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INTRODuCTION
Starting in the late 1980s and throughout the 

1990s, reports appeared in the literature describing the 
poor health status and poor health outcomes experi-
enced by minority populations, especially blacks, in the 
United States. Additionally, attention was brought to 
the limited access to health services for minority popu-
lations. These reports prompted Congress to request the 
Institute of Medicine (IOM) to conduct a study to assess 
differences in the kinds and quality of healthcare 
received by US racial and ethnic minorities and nonmi-
norities. The study culminated in the report Unequal 
Treatment: Confronting Racial and Ethnic Disparities in 
Health Care.1 Among the recommendations included in 
the report published in 2003 is a need for (1) change in 
legal, regulatory, and policy interventions and (2) health 
systems interventions. The committee extended the 
recommendations to include (3) implementation of 
programs to enhance individual education and empow-
erment, (4) a need for research into identifying racial 
and ethnic disparities and the development of and 
assessment of intervention strategies, and (5) a need to 
integrate cross-cultural education into the training of all 
health professionals.1 Subsequent to this report, there 
has been an increase in efforts to increase diversity 
among healthcare providers and research investigators.2 
The American Association of Medical Colleges (AAMC) 
continues to encourage recruitment of minorities to  
careers in medicine, to stress the importance of a diverse 
medical school faculty and administration, and to gradu-
ate culturally competent healthcare providers who will 
decrease health disparities and improve health equity. 
Additionally, as noted by Ginther et al in 2011, there 
continues to be a need to increase diversity at the 
National Institutes of Health (NIH) not only among the 
workforce but also among the recipients of awards.3 To 
this end, the NIH has established the Working Group on 
Diversity in the Biomedical Research Workforce to 
monitor the efforts of the NIH to increase diversity and 
to suggest remedies.4

Of importance in this regard is the following. Of the 
almost 157 million women living in the United States in 
2010, racial and ethnic minority women comprised 55.3 
million (35%), including African American women 
(13.5%); Hispanic women (16.2%); Asian American/
Pacific Islander women (6.0%); and American Indian/
Alaska Native women (1.3%).5 One need only look at 
any one of several data books documenting women’s 

health to see that with few exceptions, disparities in 
health status and health outcomes—with poorer health 
among minority populations—exist. Cardiovascular dis-
ease is the leading cause of death for women.6 However, 
black women have the highest mortality rate from heart 
disease (197.5 per 100 000). In contrast, the mortality rate 
from heart disease for white, non-Hispanic women is 
150.0 per 100,000; for Hispanic women, 104.6; American 
Indian/Alaskan Native women, 94.3; and Asian 
American/Pacific Islander, 81.7.6 The breast cancer inci-
dence rate in 2008 was 1.4 times higher for non-Hispanic 
white women than for black women7; however, black 
women have a 41% greater risk of dying from breast 
cancer than non-Hispanic white women.7,8 Likewise, 
disparities in invasive cervical cancer exist.9 While the 
incidence of invasive cancer of the cervix has decreased 
overall, the incidence in Hispanic women and African 
American women remains high. Hispanic women are at 
greatest risk.7,9 Maternal mortality and infant mortality 
are other examples of marked disparities in health out-
comes. Maternal mortality and infant mortality among 
black women is roughly three times that of the national 
rate for all women.10

SOuRCES OF HEALTH INEquITIES
While genetic and biologic factors contribute to 

health status and health outcomes, the health and well-
being of an individual or a population is determined by 
a number of factors including income and education, 
the social and physical environments in which one 
resides, and access to quality healthcare.11 It is in the 
areas of these additional factors that we can make an 
impact in decreasing health disparities. 

Income and Education 
Socioeconomic status is known to be correlated 

with health status, health outcomes, and longevity. 
Therefore, it is important to recognize the extent of exist-
ing poverty in the United States and the effects poverty 
has on health and well-being of the members of our 
society. In 2010, more than 46 million individuals in the 
United States lived with incomes below the poverty 
level,8 which was $22 050 USD for a family of four.12 
More than 17 million of those were women aged 18 years 
and older. About 25% of non-Hispanic black and non-
Hispanic American Indian/Alaskan Native women were 
living in poverty. In each instance, women aged 18 to 44 
years and older than 65 were more likely to experience 
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poverty.8 Additionally, among women 25 years or older 
without a high school diploma, 33% were living in pov-
erty compared to 15.6% with a high school diploma or 
its equivalent.8 The associated restrictions that poverty 
imparts on education, neighborhood conditions, and 
access to quality healthcare, among others, contributes 
to health disparities. Achieving income equality in the 
United States would decrease the inequities that poverty 
imposes and thus would decrease health disparities. 

Life expectancy and health and well-being are posi-
tively associated with level of education as well. In 2008, 
women with fewer than 12 years of education had a life 
expectancy essentially unchanged from that noted for all 
women in the 1950s or 1960s,12 and despite recent efforts 
addressing behavioral risk factors affecting health, the 
difference in life expectancies at birth between the most 
and least educated has not improved. The difference in 
life expectancy in 1990 was 7.7 years; in 2008, it was 10.3 
years.12 Within groups, the difference in life expectancy 
at birth between those with the most education and 
those with the least education among white women was 
10.4 years; among black women, 6.5 years; and among 
Hispanic women, 2.9 years.13 In 2006, the graduation 
rate from high school for white students was 83%; for 
black, Hispanic, and American Indian/Alaska Native 
women it was 64%, 66%, and 65%, respectively. As 
noted by Cutler and Lleras-Muney, relative to a base of 
11%, an additional 4 years of schooling lowers the 5-year 
mortality by 1.8 percentage points and the probability of 
self-reporting as being in fair or poor health by 6 percent-
age points (the mean is 12%) and reduces lost days of 
work due to sickness.14 Additionally, they found that 
individuals with an additional 4 years of education are 
less apt to smoke, use illegal drugs, and be overweight or 
obese.15 There is a need to address high school dropout 
rates and to encourage higher education in an effort to 
reduce health disparities.

Social and Physical Environment
In addition to the focus on level of education, eco-

nomic status, and individual behaviors as they relate to 
health inequities, there is a need to include conditions in 
which people are born and reside throughout their life-
times. The physical aspects of neighborhoods, including 
availability of transportation, areas such as parks that 
promote physical activity, stores that provide nutritious 
food options, medical care, air quality, and level of vio-
lence, to name a few, influence health status and health 
outcomes. For example, birthplace has been associated 
with cardiovascular mortality,16,17 and adolescents who 
reside in the stroke belt are at an increased risk of stroke 
in adulthood.18 Children who reside in neighborhoods 
that are economically poor and have low levels of educa-
tion have an increased risk for obesity regardless of their 
individual characteristics.19 Alternatively, living in low-
poverty neighborhoods and in neighborhoods with rea-
sonable proximity to supermarkets has been associated 
with less obesity.20-22 Segregation within itself also is 
associated with compromised health. Segregated areas 

often have fewer economic opportunities, worse physical 
environments, fewer public resources, and poorer-quality 
healthcare, which contribute to health inequities.23-25 For 
example, growing up in a segregated environment is asso-
ciated with significantly lower later academic perfor-
mance25 and worse health. Women who live in neighbor-
hoods that do not have healthcare facilities within rea-
sonable proximity are less apt to get cancer screening 
including mammography and screening for reproductive 
cancers.26 There is ample evidence in the literature denot-
ing the association of discrimination, whether direct, 
indirect, or at the population level, with adverse health 
status and health outcomes.27-31 Perceived racial and eth-
nic discrimination in childhood has been shown to have 
negative effects on health,30,31 including lower self-rated 
physical health as adults32; preterm birth, low birth 
weight, and very low birth weight32,33; and depressive 
symptoms,34 among others. Addressing inequities in 
neighborhood and social environments would improve 
health and thus decrease health disparities.

Healthcare Inequity
While it is recognized that reducing disparities in 

health status and health outcomes requires expanding 
beyond the healthcare system to include the social deter-
minants of health, differential access to quality health-
care within itself has been associated with disparate 
health outcomes. Barriers to access, whether perceived 
or actual, result in adverse health outcomes. Insurance 
status, perhaps more than any other demographic or 
economic factor, determines the timeliness and quality 
of healthcare received. Uninsured children suffer worse 
health and die sooner than those with insurance, and 
uninsured adults have a higher risk of dying before age 
65 than do insured adults.35-37 Approximately 48 million 
(15.6%) people in the United States in 2011 were with-
out health insurance.38 Eleven percent of non-Hispanic 
whites, 19% of non-Hispanic blacks, 16% of Asians, and 
30% of Hispanics were without health insurance in 
2011.38 Uninsured individuals are less likely to have a 
usual source of medical care, a resource that can be very 
helpful in navigating the healthcare system. The unin-
sured also are less likely to have routine screening and 
less likely to be exposed to prevention programs stress-
ing smoking cessation and the importance of exercise, 
lifestyle changes, and diet management.39

Though patient trust and doubts about medical 
care; patients’ own values, fears and hopes; and a greater 
reluctance to accept physician recommendations and 
personal preferences can contribute to health disparities, 
there is increasing evidence that healthcare system and 
patient/provider factors during clinical encounters con-
tribute to health disparities as well.40 For example, differ-
ences in care may result from unconscious biases and 
stereotyping on the part of physicians and other health-
care providers.41 In arriving at a conclusion that racial 
and ethnic disparities in healthcare exist, the IOM com-
mittee reviewed more than 600 publications in which 
there were differences in the quality of healthcare at a 



52 Volume 2, Number 5 • September 2013 • www.gahmj.com

GLOBAL ADVANCES IN HEALTH AND MEDICINE

Original Article

healthcare system level and provider level.1 

Geographic availability of healthcare services and 
other factors within the health system, including cul-
tural and linguistic barriers, time pressures, and cost-
control measures also are potential sources of disparities. 
Increasing diversity in the healthcare workforce and 
emphasizing the incorporation of culturally competent 
curriculum in medical education could be key in reduc-
ing minority health disparities.40,42

Global Health Inequities 
Maintaining the health of girls and women world-

wide is essential and cannot go unrecognized as an 
important goal to reduce health disparities among 
diverse populations of women. The gap between repro-
ductive, maternal, newborn, and child health outcomes 
in rich and poor countries continues. Preventable com-
plications during pregnancy and childbirth cause 1600 
women and more than 10 000 newborns to die daily. 
Approximately 99% of maternal and 90% of neonatal 
mortalities occur in the developing world.43 Even 
though maternal deaths decreased by 47% during 1990 
and 2010 globally, the lifetime risk of maternal death is 
still nearly 100 times greater in sub-Saharan Africa than 
in rich countries.44 The under-5 mortality rate is almost 
12 times higher in sub-Saharan Africa than in high 
income countries.45 Sixty-one percent of the adults liv-
ing with HIV in sub-Saharan Africa are women.43 Of 
the 1.3 million women worldwide who die of chronic 
obstructive pulmonary disease, indoor smoke is respon-
sible for half a million.43

Failure to address the inequities in health, social, 
and environment structures, and gender that exist in 
our poorest nations prevents girls and women from 
realizing their full potential. Educating girls up to at 
least secondary school level is causally linked to 
improved health outcomes for women and children.46 
When women are empowered educationally and are 
the income earners, it is known that they invest more 
in the health and well-being of their children and com-
munities. Additionally, as noted by the World Health 
Organization, there is a need to address the power and 
resources at global, national, and local levels to address 
the inequities in the social determinants in health that 
are so necessary in decreasing disparities in health sta-
tus and health outcomes among women.13

THE NEED FOR AN INTERDISCIPLINARY APPROACH 
Reducing and eliminating racial and ethnic health 

disparities has become a national and worldwide prior-
ity. Though we are able to measure the existence of 
racial and ethnic disparities in health, there is a con-
tinuing need to address the causes of and solutions to 
reducing disparities. The complex nature and the many 
factors that contribute to health disparities require 
action on multiple levels and collaboration among all 
sectors of society. Research from a diverse cadre of dis-
ciplines—such as medicine, sociology, nursing, psy-
chology, nutritional science, epidemiology, public pol-

icy research, and economics—is essential to help us 
fully understand the causes of and potential solutions 
to health disparities. Additionally, investigation into 
quality of care, including cost, access to, and satisfac-
tion with services as well as attitudes toward health, 
language spoken, educational level, community pro-
file, and socioeconomic status is necessary. Community 
collaborations and input from a wide array of commu-
nity members and organizations should be a key com-
ponent of health disparities research. Uniform data 
analyses are essential to identify health disparities, aid 
in selecting special initiatives targeted to minority 
populations, and measure progress. For the United 
States, the Affordable Care Act of 2010 should help 
with this endeavor. Section 4302 focuses on the stan-
dardization, collection, analysis, and reporting of health 
disparities data.47 Finally, research should examine 
how the conditions in which people are born and reside 
throughout their lives can improve health equities 
rather than be a cause of health disparities. The chal-
lenge now is to move beyond documenting racial and 
ethnic disparities to determining why they exist and to 
identify and assess promising interventions to elimi-
nate them worldwide. 
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