
Decades of Work to Reduce Disparities
in Health Care Produce Limited Success
Rebecca Voelker

THE EARLY WEEKS OF 2008 BROUGHT
discouraging news for advocates
working to narrow health care dis-

parities among racial and ethnic groups.
In rapid succession, several studies pub-
lished in January in peer-reviewed jour-
nals showed that despite decades of ef-
forts to raise awareness about disparities
and to reduce them, the gaps in some
key treatment areas have not budged.

The latest findings build on years of
research that has established the ex-
tent of inequalities in treatment for can-
cer, heart disease, diabetes, and many
other conditions. Cancer, for ex-
ample, has been the focus of dozens of
studies and a number of federal initia-
tives to document and reduce treat-
ment disparities. However, a new analy-
sis of 143 512 Medicare patients with
breast, colorectal, lung, and prostate
cancers shows that from 1992 to 2002,
not only did treatment disparities per-
sist, the magnitude of the disparities did
not diminish (Gross CP et al. Cancer.
2008;112[4]:900-908).

A number of studies also have docu-
mented racial and ethnic disparities in
pain control, and several initiatives have
sought to improve the overall quality
of pain management. But even though
prescriptions for pain-relieving opi-
oid drugs rose by 60% in emergency de-
partments from 1993 to 2005 follow-
ing campaigns to improve pain control,
minority patients did not receive these
drugs as often as white patients. In
2005, opioid prescriptions were 8%
higher in white patients in the emer-
gency department than in minority pa-
tients (Pletcher MJ et al. JAMA. 2008;
299[1]:70-78).

Withgreaterawarenessdirectedtoward
the issue through such majorreports as
theInstituteofMedicine’sUnequalTreat-
ment: Confronting Racial and Ethnic Dis-
parities inHealthCare,publishedin2003,
the body of data on health care dispari-
ties is expanding. For example, a study
examining treatment of adults with ex-
tremitysoft-tissuesarcomasshowedthat
blacks had the lowest rates of limb-
preservingsurgeriesandthehighestrates
ofamputationsincomparisonwithwhite,
Hispanic, andAsianpatients.Blacksalso
had the lowest rates of radiation therapy
used in conjunction with surgery, and
when researchers controlled for factors
includingage,sex, tumorsize,andtumor
grade,blackpatientswere23%less likely
than whites to receive radiation and sur-

gery. (Martinez SR, et al. Cancer. 2008;
112[5]1162-1168).

OUTRAGED BUT NOT SURPRISED

The apparent lack of progress in reduc-
ing health care disparities is more than
frustrating for many experts in the field.
“We should be outraged by these find-
ings,” says Ernie Moy, MD, medical offi-
cer at the federal Agency for Healthcare
ResearchandQuality(AHRQ).However,
he adds, “We should not be surprised.”

Takingahistoricalview,Moysaysthat
racial andethnichealthdisparities in the
United States are as old as the country
itself.ThatpointismadeinUnequalTreat-
ment,whichexplains thatblacks,Ameri-
canIndians,andlow-incomepopulations
were the least healthy and had the poor-
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Source: Agency for Healthcare Research and Quality. 2008. National Healthcare Disparities Report. 2007. Rockville, MD:
US Department of Health and Human Services, Agency for Healthcare Research and Quality; February 2008. AHRQ
Publication No. 08-0041. Accessed March 6, 2008. http://www.ahrq.gov/qual/qrdr07.htm.

aAsian includes Asian or Pacific Islander when information is not collected separately for each group. Measures
presented here for racial and ethnic minority groups are a subset of the core measures set that has data for all groups.
Some measures for the poor are different from the measures used for racial and ethnic groups.

Change in disparities in core quality measures over time for members of selected groups
compared with reference group from 2000-2001 to 2004-2005a

Population–reference group difference improving at a rate greater than 1% per year
Population–reference group difference about the same (less than 1% per year)
Population–reference group difference worsening at a rate greater than 1% per year
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American Indian
or Alaskan Native vs

White

Hispanic vs
Non-Hispanic

White

Poor vs
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One way in which the National Healthcare Disparities Report examines disparities is by tracking
core quality measures such as mammography rates. The 2007 report shows that for 16 core
measures, more than 50% of disparities in quality care have not gotten smaller.
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esthealthcareandoutcomesevenbefore
the Revolutionary War.

Modern efforts to tackle racial and
ethnic health disparities include a land-
mark 1985 federal report on varia-
tions in health status among non-
white populations, issued by the US
Department of Health and Human Ser-
vices and its former head, Margaret
Heckler. A year later, the Office of Mi-
nority Health, the first federal agency
devoted to minority health status and
treatment, was created.

In 1999 Congress directed the AHRQ
to begin compiling an annual analy-
sis, the National Healthcare Dispari-
ties Report, as part of a nationwide ef-
fort to eliminate health care disparities.
The recently released 2007 report found
that disparities in health care quality
have not improved since the agency re-
leased its first report in 2003. For
blacks, Hispanics, American Indians or
Alaska Natives, Asians, and the poor,
measures of disparities that worsened
significantly or remained the same out-
numbered those that improved signifi-
cantly.

Examples cited in the 2007 AHRQ re-
port show that compared with whites,
blacks had significantly more new AIDS
cases and pediatric asthma hospitaliza-
tions, American Indian and Alaska Na-
tive women were less likely to receive
prenatal care, and Asian women had
significantly lower rates of mammog-
raphy. Compared with high-income in-
dividuals, the poor had more diffi-
culty getting care for an immediate
illness or injury.

“We still have disparities; progress
has been very, very limited,” says Moy.

NO EASY ANSWERS

But after numerous reports and scien-
tific studies that document disparities
and decades of efforts by public and pri-
vate initiatives, why is it that headway
in reducing disparities appears to be
mired in quicksand?

The reasons for disparities mostly in-
volve 3 categories of “patient factors,
provider factors, and health system fac-
tors,” says Marsha Lillie-Blanton, DrPH,
senior advisor on race, ethnicity, and

health care at the Henry J. Kaiser Fam-
ily Foundation, which is headquar-
tered in Menlo Park, Calif. “Often-
times,” says Lillie-Blanton, “our
interventions tend to focus on just one
of these. But multiple factors have to
be addressed, and that is not easy in a
system that is very complex and has
many intertwining factors.”

Numerous initiatives to improve the
overall quality of care have been started
in the United States during the last de-
cade or two, but Moy says that while
they may have improved quality in
some areas, they did not specifically ad-
dress disparity reduction.

“When we improve quality for
everybody, we see 2 lines of improve-
ment,” he explains. “The majority
population is getting better, the min-
ority population is getting better, and
if those lines are parallel, it just means
you’ve continued the disparities.
There’s been relatively little activity
that has focused specifically on dis-
parities.”

Inherent within health disparities are
socioeconomic issues that are beyond
the scope of physicians and the health
care system. Cary Gross, MD, an asso-
ciate professor of medicine at the Yale
University School of Medicine in New
Haven, Conn, is lead author of the study
that showed no reduction in dispari-
ties in cancer care for Medicare pa-
tients from 1992 to 2002. Even in this
insured population, disparities per-
sisted. Gross says disparities reflect the
complex social structure of the United
States.

“We need to consider not only fac-
tors such as health insurance and pa-
tient education, which are critical, but
also more challenging concepts such as
profound inequities in socioeconomic
status and distrust of the health care sys-
tem by members of vulnerable popu-
lations,” says Gross.

A past president of the National
Medical Association says that some of
the studies documenting racial and eth-
nic health disparities illustrate the need
for new attitudes toward minority pa-
tients. Sandra Gadson, MD, who also
co-chairs the Commission to End

Health Care Disparities (CEHCD) with
the American Medical Association’s
President Ronald Davis, MD, is par-
ticularly troubled by the recent find-
ings on opioid use in emergency de-
partments.

“There is a definite difference in how
those drugs are being used, and that
speaks to stereotypes,” explains Gad-
son. “There are preconceived ideas that
[minority patients] are not actually
having this pain or they are not being
truthful.”

The CEHCD, which formed in
2004 and comprises more than 60
health organizations, is taking a num-
ber of steps to help reduce or elimi-
nate disparities. These include a goal
of trying to reach 100 000 minority
students in middle and high schools
to encourage them to choose medical
careers and thus boost diversity in the
health care workforce. Another initia-
tive is aimed at reducing the sodium
content of processed foods to help
lower rates of hypertension, which
disproportionately affects blacks.
Also, the commission is working with
pharmaceutical companies to produce
culturally sensitive materials about
the importance of taking medications
according to physicians’ instructions
and how to follow-up with a physi-
cian or pharmacist if medication ques-
tions arise.

ISOLATED IMPROVEMENT

Although studies documenting dispari-
ties are not in short supply, findings
about what works to reduce dispari-
ties are. A 3-year, $6-million program
called Finding Answers: Disparities Re-
search for Change, sponsored by the
Robert Wood Johnson Foundation,
seeks to identify effective interven-
tions to eliminate disparities.

Under the direction of Marshall Chin,
MD, MPH, an associate professor of
medicine at the University of Chicago
Pritzker School of Medicine, the pro-
gram reviewed more than 200 journal
articles on disparity reduction inter-
ventions in cardiovascular disease, de-
pression, diabetes, and breast cancer.
The results appeared in October 2007
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in a supplement to Medical Care Re-
search and Review.

One of the few studies in the review
that showed a reduction in racial dis-
parities was part of the Racial and Eth-
nic Approaches to Community Health
(REACH 2010) program, sponsored by
the US Centers for Disease Control and
Prevention in Atlanta, Ga. The dem-
onstration program, which took place
in Charleston and Georgetown coun-
ties in South Carolina, brought to-
gether 28 community partners, from
health professionals to college sorori-
ties and local media, that set goals to

improve diabetes care for blacks as well
as eliminate health care disparities be-
tween black and white patients with
diabetes.

The partners documented dispari-
ties in care for 12 000 black patients
with diabetes in the 2-county commu-
nity. The intervention included such
community activities as health fairs,
support groups, grocery store tours,
community clinics, and church-based
educational programs. After 24
months, the partners audited medical
charts for 158 black patients and 112
patients who were white or of other

racial or ethnic groups. They found
that differences between black and
white patients in rates of hemoglobin
A1c testing, lipid and kidney testing,
eye examinations, and blood pressure
control that had ranged from 11% to
28% at baseline had been eliminated
( Jenkins C et al. Public Health Rep.
2004;119[3]:322-330).

Chin is optimistic that other com-
munities will develop their own, simi-
lar programs in the future. “There are
a lot of promising models,” he says. “But
you may have to revise as you go along,
just like in patient care.” !

Contradictory Findings Ignite Questions
About Blood Glucose Targets in Diabetes
Mike Mitka

CONFLICTING CLINICAL TRIAL
findings announced through
news releases and press confer-

ences have the diabetes care commu-
nity wondering about the possible dan-
gers of aggressively lowering blood
glucose below the levels recom-
mended in current guidelines.

At issue is the February 6 announce-
ment and statement by the National
Heart, Lung, and Blood Institute
(NHLBI) that it was stopping an arm
of the Action to Control Cardiovascu-
lar Risk in Diabetes (ACCORD) study
involving intensive treatment aimed
at lowering blood glucose to reach a
glycated hemoglobin A1c (HbA1c) goal
of less than 6%. Current guidelines from
the American Diabetes Association
(ADA) set the desired HbA1c level at 7%
or below. The stoppage came at the rec-
ommendation of a 10-member data
and safety monitoring board that de-
tected an unexpected higher mortality
rate in patients randomized to the
aggressively treated group compared
with those randomized to the stan-
dard treatment group (http://www.nhlbi
.nih.gov/health/prof/heart/other/accord
/index.htm).

The NHLBI action prompted a press
release a week later from the industry-
sponsored Action in Diabetes and Vas-
cular Disease (ADVANCE) trial, stating
that interim results from ADVANCE
showed no evidence of increased mor-
tality risk for patients receiving inten-
sive treatment to lower blood glucose lev-
els (http://www.advance-trial.com/static
/html/virtual/contents.asp?P=39).

For physicians treating patients with
diabetes, the way these findings were
conveyed—through press confer-
ences and news releases rather than
through peer-reviewed journals or pre-

sentations at major scientific meet-
ings—has left them uncertain of the im-
plications for their treatment strategies.

“My guess is that in endocrinology
offices around the world, this is the wa-
ter-cooler discussion,” said Irl B. Hirsch,
MD, a professor of medicine at the Uni-
versity of Washington Medical Center-
Roosevelt in Seattle and a participant
in the ACCORD study.

OPPOSING RESULTS

The ACCORD study enrolled 10 251
people with type 2 diabetes at 77 sites
in the United States and Canada. Par-

Contradictory findings
from 2 studies that
were announced
through the news
media have left
physicians treating
patients with diabetes
concerned about the
aggressive lowering
of blood glucose to
levels below those
recommended in
treatment guidelines.
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