
PU37CH22-Fiscella ARI 22 February 2016 11:35

Racial and Ethnic Disparities
in the Quality of Health Care
Kevin Fiscella and Mechelle R. Sanders
Departments of Family Medicine and Public Health Sciences, University of Rochester Medical
Center, Rochester, New York 14620; email: Kevin_Fiscella@urmc.rochester.edu

Annu. Rev. Public Health 2016. 37:375–94

First published online as a Review in Advance on
January 18, 2016

The Annual Review of Public Health is online at
publhealth.annualreviews.org

This article’s doi:
10.1146/annurev-publhealth-032315-021439

Copyright c© 2016 by Annual Reviews.
All rights reserved

Keywords

health care disparities, race, ethnicity, health care quality, public health

Abstract

The annual National Healthcare Quality and Disparities Reports document
widespread and persistent racial and ethnic disparities. These disparities re-
sult from complex interactions between patient factors related to social dis-
advantage, clinicians, and organizational and health care system factors. Sep-
arate and unequal systems of health care between states, between health care
systems, and between clinicians constrain the resources that are available to
meet the needs of disadvantaged groups, contribute to unequal outcomes,
and reinforce implicit bias. Recent data suggest slow progress in many areas
but have documented a few notable successes in eliminating these disparities.
To eliminate these disparities, continued progress will require a collective
national will to ensure health care equity through expanded health insur-
ance coverage, support for primary care, and public accountability based on
progress toward defined, time-limited objectives using evidence-based, suf-
ficiently resourced, multilevel quality improvement strategies that engage
patients, clinicians, health care organizations, and communities.
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INTRODUCTION

The 2002 Institute of Medicine report, Unequal Treatment, called national attention to racial and
ethnic disparities in health care in the United States (78). As a consequence, Congress authorized
the Agency for Healthcare Research and Quality (AHRQ) to report annually on national and state
health care disparities. The findings of these Quality and Disparities Reports (QDRs) have been
sobering. Despite improvement in selected health care disparities, overall progress has been slow
(2).

In this article, we critically review racial and ethnic disparities in health care quality in the United
States. Recognizing that racial and ethnic health care disparities contribute to overall racial and
ethnic health disparities, we aim to disentangle the web of interacting factors that contribute to
the health care component. After providing some key definitions, we begin by reviewing findings
from the 2014 QDR and a similar report, the 2015 National Impact Assessment of the Centers
for Medicare and Medicaid Services (CMS) Quality Measures Report. We then review more fine-
grained evidence regarding the source of disparities by selected, widely used quality measures. On
the basis of these findings, we propose a set of eight principles that are relevant to health care
disparities. We conclude by discussing the potential impact of emerging health care trends on
health care disparities.

DEFINITIONS

Racial and Ethnic Minority Populations

We use the Centers for Disease Control and Prevention (CDC) definition, which includes Asian
Americans, Black or African Americans, Hispanics or Latinos, Native Hawaiians and Other Pacific
Islanders, American Indians, and Alaska Natives (24).

Health Disparities

We use the CDC definition: “Health disparities are differences in health outcomes between groups
that reflect social inequalities” (51, p. 1).

Social Inequality

We use the terms “social inequality” and “social disadvantage” synonymously. We use the defini-
tion from Braveman et al. (20): “Social disadvantage refers to the unfavorable social, economic, or
political conditions that some groups of people systematically experience based on their relative
position in social hierarchies” (p. S151).

Health Care Disparities

We use the National Quality Forum definition for health care disparities. “Healthcare dispari-
ties are differences in health care quality, access, and outcomes adversely affecting members of
racial and ethnic minority groups and other socially disadvantaged populations” (107, p. 45). We
recognize health care disparities as important contributors to health disparities along with social
determinants of health.

THE 2014 NATIONAL HEALTHCARE QUALITY
AND DISPARITIES REPORT

The AHRQ QDR provides perhaps the most comprehensive assessment of health care dispari-
ties in the United States. The QDR operationalizes a disparity based on a 10-percentage-point
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Figure 1
Adults ages 18–64 who were uninsured at the time of interview, by race/ethnicity, 2010–2014. Figure from
the AHRQ 2014 National Healthcare Quality and Disparities Report (2).

difference in the quality of care between the reference group (e.g., non-Hispanic whites or the
highest income) and the comparison group to define a disparity. The statistical significance of
changes in disparities is assessed using a threshold of p < 0.1 (2).

Health care access is a foundational element for health care quality. Addressing disparities in
access is a critical step toward improving downstream health care disparities. After years with
little improvement among the uninsured, insurance coverage significantly improved following the
implementation of key provisions of the Affordable Care Act (ACA). Notably, racial and ethnic
disparities in insurance coverage have declined appreciably (Figure 1).

The QDR summarized disparities in quality measures across a range of measures, e.g., mea-
sures for which quality of care was worse in the socially disadvantaged group. The largest number
and percentage of disparities in quality measures were observed between poor and high-income
persons (62% of measures showed worse care), followed by black versus white (60% of measures
showing worse care), Hispanic versus white non-Hispanic, Asian versus white, and American
Indian/Alaska Native versus white (43%, 32%, and 20% of measures showing worse care, respec-
tively) (Figure 2). Figure 3 shows changes over time. Disparities in most measures showed little
change. For blacks, Hispanics, and Asians, more measures have improved than have worsened.
Among effectiveness measures, disparities tended to be largest among those involving disease
control, e.g., HIV viral suppression, and outcomes, admission for congestive heart failure and
uncontrolled diabetes, incidence of AIDS, and treatment for depression among individuals with a
major depressive disorder.

These findings from the 2014 QDR are somewhat more encouraging than were previous
reports. Implementation of the ACA has decreased racial and ethnic disparities in insurance and
access, and more measures are improving than worsening for racial and ethnic minority groups.
However, many disparities have not changed, and overall progress is modest.

The primary limitation of the QDR is that it provides relatively little insight into the extent
to which health care disparities are driven by disparities between states, between health care
organizations, or between clinicians rather than by disparities within these entities. Similarly, the
analyses do not directly inform which factors associated with race and ethnicity contribute to these
disparities. Data are fairly limited for American Indians. Also, data are notably absent for persons
receiving health care within jails, prisons, and detention facilities.
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Figure 2
Number and percentage of quality measures for which members of selected groups experienced better, same, or worse quality of care
compared with the reference group. Abbreviation: AI/AN, American Indian/Alaska Native. Figure from the AHRQ 2014 National
Healthcare Quality and Disparities Report (2).

NATIONAL IMPACT ASSESSMENT OF THE CMS
QUALITY MEASURES REPORT

The CMS Quality Measures Report provides the most comprehensive assessment of health care
disparities among Medicare recipients. The CMS examined racial and ethnic disparities for hos-
pital, ambulatory, and post-acute settings among Medicare beneficiaries (25). Unlike the QDR,
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Figure 3
Number and percentage of quality measures for which disparities related to race, ethnicity, and income were improving, not changing,
or worsening through 2014. Abbreviation: AI/AN, American Indian/Alaska Native. Figure from the AHRQ 2014 National Healthcare
Quality and Disparities Report (2).
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which includes all persons, the CMS sample includes only those receiving care covered by Medi-
care (i.e., beneficiaries 65 and older and those with qualifying disabilities and/or end-stage renal
disease). The CMS report used methods similar to those in the QDR but with several differences.
The CMS report defined a disparity on the basis of a 5-percentage-point difference and statis-
tical significance ( p < 0.05). The CMS defined an improvement in a disparity on the basis of a
1% absolute improvement coupled with a corresponding difference in the slope, i.e., trend lines,
between groups ( p < 0.05).

Among 27 CMS hospital quality measures, there were race disparities in 12 (44%). Among
these 12 measures, 11 (92%) showed improvement between 2006 and 2012. For those of Hispanic
ethnicity, disparities were seen in 10 (37%) of these quality measures; among these 10, all showed
improvement.

Among nursing home quality measures, disparities by race were seen for influenza and pneu-
mococcal vaccination; these showed improvement over time. In contrast, among 27 ambulatory
measures for managed care (Table 1), 19 (70%) showed disparities, whereas 14 (74%) of these
showed improvement.

These CMS findings are important in several respects. They document the existence of racial
and ethnic disparities among Medicare patients for many quality measures. They confirm that dis-
parities are more prevalent among ambulatory measures, where organizations and clinicians have
relatively less influence on the measure. Similarly, rates of improvement in reducing disparities
are greater for disparities in hospitals than for those in ambulatory care quality measures. These
data are limited, however. They do not provide insight into whether these disparities are driven
primarily by differences in quality between organizations or between patients within organizations.
They do not show the relative size of these disparities or the size of the improvements in dispari-
ties. Most importantly, the CMS has not yet defined time-limited objectives for tracking progress
toward elimination of these disparities The limitations notwithstanding, these findings show that
progress in reducing health care disparities is possible.

DISPARITIES IN COMMON QUALITY MEASURES

To address some of the limitations of the QDR and the CMS report, we assessed disparities
in health care as documented in published studies using common quality measures. We identi-
fied quality measures within the following categories: (a) experience of care, (b) preventive care,
(c) chronic disease control, (d ) hospitalizations, (e) obstetrics, and ( f ) behavioral health. The sheer
magnitude of publications precluded a systematic review. We conducted a series of searches in
PubMed that matched the quality measure with race or ethnicity with a focus on articles published
in the last 10 years. We next identified relevant citations from key articles (backward search) and
used Google Scholar to identify relevant articles that cited key papers (forward search). We sup-
plemented findings with searches focused on mediating variables, such as socioeconomic status
(SES), insurance, and geography.

Experience of Care

Patients’ experience of care is a core element of quality. The Consumer Assessment of Healthcare
Providers and Systems (CAHPS) is a validated and widely used suite of survey items to assess
patients’ experience of care. Existing national surveys show that the uninsured group reports the
worst experience, whereas those with private insurance report the best experiences (130).

Blacks and Latinos often report care experiences similar to those of non-Latino whites (36,
135). Asian Americans, particularly those with limited English proficiency, report lower rates
in some surveys (56, 103). Lower ratings by Asians may reflect differences in survey response
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Table 1 Racial and ethnic disparities and improvement in these disparities for Medicare Part C, 2006–2012

Program Measure Disparity? Improving?
Part C HEDIS Breast cancer screening, women 52–69 Yes Yes
Part C HEDIS Colorectal cancer screening Yes Yes
Part C HEDIS Cholesterol screening for patients with heart disease No NA
Part C HEDIS Cholesterol screening for patients with diabetes No NA
Part C HEDIS Glaucoma testing Yes Yes
Part C HEDIS Adults’ access to prevent/ambulatory health services (65+) Yes Yes
Part C HEDIS Adult BMI assessment No NA
Part C HEDIS Osteoporosis management in women who had a fracture Yes Yes
Part C HEDIS Eye exam to check for damage from diabetes Yes Yes
Part C HEDIS Kidney function testing for members with diabetes Yes Yes
Part C HEDIS Plan members with diabetes whose blood sugar is under control Yes Yes
Part C HEDIS Plan members with diabetes whose cholesterol is under control Yes Yes
Part C HEDIS Controlling blood pressure Yes Yes
Part C HEDIS Rheumatoid arthritis management Yes Yes
Part C HOS Improving bladder control Yes No
Part C HOS Improving or maintaining mental health No NA
Part C HOS Monitoring physical activity No NA
Part C HOS Osteoporosis testing in older women Yes No
Part C HOS Improving or maintaining physical health Yes Yes
Part C HOS Reducing the risk of falling No NA
MA CAHPS Annual flu vaccine Yes Yes
MA CAHPS Customer service Yes No
MA CAHPS Ease of getting needed care and seeing specialists Yes No
MA CAHPS Getting appointments and care quickly Yes No
MA CAHPS Members’ Overall Rating of Health Plan No NA
MA CAHPS Overall Rating of Health Care Quality No NA
MA CAHPS Pneumonia Vaccine Yes Yes

Abbreviations: CAHPS, Consumer Assessment of Healthcare Providers and Systems; HEDIS, Healthcare Effectiveness Data Information and Set;
HOS, Health Outcomes Survey; MA, Medicare Advantage; NA, not applicable (for measures where no initial disparity was identified, no assessment of
improvement is possible).
Data from the 2015 National Impact Assessment of Quality Measures Report (31).

tendencies (125). The relative contribution of between-provider and within-provider differences
in experience of care differs by study and by minority group (66, 118, 146).

Preventive Care

Preventive care is usually provided during primary care encounters. Any barrier to primary care
such as insurance, distance, or language typically reduces preventive care (138). The uninsured and
patients without a usual source of primary care have much lower rates of preventive care (119, 122).
Blacks, Latinos, American Indians, and some Asian groups generally have lower rates of cancer
screening (131). Rural residents have lower cancer screening rates, but among rural residents,
African American women report higher rates than white women (13). Some of the biggest gaps in
cancer screening are between insured and uninsured patients and between high-performing and
low-performing states (101), including states that have and have not expanded Medicaid (123).
Self-reports from the 2013 national survey show rates of breast and cervical cancer screening of
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38.5% and 62%, respectively, among the uninsured compared with rates of 79.9% and 86.6%,
respectively, among the privately insured (122). State-level differences likely reflect differences in
Medicaid eligibility, access to primary care, and probably regional attitudes. Differences in cancer
screening by race or ethnicity among persons with similar types of insurance are relatively small
(10, 148, 149).

Compared with reports from non-Latino white patients, minority patients report less often
that their providers recommend a colonoscopy, but these disparities disappear in some studies
after accounting for patient-level factors (1). Furthermore, patient differences in provider rec-
ommendations may reflect the source of care, less use of care, and fewer opportunities or actual
differences by the same provider for patients of different race/ethnicity. Disparities in preventive
care were not seen during direct observation of primary care visits by a research nurse who was
physically present during visits and recorded the recommendations made (151).

Child and adolescent vaccinations show similar patterns; i.e., rates are highest among non-
Latino whites as compared with minority populations. However, the largest disparities in immu-
nizations are seen between states (23, 44). These effects likely reflect differences in state mandatory
and exemption policies. There are small disparities in patient reports by race of provider recom-
mendations for human papilloma virus immunization (155). Programs for uninsured children
substantially reduce insurance and SES effects.

Adults show generally similar immunization patterns, with the highest rates among non-Latino
whites (96, 152). Influenza disparities partly reflect differences in attitudes toward influenza vac-
cines (154) and active vaccination seeking (59). Differences in sources of care may also contribute
(67). Being insured is strongly associated with adult immunization (119). No differences by race
in immunization recommendations were seen among directly observed patient encounters (151).

National office visit data show racial/ethnic disparities in screening for tobacco use during
office encounters; non-Latino whites had higher screening rates than did Latinos (79). National
data from 2010 showed lower smoker counseling rates among Latinos than among non-Latino
whites (34). African Americans report lower use of pharmacotherapy and greater skepticism toward
those types of medications (121). Among directly observed primary care visits, rates of health habit
counseling were higher among blacks than whites (151).

In general, insurance is a major contributor to disparities in preventive care, but education,
income, cultural attitudes, language, and a usual source of care are also factors (91, 95, 111).
Differences in patient reports in provider recommendations by race or ethnicity are relatively
infrequent and small.

Chronic Disease Control

Significant disparities by race and ethnicity are seen in quality of care for chronic disease control.
Minority patients have worse control for high blood pressure, blood sugar, low-density lipoprotein
(LDL) cholesterol, and HIV (88, 115, 139, 156). Among enrollees in Medicare Advantage, blacks
had lower rates of control for high blood pressure, blood sugar, and LDL cholesterol than did
non-Latino whites (9). Latinos had slightly lower rates of control for blood pressure and blood
sugar than did non-Latino whites. Interestingly, Asians/Pacific Islanders had better rates for blood
pressure and cholesterol control than did non-Latino whites. Enrollment of blacks in lower-
performing health insurance plans explained about half the disparity. Disparities were notably
smaller among plans located in the West; disparities were absent among enrollees in Kaiser (9).

Multiple factors contribute to these differences in chronic disease control. Factors include pa-
tient nonadherence related to costs (53), health literacy (110), perceived discrimination (22), beliefs
about medication (3, 87), untreated mental and substance use disorders, and no or poor insurance
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coverage (132). Disparities in disease control are smaller among those with Medicare compared
with those in the general population where insurance coverage is less consistent (99). Differences
in clinician treatment intensity do not appear to be a consistent contributor to disparities in disease
control (70, 97, 143). In contrast, patient–clinician communication, e.g. differences in respect and
caring, likely contributes to these disparities through patient adherence (63). Given the multiplic-
ity of factors at different levels, i.e., patient, provider, and system, addressing disparities in disease
control often requires complex, multilevel interventions (57).

Hospitalization

There is a growing push among payers for assessment of meaningful outcomes, e.g., hospitalization
or mortality rather than care processes (15). Minority populations often fare worse for these
outcomes, meaning that they are hospitalized and rehospitalized more often. Specifically, African
Americans have higher rates of all-cause rehospitalization (80) and higher hospitalization and
rehospitalization for potentially avoidable causes, e.g., asthma (4, 84, 109), diabetes (77, 94), heart
failure (28), and postsurgery complications (142).

It is difficult to disentangle patient factors (often unmeasured) from hospital-level effects.
Nonetheless, blacks obtain care from hospitals with slightly lower-quality scores and higher mor-
tality rates (65). Black low-birthweight infants and black trauma patients in Pennsylvania are seen
in hospitals with higher risk-adjusted mortality rates (54, 74). Blacks who are discharged from
minority-serving hospitals often have higher rates of readmission (142).

Obstetrical Care

There are modest and mixed findings regarding disparities in vaginal birth after caesarean, non-
indicated early-term birth, and primary caesarean section (76, 85, 102); steroids during preterm
labor (90, 120); and surfactants for preterm infants (71, 75). It is not clear if disparities reflect
within- or between-provider effects or unmeasured morbidity. Disparities in receipt of postpar-
tum maternal care are larger than the hospital-based disparities (14, 38, 117).

Behavioral Health Care

Robust evidence indicates that minority populations use behavioral health services, including
mental and substance use disorder treatment, less often than do non-Latino whites (6, 98, 104,
105, 126). Insurance, costs, cultural attitudes, and language barriers represent key drivers of these
disparities (108, 145). Encounter-based disparities in diagnosis and treatment also contribute (5,
100, 141), along with differences in patient adherence to psychopharmacotherapy (72). The lack of
behavioral treatment within these institutions (39, 153) represents a neglected source of disparities
in behavioral health care, given that jail and prison populations are largely minority (147).

PRINCIPLES FOR UNDERSTANDING HEALTH CARE DISPARITIES

We synthesize the findings presented above with other relevant research and summarize them
through a series of principles relevant to health care disparities.

Principle 1. Minority Race and Ethnicity Are Associated with Multiple
Dimensions of Social Disadvantage that Affect Health Care Outcomes

Minority race and ethnicity are associated with social disadvantage, particularly for groups histor-
ically subjected to slavery and forced relocation (e.g., African Americans and American Indians)
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(37). Racism directed toward historically socially marginalized groups contributes to social disad-
vantage and worse health (19). Race and ethnicity are often associated with multiple other dimen-
sions of social disadvantage, including poverty, residential segregation, limited education, lack of
employment, debt, low health literacy and low numeracy, and limited English proficiency (19).
Greater cumulative social disadvantage is associated with worse health (52). African Americans,
American Indian and Alaska Natives residing on reservations, and Pacific Islanders experience
significantly worse health and lower life expectancies than whites do. Similar health disparities
are seen for indigenous groups in other countries (18). Social disadvantage may confound the
relationship between safety net health care organizations and quality outcomes measures, even
after accounting for patient diagnoses (12).

Principle 2. Health Care Disparities Arise from the Failure of Health Care
Systems to Respond to the Needs of Socially Disadvantaged Patients

From a health care systems perspective, health care disparities represent system failures at multiple
interrelated levels, e.g., macro politics and policies, health systems, teamwork and care processes,
and clinician behavior. Conversely, equity in health care implies health care that is responsive to
the unique needs, culture, and preferences of patients and families. Equitable care is the hallmark
of genuine patient centered care.

Principle 3. Social Disadvantage Is Associated with Worse Health Care Access,
Unaffordability, and Lower-Quality Care

Social disadvantage is associated with being uninsured, underinsured, and unable to afford health
care costs in the Unites States (2, 134). Social disadvantage is also associated with geographic
and structural barriers to health care, particularly primary care. Similar effects are seen globally
(150). Many rural and inner-city areas lack adequate health care. Some physician practices do not
accept Medicaid insurance (112). Many US hospital systems operate dual systems of care: care by
faculty for private patients and care by residents for those on Medicaid and those with no insurance
(8, 114).

Principle 4. Constraints on Clinician and Patient Decision Making
Affect Health Care Disparities

Health care is based largely on a series of cascading decisions made by patients and their providers
(43). These decisions reflect different cognitive processes (81). The first process enables implicit
and often reflexive, affect-laden decisions, e.g., “I never get flu shots.” Reflexive decision making
overlaps with a second process, habits, i.e., repetitive nonreflective behavior. Habits that shape
health may underlie some care decisions (93). A third process reflects explicit, deliberative, and
effortful decision making (46). During explicit, naturalistic decision making, patients, often with
input from family and friends, weigh the gist of trade-offs of uncertain benefits and harms and
certain costs (116). Decision making is constrained by context, including available resources,
particularly affordability. For example, a physician might not refer an uninsured patient for a
specialty consultation if the community lacks systems of care for uninsured patients. Similarly, a
patient may not obtain a specialty consultation if he or she cannot afford the out-of-pocket fees
or if the specialist is located too far away. In summary, social disadvantage may impede clinician
and patient decision making through multiple pathways, including constrained choices. Although
context differs widely across the world, the principle of constraints on decision making is universal.
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Principle 5. Bias Produces Health Care Disparities Through Multiple Pathways

Various types of cognitive bias affect human decision making (81). Racial and ethnic bias is a
particularly insidious bias that can result in discriminatory actions (41). Implicit bias can affect
legislation, policies, allocation of resources within institutions, and individual clinician behavior
(41, 68, 140). Implicit clinician racial bias has garnered the most attention. For routine care, there
is relatively little evidence that physician bias affects recommendations for patients based on race
and ethnicity (16, 33, 58, 61, 124). Clinician habits may mitigate implicit clinician bias when care
is highly routinized. In contrast, for complex decisions involving uncertainty and trust in patients’
reports, such as in the management of chronic pain or chest pain, physicians may exhibit racial bias
in decision making (7, 129). This bias may extend to how much information a physician provides
to minority patients (92). Moreover, physicians’ implicit racial bias has been associated with less
patient-centered communication and informed decision making with minority patients (16, 33,
60). Physician biases likely contribute to greater unnecessary health care for whites compared with
minority patients (86). Implicit biases may be transferred to medical students through the “hidden
curriculum,” based on offhanded stereotypical comments by faculty (144).

Principle 6. Differences Between and Within Geographic Areas, Health Care
Organizations, and Physicians Contribute to Health Care Disparities

Differences both between provider entities (type I health care disparity) and within provider
entities (type II health care disparity) contribute to health care disparities, though the salience of
each differ depending on the disparity, geography, and health care organization. Patterns of racial
and socioeconomic residential segregation result in a concentration of disadvantage at different
levels, e.g., state, organization, and individual provider. This confluence of concentration of high
health care need and low resources amplifies the impact of social disadvantage and contributes to
health care disparities. States differ widely in the care provided for disadvantaged patients; upper
Midwest states perform the best, and the southern and south central states perform the worst (128).
Most cancer care disparities reported in the Veterans Affairs (VA) system result from differences
between VA centers (127). Disparities in hospital quality measures reflect primarily differences
between minority-serving and other hospitals (65, 133). These differences based on sources of
care extend to health plans (9), surgeons (62), and patients’ perceptions of their experience of
care (118). Differences in resources contribute to differences in sources of care (157). Providers
who care for large numbers of African American patients report fewer resources and less access to
specialists (11). Organizational segregation of care represents a type of between difference within
the same organization. Nearly 40 years ago, Egbert & Rothman reported that blacks with private
insurance or Medicare were more likely to be operated on by residents than by attending surgeons
within the same hospital (42). Today, black, Hispanic, and Asian patients are more likely to be
operated on by senior residents than by attending surgeons operating alone. We do not know,
however, whether these disparities reflect primarily between- or within-hospital differences (26).
Nonetheless, compared with attending surgeons operating alone, senior residents have higher rates
of major and minor complications (26). Similarly, minority medical patients continue to be cared
for more often by trainees rather than by staff physicians within hospital systems (157). Although
standard quality metrics of medical care provided by residents and metrics of care provided by staff
physicians are often comparable (157), care continuity is worse owing to constraints on residents’
schedules and tenure. Segregation of clinic and private patients suggests an implicit valuation of
patients, potentially fostering biases in attitudinal and behavioral norms among clinicians, staff,
and trainees. Thus, structural bias, i.e., dual and unequal systems of care, and implicit cognitive
biases reinforce each other.
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Principle 7. There Is a Continuum of the Relative Proximal Influence of
Clinician and Patient Factors on Disparities in Quality Measures

Although disparities result from interactions between systems and patients and clinicians and
patients, the relative proximal influence of clinician (type A disparity) and patient factors (type B
disparity) differ depending on the measure. For example, prophylaxis of venous thromboembolism
(VTE) is under the control of the clinician. In contrast, measures that reflect patient adherence
and self-management of conditions that impact outcomes, e.g., hospitalizations and deaths, are
sensitive to patient social advantage and constraints (55). No doubt, clinician and patient behaviors
are strongly influenced by factors at the level of the organization, the health care environment,
and the macro environment. In one study, organizational policy, i.e., mandatory clinical decision
support, eliminated racial disparities in VTE prophylaxis (89). In another study, the elimination
of copayments for cardiovascular therapy substantially reduced racial and ethnic disparities in
patient adherence and cardiovascular outcomes (30). Clinician and patient factors interact with
each other, as exemplified by clinician–patient communication (type C disparity). Nonetheless,
determining the relative influence of clinician and patient proximal factors indicates the starting
points for interventions.

Principle 8. Health Care Disparities Can Be Successfully Addressed

Evidence presented above shows that health care disparities are not immutable. Progress is achiev-
able. The elimination of racial disparities in kidney transplantation and percutaneous coronary
revascularization for acute coronary syndrome among Medicare beneficiaries are notable successes
(25, 136). Adaptation of quality improvement (QI) approaches has been successful in addressing
disparities (27, 29). For type I disparities, universal QI approaches coupled with adequate resources
may reduce disparities from between-organization differences in quality. For type II disparities,
targeted QI informed by detailed analysis of care processes can address disparities by focusing
primarily on clinicians (type A), on patients (type B), or on both. Success requires the following:

1. Routine monitoring of health care disparities as a core element of organizational QI (50).
Monitoring requires the routine, standardized collection of patient race and ethnicity data
with linkage to quality measures (64).

2. Organizational commitment to the identification and elimination of health care disparities
as an integral component of QI. Racial and ethnic diversity across organizations, including
leadership, can improve sensitivity and commitment to health care disparities (40).

3. Use of QI structures and processes to identify health care disparities and corresponding
breakdowns in care processes. Teams should include relevant technical and cultural expertise,
including the voices of patients.

4. Design of appropriate interventions based on the care processes and the emerging literature
on successful interventions (35, 47, 73). Many interventions require multilevel approaches,
including community engagement (57). Use of iterative approaches such as a user-centered
design can help ensure that the intervention is culturally acceptable, appropriate, and feasible
for those affected (69).

5. Implementing, assessing, and modifying the intervention. Use of established implementation
strategies that are appropriately adapted may increase implementation success (113).

6. Steps to ensure sustainability of the intervention(s). Sustainability depends on implemen-
tation factors (acceptability, adoption, appropriateness, feasibility, and cost), the level of
integration into routine care, and continued organizational prioritization (106).
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EMERGING TRENDS

No doubt, the ACA has had a favorable impact on health care disparities. Expansion of Medicaid in
27 states and health exchange subsidies to low-income families have reduced racial and ethnic dis-
parities in health insurance in the United States by 30–40% (83). Continued progress in addressing
health care disparities will depend on a number of emerging trends. The first is a polarization in
public attitudes, by political ideology, race, and ethnicity, toward the ACA (49). This public divide
constrains state Medicaid expansion and allocation of resources toward improving equity.

A second trend affecting health care disparities is the growing cost of health care, particularly for
medications. Although the ACA improves health care access for many low-income adults, the ACA
also institutionalizes tiers of health insurance coverage (e.g., bronze, silver, gold, and platinum).
These varying levels of coverage mean that families with lower income who choose lower tiers
will continue to be exposed to higher health care costs. Similarly, the growing popularity of high-
deductible health plans by employers will have similar effects (32), particularly for lower-income
patients. Nearly half of Americans (47%) report that they could not cover an emergency expense
costing $400 without selling something or borrowing money (17). Yet, this amount represents less
than one-third of the average health insurance deductible in 2015 (82). One in three Americans
report going without medical care in the previous year owing to unaffordable costs (17). Nuanced
approaches may be needed to address cost-driven health care disparities, including minimizing
the costs for primary care and high-value medications.

A third trend is the emergence of new health care delivery models that improve health care
value and population health. Accountable care organizations (ACOs) and bundled payment mod-
els offer the potential for health care that is potentially more responsive to the needs of socially
disadvantaged patients and for improved health care equity (48). Kaiser Permanente has demon-
strated that selected health care disparities can be eliminated within high-quality, integrated health
care systems that prioritize equity (9). The population focus of ACOs creates some incentive for
addressing social determinants of health through partnerships with community-based organiza-
tions. Whether ACOs will ultimately reduce health care disparities will likely depend on the
organizational priority given to promoting equitable outcomes.

A fourth trend reflects a growing recognition for engaging patients and communities as equal
partners in improving health and health care. Multilevel interventions are often needed to address
complex care processes and patient health behaviors and outcomes (57). Patient, community, and
health system engagement is typically needed to address contributors to health care disparities
that operate at different levels and ensure patient voice and cultural sensitivity. With some notable
exceptions (e.g., federally qualified health centers), few health care organizations recruit under-
served patients to their governing boards. Improving patient voice within health care institutions
may help reduce power imbalances and produce more responsive systems of care. Systematic re-
view of the evidence regarding the engagement of patients is encouraging (21). This engagement
principle extends the concept of organizational cultural diversity from entry-level positions to the
executive leadership and governing board. Moreover, as health care moves toward accountability
for defined populations and begins to address the social determinants of health, equitable part-
nerships with community-based organizations will be key to ensuring that ACOs respond to the
needs of culturally diverse populations.

A final trend reflects the transformation of primary care. A previous review of health care
disparities by Starfield et al. (137) underscored the foundational role of primary care for improving
equity in health care, including federally qualified health centers that care for many underserved,
uninsured patients. Ensuring equity requires systems that optimize the core elements of primary
care: accessibility, continuity, comprehensiveness, coordination, and whole-person accountability,
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particularly informed and shared patient decision making (45). This requires sufficient investment
in primary care to develop high-functioning culturally diverse, multidisciplinary health care teams
that are responsive to the medical, behavioral, and social needs and values of socially disadvantaged
patients.

CONCLUSIONS

Racial and ethnic disparities in the quality of health care reflect the intersection of social disadvan-
tage with the responsiveness of health care systems to the various dimensions of social disadvantage.
Although progress has been historically slow, recent evidence shows that health care disparities
can be addressed effectively. Principles for understanding the many sources of health care dispar-
ities can guide QI interventions to eliminate these disparities. Continued progress in eliminating
disparities will require a national commitment to ensuring health care equity through expanded
health insurance coverage, resource investment, public accountability based on progress according
to time-limited defined objectives, and multilevel, sufficiently resourced, QI strategies that engage
patients, communities, clinicians, and health care organizations.
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