person-; with hypertc:nsion; use of race:-, sex,, 
ilnd age-specific national mortaliiy mles for hcat·t 
disea~e aod stroke; and estimates of rc:lative risk as~or;i
ated with 5BP dt.:rivcd from rnet;i-analyses. 

The limitations of our study merit comment, 1'he 
sample of hypertensive: bla<:ks, altho~gh derived Cr.om 
a natir,nally representative sampfo, was refo.Livdy small. 
Cls surrounding e::slimatc:s of blood pressure for spr:· 
dlk groups weri: Lhcrcfore rdativdy wide. Bcr;.iusc 
the number of deaths rises t.:)(ponemially with age, 
even small variation in estimates of racial dispatily 
in blood pressure: among the elderly blacks ca.n yield 
appreciable cha.ngcs in esrhnatc:s, This phenomenon 

i~ hcst illustrated by the: rr:sults far women. Despite 
a higher blac:k-whitc disparity in SBP, o~tr findings 
~howed that eliminalion o~ this disparity would reduce 
deaths more: among black men than among black 
womi:n because ihc disparity for women is skewi:d 
toward younger age:~. It is for this rea!ion·that use 
o( a con~tant SBP yielded much higher estiit1alc:i; 
for women than mi:n, In addition, because of smatl 
subgroup ~h;cs, WC used an upper ;igc category u( 75 
years or older. Mean life expectancy at birth in 2004 
was 69.5 years for black men and 75,3 years for black 
womc:n.1 Use of this c.utQff 1,mdercstimates the impact 

• ol these disparities on deaths ainung ddcrly black 
women, FQr these reas(,mS, ffndings that 1•acial di5par
ity in SBP ui~proportlonately affect& rnalc mortality 
'lh,,uld be viewed with caution pending more; precise 
estimates or radal disparity in blond pressure control 
among men and women of advanced age. 

These caveats notwithstanding-, our Sndings sug
gest thal rar.;i;il clisparity in hypcrtcn5ion control «:on
trihutr:i; appreciably 10 deaths among blackr, from heart 
discc1sc and slroke. Our analyses highligh, the 11ccd 
to more fully understand the causes of these dispari
lii:~ ,md develop viable: strategics co dimin.1tc them, 
particulatly dinir;ian attention to i!dhcrence barriers 
al'nong patients. 

TQ re11d or pest conimentpries m·resr,onse to this artide, ~ It 
onli11e lit http:flwww,annf11n,med.orgfc91/co.nte1ttlfull/6f6f497, 

l<!:'y words: Race/('thnfcny; bl~cks: mortality: heart dbe~se; $tmke; 
hyp~nf!0$1on; blood pnmur('; COl\ttol 

St,bm,m:d October 28, 2007: submi!led, revi~d. J-,nu~ry 29, 2008; 
occep1ed M~tch 3, 2008. 
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Structured Abstract 

Context: The healthcare system in the United States does not provide the same quality of care for ethnic 

minority populations that it does for the majority white population. Despite awareness of inequities in 

healthcare quality, little is known about strategies with the potential to improve the quality of healthcare for 
minority populations. 

Objectives: We performed a systematic review of evidence concerning the effectiveness of interventions 

designed to improve the quality of healthcare in racial or ethnic minorities. Our report focused on evaluations 

of interventions targeted at healthcare providers or organizations, as provider and organizational factors 

contribute substantially to disparities and inequities in access to and quality of healthcare. 

Data Sources: Electronic searches of MEDLINE~, the Cochrane Collaboration's CENTRAL Register of Controlled 

Trials, EMBASE, and three specialty databases were performed. Hand searching of key journals and references 

lists was also performed. Electronic searching was completed in February 2003 and hand searching was 

completed to June 1 5, 2003. 

Study Selection: Articles included in this evidence synthesis were English-language reports of evaluations of 

interventions that addressed one of the specific research questions. 

Data Extraction: Pairs of reviewers assessed the study quality and abstracted data for each eligible article. 

Data were entered into a relational database. 

Data Synthesis: Ninety-one articles were identified. Twenty-seven articles evaluated strategies targeted at 

healthcare providers or organizations to improve minority healthcare quality. The majority of these studies 
targeted physicians and most addressed aspects of prevention. 

Main Results: There is excellent evidence that tracking/reminder systems can improve quality of care, and fair 

evidence that multifaceted interventions, provider education interventions, and interventions that bypass the 

physician to offer screening services to racial/ethnic minority patients can improve quality of care. Sixty-four 

articles evaluated cultural competence training as a strategy to improve the quality of healthcare in minority 

populations. Curricula addressed specific or general concepts of culture and were primarily group discussions 

and lectures. The lack of consistency in intervention methods and measured outcomes limited the evidence 

synthesis. There is, however, excellent evidence for improvement in provider knowledge, good evidence for 

improvement in provider attitudes and skills, and good evidence for improvement in patient satisfaction. 

http./1www.ahrq.gov/clinic/tp/minqualtp.htm 4/29/2009 
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Conclusions: There is some evidence that interventions to improve quality of healthcare for minorities, 

including cultural competence training, are effective. More research is needed on quality improvement 

interventions specifically designed to reduce disparities. For example, interventions should target conditions 

and healthcare processes for which disparities have been documented. Also needed is more research on 

cultural competence training _that uses rigorous study designs, well-described interventions and measurable 

objectives that are linked to _process and outcome variables. Valid, reliable, and objective measurement of 

cultural competence is needed. As the literature grows, this information needs continued systematic review, 

updated on a regular basis and disseminated to clinicians, other healthcare decision-makers, educators, and 

the medical and health services research community. 

http://www.ahrq.gov/clinic/tp/minqualtp.htm 4/29/2009 
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Summary 

Introduction 

In recent years, it has become clear that the 
healthcare system in the United States is not 
providing the same quality of care for ethnic 
minority populations that it does for the majority 
white population. Racial and ethnic disparities in 
access to and quality of healthcare have been 
extensively documented.1 The Institute of 
Medicine report "Unequal Treatment" confirmed 
that racial and ethnic disparities in healthcare are 
not entirely explained by differences in access, 
clinical appropriateness, or patient preferences.2 

There is also increasing evidence that provider 
behaviors and practice patterns contribute to 
disparities in care-3 

Despite extensive documentation of inequities 
in healthcare quality, little is known about 
strategies with the potential to improve the 
quality of healthcare for ethnic minority 
populations. For those interested in quality 
improvement, there is a need for an evaluation 
and synthesis of the strategies that have been 
shown to be effective in bettering the quality of 
healthcare for ethnic minorities. 

The purpose of this report is to systematically 
review the evidence to determine the effectiveness 
of interventions designed to improve the quality 
of healthcare and/or- to reduce disparities for 
ethnic minorities. It focuses on evaluations of 
interventions aimed at healthcare providers or 
organizations, as recent work suggests these 
factors contribute substantially to the inequities. 
We examined broadly any type of strategy aimed 
at improving the quality of care in an ethnic 
minority population of patients, and then looked 
more specifically at strategies designed to improve 

the cultural competence of healthcare providers or 
organizations. 

Methods 

The project consisted of engaging technical 
expens, formulating and refining the specific 
questions, performing a comprehensive literature 
search, reviewing the content and quality of the 
literature, constructing the evidence tables, 
synthesizing the evidence, and submitting the 
report for peer review. 

The original questions were refined through 
team discussions, input from internal experts, and 
review and feedback from the external technical 
experts to arrive at the questions addressed in this 
report. 

1. What strategies targeted at healthcare 
providers or organizations have been shown 
to improve: minority healthcare quality? 

a. Which of these strategies have been shown 
to be effective in reducing disparities in 
health or in healthcare between minority 
and white populations? 

b. What are the costs of these strategies? 

2. What strategies have been shown to improve 
the cultural competence of healthcare 
providers or organizations? 

a. What are the costs of these strategies? 

We performed electronic searches of 
MED LINE®, the Cochrane Collaboration's 
CENTRAL Register of Controlled Trials, 
EMBASE, and the following three specialty 
databases: the specialized register of Effective 
Practice and Organization of Care Cochrane 
Review Group (EPOC), rhe Research and 
Development Resource Base in Continuing 
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are mixed, with most studies showing improvements in one or 
two (but not all) outcomes measured. Overall, there is fair 
evidence supporting the use of multifaceted interventions 
aimed at providers of racial/ethnic minority patients (Evidence 
Grade C). 

Bypass the physician. Two studies (both in adult cancer 
screening) bypassed the physician and had either a nurse or a 
nurse practitioner offer screening directly to patients,22,23 and 
both studies demonstrated improvements in the provision of 
preventive services to patients. Overall, there is fair evidence 
supporting the use of bypassing the providers of racial/ethnic 
minority patients to offe,; standardi-zed services directly to 
patients (Evidence Grade C). 

Provider education. Two studies used provider education as 
the main intervention strategy, one in the area of adult general 
prevention24 and one in prevention of injuries in children.25 
Both studies demonstrated improvements in provider 
counseling behaviors,24,25 but one measured and did not find 
any effect of the intervention on parent knowledge of injury 
prevention (the only outcome categorized as efficacy of 
treatment) or parent adherence to provider advice.25 Overall, 
there is fair evidence supporting the use of provider education 
aimed at providers of racial/ethnic minority patients (Evidence 
Grade C). 

Use of Safe Ti.mes Questionnaire (STQ). One study (in the 
area of prevention 'in children) used a structured questionnaire 
to assess adolescent health behaviors and demonstrated a 

0 positive impact on providers' counseling behaviors.26 Overall, 
there is poor evidence supporting the use of structured 
questionnaires for racial/ethnic minority patients (Evidence 
Grade D). 

Use of &mote Simultaneous Translation (RST). One study 
compared the accuracy of translation and quality of patient
physician com1!}unication by using remote simultaneous and 
proximate consecutive interpretation and found fewer 
translation errors and greater patient and physician 
satisfaction.27 Overall, there is poor evidence supporting the 
use of RST for racial/ethnic minority patients (Evidence Grade 
D). 

Use of specialty consult. One study evaluated the use of 
nephrology consults for patients with chronic kidney disease 
and found no effect on health care process or patient 
outcomes.28 Overall, there is poor evidence supporting the use 
of specialty consults aimed at provi~~rs of racial/ethnic 
minority patients (Evidence Grade D). 

Use of defibrillators on emergency medical services. One study 
evaluated the use of defibrillators on emergency medical 
services and found no effect on patient outcomes.29 Overall, 
there is poor evidence supporting the use of defibrillators on 
emergency medical services (Evidence Grade D). 

0 

Results for Question la: Strategies to Reduce Disparities 
Only one study specifically addressed the question of 

whether :m intervention could reduce disparities in healthcare 
quality between minorities and white persons.18 The study, in 
which two different culturally tailored interventions to improve 
the quality of depression care were evaluated and compared to a 
control group that received no intervention, had mixed results. 
There was no differential effect of the interventions on 
healthcare process for white versus minority patients; all 
patients (African American, Latino, and white) in the 
intervention groups were more likdy than patients in the 
control group to receive appropriate therapy. However, there 
was a mixed effect on health outcomes: there were 
improvements for African-American and Latino patients in the 
rate of depression compared with controls (with no 
improvement for white patients), whereas there were no 
improvements for African-American and Latino patients in the 
intervention groups in employment rates compared with 
controls (with improvement for white patients). Overall, there 
is poor evidence to determine which interventions might 
reduce disparities between racial/ethnic minority patients and 
majority patients (Evidence Grade D). 

Results for Question l_b: Costs of Quality Improvement 
for Racial/Ethnic Minorities 

Only one study reported on the costs of an intervention 
aimed at improving the quality of healthcare for racial/ethnic 
minority persons.28 This study, which provided case 
management and nephrology consultation for patients with 
chronic renal insufficiency. estimated a minimum yearly cost of 
$89,355 in 1998 (or $484 per intervention patient) and it was 
unable to demonstrate any health benefits in its participants. 
Overall, there is poor evidence to determine the cost of 
strategies to improve the quality of care for racial/ethnic 
minorities (Evidence Grade D). 

Question 2: Effectiveness of cultural 
competence training 

Overview of Reviewed Studies 
Of the 64 articles that qualified for our review, only two 

described randomized controlled trials, eight studies were 
concurrent controlled trials, and four had an external (non
concurrent) control group. Most studies were designed without 
a comparison group; these had either a postintervention 
evaluation only (n=25), a pre- and a postintervention 
evaluation (n=20), or a qualitative evaluation (n=5). Most of 
the interventions targeted nurses·(n=32) or physicians (n=19). 

The content of the curricular interventions varied. Using a 
previously developed framework to categorize cultural 
competence curricular content,30 we found that most 
interventions focused on specific cultural content (n=45), 
general concepts of culture (n=43), language (n= 15), and 
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patient-provider interaction (n=13). In terms of the specific 
ethnic minority groups that were the focus of the interventions, 
20 studies mentioned Hispanic persons; 19, African 
Americans; 16, Asians/Pacific Islanders; and 5, American 
Indians. 

Most interventions used more than one training method, 
and no two studies used exactly the same methods. The most 
common training methods were group discussion (n=29) and 
lectures (n=29). Most studies used more than one method for 
evaluation; the most common method was provider self
assessment forms (used in 33 studies). Only four articles 
attempted to measure patient outcomes. Most included some 
measure of provider outcome; attitude (n=44), knowledge 
(n=30), or skills/behaviors (n=22). 

Quality of Reviewed Studies 
Notably, less than half {n=27) of the studies had an objective 

outcome assessment; only one third (n=21) included enough 
detail about the intervention to ensure replication; only 17 of 
the interventions were developed with a theoretical model; only 
21 studies dearly described the targeted healthcare providers, 
setting, and dates of study; only 15 had a complete statistical 
analysis; only 14 included the numbers and reasons for non
inclusion in the study analysis; only eight had an adequate 
comparison group (concurrent and similar); only two had 
masking of outcome assessors; and only one had adequate 
randomization. 

Results of Reviewed Studies 
In our results below, we focus on the 34 studies with the 

strongest study design (studies that either had a comparison 
group and/or did a pre- and postintervention evaluation). We 
do not focus on articles that described interventions evaluated 
qualitatively or with only a post-test. 

Knowledge. Of the 19 studies that evaluated the effect of 
cultural competence training on the knowledge of healthcare 
providers, 17 demonstrated a positive effect, one study showed 
no effect, and one study demonstrated a partial/mixed.effect. 
Eleven of these studies tested the provider's knowledge .about 
general cultural concepts, seven evaluated culture-specific 
knowledge, and one did not provide details to allow 
determination of content. There was no obvious pattern 
regarding which type of knowledge was enhanced by cultural 
competence training. Overall, there is excellent evidence to 
suggest that cultural competence training increases the 
knowledge of healthcare providers (Evidence Grade A). 

Attitudes. Of the 25 studies that evaluated the effect of 
cultural competence training on the attitudes of healthcare 
providers, 21 demonstrated a positive effect, one showed no 
effect, and three showed a partial/mixed effect. The most 
common attitude outcome measured was cultural self-efficacy 
(measured in three studies}, but other types of attitudes were 
greater understanding of the impact of sociocultural issues on 
the patient-physician relationship, more positive attitudes 
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toward community health issues, and an increased interest in 
learning about patient and family backgrounds. Overall, there 
is good evidence to suggest that cultural competence training 
favorably affects the attitudes of healthcare providers (Evidence 
Grade B). 

Skills. Of the 14 studies that evaluated the effect of cultural 
competence training o_n the skills of healthcare providers, all 
demonstrated a positive effect. For example, in one study, 
participants were given 16 one-hour sessions in which they 
practiced communication skills with the community 
volunteers. They were subsequently shown to be significantly 
more competent in interviewing a non-Eµglish-speaking person 
as rated by a masked psychologist who viewed videotapes of 
interviews. Other types ofskills/behaviors improvements were 
an increase in nurses' involvement in community-based cancer 
education programs, an increase in self-reported social 
interactions with peers of different races/ethnicities, and an 
improved ability of participants to conduct a behavioral analysis 
and treatment plan. Overall, there is good evidence to suggest 
that cultural competence training favorably-affects the 
skills/behaviors of healthcare providers (Evidence Grade B). 

Patient outcomes. Only three articles evaluated patient 
outcomes: one targeted physicians,31 one targeted mental 
health counselors,32 and.one targeted a mixed group of 
providers.33 All three reported favorable patient satisfaction 
measures,3l-33 and one demonstrated improved adherence to 
follow-up among patients assigned to the intervention group 
providers.32 

In terms of the methods used to bring about such 
improvements in patient satisfaction and (in one case) 
adherence, one study trained four mental health counselors. 
about the attitudes that low-income, African-American women 
bring to counseling (4 hours total),32 another trained nine 
physicians to speak Spanish (20 hours total),31 and a third 
implemented a state-mandated, 3-day training program focused 
on team training, recipient recovery principles, clinical issues, 
and cultural competence for all staff who have contact with 
recipients of inpatient mental healthcare.33 Overall, there is 
good evidence that cultural competence training improves 
patient satisfaction {Evidence Grade B) and poor evidence that 
it affects patient adherence or health outcomes (Evidence Grade 
D). 

Results for Question 2a: Costs of Cultural Competence 
Training 

Of the 55 articles eligible for review, only five addressed the 
costs of cultural competence training.31,34-37 Four of the 
five34-37 described the costs of interventions that involved 
international travel. In all cases students paid for some portion 
of the trip, while the school or program paid $0 to $2,000. 
There are limited data on the costs of classroom or other types 
of instruction. One study estimated the cost of 20 total hours 
of Spanish-language instruction for nine physicians to be 



$2,000 in 2000, not including the opportunity costs for 
physician time (approximatdy 20 hours total for each 
physician).31 In another program, 60 hours of classroom 
instruction (20 hours of Spanish-language instruction and 40 
hours of cultural competence training focused on Hispanic 
populations) provided for 19 students had an estimated local 
cost of $3,000 in 1994, of which each student contributed 
$80.36 Finally, one program matched involved matching 26 
students to 26 local ethnically diverse families, asked the 
students to visit the family six times, and paid each family $400 
in 1996-2000.35 Overall, thei:e is poor evidence to determine 
the costs of cultural competence training (Evidence Grade D). 

Discussion 

Question 1. Effectiveness of healthcare quality 
improvement interventions for racial/ ethnic 
minorities 

There is excellent evidence that provider tracking/reminder 
systems are effective in improving the quality of care for 
racial/ethnic minority patients (Evidence Grade A), fair 
evidence that multifaceted interventions, provider educatioo 
interventions, and interventions which bypass the physician to 
offer screening services to racial/ethnic minority patients can 
improve quality of care (Evidence Grade C), and insufficient 
evidence for the use of any of the studied interventions 
(Evidence Grade D). Notably, however, two types of 

Oi interventions had favorable results (employed in one study 
each, thus receiving an evidence grade of D) that may be 
worthy of further study: use of remote simultaneous translation 
for patients with limited English proficiency and the use of the 
Safe Times Questionnaire for health behavior risk assessment in 
adolescents. 

There is poor evidence to determine which strategies are 
most effective in reducing disparities between ethnic minority 
and white populations (Evidence Grade D). The only study 
specifically designed to do this had mixed results with 
improvements in only one of the two outcomes assessed.18 

There is poor evidence to· determine the costs of strategies to 

improve care and reduce disparities for ethnic minority 
populations (Evidence Grade D). 

Question 2. Effectiveness of cultural 
competence training 

0 

There is excellent evidence to suggest that cultural 
competence training can increase the knowledge of healthcare 
providers (Evidence Grade A), and good evidence that cultural 
competence training can improve the attitudes and skills of 
healthcare providers (Evidence Grade B). However, the studies 
are heterogeneous (no two studies used exactly the same 
intervention methods), and it is difficult to conclude which 
specific types of training interventions are effective in 

improving particular outcomes. Even within an outcome 
category, there is no uniformity in outcome measurement, thus 
making it difficult to determine which specific types of 
knowledge, attitudes, or skills are affected by cultural 
competence training. 

There is good evidence from three studies to suggest that 
cultural competence training can favorably affects patient 
satisfaction (Eviden!=C Grade B) and poor evidence that cultural 
competence training can affect patient adherence (Evidence 
Grade D). although the one study that examined pacienc 
adherence demonstrated a positive impact. There are no studies 
that have evaluated patient health outcomes. 

There is poor evidence to determine the cost of cultural 
competence training (Evidence Grade D). One of the studies 
demonstrated an improvement in patient satisfaction also 
included information about cost, and so perhaps the best 
evidence is found in that study, which estimated a cost of 
$2,000 to train nine emergency department physicians in the 
Spanish language.31 

~imitations of Report and Literature 
General Limitations 
This review was limited to reports published in English (after 

1980), as our resources did not permit extensive searching of 
the non-English-language and "gray" literature. Consequently, 
publication bias is possible. However, recent work has suggested 
that results of reviews with these limits do not differ 
substantially from n:views with no such limits.38 Only studies 
that specifically presented data on racial/ethnic minorities were 
included. 

Limitations of Report and Literature for Question I 

There were limited numbers of studies in each clinical 
category (except prevention), and few studies focused on 
priority conditions for which there are documented healthcare 
disparities (such as HN/AIDS, cardiovascular disease, dial:ietes 
mellitus, and infant mortality). The majority of interventions 
(all but two) were generic improvement interventions targeted 
at providers of racial/ethnic minority patients; they did not 
necessarily target those aspects of care for which there are 
demonstrated disparities between minority and nonminority 
populations. 

Some of the targeted processes of care were not evidence
based practices for any patient population (such as oral cavity 
exams or breast self-examinations for cancer screening) and 
thus would be unlikely to improve the quality of care or reduce 
disparities for racial/ethnic minority patients. Most studies 
measured health processes, rather than patient outcomes. This 
characteristic poses a significant limitation for studies that 
targeted processes of care not already linked to patient 
outcomes (that is, not evidence-based). 
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Evaluating the effectiveness of specific interventions was 
challenging for several reasons. Each study used slightly 
different intervention methods, thereby making generalizations 
across studies difficult. The studies used multicomponent 
interventions and did not examine separate components. 

Very few studies involved Hispanic populations, and none 
included American Indians/Alaska Natives or Asians/Pacific 
Islanders. Most studies had no data on costs. 

Only interventions targeting providers/organizations were 
included in this review. Although targeting patients directly 
may be a promising strategy to improve quality of care and 
reduce racial/ethnic disparities, such interventions are not 
reflected here. Only randomized controlled trials and 
concurrent controlled trials were included; there may be other 
worthwhile interventions that have been evaluated with other 
study designs. 

Eligibility for our review was limited to studies in the United 
States, even though there may have been other promising 
studies conducted in other countries. Finally, we made no 
assessment of the generalizability of the population of providers 
targeted in these studies to the broader population of providers 
caring for racial/ethnic minorities. 

Limitations of Report and Literature for Question 2 
There are no standardized instruments for measuring 

cultural competence, and very few outcome assessments were 
objectively measured. Often there were no data concerning the 
psychomeuic propenies of the instruments used for evaluation, 
and most studies were designed without a comparison group 
for evaluation. 

Many articles did not describe the curricular interventions 
well enough to ensure replication. Funhermore, each curricular 
intervention was different, making generalizability across 
studies difficult. 

Few studies measured .patient outcomes, and none measured 
healthcare process quality indicators. Some studies used 
curriculum evaluation as the only outcome. Finally, most 
studies did not include data on costs. 

We made no attempt to assess the psychometric properties of 
the instruments used to measure cultural competence. Our 
review focused on interventions aimed at the education of 
healthcare providers, rather than on an evaluation of all possible 
organizational strategies to provide culturally and linguistically 
appropriate services. 

Future Research 

Research on Improving the Quality of Care and 
Reducing Disparities for Racial/Ethnic Minorities 

More research designed specifically to reduce demonstrated 
racial/ethnic disparities in healthcare quality is needed. It 1s 

necessary to distinguish between interventions aimed at 
improving the quality of care for all persons and those aimed 
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specifically at improving quality of care for racial/ethnic 
minorities (such as reducing provider bias). More quality 
improvement interventions are needed that focus on priority 
conditions for which there are documented health disparities 
(e.g., infant monality, cardiovascular disease, diabetes mellitus, 
and HN/AIDS). For generic quality improvement 
interventions done in mixed populations, there should be 
subgroup analyses to gauge the dfect of the interventions on 
equality of treatment for racial/ethnic minorities. 

Several gaps in the current literature need to be filled. More 
studies are needed in acute care and specialty settings and also 
among Asian/Pacific Islander, American Indian/ Alaska Native, 
and Hispanic populations. More information is needed about 
the costs of various strategies to improve healthcare quality and 
reduce racial/ethnic disparities. In general, studies ought to 
include patient outcomes, have longer follow-up, and link 
processes of care to health outcomes. There is a need to 
replicate promising intervention strategies in differerit 
healthcare settings and organizations. 

The literature is evolving rapidly, and updated evidence 
assessments will be necessary soon. Funding for that research is 
needed. 

Research on Cultural Competence 
Curricular objectives need to be measurable and linked to 

outcomes that can be measured objectively. There is a dire need 
for standardized, reliable, and valid instruments to measure 
aspects of cultural competence. Studies should also measure the 
effect of the curricular interventions on healthcare process and 
patient outcomes. For the results to be meaningful, smdies 
need to have a pre- and postintervention evaluation and/or a 
comparison group; there is cenainly a need for more 
randomized controlled uials in this area. 

Researchers should comprehensively describe the curricular 
interventions, such that they can be replicated in different 
settings. Studies also ought to include more comprehensive 
information about resources needed and the cost of cultural 
competence training. 

Knowledge on this topic is evolving rapidly, and updated 
evidence assessments will be needed in the near future. 

Availability of the Full Report 

The full evidence report from which this summary was taken 
was prepared for the Agency for Healthcare Research and 
Quality (AHRQ) by the Johns. Hopkins University Evidence
based Practice Center, Baltimore, MD, under Contract No. 
290-02-0018. The full report is expected to be available in 
January 2004. At that time, printed copies may be obtained 
free of charge from the AHRQ Publications Clearinghouse by 
calling 800-358-9295. Requesters should ask for Evidence 
Report/Technology Assessment No. 90, Strategies for Improving 
Minority Healthcare Quality. In addition, Internet users will be 



able to access the report and this summary online through 
AHRQ:'.s Web site at www.ahrq.gov 

~uggested Citation 
U Beach MC, Cooper LA, Robinson KA, Price EG, Gary TL, 

Jenckes MW, Gozu A, Smarth C, Palacio A, Feuerstein CJ, 
Bass EB, Powe NR. Strategies for Improving Minority Healthcare 
Quality. Summary, Evidence Report/Technology Assessment 
No. 90. (Prepared by the Johns Hopkins University Evidence
based Practice Center, Baltimore, MD.) AHRQ Publication 
No. 04-E008-0l. Rockville, MD: Agency for Healthcare 
Research and Quality. January 2004. 
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Improve access to comprehensive, high-quality health care services. 

Overview 

Page 2 of 38 

Access to quality care is important to eliminate health disparities and increase the quality and years of 
healthy life for all persons in the United States. This chapter focuses on four components of the health 
care system: clinical preventive care, primary care, emergency services, and long-term and rehabilitative 
care. Together with health care delivered by specialists and care received in hospital settings, these 
elements represent major components of the continuum of care. The public health system is important in 
each of these areas because it educates people about prevention and addresses the need to eliminate 
disparities by easing access to preventive services for people less able to use existing health services. It 
ensures the availability of primary care through direct funding of clinics and providers or by providing 
public insurance. It coordinates emergency services systems and oversees long-term and rehabilitative 
care. Tertiary services (for example, hospital and specialty care) currently are not included among the 
Healthy People 2010 objectives. The Agency for Healthcare Research and Quality (AHRQ), formerly the 
Agency for Health Care Policy and Research, is working in conjunction with the Centers for Disease 
Control and Prevention (CDC) and other agencies of the U.S. Department of Health and Human Services 
to develop a National Report on Healthcare Quality, which will report annually on a broader array of 
quality measures that will complement Healthy People 2010. 

issues 

Access to high-quality health care across each of the components in the continuum of care must be 
improved to realize the full potential of prevention. For example, success in reducing the burden of heart 
disease and narrowing the gap in heart disease outcomes between different racial groups will depend on 
several factors. These factors include e.nsuring access to clinical preventive services, such as blood 
pressure and cholesterol screening; effective pri.mary care to e<;lucate people about modifiable risk factors, 
such as smoking, and to manage effectively chronic conditions like hypertension; high-quality emergency 
services to improve outcomes of acute cardiac events; and access to rehabilitative and long-term care for 
heart disease patients. 

http://www.healthypeople.gov/document/html/volume l /0 I access.htm 5/20/2009 
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Major changes in the structure of the U.S. health care system, including the increasing influence of 
market forces, changes in payment and delivery systems, and welfare reform, have significant 
implications for vulnerable and at-risk populations. In light of these systems changes, Federal, State, and 
local public health agencies must redouble their efforts to address access barriers and reduce disparities 
for these populations. It is increasingly important that health care communication and services be 
provided in a culturally and linguistically sensitive manner. Adequate access to health care and related 
services can increase appropriate patient use of the health care system and, ultimately, improve health 
outcomes. Consequently, measures of access across a continuum of care are an important way to evaluate 
the quality of the Nation's health care system. 

Clinical preventive care. Clinical preventive services have a substantial impact on many of the leading 
causes of disease and death. People must have access to clinical preventive services that are effective in 
preventing disease (primary prevention) or in detecting asymptomatic disease or risk factors at early, 
treatable stages (secondary prevention). As in Healthy People 2000, the recommendations of the U.S. 
Preventive Services Task Forcern serve as a guide to quality preventive health care. The task force was 
reconvened in 1998 and, in conjunction with AHRQ's Evidence-Based Practice Centers (EPCs), will 
provide additional information regarding the effectiveness and cost-effectiveness of individual clinical 
preventive services. 

Improving access to appropriate preventive care requires addressing many barriers, including those that 
involve the patient, provider, and system of care. ral, Ifil Patient barriers include lack of knowledge, 
skepticism about the effectiveness of prevention, lack of a usual source of primary care, and lack of 
money to pay for preventive care. Although patient awareness and acceptance of some interventions are 
high (such as screening for breast cancer) other interventions (for example, colorectal cancer screening 
and sexually transmitted disease [STD] screening) are less uniformly accepted. A small but significant 
number of patients remain skeptical of even widely accepted preventive measures, such as 
immunizations. Having health insurance, a high income, and a primary care provider are strong predictors 
that a person will receive appropriate preventive care. Although reimbursement for common screening 
tests, such as mammograms and Pap tests, is provided by most health insurance plans (and is required by 
law in some States), reimbursement for effective counseling interventions, such as smoking cessation, is 
less common. [4l 

Health provider barriers include limited time, lack of training in prevention, lack of perceived 
effectiveness of selected preventive services, and practice environments that fail to facilitate prevention. 
Although consensus is growing regarding the value of a range of preventive services, providers Identify 
lack of time and reimbursement as specific barriers to more consistent delivery of counseling about 
behavioral risk factors such as diet and exercise. Ifil Computerized or manual tracking systems, patient and 
clinician reminders, guidelines, and patient information materials can help providers improve delivery of 

• Lfil necessary preventive care. 

System barriers can include lack of resources or attention devoted to prevention, lack of coverage or 
inadequate reimbursement for services, and lack of systems to track the quality of care.3 Systems 
interventions that can increase delivery of health care include offering clinical preventive services among 
standard covered benefits, providing feedback on performance to providers and practices, offering 
incentives for improved performance, and developing and implementing systems to identify and provide 
outreach to patients in need of services. 2 

Measuring and reporting how well preventive care is provided under different systems are essential first 
steps in motivating those systems that are not performing well to develop the information, tools, and 
incentives to imorove care_[7l Siimificant oroeress in the deliverv of clinical oreventive services (CPS) is 
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unlikely without appropriate data systems to allow providers and administrators to identify those services 
and populations most in need of better delivery. To be effective, preventive care also must be linked to 
systems to ensure appropriate followup services or counseling for patients identified through risk 
assessment or screening. Comprehensive national data to track what systems of care are doing to monitor 
and improve the delivery of CPS will not be available in the first half of the decade. Thus, this issue is not 
addressed in this focus area's objectives but represents an important agenda for research and data 
collection for the coming decade. 

Primary care. Improving primary care across the Nation depends in part on ensuring that people have a 
usual source of care. Having a primary care provider as the usual source of care is especially important 
because of the beneficial attributes of primary care. These benefits include the provision of integrated, 
accessible health care services by clinicians who are accountable for addressing a large majority of 
personal health care needs, developing a sustained partnership with patients, and practicing in the context 
of family and community.lfil Increasing the number and proportion of mem}Jers of underrepresented racial 
and ethnic groups who are primary care providers also is important because they are more likely to 
practice in areas where health services are in short supply and in areas with high percentages of 
underrepresented racial and ethnic populations. 

Emergency services. Prehospital emergency medical services (EMS), poison control centers (PC Cs), and 
hospital-based emergency departments (EDs) are the most commonly sought sources of emergency care. 
Each year, they provide prompt first-contact care for millions of people regardless of their socioeconomic 
status, age, or special need. For many severely ill and injured persons, these settings are a crucial link in 
the chain of survival between the onset of symptoms and treatment in a hospital. For persons whose 
health problems are less pressing but who believe they need urgent medical attention, emergency services 
are a gateway to additional health care. 

In addition to their central role in secondary and tertiary prevention, emergency services are increasingly 
contributing to primary prevention by providing immunizations and other preventive care in association 
with treatment for acute health problems. 

Within the current health care delivery system, EDs are the only institutional providers required by 
Federal law to evaluate anyone seeking care.ml They are expected at least to stabilize the most severely ill 
and injured patients, and they provide walk-in care for vast numbers of persons who face financial or 
other barriers to receiving care elsewhere. 

Long-term care and rehabilitative services. People with physical or mental conditions that limit their 
capacity for self-care need long-term care and rehabilitative services. This population covers persons of 
all ages, from those who were born with physical or mental limitations or who developed such limitations 
later on in life, including those injured ·at any age, to those with diminish~ functioning at older ages. [1.QJ 

About 40 percent of the people in this population are under age 65 years. 1 The long-term care 
population includes individuals who need help or supervision to perform activities of daily living or 
instrumental activities of daily living. 

The goals of long-term care services are to improve functioning, maintain existing functioning, or slow 
deterioration in functioning while delivering care in the least restrictive environment. Rehabilitative 
services, a critical component oflong-term care, strive to return individuals to their optimal level of 
functioning. People in the long-term care population need access to a-range of services, including nursing 
home care, home health care, adult day care, assisted living, and hospice care. 

Trends 
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A significant measure of the access problem is the proportion of people who have health insurance. 
Following declines in the proportion of people with health insurance during the 1980s, the proportion has 
remained essentially level, at about 85 percent from 1989 to 1997 for &1rsons under age 65 years. rm 
Approximately 44.3 million persons lacked health insurance in 1998, 3 continuing an increase in the 
number of uninsured persons. At the same time, the proportion of adults with a usual source of care-an 
important predictor of access to needed services-fell from 83 percent to 78 percent between 1987 and 
1992 before rising to 85 percent in 1998.M Although the lack of health insurance is clearly a major 
factor impeding access to care, having health insurance does not guarantee that health care will be 
accessible or affordable. Significant numbers of privately insured persons lack a usual source of care or 
report delays or difficulties in accessing needed care due to affordability or insurance problemsY 91 

As a result of growing scientific evidence on the effectiveness of certain preventive services, 82 percent 
of employer-sponsored insurance plans include childhood immunizations, and 90 percent include Pap 
tests and mammograms. Nonetheless, gaps persist in coverage for effective preventive services, 
especially counseling. 4 

Concerns increasingly are focused on access to quality emergency services, long-term care, and 
rehabilitative services. Although emergency services are widely available in the United States, the range 
of services varies in accessibility and quality from region to region and, often, from neighborhood to 
neighborhood, raising additional concerns about care for vulnerable underserved populations. As the 
proportion of older people in the total U.S. population increases, the demand for quality long-term care 
services and facilities also will increase. Quality rehabilitative care needs are evident across all 
populations, and access to rehabilitative care is a significant problem for people who lack health 
insurance or who are underinsured and are unable to pay for the type and quality of health care they need. 

During the 1990s and into the 21st century, increased attention has been paid at all levels of government 
as well as by the private sector to improving health care quality. The National Committee for Quality 
Assurance (NCQA), a managed care accreditation group, led a collaborative effort to develop the Health 
Plan Employer Data and Information Set (HEDIS), a widely used tool for evaluating health plan 
performance_Ufil The Joint Commission for the Accreditation of Healthcare Organizations (JCAHO) also 
has developed performance measures. AHRQ has developed the Consumer Assessment of Health Plans 
Survey (CAHPS), an instrument to assess consumer experiences with health plans. AHRQ also has 
developed the Healthcare Cost and Utilization Project (HCUP), which makes available State and 
nationwide estimates of hospital use. These data can be used with the HCUP Quality Indicators to 
provide measures of ambulatory-care sensitive conditions, which can uncover potential problems in 
access to primary care services. Quality monitoring systems tend to emphasize measures that focus on 
delivery rates for clinical preventive services because access to and use of these services are an important 
indicator of the quality of health care providers and of delivery systems. The complementary National 
Report on Healthcare Quality will explore methods for integrating the data from these quality-monitoring 
systems with population-based data collected by the public sector. 

The Federal Advisory Commission on Consumer Protection and Quality in the Health Care Industry was 
established in 1997 to study changes occurring in the health care system and recommend ways to ensure 
consumer protection and quality health care. The Commission's reportl11l provides a foundation for the 
emerging issues of the next decade in monitoring and reporting on quality of health care. It also includes 
a "Consumer Bill of Rights and Responsibilities,"Ufil which is designed to strengthen consumer 
confidence in the health care system while holding participants in the system accountable for improving 
quality. 

One essential step to improving quality is to reduce errors. The Institute of Medicine issued a report in 
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December 1999 documenting the magnitude of medical errors in U.S. hospitals. The report recommended 
strategies to reduce such errors, includi3:1g better reporting of errors. l'!J!l 

Disparities 

Limitations in access to care extend beyond basic causes, such as a shortage of health care providers or a 
lack of facilities. Individuals also may lack a usual source of care or may face other barriers to receiving 
services, such as financial barriers (having no health insurance or being underinsured), structural barriers 
(no facilities or health care professionals nearby), and personal barriers (sexual orientation, cultural 
differences, language differences, not knowing what to do, or environmental challenges for people with 
disabilities). Patients with disabilities may face additional barriers arising from facilities that are not 
physically accessible or from the attitudes of clinicians. Hispanics, young adults, and uninsured persons 
are least likely to have a usual source of care.12 Hispanic persons and those with less than 12 years of 
education are least likely to have a usual primary care provider.ram Certain people, such as those who are 
disabled, elderly, chronically ill, or HIV-infected, require access to health care providers who have the 
knowledge and skills to address their special needs. [ll] 

Access to Quality Health Services 
{By race and ethnicity, United States, 1997) 

Race 

Arner,c;an lrnl:3n or .-,-..• ,.,..·,·.-,--.. - .. --------., 87•t. 
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Source: COG NCHS Nalional Health Interview Survey (NHIS), 1997 
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Substantial disparities remain in health insurance coverage for certain populations. Among the nonelderly 
population, approximately 33 percent of Hispanic persons lacked coverage in 1998, a rate that is more 
than double the national average. Mexican Americans had one of the highest uninsured rates at 40 
percent. For adults under age 65 years, 34 percent of those below the poverty level were uninsured. 
Similar disparities exist in access to a specific source of ongoing care. An average of 85 percent of adults 
identified a specific source of ongoing care in 1998, but the proportions dropped to 76 percent for 
Hispanics and 77 percent for those below the poverty level.12 

Opportunities 

Increasing recognition of the critical role of preventive services across the continuum of care and the need 
for providers to incorporate preventive services into patient visits has led to the development of tools and 
projects designed to help providers and patients shift t9 a prevention-oriented health care system. HEDIS 
reports on the delivery of many clinical preyentive ·services provided by participating health maintenance 
organizations (HMOs). The 1999 reporting set for HEDIS contained several measures of clinical 
preventive services, including childhood immunizations, adolescent immunizations, smoking cessation 
advice, influenza vaccinations for older adults, breast cancer screening, cervical cancer screening, and 
prenatal care in the first trimester. A CDC grant to the State of Massachusetts for a health assessment 
partnership has resulted in a collaborative effort.in New England to increase HMO participation in 
HEDIS. The specific tools developed include the increased use of electronic birth certificates, which have 
assisted outreach programs to teach new mothers the value of periodic checkups for their infants. 

One of the earliest and most recognized tool kits is the Clinician's Handbook of Preventive Services, 6 

developed as part of the Put Prevention Into Practice initiative by the Office of Disease Prevention and 
Health Promotion and now the responsibility of AHRQ. It was produced as a companion to Healthy 
People 2000 and the U.S. Preventive Services Task Force Guide to Clinical Preventive Services.1 Under 
development is the CDC Guide to Community Preventive Services, due to be released in 2001.LiiJ The 
guide will assess the effectiveness of preventive services and interventions in community settings and at 
the clinical systems level. It will cover 15 topics in three areas: changing risk behaviors, such as 
eliminating tobacco use and increasing physical activity; reducing specific diseases and injuries, such as 
cancer and injuries from motor vehicle crashes; and addressing environmental challenges, such as 
changing the sociocultural environment. 

Continued progress in the delivery of clinical preventive services will require better collection and 
reporting of data on the delivery of recommended services by providers and health plans. This 
information will allow providers and administrators to identify the services and groups of people where 
the biggest gaps exist in receiving needed health care services. The best information systems allow both 
cross-sectional comparisons of performance by providers, plans, systems, and localities as well as long
term analyses of the health and health care of individuals. These systems can facilitate interventions such 
as reminders for patients and providers, audit, and feedback, which have been shown to improve rates of 
. . . d . rm~ 1mmumzat10n an screenmg. ' 

In centralized health systems with stable populations (people who stay with one provider or health plan, 
for example), tracking of individuals has been used effectively for a limited number of services, primarily 
immunizations and cancer screenings. Expanding effective data collection efforts to cover additional 
services and to include more providers and health care systems is the current challenge. Measuring how 
well preventive care is provided under different systems is an essential first step in motivating those 
systems that are not performing well to develop the information, tools, and incentives to improve care. 

Into the next decade, Healthy People and its partners will continue to promote communitywide efforts to 
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provide clinical preventive services, using local leadership and insights to tailor and increase the 
accessibility of these services. Efforts will continue to promote the development of local prevention 
coalitions that include health departments, businesses, community institutions, and individuals from each 
community. Healthy People also will work to strengthen the capacity of States and localities to collect 
health data and conduct community health assessments for small geographic areas. 

Advances in the use of genetic information may improve both clinical and preventive care by helping to 
identify high-risk individuals and populations who will benefit most from preventive services and other 
clinical interventions. It will be essential to develop policies that will ensure appropriate evaluation of 
new genetic services, quality assurance of available genetic technology, and access to genetic services of 
proven benefit. ' 

Overcoming technological, financial, or organizational. barriers that can slow or block access to 
emergency services and improving emergency care accessibility and quality will require the combined 
effort of health care providers, health plans, and health care consumers as well as government agencies at 
the Federal. Tribal, State, and local levels. 

The proportion of adults under age 65 years without health care coverage has remained essentially the 
same, while the total number of uninsured persons has continued to increase. The proportion of the adult 
population with a specific source of primary care has increased, although Hispanic and African American 
adults and other subgroups continue to be less likely to have a specific source of primary care. Compared 
to 1991 and 1992 baseline data, the proportion of adults in 1995 who received selected recommended 
clinical preventive services (including tetanus boosters and routine mammograms) has increased. 
Progress also has been made in improving racial and ethnic representation in the health professions. 

Note: Unless otherwise noted, data are from the Centers for Disease Control and Prevention, National Center for 
Health Statistics, Healthy People 2000 Review, 1998-99. 

Access to Quality Health Services 

Goal: Improve access to comprehensive, high-quality health care services. 

Number Objective Short Title 
Clinical Preventive Care 
1-1 Persons with health insurance 
1-2 Health insurance coverage for clinical preventive services 
1-3 Counseling about health behaviors 
Primary Care 
1-4 Source of ongoing care 
1-5 Usual primary care provider 
1-6 Difficulties or delays in obtaining needed health care 
1-7 Core competencies in health provider training 
1-8 Racial and ethnic representation in health professions 
1-9 Hospitalization for ambulatory-care-sensitive conditions 
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Emergency Services 
1-1 0 Delay or difficulty in getting emergency care 
1-11 Rapid prehospital emergency care 
1-12 Single toll-free number for poison control centers 
1-13 Trauma care systems 
1-14 Special needs of children 
Long-Term Care and Rehabilitative Services 
1-15 Long-term care services 
1-16 Pressure ulcers among nursing home residents 

Healthy People 2010 Objectives 

Clinical Preventive Care 

1-1. Increase the proportion of persons with health insurance. 

Target: 100 percent. 

Page 9 of 38 

Baseline: 83 percent of persons under age 65 years were covered by health insurance in 1997 (age 
adjusted to the year 2000 standard population). 

-Y:arget setting method: Total coverage. 

Data source: National Health Interview Survey (NHIS), CDC, NCHS. 

Health 
Persons Under Age 65 Years, 1997 Insurance 

Percent 
TOTAL 83 
Race and ethnicity 

American Indian or Alaska Native 62 
Asian or Pacific Islander 81 

Asian 81 
Native Hawaiian arid other Pacific Islander 80 

Black or African American 80 
White 84 

Hispanic or Latino 66 

Cuban 79 

Mexican American 61 
Puerto Rican 81 

Not Hispanic or Latino 85 
Black or African American 80 
White 86 

Gender 
Female 84 

I 
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Male I 81 
Family income level 

i Poor 66 
Near Poor 69 
Middle/high income 91 

Geographic location 
Within MSA 83 
Outside MSA 80 

Disability status 
Persons with disabilities 83 
Persons without disabilities 83 

Sexual orientation DNC 
Select populations 

Age groups 
10 to 24 years DNA 
1.0 to 14 years DNA 
15 to 19 years DNA 
20 to 24 years DNA 

DNA= Data have not been analyzed. ONG= Data are not collected. DSU = Data are statistically unreliable. 
MSA = Metropolitan statistical area. 
Note: Age adjusted to the year 2000 standard population. 

Page 10 of 38 

Access to health services-including preventive care, primary care, and tertiary care-often depends on 

a hether a person has health insurance. cm, rafil, rm Uninsured people are less than half as likely as people 
ith health insurance to have a primary care provider; to have received appropriate preventive care, such 

as recent mammograms or Pap tests; or to have had any recent medical visits. Lack of insurance also 
affects access to care for relatively serious medical conditions. Evidence suggests that lack of insurance 
over an extended period significantly increases the risk of premature death and that death rates among 
hospitalized patients without health insurance are significantly higher than among patients with 
insurance_[ZBJ As demonstrated by a study of data from the National Health Interview Survey (NHIS), 
Medicaid expansions that increase the proportion of a State's population eligible for Medicaid lead to 
increases in enrollment, enhanced utilization of medical services, and lower child death rates.~.llJ Another 
study showed that, among those without insurance, chronically ill persons are even less likely than those 
with acute con.ditions to get health care services they need. ram 

1-2. (Developmental) Increase the proportion of insured persons with coverage 
for clinical preventive services. 

Potential data source: Medical Expenditure Panel Survey (MEPS), AHRQ. 

Insurance coverage for clinical preventive services improved substantially during the 1990s, but 
significant variations remain in the services covered, depending on the plan and type of insurance. In 
1988, among employers who offer health insurance, only 26 percent of their employees were covered for 
adult physical examinations, 35 percent for well-child care (including immunizations), and 43 percent for 
preventive screening testsY11 T n contrast, a 1997 national survey of over 3.000 employers found that 88 

Oercent of employer-sponsored plans covered well-baby care, 89 percent covered adult physical 
1Xaminations, 92 percent covered gynecologic examinations, and 89 and 91 percent covered Pap tests and 

mammograms, respectively. Coverage was highest in HMO plans and lowest in indemnity insurance 
olans.4 
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Including effective clinical preventive services among the services routinely covered by insurance is an 
effective way to emphasize the importance of clinical preventive services as an integral part of health 
care.ml The Balanced Budget Act of 1997 (Public Law 105-33) added colorectal cancer screening among 
other new preventive benefits under the Medicare program and expanded Medicare coverage of 
mammography and cervical cancer screening. Although health insurance coverage by itself is not 
sufficient to eliminate existing gaps in the delivery of preventive services, it is an important factor 
"fl • h dd • mlrul m uencmg w o gets recommen e services. ' 

Selected clinical preventive services have a positive influenc.e on personal health, and many are cost
effective in comparison with the treatment of disease.1

' £3.§.] Insurance coverage is especially problematic 
for counseling services, in part, because of the difficulty in proving the benefits of some counseling 
interventions. For example, only 22 percent of employer-sponsored plans cover medications or 
cuunst!ling for smoking cessation.4 The effectiveness of smoking cessation counseling, however, is 
supported by strong evidence, with more intensive interventions having the greatest impact and most 
favorable cost-effectiveness ratios.~ 

1-3. Increase the proportion of persons appropriately counseled about health 
behaviors. 

Target and baseline: 

Objective 

1-3a. 

1-3b. 

1-3c. 

1-3d. 

1-3e. 

1-3f. 

1-3g. 

1-3h. 

Increase in Counseling on Health 
Behaviors Among Persons at Risk 
With a Physician Visit in the Past Year 
Physical activity or exercise (adults 
aged 18 years and older) 
Diet and nutrition (adults aged 18 
years and older) 
Smoking cessation (adult smokers 
aged 18 years and older) 
Reduced alcohol consumption (adults 
aged 18 years and older with 
excessive alcohol consumption) 
Childhood injury prevention: vehicle 
restraints and bicycle helmets 
(children aged 17 years and under) 
Unintended pregnancy (females aged 
15 to 44 years) 
Prevention of sexually transmitted 
diseases (males aged 15 to 49 years; 
females aged 15 to 44 years) 
Management of menopause (females 
aged 46 to 56 years) 

Target setting method: Better than the best. 

1995 2010 
Baseline Target 

Percent 

Developmental 

Developmental 

Developmental 

Developmental 

Developmental 

19 50 

Developmental 

Developmental 

Data sources: National SuNey on Family Growth (NSFG), CDC, NCHS; National Health lnteNiew 
SuNey (NHIS), CDC, NCHS. 

1-3[ 
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Counseled . About 
Females Aged 15 to 44 Years With a Unintended 
Physician Visit in the Past Year, 1995 Pregnancy 

Percent 

TOTAL 19 
Race and ethnicity 

American Indian or Alaska Native DSU 
Asian or Pacific Islander DSU 

Asian DNC 
Native Hawaiian and other Pacific Islander DNC 

Black or African American 24 
White 19 

Hispanic or Latino 20 
Not Hispanic or Latino DNA 

Black or African American 24 
White 19 

Education level (females aged 22 to 44 years) 
Less than high school 15 
High school graduate 20 
At least some college 19 

Sexual orientation DNC 
Select populations 

Age groups 
15 to 24 years 22 
25 to 34 years 23 
35 to 44 years 10 

DNA= Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable. 

Substantial gaps remain in the delivery of appropriate screening and counseling services related to health 
behaviors. Unhealthy diets, smoking, physical inactivity, and alcohol use account for a majority of 
preventable deaths in the United States. rm Data indicate that risk assessment and counseling 
interventions are delivered less frequently than other preventive interventions (for example, cancer 
screenings).12 In addition, the attention physicians give to specific health-risk behaviors appears to be 
influenced by the socioeconomic status of their patients.rnru Although time is an important constraint in 
the primary care setting, evidence demonstrates that brief clinician counseling is effective in getting 
patients to stop smoking and reduce problem drinking.1•-rafil In addition, more intensive dietary counseling 
can lead to reduced dietary fat and cholesterol intake and increased fruit and vegetable consumption.1 

Effective primary care-based interventions to increase physical activity .among patients have been more 
difficult to identify .1 

• [4Q] 

Some evidence shows that provider counseling can increase the use of seat belts, child safety seats,and 
bicyclehelmets, especially when directed to parents of infants and young children.1 Brief counseling 
interventions aimed at high-risk individuals can increase condom use and prevent the spread of sexually 0 transmitted diseases. C41J 

Clinician counseling should be tailored to the individual risk factors, needs, preferences, and abilities of 
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each patient.1 For some preventive interventions, such as hormone therapy in postmenopausal women, 
the optimal strategy depends on how individual women value potential benefits and risks. Counseling of 
perimenopausal and postmenopausal women should encourage shared decisionmaking based on 
individual risk factors and patient preferences.1 

• 

Primary Care 

1-4. Increase the proportion of persons who have a specific source of ongoing 
care. 

Target and baseline: 

Objective 

1-4a. 
1-4b. 

1-4c. 

Increase in Persons With Specific 
Source of Ongoing Care 

All ages 
Children and youth aged 17 years and 
under 
Adults aged 18 years and older 

*Age adjusted to the year 2000 standard population. 

Target setting method: Better than the best. 

1998 2010 
Baseline* Target 

87 

93 

85 

Percent 
96 

97 

96 

0 Data source: National Health Interview Survey (NHIS), CDC, NCHS. 

Specific Source of Ongoing Care 
1-4a. 1-4b. 1-4c. 

Population by Age Group, 1998 All Ages Aged 17 Aged 18 
(unfess noted) Years and Years and 

Under Older 
Percent 

TOTAL 87 93 85 
Race and ethnicity 

American Indian or Alaska Native 82 89 79 
Asian or Pacific Islander 84 89 81 

Asian 84 89 82 
Native Hawaiian and other Pacific 

83 90 82 
Islander 

Black or African American 86 91 84 
White 88 95 86 

Hispanic or Latino 79 86 76 
Cuban 86 95 82 
Mexican American 75 83 72 

0 -
Puerto Rican 86 90 85 

Not Hispanic or Latino 89 95 87 
Black or African American 86 91 85 

http:/ /www.healthypeople.gov/document/html/volume I /0 I access.htm 5/20/2009 



0 

1 Access to Quality Health Services Page 14 of 38 

White I 89 I 96 I 87 
Gender 

Female 91 93 90 
Male 84 94 81 

Family income level 
Poor 80 88 77 
Near Poor 82 90 79 
Middle/high income 91 97 88 

Geographic location 
Urban 87 93 85 
Rural 89 95 87 

Disability status 
Persons with disabilities 89 (1997) 95 (1997) 86 (1997) 
Persons without disabilities 86 (1997) 93 (1997) 84(1997) 

Sexual orientation DNC DNC DNC 
Select populations 

Age groups 
1 0 to 24 years DNA NA NA 
10 to 17 years 91 (1997) NA NA 
18 to 24 years 72 (1997) NA NA 

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable. NA = Not applicable. 
Note: Age adjusted lo the year 2000 standard population. 

Access to care depends in part on access to an ongoing source of care. People with a usual source of 
health care are more likely than those without a usual source of care to receive a variety of preventive 
health care services.£421

• ~l An estimated 15 percent of adults in the United States lack a usual source of 
care. Thus, more than 40 million persons have no particular doctor's office, clinic, health center, or other 
place where they go for health care advice. The National Health Interview Survey (NHIS) does not count 
emergency departments as a usual source of care.12 

An estimated 93 percent of children aged 17 years and under have a specific source of ongoing care. The 
implementation of the Children's Health Insurance Program in 1999 provides a mechanism for increasing 
the proportion of children with an ongoing source of care.12 

The usual source of care can vary among groups according to their age, race and ethnicity, and health 
insurance coverage. Young children and elderly adults aged 65 years and older are most likely to have a 
usual source of care, and adults aged 18 to 64 years are least likely. Young adults aged 18 to 24 years are 
the least likely of any age group to have a usual source of care. Among racial and ethnic groups, Hispanic 
persons are the least likely to have a usual source of care. Some 24 percent of the adult Hispanic 
population (and 28 percent of the Mexican American population) lack a usual source of care, compared to 
15 percent of African Americans and 15 percent of the total adult population.12 

Some 88 percent of persons with a usual source use an office-based provider, and 11 percent use a 
hospital outpatient department or clinic. African Americans and Hispanics are more likely to use hospital-
based providers (including hospital clinics and outpatient departments) as their usual source of care.15 

Uninsured persons under age 65 years are more likely to lack a usual source of care (38 percent) than 
those who have either public or private insurance. When compared with their counterparts who have 
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private health insurance, uninsured people under age 65 years are 2.6 times more likely to lack a usual 

source of care.15 

1-5. Increase the proportion of persons with a usual primary care provider. 

Target: 85 percent. 

Baseline: 77 percent of the population had a usual primary care provider in 1996. 

Target setting method: Better than the best. 

Data source: Medical Expenditure Panel Survey (MEPS), AHRQ. 

1-5. Provider Provider 
Have a Has Office Usually Asks 
Usual Hours at About 

Primary Night or on Prescription 

Total Population, 1996 
Care Weekends* Medications 

Provider and 
Treatments by 

Other 
Doctors* 

Percent 

TOTAL 77 37 59 
Race and ethnicity 

American Indian or Alaska 
79 37 64 

Native 
Asian or Pacific Islander 72 36 57 

Asian DNC DNC DNC 
Native Hawaiian and 

DNC DNC DNC 
other Pacific Islander 

Black or African American 74 34 60 
White 77 37 59 

Hispanic or Latino 64 32 52 
Not Hispanic or Latino 78 37 60 

Black or African American 74 34 60 
White 79 38 60 

Gender 
Female 80 37 61 
Male 73 36 57 

Education level (aged 18 years and older) 
Less than high school 69 24 53 
High school graduate 74 32 58 
At least some college 74 34 59 

Geographic location 
Within MSA 76 39 59 
Outside MSA 78 29 60 

.. 
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Disability status 
Persons with activity 

DNA DNA DNA 
limitations 
Persons without activity 

DNA DNA DNA 
limitations 

DNA = Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unr~liable. MSA = Metropolitan statistical 
area. 
*Data for office hours, prescription medications, and treatments are displayed to further characterize the practices of primary care providers. 

A usual source of primary care helps people clarify the nature of their health problems and can direct 
them to appropriate health services, including specialty care. t4Af Primary care also emphasizes continuity, 
which implies that individuals use their primary source of care over time for most of their health care 
needs. More after-hours care, shorter travel time to a practice site, and shorter office waits have been 
associated with patients' beginning an acute episode of care with primary care physicians. Greater 
continuity has been observed for individuals with shorter appointment waits, insurance, and access to 
more after-hours care_L4.l!l Other advantages of primary care are that a primary care provider deals with all 
common health needs (comprehensiveness) and coordinates health care services, such as referrals to 
specialists. Evidence suggests that first contact care provided by an individual's primary care provider 
leads to less costly medical care. C4fil 

1-6. Reduce the proportion of families that experience difficulties or delays in 
obtaining health care or do not receive needed care for one or more family 
members. 

Target: 7 percent. 

Baseline: 12 percent of families experienced difficulties or delays in obtaining health care or did not 
receive needed care in 1996. 

Target setting method: Better than the best. 

Data source: Medical Expenditure Panel Survey (MEPS), AHRQ. 

Experienced 
Difficulty or Delay in 

Families, 1996 
Receiving Health Care 
or Received No Health 

Care 
Percent 

TOTAL 12 
Race and ethnicity (head of household) 

American Indian or Alaska Native 15 
Asian or Pacific Islander 14 

Asian DNC 
Native Hawaiian and other Pacific Islander DNC 

Black or African American 10 
White 12 
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Hispanic or Latino 15 
Not Hispanic or Latino 11 

Black or African American 10 
White 11 

Gender (head of household) 

Female DNA 
Male DNA 

Family income level 
Below poverty 17 
Near poverty 17 
Middle/high income 9 

Geographic location 
Within MSA 12 
OutsideMSA 12 

Health insurance status of family 
All members private insurance 7 
All members public insurance 12 
All members uninsured 27 

Disability status 
Persons with activity limitations DNA 
Persons without activity limitations DNA 

DNA= Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable. MSA = Metropolitan statistical 
area. 

In 1996, according to the Medical Expenditure Panel Survey (MEPS), 12.8 million families (11.6 
percent) for a variety of reasons experienced difficulty or delay in obtaining care or did not receive health 
care services they thought they needed. In addition to a lack of insurance or underinsurance, barriers 
include a lack of appropriate referrals, travel distance to the provider, laok of transportation, and 
unavailability of specialists. Families experience barriers to care for a variety of reasons: inability to 
afford health care (60 percent); insurance-related causes (20 percent), including (1) the insurance 
company not approving, covering, or paying for_ care, (2) preexisting conditions for which insurance 
coverage often is restricted, (3) lack of access to required referrals, and ( 4) clinicians refusing to accept 
the family·s insurance plan; and other problems (21 percent), such as transportation, physical barriers, 
communication problems, child care limitations, lack of time or information, or refusal of services.15 

An additional source of information on obtaining services is the Robert Wood Johnson National Access 
to Care Survey. Results of the 1994 National Access to Care Survey suggest that some studies have 
missed substantial components of unmet needs by failing to include specific questions about 
supplementary health care services, such as prescription drugs, eyeglasses, dental care, and mental health 
care or counseling. [47l When specific questions were added about these services, the findings showed that 
16.1 percent of respondents ( approximately 41 million) were unable to obtain at least one service they 
believed they needed. The highest reported unmet need was for dental care. This problem can be 
attributed partly to insufficient provider reimbursement, which discourages participation in plans even 
when the service is covered. 

0 1-7. (Developmental) Increase the proportion of schools of medicine, schools of 
nursing, and other health professional training schools whose basic 
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curriculum for health care providers includes the core competencies in 
health promotion and disease prevention. 

Potential data source: Adaptation of the Prevention Self-Assessment Analysis, Association of 
Teachers of Preventive Medicine (ATPM). 

Significant changes in the health care system and in the expectations of consumers are influencing the 
education of health care providers in the United States. For example, many medical schools are assessing 
the content of their predoctoral and postgraduate curricula.~1 Medical educators and medical schools are 
recognizing that physicians will need to be prepared to provide population-based preventive health care 
as well as high-quality medical care to their patients. £4fil This challenge exists for other health 
professionals, including nurses, nurse practitioners, physician assistants, and allied health personnel. This 
link between medicine and public health is essential to provide the highest quality health care possible to 
the U.S. population. 

A core set of competencies for medical students in health promotion and disease prevention was,. 
developed by a task force established by the Association of Teachers of Preventive Medicine (ATPM) 
and the U.S. Department of Health and Human Services' Health Resources and Services Administration. 
The competencies, derived from the A TPM Inventory of Knowledge and Skills Relating to Health 
Promotion and Disease Prevention, mm cover four categories: clinical prevention, quantitative skills, 
health services organization and delivery, and community dimensions of medical practice. Together, they 
address a wide spectrum of topics, including environmental health hazards and asthma management. This 
set of competencies will provide medical educators with measurable education outcomes in prevention 
education. The core competencies will be evaluated for potential adaptability to health provider education 
curricula in schools of nursing and health professional schools. The core competencies also will be 
reviewed for potential expansion to cover emerging issues and competencies in evaluating and 
responding to environmental health concerns and natural and man-made disasters. Because health care 
providers will have to address new health issues, policies, technologies, and practice guidelines over their 
careers, continuing education programs also need to be updated periodically. 

1-8. In the health professions, allied and associated health profession fields, and 
the nursing field, increase the proportion of all degrees awarded to members 
of underrepresented racial and ethnic groups. 

Target and baseline: 

Objective Increase in Degrees Awarded to 
Underrepresented Populations 

1-8a. 

1-8b. 

Health professions, allied and 
associated health professions fields 
(For the baselines, health professions 
include medicine, dentistry, pharmacy, 
and public health.) 

American Indian or Alaska Native 

Asian or Pacific Islander 

1996-97 2010 
Baseline Target 

(unless noted) 

0.6 

16.2 

Percent 

1.0 

4.0* 
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1-8c. Black or African American 6.7 13.0 
1-8d. Hispanic or Latino 4.0 12.0 

Nursing 
1-8e. American Indian or Alaska Native 0.7 (1995-96) 1.0 
1-8f. Asian or Pacific Islander 3.2 (1995-96) 4.0 
1-8g. Black or African American 6.9 (1995-96) 13.0 
1-8h. Hispanic or Latino 3.4 (1995-96) 12.0 

Medicine 
1-8i. American Indian or Alaska Native 0.6 1.0 
1-8j. Asian or Pacific Islander 15.9 4.0* 
1-8k. Black or African American 7.3 13.0 
1-81. Hispanic or Latino 4.6 12.0 

Dentistry 
1-8m. American Indian or Alaska Native 0.5 1.0 
1-8n. Asian or Pacific Islander 19.5 4.0* 
1-80. Black or African American 5.1 13.0 
1-8p. Hispanic or Latino 4.7 12.0 

Pharmacy 
1-8q. American Indian or Alaska Native 0.4 1.0 
1-8r. Asian or Pacific Islander 17.5 4.0* 
1-8s. Black or African American 5.7 13.0 
1-8t. Hispanic or Latino 2.8 12.0 

*The Asian or Pacific Islander population group has exceeded its target, which represents the minimum target based on this group's 
estimated proportion of the population. 

Target setting method: Targets based on U.S. Bureau of the Census projections of the proportions of 
racial and ethnic groups in the population for the year 2000. 

Data sources: Survey of Predoctoral Dental Educational Institutions, American Dental Association; 
Profile of Pharmacy Students, American Association of Colleges of Pharmacy; AAMC Data Book: 
Statistical Information Related to Medical Schools and Teaching Hospitals, Association of American 
Medical Coll~ges; Annual Data Report, American Association of Schools of Public Health; Annual 
Survey of RN (registered nurse) programs, National League for Nursing, Center for Research in Nursing 
Education and Community Health. 

Certain racial and ethnic groups and low-income communities lag behind the overall U.S. population on 
virtually all health status indicators, including life expectancy and infant death. Furthermore, access to 
health care is a problem, and these groups often lack a specific source of care. Increasing the number of 
health professionals from certainracial and ethnic groups is viewed as an integral part of the solution to 
improving access to care. 

Members of underrepresented racial or ethnic groups make up about 25 percent of the U.S. population. 
Their representation among health professionals, however, is in the range of 10 percent. Several studies 
have shown that minority health professionals are more likely to serve areas with high proportions of 
underrepresented racial and ethnic groups and to practice in or near designated health care shortage areas. 
rn11. rn21 

Despite considerable efforts to increase the number of representatives of racial or ethnic groups in health 
profession schools (medicine, dentistry, nursing, pharmacy, and allied and associated health professions), 
the percentage of such entrants, enrollees, and graduates has not advanced significantly and in some cases 
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has not advanced at all since 1990. The targets set for Healthy People 2000 for such enrollment and 
graduation were not achieved, and achieving the revised targets by 20i0 presents a significant challenge. 
Additional attention will need to be given to such efforts as providing financial assistance for 
underrepresented racial and ethnic group students to pursue health care degrees, encouraging mentor 
relationships, promoting the early recruiting of students from racial and ethnic groups before they 
graduate from high school, and increasing the number of racial and ethnic group faculty and 
administrative staff members in schools that train health care professionals. Other suggested approaches 
to improving culturally appropriate care for ethnic and minority populations include increasing cultural 
competency among all health workers and increasing the number of lay health workers from 
underrepresented racial and ethnic groups. 

1-9. Reduce hospitalization rates for three ambulatory-care-sensitive . 
conditions-pediatric asthma, uncontrolled diabetes, and immunization-• 
preventable pneumonia and influenza. 

Target and baseline: 

Objective 

1-9a. 

1-9b. 

1-9c. 

Reduction in Hospitalizations 
for Ambulatory-Care-Sensitive 
Conditions 

Pediatric asthma-persons under 
age 18 years 
Uncontrolled diabetes-persons 
aged 18 to 64 years 
Immunization-preventable 
pneumonia or influenza-persons 
aged 65 years and older 

1996 
Baseline 

2010 
Target 

Admissions per 10,000 Population 

23.0 

7.2 

10.6 

17.3 

5.4 

8.0 

Target setting method: 25 percent improvement. 

Data source: Healthcare Cost and Utilization Project (HCUP), AHRQ. 

Hospitalizations 
1-9a. 1-9b. 1-9c. 

Persons Persons Persons Aged 
Persons With Ambulatory- Under Age Aged 18 to 65 Years and 
Care-Sensitive Conditions 18 Years 64 Years Older With 
by Age Group, 1996 With Asthma With Preventable 

Diabetes Pneumonia or 
Influenza 

Admissions per 10,000 

TOTAL 23.0 7.2 10.6 
Race and ethnicity 

American Indian or Alaska 
DNC DNC DNC 

Native 
Asian or Pacific Islander DNC DNC DNC 

Asian DNC DNC DNC 

Native Hawaiian and 
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other Pacific Islander DNC DNC DNC 
Black or African American DNC DNC DNC 
White DNC DNC DNC 

Hispanic or Latino DNC DNC DNC 
Not Hispanic or Latino DNC DNC DNC 

Black or African 
DNC DNC DNC 

American 
White DNC DNC DNC 

Gender 
Female 18.2 7.0 9.1 
Male 27.6 7.4 12.6 

ZIP Code income level * 
$25,000 or less 52.0 18.8 21.1 
$25,001 to $35,000 22.3 6.7 9.2 
More than $35,000 10.6 2.9 6.0 

Health insurance status 
Private 15.7 3.7 DNA 
Medicaid 45.9 23.5 DNA 
Uninsured 8.3 6.3 NA 

DNA= Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable. NA= Not applicable. 
*Income of patient is the median income for the postal ZIP Code of .residence. 

Comprehensive primary care services can reduce the severity of certain illnesses. Hospital admission 
rates for '"ambulatory-care-sensitive conditions" serve as an indicator for both limi_ted access to primary 
care and evidence of low-quality primary care. Disparities in hospital admission rates for racial and ethnic 
groups and low-income populations have be~n well documented.~'~ 

The three indicators selected here represent common problems encountered in prin_rnry care and allow 
monitoring of hospitalization rates for children (asthma), working-age adults (diabetes), and eiderly 
persons (pneumonia and influenza). For each of these conditions, interventions can reduce hospitalization 
rates. Advances in the management of asthma have reduced its adverse health effects. Primary care can 
prevent both acute problems and long-term consequences of diabetes. Illness and death from preventable 
pneumonia and influenza among elderly persons can be avoided through the use of pneumococcal and 
influenza vaccines. These three conditions have been chosen because coordination of community 
preventive services, public health interventions, clinical preventive services, and primary care can reduce 
levels of these illnesses. To be effective, these services must be culturally competent and linguistically 

. [§fil appropriate. 

This objective can be achieved by targeting high-risk populations. Because multiple factors besides 
access and quality contribute to the admission rates for ambulatory-care-sensitive conditions, each State 
will need to examine its rates and interpret them in the context of its population, health system, and 
community characteristics and will need to implement corresponding strategies. The objective is to 
improve primary care and preventive services and thereby reduce the need for hospital admission and the 
extended illness and costs associated with hospitalization. cm, fill, rnfil, lfil!l 

It should be noted that persons who are privately insured have admission rates that are half those of the 
national average, indicating what is potentially achievable. Because of data limitations and potential 
access barriers to hospital admission among the uninsured, the Medicaid rate is artificially high and the 
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uninsured rate is artificially low. (See Tracking Healthy People 2010 for more information.) Data by race 
are not included because these data are reported at the State level. State-level hospital discharge databases 
can provide accurate estimates of racial and ethnic disparities in hospital admission rates at the State 
level. There are substantial disparities in hospital admission rates for pediatric asthma and uncontrolled 
diabetes by race and ethnicity. The magnitude of this disparity also fluctuates by State, suggesting that 
access to care and quality may play a role. Specifically, among seven States for which rates were 
determined, the age- and gender-adjusted relative risk of hospitalization for pediatric asthma ranged from 
2.3 to 5.8 for African Americans and 1.3 to 2.6 for Hispanics compared to non-Hispanic whites. For 
uncontrolled diabetes, the relative risk of hospitalization ranged from 3.0 to 4.4 for African Americans 
and 1.2 to 2.0 for Latinos compared to non-Hispanic whites.mm AHRQ is developing a "minority national 
inpatient sample" as part ofHCUP that will provide national estimates of disparities in avoidable 
hospitalization rates by race and ethnicity. 

Emergency Services 

1-10. (Developmental) Reduce the proportion of persons who delay or have 
difficulty in getting emergency medical care. 

Potential data source: National Health Interview Survey (NHIS), CDC, NCHS. 

Emergency services are a vital part of access to health care in the United States. All population groups, 
regardless of their socioeconomic, health, or insurance status, want to know that emergency services will 
be available and will function quickly and effectively when needed. Ifill This broadly shared social 
expectation was reinforced by landmark Federal legislation, the Emergency Medical Treatment and 
Active Labor Act (EMT ALA) of 1986. EMT ALA stipulates that anyone seeking care at a hospital 
emergency department (ED) must receive a medical screening examination for an emergency medical 
condition and appropriate stabilizing measures. £gJ 

For many people, however, a variety of barriers continue to block access to emergency departments when 
the need for emergency medical care arises.9 Among these barriers are psychological and cultural factors 
that may keep some people, even if insured, from seeking care promptly; financial constraints that may 
inhibit some people, even if insured, from seeking care promptly; and shortcomings in the number, 
location, or capability of EDs in a specified geographic area. 

A significant component of this objective is to reduce the proportion of people whose access to 
emergency services is blocked by their health insurance coverage or payment policies. These policies 
affect access to hospital emergency departments and, in some instances, use of prehospital emergency 
services. ffi.31 Typically, these policies stipulate that unless an enrollee's condition is life threatening, the 
enrollee or the ED must obtain authorization before an ED visit or risk that a claim for services will be 
denied.In some cases, claims for ED visits can be denied retroactively if they are deemed medically 
unnecessary. The rationale for these coverage and payment policies is clear: to manage care and contain 
costs. These policies, however, discourage some enrollees from receiving emergency treatment when and 

h . . d~ w ere It IS warrante . 

Concerns about access barriers have prompted Federal, State, and organizational groups to seek 
assurances that health coverage or payment policies will provide payment when people go to an ED with 
acute symptoms of sufficient severity-including severe pain-such that a prudent layperson could 
reasonably expect that the lack of medical attention could result in serious jeopardy, serious impairment 
to bodily functions, or serious dysfunction of any bodily organ or part. 
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1-11. (Developmental) Increase the proportion of persons who have access to 
rapidly responding prehospital emergency medical services. 

Potential data source: Annual Survey of EMS Operations, International Association of Fire Fighters. 

The outcome of many medical emergencies depends on the prompt availability of appropriately trained 
and properly equipped prehospital emergency medical care providers. In urban areas, this capability is 
defined by an interval of less than 5 minutes from the time an emergency call is placed to arrival on the 
scene for at least 90 percent of first-responder emergency medical services and less than 8 minutes for at 
least 90 percent of transporting EMS. In rural areas, this capability is defined as an interval of less than 
10 minutes from the time an emergency call is placed to arrival on the scene for at least 80 percent of 
EMS responses. 

Assuring a prompt response requires a well-coordinated system of care involving a variety of 
organizations and agencies, some of which are outside the traditional health care arena. The components 
include public awareness of how and whom to call for emergency assistance and public education 
concerning initial lifesaving emergency care procedures to be followed until the arrival of EMS 
providers. They also include access via a 911 or enhanced 911 system or, in rural areas, a uniform 
addressing system that allows emergency responders to locate the person requesting emergency 
assistance quickly; the availability of well-trained and appropriately certified response personnel, who are 
frequently from law enforcement or fire services; transportation (ground, air, or water ambulance); 
medical direction c!nd oversight; and destination hospitals that are well-equipped and appropriately 
staffed. 

1-12. Establish a single toll-free telephone number for access to poison control 
centers on a 24-hour basis throughout the united states. 

Target: 100 percent. 

Baseline: 15 percent of poison control centers shared a single toll-free number in 1999. 

Target setting method: Total coverage. 

Data source: American Association of Poison Control Centers Survey, U.S. poison control centers. 

Poison control centers (PCCs) are staffed on a 24-hour basis by toxicologists and specialists in poison 
information who respond to requests from the general public and health care professionals for immediate 
information and treatment advice about poisonings and toxic exposures. Local or toll-free telephone calls 
to PCC hotline numbers provide primary access to these services. Each year more than 2 million callers 
seek telephone assistance from PCCs throughout the United States.rnm When a caller reports a poisoning 
or toxic exposure, a PCC toxicologist or specialist in poison information assesses the severity of the 
incident, advises the caller about treatment, and makes referrals for further medical attention when 
necessary. PCCs respond to inquiries in languages other than English by using language-translation 
services, interpreters, or bilingual staff members. PCCs manage most incidents by providing telephone 
advice to a caregiver at home, avoiding the need for more costly care at a hospital emergency department 
or another health care facility. 

Linking all PCCs in the United States through a single toll-free telephone number and consolidating 
several kev PCC functions can make contactine PCCs easier and more cost-effective_[G_GJ. [Gll When PCCs 
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are linked through a common telephone number, callers can be routed automatically to the nearest PCC 
based on their area code, telephone exchange number, and ZIP Code. Educational efforts could focus on a 
single easy-to-remember emergency number that permits callers to access PCCs quickly. Incorporating 
all PCCs under the umbrella of a toll-free nationwide telephone number will help ensure access to poison 
control services when and where they are needed. 

1-13. Increase the number of Tribes, States, and the District of Columbia with 
trauma care systems that maximize survival and functional outcomes of 
trauma patients and help prevent injuries from occurring. 

Target: Alf Tribes, States, and the District of Columbia. 

Baseline: 5 States had trauma care systems in 1998. 

Target setting method: Total coverage. (Tribal trauma systems are measured differently because they 
frequently are regional and often are linked to a State EMS.) 

Data sources: State EMS Directors Survey, National Association of State EMS Directors; IHS (Tribal 
data are developmental). 

A trauma care system is an organized and coordinated effort in a defined geographic area to deliver the 
full spectrum of care to injured patients. The main goals of the system are to match the available trauma 
care resources in a community, region, or State with the needs of individual patients and to ensure that 
patients have rapid access to the acute care facility and rehabilitation services they need. In a trauma care 
system, prehospital, acute care, and rehabilitation services are integrated and administered by a public 
agency that provides leadership, coordinates service delivery, establishes minimum standards of care, 
designates trauma centers (which offer 24-hour specialized treatment for the most severely injured 
patients), and fosters ongoing system evaluation and quality improvement. 

Trauma care systems tra.ditionally have focused on preventing adverse outcomes in the event of injury. 
Many trauma care professionals and people in the public health field believe that trauma care systems 
also should contribute to the prevention of injuries.£§.!!1 Trauma care professionals are in a good position to 
provide leadership in injury surveillance, clinical preventive services, and communitywide injury 
prevention programs. Recent Federal initiatives in trauma care have resulted in the design of a model 
system that incorporates public information, education, and prevention of injuries as key features. [59l 

Results of a national survey conducted in 1993 indicated that only 5 States had complete trauma systems, 
but 19 other States and the District of Columbia had at least some trauma system components in place. [IQ] 
A survey of all 50 States and the District of Columbia in 1998 again indicated that only 5 States satisfied 
all trauma care system criteria.[I1] However, results from this survey also showed that 37 other States and 
the District of Columbia had at least some trauma system components in place. 

1-14. Increase the number of States and the District of Columbia that have 
implemented guidelines for prehospital and hospital pediatric care. 

1-14a. Increase the number of States and the District of Columbia that have implemented statewide 
pediatric protocols for online medical direction. 
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Target: All States and the District of Columbia. 

01 Baseline: 18 States had implemented statewide pediatric protocols for online medical direction in 1997. 

0 

Target setting method: Total coverage. 

Data source: Emergency Medical Services for Children Annual Grantees Survey, HRSA. 

Emergency medical service systems try to bring essential prehospital medical treatment to patients as 
quickly as possible. Emergency care of children presents a particular challenge because prehospital 
providers often treat fewer children and have limited pediatric experience and assessment skills. It can be 
more difficult to assess the severity of illness or injury because ch~racteristic changes in vital signs that 
signal deterioration in adults may not occur in children. Important anatomic, physiologic, and 
developmental differences exist between children and adults that affect their responses to medical care 
and their risk of injury and illness. rrn Most EMS systems operate independently of hospitals or other 
facilities and typically have few physicians to ensure appropriateness of care. 

Experienced providers can offer medical direction in two ways, either online or offline. Online direction 
involves direct communication (for example, voice) between EMS medical directors (for example, at 
hospitals) and emergency medical technicians (EMTs) and paramedics to authorize and guide the care of 
patients at the scene and during transport. Offline medical direction includes the development of 
guidelines, protocols, procedures, and policies, as well as planning for, training in, and evaluation of their 
use. 

1-14b. Increase the number of States and the District of Columbia that have adopted and disseminated 
pediatric guidelines that categorize acute care facilities with the equipment, drugs, trained personnel, 
and other resources necessary to provide varying levels of pediatric emergency and critical care. 

Target: All States and the District of Columbia. 

Baseline: 11 States had adopted and disseminated pediatric guidelines that categorize acute care 
facilities with the equipment, drugs, trained personnel, and other resources necessary to provide varying 
levels of pediatric emergency and critical care in 1997. 

Target setting method: Total coverage. 

Data source: Emergency Medical Services for Children Annual Grantees Survey, HRSA. 

Emergency care for life-threatening pediatric illness and injury requires specialized resources, medical 
direction, equipment, drugs, trained personnel, and·properly staffed and equipped hospitals.72 Children, 
however, receive emergency care in a variety of settings-from rural community hospitals to large urban 
medical centers. Hospitals vary in terms of their readiness to treat children's emergencies. If the hospitals 
are properly equipped and staffed, children frequently can receive the care that they need at local 
hospitals, but some children require the advanced care available only at regional specialty centers. 
Categorization is essentially an effort to identify the readiness and capability of a hospital and its staff to 
provide optimal emergency care.lnl Compliance can be vohmtary or assigned by official agencies. 

Long-Term Care and Rehabilitative Services 
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1-15. (Developmental) Increase the proportion of persons with long-term care 
needs who have access to the continuum of long-term care services. 

Potential data sources: National Long-Term Care Survey, Medicare Current Beneficiary Survey, 
HCFA; National Health Interview Survey (NHIS), CDC, NCHS; Medical Expenditure Panel Survey 
(MEPS), AHRQ. 

The long-term care population needs access to a range of services, including nursing home care, home 
health care, adult day care, assisted living, and hospice care.rw Persons with long-term care needs require 
the help of other persons to perform activities of daily living (personal care activities) and instrumental 
activities of daily living (routine needs). Access problems are viewed as a need for specified long-term 
care services that were not received in the past 12 months. 

Long-term care crosses the boundaries of different types of care-from health to social-and intensity of 
services-from periodic home health and homemaker visits to round-the-clock subacute care. Access to 
the full range oflong-term care services continues to be a problem because of financial barriers and the 
limited availability of specific services.11

' [Ifil Although people in the long-term care population and their 
caregivers prefer long-term care to be delivered in the least restrictive environment, limited access and 
limited knowledge about care options can result in a long-term care population that is more dependent 
than necessary. The long-term care services selected cover key services in institutions, in the home, and 
in the community. Access to this range of services in rural areas is often difficult. 

1-16. Reduce the proportion of nursing home residents with a current diagnosis of 
pressure ulcers. 

Target: 8 diagnoses per 1,000 residents. 

Baseline: 16 diagnoses of pressure ulcers per 1,000 nursing home residents were made in 1997. 

Target setting method: Better than the best. 

Data source: National Nursing Home Survey (NNHS), CDC, NCHS. 

Nursing Home Residents, 1997 
Pressure Ulcers 

Diagnoses per 1,000 
TOTAL 16 
Race and ethnicity 

American Indian or Alaska Native DSU 
Asian or Pacific Islander DSU 

Asian DSU 
Native Hawaiian and other Pacific Islander DSU 

Black or African American DSU 
White 14 

Hispanic or Latino DSU 
Not Hispanic or Latino 15 

Black or African American DSU 
White 13 

http:/ /www.healthypeople.gov/document/html/volume 1/01 access.htm 5/20/2009 



0 

0 -

0 

1 Access to Quality Health Services Page27 of38 

Gender 
Female 14 

·Male 20· 

Education level 
Less than high school DNC 

High school graduate DNC 

At least some college DNC 

Geographic location 
Within MSA 17 

Outside MSA 12 

Disability status 
Persons with disabilities 16 

Persons without disabilities DSU 

DNA= Data have not been analyzed. DNC = Data are not collected. DSU = Data are statistically unreliable. MSA = Metropolitan statistical 
area. 

Pressure ulcers in all settings are sufficiently common to warrant concern, particularly as a quality-of
care issue. A significant number of people are at risk for pressure ulcers in nursing homes. Older adults 
are particularly prone to pressure ulcers as a result of decreased mobility, multiple contributing 
diagnoses, loss of muscle mass, and poor nutrition. About 24 percent of the Nation's 1.4 million nursing 
home residents require the assistance of another person to transfer from bed to chair. 

According to studies of the treatment of pressure ulcers, it is difficult to determine the exact extent of the 
problem, including the number of new cases and the number of people who have pressure ulcers. 
Pressure ulcers have long been recognized as a serious quality-of-care problem in both acute care 
facilities and nursing homes. IZfil, rm The prevention of pressure ulcers depends on close observation, 
appropriate nutrition, and effective nursing care. The number of new cases of pressure ulcers could 
indicate the overall quality of care provided to nursing home residents. Evidence-based guidelines have 
been issued on the prevention and treatment of pressure ulcers. llfil 

2. Arthritis, Osteoporosis, and Chronic Back Conditions 
2-2. Activity limitations due to arthritis 
2-3. Personal care limitations 
2-6. Racial differences in total knee replacement 
2-7. Seeing a health care provider 
2-11. Activity limitations due to chronic back conditions 

3. Cancer 
3-10. Provider counseling about cancer prevention 
3-11. Pap tests 
3-12. Colorectal cancer screening 
3-13. Mammograms 

5. Diabetes 
5-1. Diabetes education 
5-4. Diagnosis of diabetes 
5-11. Annual urinary microalbumin measurement 
5-12. Annual glycosylated hemoglobin measurement 
5-13. Annual dilated eye examinations 
5-14. Annual foot examinations 

-----·-·- - - -
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5-16. Aspirin therapy 
6. Disability and Secondary Conditions 

6-7. Congregate care of children and adults with disabilities 
6-10. Accessibility of health and wellness programs 

7. Educational and Community-Based Programs 
7-2. School health education 
7-3. Health-risk behavior information for college and university students 
7-5. Worksite health promotion programs 
7-7. Patient and fa"mily education 
7-8. Satisfaction with patient education 
7-12. Older adult participation in community health promotion activities 

9. Family Planning 
9-1. Intended pregnancy 
9-2. Birth spacing 
9-3. Contraceptive use 
9-5. Emergency contraception 
9-6. Male involvement in pregnancy prevention 
9-10. Pregnancy prevention and sexually transmitted disease (STD) protection 
9-11. Pregnancy prevention education 
9-13. Insurance coverage for contraceptive supplies and services 

11. Health Communication 
11-2. Health literacy 
11-6. Satisfaction with health care providers' communication skills 

12. Heart Disease and Stroke 
12-1. Coronary heart disease (CHO) deaths 
12-15. Blood cholesterol screening 

13.HIV 
13-6. Condom use 
13-8. HIV counseling and education for persons in substance abuse treatment 
13-9. HIV/AIDS, STD, and TB education in State prisons 
13-10. HIV counseling and testing in-State prisons 

14. Immunization and Infectious Diseases 
14-5. Invasive pneumococcal infections 
14-22. Universally recommended vaccination of children aged 19 to 35 months 
14-23. Vaccination coverage for children in day care, kindergarten, and first grade 
14-24. Fully immunized young children and adolescents 
14-25. Providers who measure childhood vaccination coverage levels 
14-26. Children participating in population-based immunization registries 
14-27. Vaccination coverage among adolescents 
14-28. Hepatitis B vaccination among high-risk groups 
14-29. Influenza and pneumococcal vaccination of high-risk adults 

15. Injury and Violence Prevention 
15-7. Nonfatal poisonings 
15-8. Deaths from poisoning 
15-10. Emergency department surveillance systems 
15-12. Emergency department visits 
15-19. Safety belts 
15-20. Child restraints 
15-21. Motorcycle helmet use 
15-23. Bicycle helmet use 
15-24. Bicycle helmet laws 

16. Maternal, Infant, and Child Health 
16-1. Fetal and infant deaths 
16-2. Child deaths 
16-3. Adolescent and young adult deaths 
16-17. Prenatal substance exposure 
16-18. Fetal alcohol syndrome 
16-20. Newborn bloodspot screening 
16-22. Medical homes for children with special health care needs 
16-23. Service systems for children with special health care needs 
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17.Medical Product Safety 
17 -3. Provider review of medications taken by patients a 17 -5. Receipt of oral counseling about medications from prescribers and dispensers 

8. Mental Health and Mental Disorders 
18-6. Primary care screening and assessment 
18-7. Treatment for children with mental health problems 
18-8. Juvenile justice facility screening 
18-9. Treatment for adults with mental disorders 
18-10. Treatment for co-occurring disorders 
18-11. Adult jail diversion programs 
18-12. State tracking of consumer satisfaction 
18-13. State plans addressing cultural competence 
18-14. State plans addressing elderly persons 

19. Nutrition and Overweight 
19-1. Healthy weight in adults 
19-2. Obesity in adults 
19-3. Overweight or obesity in children and adolescents 
19-4. Growth retardation in children 
19-17. Nutrition counseling for medical conditions 
19-18. Food security 

21. Oral Health 
21-7.. Annual examinations for oral and pharyngeal cancers 
21-10. Use of oral health care system 
21-11. Use of oral health care system by residents in long-term care facilities 
21-13. School-based health centers with oral health component 
21-14. Health centers with oral health service components 
21-15. Referral for cleft lip or palate 
21-16. Oral and craniofacial State-based surveillance system 
21-17. Tribal, State, and local dental programs 

~~2. Physical Activity and Fitness 
V 22-12. School physical activity facilities 

22-13. Worksite physical activity and fitness 
22-14. Community walking 
22-15. Community bicycling 

23. Public Health Infrastructure 
23:..1. Public health employee access to the Internet 
23-2. Public access to information and surveillance data 
23-3. Use of geocoding in health data systems 
23-8. Competencies for public health workers 
23-9. Training in essential public health services 
23-10. Continuing education and training by public health agencies 
23-12. Health improvement plans 
23-13. Access to public health laboratory services 
23-14. Access to epidemiology services 

24. Respiratory Diseases 
24-6. Patient education 
24-7. Appropriate asthma care 
24-11. Medical evaluation and followup 

25. Sexually Transmitted Diseases 
25-11. Responsible adolescent sexual behavior 
25-13. Hepatitis B vaccine services in STD clinics 
25-14. Screening in youth detention facilities and jails 
25-15. Contracts to treat nonplan partners of STD patients 
25-16. Annual screening for genital chlamydia 
25-17. Screening of pregnant women 

0 
25-18. Compliance with recognized STD treatment standards 
25-19. Provider referral services for sex partners 

26. Substance Abuse 
26-18. Treatment gap for illicit drugs 
26-20. Treatment of injection drug use 
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26-21. Treatment gap for problem alcohol use 
26-22. Hospital emergency department referrals 

27. Tobacco Use 
27-5. Smoking cessation by adults 
27-7. Smoking cessation by adolescents 
27-8. Insurance coverage of cessation treatment 

28. Vision and Hearing 
28-1. Dilated eye examinations 
28-2. Vision screening for children 
28-10. Vision rehabilitation services and devices 
28-11. Newborn hearing screening, evaluation, and intervention 
28-13. Rehabilitation for hearing impairment 
28-14. Hearing examination 
28-15. Evaluation and treatment referrals 

Terminology 

(A listing of abbreviations and acronyms used in this publication appears in Appendix H.) 

Page 30 of 38 

Access: According to the Institute of Medicine, "The timely use of personal health services to achieve the best 

possible health outcomes. •IZfil This definition includes both the use and effectiveness of health services. The 
concept of access also encompasses physical accessibility of facilities. 

Activities of daily living (ADL): Personal care activities, such as bathing, dressing, eating, and getting around 
(with special equipment, if needed) inside the home. 

Acute care facility: A health facility that provides care on a short-term basis. Included are community hospitals 
with an average length of stay of less than 30 days for all patients. 

Ambulatory care: Health care that does not require the patient to stay in a hospital or other facility, such as care 
provided on an outpatient basis. 

Ambulatory-care-sensitive conditions: Conditions resulting in hospitalization that could potentially have been 
prevented if the person had improved access to high-quality primary care services outside the hospital setting. 

Asymptomatic: Without symptoms. This term may apply either to healthy persons or to persons with preclinical 
(prior to clinical diagnosis) disease in whom symptoms are not yet apparent. 

Clinical care: The provision of health care services to individual patients by trained health care professionals. 

Clinical preventive services (CPS): Common screening tests, immunizations, risk assessment, counseling about 
health risk behaviors, and other preventive services routinely delivered in the clinical setting for the primary 
prevention of disease or for the early detection of disease in persons with no symptoms of illness. 

Continuum of care: The array of health services and care settings that address health promotion, disease 
prevention, and the diagnosis, treatment, management, and rehabilitation of disease, injury, and disability. Included 
are primary care and specialized clinical services provided in community and primary care settings, hospitals, 
trauma centers, and rehabilitation and lo~g-term care facilities. 

Core competencies: A defined set of skills and knowledge considered necessary in the educational curricula for 
training health care providers. Examples of core competencies include skills in prevention education; skills in using 
sources of health data to identify what clinical preventive services should be delivered to the individual patient 
based on that person's age, gender, and risk factor status; an understanding of the U.S. public health system (local 
and State health departments) and its role in monitoring and maintaining the health of the community; and skills to 
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evaluate and translate medical and scientific research reports into clinical practice. 

Emergency services: Health care services that are or appear to be needed immediately because of injury or 
sudden illness that threatens serious impairment of any bodily function or serious dysfunction of any bodily part or 

organ.18 

Functional assessment: A health care provider's review of a patient for the ability to perform activities of daily 
living (personal care activities) and instrumental activities (routine needs) of daily living. (See also Persons with 
long-term care needs.) 

Health insurance: Any type of third party payment, reimbursement, or financial coverage for an agreed-upon set 
of health care services. Includes private insurance obtained through employment or purchased directly by the 
consumer, or health insurance provided through publicly funded programs, including Medicare, Medicaid, 
CHAMPUS/CHAMPVA, or other public hospital or physician programs. 

Health intervention: Any measure taken to improve or promote health or to prevent, diagnose, treat, or manage 
disease, injury, or disability. 

Health outcomes: The results or consequences of a process of care. Health outcomes may include satisfaction 
with care as well as the use of health care resources. Included are clinical outcomes, such as changes in health 
status and changes in the length and quality of life as a result of detecting or treating disease. 

Instrumental activities for daily living: Routine activities, such as everyday household chores, shopping, or 
getting around for other purposes, that enable a person to live independently in the community. 

Long-term care (LTC): A broad range of health and social services delivered in institutions, in the community, and 
at home. Long-term care services include institutional services, such as those delivered in nursing homes, 
rehabilitation hospitals, subacute care facilities, hospice facilities, and assisted living facilities; services delivered in 
the home, such as home health and personal care, hospice, homemaker, and meals; ·and community-based 
services, such as adult day care, social services, congregate meals, transportation and escort services, legal 

protective services, and counseling for clients as well as their caregivers.10 

Managed care: According to the Institute of Medicine, "a set of techniques used by or on behalf of purchasers of 
health care benefits to manage health care costs by influencing patient care decisionmaking through case-by-case 

assessments of the appropriateness of care prior to its provision."Ifil!J 

Patient barriers: Any mental, physical, or psychosocial condition that prevents an individual from accessing 
needed health care. Examples include attitudes or biases, mental disorders or illnesses, behavioral disorders, 
physical limitations, cultural or linguistic factors, sexual orientation, and financial constraints. 

Persons with long-term care needs: Persons who need the help of other persons to perform activities of daily 
living (personal care activities) and instrumental activities of daily living (routine needs). 

Primary care: According to the Institute of Medicine, "The provision of integrated, accessible health care services 
by clinicians who are accountable for addressing a large majority of personal health care needs, developing a 

sustained partnership with patients, and practicing in the context of family and community_.,[BJ 

Primary care provider: A physician who specializes in general and family practice, general internal medicine, or 
general pediatrics, or a nonphysician health care provider, such as a nurse practitioner, physician assistant, or 
certified nurse midwife. 

Primary prevention: Health care services, medical tests, counseling, and health education and other actions 
designed to prevent the onset of a targeted condition. Routine immunization of healthy individuals is an example of 

primary prevention. 1 
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Provider barriers: Any mental, physical, psychosocial, or environmental condition that prevents or discourages 

0 
health care prov.iders from offering preventive services. Examples of provider barriers include a poor practice 

) environment, lack of knowledge, and lack of efficacy studies. 

0 . 

Quality: According to the Institute of Medicine, "The degree to which health services for individuals and 
populations increase the likelihood of desired health outcomes and are consistent with current professional 

knowledge.''79 Simply stated, it is doing the right thing, for the right patient, at the right time, with the right outcome. 

ReJ:tabilitative services: Services to restore specific skills, including overall physical mobility and functional 
abilities. 

Secondary prevention: Measures such as health care services designed to identify or treat individuals who have 
a disease or risk factors for a disease but who are not yet experiencing symptoms of the disease. Pap tests and 

high blood pressure screening are examples of secondary prevention.1 

System barriers: Conditions within a health care system that prevent people from accessing needed services or 
prevent health care providers from delivering those services. System barriers include physical, cultural, linguistic, 
and financial barriers as well as the availability of health care facilities or providers with special skills, such as eye, 
ear, nose, and throat specialists. 

Tertiary prevention: Preventive health care measures or services that are part of the treatment and management 
of persons with clinical illnesses. Examples of tertiary prevention include cholesterol reduction in patients with 

coronary heart disease and insulin therapy to prevent complications of diabetes.1 

Usual source of care: A particular doctor's office, clinic, health center, or other health care facility to which an 
individual usually would go to obtain health care services. Having a usual source of care is associated with 
improved access to preventive services and followup care. 

Vulnerable and at-risk populations: High-risk groups of people who have multiple health and social needs. 
Examples include pregnant women, people with human immunodeficiency virus infection, substance abusers, 
migrant farm workers, homeless people, poor people, infants and children, elderly people, people with disabilities, 
people with mental illness or mental health problems or disorders, and people from certain ethnic or racial groups 
who. do not have the same access to quality health care services as other populations. 

References 

£11 U.S. Preventive Services Task Force. Guide to Clinical Preventive Services. 2nd ed. 
Washington, DC: U.S. Department of Health and Human Services (HHS), 1995. 

ru Thompson, R.S.; Taplin, S.H.; McAfee, T.A.; et al. Primary and secondary prevention 
services in clinical practice. Twenty years' experience in development, implementation, and 
evaluation. Journal of the American Medical Association 273:1130-1135, 1995. Pµ_b_M~tj; PMID 
7707602 

rn Solberg, L.I.; Kottke, T.E.; Brake, M.L.; et al. The case of the missing clinical preventive 
services systems. Effective Clinical Practice 1(1):33-38, 1998. P!,!Q_M_~_g_; P.M!Q. 1_Q~4~25.8 

l4l Partnership for Prevention. Results From the William M. Mercer Survey of Employer 
Sponsored Health Plans. Washington, DC: the Partnership, 1999 . 

htto :/ /www.healthypeople.gov/ document/html/volume 1/01 access.htm 5/20/2009 



0 I 

0 -

1 Access to Quality Health Services Page 33 of 38 

ffil American College of Preventive Medicine. 1998 National Prevention in Primary Care Study. 
Washington, DC: the College, 1998. 

Ifil HHS. Clinician's Handbook of Preventive SeNices. 2nd ed. Washington, DC: HHS, 1998. 

m National Committee for Quality Assurance (NCQA). The .State of Managed Care Quality. 
Washington, DC: NCQA, 1999. 

Ifil Institute of Medicine (IOM). Donaldson, M.S.; Yordy, K.D.; Lohr, K.N., eds. Primary Care In: 
America's Health in a New Era. Washington, DC: National Academy Press, 1996. 

Cfil Josiah Macy, Jr. Foundation. The role of emergency medicine in the future of American 
medical care: Summary of the conference. Annals of Emergency Medicine 25:230-233, 1995. 
PubMed; PMID ?832352 

t1QJ Kane, R.A., and Kane, R.L. Long Term Care: Principles, Programs, and Policies. New York, 
NY: Springer, 1987. 

£ill Wiener, J.M.; lllston, L.H.; and Hanley, R.J. Sharing the Burden: Strategies for Public and 
Private Long Term Care Insurance. Washington, DC: The Brookings Institution, 1994. 

C12J National Center for Health Statistics (NCHS). National Health lnteNiew SuNey. Hyattsville, 
MD: NCHS, unpublished data. 

l1fil U.S. Bureau of the Census. Current Population Survey. Washington, DC: the Bureau, 1999. 

Ml Benson, V., and Marano, M.A. Current estimates from the National Health Interview Survey, 
1995. Vital and Health Statistics 10(199), 1998. PubMed; PMID 991.:477:-3 

C1fil Weinick, R.M.; Zuvekas, S.H.; and Drilea, S.K. Access to Health Care-Sources and 
Barriers, 1996. MEPS Research Findings No. 3. AHCPR Pub. No. 98-0001. Rockville, MD: 
Agency for Health Care Policy and Research (AHCPR), 1997. 

ml NCQA. Health Plan Employer Data and Information Set (HEDIS 3.0). Washington, DC: 
NCQA, 1997. 

rm President's Advisory Commission on Consumer Protection and Quality in the Health Care 
Industry. Quality First: Better Health Care for All Americans: Final Report to the President of the 
United States. Washington, DC: U.S. Government Printing Office, 1998. 

f1fil President's Advisory Commission on Consumer Protection and Quality in the Health Care 
Industry. Consumer Bill of Rights and Responsibilities-Report to the President. Washington, 
DC: the Commission, 1997. 

tlfil Kohn, L.; Corrigan, J.; and Donaldson, M., eds. Committee on Quality of Health Care in 
America. To Err Is Human: Building a Safer Health System. Washington, DC: IOM, 1999. 

htto://www.healthvoeople.gov/document/htm1/volume 1/01 access.htm 5/20/2009 



0 

0 , 

0 -

I Access to Quality Health Services Page 34 of 38 

Cl!!l Agency for Healthcare Research and Quality (AHRQ). Unpublished tabulations of Medical 
Expenditure Panel Survey (MEPS) data, 1996. 

Cill Bierman, A.S.; Magari, E.S.; Splaine, M.; et al. Journal of Ambulatory Care Management 21 
(3):17-26, 1998. PubMed; PMID 10181843 

rrn Truman, 8.1.; Smith-Akin, C.K.; Hinman, A.R.; et al. Developing the Guide to Community 
Preventive Services-Overview and rationale. American Journal of Preventive Medicine 18 
(2):18-26, 2000. PubMed; PMID 10806976 

ml Centers for Disease Control and Prevention (CDC). Vaccine-preventable diseases: 
Improving vaccination coverage in children, adolescents, and adults. A report on 
recommendations of the Task Force on Community Preventive Services. Morbidity and 
Mortality Weekly Report48(No. RR-8):1-16, 1999. PubMed: PMID 10428099 

~ National Health Se.rvice, Center for Reviews and Dissemination. Getting evidence into 
practice. Effective Health Care. 5(1 ), 1999. 

rafil CDC. Health insurance coverage and receipt of preventive health services-United States, 
1993. Morbidity and Mortality Weekly Report44:219-225, 1995. PubMed~ PMID_7885314 

ruI Weissman, J.S., and Epstein, A.M. The insurance gap: Does it make a difference? Annual 
Review of Public Health 14:243-270, 1993. PubMed: PMID 8323589 

rm U.S. General Accounting Office (GAO). Health Insurance: Coverage Leads to Increased 
Health Care Access for Children. GAO/HEHS-98-14. Washington, DC: GAO, 1998. 

ram Reinhardt, U.E. Coverage and access in health care reform. New England Journal of 
Medicine 330:1452-1453, 1994. PubMed; PMID 8159203 

Wl Currie, J., and Gruber, J. Health insurance eligibility, utilization of medical care, and child 
health. Quarterly Journal of Economics 111 (2):431-466, 1996. 

mn Hafner-Eaton, C. Physician utilization disparities between the uninsured and insured: 
Comparisons of the chronically ill, acutely ill, and well nonelderly populations. Journal of the 
American Medical Association 269:787-792, 1993. PubMed; PMJD 8423663 

rill Health Insurance Association of America. Research Bulletin: A Profile of Employer
Sponsored Group Health Insurance. Washington, DC: the Association, 1989. 

mi Davis, K.: Bialek, R.: Parkinson, M.; et al. Paying for preventive care: Moving the debate 
forward. American Journal of Preventive Medicine. 64(Suppl.):7-30, 1990. PubMed; PMIP 
2242287 

mJ Faust, H.S. Strategies for obtaining preventive services reimbursement. American Journal of 
Preventive Medicine 64(Suppl.):1-5, 1990. PubMed; PMID 2242286 

~ Faulkner, L.A., and Schauffler, H.H. The effect of health insurance coverage on the 

http://www.healthypeople.gov/document/html/volume 1/0 I access.htm 5/20/2009 



Q I 

0 

1 Access to Quality Health Services Page 35 of 38 

appropriate use of recommended clinical preventive services. American Journal of Preventive 
Medicine 13(6):453-458, 1997. PubMed; PMID 9415792 

rm Tengs, T.O.; Adams, M.E.; Pliskin, J.S.; et al. Five-hundred life-saving interventions and 
their cost-effectiveness. Risk Analysis 15:369-390, 1995. PubMed: PMID 7604170 

ram Cromwell, J.: Bartosch, W.J.: Fiore, M.C.: et al. Cost-effectiveness of the clinical practice 
recommendations in the AHCPR guideline for smoking cessation. Journal of the American 
Medical Association 278:1759-1766, 1997. PubMed: PMID 9388153 

. 
rm McGinnis, J.M., and Foege, W.H. Actual causes of death in the United States. Journal of the 
American Medical Association 270:2207-2212, 1993. PubMed; PMID 8411g_Q5 

ml Taira, D.A.; Safran, D.G.; Seto, T.B.: et al. The relationship between patient income and 
physician discussion of health risk behaviors. Journal of the American Medical Association 
278:1412-1417, 1997. PubMed: PMID 9355999 

ml Fiore, M.C.; Bailey, W.C.; Cohen, S.J.; et al. Smoking Cessation. Clinical Practice Guideline 
No. 18. AHCPR Pub. No. 96-0692. Rockville, MD: HHS, AHCPR, 1996. 

I4.!ll HHS. Physical Activity and Health: A Report of the Surgeon General. Atlanta, GA: HHS, 
CDC, National Center for Chronic Disease Prevention and Health Promotion, 1996. 

£ill Kamb, M.L.; Fishbein, M.: Douglas, J.M.; et al. Efficiency of risk reduction counseling to 
prevent human immunodeficiency virus and sexually transmitted diseases. Journal of the 
American Medical Association 280: 1161-1167, 1998. PubMect. PM ID 97778·16 

rm Moy, E.; Bartman, B.A.: and Weir, M.R. Access to hypertensive care: Effects of income, 
insurance, and source of care. Archives of Internal Medicine 155( 14): 1497 -1502, 1995. 
PubMed: PMID 7605151 

~ 1 Ettner, S.L. The timing of preventive services for women and children: The effect of having a 
usual source of care. American Journal of Public Health 86:1748-1754, 1996. pyp.M_~d; PJ\/110 
9003132 

r4Af Starfield, B. Primary Care: Balancing Health Needs, Services and Technology. New York, 
NY: Oxford University Press, 1998. 

l4fil Forrest, C.B., and Starfield, B. Entry into primary care and continuity: The affects of access. 
American Journal of Public Health 88:1334, 1998. PubMeg;_.PMID.9736872 

C4fil Forrest, C.B., and Starfield, B. The effect of first-contact care with primary care clinicians on 
ambulatory health care expenditures. Journal of Family Practice 43:40-48, 1996. PIJPMed; 
PMID 8691179 

Q cm Berk, M.L.; Schur, C.L.; and Cantor, J.C. Ability to obtain health care: Recent estimates from 
the Robert Wood Johnson Foundation National Access to Care Survey. Health Affairs 14 
(3):139-146, 1995. PubMed; PMID 7498887 

htto ://www.healthypeople.gov/ document/html/volume 1/01 access.htm 5/20/2009 



0 

I Access to Quality Health Services Page 36 of 38 

C4fil Wallace, R.B.; Wiese, W.H.; Lawrence, R.S.; et al. Inventory of knowledge and skills relating 
to disease prevention and health promotion. American Journal of Preventive Medicine 6:51-56, 
1990. PubMed: PMID 2340191 

Wll Report on the population health perspective panel. Academic Medicine 74:138-141, 1999. 
PubMed: PMID 10808991 

mm Wallace, R.B .. ; Wiese, W.H.; Lawrence, R.S.; et al. Inventory of knowledge and skills relating 
to disease prevention and health promotion. American Journal of Preventive Medicine 6:51-56, 
1990. PubMed; PMID 2340191 

£ill Komaromy, M.; Grumbach, K.; Drake, M.; et al. The role of black and Hispanic physicians in 
providing health care for underserved populations. New England Journal- of Medicine 334: 1305-
1310, 1996. PubMed; PMID 8609949 

rm Cooper-Patrick, L.; Gallo, J.; Gonzales, J.; et al. Race, gender, and partnership in the 
patient-physician relationship. Journal of the American Medical Association 282:583-589, 1999. 
PubMed: PMID 10450723 

mm Goodman, D.C.; Stukel, T.A: and Chang, C.H. Trends in pediatric asthma hospitalization 
rates: Regional and socioeconomic differences. Pediatrics 101:208-213, 1998. PubMect..PMID 
9445493 

IM1 Pappas, G.; Hadden, W.C.; Kozak, L.J.; et al. Potentially avoidable hospitalizations: 
Inequalities in rates between U.S. socioeconomic groups. American Journal of Public Health 
87:811-816, 1997. PubMed; PMID 9184511 

ffifil Carillo, J.E.; Green, AR.; and Betancourt, J.R. Crosscultural primary care: A patient-based 
approach. Annals of Internal Medicine 130(1):829-834, 1999. PubMed; PMID 1036637~ 

r@J Billings, J.; Anderson, G.M.; and Newman, LS .. Recent findings on preventable 
hospitalizations. Health Affairs 15(3):239-249, 1996. PubMed; PMID 8854530 

rm Billings, J.; Zeitel, L.; Lukomnik, J.; et al. Impact of socioeconomic status on hospital use in 
New York City. Health Affairs 12(1):162-173, 1993. PubMed; PMID 8509018 

~ Bindman, AB.; Grumbach, K.; Osmond, D.; et al. Preventable hospitalizations and access to 
health care. Journal of the American Medical Association 274(4):305-311, 1995. p_µ_bM~tj; PMIP 
7609259 

cm Weissman, J.S.; Gatsonis, C.; and Epstein, AM. Rates of avoidable hospitalization by 
insurance status in Massachusetts and Maryland. Journal of the American Medical Association 
268(17):2388-2394, 1992. PubMed; PMID 1404795 

r~ AHRQ. Hospital Cost and Utilization Project (HCUP), State Inpatient Database (SID). 
Unpublished data, 1996. 

N11 Institute of Medicine (IOM). In: Millman, M., ed. Access to Health Care in America. 

httn://www.healthvoeoole.£ov/document/html/volume 1 /0 I access.htm 5/20/2009 



1 Access to Quality Health Services Page 37 of 38 

Washington, DC: National Academy Press, 1993. 

O, cm Dane, L.A. The Emergency Medical Treatment and Active Labor Act: The anomalous right to 
health care. Health Matrix 8:3-28, 1998. PubMed: PMID 10179282 

rm Young, C.J. Emergency! Says who?: Analysis of the legal issues concerning managed care 
and emergency medical services. Journal of Contemporary Health Law and Policy 13:553-579, 
1997. PubMed: PMID 9212530 

~ Young, G.P., and Lowe, R.A. Adverse outcomes of managed care gatekeeping. Academic 
Emergency Medicine 4:1129-1136, 1997. PubMed: PMID 9408428 

mfil Litovitz, T.L.; Klein-Schwartz, W.; Caravati, E.M.; et al. Annual report of the American 
Association of Poison Control Centers: Toxic Exposure Surveillance System. American Journal 
of Emergency Medicine 17:435-487, 1999. PubMed: PMID 10496515 

mm Zuvekas, A.; Nolan, LS.: Azzouzi, A.; et al. An Analysis of Potential Economies of Scale in 
Poison Control Centers: Final Report. Washington, DC: Center for Health Policy Research, 
Georgetown University Medical Center, 1997. 

£§LI Poison Control Center Advisory Work Group. Final Report. Atlanta, GA, and Rockville, MD: 
National Center for Injury Prevention and Control, CDC, and Maternal and Child Health Bureau, 
Health Resources and Services Administration (HRSA), 1997. 

mm IOM, Committee on Injury Prevention and Control. In: Bonnie, R.J.; Fulco, C.E.; and 
Liverman, C.T., eds. Reducing the Burden of Injury: Advancing Treatment and Prevention. 
Washington, DC: National Academy Press, 1999. 

ffifil HRSA. Model Trauma Care System Plan. Rockville, MD: HRSA, Division of Trauma and 
Emergency Medical Systems, 1992. 

I:Ifil Bazzoli, G.J.; Madura, K.J.; Cooper, G.F.: et al. Progress in the development of trauma 
systems in the United States: Results of a national survey. Journal of the American Medical 
·Association 273:395-401, 1995. PubMed: PMID 7823385 

ITil Bass, R.R.; Gainer, P.S.: and Carlini, A.R. Update on trauma system development in the 
United States. Journal of Trauma 47(Suppl. 3):515-521, 1999. PubMed;_ PMID 10496605 

flll IOM, Committee on Pediatric Emergency Medical Services. In: Durch, J.S., and Lohr, K.N., 
eds. Emergency Medical Services for Children. Washington, DC: National Academy Press, 
1993. 

rrn American Academy of Pediatrics. Guidelines for pediatric emergency care facilities. 
Pediatrics 96:526-537, 1995. PubMed; PMID 7651792 

Q [Ml Havens, B., and Beland, F., eds. Long-term care in five countries. Canadian Journal on 
Aging 15(Suppl. 1):1-102, 1996. 

http:/ /www.healthypeople.gov/document/html/volume I /01 access.htm 5/20/2009 



0 ) 
' 

0 , 

1 Access to Quality Health Services Page 38 of38 

ruJ Estes, C.L., and Swann, J.H. The Long Term Care Crisis. Newbury Park, CA: Sage 
Publications, 1993. 

IZfil Spector, W., and Fortinsky, W. Pressure ulcer prevalence in Ohio nursing homes. Journal of 
Aging and Health 10(1):62-80, 1998. PubMed: PMID 10182418 

[Z1J Spector, W. Correlates of pressure sores in nursing homes: Evidence from the National 
Medical Expenditure Survey. Journal of Investigative Dermatology 102(6):425-455, 1994. 
PubMed: PMID 8006435 

I?.fil The Pressure Ulcer Guideline Panel. Treating Pressure Ulcers: Guideline Technical Report. 
No. 15, Vols. 1 and 2. AHCPR Pub. No. 96-N014. Rockville, MD: AHCPR, 1996. 

£Ifil IOM. Medicare: A Strategy for Quality Assurance. Vol. 1. Lohr, K.N., ed. Washington, DC: 
National Academy Press, 1998. 

l!HJJ Halverson, P.K.; Kaluzny, A.O.; Mclaughin, C.P.; et al., eds. Manf;J.ged Care and Public 
Health. Gaithersburg, MD: Aspen Publishers, Inc., 1998. 

Go to Healthy People 2010 Volume I Table of Contents 

Go to main Table of Contents 

httn://www.healthvoeoole.gov/document/html/volume 1/01 access.htm 5/20/2009 



0 , 
' 

0· 

0 

NEW INITIATIVE AIMS TO CURTAIL HEALTH DISPARITIES BY 
ADDRESSING ROOT CAUSES OF HEALTH PROBLEMS 

By Dr. Gail Christopher 

The Joint Center Health Policy Institute (HPI) has launched a new Initiative, Place Matters: 
Addressing the Root Causes of Health Disparities, a targeted benchmarking and accountability 
system that will document progress and accelerate efforts to eliminate health disparities in places 
where it is needed most. 

For too long, Native Americans, Hispanics and African Americans have died needlessly because 
of poor nutrition, lack of health services and other social conditions and habits that have 
contributed to minorities suffering disproportionately from a number of diseases ranging from 
cancer to high blood pressure, diabetes and heart disease. 

Our initiative will reduce health disparities by addressing the complex underlying causes of 
. health disparities and disseminating strategies to help ameliorate these root causes. Researchers 

have determined that altering social determinants impacting individual wellbeing can modify 
health patterns, illness and health disparities. But any systematic and researched-based 
translation of this knowledge into policy and practice has been limited, particularly at the local 
level. 

Until now. 

The Place Matters initiative changes that trend. Simply put, we believe that by addressing the 
underlying causes of health disparities, we can make people healthier. 

Already, the initiative has reached out to partner with the National Association of Counties, 
International City/County Management Association, and National Association of County and 
City Health Officials. Working with state and local public officials, administrators and 
community leaders, we use data from the I 00 counties across the country with the highest 
concentration of minorities to prompt new policies and programs aimed at reducing disparities. 
More importantly, we will benchmark our progress, keeping records of what projects have the 
best results so we can repeat their success in other communities. 

Clearly, our initiative has been launched at a time when America needs it. Our nation has just 
witnessed the type of human suffering, and race and class divisions that Americans had long 
forgotten, or thought only existed today on some other shores. In the aftermath of Hurricanes 
Katrina and Rita, we saw what it is like to be poor and forgotten in America. Thousands of 
Black men, women and children were herded into the New Orleans Superdome, a chaotic shelter 
without enough food and water. Elderly patients were deserted and left to die in a nursing home. 
The travesties went on and on. 

These same people have been preyed up for years in less explicit ways. After the killer 
hurricanes, their pain and suffering was transparent. But for decades their families, neighbors and 
colleagues have been the victims in the statistics that show: 

• African American men have the highest overall rate for cancer deaths. They are one and a 
halftimes more likely to get the disease- and twice as likely to die from it as Whites. 



01 

0 

• The rate of high blood pressure among African Americans in the United States is the 
highest in the world. Studies by the Center for Disease Control and Prevention have 
found that 36.4% of Black men ages 20 and older have high blood pressure, compared to 
25.6% of White men. 

• An estimated 2.3 million African Americans have diabetes, with Black men twice as 
likely to have diabetes as Whites of the same age. Mortality rates for African Americans 
with diabetes are 27% higher than Whites with the disease. 

• The mortality rate for African American men ages 35 to 44 with coronary heart disease is 
82.6%, ~ompared to 38.8% for Whites of the same age. 

Our goal is for the PLACE MATTERS initiative to tum the tide. We want this project to symbolize 
that the public and private sectors can work together and save lives. When we launched the 
iniJiative in September, Sen. John Kerry (D-Ma.) attended the announcement and talked frankly 
about America's healthcare services for the poor. "The truth," he said, "is that, as a result of 
Katrina, many children went to shelters where they got vaccinations for the first time. Thousands 
of adults are seeing a doctor for the first time in years. Illnesses lingering long before Katrina will 
be treated by a health care system that just weeks ago was indifferent. We have to act now to be 
sure it won't soon be indifferent again. We must demand something simple and humane: health 
care for every American - not just when a disaster strikes, but every day of the year." 

What's clear is that barriers, such as concentrated poverty, unemployment and inadequate 
educational, housing and transportation resources contribute to health disparities for minorities 
and low-income residents across the country. These conditions must be addressed, ifreal 
progress on health disparities is to be made. 

Place Matters is a new beginning. It can demonstrate to the world that America can overcome 
race and class divisions, and that the victims of Katrina did not die in vain - they sparked a new 
commitment to saving lives and building healthy communities. 

(Dr. Gail Christopher is Vice President for Health, Women and Families at the Joint Center for 
Political and Economic Studies, and director of the Joint Center Health Policy Institute.) 
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'flospitals Show ,·rhat Quality of Heart Care 
Can Be I1nproved. -- And Disparities Reduced. 
In Relatively Short Ti1neframe 
Percentage of patients receiving all recommended 
care for heart failure Improves 37 percent over 
two years 

The United States spends twice as much money per person 

on health care than anywhere on earth, but the U.S. 

ranks 18th worldwide in average life expectancy- behind 

Australia, Canada, France, Japan and others. Given that 

America spends so much more money on health care, one 

would hope that Americans have better health outcomes 

than anyone else, so why the gap? 

Most experts say that the answer lies in the quality of care 

Americans receive. Unfortunately, more care doesn't always 

mean better care or the right care. Americans receive a 

lot of health care treatments, but far too often, they are 

not the treatments that are proven to be most effective 

for the most people when applied at the right time, 

withoutmio 

Although the quality of health care is poor for many 

Americans, certain racial and ethnic groups continually 

experience worse quality care than white patients. While 

quality sometimes differs depending on the patient's 

geographic location, education level or health insurance 

status, repeated research has shown that African Americans 

and Hispanics consistently receive a lower quality of care 

than their white counterparts, even when all demographic 

and socioeconomic factors are equal. 

It's also proven that disparities in care don't stop once 

patients leave the hospital. Data suggest that gaps in health 

status emerge after patients of different racial and ethnic 

groups arc discharged. Clearly, there is much to be done to 

improve the quality of care that minorities receive in and 

out of the hospital. 
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PAlltICIPATING HOSPITAL I ACCOMPUSl-lMENTS .,.,, ;.i ~ 

Dd Sol Mr,liml Ccnrn1, El Paso, Texas 
0 336-lied communily f1osri ial 
" M:Hn!Je1 ul the HCA Hr;;;p ta! f.' vmoratIon 
.. Pallerit population is n, p:,rc1ir: 1 Hispanic 
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• Heart attack patients who received all the indicated care they were eligible to receive (Measure of Ideal Care) 
increased.from 17 percent to 89 percent over two years 

• HF patients who received all indicated care they were eligible to receive (Measure of Ideal Care) increased 
from 15 percent to 94 percent over two years 

·-. -----·------------------- ------·--·--. -- . -·--. --- ------··---------·----·--· ----------------------------. ··----- ····---- -- -·--· ! ·-.................................................................................................................................................. ··········· ·-·· 

Ddu Regional Mc<lk;il ( t•mc-r, Greenville, Mississippi i • Maintained 100 percent compliance throughout the project for providing patients with the appropriate 
• .:198-tJed, county-r;wntid ':!13f'ilitl ~t)I v1ng fivt1 Ct11.111tiei., wi,M1 lite Mii;;i1ssipp Ooiia i medicines used to treat HF 
0 Por.mlB!ion smvcd llus a h1i1h i;1e•1alcnce ol heart disease l • Established a health ministry network among local minority churches to provide cardiac education 
" Over two-thir/J5 c,t ill0 areas r,-J;;i!Jl1nls arl' Airman Amunr;ai' l and support.for chronically ill patients through trained local parishioners 

Duke l lniveKsity HospllJ.l, Durham, North Carolina / • Maintained AMI and HF core measures at or above state and national averages throughout the project 
" 811-bed, not-tor-profit !r1:ip:1al dnd the flagship hospital fi)r ih.J Duke University Heallh Sys.iilP1 ! • Created a HF consultative clinic to improve access to outpatient specialty care for disadvantaged patients 

:.rn acal1erruG rnet1ir;:,I t'.''lte1 ! through a partnership with a community federally qualified health center 
.. Smves Durham G,iuntv. v,he c ,1lmost hali GI the rcsidimts arfl r,ither J\irican Ame1 ican i 

(,10 pe1c1ml) or L;ilmo ·18 fH,l~f•rill ! 
• •-•• ........................... .,.,,..,.,.,,.,.., .. ,. .... ,.,.., • .,.,., ................. ••••• ........................................................................................... .,.,,.,.,.,. ... .,.,.., .. ,..,,.,.I ,.,.,. .. ,. ................................... ,.,.,.,. ................... ,.,. .. ,. ................. .,,. .. ., ........ L •• .,.,,.,. ................ ,. .................................................................. ., ... .,,.,.,..,,. """'""""""""'"""" '"""'""'""'""'"••••• 

Memorial Hc;ild1care !)rm•m, Hollywood, Florida i • Increased the HF Measure of Ideal Care from 72 percent to 97 percent between the fourth quarter 
" M1:morial Be(JitJn,11 Ho~i••t,;I 1s ihv l!mJship. G~JO-hcrJ hrJ1,pili!I ol a public, noHur-rir<Jfil, !1:!dltl1c.iru i of 2005 and December of 2007 

system aod horne lD lh•: -;Jl.:ir,~ G::11diac and Vascular lnsfitutr: i • Increased time to Percutaneous Coronary Intervention from 67 percent to 95 percent between the fourth 
• Se1ws s<Jul11 Broward C1,1nly wl1tire. half of tho m!la·s population 016113,000 is (Jither ! quarter of 2005 and December of 2007 

black o; Hispanic l • Designed and implemented a cardiac care disease management transition program for the medical 
l management of uninsured/underinsured patients with AMI and HF ...................................................................................................... .. .. .. .......................... .......................... .... ........... .... .. . .. .... ...... .. .... .. .. .. .... ..... .. .. 

MourdiMc Mcdkal Center Bronx, New York i • Smoking cessation counseling rates for HF patients increased from 71 percent to 100 percent in the first year 
" Not-for-prolil . .-1cademi, -r.Hd;c,11 cen!e; ~rid d lully integra;P.d healthcare delivery sysierri ! and were maintained at 100 percent compliance throughout the second year of the project 

with 1.491 hllrfa l • AMI and HF rates remained steady at 100 percent from the first quarter of 2007 through the second quarter of 2008 
0 Localed i~ the BronY:, wlle1P. 80 ,,erc~ril of residents are Hispanic (43 percent) ! • Heart attack patients receiving an angioplasty balloon within 90 minutes increased from 17 percent to 100 

er black (31 pcrcr,ril I j percent by the end of the program 
....................................... ,..,.i.,.,.,.,,..,,..,, •• , .. ., .. .,., .. .,.,,.,..,.,,.., "'"""'""""' ""'""'""'"'""''"""""'""'""""""'"""'""'"""""""'""" .,., ............. .,.,,..,.,,..,.,.,,. '""""'" ""I••• "'"'""'"""'"'""'"'""""""""'"'"" ••••••••••••••••••••• ••••• .. ••••••• .. •••••••••• ........... ••••• • ... ,. ... •••• • ... .. .,. 

l'\-1oun1 Sinai H<,-pit,\l \itd,1 ,\I < .e1\te1, Chicago, Illinois j • Increased the AMI Measure of Ideal Care by 27 percentage points over the course of the program 
ff 291-llerJ, noHOi·PiO' I. :i.'e.c·;,ng l1uspilal ! • Achieved a 46 percentage point increase In the HF Measure of Ideal Care from the beginning of the 
• Ah,"1st ,ill twspi!,:1 visit,, ,i!e tl1' Alrican-American (56 WGt1ntJ or Hls11anic patients \:18 pr:rcrinl) l program to the end 

' .................................................................................................................................................................................................. . 
%1ai-<.1.1ct> Ho~pi1,,t Detroit, Michigan i • Consistently provided evidence-based care to greate·r than 92 percent of heart attack patients during the 
" 4(-4-ber.i. noi-ffJr-pr..r' •. '\r,1;;n1iy•uas~d teat:h1nn 1-11;,p t,1I ! last three quarters of 2007 
., Palu'nt popul;itior •~ 90 ;;: --,'" qfr1r-1n !im~rn:.>.ii j • Created a post-hospital discharge HF education program focused on providing patients with a basic 

• understanding of HF and key aspects of lifestyle self-management techniques 
....................................................................................................................................................................................................................................... 

r nil·.:"11." II( .illl .._, • 111 San Antonio, Texas • Achieved targets of 85 percent compliance with the Measures of Ideal Care for AMI and HF by December 2007 
' ,J08--l1F,rJ~ r,u9l1GI) •1•,\ .. ,,i,• 1 ,, ,.-,·,c ir;;d:cal Cefl!1:r • AMI and HF patients receiving smoking cessation counseling increased from 20 percent (2005 baseline) 
• M,Jrc th,1n halt r,' J•,;:K·; ,:, ',;:,,.1<•1., f51 !Wr:.0:1:) to 100 percent for both the third and fourth quarters of 20D7 

"•• .,., .... " ••., •• ••" ••• .... ., .. •• •" ...... • • .,. • • • • • • ,. .. " ... ., .. "•• oo•• .. ,. ..... ., •• • •" •• .... .,.,. ....... ,. •• .... "•"" ..... .,., .,.,. ...... ., ••" •• ,.. "••" ••• •" ,. • .,.,,. ••" .,., .,. • ••• • ., " .. ., • "• ,.,. •• ,oe .... •••• .,. •••• •• ... "" ....... •• ......... - .... ., .. "" "''" •• •••• •• •• ,.., .. ., ,. • .,,..,. ... •• •• •• • • .... ,. ....... •• •• • • ., .. •• •• • ••• ... •••• ....... ,. ....... •• •• .. ,. ..... ., ... •• ., ........ .,. •• ••""" .... ,. .... ., .. ,. .. .. 

ohc:nin of ~I,,.1, i . .Ith ( ,.in.• Jackson, Mississippi • Implemented a protocol-driven, nurse practitioner-led HF disease management program 
• '198-t:er.:, te:Jf),,,,;- '·", ·, ;,,:r~t::, :.1~ Mb1:1ss,,,;1 •· ,;r ·1,,,pal tl:"lqnn:;t1r; ~•if] .'\ •',•r for uninsured/underinsured patients 
• Twr,-!" rri:, ,l i'i.:: ',\.: ~ •• ,1.1J.cnt:- \it: ... ,, ,;::l' 1\ 11 .:ir • Improved overall evidence-based care to heart attack patients from 7 4 percent to 82 percent over 

two years ....................................................................................................................................................................................... ............. __ .................................................................................................................................................................................................................................... .. 

' -.,11 ni:,ion 11 , Washington, DC • Achieved a 43 percentage-point increase in providing HF patients with complete written discharge instructions 

: ~:~/":, .,o ., 1: 
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The participating hospitals' multidisciplinary teams 

worked together via a collaborative "Learning Network" 

managed by a National Program Office that operated 

from The George Washington University Medical Center's 

School of Public Health and Health Services. Each 

hospital's efforts were led by a core team representing a 

wide variety of backgrounds - from chiefs of cardiology 

to frontline nurses to directors of quality improvement. 

The hospitals received modest grants for their participation 

and ongoing technical assistance. Over time, while 

simultaneously working to improve the quality of care 

for all of their heart patients, the hospitals were able to 

identify if there were racial and ethnic disparities in the 

care they were providing. 

Hospitals Tracked Care Quality with 
Performance Measures 

Throughout the Expecting Success project, the hospital 

teams provided monthly reports on 23 different care 

performance measures - all stratified by patient race, 

ethnicity and primary language. These included the eight 

core measures of care for heart attacks or acute myocardial 

Condition I Measures 

Arntc M;ornnlfal Iufan-tfon 
(,\MlJ/11~a11· Attack 

• Aspirin at arrival 
• Aspirin at discharge 
• Angiotensin Converting Enzyme (ACE) Inhibitor or Angiotensin Receptor Blocker 

(ARB) for Left Ventricular Systolic Dysfunction• 
• Beta Blocker at arrival 
• Beta Blocker at discharge 
• Fibrinolytic agent received within 30 minutes of hospital arrival 
• Percutaneous Coronary Intervention (PCI) received within 90 minutes of hospital 

arrival (previously PCI received within 120 minutes of hospital arrival, as well as, 
Percutaneous Transluminal Coronary Angioplasty (PTCA) received within 90 minutes 
of hospital arrival) 

....................................... · .... •.Smoking cessation.advice/counseling ...................................................... . 
vl r i ) ,u,t1 • Evaluation of Left Ventricular Systolic (LVS) Function .. 

• ACE Inhibitor or ARB for Left Ventricular Systolic Dysfunction• 
• Discharge instructions 
• Smoking cessation advice/counseling 

'Modifirrl, effective IQ2005 disrhttrge,. Fur mu1·e information, see Th, Hospital Quality Alliance (HQA) T,11 Met1111r, Stttrle'/' Set. 

"Modified, effective I Q2006 dischttrges. 

U.S. Department of Hen/th & H11mnn Services, Medicare Ho,pun/ Compare Dnrnbm,. GloJJnry of Definitiom. 
1lvailabl, nt: ht1p:llwww.hospitnlco111pnre.h/11.govllio1pi1all1ttttic/S11ppu1·1i11g/11jor1111111011_111bset.t11p?t1cti1,,Tab=26-l11nguag,=Engli1h 
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infarction (AMI), and four core measures for heart failure 

(HF) that the U.S. Centers for Medicare and Medicaid 

Services collects and publicly reports. 

In addition, the hospitals reported on key composite 

measures - known as Measures of Ideal Care - showing 

whether a given patient receives all of the core components 

of care they are eligible to receive as prescribed by the 

American College of Cardiology and the American Heart 

Association as evidence-based guidelines for the treatment 

of heart failure or heart attack. 

Most of the measures reflected the quality of inpatient 

care, but because Expecting Success was simultaneously 

focused on improving outpatient cardiac care, participating 

hospitals also reported their 30-day readmission rates as 

an additional performance measure. 

Hospitals Measured Care by Patient Race, 
Ethnicity and Language 

All hospital leaders like to believe that their institutions 

provide equal care regardless of a patient's race, ethnicity 

or primary language, but few know for certain. Without 

uniform standards for collecting this information (most 

registration staff simply "eyeball" patients and make a 

determination) and without tracking patient race and 

ethnicity data against quality measurements, there is 

no way of knowing if all patients receive the same 

level of care. 

The Expecting Success hospitals each utilized the Health 

Research and Educational Trust toolkit to establish 

standardized collection of race, ethnicity and language 

patient data. Some of the hospitals made select 

modifications to tailor the tools for rhe1r staff. The 

cornerstone of each involved directly asking patients to 

self-report their race, ethnicity and language so chat all 

0 
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of the patient's care could ultimately be compared with 

these demographics. At first, staff registration management 

and even senior hospital leadership expressed anxiety 

about whether collecting such data was legal, whether 

their computer registration systems would need to be 

completely overhauled and how patients would react to 

such questions about their race and ethnicity. 

The process went considerably more smoothly than 

anticipated. The hospitals soon found that .mch data 

collection is legal; information technology departments 

were engaged early; and people are relatively accustomed 

co being asked demographic questions in many aspects of 

their everyday lives. 

0 

For the first time ever, the hospitals analyzed 23 cardiac 

care quality indicators by patient race, ethnicity and 

language. They faced the tough reality that disparities in 

care might exist in their institutions, but armed 'with 

chis-information, have made tremendous progress coward 

reducing these gaps in care. 

Hospitals Designed Interventions to Improve 
Quality of Care 

For the first year of the program - while a significant 

amount of data on race, ethnicity and language preferences 

of patients was being generated- the hospitals focused on 

developing interventions and putting systems in place to 

ensure that their heart patients would consistently receive 

all of the r!!commended care for their condition. 

Comparing data on the core measures before and after 

interventions were applied helped hospitals gauge how 

effective their interventions were and gave chem the 

momentum to continue their work as planned, or adapt 

the intervention to be more effective. 

Transitions in Care 

Transitions in care for minority patients were closely tied 

to many of the disparities encountered during Expecting 

Success. As part of the program, hospitals realized the 

great benefits of inpatient and outpatient centers coming 

together to learn form each other. Moving berwecn the 

hospital and ambulatory care settings, minority patients 

were more likely co experience serious lapses in their path 

to recovery. Expecting Success promoted a dismtegration 

of sil.os berween the care settings and challenged chem to 

work together. 
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lNTERVENTlON GOAl/[{Ey MEASURE lNNOVATION RESUl:rs 

Rc:cludn.g DooH11-lh1l1.H.H lm1c 

lJnivl!r!>al Patil'fll Oist·har1-1, 
h1~tr1H. tio n~ 

Frnihlbhmg :1 ',urn: Pract1rn•11e1 

Run Cliuk fbt· 1-1,,al'l failun 
Pa1it•nt~ 

Imprming 'imu·•~ oi Smul,j.,~ 
(. c~satlon <..oun_\dllll{ for} k,.'l 

PatieHL\ 

• Reduce time from heart attack patient's 
arrival at the emergency department (ED) 
to receiving percutaneous coronary 
intervention to 90 minutes or less 

• Ensure adult cardiac patients receive all 
necessary discharge instructions t<i meet 
core cardiac-sp(lcific measures mandated 
by the Joint Commission and Centers for 
Medicare & Medicaid Services (CMS) 

• Reduce readmissions and return visits 
to hospital EDs among HF patients 

"Code Heart" program, a process that 
immediately and simultaneously alerts the 
ED staff and cardiac team when a heart attack 
patient arrives at the hospital 

................................................................. 

System-wide universal discharge instruction 
form developed by physicians, nurse 
practitioners, hospital and community 
pharmacists, merging general discharge 
instructions with cardiac-specific discharge 
instructions for patients with acute myocardial 
infarction (AMI) or heart failure (HF) 

............................................. 

. Off-site, nurse-led HF clinic that helps HF 

• Door-to-balloon time improved by 60 
percent in the first year 

• Hospital routinely hits the 90-minute target 
for_ 100 percent of heart attack patients 

• Adherenc'e to AMI- and HF-specific 
discharge instructions increased by 
21 percent and 29 percent, respectively 
in the first nine months of use 

• More than 91 percent of the time, hospital 
consistently meeting discharge guidelines 
for adult cardiac patients 

• Approximately 50 percent of its HF patients 
had not had a repeat ED visit one year after 
the clinic opened its doors 

! patients better control and self-manage their 
! disease post-hospitalization 
! • Prior to the clinic, m·any patients visited the 
! ED regularly 

•••• .. ••• .. ••••••••••••••• .. ••• .. ·••••••r••••••• .. •••••••"• .. • .. ••• 

• Increase the effectiveness of smoking i Modified inpatient smoking cessation counseling • Hospital quality performance for smoking 
cessation counseling for patients with HF ! programs to identify patients willing to change cessation counseling improved dramatically, 
and AMI while also demonstrating measured i behavior and provided them with targeted from 44 percent in 04 2005 to 100 percent 
success in CMS performance metrics ! resources to quit in 03 2007 for AMI patients, and from 32 

percent to 100 percent during the same period 
: for HF patients 

......................................................................... ·-······· .. ··· ............................................................................................................................................................................................................................................................... , ................................ . 

/,,jimnatio11 and videos on Expecting Success innovations that work can btjimnd at www.rwjforglgotoltxptcting,·11ccmtoolkit. 
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Since many factors inhibit patients from following and 

managing their care once discharged, leaders at Expecting 

Success hospitals are now taking more time to talk with 

cardiac patients about their transition care plan long 

before discharge, so potential problems are identified 

prior to discharge and to prevent readmission. Hospitals 

often found that their ambulatory care centers had very 

successful programs in place that could be leveraged and 

used with patients in the hospital prior to discharge. 

Successful improvements to transitions in care include: 

• Assess the transition points in the hospital. 

• Ensure that existing transition procedures arc 

being consistently followed. 

• Assess if other procedures or resources exist to 

improve transitions. 

4 Coordinate the transition with all relevant 

inpatient staff. 

• Discuss the transition and care plan with patients 

before discharge. 

• Develop patient-centered, take-home resources 

to provide support during transitions. 

• Proactively check on the status of patients after 

discharge and during transition. 

0 

Interpreting the Results Key results show: 

Final data from Expecting Success awaits peer-reviewed 

publication, but preliminary results show that the program 

had a remarkable effect· in a short period of time. 

a The all-hospital median heart failure Measure of 

Ideal Care, an indicator that a patient received all the 

recommended standards of heart failure care eligible to 

receive in the hospital, had a significant increase from 

41 percent to 78 percent over two years. 
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• The all-hospital median Measure ofldeal Care score for 

heart attack patients, an indicator that a patient received 

all the recommended standards of heart attack care 

eligible to receive in the hospital, increased fro~ 74 

percent to 86 percent over two years. 

The hospitals participating in the pilot phase of Expecting 
Success achieved core goals of the program, and many are 

actively applying the program's principles to areas of care 

for other conditions. Among their accomplishments: 

• R(:,:iignized disp;u:fry in d1,L:,1,e m~.1tmenr 

Through the Expecting Success program, hospital 

management and clinicians became increasingly aware 

that the potential for racial and ethnic disparities existed 

at their institution and became more firmly committed 

to identifying whether disparities existed and addressing 

them promptly. Recognizing that black and Hispanic 

patients appear to face a greater burden in consistently 

receiving high-quality care in their institutions was a 

huge eye opener for some participants. 

• lmpwvcd quality; r~-du,:c,.l ,fop,ir11iL'~ 

Within one year, every hospital that participated in 

the program was increasing its percentage of patients 

receiving all core measures of care recommended for 

heart attacks and heart failure. The successes continued 

throughout the program. 

• f l,mlwittd und;im1wlk,.1111n ol p,ni,·rn r,i,:, edw1uty 

,tn,l Lrnguage d.at.,1 

For the first time, participating hospitals tracked data 

on core measures of care for patients with heart failure 

or who had a heart attack by race, ethnicity and primary 

language. While simultaneously working to improve the 

quality of.care for all their heart patients, the hospitals 

were able to identify if there were racial and ethnic 

disparities in their care. 
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• lmpkmuit..:d nu!~L·t,·d q111ln rn "'l' ~ 1 11•~ lii,~ i 
(Pl tht,l 

The hospitals identified and implemented ways to 

ensure that patients consistently received the right care -

0 

developing standard order sets, creating documentation 

systems, etc. At each hospital, this required a team 

approach to identify where proven quality standards were 

being missed, and to redesign systems accordingly. 
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• Bccams: mnrc ..:ngagcd in d1,charg.:: and ourp,1ricm c-.u·c 

w r~ducc readmissiom 

Quality of care after hospital discharge proved to be 

dramatically different for patients of different races/ 

ethnicities. Expecting Success hospitals all recognized 

that they have considerable work to do with providers 

and clinics in rlJeir communities to better manage their 

cardiac patients after they leave the hospital, in.order 

to prevent unnecessary readmissions and emergency 

department visits. 
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Spreading the Success to Other Institutions 

Working together, the Expecting Success collaborative 

helped participating hospitals improve the overall quality 

of their cardiac care, explore whether disparities in their 

care exist and summon the courage and tools to address 

the findings. Success was contingent upon the hospitals 

knowing exactly who their patients were and identifying 

whether these patients received the same care regardless of 

race, ethnicity or language. 
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Hospitals that participated in the pilot program, along 

with staff from the National Program Office, believe key 

factors to implementing the program include: 

• R,:<.11,~:i r, rhi: 1mporr..m-:e ,,f r:ilkmg· ahom di,p,mne,. 

No one wants to consider that their institution may have 

disparities, but acknowledgement that inequities may exist 

is the first step to gathering and following the data. 

• c;,,l!llc"r 1 'C .:uttv(; buy-lll ti,r 1mprnvmg qu,1.!11 )" 

Develop a compelling case for management's support 

by showing that the hospital does not always meet 

evidence-based care metrics. 

• Eng,1l_.?· all ~takd1oldcrs. 

Include senior leadership, information technology, 

quality improvement staff, all levels of clinical staff, 

frontline registration staff and others in planning 

the program. 

• nwld ,,llYl!'lllHlHj' aw,:ire-nc,%. 

Tell the community what you're undertaking to showcase 

efforts and increase support. 

• l ),tl.,l ,.o[,(.,I.H'l1 b C~S<.111.!.,ll 

A consistent process for collecting patient data by 

race, ethnicity and primary language with everyone 

is instrumental to the success of the effort. 

• ( .-,._n ,11 . ..-,u1w, wl1\ll. 11npr,1\i.ng q1ulitY 

All hospitals tried out a wide range of interventions 

in their effort to improve their progress on meeting 

core measures. 
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